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ABSTRACT

PERCEIVED PARENTING STYLES, SELF-AMBIVALENCE, COGNITIVE
AND EMOTIONAL REGULATION IN RELATION TO
OBSESSIVE-COMPULSIVE SYMPTOMATOLOGY

Ozekin-Unciier, Filiz
Department of Psychology

Supervisor: Prof. Dr. A. Nuray Karanci

October 2015, 274 pages

The main objective of this dissertation is to examine the factors contributing to the
development and maintenance of general obsessive-compulsive symptomatology
(OCS) in a community sample. On the basis of cognitive models (Salkovskis,
1985; Rachman, 1997; Clark, 2004), Guidano and Liotti’s model of self-
ambivalence, and Gross’ (1999) process model of emotion regulation, the present
study aimed to investigate the role of perceived parental styles, self-ambivalence,
maladaptive appraisals, and emotion regulation strategies in predicting both
overall OCS and subtypes of OCD. In line with these purposes, firstly, the Self-
Ambivalence Measure (SAM; Bhar & Kyrios, 2007) was translated into Turkish
and a pilot study was conducted in order to evaluate the psychometric properties
of the instrument. Main study included 877 adults from different regions of
Turkey. The factor analysis of the SAM revealed a three-factor solution, labeled

as self-worth ambivalence, moral ambivalence, and public-self acceptability.
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Additionally, the analyses showed that Turkish SAM had satisfactory
psychometric  properties. Regression analyses indicated that paternal
overprotection, maternal rejection, self-worth ambivalence, public self-
acceptability, OCD-related beliefs, and suppression were associated with the
overall obsessive-compulsive symptoms. Finally, the results of model-testing
analyses showed the mediator roles of self-ambivalence, obsessive appraisals, and
suppression as an emotion regulation strategy between parental attitudes and
OCS. The results of the current study were discussed in the light of the literature;
and clinical implications, limitations, and directions for the future studies were

presented.

Keywords: Obsessive-Compulsive Symptoms, Perceived Parental Styles, Self-

Ambivalence, Obsessive Appraisals, Emotion Regulation.
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ALGILANAN ANNE-BABA TUTUMLARI, BENLIK IKiLEMI, BILISSEL VE
DUYGUSAL REGULASYON ILE
OBSESSIF-KOMPULSIF SEMPTOMATOLOJI ARASINDAKI ILISKI

Ozekin-Unciier, Filiz
Doktora, Psikoloji Boliimii

Tez Yoneticisi: Prof. Dr. A. Nuray Karanci

Ekim 2015, 274 sayfa

Bu tez calismasinin temel amaci, genel obsessif-kompulsif semptomatolojiye
(OKS) yol agan ve bunlarin devam etmesinde etkili olan faktorlerin toplumsal bir
orneklemde incelenmesidir. Bu ¢alismada, Obsessif-Kompulsif Bozuklugun
bilissel modelleri (Salkovskis, 1985; Rachman, 1997; Clark, 2004), Guidano ve
Liotti (1983) tarafindan gelistirilen benlik-ikilemi teorisi ile Gross’un (1999)
duygu diizenleme siiregleri modeli temel alinarak algilanan anne-baba yetistirme
tutumlari, benlik ikilemi, islevsel olmayan inanglar ve duygu diizenleme
yontemlerinin OKS’yi ve alt boyutlarin1 yordamadaki roliinlin arastirilmasi
amaglanmistir. Bu amaglar dogrultusunda, dncelikle, Benlik Ikilemi Olgegi (BIO;
Bhar & Kyrios, 2007) Tiirk¢e’ye uyarlanarak, pilot calisma ile psikometrik
ozellikleri incelenmistir. Ana ¢alisma kapsaminda, ilgili sekiz dl¢ek, Tiirkiye’nin
farkli bolgelerinde bulunan 877 yetiskin ornekleme uygulanmistir. BIO’ye

uygulanan faktor analizi sonucunda benlik-degeri ikilemi, ahlaki ikilem ve sosyal
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kabul olmak iizere ii¢ faktor elde edilmistir. Analizler, dlgegin tutarli ve glivenilir
oldugunu gostermektedir. Yapilan hiyerarsik regresyon analizleri sonucunda,
anneden algilanan reddedici tutum, babadan algilanan asir1 koruyuculuk, benlik-
degeri ikilemi, sosyal kabul, sorumluluk/tehdit algisi,
mitkemmeliyetcilik/belirsizlik, diisiincenin 6nemi/kontrolii ile ilgili inanglar ve
duygusal diizenleme yontemi olarak bastirmanin genel OKS ile iligkili olduklar1
gozlenmistir. Buna ek olarak, algilanan  anne-baba tutumlarimin OKS ile
iliskisinde benlik ikilemi faktorlerinin araci rolii ile benlik-ikilemi faktorlerinin
OKS ile iliskisinde obsessif inanglar ve bastirmanin araci rolii analiz edilmistir.
Son olarak yapilan model testi sonuglari degerlendirildiginde ise algilanan
ebeveyn tutumlarindan OKS’ye kadar dogrudan ve dolayli etkilerin oldugu
gbzlenmis ve benlik-ikilemi, obsessif inanglar ve duygu diizenleme yontemi
olarak bastirmanin aract rolleri saptanmistir. Sonuglar, ilgili literatiir
dogrultusunda tartisilmis, ¢alismanin sinirliliklar belirtilerek bulgular sonucunda
klinik uygulamalar ve ileride yapilacak olan ¢aligmalara yonelik Oneriler

sunulmustur.

Anahtar Kelimler: Obsessif-Kompulsif Bozukluk, Algilanan Ebeveyn Tutumlari,

Benlik Ikilemi, Obsessif Bilisler/Degerlendirmeler, Duygu Diizenleme
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CHAPTER |

INTRODUCTION

Many people may experience any type of unwanted thoughts, images or
ideas in their daily lives. For instance, Rachman and Silva (1978) found out that
healthy college students had intrusive thoughts with obsessional themes from time
to time. However, most people can dismiss these thoughts from their awareness;
while others are less likely to ignore them and pay undue attention to them, which
cause these thoughts to become more frequent, anxiety provoking, irrepressible,
and turn into obsessions. Therefore, such thoughts are an important area of
research because of their relatedness with Obsessive-Compulsive Disorder
(OCD). Obsessive-Compulsive Disorder (OCD) is a relatively common disorder
defined by “the presence of persistent, intrusive thoughts, images or impulses,
named as obsessions, and by repetitive or ritualistic actions, named as
compulsions” (DSM-V, American Psychiatric Association, 2013). The history of
the concepts of obsessions and compulsions can be extended to 14™ century.
Between 14™ and 16™ century, it was considered that individuals experiencing
obsessive thoughts were possessed by the devil and the treatment involved
banishing the evil through exorcism (Aardema & O’Connor, 2007). At the
beginning of the 19" century, obsessions and compulsions were described as
unusual expressions of melancholia (Berrios, 1989). In the early 20th century,
Freud explained obsessive and compulsive symptoms as the “manifestations of
unconscious struggle for control over drives that are unacceptable at a conscious
level”. In the 1960s, focus shifted to behavioral treatments for OCD with the
growing importance of learning theories (Foa, Steketee, & Ozarow, 1985). In the
recent past, cognitive factors and maladaptive appraisals received attention for
both understanding intrusive thoughts and treating OCD (Frost & Steketee, 2002).
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Cognitive models of OCD assumed that intrusions contribute to the development
and maintenance of OCD (Wells, 1997). However, rather than the content of
intrusions, the misinterpretations of these intrusions is proposed to be related to
obsessive-compulsive symptomatology (Rachman, 1997; Salkovskis, 1985).
According to cognitive models, OCD is described in terms of maladaptive beliefs
about the likelihood of threat, importance and control of thoughts, uncertainty,
inflated sense of responsibility, and perfection (Obsessive Compulsive Cognitions
Working Group; OCCWG, 1997). Cognitive theories of OCD differ from each
other on which schema they kept in the foreground while all describing the roles
of cognition in the etiology of OCD. On the other hand, although cognitive
models have added important information to the knowledge and treatment of
OCD, they have been criticized for focusing largely on maintaining and
exacerbating factors, and not paying proper attention to vulnerability factors
associated with obsessive-compulsive symptomatology. Thus, this point seems to
reveal a gap with regard to the etiology and maintenance factors of OCD. Within
this standpoint, the current thesis aims to examine both cognitive, and other
potential vulnerability factors in a comprehensive etiological model of obsessive-
compulsive symptoms. By getting support from the literature as explained in the
following sections, the role of parental attitudes, perception of self as ambivalent,
cognitive appraisals of intrusive thoughts, and individuals’ emotion regulation
strategies on obsessive-compulsive symptomatology are examined.

In this section of the current thesis, literature review on clinical features
and etiological theories of obsessive-compulsive disorder (OCD), cognitive
appraisals underlying OCD, the role of emotion regulation strategies, self-
ambivalence, and perceived parental rearing behaviors in the development of
OCD is presented. This section also includes the aims of the study with the
proposed model and the hypotheses. In the second chapter, pilot study conducted
for the adaptation of the Self-Ambivalence Measure into Turkish is presented.
This section follows with the sequence of sample characteristics, research
instruments, procedure, results of the psychometric analyses, and the discussion.

The third chapter includes the method section of the main study; the sample of the
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main research, instruments utilized for the current study, procedure, and the
statistical analyses. Then, the results of the statistical analyses are presented.
Finally, the fifth chapter includes the discussion of the findings, limitations and

clinical implications of the study, and suggestions for future studies.
1.1 Phenomenology of Obsessive-Compulsive Disorder

Obsessive-Compulsive Disorder (OCD) is “a severe, chronic psychiatric
disorder that is characterized by the presence of obsessions and compulsions that
interfere with functioning in daily life by bringing a great amount of distress to the
patient’s life” (APA, 2013). In the Fourth Edition of Diagnostic and Statistical
Manual of Mental Disorders (DSM-1V-TR), American Psychiatric Association
included OCD under the anxiety disorders, where it has been categorized since the
publication of the DSM-I11l. However, in the Fifth Edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-V), OCD is grouped as a separate
diagnosis with a new chapter named as “Obsessive-Compulsive and Related
Disorders” (DSM-V, APA, 2013). Because of having common features such as
obsessive preoccupation and repetitive behaviors, in DSM-V obsessive-
compulsive disorder was grouped with body dysmorphic disorder, and with
conditions  previously found in impulse control disorder including
trichotillomania, hoarding disorder, and excoriation (skin picking) disorder in a
separate and a new chapter (APA, 2013). As Table 1 presents, the DSM-V defines
obsessions as “intrusive, unwanted thoughts, images or impulses that evoke
distress or anxiety, and a strong motivation to suppress or neutralize their effects”.
People having OCD recognize that these thoughts are the product of their own
mind; however they are accepted as being ego-dystonic. Compulsions, on the
other hand, are “repetitive overt (e.g. washing hands) or covert (e.g. undo or
replace a bad thought) behaviors performed to reduce anxiety caused by
obsessions or to prevent feared consequences”. Despite having the idea that
compulsions are excessive and irrational, individuals with OCD could not resist
performing compulsive rituals, and usually feel a loss of control over their

compulsions (Clark & Beck, 2010). Although obsessions and compulsions are
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related to each other, some patients exhibit only obsessions without compulsions
because of internal neutralization strategies (Rachman, Shafran, Mitchell, Trant,
& Teachman, 1996).

Table 1 Diagnostic Criteria for OCD (DSM-V; APA, 2013)

A. Presence of obsessions, compulsions, or both:
Obsessions are defined by (1) and (2):
1. Recurrent and persistent thoughts, urges, or impulses that are
experienced, at some time during the disturbance, as intrusive and
unwanted, and that in most individuals cause marked anxiety or
distress.
2.The individual 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 are 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
individual 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 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 (e.g., take more than 1

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

occupational, or other important areas of functioning.

C. The obsessive-compulsive symptoms are not attributable to the physiological

effects of a substance (e.g., a drug of abuse, a medication) or another medical

condition.

D. The disturbance is not better explained by the symptoms of another mental

disorder

Specifyif:

With good or fair insight: The individual recognizes that obsessive-compulsive

disorder beliefs are definitely or probably not true or that they may or may not be

true.

With poor insight: The individual thinks obsessive-compulsive disorder beliefs

are probably true.

With absent insight/delusional beliefs: The individual is completely convinced

that obsessive-compulsive disorder beliefs are true.

Specify if:

Tic-related: The individual has a current or past history of a tic disorder.




However, 75 to 91% of the individuals reported having both obsessions
and compulsions (Foa & Kozak, 1995). In order to meet the diagnostic criteria
(DSM-V) for OCD, obsessions and compulsions should be regarded as time
consuming (e.g. more than 1 hour a day) and should also interfere with the
person’s daily life activities. It is also highlighted that these features are not
secondary to another mental disorder (APA, 2013).

The content of obsessive-compulsive symptoms is heterogeneous which
means that OCD is composed of multiple symptoms and the clinical
demonstration of these symptoms vary widely from one patient to another. Thus,
this heterogeneity has led researchers to examine homogeneous subgroups of
OCD patients in order to understand the variability in treatment response and to
advance etiological models (McKay, Abramowitz, Calamari, Kyrios, Radomsky,
Sookman, Taylor, & Wilhelm, 2004; Leckman, Dorothy, Boardman, Zhang,
Vitale et al., 1997). Most of the researchers focused on deriving OCD symptom
dimensions via factor analysis, using either symptom categories (e.g. Hodgson
and Rachman, 1977; Abramowitz, Franklin, Schwartz, & Furr, 2003; Leckman et.
al., 1997; van Oppen, Hoekstra, & Emmelkamp, 1995) or individual items (e.g.
Pinto, Greenberg, Grados et. al., 2008). Similar results with little variations have
been found within both approaches. Recent studies have generally yielded five
symptom dimensions, including contamination/cleaning, symmetry/ordering,
doubts about harm/checking, hoarding, and unacceptable thoughts related with
mental rituals (Pinto, Greenberg, Grados et. al., 2008; Williams, Mugno, Franklin,
& Faber, 2013).

Obsessive fear of contamination with washing/cleaning rituals, which is
the most common symptom dimension of OCD, can take many forms such as fear
of unseen dirt, germs, poisons, or toxins. Patients with contamination obsessions
reported either feeling discomfort without fears of harm or with specific fear of
harm to self or to others (Feinstein, Fallon, Petkova, & Liebowitz, 2003). The
former wash or clean excessively in order to eliminate the feelings of

contamination whereas the latter perform washing to prevent perceived danger.



Another common dimension is the harm/aggressive obsessions and
checking compulsions. The patient having intrusive thoughts related to harm (e.g.
fire, theft, flood) feels responsible for the occurrence of feared events, so performs
checking rituals to decrease the perceived responsibility for the likelihood of the
feared events, and to prevent damage to self and to others (Sookman & Pinard,
2002; McKay et al., 2004). Therefore, inflated sense of responsibility plays an
important role in this type of obsession (Salkovskis, 1985). Somatic obsessions
are another common obsession type that are associated with compulsive checking
rituals and the need to have reassurance for having serious illness (Rasmussen &
Eisen, 1989). Furthermore, McKay et. al. (2004) reported that 25% of OCD
patients had obsessions without overt compulsions. Sex, harm/violence, and
religion are the common obsessional themes in this category of patients. These
patients suffer from fears of committing an unacceptable sexual or aggressive
thought/ act towards others, which is accompanied by asking significant others
frequently for reassurance, trying to control such thoughts, washing, and checking
(Freeston, Leger, & Ladouceur, 2001; Steketee, 1999). Another type of obsessive
thoughts include the need for symmetry, order, or exactness (McKay et. al., 2004).
These patients try to have objects or events in a certain order, to do certain
activities in an exact fashion, or to do things exactly symmetrical. Their anxiety is
related to time pressure and their greatest fear is doing something wrong
(Rasmussen & Eisen, 1989). Furthermore, minority of OCD patients suffer from
hoarding obsessions which is defined as the difficulty of discarding items that are
worthless to others. It was suggested that when compared to other OCD patients
and other anxiety disorders, patients with hoarding subtype experienced higher
anxiety, depression with poorer insight that led to severe psychosocial
consequences (Frost, Steketee, Williams, & Warren, 2000). Frost and Hartl (1996)
reported that obsessional fear of losing items, excessive attachment to
possessions, deficits in decision making and organization, perfectionism,
procrastination, and behavioral avoidance were the common features of OCD
hoarders. In terms of the prevalence of different OCD symptom subtypes in a
patient sample, Ball, Baer, and Otto (1996) found out that 75% of the patients
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expressed cleaning and/or checking rituals while only 12% of them showed
multiple rituals including symmetry, hoarding, and exactness symptoms.
Similarly, Fullana et. al. (2010) reported that harm/checking was the most
prevalent dimension among 2804 adults with 8%, followed by somatic obsessions
(5%) and symmetry/ordering (3%). Another study investigating the clinical
features of obsessive-compulsive disorder in a sample of Turkish patients with
OCD using the Structured Clinical Interview for DSM-III-R revealed that the
most prevalent obsession themes were dirt contamination themes (53.3%)
(Egrilmez, Giilseren, Giilseren, & Kiiltiir, 1997). These findings were supported
by Karadag, Oguzhanoglu, Ozdel, Ates¢i, and Amuk (2006) showing that the
most commonly occurring obsessions were contamination (56.7%), aggression
(48.9%), and somatic obsessions (24.1%), followed by obsessions related with
religiosity (19.9%), symmetry (18.4%), and obsessions including sexual images
(15.6%). In conformity with the findings of Grabe, Meyer, Hapke, Rumpf,
Freyberger et al. (2000), it can be concluded that types and frequencies of
obsessions and compulsions are consistent across cultures and time.

Prior to the publication of DSM-III in 1980, the diagnosis of OCD was
based on vague clinical judgments and the prevalence of OCD was thought to be
as low as 0.05% in the general population (Rasmussen & Eisen, 1992). However,
with the development of structured or semi-structured instruments, recent
epidemiological studies revealed that it is much more prevalent than previously
thought (Karno & Golding, 1991; Fontenelle, Mendlowicz, & Versiani, 2006;
Torres & Lima, 2005). In 1988, the Epidemiological Catchment Area Study
(ECA) in five U.S. communities reported a lifetime prevalence between 1.9% to
3.3% (Karno, Golding, Sorenson, & Burnam, 1988). Likewise, a cross-national
study conducted in seven countries (e.g. USA, Canada, Puerto Rico, Germany,
Taiwan, Korea and New Zealand), using DSM-III criteria, estimated the lifetime
prevalence of OCD as ranging from 1.9% to 2.5% (Weissmann et. al., 1994).
Moreover, a nationally representative survey, using data from National
Comorbidity Survey Replication (NCSR), assessed U.S. adults for lifetime OCD
with the DSM-IV criteria and reported 2.3% for lifetime prevalence and 1.2% for
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annual prevalence. Additionally 28.2% of the participants reported experiencing
either obsessions or compulsions at some time in their lives (Ruscio, Stein, Chiu,
& Kessler, 2010). Although there are certain concerns about the diagnostic
methods and differences between clinic and population-based estimates, these
prevalence studies suggest that OCD is not rare in the community.

Surveys with community sample suggested the age of onset of OCD as
during early adulthood (Karno & Golding, 1991; Angst et. al., 2004; Ruscio,
Stein, Chiu, & Kessler, 2010) while research with clinical samples reported the
onset of age as adolescence (Flament, Rapoport, Whitaker, Davies, Kalikow, &
Shaffer, 1988; Rasmussen & Tsuang, 1986). For instance, Rachman and Hodgson
(1980) reported 65% of their community sample had onset prior to age 25; and in
a recent study conducted with U.S. adults mean age of onset was found as 19.5
(NCS-R; Ruscio, Stein, Chiu, & Kessler, 2010). Likewise, Fineberg et. al. (2013)
reported that OCD was an illness of late childhood and early to middle adulthood.

In addition to affecting adults, OCD is also observed during childhood.
Diler and Avci (2002) reported that 50% of the patients had the onset of
symptoms occurring in childhood; while another study revealed that two thirds of
the OCD patients had the onset before the age of 15 (Rapoport, 1990). Moreover,
Fontenelle, Mendlowicz, and Versiani (2006) suggested that vulnerability to the
development of OCD increased during periods of late adolescence. It was
suggested that the age of onset of the illness affects the clinical features of OCD
and also therapeutic response of the patients. For instance, Sobin, Blundell, and
Karayiorgou (2000) compared early onset adult OCD patients with late onset
patients. They showed that number, severity, and content of obsessions and/or
compulsions were criteria that differed early onset OCD patients from late onset
OCD patients. Therefore, researchers agreed on that patients with early onset
OCD might show a more severe subtype of this disorder (Fontenelle,
Mendlowicz, Marques, & Versiani, 2003). Recently, Ruscio and his colleagues
(2010) reported that the majority of the early onset cases include males, with the
onset before age 10. Consistent with these findings, being male was suggested to

be a risk factor for earlier age of onset, more insidious onset, and greater
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chronicity of the course (Wang et. al., 2012; Bogetto, Venturello, Albert, Maina,
& Ravizza, 1999). In addition to being male, genetic component was also found to
be a risk factor for the early-onset (Walitza et. al., 2010; Busatto et. al., 2001).
Gender difference is also apparent in OCD symptom dimensions and the
prevalence of the disorder. Epidemiological studies indicated a slightly higher
lifetime prevalence rate for female patients (Castle, Deale, & Marks, 1995;
Weismann et. al., 1994; Karno, Golding, Sorenson, & Burnam, 1988). On the
other hand, in clinical samples, males and females were reported to have an equal
lifetime prevalence in terms of OCD (Steketee, 1999). In terms of symptom
clusters, female patients were more likely to show contamination/cleaning
obsessions, related compulsions and hoarding symptoms (Torresan, Ramos-
Cerqueira, Shavitt, Rosario, de Mathis, & Miguel, 2013; Mathis et. al., 2011;
Stein, Andersen, Overo, 2007); while male patients were more likely to present
sexual/religious subtypes, symmetry obsessions and checking rituals (Torresan et.
al., 2013; Karadag, Oguzhanoglu, Ozdel, Atesci, & Amuk, 2006; Leckman et. al.,
1997).

The onset of OCD can be either gradual or acute as a response to a stressor
(Clark & Beck, 2010). Traumatic life events (Cromer, Schmidt, & Murphy, 2007);
critical/stressful experiences related to changes in demands of life like significant
losses (Albert, Maina, & Bogetto, 2000; Salkovskis, Shafran, Rachman, &
Freeston, 1990); developmental changes like pregnancy or childbirth
(Abramowitz, Schwartz, Moore, & Luenzmann, 2003); and physical illness
(Jenike, 2001) can lead to the onset of OCD. Additionally, the content of the
obsessions are said to be shaped and worsened by the personal experiences,
sociocultural factors, and critical life events (de Silva, 2003; Rachman &
Hodgson, 1980).

On the other hand, the course of the illness is variable in a spectrum,
ranging from chronic to episodic. Most of the OCD patients reported waxing and
waning of symptoms over a lifetime (Clark & Beck, 2010). However, Rasmussen
and Eisen (1992) proposed that the course of OCD can be examined in terms of

four categories, including “episodic” (at least one circumscribed interval, six
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months, free after the OCD onset); “continuous” (stable symptomatology);
“chronic” (fluctuating symptomatology; symptoms were waxing and waning
without complete remissions); and “deteriorative” (progressive worsening of the
illness result in independent existence of the patient). Earlier retrospective follow-
up studies of OCD revealed that most of the patients represent a chronic course
and very low spontaneous remission rates (Foa & Kozak, 1996; Eisen, Goodman,
Keller, Warshaw, DeMarco, Luce & Rasmussen, 1999). Correspondingly, Skoog
and Skoog (1999) examined the long-term course of OCD patients with a 40 year
follow-up. Results showed that only 20% of them showed complete symptom
recovery. They concluded that the likelihood of full remission of OCD is low
despite receiving adequate pharmacotherapy and effective psychotherapy. Since
in most of the cases patients remain symptomatic, it is not suprising that the
illness impairs the quality of life of both patients and their family members.
Depending on the severity, occupational, social and marital functioning of patients
were negatively and severely affected by obsessive-compulsive symptoms (Adam,
Meinlschmidt, Gloster, & Lieb, 2012).

Furthermore, the comorbidity with other disorders makes OCD cases even
more severe and complex. A substantial body of data from clinical and
epidemiological studies revealed that OCD has a significant comorbidity with
both Axis | and Axis Il disorders. For instance, National Comorbidity Survey
replication (Ruscio et. al., 2010) reported that 90% of participants with lifetime
OCD met criteria for another lifetime DSM-IV disorder. According to this study,
the most common comorbid disorders are anxiety disorders (75.8%), followed by
mood disorders (63.3%), impulse-control disorders (55.9%), and substance use
disorders (38.6%). Likewise, Klein Hofmeijer-Sevink et. al. (2013) supported
these results with a clinical sample showing that 55% of OCD patients suffered
from at least one comorbid disorder while 78% suffered from lifetime
comorbidity. Anxiety (37%) and mood disorders (24%) were found to be the most
prevalent comorbid disorders whereas psychotic disorders, eating disorders, and

substance use disorders were less common with a prevalence of 10%. Presence of
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depression worsened the obsessional symptoms; therefore reduced the quality of
life of the patients (Clark & Beck, 2010).

Additionally, it is also common for OCD patients to have personality
disorders. In a study focusing on the comorbidity OCD and personality disorders,
53% of OCD patients met the criteria for a personality disorder, with Cluster C
(anxious, fearful cluster) diagnosis was the most common (Matsunaga, Kiriike,
Miyata et. al., 1998). In another study, 74% of OCD sample met criteria, based on
DSM-1V, for at least one personality disorder. The most prevalent personality
disorders in OCD patients was found to be paranoid (35%), obsessive—compulsive
(28%), avoidant (27%), schizoid (26%) and schizotypal (25%) (Torres et. al.,
2006). Moreover, Aygicegi and her colleagues examined the patterns of
personality disorder comorbidity in a Turkish OCD sample and found that patients
obtained significantly higher scores on Cluster A (odd, eccentric cluster) and
Cluster C personality disorders (Aygicegi, Dinn, Catherine, & Harris, 2004).

In terms of gender differences regarding comorbidities of OCD, studies
revealed that men with OCD were more likely to suffer from social phobia
(Bogetto, Venturello, Albert, Maina, & Ravizza, 1999; Tiikel, Polat, Geng,
Bozkurt, & Atla, 2004), tic disorders (Torresan et. al., 2009), substance use
disorders (Bogetto et. al., 1999), and personality disorders including obsessive-
compulsive personality disorder, and Cluster A (Torres et. al., 2006) when
compared to women. On the other hand, women with OCD were more likely than
men to present eating disorders (Bogetto et. al., 1999; Torresan et. al., 2013),
major depression (Karadag et. al., 2006; Labad et. al., 2008), and impulse-control

disorders (Bogetto et. al., 1999; Torresan et. al., 2009) as a comorbid condition.
1.2. Etiology of OCD

Although abundant research has been carried out in order to determine the
etiology of obsessive-compulsive disorder, the exact cause has not been identified
yet. However, there is strong evidence that neurobiological factors (e.g. brain and
genetic factors) make certain individuals more vulnerable to the development of
OCD (Oltmanns & Emery, 2007). In terms of genetic features, it was suggested
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that there was some degree of genetic transmission of OCD within families. Twin
studies of adults showed that obsessive-compulsive symptoms were moderately
heritable, for instance OCD occurred far more often among monozygotic twins
than dizygotic twins and OCD symptoms among immediate family members were
higher with 25% (Abramowitz, Taylor, & McKay, 2009; Van Grootheest, Cath,
Beekman, & Boomsma, 2005). On the other hand, psychological factors such as
faulty learning, distorted beliefs, and catastrophic thoughts were found to be
present in most patients, and seemed to play an important role in the appearance
and maintenance of symptoms.

In terms of psychoanalytic theory, Freud explained OCD as defensive
psychological responses to unconscious impulses (cited in Oltmanns & Emery,
2007). Freud suggested that obsessive-compulsive symptoms occurred as a result
of unresolved conflict at the anal stage. Psychoanalytic view of OCD also
proposed that OCD patients had weak ego boundaries and obsessional rituals were
important defense mechanisms, which help to strengthen these boundaries and to
control patient's internal anxiety state.

With an increase in the popularity of behavioral models in 1960s, learning
theory was also applied to understanding the etiology of OCD (Steketee, 1999;
Salkovskis, 1999). Behavioral models suggested that obsessions were acquired by
classical conditioning, which followed either a traumatic experience or
informational learning, and they were maintained via operant conditioning
(Steketee, 1999). It was suggested that people with OCD associated certain
objects, situations, or normal intrusive thoughts with anxiety and learned to avoid
those things that triggered anxiety or to perform "rituals” in order to reduce the
feared consequences and to escape from obsessional anxiety (Shafran, 2005;
Abramowitz, Taylor, & McKay, 2009). However, researchers agreed on some
major limitations (e.g. not providing an explanation for the emergence,
persistence and the content of obsessions; symptoms may have changed over
time; and many OCD patients’ not having a history of relevant conditioning
experience that result in obsessional fear) related to behavioral models of OCD,

which led them to consider cognitive explanations of OCD (Clark, 2004).
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Generally, cognitive models of OCD assumed that intrusions play an
important role in the development and maintenance of OCD (Wells, 1997).
According to cognitive models, OCD is characterized by maladaptive beliefs
about the likelihood of threat, importance and control of thoughts, uncertainty,
inflated sense of responsibility, and perfectionism (Obsessive Compulsive
Cognitions Working Group; OCCWG, 1997). Hypothesized cognitive theories of
OCD, explained in the next section, differ from each other depending on which
schema they kept in the foreground while describing the roles of cognition in the
etiology of OCD. Since this thesis is concerned with the cognitive models of
OCD, they will be presented in more detail in the next section.

1.3. Cognitive Theories of OCD

Although different theories have been proposed to clarify the etiology of
OCD (e.g. biological, neuropsychological, psychoanalytic, behavioral models
etc.), cognitive models of OCD have received a large body of empirical support
and have contributed to the development of effective treatments (Franklin,
Abramowitz, Jonathan, Kozak, Levitt, & Foa, 2000). The current cognitive
models of OCD originated from Carr’s (1974) cognitive conceptualization of
OCD (cited in Van Oppen & Arntz, 1994). Carr’s (1974) model emphasized the
unrealistic threat appraisals of obsessive-compulsive patients. According to this
model, OCD patients overestimate both the probability and the cost of occurrence
of undesired outcomes, as a result of which they experience high degree of threat
and perform rituals to reduce this threat. However, this model did not provide any
explanation for why OCD patients experience high threat appraisals (cited in Van
Oppen & Arntz, 1994).

McFall and Wollersheim (1979) proposed another cognitive model for
OCD, which emphasized the factors that influence the irrational estimate of
catastrophic outcomes and factors that lead to the performance of compulsions.
They suggested that there are two appraisal processes, namely primary appraisal
and secondary appraisal that play a crucial role in the occurrence of obsessive-

compulsive symptoms. According to this model, threat appraisal is generated
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during primary appraisal process where the individual estimates risk of the danger
of an event. After anxiety increases, individual evaluates his/her resources to cope
with the threat on the basis of secondary appraisals where the consequences of
efforts to cope with the threat are evaluated (cited in Van Oppen & Arntz, 1994).
Similar to the current cognitive models, McFall and Wollersheim (1979)
determined some maladaptive beliefs that influence the primary and the secondary
appraisal processes of OCD. For instance, these beliefs for primary appraisal are
perfectionistic thoughts, fear of punishment as a result of making mistakes, self-
influence on initiating or preventing catastrophic outcomes, unacceptable thoughts
and feelings resulting in catastrophe. Moreover, being upset due to dangerous
outcomes, preventing feared outcomes via magical rituals, preferring rituals or
obsessions over confronting with one’s feelings/thoughts, and being afraid to feel
uncertainty and loss of control are the ones that are influential in secondary
appraisal process according to McFall and Wollersheim (1979) (cited in Van
Oppen & Arntz, 1994). As a result of these beliefs, patients feel helpless to cope
with the perceived threat and continue to perform rituals to prevent the outcome.
However, the first two cognitive models of OCD (Carr, 1974; McFall &
Wollersheim, 1979; cited in Van Oppen & Arntz, 1994) were criticized for being
unable to distinguish between threat appraisal in OCD patients and threat
appraisal in other patients (Salkovskis, 1999). Salkovskis (1985) proposed another
cognitive model that was accepted as the most comprehensive one for the
cognitive conceptualization of OCD. This model is based on the idea that not the
event nor the thought itself, but the person’s appraisal of the thought leads to
emotional reaction. According to Salkovskis (1999), obsessional thinking is
related to normal intrusive cognitions including ideas, thoughts, images or
impulses. As at least 90% of the general population has such intrusions, the
difference between normal intrusive cognitions and obsessional intrusive
cognitions is important. Despite having similarities in terms of their form and
content, clinical obsessions were found to be more intense, longer lasting, more
insistent, more distressing and anxiety provoking than unwanted intrusive
thoughts (Rachman & de Silva, 1978). Salkovskis (1985) suggested that rather
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than the content of intrusions that also occur in the majority of individuals, the
meaning of the thought for the person, misinterpretations of the occurrence and
uncontrollability of these intrusions as being important, personally significant, and
threatening result in obsessional pattern. Additionally, Salkovskis (1985, 1999)
made a critical distinction between negative automatic thoughts and unwanted
intrusive thoughts. In the cognitive model of OCD, negative automatic thoughts
were defined as the interpretations of the intrusive thoughts. For some individuals,
intrusions become a persistent source of mood disturbance when they interact
with the individual’s belief system and lead to negative automatic thoughts. For
instance, if the person has dysfunctional responsibility beliefs, and intrusive
thought such as “Did I lock the door?” might lead to the appraisals such as
“Something bad will happen and it will be my fault” (negative automatic
thoughts). Therefore, the affective disturbances were actually caused by the
negative automatic thoughts rather than the intrusion itself (Salkovskis, 1985).

In his cognitive model of OCD, Salkovskis (1985) argued that if an
appraisal includes an element of harm or danger, emotional reaction will be
anxiety. According to this model, not only perceived threat, but also the
interpretation of obsessional intrusions as indicating personal responsibility for
harm to oneself or others links the intrusive thoughts to the discomfort, and the
following neutralizing behaviors. In other words, perception of responsibility
results in an increase in discomfort, which in turn leads to rise in attention,
focused on intrusive thoughts and/or to stimuli related to them; and in turn makes
an increment in the frequency of thoughts. Subsequently, in order to reduce
anxiety and intrusive thoughts, and to discard responsibility, individuals engage in
neutralizing behaviors (e.g. avoidance, compulsion checking, washing, covert
rituals), which are counterproductive, that lead to a vicious cycle of negative
thinking, maintenance of negative beliefs and neutralizing acts (Salkovskis, 1985,
1999).

In addition to Salkovskis’ (1985) emphasis on personal responsibility,
Rachman (1997) proposed that obsessions are caused by catastrophic

misinterpretations of the significance of unwanted intrusive thoughts. It was
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suggested that obsessions would persist until the misinterpretations will have been
weakened. In his model, Rachman argued that when the main content of
obsessions such as aggression, sex and blasphemy are important in moral system
of the person, this may contradict with the self. Obsessive patients, then
exaggerated the significance of their intrusive thoughts, misinterpret these
thoughts as revealing hidden parts in their characters hidden, such as being an
immoral, unreliable, or sinful person. As a result, these misinterpretations lead
them to fear from potential, serious and/or dangerous consequences (e.g. losing
control/cause harm, being rejected by other people, or being punished).
Accordingly, focused attention increases the range and seriousness of potentially
threatening stimuli, therefore, a wide range of neutral stimuli in the environment
turn into threat. Moreover, not just the stimuli around but also internal sensations
of anxiety (i.e., exconsequential reasoning; Arntz, Rauner & Van Den Hout, 1995)
contribute to these transformations. In other words, the catastrophic
misinterpretation of one’s anxiety (e.g. “If I am anxious, this means there is a
danger”) can interact to increase the catastrophic misinterpretation of the
intrusion. Rachman (1997) suggested that this interpretation of internal sensations
or external cues as signs of potential threat leads to avoidance behavior, which
leaves the catastrophic misinterpretation unchallenged, increases the range of
internal sensations or internal stimuli, and hence, the frequency of the obsessions
remains high. On the other hand, if the catastrophic misinterpretation is reduced or
replaced by a benign interpretation, the frequency of the obsessions will decline
due to the re-conversion of threat stimuli back to neutral stimuli.

Besides avoidance behaviors, the other reaction to obsessions is
neutralizing acts (Rachman, 1997). Neutralizing behaviors are performed either to
neutralize the perceived negative consequences of the obsessions or to neutralize
the feelings of distress, anxiety or guilt that are emerged after catastrophic
misinterpretations. Neutralizing behaviors can be either overt (e.g. washing or
checking compulsions) or covert (e.g. mental arguments, thinking a “good” thing
after having a “bad” thought. Rachman (1997) stated that despite having some

similarities with compulsions, neutralizing behaviors are not identical to
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compulsions. Unlike compulsions, many neutralization acts are chosen as tactics
used to deal with particular obsessions. Reassurance seeking, accepted as one of
the neutralizing behaviors, used to discard responsibility. Patients having
aggression or harm obsessions try to reduce feelings of responsibility and anxiety
by making others know via reassurance seeking. Moreover, neutralization
behaviors leads to significant reductions in anxiety/discomfort and are not
followed by punishment, because of which the person attributed the non-
occurrence of the feared consequences to the neutralization behavior. Thus, these
activities are said to be reinforced and strengthened in the short run (Rachman,
1997). However, in the long run, they paradoxically contribute to the
confirmation of the belief, and hence maintenance of the obsessions. In other
words, neutralization provides a relief in the short run; it is unadaptive in the long
run (Rachman, 1997).

Therefore, the strategies (e.g., overt or covert compulsive behaviors) used
to prevent or suppress intrusive thoughts are claimed to be counterproductive
which means that they increase the likelihood of intrusive thoughts, along with
levels of anxiety and distress in the long run (Rachman, 1997; Salkovskis, 1985).
By supporting this explanation, it was reported that patients with OCD were less
successful in terms of controlling the intrusive thoughts compared to non-clinical
group (Ladoceur, Leger, Rheaume, & Dube, 1996; Tolin, Abramowitz, Hamlin,
Foa, & Synodi, 2002).

Clark and Purdon (1993) have elaborated on these ideas and suggested that
main problematic situation in OCD is the efforts for the control of intrusive
thoughts and/or obsessions. Consistent with previous cognitive models of OCD,
Purdon and Clark (1999) stated that patients with OCD interpret intrusions as
threatening and contradicting with their personality, and they also believe that
their thoughts can and should be controlled. According to this recent cognitive
model, failures in thought control, appraised as being dangerous and/or one has a
personal responsibility, lead to a more negative mood state, which in turn further
reduces thought controllability. It was found out that frequency of related thoughts

was paradoxically increased when participants were instructed not to think about a
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“white bear” (Wegner & Pennebaker, 1993). Based on this finding, Rachman
(1997) suggested that OCD patients’ attempts to suppress or control the unwanted
intrusive thoughts may lead to a paradoxical increase in the frequency of
obsessions, and contributes to the maintenance of the whole process. Similarly,
Purdon and Clark (2002) showed that perceived failure in thought control would
have led to an increment in frequency and salience of thoughts. Experiencing a
failure in suppressing certain behaviors when appropriate was evaluated as the
characteristics of emotion dysregulation, which was found to be related with OCD
(Tien, Pearlson, Machlin, Bylsma, & Hoehn-Saric, 1992).

In conclusion, according to the cognitive models of OCD, dysfunctional
belief domains and misinterpretations of the intrusions are the core features of
OCD and contribute to the maintenance of the disorder. However, although
cognitive models of OCD have enhanced the knowledge and treatment of the
disorder, they have been criticized for focusing largely on maintaining factors.
What is less clear from the cognitive models of OCD is the reason why OCD
sufferers develop these beliefs, why only certain thoughts are appraised as
threatening (Doron & Kyrios, 2005; O'Kearney, 2001), and why some patients
find one phenomenon more severe than the other (Arts, Hoogduin, Schaap, &
Haan, 1993). It is crucial to figure out the importance of not being responsible, not
allowing immoral thoughts to occur or not failing to live up to perfectionistic
standards. Accordingly, agreed on the idea that traditional cognitive models of
OCD generally neglect the developmental issues (e.g. attachment and parenting
styles), individual’s perception of self, world, and others, and their roles in the
development and maintenance of maladaptive appraisals (Guidano & Liotti, 1983;
Bhar & Kyrios, 2000). Accordingly, although there are theoretical advances, it
remains unclear why obsessional symptoms are associated with poorer treatment
outcomes than compulsive symptoms (Abramowitz, 1998; Freeston, Rheaume, &
Ladouceur, 1996). Therefore, it is important to examine both cognitive and other
vulnerability factors in the development of both general obsessive-compulsive

symptoms and different subtypes of obsessions and compulsions.
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1.4. Vulnerability Factors in the Development of OCD

In this section, vulnerability factors for the development of obsessive-
compulsive symptoms are considered. Firstly, cognitive distortions related to
OCD are discussed as cognitive vulnerability to OCD. This is followed by a
discussion of the role of other developmental factors including emotion regulation

strategies, perception of self and perceived parenting styles.
1.4.1 The Role of Obsessive-Compulsive Cognitions/Belief Domains

It was suggested that there were some dysfunctional and maladaptive
belief domains that are assumed to function as vulnerability in the development of
OCD (Clark, Purdon & Wang, 2003; OCCWG, 1997; Rachman, 1997;
Salkovskis, 1999). Salkovskis (1999) and Rachman (1997) proposed that
identification of critical cognitive factors in OCD and the modification of these
maladaptive appraisals have been an important focus of treatment of OCD.

A group of international researchers, called The Obsessive Compulsive
Cognitions Working Group (OCCWG) (1997) identified six main schemas related
to OCD, including (1) inflated sense of personal responsibility, (2) overestimation
of threat, (3) intolerance for uncertainty, (4) perfectionism, (5) the need to control
thoughts, and (6) over-importance of thoughts. Additionally, the group also
developed two instruments, namely Obsessive Beliefs Questionnaire (OBQ) and
Interpretations of Intrusions Inventory (I11). OBQ was designed for the the
assessment of general dysfunctional beliefs, while 11l was used to evaluate
immediate interpretations of unwanted, intrusive thoughts, images and impulses.
In the present study, OBQ was used in order to assess maladaptive appraisals.
Accordingly, the large majority of studies have been conducted to search for links
between maladaptive cognitions and OCD support that such a relation do exist
(e.g. Yorulmaz, Bastug, Tiizer, & Goka, 2013; Konkan, Senormanci, Giiclii,
Aydin, & Sungur, 2012)

In the following part, these cognitive distortions related to OCD will be

described and discussed separately.

19



1.4.1.1 Inflated Sense of Responsibility

The inflated responsibility has been operationally defined by Salkovskis,
Rachman, Ladouceur, and Freeston (1995) as the belief of having a pivotal power
either to cause or prevent subjectively crucial negative outcomes (cited in
Salkovskis, Shafran, Rachman, & Freeston, 1999). They proposed that the
consequences might be in the real world (e.g. accident) and/or at a moral level
(e.g. unacceptable thoughts as being a bad person). Examples of OBQ items in
this domain include: “For me, not preventing harm is as bad as causing harm,”
and “I often believe I am responsible for things that other people do not think are

my fault.”

As mentioned in the previous section, Salkovskis (1985) proposed that the
interpretation of the occurrence and the content of the intrusive thoughts are
critical factors for OCD patients. Individuals with OCD are thought to believe
themselves equally responsible for both the acts of omission and the acts of
commission (Wroe & Salkovskis, 2000). In other words, OCD patients hold the
view that having any influence over outcome is equal to having responsibility for
the outcome. Salkovskis’ assertion on personal responsibility was recently
supported by the findings of Barrera and Norton (2011). They found out that
presence of high responsibility beliefs and/or distress about intrusive thoughts
resulted in a rise in OCD symptoms, particularly when intrusions were frequent.
There are many other supporting studies of the relationship between excessive
responsibility and OCD in both clinical and non-clinical sample. For instance,
many clinical studies reported observing the presence of inflated sense of
responsibility in obsessive-compulsive patients (Ladouceur, Leger, Rheaume, &
Dube, 2000; Tallis, 1994; Van Oppen, de Haan, van Balkom, Spinhoven,
Hoogduin, & van Dyck, 1995). Similarly, studies using self-report measures
revealed that OCD patients score higher on responsibility dimension when
compared to control subjects (Foa, Sacks, Tolin, Preworski, & Amir, 2002).
Additionally, Lopatko and Rachman (1995) carried out the first experimental

study to examine the effects of the inflated sense of responsibility on OCD
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symptoms, by manipulating the level of perceived responsibility in 30 compulsive
checkers diagnosed with DSM-IIl criteria. Results showed perceived
responsibility was lower in the low responsibility condition. Similarly, perceived
responsibility scores were higher in the high responsibility. To explore further the
relationship between OCD and inflated responsibility, another study compared
non-anxious control participants, anxious control participants with generalized
social phobia, and OCD patients with checking behaviors in terms of written
scenarios; high-risk, low-risk, and non-risk scenarios (Foa, Amir, Bogert, Molnar,
& Preworski, 2001). Results showed that compared to non-anxious and anxious
control groups, obsessive checkers reported more urges, distress, and personal
responsibility in low-risk situations and OCD-relevant situations; no significant
group differences were found for high-risk situation.

Moreover, treatment efficacy studies also revealed that therapies focusing
on changing maladaptive appraisals about inflated sense of responsibility induced
a significant change in obsessive-compulsive symptoms even without using any
behavioral techniques (Ladouceur, Leger, Rheaume, & Dube, 2000). These
findings consistently supported the hypothesis that inflated sense of responsibility
plays an important role in OCD, and individuals with OCD desire to gain control

to avoid or prevent perceived threat (Moulding, Kyrios, & Doron, 2007).
1.4.1.2 Overestimation of threat

It was hypothesized that beliefs related to threat were not unique to OCD.
Cognitive models of anxiety disorders, including OCD, share common features
involving overestimation of threat (Wells, 1997; Clark & Beck, 2010).
Overestimation of threat includes beliefs about the probability and cost of
aversive events (Woods, Frost, & Steketee, 2002; Foa & Kozak, 1996; Salkovskis,
1985). Examples are “Bad things are more likely to happen to me than oher
people” or “Even ordinary experiences in my life are full of risk” (OBQ;
OCCWG, 2001). It has been proposed that people with OCD symptoms tend to
have unrealistic threat appraisals, perceive situations as dangerous, until proven

safe, and to overvalue the risk of negative consequences (Salkovskis, 1985;
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Sookman & Pinard, 2002; Van Oppen & Arnzt, 994). Lazarus (1966) stated that
in addition to primary appraisal of threat, perceived coping skills in the face of
threat are also important in terms of obsessive-compulsive symptoms. He
proposed that underestimation of the capacity to cope with threat or danger leads
to anxiety, uncertainty, fear of loss of control, which in turn results in repetitive
thinking and rituals to reduce discomfort. Additionally, in his cognitive model,
Rachman (1997) also stressed the importance of threat appraisal in the
development and persistence of obsessive-compulsive symptoms. As explained in
the previous section, he proposed that as a result of catastrophic appraisals, neutral
stimuli turn into threats by expanding range of stimuli around. Sookman, Pinard,
and Beck (2001) proposed that some vulnerability schemas might lead OCD
patients to focus selectively on threatening stimuli and to underestimate their
coping ability. They described four belief domains, namely “perceived
vulnerability” (i.e., excessive sense of susceptibility to danger), “view of/response
to unpredictability, newness and change” (i.e., excessive need for routine,
inflexibility, intolerance for uncertainty) “view of strong affect” (i.e. beliefs about
strong feelings and one’s capacity to tolerate), and “need for control” (i.e.,
excessive control) and included these domains in a self-report measure called
Vulnerability Schemata Scale (VSS). They also reported that these beliefs,
especially perceived vulnerability, distinguished OCD patients from other anxiety
disorder patients and controls. Consistently, findings of Moritz and Pohl (2009)
showed that OCD was not related with a knowledge deficit regarding OCD-
related events; on the other hand, patients felt personally more vulnerable than
nonclinical controls.

In addition to OCD models implying overestimation of threat, several
studies provided evidence for the relationship between threat appraisals and OCD.
For instance, in a study, healthy participants scoring high on a measure of
contamination fears were found to display a significantly enhanced sense of
vulnerability and probability of harm for different contamination scenarios (e.g.
going into a dirty gas station bathroom) (Riskind, Abreu, Strauss, & Holt, 1997).

However, in this study, it was not clear whether participants’ ratings differ for
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general probability of negative events or just their personal incidence probability.
Moreover, in another study, Woods, Frost and Steketee (2002) asked both OCD
patients and students to rate the probability, severity estimation and their
anticipated coping ability. They showed that increased severity estimation and
decreased coping ability were correlated with OCD symptomatology in both
groups. However, increased probability estimation was correlated with OCD
symptoms in only the student sample, not in the group of OCD patients. In order
to explain this discrepancy, researchers suggested that clinical samples may have
underreported their true probability ratings to provide the ‘right’ answer, or
severity overwhelms probability. The latter possibility implies that cognitive
misappraisals other than probability overestimation (i.e., severity overestimation
and coping underestimation) are likely to be important in the treatment of OCD.
Similarly, Jones and Menzies (1998a) reported that therapeutical interventions
aiming at decreasing danger expectancies lead to significant reductions in OCD
symptomatology among patients having washing compulsions. These treatment
procedures do not include exposure, response prevention, or procedures attacking
inflated personal responsibility (Jones & Menzies, 1997, 1998a). These findings
are consistent with the Carr’s (1974) claim that treatment procedures for OCD
must aim to decrease excessive danger beliefs (cited in Van Oppen & Arntz,
1994).

1.4.1.3 Intolerance of Uncertainty

Intolerance of uncertainty is defined in terms of mainly three beliefs; (1)
necessity of being certain about everything; (2) poor capacity to cope with
unpredictable change; and (3) difficulty to function adequately in inherently
ambiguous situations (OCCWG, 1997). Example items from Obsessive Beliefs
Questionnaire (OBQ) include; “If T am not absolutely sure of something, I’'m
bound to make a mistake,” and “I need the people around me to behave in a
predictable way” (OCCWG, 2001).

Patients with OCD have long been described as having difficulty tolerating

ambiguity and difficulty in coming to decision (Tolin, Abramowitz, Brigidi, &
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Foa, 2003; Guidano and Liotti, 1983). Additionally, Beech and Liddell (1974)
hypothesized that OCD patients performed rituals not only to reduce discomfort,
but also to meet the need for certainty. Support comes from studies showing that
uncertainty leads OCD patients to seek reassurance by repeated checking in
response to normal doubts. Subsequently, repeated checking may paradoxically
increase uncertainty as shown by a great number of studies (Boschen &
Vuksanovic, 2007; Dek, van den Hout, Giele, & Engelhard, 2010). Consistently,
Toffolo, van den Hout, Engelhard, Hooge, and Cath (2013, 2014) found out that
even in mildly uncertain situations, individuals with subclinical OCD used more
checking behavior. The association of intolerance of uncertainty with anxiety,
especially with obsessive-compulsive symptoms, has been consistently
demonstrated in a variety of samples (Fergus & Bardeen, 2013; Norton, Sexton,
Walker, & Norton, 2005; Dugas, Gosselin, & Ladouceur, 2001).

However, there have been mixed findings on the relationship between
intolerance of uncertainty and obsessive-compulsive symptoms after controlling
other related variables (i.e. trait anxiety, negative affect, or other anxiety
disorders). Steketee, Frost, and Cohen (1998) reported that individuals with OCD
were more intolerant of uncertainty than individuals with other anxiety disorders
and non-anxious controls. On the other hand, other studies showed either no
significant differences between obsessive-compulsive symptomatology and
generalized anxiety disorder in terms of degree of uncertainty intolerance (Gentes
& Ruscio, 2011; Holaway, Heimberg, & Coles, 2006), or differences only with
specific obsessive-compulsive symptoms (Sarawgi, Oglesby, & Cougle, 2013;
Tolin, Abramowitz, Brigidi, & Foa, 2003). In a clinical OCD sample, although
intolerance of uncertainty was not found to be related with the obsessions, it was
significantly correlated with symptoms of washing, and ordering (Abramowitz,
Wheaton, & Storch, 2008). Likewise, Tolin et. al. (2003) revealed that OCD
patients with checking compulsions showed higher levels of intolerance of
uncertainty when compared to OCD non-checkers and non-anxious samples.
Compulsive checkers were found to underestimate their ability of distinguishing

memories of real and imagined events, which resulted in increased checking
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behavior to reduce his/her uncertainty over whether a previous behavior actually
occurred or merely was thought to occur (Dar, Rish, Hermesh, Taub, & Fux,
2000). Tolin and his colleagues (2001) showed that when OCD patients were
repeatedly exposed to threat-related stimuli, their level of confidence in
remembering these stimuli paradoxically decreased (Tolin, Abramowitz, Brigidi,
Amir, Street & Foa, 2001). Therefore, it can be concluded that OCD patients
suffer from memory deficits only for threat related stimuli instead of suffering
from general memory deficits. This claim was supported and extended by the
findings of Radomsky, Rachman, and Hammond (2001). They showed that
positive memory bias for threat-relevant information was only present when
feelings of responsibility were inflated. Therefore, responsibility beliefs affected
individuals’ confidence on their memory that resulted in repeated checking. Van
den Hout and Kindt (2003) suggested that need for certainty and an attitude
towards memory performance become problematic or abnormal when the patient
begins to challenge the memory distrust by repeated checking behaviors, which

leads to a vicious cycle.
1.4.1.4 Perfectionism

Perfectionism, a personality trait, was generally defined as the tendency to
set high standards and employ extremely critical self-evaluations. It is said to
become pathological when the individual is intolerant of making mistakes or
failing to keep certain standards, and thus feels not being good enough (Frost,
Marten, Lahart & Rosenblate, 1990). The distinction between normal/functional
perfectionism and neurotic/dysfunctional perfectionism is important for
understanding its relatedness with psychological problems such as depression
(Hewitt, Flett, Gordon & Ediger, 1996), eating disorders (Bulik, Tozzi, Anderson,
Mazzeo, Aggen, & Sullivan, 2003), social phobia and panic disorder (Juster,
Heimberg, Frost, Holt, Mattia, Facenda, 1996; Saboonchi, Lundh, Ost, 1999).
Dysfunctional perfectionism has also been found to play a key role in OCD. In
other words, individuals who get high scores on dysfunctional perfectionism

perceived the consequences more negatively and also exhibited more obsessive-
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compulsive symptoms (Frost & Steketee, 2002; Rheaume, Freeston, Ladouceur,
Bouchard, Gallant, Talbot, & Vallieres, 2000). OCCWG (1997) defined OCD-
related perfectionism as struggling for the perfect solution to every problem,
inability to tolerate imperfection, and believing that even minor mistakes will
cause serious outcome. The OBQ assess perfectionism in relation to external
stimuli, and examples for the items include “I must work to my full potential at all
times,” “There is only one right way to do things” (OCCWG, 1997).

Various empirical studies provide support for the relationship between
dysfunctional perfectionism and OCD symptoms. For instance, two studies using
correlational methodology showed that participants with OCD tendencies were
more perfectionist than both non-compulsive and non-anxious controls (Frost,
Steketee, Cohn, & Griess, 1994). Another experimental study showed that when
compared to functional perfectionists, dysfunctional perfectionists scored higher
on the Padua Inventory that was used to assess OCD symptoms (Rheaume,
Freeston, Ladouceur, Bouchard, Gallant, Talbot, & Vallieres, 2000).

Since the link between perfectionism and OCD received empirical support,
the conceptualization of OCD in terms of perfectionism includes inconsistent
hypotheses. Some theories viewed perfectionism as the need for control over
environment to feel safe (Malllinger, 1984). On the other hand, other theorists
including Guidano and Liotti (1983) described perfectionism as a need for
certainty, rather than the need for control (OCCWG, 1997). They suggested that
lack of certainty increases doubts about correct action; hence perfectionism can be
seen as an attempt to avoid unpleasant, serious consequences (i.e. criticism,
disapproval) (Hewitt & Flett, 2002). Since it is impossible to establish a perfect
state or to establish certainty, Yorulmaz, Karanci, and Tekok-Kili¢ (2006)
hypothesized that appraisal of causing serious consequences, namely personal
responsibility may have been triggered by perfectionistic tendencies. Consistent
with these claim, they showed that responsibility appraisals mediated the
relationship between perfectionism and obsessive-compulsive symptoms
including checking and cleaning. Similarly, as a result of an experimental design,
Bouchard, Rheaume and Ladouceur (1999) reported that high perfectionistic
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tendencies have predisposed individuals to overestimate their responsibility for
negative events. Thus, it is obvious that perfectionism could play a catalytic role
in the perception of responsibility. Therefore, it can be concluded that
dysfunctional beliefs are thought to interact with one another in such a way to
trigger each other, which in turn results in OCD (Bouchard, Rheaume and
Ladouceur, 1999).

1.4.1.5 Importance of Controlling Thoughts

Another Dbelief domain in OCD is the excessive concern about the
importance of controlling one’s intrusive thoughts, images, and impulses.
Example items in the OBQ include “I would be a better person if I gained more
control over my thoughts”, “Having control over my thoughts is a sign of weird
character”, and “To avoid disasters, I need to control all the thoughts or images
that pop into my mind” (OCCWG, 1997). Individuals with OCD have a belief that
complete control is both necessary and possible (OCCWG, 1997). It was found
out that OCD patients have a tendency to suppress their thoughts (Abramowitz,
Whiteside, Kalsy, & Tolin, 2003). Consistently, cognitive-models of OCD
proposed that failures to control and/or suppress intrusive thoughts might have
formed the basis of frequency and nature of obsessional problems (Salkovskis,
1999; Rachman, 1997).

Wegner’s (1994) study on the paradoxical effect of thought suppression
has considerable impact on cognitive conceptualizations of various psychological
problems, including depression (Dalgleish & Yiend, 2006), generalized anxiety
disorder, posttraumatic stress disorder (Meiser-Stedman, Shepperd, Glucksman,
Dalgleish, Yule, & Smith, 2014), and obsessive-compulsive disorder (Purdon &
Clark, 2001). Wegner’s “Ironic Process Theory” of mental control suggested that
attempts of controlling or suppressing thoughts may result in ironic increase of the
frequency of target thoughts both during suppression process (hnamed as
“immediate enhancement effect”) and after the suppression efforts have been
terminated (named as “rebound effect”) (Wegner, 1994). However, empirical

support for the role of suppression in the persistence of thoughts has been mixed.
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Some studies have supported Wegner’s “rebound” effect, while other studies have
showed an immediate effect of suppression, and other studies have reported no
effect of suppression on thought frequency (Purdon & Clark, 2001).

The relationship between psychopathology and thought suppression is
explained through two different conceptualizations (Wenzlaff and Wegner, 2000).
The first one, based on the correlations between suppression and clinical
problems, suggesting that people attempt not to think unwanted symptoms when
they are confronted with them. On the other hand, the second explanation is based
on the evidence that suppression plays a key role in the development and
maintenance symptoms. In line with Wegner’s model, Rachman (1997) suggested
that suppression prevented the habituation to intrusive thoughts that means that
they become the focus of attention and result in an immediate hypervigilance to
“threatening stimuli”. Furthermore, Salkovskis (1989a) proposed that meta-
cognitive beliefs about controlling thoughts have an impact on the appraisal of
intrusive thoughts, which leads to the development and maintenance of OCD. For
instance, Janeck, Calamari, Riemann and Heffelfinger (2003) showed that “too
much thinking about thinking” is distinguished OCD from generalized anxiety
disorder (GAD).

Despite its central role in cognitive models of OCD, the relationship
between thought suppression and OCD remains unclear. A number of studies have
failed to identify thought suppression as a predictor for increased intrusive
phenomena. For instance, Purdon and Clark (2001) randomly assigned 211
nonclinical subjects into two groups receiving either suppress or not suppress a
neutral, obsessional or positive thought instruction. They found no paradoxical
effect of suppression on frequency for any type of thought, whereas suppression
of obsessional thoughts was related with subsequent discomfort and a more
negative mood state than suppression of positive or neutral target thoughts. The
heightened emotional response after suppression efforts may be due to the prime
expectations that negative intrusive thoughts can and should be controlled. As
Purdon and Clark (1999) proposed that individuals with OCD have a tendency to

believe that failure to control obsessional thoughts represents mental weakness
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that lead to an increased distress. Consistent with this argument, Kelly and Kahn
(1994) reported that suppression instructions might have resulted in a performance
demand that subjects expected themselves to meet. Likewise, Tolin, Abramowitz,
Hamlin, Foa, and Synodi (2002) showed that OCD patients were more likely to
attribute their suppression failures to internal factors, such as being weak, when
compared to control subjects.

Wells and Davies (1994) identified five different thought control strategies
used for unwanted thoughts, including “distraction”(i.e. thinking other pleasant
thoughts); “social control” (e.g., reassurance on normality of thoughts); “worry”
(i.e. focusing on potential outcomes); “punishment” (e.g., getting angry at self,
slapping self); “re-appraisal” (i.e., attempts to reanalyze thought or to re-interpret
thought). Amir, Cashman and Foa (1997) examined control strategies in OCD
patients and found that OCD patients mostly used worry, punishment and
reappraisal; while distraction was the least utilized type of strategy as compared to
non-anxious controls. Consistent with these findings Abramowitz, Whiteside,
Kalsy and Tolin (2003) showed that in OCD patients who completed
psychotherapy, the use of distraction increased and the punishment decreased.
Recently, Moore and Abramowitz (2007) conducted a research with non-clinical
participants and found out that overestimation of threat and responsibility, beliefs
about the significance and need to control intrusions, need for perfection and
certainty, and scrupulosity were associated with the use of punishment, but not
with worry as thought control strategies. Additionally, OCD-relevant beliefs were
found to mediate the relationship between obsessive-compulsive symptoms and
the use of punishment as a thought control strategy (Moore & Abramowitz, 2007).
These findings are consistent with recently hypothesized cognitive
conceptualization of OCD by Clark and Purdon (1993).

In addition to the attempts of controlling intrusive thoughts, it was
proposed that OCD patients also appraised their thoughts as important and
meaningful. In the next section, the last belief domain, identified by OCCWG
(1997) and named as “overimportance of thoughts” is explained in terms of its

relatedness with OCD.
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1.4.1.6 Overimportance of Thoughts

“Overimportance of thoughts” is another belief domain, which refers to the
occurrence of a thought makes those thoughts as important and meaningful
(OCCWG, 1997). Example OBQ items are; “The more I think of something
horrible, the greater the risk it will come true”, and “Having an unwanted sexual
thought or image means I really want to do it” (OCCWG, 1997). Cognitive
models of OCD also emphasized the importance of thoughts. As it was stated in
earlier sections, when normal intrusions are interpreted as a sign for harm,
responsibility, and having significant implications in real life, they turn into
abnormal intrusions/obsessions (Rachman, 1997).

Beliefs related to thought-act fusion (TAF) and magical thinking are
included in this domain and exemplify the overimportance of thoughts. Magical
thinking is defined as the belief that certain behaviors and thoughts have causal
influences on outcomes. Since magical thinking is not specific to OCD, it remains
largely at the periphery of the OCD literature; other related construct of thought
action fusion has been widely examined.

Thought-Action Fusion (TAF) which has two components, namely moral
TAF and likelihood TAF defined as the tendency to overvalue the significance
and consequences of thoughts (Shafran, Thordarson, & Rachman, 1996). In other
words, TAF refers treating thoughts and actions as equivalents. TAF-Moral refers
to the moral equality of thoughts to actions (i.e. “Thinking about committing
adultery is as bad as actually doing it”), while TAF-Likelihood means that
thoughts can increase the probability of negative events occurring (i.e. “I can
make an accident happen by thinking about it”) (Abramowitz, Whiteside, Lynam,
& Kilasy, 2003). Shafran, Thordarson, and Rachman (1996) proposed that both
probability and morality dimensions of TAF were associated with obsessive-
compulsive symptoms.

For instance, Rassin, Merckelbach, Muris, and Spaan (1999)
experimentally induced TAF by telling participants that thinking about an apple
would cause delivery of shock to another person and found out that

experimentally induced TAF increased intrusive thinking, discomfort, resistance,
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responsibility, and neutralization. Similarly, Yorulmaz, Karanci, Bastug, Kisa,
Goka (2008) revealed that thought-action fusion in morality and likelihood were
critical and distinctive factors for OCD. Moreover, many other studies supported
the impact of TAF on obsessive-compulsive symptomatology (Berman, Wheaton,
& Abramowitz, 2013; Yorulmaz, Yilmaz, & Gengdz, 2004). TAF is also closely
associated with other dysfunctional beliefs. Shafran, Thordarson, and Rachman
(1996) stated that the presence of TAF might cause an increased sense of
responsibility. It was proposed if the person has such an inflated sense of
responsibility, TAF would cause more distress and anxiety than for the persons
who does not have inflated responsibility.

1.4.1.7 Relationship between Obsessive Belief Domains and Symptom

Dimensions

Many studies have been conducted to establish and support the link
between maladaptive cognitions and OCD. For instance, in their study, Jakobi,
Calamari, and Woodward (2006) found out that responsibility and threat
estimation were common predictors of OCD symptoms in both adolescents and
their parents. Likewise, Altin and Karanci (2008) showed a significantly positive
relationship between responsibility attitudes and general obsessive-compulsive
symptomatology. Additionally, in another study examining the revised
Obsessional Beliefs Questionnaire (OBQ-44) showed that OCD patients scored
higher than anxious control patients on responsibility/threat estimation and
importance/control of thoughts dimension, but not on Perfectionism/Certainty
(OCCWG, 2005). On the other hand, Tolin, Worhunsky, and Maltby (2006) found
that OCD patients differed from anxious controls on beliefs about
perfectionism/intolerance of uncertainty and importance/control of thoughts, but
not on beliefs about threat estimation and inflated responsibility. A comparison
study of OCD patients and healthy controls, in Iran, revealed that OCD patients
scored significantly higher than healthy sample on OBQ-44 and its subscales. In
addition, perfectionism/ intolerance of uncertainty explained the most significant

differences between two groups (Izadi, Asgari, Neshatdust, & Abedi, 2012).
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These inconsistent findings on the association of belief domains and OCD
symptoms question the extent to which obsessive beliefs are specifically relevant
to OCD.

Therefore, there is an increasing interest on establishing the association
between belief domains and OCD symptoms. For example, Julien, O’Connor,
Aardema, and Todorov (2006) found out that discrete obsessive beliefs were
associated with specific OCD symptom dimensions. Specifically, rumination
symptoms were more related to the subscale of Importance/Control of Thoughts
while checking and doubting symptoms were predicted by intolerance for
uncertainty and overestimation of threat. Moreover, symmetry was found to be
related to perfectionism/certainty domain. Taylor, McKay and Abramowitz (2005)
supported the impact of perfectionism/uncertainty in checking symptoms of the
OCD patients, and responsibility/threat estimation in contamination. Viar, Bilsky,
Armstrong, and Olatunji (2011) supported the association between perfectionism/
certainty and symmetry symptoms. Additionally, they reported that threat
estimation and responsibility predicted obsessions about harm. Furthermore, in a
clinical sample washing symptom was found to be predicted by
responsibility/threat estimation beliefs while checking was not predicted by any
obsessional beliefs (Tolin, Brady, and Hannan, 2008). Obsessions about harm was
found to be predicted by importance/control of thoughts and
perfectionism/certainty beliefs; while ordering was predicted by only
perfectionism/certainty beliefs. Similarly, another study with a clinical sample
showed a relationship between contamination symptoms and responsibility/threat
estimation beliefs; between symmetry symptoms and perfectionism/certainty
beliefs; and between unacceptable thoughts and importance/control of thoughts
(Wheaton, Abramowitz, Berman, Riemann, & Hale, 2010). Although there are
inconsistent results on the relationship between obsessional beliefs and different
symptom dimensions of OCD, it is clear that belief domains play a crucial role in
the clarification of OCD symptom subtypes. The differences between studies may
be due to the sample type used (OCD vs. non-clinical), rationally vs. empirically
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derived belief domains, and different questionnaires (Julien, O’Connor, Aardema,
& Todorov, 2006).

It can be concluded that maladaptive appraisals have played a crucial role
in the development and the maintenance of obsessive-compulsive symptoms.
Moreover, specific belief domains were found to be related with certain
obsessive-compulsive symptoms. In addition to cognitive appraisals, current
thesis also interested in the association between emotion regulation strategies and

the obsessive-compulsive symptoms.
1.4.2 The Role of Emotion Regulation Strategies

Recently, researchers have focused on the relationship between emotion
regulation and psychological disorders (e.g. Cisler, Olatunji, Feldner, & Forsyth,
2010; Cole & Deater-Deckard, 2009). Difficulties in emotion regulation have
been found to be associated with depression, anxiety, borderline personality
disorder, and eating disorders (Aldao, Nolen-Hoeksema, & Schweizer, 2010;
Campbell-Sills & Barlow 2007). In terms of OCD, the dysregulation of emotions
was proposed to play a crucial role in the development and maintenance of
obsessive-compulsive disorder.

Emotion regulation refers to the individual’s ability to influence emotional
responses (Gross, 2010). For many years, emotion regulation has been studied
under different concepts. For instance, Folkman and Lazarus (1980) emphasized
the relationship among emotion, appraisal and coping strategies. According to
their theory, individuals did not only deal with the demands of the situation itself,
but also should have coped with the emotional consequences that are created with
a stressful situation. Therefore, the effectiveness of the efforts to overcome the
stressful situation is dependent on individual’s ability to regulate his/her emotions.

Additionally, according to Gross (1999), emotion regulation composed of
both conscious and unconscious strategies that are used to increase, decrease or
maintain the emotion, which is made up of feelings, behaviors, and physiological
responses. Among several researchers studying emotion regulation, Gross’

(1998a) model is based on the idea that specific emotion regulation strategies can
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be differentiated during the occurrence of emotional response. Therefore, it has
been accepted that evaluation of emotional cues have occurred before the emotion
is fully experienced (John & Gross, 2004). Gross and Thompson (2007) proposed
a sequence of emotion regulation beginning with the situation that is attended to
in various way which leads to appraisal of the situation in terms of familiarity,
value, and relevance. Appraisals, then, result in response tendencies.

There are two major emotion regulation strategies, namely antecedent-
focused and response-focused strategy, according to Gross’ (1998a) process
model of emotion regulation. The strategies are distinguished from each other
based on their impact on emotion-generative process (Gross, 2001). Antecedent-
focused strategies refer to the things done before the response tendencies have
become fully activated and influenced the behavior, whereas response-focused
strategies refer to the things done after response tendencies have been formed
when an emotion is about to occur (Gross, 2001). Gross (1998a) stated that an
emotion can be regulated at various stages in the process of emotion regulation
and identified five kinds of emotion regulation processes under two major
strategies; (a) situation selection, (b) situation modification, (c) attentional
deployment, (d) cognitive change, and (e) response modulation.

“Situation selection” is defined as choosing or avoiding situations in order
to experience desirable emotions in most situations. In “situation modification”,
selected situation is tailored based on the individual’s needs and desired emotional
impacts (Gross, 2001). Moreover, “attentional deployment” is defined as selecting
the most preferable aspects of the situation and focusing on them. It was stated
that distraction and concentration are two strategies that can be used for
attentional deployment. In “cognitive change”, the emotional aspect of the
situation is reevaluated and the alternative meaning to the situation is produced.
The last process of emotion regulation is “response modulation” which is
experienced after response tendencies have occurred (Gross, 2001). Emotion
expressive behavior, which is one of the strategies used for response modulation,
includes both hiding and expressing emotions overtly (Gross, 2001). Among these

strategies, situation selection, modification, attentional deployment and cognitive
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change are grouped as antecedent-focused emotion regulation strategies; on the
other hand response modulation is perceived as response-focused strategies
(Gross, 2001).

In order to test the difference between antecedent-focused and response-
focused strategies, two specific strategies were determined by Gross (2001).
“Cognitive reappraisal” refers to reevaluating the situation and changing the way
individual thinks in order to decrease the emotional impact (i.e. thinking about the
situation in a manner such that one does not respond emotionally). However,
“Suppression” has been defined as the inhibition of ongoing emotion expressive
behavior. Cognitive reappraisal is a type of cognitive change while suppression is
determined as response modulation (John and Gross, 2004). John and Gross
(2004) reported that efforts to suppress feelings may create discrepancy between
one’s feelings and behaviors, which results in a negative view of self. Hsieh and
Stright (2010) supported this idea by showing that suppression was associated
with lower self-concept, while cognitive reappraisal was associated with higher
self-concept in adolescents. Likewise, Nezlek and Kuppens (2008) found out that
cognitive reappraisal of positive emotions was associated with an increment in
self-esteem and psychological adjustment, whereas suppressing positive emotions
was linked with decreased self-esteem and increased negative emotions.
Consistently, Gross (1998a) conducted a research by evoking the feelings of
disgust and showed that participants using suppression were less expressive, but
reported experiencing higher physiological activation than other participants.
Additionally, reappraisal was found to be related with higher levels of life
satisfaction and lower levels of negative affect and depression whereas
suppression was found to be related with higher levels of negative affect and
depression (Haga, Kraft, & Corby, 2009).

In terms of obsessive-compulsive disorder, Allen and Barlow (2009)
explored the link between emotion regulation skills and obsessive-compulsive
symptoms. They showed that teaching participants ways for dealing with
emotional avoidance when faced with non-specific OCD-related cues led to a

decrement in thought suppression and an increment in acceptance of thoughts and

35



feelings. According to another study, individuals having maladaptive
perfectionism were more likely to experience distress because of their problematic
emotion regulation (Aldea & Rice, 2006). Furthermore, Bardeen and Fergus
(2014) examined the association between emotion regulation and obsessive-
compulsive symptoms in a community adult sample. They reported that
suppression, having difficulties in inhibiting impulsive behaviors when
experiencing negative emotions, and lack of clarity of emotions were three
emotion regulation strategies that were found to be associated with overall
obsessive—compulsive symptoms, and also with symptom dimensions of
contamination, responsibility for harm, unacceptable thoughts, and symmetry.
Likewise, Aka (2011) showed that the more the individuals used suppression as
an emotion regulation strategy, the more they reported obsessive-compulsive
symptoms. Consistently, another study comparing youth (aged between 7-12)
with OCD and youths with other anxiety disorders (e.g. social phobia, generalized
anxiety disorder, and separation anxiety disorder) revealed that OCD group
showed lower levels of emotion regulation than the other group. In other words,
participants with OCD were more likely to use ineffective emotion regulation
strategies (e.g. suppression) for distressing emotions because of having lower
tolerance for emotional experiences (Jacob, Morelen, Suveg, Jacobsen, &
Whiteside, 2012). Likewise, many other researchers found that lower distress
tolerance was associated with obsessions, but not other OCD symptoms including
washing, checking, and ordering (e.g. Macatee, Capron, Schmidt, & Cougle,
2013; Cougle, Timpano, Fitch, and Hawkins, 2011). Based on these findings, it
can be concluded that cognitive reappraisal resulted in better outcomes on well-
being than suppression (Schutte, Manes, & Malouff, 2009).

In the light of these findings, rather than studying all emotion regulation
processes at once, the present thesis also aimed to evaluate the roles of two
specific emotion regulation strategies, namely cognitive reappraisal and

suppression, on obsessive-compulsive symptoms.
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1.4.3 The Role of Self-Ambivalence

In addition to obsessive belief domains and emotion regulation strategies,
recent research has focused on the significance of self-perception for the
development of obsessive-compulsive symptomatology (Bhar, 2004; Bhar &
Kyrios, 2005; Doron & Kyrios, 2005). Harter and Whitesell (2003) proposed that
individuals with negative self-concept are more vulnerable to develop
maladaptive beliefs and interpret their environment in a harmful way. Although
the link between maladaptive self-perception and a range of psychological
disorders such as depression, post-traumatic stress disorder, and social anxiety has
been supported, few researchers have applied the idea that there may be a
dysfunctional self-concept in individuals with OCD as well (Bhar, 2004; Bhar &
Kyrios, 2005; Doron & Kyrios, 2005; Guidano & Liotti, 1983). On the other hand,
cognitive models of OCD emphasized self-perceptions as leading to dysfunctional
responses to situations. To illustrate, Purdon and Clark (1999) hypothesized that
obsessions were increased when an individual appraises a thought as inconsistent
with his/her sense of self. In other words, if the content of intrusions contradicts
with specific aspects of self, distress related to the intrusions increases. Likewise,
Rachman (1997) proposed that neutral intrusive thoughts turn into obsessional
problems when they are appraised as revealing important, hidden aspects of their
self (i.e. being evil, dangerous, unreliable, uncontrollable).

However, the reason why individuals with OCD make such negative self-
judgments about their mental intrusions is not fully understood. In order to clarify
this issue, in their model of self-ambivalence, Guidano and Liotti (1983)
suggested that individuals with OCD are highly ambivalent about personal
characteristics; hence, they perceive negative mental intrusions as evidence of
internal failure. They added that the less ambivalent the individuals, the more the
distraction from the intrusive thoughts.

Guidano and Liotti (1983) proposed a developmental model of OCD in
which they emphasize the notion of self-ambivalence as a vulnerability factor.

They suggested that individuals with OCD had incompatible representations of
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themselves as a result of which they experienced difficulty reaching a union about
their self-worth and continuously question whether they are lovable, moral, and
worthwhile. Therefore, according to the model of Guidano and Liotti (1983)
patients with OCD appraise their thoughts and behaviors as important criteria to
solve this confusion by clinging to moral dictates enforced by early family
learnings, and by avoiding disapproval by others. Specifically, obsessions are
developed based on the appraisals of intrusive thoughts as threats to one’s ideal
image of self, and internalized standards of morality and social approval. On the
other hand, compulsions are the mechanisms to resolve self-ambivalence and to
restore distorted moral and social ideals (Guidano & Liotti, 1983).

According to Guidano and Liotti (1983), self-ambivalence was based on
three related features of self, namely contradictory beliefs about self (i.e. “I tend
to move from one extreme to the other in how I think about myself”), uncertainty
about presonal attributes (i.e. “ I question whether I am morally a good or bad
person”), and a chronic preoccupation in verifying one’s self-worth (i.e. “I
constantly worry about whether I will make anything of my life”). It was proposed
that in self-ambivalence, evaluation of self fluctuates from one extreme to
another. The self is seen as either positive or negative without reaching a
“harmonic unity.” Rather, as it was proposed self-ambivalence can be also defined
as a tendency to engage in all-or-non thinking. Additionally, Guidano and Liotti
(1983) stated that due to incompatible self-image, the person cannot be sure about
his/her self-worth and struggle to find out the truth about his/her morality,
lovability, and self-worth. Moral ambivalence refers to dichotomous views of the
self as good or bad, while lovability is described as individuals’ insecurity about
being loved, being accepted, and approved by others. Additionally, self-worth
ambivalence is defined as having conflicted evaluations of the self and his/her
worth as a person.

As a result, the person tries to meet certain criteria (e.g. approval, success
in tasks, morality), worries about one’s sense of self, and looks for signs or clues
in the outside or internal world about one’s true worth (Guidano & Liotti, 1983).

Consistently, Tisher, Allen and Crouch (2014) argued that the more the
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individuals were comfortable with and accepted themselves, the less they were
preoccupied with other people’s approval. Therefore, the individual solves
uncertainty in the self-concept by fulfilling early parental expectations and
attitudes about duty, responsibility, and ethics (Guidano & Liotti, 1983).

However, it is important to emphasize the difference between self-
ambivalence and self-esteem, while the latter is defined as an attitude toward the
self as a whole, (Rosenberg, 1965), self-ambivalence does not concern whether
the self is regarded as positive or negative. Bhar and Kyrios (2007) proposed that
although self-ambivalence and self-esteem are both associated with interpretations
and appraisals of self-worth, self-ambivalence refers to the preoccupation with
dichotomous views of self and the lack of certainty. Therefore, the concept of
self-ambivalence refers to certainty of self-worth, whereas self-esteem refers to
the valence of evaluations of self (Guidano & Liotti, 1983).

Doron and Kyrios (2005) suggested that cognitive-affective structures,
including impaired internal representations of self and the world, are important
determinants of cognitive vulnerability to OCD. As a result of cognitions and
feelings that damage person’s self-worth, and lead to overestimation of threat, and
as a result unwanted intrusions are heightened and obsessions are developed
(Doron and Kyrios, 2005; Mikulincer & Shaver, 2007). It was suggested that
appraisals of intrusions that contradict with the person’s self-view result in the
most distressing and reactive experiences (Teachman,Woody & Magee, 2006).
Ferrier and Brewin (2005) supported the relation between insecure appraisals
about self and OCD symptoms. They showed that individuals with OCD were
more likely to have feared self-characteristics like dangerousness and immorality
when compared to anxious controls. Moreover, Ruegg (1994) reported that
patients with OCD were more ambiguous about their self-beliefs than non-clinical
controls. Likewise, Doron, Kyrios, and Moulding (2007) showed that individuals
who were sensitive and felt incompetent in domains of morality, job, scholastic
competence, and social acceptability showed symptoms of OCD and OCD-related
maladaptive beliefs. Additionally, after comparing OCD patients with anxious and

normal controls on self-esteem measures, Ehntholt, Salkovskis and Rimes (1999)
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found that OCD group scored lower than non-clinical group, but did not differ
from anxious group in terms of their self-esteem levels. Bhar (2004) also
investigated the relationship between OCD and the ambivalent sense of self. They
showed that individuals with OCD had higher scores on Self-Ambivalence
Measure (SAM) than nonclinical university students and community controls.
However, SAM did not discriminate between individuals with OCD and those
presenting with other anxiety disorders. These findings support the idea that an
ambivalent sense of self is associated with obsessive-compulsive symptoms, but
may not be specific to OCD (Bhar, 2004). Consistently, Frost, Kyrios, McCarthy,
and Matthews (2007) found that self-ambivalence and uncertainty about self and
others were associated with compulsive hoarding and compulsive buying, and
related constructs.

On the other hand, in addition to OCD symptoms, self-ambivalence is
correlated with OCD-related belief domains (Guidano & Liotti, 1983; Bhar &
Kyrios, 2007). For instance, Guidano and Liotti (1983) explained this issue as:

“These kinds of beliefs work as a sort of protective belt, preventing
criticism... These beliefs guide obsessionals’ representational models of
reality toward a rigid dichotomisation of the reality data in order to avoid
mistakes and danger and to find the “perfect” solution” (p.263).

They proposed that perfectionism occurs as a strategy in an attempt to
maintain self-worth as worthwhile and lovable. Additionally, belief about the
importance of controlling unwanted thoughts also said to emerge in order to
protect sense of self-worth. Likewise, Beck (1976), Salkovskis (1985) and
Rachman (1997) proposed that maladaptive obsessional appraisals are influenced
by beliefs and assumptions about the self, world and others, which are said to be
shaped by the early life experiences, such as attachment style and parenting
behaviors.

Recently, a research instrument was developed for studying conflicting
views of self in the context of obsessive-compulsive symptoms, that is Self-
Ambivalence Measure (SAM; Bhar & Kyrios, 2007). Although there are several
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other questionnaires (e.g. The Splitting Index; Rumination-Reflection
Questionnaire; Self-Clarity Scale) that assess dimensions of self-ambivalence. It is
argued that SAM has some advantages over the other scales (Bhar, 2004). First of
all, none of these scales measure all three dimensions of self-ambivalence, they
only address some features of self-ambivalence (Bhar, 2004). Besides, SAM is the
only questionnaire specifically developed to measure self-domains (e.g. social and
moral approval domains of self-worth) of vulnerability in OCD based on Guidano
and Liotti’s multidimensional model of self. The third advantage of SAM over
other scales is that it demonstrates discriminant validity in relation to measures of
self-esteem and broader decision-making difficulties, despite assessing indecision
about self-worth (Bhar, 2004). For instance, in Riketta and Ziegler’s (2006) self-
ambivalence measure, self-ambivalence was defined as the co-existence of both
positive and negative self-evaluations that are argued to be related to self-esteem.
Additionally, during the development process of this measure, as Tisher, Allen
and Crouch (2014) argued, researchers did not attempt to understand the
relationship between self-ambivalence and obsessive-compulsive symptoms. For
the foregoing reasons, it was decided to use Self-Ambivalence Measure in the
current thesis. Therefore, prior to investigation of the main hypotheses, a study
demonstrating the applicability of this scale in a Turkish sample deemed to be
necessary. Moreover, since Turkish culture has different cultural characteristics
from the Western culture, the current study also evaluates the universal properties
of the concept of self-ambivalence.

1.4.4 The Role of Parenting Styles

In order to better understand the psychopathology, developmental
trajectories should be addressed. In addition to genetic and biological theories that
are emphasized in the etiology of OCD, parental child-rearing patterns and the
specific type of relationship between parents and their children may have
proposed to contribute to the development of self-ambivalence, obsessive beliefs,
and obsessive-compulsive symptoms in vulnerable subjects (Alonso et. al., 2004).

However, Doron and Kyrios (2005) stated that there has been a neglect of
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developmental issues including early attachment patterns and parenting attitudes
and their role in the development and maintenance of the dysfunctional beliefs
and symptoms related to OCD (O'Kearney, 2001).

The concept of attachment, an emotional bond, involves seeking out of a
specific attachment figure to use as a secure base in the cases of danger or need
(Bowlby, 1969). The pattern of attachment behavior which is classified as either
“secure” or “insecure” is said to display relative stability over lifespan (Bowlby;
1969). According to attachment theory, the nature of interaction between the
attachment figure and the infant during childhood period determines the security
of attachment in adults, which affects social, psychological, and biological
capacities via the construction of internal working models of self and others.
Essentially, an “internal working model” determines the child’s way of handling
present and future attachment relationships (Bowlby, 1969). Secure attachment
behavior is linked with sensitive, responsive caregiving; on the other hand
insecure attachment behavior is associated with inconsistent, neglectful, and
intrusive caregiving (Bowlby, 1969). It was reported that secure individuals could
construct an internal working model as being “lovable and competent”, and they
have the capacity to tolerate negative emotions and derive comfort from others,
therefore they show comfort with intimacy and depend on others without the fear
of abandonment (Waters & Cummings, 2000). On the contrary, insecurely
attached individuals have negative expectations about interactions with other
people, show avoidance from significant relationships to avoid pain of loss or
rejection, and have emotion dysregulation. They may fail to find inner
representations of security or external sources of support, and may experience
distress-exacerbating mental processes that result in emotional disorders (Waters
& Cummings, 2000). It was proposed that insecure attachment is related to
dysfunctional perceptions of self, others, and the world and classified into two
groups, namely avoidant and anxious attachment (Doron & Kyrios, 2005).
Individuals with avoidant attachment have negative self-view, experience distress
during separation and avoid closeness due to distrust in others’ intentions, while

individuals with anxious attachment have a negative self-view, but positive view
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of others and depend on others for affection and affirmation (Bartholomew &
Horowitz, 1991). Anxiously attached individuals exaggerate the negative
consequences of the aversive experience and ruminate on these negative events.
On the other hand, people with avoidant attachment tend to suppress distress-
eliciting thoughts and negative self-representations, which perpetuate threat
overestimation and exacerbate unwanted thought intrusions (Mikulincer &
Shaver, 2007). Thus, it is obvious that attachment system affects adults’ way of
approaching close relationships, coping with and regulating distress and anxiety.
Although secure attachment are linked with healthy developmental processes,
insecure attachment was found to be associated with anxiety disorders,
depression, and conduct problems in adulthood (Kesebir, Kavzoglu, & Ustiindag,
2011).

Beck, Emery and Greenberg (1985) proposed that anxious individuals
have a tendency to exaggerate threats from both external and internal sources, and
underestimate their tendency to cope with them. Based on this vulnerability,
theorists have considered the effect of attachment in the genesis of anxiety
disorders (Myhr, Sookman, & Pinard, 2004). In terms of OCD, the theoretical link
between adult attachment insecurities, self-perceptions and vulnerability to OCD
has been supported (Doron, et. al., 2009; Doron & Kyrios, 2005). However, there
has been surprisingly little empirical research examining the association between
attachment and obsessive-compulsive symptoms. For instance, Myhr, Sookman,
and Pinard (2004) compared three groups (individuals with OCD, with depression
and with no psychiatric disorder) on a self-report measure of attachment. The
results showed that both OCD and depressed patients scored higher on
relationship anxiety sub-scale, which suggests an insecure self-model in patients.
Similarly, Doron, Sar-el, and Mikulincer (2012) reported that individuals with
OCD showed higher attachment anxiety when compared to control group,
meeting the criteria for other anxiety disorders. By using a non-clinical sample,
Doron et. al. (2009) showed that self-reported attachment insecurities are linked
with OCD symptoms and cognitions. Based on these results, it can be concluded
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that individuals having anxious or avoidant attachment styles are more vulnerable
to OCD (Doron, Moulding, Kyrios, Nedeljkovic, & Mikulincer, 2009).

Additionally, it was proposed that stressful life events mediate the
relationship between attachment patterns and psychopathology. Individuals
having insecure attachment styles are more likely to perceive events more
threatening (Pielage, Gerlsma, ve Schaap, 2000). In fact, attachment insecurities
have been found to be linked with cognitive processes of OCD, such as appraisal
of threat, difficulty in suppressing thoughts, and underestimating one’s coping
ability in threatening situations (Doron, Sar-el, & Mikulincer, 2012).

However, in the case of individuals with OCD, these coping responses
may further increase the occurrence of unwanted intrusions and the “feared self”
cognitions (e.g., I'm bad/ I’'m unworthy). Mikulincer and Shaver (2007) stated
that attachment insecurities can disrupt the process of coping with experiences
that challenge the perception of self and thereby contribute to OCD. Additionally,
the disrupted coping process of people with insecure attachments results in
intensifying expressions of distress, increased doubts about his/her lovability,
anger due to not receiving enough support and a fear of being abandoned due to
bad nature of self (Mikulincer & Shaver, 2007). Therefore, it is important to note
that the sense of attachment security may play a protective role against OCD-
related processes of the activation of feared self-cognitions and dysfunctional
beliefs following events that challenge self-domains (Doron, Moulding, Kyrios,
Nedeljkovic, & Mikulincer, 2009). Consistent with these findings, Vogel, Stiles,
and Nordahl (2000) found out that individuals with OCD have exaggerated
concerns about disapproval and separation from the significant other. It was
proposed that those having OCD are vulnerable to separation fears, therefore the
symptoms are precipitated by perceived threats to dependence needs (Meares,
2001). Therefore, it can be concluded that OCD-related beliefs mediated the
relationship between attachment avoidance and OCD symptoms. For instance, the
strategies (e.g. setting unrealistic and rigid personal standards, suppression of
undesirable thoughts) adopted by avoidant people in order to deal with personal

inadequacies, weakness, and negative self-aspect are accepted as the core
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components of OCD-related beliefs, such as perfectionism and importance/control
of thoughts.

Perceived characteristics of parental behaviors have been linked to the
attachment patterns, perception of self, and the development of OCD. As it was
discussed in the previous section, Guidano and Liotti (1983) proposed a theory of
self-ambivalence, mostly affected by the attachment theory, about the relationship
between parenting styles and OCD. They argued that contradictory
communication styles, such as expression of intense interest without an
expression of emotional warmth, play a crucial role in the development of
obsessive beliefs. Guidano and Liotti (1983) proposed that child’s uncertainty
about whether s/he is lovable or unlovable; worthy or unworthy leads the child to
have an ambivalent self-image, namely self-ambivalence, that needs certainty and
perfection. On the other hand, parental behaviors expressing affection and
warmth, and avoiding excessive protection, control, and criticism is claimed to
play an important role in the development of healthy personality. Therefore, it is
hypothesized that if the parents are perceived as emotionally available,
responsive, and supportive, the self-model would be constructed as being lovable,
worthy, and competent (Guidano & Liotti, 1983). On the other hand, experiences
of rejection, emotional unavailability, and lack of support will result in an
unlovable, unworthy, and incompetent self-model, which has been found to be
related with different psychopathologies, such as depression, anxiety disorders,
substance abuse, eating disorders, and specifically OCD (Rapee, 1997, cited in
Alonso et. al., 2004).

In the literature, especially three dimensions of parenting styles, emotional
warmth, overprotection, and rejection, were mentioned as playing an important
role in the construction of self, development of emotion regulation strategies, and
OCD symptoms. Although many instruments have been developed for assessing
these three parenting styles, Egna Minnen Betraffande Uppfostran (EMBU)
(Perris, Jacobsson, Lindstrom, von Knorring, & Perris, 1980) which is a widely
used measure of an adult’s perceptions of his/her parent’s rearing behaviors in

childhood (Alonso et. al., 2004) will be used in the current study. “Emotional
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warmth” refers to parents’ expressiveness of positive regard and their
responsiveness to child’s emotional and behavioral needs (Fauber, Forehand,
Thomas, & Wierson, 1990). According to Morris, Silk, Steinberg, Myers, and
Robinson (2007) maternal warmth contributes positively to the development of
emotion regulation during childhood. Therefore, parental warmth plays a crucial
role in terms of providing support, accepting negative emotions, and weakening
negative arousal when the child is emotionally dysregulated (Davidov & Grusec,
2006). “Overprotection” which includes both behavioral and psychological
attitudes, reflects the level of parental control and intrusions such as being fearful
and anxious for the child’s safety (Arrindel et. al., 1999). A moderate level of
behavioral control was found to be related with emotional and behavioral
adjustments in children (Barber, Stolz, & Olsen, 2005). However, harsh or
careless parental control was associated with emotion dysregulation (Manzeske &
Dopkins Stright, 2009). Furthermore, Laible and Carlo (2004) proposed that high
levels of psychological control contributed to low self-esteem, high levels of
anxiety, depression, and externalizing problems. Aygicegi, Harris, and Dinn
(2002) proposed that psychological control was related with guilt and resulted in
the development of perfectionistic characters, and contributed to the development
of OCD. It was reported that parents’ overprotection might model fearfulness and
avoidance and might foster threat appraisals, so the self is perceived as
incompetent to deal with such dangers, which resulted in obsessive-compulsive
symptoms (Salkovskis, Shafran, Rachman, & Freeston, 1999). Salkovskis,
Shafran, Rachman, and Freeston (1999) proposed that overprotection leads to
OCD symptoms through inflated responsibility. In other words, he argued that
individuals who are exposed to strict rules about morality and religion in the
family would have acquired assumptions about responsibility that in turn is
associated with obsessive-compulsive symptoms in adulthood (Salkovskis,
Shafran, Rachman, & Freeston, 1999). Consistently, Haciomeroglu and Karanci
(2014) stated that mother’s overprotection, which impaired the boundary of self,
predicts the obsessive-compulsive symptoms through the mediator role of

responsibility attitudes. In addition to parental warmth and control, “Rejection” is
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another dimension of parental attitudes mentioned in the literature. Perceived
parental rejection refers to rejection of the child as an individual, being punitive,
shaming, abusive, favoring siblings over the child, and rejection through criticism
(Arrindel et. al., 1999). It was suggested that individuals were more likely to
develop perfectionism because of excessive criticism, high standards and
conditional approval from parents (Frost, Lahart, & Rosenblate, 1991).
Additionally, Gunnar (2000) stated that high levels of rejection lead to high levels
of stress, which can adversely affect the development, and functioning of
neurobiological systems that are responsible for the regulation of stress and
negative emotions. Consistently, it was reported that negative and coercive
parenting styles would have increased adolescents’ emotional distress and made
them to avoid rather than understanding and appropriately expressing their
negative emotions (Cummings & Davies, 1996; Eisenberg, Cumberland, &
Spinrad, 1998). On the other hand, Klimes-Dougan and Zeman (2007) proposed
that if parents are available and responsive to the needs of the adolescents, the
adolescents would feel more comfortable with their negative emotions and able to
express healthy strategies. Therefore, these studies provide support for impact of
parental rearing styles on emotion regulation of individuals.

However, there are various discussions about the link between parental
attitudes and obsessive-compulsive symptomatology. Rachman and Hodgson
(1980) hypothesized that cleaning/contamination symptoms may have been
related with overprotection and over control, while checking symptoms may have
been linked to overcritical and rejecting parenting styles. With sub-clinical
obsessive-compulsive subjects, Cavedo and Parker (1994) found that obsessive-
compulsive subjects have perceived their parents as more rejecting,
overprotecting, and less emotionally warm than normal control subjects.
Similarly, Yoshida, Taga, Matsumoto, and Fukui (2005) reported significantly
higher paternal protection scores in the OCD patients group than the control
group. They added that paternal controlling and interfering attitudes were linked
to both the development of OCD and depression with obsessive traits because of

that fathers may have become the ideal image with own style of controlling
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emotions, and striving to keep discipline. On the other hand, Alonso et. al., (2004)
compared OCD patients and healthy controls in terms of perceived parental
rearing styles, and reported no significant difference between these two groups in
parental overprotection dimension. However, OCD patients reported perceiving
their fathers as more rejecting when compared to healthy controls. Additionally,
they did not find any association between specific OCD symptoms and parental
rearing styles, except hoarding which was predicted by low emotional warmth
(Alonso et. al., 2004). On the other hand, Smari, Martinsson, and Einarsson
(2010) reported a significant association between washing symptom and
overprotection as a parental rearing style, and as well as inflated responsibility.
Based on these findings it can be concluded that parents of individuals
exhibiting obsessive-compulsive symptoms are generally overprotective, critical
and employ guilt induction with their styles. Styles expressing hostility, criticism,
and overprotection play a role in the development of self-perceptions, obsessive
beliefs and consequently in OCD. Based on these parenting styles, the child
develops ambivalent sense of self: “I am bad/ unworthy” vs. “I am a good person”
(Kempke & Luyten, 2007). In order to reject the negative self and overemphasize
the positive self, the child develops specific schemas including perfectionism,
need for certainty, or inflated responsibility, which is accepted as the core
vulnerability in OCD. Additionally, these schemas are reinforced by the inflexible
and controlling attitudes of parents concerning morality and responsibility
(Kempke & Luyten, 2007). Another strategy used by the person to decrease
awareness of ambivalence is to ignore his/her feelings and emotions (cited in
Kempke & Luyten, 2007). Likewise, it was proposed that actions of OCD patients
such as repetitive hand washing temporarily, serve to regulate affect and removes
inner feelings of distress (cited in Carpenter & Chung, 2011). The observation that
OCD patients experience more intense symptoms at times of stress and high
arousal would support these findings, suggesting that it is important to help people
with OCD to learn to tolerate and elaborate awareness of their emotional selves,

and expressing them to reduce self-reliance.
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In conclusion, the investigation of the literature showed that parental
attitudes including rejection and/or overprotection are important vulnerability
factors that predispose individuals to develop psychopathology, including OCD.
So, as the sections shows maladaptive obsessive appraisals, suppression as an
emotion regulation strategy, self-ambivalence as a self-concept, and perceived
parenting styles empirically predict both the development and the maintenance of

the obsessive-compulsive disorder.
1.5 Aims of the Current Study

Regarding the summarized literature in the previous section, it can be
concluded that each model of OCD has emphasized different vulnerability factor
contributing to the development and maintenance of OCD. Additionally, factors
affecting the development of different subtypes of obsessions and compulsions
have been still unclear. Since, to our knowledge, there has been no study testing
all factors together, it would be fruitful to examine cognitive, emotional, and
developmental domains associated with obsessive-compulsive symptoms in one
single study. Another gap in the relevant literature is that recent cognitive models
of OCD do not pay enough attention to self-concept as a vulnerability factor of
OCD. Although Guidano and Liotti’s theory of OCD received empirical support
from various studies in terms of OCD, the relationship between self-ambivalence
and OCD-related belief domains, and specific obsessive-compulsive symptom
dimensions have not been examined in Turkey yet. Therefore, in Turkish culture,
little is known about the concept of self-ambivalence, and about the pathways
through which it maintains obsessive-compulsive symptoms. One of the reasons
of this gap might be the absence of a specific instrument that measures self-
ambivalence in Turkey. Additionally, the knowledge about the relatedness of
cognitive belief factors, emotion regulation strategies, and self-concept might
increase the effectiveness of treatment strategies and interventions that are used to
prevent relapse. Moreover, effective emotion regulation strategies of patients

would be utilized as sources in psychotherapy interventions.
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In the light of the literature review and the gaps presented above, in the
current study a comprehensive model of OCD is proposed to examine the
conceptually relevant variables in the development and maintenance of OCD,
hypothesized by cognitive models (Salkovskis, 1985; Rachman, 1997; Clark,
2004), and Guidiano and Liotti’s (1983) model. Additionally, these models will be
extended with Gross’ (1999) model proposing the effect of emotion regulation
strategies. Figure 1 presents the proposed model.

Accordingly, the goals of the current study are (a) to adapt and examine
the psychometric properties of the original version of Self-Ambivalence Measure
(Bhar & Kyrios, 2007) in a Turkish sample; (b) examine whether perceived
parenting styles (e.g. emotional warmth, overprotection, rejection), self-
ambivalence factors, OCD-related appraisals, and emotion regulation strategies
predict general obsessive-compulsive symptoms and subdimensions of OCD; (c)
to include both cognitive and emotional vulnerability factors of both general
obsessive-compulsive symptoms and different subtypes of OCD in one single
study; (d) to assess the pathways through which perceived parenting styles and
self-ambivalence maintain obsessive-compulsive symptoms.

To sum up, the present study aims to investigate the relationship among
perceived parenting styles, self-ambivalence, obsessive-compulsive beliefs,
emotion regulation strategies; and their possible effects on obsessive-compulsive

symptomatology.
1.5.1 Hypothesis of the Study

The hypotheses of this study are grouped in four main categories and are;
Group 1: Adaptation of the Self-Ambivalence Measure
Hypothesis 1: Turkish version of the Self-Ambivalence measure is expected to be
psychometrically reliable and valid
Group 2: Predictors of Obsessive-Compulsive Symptoms
Hypothesis 2: Perceived parenting styles, self-ambivalence, cognitive appraisals,
and emotion regulation strategies will be correlated with both each other and with

OCD Symptoms.
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Hypothesis 3: Perceived parenting styles, self-ambivalence, cognitive appraisals,
and emotion regulation strategies will predict the level and different types of
(checking, contamination, grooming, obsessional thoughts, obsessional impulses)
obsessive-compulsive symptomatology. Specifically,

3.1 Higher levels of perceived rejection and overprotection from parents
will be associated with higher levels of obsessive-compulsive symptoms; while
higher levels of perceived emotional warmth will be associated with lower levels
of obsessive-compulsive symptoms;

3.2 Higher levels of self-ambivalence factors will be associated with
higher levels of obsessive-compulsive symptoms;

3.3 Increased use of cognitive appraisals, including responsibility/threat
estimation, perfectionism/uncertainty, importance/control of thoughts, will exhibit
higher levels of obsessive-compulsive symptoms, and specific beliefs will be
associated with specific forms of obsessive—compulsive behavior;

3.4 Increased use of suppression as an emotion regulation strategy and the
decreased use of cognitive reappraisal will be associated with higher levels of
obsessive-compulsive symptoms.

Group 3: Predicting Obsessive-Compulsive Symptoms via Role of Mediators
Hypothesis 4: Perceived parenting styles will predict OCD symptoms through the
mediator role of self-ambivalence factors. Specifically,

4.1 The effects of higher levels of perceived rejection and overprotection,
and lower levels of perceived emotional warmth from parents on overall level of
obsessive-compulsive symptoms will be mediated by higher levels of self-
ambivalence factors;

Hypothesis 5: Self-ambivalence factors will predict OCD symptoms through the
mediator role of obsessive belief domains and emotion regulation strategies.
Specifically,

5.1 The effects of self-ambivalence factors on overall level of obsessive-

compulsive symptoms will be mediated by the increased use of obsessive

appraisals, including responsibility/threat estimation, perfectionism/uncertainty,
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importance/control of thoughts, and increased use of suppression as an emotion
regulation strategy;

5.2 The effects of self-ambivalence factors on overall level of obsessive-
compulsive symptoms will be mediated by decreased use of cognitive reappraisal
as an emotion regulation strategy;

Group 4: Proposed Comprehensive Model of OCD Symptoms

Hypothesis 6: Higher levels of perceived rejection and overprotection, and lower
levels of emotional warmth from parents will increase self-ambivalence, which in
turn will increase the individuals’ maladaptive obsessive appraisals. Obsessive
beliefs are expected to further increase the use of suppression, and decrease the
use of cognitive reappraisal as an emotion regulation strategy, and in turn will

predict obsessive-compulsive symptomatology.
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Figure 1 Hypothesized Conceptual Model of OCD




CHAPTER II

PILOT STUDY

2.1 Overview

The purpose of this section was to evaluate the preliminary findings about
the psychometric properties of the Turkish language version of the Self-
Ambivalence Measure (SAM-T). There are three main sections in this part. First,
the sample characteristics; measures including the properties of the SAM,
descriptions and psychometric properties of other instruments; and the procedure
of the study is given. Then, results of the analyses performed to examine
psychometric properties, including reliability, criterion and concurrent validity
with associated measures of self, anxiety, and depression, of the SAM are

presented.
2.2 Method
2.2.1 Sample

A total of 280 university students from different departments of the Middle
East Technical University participated in the current study. Table 1 shows the
participant’s sociodemographic characteristics.

Among participants 174 (62.1%) were females; 105 subjects were males
(37.5%) and one subject did not report sex. The ages of the participants ranged
between 18 and 33 (M = 20.8, SD = 1.73). 162 (57.9%) participants reported big
cities as the place where they have spent most of their lives, while 89 (31.8%)
participants lived in cities, 18 (6.4%) in towns, and 6 (2.1%) in villages.

In terms of the home environment of the participants, 122 (43.6%) of the

subjects stated that they are still living with their family, whereas 117 (41.8%) of
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them reported living at dormitories, 30 (10.7%) reported living with a homemate,
and 7 (2.5%) living alone.

As for mother’s education, 5 (1.8%) were illiterate, 12 (4.3%) were
literate, 62 (22.2%) were graduate of primary or secondary school, 94 (33.6 %)
were graduate of high school, and 105 (37.5%) were graduate of university or
post-graduates. Furthermore, for father’s education level, one (0.4%) was
illiterate, 2 (0.7%) were literate, 60 (22.4%) were graduate of primary or
secondary school, 60 (21.4%) were graduate of high school, and 153 (58.6%)
were university or post-graduates.

In addition to these, the participants’ mental health history was examined;
30 (9.5%) participants reported a psychiatric problem, among them 9 (2.9%)
participants were under psychiatric medication and 8 (2.6%) of the participants
were under psychological treatment. Subjects with any known psychiatric
diagnosis; taking any kind of medication that might interfere with their ability to
fill the questionnaires or has undergone any kind of psychological interventions
were excluded from the study. Therefore, the analysis were conducted with a total

of 280 participants.
2.2.2 Instruments

In order to validate the Turkish form of Self-Ambivalence Measure;
Rosenberg Self-Esteem Scale, Beck Depression Inventory, Beck Anxiety
Inventory, Eysenck Personality Questionnaire-Revised & Abbreviated, and Short-
EMBU (Egna Minnen Bettrafende Uppfostran- My Memories of Upbringing)

were administered to participants (see Appendix A).
2.2.2.1 The Socio-demographic Information Form

The Socio-demographic Information Form has been developed in order to
obtain some basic information about the participants’ demographic characteristics
(age, sex, education level, place of living) and psychiatric problems (if yes; type

of treatment, and current treatment) (see Appendix A).
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Table 2 Demographic Characteristics of the Sample (N= 280)

Variables Frequency (%) Mean (SD)
Age 20.83 (1.75)
Gender (1 missing)

Female 174 (62.1%)

Male 105 (37.5%)
Marital Status (3 missing)

Single 277 (99%)
Education Level

Undergraduate 280 (100%)
Family Income Level

Low 13 (4.6%)

Moderate 246 (87.9%)

High 15 (5.4%)
Hometown

Metropolitan 162 (57.9%)

City 89 (31.8%)

Town 18 (6.4%)

Village 6 (2.1%)
Residential Status

With Family 122 (43.6%)

With Homemate 30 (10.7%)

Alone at Home 7 (2.5%)

At Dormitory 117 (41.8%)
Mother’s Education Level

Iliterate 5 (1.8%)

Literate 12 (4.3%)

Primary School 43 (15.4%)

Secondary School 19 (6.8%)

High School 94 (33.6%)

Undergraduate 89 (31.8%)

Graduate 16 (5.7%)
Father’s Education Level

Iliterate 1 (0.4%)

Literate 2 (0,7%)

Primary School 34 (12.1%)

Secondary School 26 (9.3%)

High School 60 (21.4%)

Undergraduate 132 (47.1%)

Graduate 21 (7.5%)
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Table 2 (Continued)

Variables Frequency (%) Mean (SD)
Sibling Number(s) (3 missing) 2.34 (1.08)
Sibling Order (3 missing) 1.70 (0.98)
Psychiatric Problem
No 280 (90.3%)
Yes 30 (9.6%)
If Yes, Treatment Type
Medical Treatment 9 (30%)
Psychotherapy 8 (26.6%)

2.2.2.2 Self-Ambivalence Measure (SAM)

Self-Ambivalence Measure is a recently developed research instrument in
the study of conflicting views of self in the context of obsessive-compulsive
symptoms (SAM; Bhar & Kyrios, 2007).

The SAM (Bhar & Kyrios, 2007) is a 19-item self-report measure designed
to measure one’s experience of uncertainty, conflict and preoccupation associated
with the self, in line with Guidano and Liotti’s concept of self-ambivalence
(Guidano, 1987; Guidano & Liotti, 1983). It uses a five-point Likert type scale,
ranging from O (not at all) to 4 (totally agree). Only item 2 is reverse coded while
rest of the items are coded straightforward, and higher scores represent greater
self-ambivalence. The items include statements about uncertainty (“I doubt
whether others really like me”); self-dichotomy (“I tend to think of myself in
terms of categories such as “good” or “bad”); and self-preoccupation (“I think
about my worth as a person”).

Bhar (2004) described the development process of the initial version of the
SAM in detail in his doctoral thesis, the aim of which was to investigate the
relationship between self-ambivalence and obsessive-compulsive disorder. The
initial pool comprising of 52 items was formed on the basis of clinical
observations of patients and theoretical views of self-concept in OCD patients. In
order to enhance the validity of SAM, 31 items were removed from the pool due
to different reasons. For instance, 10 items referring to self-esteem protective
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behaviors (e.g. perfectionism, obsessionality, dependency, and/or hostility); eight
items relating to occupational or academic competency; seven items capturing
beliefs about body image; six items lacking clarity were excluded from the item-
pool (Bhar, 2004). 21-items were subjected to a principal component factor
analysis. Items that had loadings greater than .30 were retained. As a result, the
final 19-item version of the SAM was obtained, with a Cronbach’s alpha
coefficient of .91 for the student controls and .92 for the clinical sample with
OCD.

Apart from the original development study of the SAM, Bhar & Kyrios
(2007) analysed the factor structure of the SAM with two samples; a non-clinical
sample and a clinical sample, and identified two factors in both samples; Self-
worth Ambivalence (SA) and Moral Ambivalence (MA). The SAM has been
associated with good internal consistency in both non-clinical (Self-Ambivalence
factor a = .88; Moral Ambivalence factor a = .85) and clinical samples (Self-
Ambivalence factor o =.88; Moral Ambivalence factor a = .86). Subscales of the
SAM were also found to be stable over a time interval (SA, r = .44, p <.001; MA,
r=.57, p <.001). High correlations between the subscales of SAM and various
measures of self-evaluation demonstrated an acceptable convergent validity. For
instance, the subscales of SAM correlated significantly with Self-Concept Clarity
Scale (Campbell et al., 1996), (SA, r =.82, p <.001; MA, r = .53, p <.001), with
Self-splitting subscale of the Splitting Index (Gould et al., 1996), (SA, r=.78,p <
.001; MA, r = .42, p <.001) and with Rumination subscale of the Rumination—
Reflection Questionnaire (Trapnell & Campbell, 1999), (SA, r = .67, p < .001;
MA, r = .35, p < .001). The instrument has been shown to discriminate OCD
patients from normal controls, but it has failed in differentiating OCD patients
from individuals with other anxiety disorders.

However, another study assessing the factor structure of the SAM with a
non-clinical sample using exploratory (EFA) factor analyses vyielded a three-
factor structure, namely Self-Worth Ambivalence, Moral Ambivalence, and
Public Self-Consciousness (Tisher, Allen, & Crouch, 2014). Confirmatory factor
analysis (CFA) also supported the view that a three-factor model of the SAM fits
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the data. In terms of reliability, all scales showed very good internal consistency
(o = .75 or above). In addition, high correlations between the subscales of SAM
and splitting, rumination and self-uncertainty showed promising convergent
validity, whereas no correlation between subscales of the SAM and self-reflection
has provided support for the divergent validity (Tisher, Allen, & Crouch, 2014).
The scale is presented in Appendix A.

2.2.2.3 Rosenberg Self-Esteem Scale (RSES)

The scale was designed to achieve a unidimensional measure of global
self-esteem by Rosenberg (1965). It is composed of 10 items rated on a 4-point
Likert-type scale ranging from (1) “strongly agree” to (4) “strongly disagree”.
Items 3, 5, 8, 9, 10 are reverse coded while rest of the items are coded
straightforward. Higher scores on the scale reflect higher levels of self-esteem.
Many studies showed satisfactory psychometric properties of RSES (Sinclair,
Blais, Gansler, Sandberg, Bistis, & LoCicero, 2010; Swenson, 2003).

The scale was translated into Turkish by Cuhadaroglu (1986). In the
Turkish version, test-retest coefficient of .71 was found to be satisfactory.
Additionally, the validity of the scale was supported by different studies (Tugrul
1994). Reliability analysis depicted Cronbach alpha value of .92 for the current
study. The scale is presented in Appendix A.

2.2.2.4 The Beck Depression Inventory (BDI)

The scale which is a self-report inventory developed to measure cognitive,
emotional, and motivational symptoms of depression by Beck, Rush, Shaw, and
Emery (1979). It is composed of 21 items for each of which participant rate
him/herself on a 4-point scale. The scores for each item range from 0 to 3. Higher
scores indicate higher levels of depressive symptoms and high scores above 17
were found to indicate clinical depression (Hisli, 1988). The possible highest total
score is 63. In terms of reliability of BDI, mean coefficient alpha yielded .86 for

clinical groups and .81 for non-clinical samples (Beck, Steer, & Garbin, 1988).
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The scale was adapted into Turkish by Hisli (1988). The reliability of the
scale BDI was found to be .74 (Hisli, 1988). Different studies also supported
satifactory validity results for the scale (Hisli, 1988; Sahin, Sahin & Hepner,
1993). The present study revealed Cronbach alpha value of .87 for the scale. For
the inventory, see Appendix A.

2.2.2.5 Beck Anxiety Inventory (BAI)

The scale was developed by Beck, Epstein, Brown, and Steer (1988). It is
a 21-item, 3-points Likert type scale used to asses cognitive and somatic
symptoms of anxiety. The score for each item ranges from 0 (not at all) to 3
(seriously). Higher scores indicate higher levels of anxiety experience. The
possible highest total score is 63.

The internal consistency and test-retest reliability of the scale has been
shown to be satisfactory in both clinical and non-clinical samples (Beck, Epstein,
Brown, and Steer, 1988; Chapman, Williams, Mast, & Woodruss-Borden, 2009).
In terms of concurrent and convergent validity, the BAI was found to be
moderately correlated with anxiety (r = .36 to .69) and depression (r = .25 to .56)
in psychiatric patients (Beck, Epstein, Brown, & Steer, 1988) and student samples
(Osman, Kopper, Barrios, Osman, & Wade, 1977).

The scale was adapted into Turkish by Ulusoy, Sahin, and Erkmen (1998).
Item-total correlation coefficients ranged from .45 to .72. Test-retest reliability of
the scale is reported to be .57, which was comparable with the original values
(Ulusoy, Sahin, & Erkmen, 1998). In the current study, the alpha coefficient of the

scale was found to be .93. The scale is presented at Appendix A.

2.2.2.6 Short-EMBU (Egna Minnen Bettrafende Uppfostran- My Memories
of Upbringing)

The Short-EMBU was developed from the original 81-item version
developed by Perris, Jacobsson, Lindstrom, von Knorring, and Perris (1980).
Because of its time-consuming nature and misunderstandings of some items, the

original form was firstly revised and reduced to 64 items. The new form, named
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as Short-EMBU, was developed by Arrindell et. al. (1999). The Short EMBU was
said to be functionally equivalently to the original EMBU, since Arrindell et. al.
(1999) developed it based on factor loading and content sampling. The Short-
EMBU was designed to measure individuals’ perceptions of their parents’ child
rearing behaviors, and parental attitudes. It has 23 items rated for both mothers’
and fathers’ behaviors separately, on 4-point Likert type scales ranging from 1
(never) to 4 (most of the time). The scale consists of three subscales; namely,
rejection, overprotection, and emotional warmth. Subsequently, six subscale
scores, 3 for mothers and 3 for fathers, are calculated for the scale. Parenting
attitudes of acceptance, support, and valuing are indicators of emotional warmth,
and overprotection refers to parents’ excessive fear for a child’s safety, whereas
rejection is defined as a critical and judgmental parenting style. The three
subscales of the short 23-item EMBU were found to be reliable and valid across
national samples (Arrindell, et al., 1999; Arrindell & Engebretsen, 2000; Li,
Wang, Zhang, 2012).

The scale was adapted into Turkish by Dirik, Karanci, and Yorulmaz
(2015). Cross-national study, including non-Western countries (e.g. Arab
countries, Croatia, and Turkey) showed satisfactory psychometric characteristics
(Karanci et., al., 2006). Moreover, another study examining the The Turkish form
of the scale showed the same factor structure as the original scale (Dirik, Karanci,
& Yorulmaz, 2015). Cronbach alpha coefficients were found to be .64, .75., and
.72, respectively for mothers’ rejection, emotional warmth, and overprotection.
Additionally for fathers’ rejection, emotional warmth, and overprotection, alpha
coefficients were shown to be .71, .79, and .73, respectively. Results also
supported satisfactory concurrent validity of Short-EMBU by examining its
subscales’ correlation with relevant factors of Parental Behavior Inventory (PBI).
The 6-factor version of the scale was used in the current study revealing Cronbach
alpha values of .72 for mother’s rejection, .83 for father’s rejection, .76 for
mother’s emotional warmth, .82 for father’s emotional warmth, .79 for mother’s
overprotection and .82 for father’s overprotection. For the inventory, see

Appendix A.
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2.2.2.7 Eysenck Personality Questionnaire-Revised & Abbreviated (EPQR-A)

The abbreviated version of EPQR (Francis, Brown, & Philipchalk, 1992),
with 24 items, was developed from the original 100-items version (Eysenck,
Eysenck, & Barrett, 1985). The original 100-item version of the scale was
designed in order to assess personality in terms of psychoticism, extraversion,
with also lie scale on the basis of Eysenck Personality Theory. Because of the
need for the shorter version, Eysenck Personality Questionnaire Revised-
Abbreviated Form (EPQR-A 48) was refined (Eysenck, Eysenck, & Barrett,
1985).  Another version of EPQR-A (short form) contains 24 items. The
abbreviated version of the scale has the similar response options as “yes” or “no”.
It has three main subscales, namely “psychoticism”, “extraversion”, and
“neuroticism”, with six items each. Moreover, “lie” dimension is also added in
order to asses validity of responses and social desirability (Eysenck, Eysenck, &
Barrett, 1985). Different studies showed satisfactory reliable and valid values for
three subscales (Francis, Brown, & Phillipchalk, 1992; Shevlin, Bailey, &
Adamson, 2002). In their study, Francis, Brown, and Philipchalk (1992) found out
satisfactory alpha coefficients for all subscales in the short form in university
students from four different countries (e.g. England, Canada, America, and
Australia). Alpha coefficients for the short form extraversion and neuroticism
scales was reported as ranging from .78 to .87 and .79 to .83, respectively, in the
four samples. However, psychoticism dimension was found to have low (o= .33-
.52) internal reliability.

EPQR-A was adapted into Turkish by Karanci, Dirik, and Yorulmaz
(2007). The same factor structure with the original scale was found in a group of
university students in Turkey. Cronbach alpha coefficients were found to be .78,
.65., and .64, respectively for extraversion, neuroticism, and lie subscales. Similar
to the original study (Francis, Brown, & Philipchalk, 1992), psychoticism
dimension was found to have a lower reliability value (a= 0.42). Moreover, in
terms of validity analyses, Turkish version of the EPQR-A was also shown to

have promising findings. The current study revealed Cronbach alpha values of .82
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for Extraversion, .72 for Neuroticism, .31 for Psychoticism, and .54 for Lie
subscales. Due to low reliability, psychoticism was excluded from the analyses.

For the inventory, see Appendix A.
2.2.3 Procedure

Initially, application was submitted to The Applied Ethics Research Center
of Middle East Technical University (METU) and was granted. Besides,
permission for translation and adaptation, and the latest version of the scale was
requested from the owner of the scale.

During the adaptation of the Turkish version of SAM, translation and
back-translation method (cited in Brislin, 1980) was used. Firstly, the original of
the scale was translated into Turkish by two independent researchers, one of
which was from psychology field and the other from a different field. The
translated and the original items were examined and rated suitability on 10-point
scale by two independent judges. Based on these scores, the original and the
translated items were compared and gathered into one form by the researcher and
her advisor, and then another independent judge conducted the back translation
into English. Finally, again the present researcher and her advisor compared the
originals and back-translated form and finalized the Turkish version of the scale
(see Appendix A). Then, the comprehensibility and grammar structure of the new
Turkish form was also examined by a group of instructors from the Department of
Turkish Language in Middle East Technical University.

The tests were randomly ordered for every participant before the
administration in order to control for the possible sequence effect. The cover page
included a brief explanation about the study and an informed-consent form. The
instruments were administered during regular class hours to the participants who
got credit for their participations. The total administration time for the instruments
was approximately 20 minutes.

Three weeks after the first administration, 50 of the participants were re-
administered the SAM in order to analyze the test—retest reliability of the scale.
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2.3 Results
2.3.1 Screening of the Data

Prior to analysis, the data were examined for the accuracy of data entry,
missing values, fit between their distributions, and for the univariate and

multivariate outliers. Totally, 280 cases were examined in the analyses.
2.3.2 Descriptive Statistics

Since this is a pilot study, the primary goal is to translate and adapt the
scale into Turkish, and to examine the preliminary findings of the psychometric
properties. The original two-factor structure of Self-Ambivalence Measure
(SAM), developed by Bhar (2004), was analyzed in terms of reliability and
validity within the current sample.

Additionally, in order to test whether there were any differences between
men and women on the total score and subscales of the SAM, Independent sample
t-tests were performed. Results showed a statistically significant difference
between men and women in self-ambivalence, (t (277) = 1.73, p< .05). As it was
shown in Table 3, Women (M = 27.00) have higher scores than men (M = 24.77)
on self-worth ambivalence. However, gender had no main effect neither on total

SAM score nor moral-ambivalence scores of individuals.

Table 3 Means (Standard Deviations) and Mean Differences on SAM

Variables Men Women t-value df
(N = 105) (N =174)
SAM-Total 1.89 (0.67) 2.04 (0.70) 1.73 277

Self-worth Ambivalence 1.91 (0.64) 2.08 (0.64) 2.17* 277

Moral-Ambivalence 1.89 (1.00) 1.97 (0.97) 0.70 277

Note. SAM= Self-Ambivalence Measure. * p < .05
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2.3.3 Psychometric Properties of the Turkish Version of the Self-
Ambivalence Measure (SAM-T)

2.3.3.1 Factor Structure of the Turkish Version of Self-Ambivalence
Measure (SAM-T)

A confirmatory factor analysis (CFA) was then performed through
LISREL 8.51 on the items of the Self-Ambivalence Measure (SAM). A two factor
model of self-ambivalence, Self-Worth Ambivalence and Moral Ambivalence is
hypothesized based on the model suggested by Bhar and Kyrios (2007). Items 1,
2, 3, 4,5 6, 7, 8 10, 12, 14, 15, 19 serve as indicators of Self-Worth
Ambivalence; while items 9, 11, 13, 16, 17, 18 serve as indicators of Moral
Ambivalence. The two factors are hypothesized to covary with one another.

The hypothesized model is presented in Figure 2 where circles represent
latent variables, and rectangles represent measured variables. Absence of a line
connecting variable implies no hypothesized direct effect. In the figure, each
indicator has two arrows leading to it. A one-way arrow shows linear structural
correlations between a latent variable and its indicators from a latent variable
leading to its indicators. All of the errors in the model are assumed to be
uncorrelated with each other and one-way arrows to indicators represent
measurement errors or residuals of the indicators. Finally, the double-headed
arrow between the latent variables represents the correlations between these
variables.

Covariance matrix and maximum likelihood estimation was employed to
estimate all observed variables and was assessed by means of data fit indices such
as ¥, ratio of y° to degree of freedom (df), Goodness of Fit Index (GFI), Adjusted
Goodness of Fit Index (AGFI), Comparative Fit Index (CFI), Root Mean Square
Error of Approximation (RMSEA), and Non-Normed Fit Index (NNFI), as
suggested by Tabachnick and Fidell (2007). The acceptable criteria for these
indices were proposed as follows: low y°, ratio was below the 5:1 for y/df,
RMSEA between 0.0 and 0.08, values close to 0.90 for the GFI, AGFI, CFI, and
NNFI (Bollen, 1986; Tabachnick & Fidell, 2007).
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A chi-square test indicated significant differences between the observed
and estimated parameters, x* (151) = 981.46, p< .001. Goodness of fit statistics
also revealed that the model did not fit the data well: GFI = .73; NNFI = .71;
AGFI = .66; CFl =.74; and RMSEA = .14.

Investigation of the modification indices suggested that adding error
variances between several indicator variables and paths between indicator
variables and latent variables would significantly improve the model. Therefore,
post-hoc model modifications were performed in an attempt to develop a better
fitting model. Error covariances were added one at a time to the model between
items of the same latent constructs 18-11 and 6-15. A chi-square difference test
indicated that the model was significantly improved by the addition of these two
paths, y’girt (2) = 292.18, p< .001, However, goodness of fit indices indicated a
suboptimal fit for the data, NNFI = .80, GFI = .79; AGFI = .74; CFI = .82,
RMSEA = .11 (see Figure 3). Although the chi-square statistic still indicated a
significant difference between the observed and estimated parameters, the XZ/df
ratio was below the 5:1 ratio suggested by Bollen (1989).

Examination of the structural correlations between the latent variables
indicated that self-worth ambivalence and moral ambivalence were significantly
correlated (r = .81, p< .05). Moreover, path predicting item 12 from Self-Worth
Ambivalence was not significant. Other paths predicting items of SAM from Self-
Worth and Moral Ambivalence was significant at p< .05 with standardized
coefficients ranging between .25 and .92.

In sum, the model provided a suboptimal fit to the data. Additionally,
examination of path parameters indicated that item 12 did not have a significant
loading and item 2 had a loading below .30 which was used as a criterion to
determine item structure of these two factors, as suggested by Tabachnick and
Fidell (1996). Item 2 is the only reverse coded item within the scale. The results
showed that these two items have problems in terms of translation and coding.
Therefore, they were reevaluated for content and the coding by thesis follow-up

committee, and rewritten for the main study.
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2.3.3.2 Internal Consistency of the Turkish Version of the SAM (SAM-T)

In order to examine the internal consistency of the SAM-T and its factors,
Cronbach’s alpha coefficients were computed. The whole scale was found to have
a Cronbach’s alpha coefficient of .88, which was considerably good and similar to
the internal consistency of the original version of the scale. The corrected item-
total correlations ranged from .13 to .73. The subscales of the SAM also revealed
considerably high internal consistency; Self-Worth Ambivalence, and Moral
Ambivalence subscales were found to have Cronbach’s alpha coefficients of .80
and .85 respectively. The corrected item-total correlations ranged from .10 to .64
for Self-Worth Ambivalence subscale; from .41 to .76 for Moral Ambivalence
Subscale Table 4 presents internal consistency and item total ranges of the SAM

and its subscales.

Test-retest reliability was assessed via Pearson correlation on a sub-sample
of 50 participants. The retest coefficient for the whole scale was found to be .71,
and it was .76 for Self-Worth Ambivalence subscale, and .54 for Morality
Ambivalence subscale (p<.001, N = 50).

Besides, split-half reliability was also computed for the whole scale and
subscales. The scale was randomly splitted into two parts. The Guttman split-half
reliability for the SAM was .84, where Cronbach’s alpha coefficient for the first
part, composed of 10 items, was .81 and it was .78 for the second part which was
consisted of 9 items. Guttman split-half reliability for the Self-Worth
Ambivalence subscale was .78, where Cronbach’s alpha coefficient for the first
part composed of 7 items, was .64 and it was .72 for the second part consisted of 6
items. For the Moral Ambivalence subscale, Guttman split-half reliability was .88,
where the Cronbach’s alpha coefficient for the first part composed of 3 items, was

.66 and it was .76 for the second part which was consisted of 3 items.
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Table 4 Internal Consistency and Item Total Correlation Ranges of the SAM-T

and its Subscales

SAM Self- Moral
Ambivalence Ambivalence
Cronbach’s alpha coefficient  0.88 0.80 0.85
Item Total Range 0.13-0.73 0.10-0.64 0.41-0.76
Test-retest Reliability* 0.71 0.76 0.54
GuttmanSplit-Half Reliability 0.84 0.78 0.88

* Pearson correlation, p <.001, N =50

2.3.3.3 Validity of the Turkish Version of the SAM (SAM-T)

To test convergent validity, zero-order correlations were calculated
between SAM-T, its subscales and self-esteem (RSE). As shown in Table 6, there
was a negative correlation between total SAM-T and RSE (r = -.32, p< .01).
Additionally, both SA (r =-.33, p<.01) and MA (r =-.24, p<.01) were found to
be negatively correlated with RSE, which is consistent with the previous research
findings.

To investigate the concurrent validity of the SAM-T and its subscales, the
correlation coefficients among SAM-T total score, SAM-T subscales, depression
(BDI), anxiety (BAI), parental behaviors (EMBU-C subscales), and personality
(EPQR subscales) were examined. In line with the findings in the literature, as
Table 4 presents, there were positive correlations between total SAM and BDI (r
= .49, p< .01), BAI (r = .47, p < .01), EPQR-Neuroticism subscale (r = .48, p<
.01), EMBU-Father Rejection (r = .23, p< .01), EMBU-Mother Rejection (r =
.29, p< .01), EMBU-Mother Control (r = .40, p< .01), EMBU-Father Control (r
= .23, p< .01). Besides, by assuming correlations greater than .15 as moderate
correlations (Tabachnick & Fidell, 2007), results indicated that there were strong
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positive correlations among self-worth ambivalence (SA) subscale and EPQR-
Neuroticism subscale (r = .52, p< .01), and moderate positive correlation between
Moral Ambivalence subscale and EPQR-Neuroticism subscale (r = .32, p< .01).
Additionally, SA subscale exhibited strong positive correlations with BDI (r= .49,
p< .01), BAI (r = .51, p< .01), EMBU-Mother Control subscale (r = .42, p< .01)
and moderate positive correlations with EMBU-Mother Rejection subscale (r =
.31, p< .01), EMBU-Father Rejection subscale (r = .24, p< .01) and EMBU-Father
Control subscale (r = .32, p< .01). Moreover, Moral-Ambivalence (MA) subscale
showed moderate correlations with BDI (r = .39, p< .01), BAI (r = .33, p< .01),
EMBU-Mother Control subscale (r = .31, p< .01) and low positive correlations
with EMBU-Mother Rejection subscale (r = .22, p< .01), EMBU-Father Rejection
subscale (r = .17, p< .01) and EMBU-Father Control subscale (r = .19, p< .01)
(see Table 5).

For a further examination of the criterion validity, three groups were
generated based on the participants’ BDI scores. The scores were grouped in
terms of 33th, 66th, and 99" percentiles and named as “low depressed”,
“moderately depressed” and ‘“highly depressed”, respectively. In the “highly
depressed” group, there were 89 participants, whose BDI scores ranged from 16 to
45 (M = 21.99, SD = 6.46). In the “moderately depressed” group there were 88
participants and for this group BDI scores ranged from 8 to 15 (M = 10.88, SD =
2.11). In the “low depressed” group, there were 103 participants and for this group
BDI scores ranged from 0 to 7 (M = 4.04, SD = 2.25). As criterion validity,
subscales of SAM were expected to be significantly different for these groups. To
observe the possible differences between groups, MANOVA was conducted.
Results revealed significant BDI main effect, Multivariate F (4, 552) = 20.20, p<
.001; Wilk’s Lambda = .76; n*= .13.
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Table 5 Correlations of Self-Ambivalence and Moral-Ambivalence Subscales with Other Variables

1 2 3 4 5 6 7 8 9 10 11 12 13 14

1.Self-Worth 1.00 .e9**  AQ¥x  S1dk I3k 52wk _ 053 041 GlEE 24k 4%k 3%k _ (04 - 13*
Ambivalence

2. Moral 1.00 GO 33%k g%k 32k _12% 0 (042 22wE 7k 3%k Jo%x _ (001 -.109
Ambivalence

3. BDI 1.00 STEE L 4pF* 51 (014 024 A2EE 0 Fek qQ#k 4%k _ 0% _ 20
4, BAI 1.00 - 24%%  30%k (57 045 Ok 23k 3@k 30%* 12 - 13*
5. RSE 1.00 -22%% 013 087 - 17*  -18% - 15% -19¢ 11 4%
6. EPQR-N 1.00 =036  -049  20%F 14%* 23k 0% L 037 -.071
7. EPQR-L 1.00 2% 050 085 010 044 =012 -.041
8. EPQR-E 1.00 011 080 013 034 A2 023
9. EMBU-MR 1.00 BTk A4k 3%k sk Q0
10. EMBU-FR 1.00 AlFE 554k 23k Tk
11. EMBU-MO 1.00 T3 J11 - 10%*
12. EMBU-FO 1.00 -.079 -20%*
13. EMBU-MW 1.00 LG H*
14. EMBU-FW 1.00

Note 1. BDI: Beck Depression Inventory, BAl: Beck Anxiety Inventory, RSE: Rosenberg Self-Esteem Scale, EPQR-N: Eysenck
Personality Questionnaire- Neuroticism subscale, EPQR-E: Eysenck Personality Questionnaire- Extraversion subscale, EPQR-L:
Eysenck Personality Questionnaire- Lie subscale, EMBU-MR: EMBU-C Mother Rejection subscale, EMBU-FR: EMBU-C Father
Rejection subscale, EMBU-MO: EMBU-C Mother Overprotection subscale, EMBU-FO: EMBU-C Father Overprotection subscale,
EMBU-MW: EMBU-C Mother Warmth subscale, EMBU-FW: EMBU-C Father Warmth subscale.

Note 2. *p< .05 level (2- tailed); **p< .01 level (2- tailed); p<.001.



After the multivariate analyses, univariate analyses were performed for
significant effects with the application of the Bonferroni correction. Thus, for the
univariate analyses, the alpha values that were lower than .025 were considered to
be significant with this correction. Univariate analyses with Bonferroni correction
for the main effect of BDI showed a significant effect for Self-worth
Ambivalence, F (2, 277) = 42.89, p< .001; #2 = .24, and Moral Ambivalence, F
(2, 277) = 18.08, p< .001; 2 = .12, subscales (see Table 6). Post-hoc analyses
using the Scheffé post-hoc criterion for the significance indicated that as the
depression levels of individuals increase, both self-worth ambivalence and moral
ambivalence scores increase. Therefore, moderately depressed group had higher
self-worth ambivalence and moral ambivalence scores than the low depressed
group. Similarly, high-depressed group showed more self-worth and moral
ambivalence than both moderately depressed and low depressed groups. For the
details of mean and standard deviation values see Table 7.

Table 6 MANOVA Table for BDI Group Differences on Self-Worth Ambivalence

and Moral Ambivalence

2

Variables Multivariate  df Wilks Multivarite Univarite eta
F A eta’ F

BDI Groups 20.20* 4,552 .76 12

Self- 2,277 42.99* 24

Ambivalence

Moral- 2,277 18.08* 12

Ambivalence

*p<.001,
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Table 7 Mean and Standard Deviation Values for Self-Ambivalence Subscales

Based on the Levels of Depressive Symptoms

Self-Ambivalence Subscales

Levels of Depressive Symptoms Self-Worth Moral-Ambivalence
Ambivalence

Low Depression 1.64 (SD = 0.55)* 1.56 (SD = 0.94)°

Moderate Depression 2.08 (SD = 0.57)" 1.95 (SD = 0.93)°

High Depression 2.39 (SD = 0.56)° 2.37 (SD = 0.90)

2.4 Conclusion

The aim of this pilot study was to investigate the psychometric properties
of the Turkish version of the Self-Ambivalence Measure in a Turkish sample. For
this reason, internal consistency, split-half reliability, test re-test reliability,
convergent, and criterion-related validity, and factor structure of this scale were
examined.

The internal consistency of the whole SAM-T, Self-Worth factor, and
Moral Ambivalence factor were found to be high. Additionally, the Turkish
version of the SAM and its subscales were also shown to have high split-half
reliability and relatively moderate temporal stability. These results, as consistent
with the English version (Bhar, 2004), indicated that the SAM-T is a reliable
instrument that could be applied in Turkish culture.

For the purpose of convergent validity, the relationship between the SAM-
T, its subscales and BDI, BAI, EMBU-C subscales, and EPQR subscales were
examined. The results verified that the SAM-T was significantly and positively
associated with depression and anxiety symptoms, perceived rejection and
overprotection from parents, and neuroticism. Such a pattern between ambivalent
self and anxiety (Bhar & Kyrios, 2007; Tisher, Allen & Crouch, 2014) and
depression (Bhar, 2004) was also supported by the findings in the literature.
Additionally, criterion validity of the Turskish version of the SAM were also
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assessed by comparisons of groups with three different levels of depression
symptoms. The analyses revealed that subjects who had higher depressive
symptoms also showed more self-ambivalence in terms of their self-worth and
morality. Therefore, it can be concluded that the Turkish version of the SAM had
a satisfactory discriminatory power between different levels of depression
symptoms.

As a result of poor loadings of item 12 and item 2, and the increment in the
model fit for the data after removing these items, it can be concluded that
participants may have failed to understand these two items may be because of the
wordings that are not suitable for the Turkish culture. Besides, since only item 2 is
reverse coded while the rest of the items are coded straight-forward, it may have
also led to a confusion for the participants. As a result of all these analyses,
coding of item 2 has been changed to straight-forward, and both item 2 and item
12 were reevaluated and rewritten within the thesis follow-up committee for the

main research.
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CHAPTER 11

MAIN STUDY

3.1 Overview

The aim of the present study was to assess the pathways through which
perceived parenting styles and self-ambivalence lead to obsessive-compulsive
symptoms in line with a comprehensive model of OCD. Therefore, the
relationship among perceived parenting styles, self-ambivalence, obsessive-
compulsive beliefs, emotion regulation; and their possible effects on obsessive-
compulsive symptomatology was examined. In this section, firstly, sample
characteristics, descriptions and psychometric properties of the instruments used
is presented. Additionally, the procedure of the main study and information about
the statistical analyses are provided.

In the second part of this section, results of the analyses performed to test
the hypotheses of the current study are presented. First of all, internal consistency
and descriptive statistics for all variables used in the analyses are presented. Then,
the psychometric properties of the new adapted Turkish Version of Self-
Ambivalence Scale after the modifications explained in the previous section are
given. In the next part, before the main analyses correlations between the
predictor variables and the outcome variables are presented. This is followed by
analyses conducted to examine the effects of reported clinical status (having a
psychiatric diagnosis vs. not having any diagnosis) on main variables. After that,
results for the main model are presented for total obsessive-compulsive symptom
scores, and for five types of obsessive-compulsive symptoms (e.g. checking,
contamination/washing, grooming/dressing, obsessional thoughts, and obsessional

impulses). Following this, four mediation analyses for perceived parenting styles
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and self-ambivalence factors are given. Finally, results of the Structural Equation

Modeling performed to test the proposed model are presented.
3.2 Method
3.2.1 Sample

The sample of the current study consisted of 877 participants drawn from
various parts of Turkey via online survey system. There were 555 (63.3%) female
and 322 (36.7%) male participants with the ages ranging from 18 to 72 (M =
29.69, SD = 10.09). 392 (44.7%) of the participants were students, 321 (36.6%)
participants reported working with various occupations, and the other 148 (16.8%)
reported to be unemployed, as shown in Table 8. In terms of the education level,
37 (4.2%) participants were primary and secondary school graduates, 167 (19%)
graduated from high school, and 532 (60.7%) graduated from university. The
majority of the participants were single [N = 508, (57.9%)], 322 (36.7%) were
married, 36 (4.1%) were divorced, and 11 (1.3%) of the participants reported as
being widowed. 512 (58.4%) participants reported big cities (e.g. Ankara,
Istanbul, and Izmir) as the place where they spent most of their lives up to the
present, while 260 (29.6%) reported living in other cities, 71 (8.1%) lived in
towns, and 34 (3.9%) in small towns.

Participants also reported having different current residential status. Out of
877 participants, 588 (67%) of them stated that they were living with their family
members, 188 of them (21.43%) at home with friends or alone. Additionally, as
for the monthly income of the participants, 710 (81%) of them reported middle-
income level, whereas 89 (10.1%) participants reported it as being in the low-
income level. In terms of parental education levels, last degree completed was
taken into account. For mother’s education, 72 (8.2%) were illiterate, 309 (35.2%)
were graduates of primary school, 173 (19.7%) graduated from high school, and
161 (18.4 %) graduated from university.
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Table 8 Demographic Characteristics of the Sample (N = 877)

Variables Frequency (%) Mean (SD)
Age 29.69 (10.09)
Gender

Female 555 (63.3%)

Male 322 (36.7%)
Marital Status

Single 508 (57.9%)

Married 322 (36.7%)

Widowed 11 (1.3%)

Divorced 36 (4.1%)
Education Level

Primary & Secondary School 37 (4.2%)

High School
University
Post-Graduate
Income Level
Low-income
Middle-income
High-income
Employment Status (16 missings)
Yes
No
If No, Reason
Student
Unemployed
Occupation Categories
Academician
Lawyer
Banking and Finance
Teacher
Architecture and Engineering
Public-Servant
Personal Care and Service
Health-Care Workers/Consultant
Directors/Managers/Secretary
Military and Protective Service
Retired
Other

167 (19%)
532 (60.7%)
114 (13%)

89 (10.1%)
710 (81%)
78 (8.9%)

321 (36.9%)
540 (61.5%)

392 (44.7%)
148 (16.8%)

34 (10.5%)
7 (2.2%)
30 (9.3%)
41 (12.7%)
89 (27.7%)
16 (4.9%)
28 (8.7%)
29 (9.03%)
22 (6.85%)
6 (1.8%)
6 (1.8%)
16 (4.9%)
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Table 8 (Continued)

Variables Frequency (%) Mean (SD)
Hometown
Metropolitan 512 (58.4%)
City 260 (29.6%)
Town 71 (8.1%)
Small Town 34 (3.9%)
Mother’s Education Level
Iliterate 72 (8.2%)
Literate 58 (6.6%)
Primary School 309 (35.2%)
Secondary School 90 (10.3%)
High School 173 (19.7%)
University 161 (18.4%)
Graduate 14 (1.6%)
Father’s Education Level
lliterate 13 (1.5%)
Literate 46 (5.2%)

Primary School
Secondary School
High School
University
Graduate

Psychiatric Problem

No

Yes

If yes, Diagnose Type
Anxiety Disorders
Major Depressive Disorder
Comorbidity

If yes, On-going Treatment Type
Psychotherapy
Medical Treatment
Both

232 (26.5%)
124 (14.1%)
217 (24.7%)
209 (23.8%)
36 (4.1%)

668 (76.2%)
209 (23.8%)

128 (14.6%)
67 (7.6%)
14 (1.6%)

32 (15.3%)
74 (35.4%)
20 (9.5%)

Furthermore, for father’s education level, 13 (1.5%) was illiterate, 232
(26.5%) were graduates of primary school, 217 (24.7%) were graduates of high
school, and 209 (23.8%) were university graduates (for detailed information see
Table 8).
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Additionally, mental health history of the participants was also examined.
209 (23.8%) participants reported receiving a psychiatric diagnosis in any part of
their lives (for the reported psychiatric diagnosis see Table 8). Among them, 106
(50.71%) reported receiving an on-going treatment. Detailed information about
the socio-demographic characteristics of the participants are presented in Table 8.

3.2.2 Instruments

The instrument set of the main study was composed of Demographical
Information Form and seven self-report instruments; namely Short-EMBU (Egna
Minnen Bettrafende Uppfostran- My Memories of Upbringing), Self-
Ambivalence Measure (SAM), Emotion Regulation Questionnaire (ERQ),
Obsessive-Compulsive Beliefs Questionnaire (OBQ), and Padua Inventory-
Washington State University Revision (PI-WSUR), Beck Depression Inventory
(BDI), and Rosenberg Self-Esteem Scale (RSES).

3.2.2.1 Demographical Information Form

The Demographical Information Form has been designed for the current
research in order to obtain some basic information about the participants’
demographic characteristics (age, sex, education level, place of living, level of
income, and parents’ education) and psychiatric problems (if yes; type of

treatment, and current treatment) (see Appendix B).

3.2.2.2 Short-EMBU (Egna Minnen Bettrafende Uppfostran- My Memories
of Upbringing)

The Short-EMBU was developed from the 81-item original scale in order
to measure individuals’ perceptions of their parents’ child rearing behaviors, and
parental attitudes (Arrindell et. al., 1999).

The Short-EMBU has 23 items rated for both perceived mothers’ and
fathers’ behaviors on a 4-point Likert type scale ranged from 1 (never) to 4 (most
of the time). The scale composes of three subscales; namely, Rejection,

Overprotection, and Emotional Warmth. The scale was adapted into Turkish by
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Dirik, Karanci, and Yorulmaz (2015). The Turkish form was found to show the
same factor structure of the original scale. Detailed information about the scale
was presented in the previous chapter.

Moreover, the 6-factor version of the scale revealed Cronbach alpha values
of .83 for mother’s rejection, .86 for father’s rejection, .83 for mother’s emotional
warmth, .83 for father’s emotional warmth, .83 for mother’s overprotection and
.83 for father’s overprotection, in the current study. For the inventory, see

Appendix B.
3.2.2.3 Self-Ambivalence Measure (SAM)

Since the scale was presented in the previous chapter, brief information
will be given in this present section. Bhar (2004) developed the SAM in order to
measure ambivalence about one’s general sense of self-worth. The scale is
unidimensional and is composed of 19 items rated on a five-point Likert type
scale, from 0 (not at all) to 4 (totally agree). The items include statements about
uncertainty, self-dichotomy, and self-preoccupation.

In line with previous aims of the present study, psychometric evaluation
were also performed for this instrument, and relevant detailed information is given
in the Result section of the current study. For now, it can be reported that the
Turkish version of the SAM revealed promising psychometric findings in this

sample. The scale is presented in Appendix B.
3.2.2.4 Emotion Regulation Questionnaire (ERQ)

The scale was developed by Gross and John (2003) in order to assess
individuals’ abilities to regulate their emotions. It includes 10-items rated on a 7-
point Likert type scale ranging from 1 (strongly disagree) to 7 (strongly agree).
The scale has two parts, as Cognitive Reappraisal and Suppression, based on the
antecedent- and response-focused phases of emotion regulation. It was stated that
each item in each subscale indicated emotion regulatory processes proposed by
Gross and John’s (2003) theory of emotion regulation. Cognitive reappraisal

consists of 6 items (e.g. “I control my emotions by changing the way I think about
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the situation I'm in”) and assess the ability to regulate emotions by changing
thoughts. On the other hand, suppression factor includes 4 items (e.g. “When I
feel positive emotions, I’'m careful not to express them”) that measure the
tendency of not expressing emotions. Higher scores indicate the greater use of
emotion-regulatory strategy.

The internal consistencies for cognitive reappraisal (a=.79) and supression
(o= .73) was found to be strong (Gross & John, 2003). Test-retest reliability was
reported as .69 for both subscales at a 3-month interval. Two factorial structure
was supported with Confirmatory factor analysis and each of two scales was
shown to have good internal consistency in the Italian version of the ERQ
(Balzorotti, John, & Gross, 2010). On the other hand, the original factor structure
did not receive support from either Australian or United Kingdom samples
(Devon, Flavie, Laura, Lusia, & Romola, 2014). After revising the scale into 9
items (ERQ-9), they reported strong model fit to both samples.

The inventory was translated and adapted into Turkish by Yurtsever
(2008). The Cronbach Alpha Coefficients for Cognitive Reappraisal and
Suppression scales were found to be .85 and .78, respectively. Additionally, test-
retest correlations for Cognitive Reappraisal were .88 and for Suppression was .82
at a 4-week interval. Aka (2011) reevaluated and revised the Turkish version of
the ERQ. By using the original factor structure, Cronbach alpha coefficients were
calculated as .85 for the Cognitive Reappraisal and .78 for the Suppression
subscale. Test-retest reliability values for Cognitive Reappraisal and Suppression
subscales were reported as .69 and .67, respectively. Additionally, in terms of
validity analyses, Turkish version of the ERQ was also shown to have good
concurrent and criterion validity values (Aka, 2011). For the current study, the last
version of the scale (Aka, 2011) and the two-factor structure is used and alpha
coefficients are found to be .86 for Cognitive Reappraisal and .77 for the

Suppression subscale. For the scale, see Appendix B.
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3.2.2.5 Revised Version of the Obsessive-Compulsive Beliefs Questionnaire
(OBQ-44)

The Obsessive Compulsive Cognitions Working Group (OCCWG, 1997)
in order to assess the dysfunctional belief domains that is thought to contribute to
the development and maintenance of obsessions and compulsions developed the
original form of Obsessive-Beliefs Questionnaire (OBQ). It initially comprised of
129 items (OCCWG, 2001), was later revised to include only 87 items (OCCWG,
2003) rated on a seven point Likert type scale, ranging from 1 (totally disagree) to
7 (very much agree). Initially, 6 subscales (overestimation of threat, intolerance of
uncertainty, importance of thoughts, control of thoughts, responsibility, and
perfectionism) were derived theoretically and have been shown to have
satisfactory internal consistency and test-retest reliability values (OCCWG, 1997,
2001). However, later methodological studies found out moderately high
intercorrelation between the subscales of the OBQ-87 (OCCWG, 2003). In order
to reduce the overlap among factors, OCCWG (2005) submitted 6 theoretically
derived subscales to factor analysis. Based on these findings, OBQ was reduced to
44 items and 3 factors; namely, responsibility and threat estimation; importance
and control of thoughts; and perfectionism and intolerance of uncertainty
(OCCWG, 2005). There are 16 items for responsibility and threat estimation
subscale, 16 items for perfectionism and uncertainty, and 12 items for importance
and control of thoughts subscale.

In terms of the reliability of OBQ-44, internal consistency coefficients
were calculated as .93 for responsibility/threat estimation, .89 for
importance/control of thoughts, .93 for perfectionism/uncertainty, and .95 for the
OBQ total score in clinical sample (OCCWG, 2005). This study also displayed
good validity in distinguishing OC patients from non-clinical controls. This new
3-factor version of the OBQ was shown to have higher discriminatory power,
meaning that the subscales had less overlap. Myers, Fisher and Wells (2007)
found a significant and positive correlation between obsessive-compulsive

symptoms and belief domains, indicating a satisfactory convergent validity.
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However, findings in the literature revealed inconsistent factor structure of
OBQ. For instance, Myers, Fisher and Wells (2008) reported a 4-factor structure
(i.e. perfectionism/uncertainty, importance/control of thoughts, responsibility, and
overestimation of threat. Similarly, after poor fit of either 3 or 6-factor structure,
Woods, Tolin and Abramowitz (2004) also suggested 4-factors; namely, OCD-
general, importance/control of thoughts, perfectionism, and responsibility. On the
other hand, 3-factor structure of the OBQ has also received support from other
studies. For instance, Taylor, McKay and Abramowitz (2005) suggested isolating
higher- and lower-order factors by conducting hierarchical factor analysis of the
original OBQ and showed that lower order factors (i.e. responsibility/over threat
estimation, perfectionism/uncertainty, and importance/control of thoughts)
reflected the heterogeneity of OCD when compared to higher-order factors.
Moerover, Bortoncello, Braga, Gomes, Pasquoto de Souza, and Cordioli (2012)
examined the Brazilian version of the OBQ, and they confirmed the three belief
domains and showed very good internal consistency.

In the current study, the version of the OBQ adapted by Yorulmaz and
Gengdz (2008) was used. Yorulmaz and Gengdz (2008) used three-factor
structure and reported satisfactory Cronbach alphas values, as .80 for
importance/need for control; .86 for perfectionism/uncertainty; and .85 for
responsibility/threat estimation; and an acceptable item-total correlation ranges
for both Turkish and Canadian samples. Therefore, the Turkish version of the
OBQ-44 has adequate validity and reliability for a non-clinical Turkish sample
(Yorulmaz & Gengdz, 2008). For the present study, the 3-factor version is used
and Cronbach alpha coefficients of subscales are .90 for Responsibility/Threat
estimation, .90 for Perfectionism/Uncertainty, and .88 for Importance/Control of
thoughts. For the inventory, see Appendix B.

3.2.2.6 Padua Inventory-Washington State University Revision (PI-WSUR)

The original scale (PI), which is composed of 60 items rated on a 5-point
scale (0 = not at all; 4 = very much), was developed to measure the distress from
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obsessions and compulsions. Sanavio (1988) identified 4 factors which were used
to derive 4 sub-scales: (1) impaired control over mental activities; (2) becoming
contaminated; (3) checking behaviors and (4) urges and worries. In recent years a
number of studies have been carried out to analyze and verify the dimensional
structure and the convergent and divergent validity of the instrument (Sternberger
& Burns, 1990; Van Oppen, 1992; Kyrios, Bhar & Wade, 1996). On the other
hand, because of including items that examine worry rather than obsessions, the
original Pl received some criticism (Freeston, Rheaume, Letarte, Dugas, &
Ladouceur, 1994). Therefore, Burns, Keortge, Formea, and Sternberger (1996)
excluded some problematic items and formed 39-items PI-WSUR which includes
5 subscales; obsessional thoughts about harm to self/others (7 items); obsessional
impulses to harm self/others (9 items); contamination obsessions and washing
compulsions (10 items); checking compulsions (10 items); and dressing/grooming
compulsions (3 items). The revised form of the Pl was examined among 5010
non-clinical university students and was shown to have good internal consistency
(alphas = .77 to .88), test-retest reliability values, and validity (Burns, Keortge,
Formea, & Sternberger, 1996). It was also reported that this version of the PI
discriminated OCD symptoms from worry, which can be accepted as a support for
the discriminant validity.

The PI-WSUR was adapted into Turkish by Yorulmaz, Karanci, Dirik,
Bastug, Kisa, Goka, and Burns (2007). Same factor structure, with small
differences in item distribution under subscales, was found in both clinical and
non-clinical samples. Turkish version of the instrument was shown to have
acceptable internal consistency and test-retest reliability. It was also reported that
OCD patients were significantly different not only from the control groups, but
also from patients having other anxiety disorders in terms of the PI-WSUR scores.
Therefore, since revised PI-WSUR is the most comprehensive self-report
measures of OCD and has promising psychometric properties both in non-clinical
and clinical populations, it is used to assess the outcome variable in the current

study. The original 5-factor version of the scale was used in the present study
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revealing Cronbach alpha values of .93 for Checking Compulsions, .91
Contamination, .73 for Grooming/Dressing, .86 for Obsessional thoughts about
harm, and .87 for Obsessional impulses to harm subscales. Additionally, internal
consistency for the total score was found to be .95. For the measure, see Appendix
B.

3.2.2.7 Beck Depression Inventory (BDI)

The BDI is a self-report inventory developed to measure cognitive,
emotional, and motivational symptoms of depression (Beck, Rush, Shaw, &
Emery, 1979). It is composed of 21 items for each of which participant rate
him/herself on a 4 point scale. The scores for each item range from 0 to 3. The
scale was adapted into Turkish by Hisli (1988). Higher scores indicate higher
levels of depressive symptoms and high scores above 17 were found to indicate
clinical depression (Hisli, 1988). Detailed information about the scale was given
in the previous chapter.

In the current study, it was used to examine the psychometric properties of
the Self-Ambivalence Measure, and the alpha coefficient of the scale was found to

be . 92. The measurement is presented at Appendix A.
3.2.2.8 Rosenberg Self-Esteem Scale (RSES)

The scale, developed by Rosenberg (1965), is composed of 10 items rated
on a 4-point Likert-type scale ranging from “strongly agree” to “strongly
disagree”. Higher scores on the scale reflect higher levels of self-esteem. The
scale was translated into Turkish by Cuhadaroglu (1986). In the previous chapter,
details of the scale are presented.

In the present study, the RSES was used as a tool to evaluate the
psychometric properties of the SAM. The internal consistency of the scale was

found to be .90 for the current study. For the inventory, see Appendix A.
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3.2.3 Procedure

Initially, ethical approval for the present study was granted from The
Applied Ethics Research Center of Middle East Technical University. Then, data
was gathered via convenience sampling from various parts of Turkey using an
online survey system, SurveyMonkey.com. In data gathering process, the link to
the secure survey website which included information about the survey, a request
for informed consent (see Appendix B), the instrument set, and the debriefing
form (see Appendix B) was shared in different social network groups either
through sending an e-mail or putting the link on the website. Prior to each
participation, information about the purpose and the scope of the study was
provided to all participants. Additionally, the informed consent was obtained
electronically via the survey site. If the individuals clicked “I agree” then they
could proceed to the survey. It took participants about 30-40 minutes to complete
the questionnaire. At the end of the survey, debriefing form that included further
details about the study and contact information were given to each participant.

In the present study, data collection was completed between June and
October 2014. After the completion of the survey, the researcher downloaded the

data from SurveyMonkey server and it was removed from the database.
3.2.4 Statistical Analyses

Prior to analysis, data cleaning procedures suggested by Tabachnick and
Fidell (2007) were followed. The data was screened for the accuracy of data entry,
missing values, fit between data set and assumptions for multivariate analysis, and
for the univariate and multivariate outliers. At the end of these procedures, 4 cases
were found to be systematically missing data and were deleted. Since missing
values were not more than 5%, missing values were replaced by the mean for all
single cases. Mahalanobis distance was assessed in order to identify multivariate
outliers. Analyses revealed one case as multivariate outlier and 60 cases were also
detected as outliers which were excluded. Thus, finally 877 cases were examined

in the analyses.
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Statistics Package for Social Sciences (SPSS) 20 Program was used for the
statistical analyses and LISREL 8.51 was performed for model testing. After
conducting reliability analyses for total and subscales, original factor structures
were used for the Turkish versions of the scales. Internal consistency was assessed
with Cronbach’s alpha values.

Factor congruency was examined via Confirmatory Factor Analysis (CFA)
on the items of Self-Ambivalence Measure. Covariance matrix and maximum
likelihood estimation was employed to estimate all observed variables and was
assessed by means of data fit indices such as y?, ratio of ¥ to degree of freedom
(df), Goodness of Fit Index (GFI), Adjusted of Goodness of Fit Index (AGFI),
Comparative Fit Index (CFI), Root Mean Square Error of Approximation
(RMSEA), and Non-Normed Fit Index (NNFI) (Tabachnick and Fidell, 2007).
Ratio was below the 5:1 for x*/df, RMSEA between 0.0 and 0.08, values close to
0.90 for the GFI, AGFI, CFI, and NNFI were taken as criteria for a good model fit
(Bollen, 1986; Tabachnick & Fidell, 2007). Following this, validity for the SAM
was assessed.

Additionally, descriptives for demographic variables and mean scores for
the main variables were examined. Correlational analyses were conducted for all
variables in the study in order to examine the associations between them.
Coefficients above .50 were viewed as high correlation; while coefficients
between .30 and .49 were accepted as moderate and values below .30 were
accepted as low correlations (Cohen, 1988). In order to make group comparisons
between individuals reporting having a psychiatric diagnosis and other individuals
reporting being psychologically healthy on the measures of the current study, one
way ANOVA’s and one way MANOVA’s were conducted. Then, hierarchical
regression analyses were performed for the prediction of self-ambivalence,
emotion regulation strategies, OCD-related cognitive factors and symptoms by
taking clinical status of the subjects as a control variable. Finally, mediations were
tested via bootstrap procedures, and then the comprehensive model hypothesized
by the current study was tested via Structural Equation Modeling (SEM) by using
LISREL.
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3.3 Results
3.3.1 Internal Consistency of the Instruments

Internal consistency and item-total correlation ranges of the measures in
total and their subscales are presented in Table 9. Original factor structures of the
scales were evaluated with Cronbach’s alpha coefficient and found out that all of

the values were satisfactory and in acceptable ranges.

Table 9 Internal Consistency Coefficients of the Instruments

Measures Cronbach Alpha

(Item Total Correlations)

Self-Ambivalence Measure (SAM)-Total 0.92 (0.38-0.72)
Emotion Regulation Questionnaire (ERQ)
ERQ- Reappraisal 0.86 (0.45- 0.76)
ERQ- Suppression 0.77 (0.41- 0.65)
Short-EMBU (Egna Minnen Bettrafende Uppfostran)
Perceived Paternal Rejection 0.86 (0.47- 0.73)
Perceived Maternal Rejection 0.83 (0.40- 0.67)
Perceived Paternal Overprotection 0.83 (0.35- 0.69)
Perceived Maternal Overprotection 0.83 (0.39- 0.68)
Perceived Paternal Emotional Warmth 0.83 (0.20- 0.72)
Perceived Maternal Emotional Warmth 0.83(0.41-0.72)
Obsessive-Compulsive Beliefs Questionnaire (OBQ-44)
OBQ- Responsibility/Threat Estimation 0.90 (0.37- 0.69)
OBQ- Perfectionism/Uncertainty 0.90 (0.38- 0.77)
OBQ- Importance/Control of thoughts 0.88 (0.32-0.72)
Padua Inventory (PI-WSUR-Total) 0.95 (0.29- 0.68)
PI-WSUR- Checking 0.93 (0.58-0.78)
PI-WSUR- Clean/Contamination 0.91 (0.55- 0.73)
PI-WSUR- Grooming 0.73 (0.48- 0.55)
PI-WSUR- Obsessional Thoughts 0.86 (0.53- 0.66)
PI-WSUR- Obsessional Impulses 0.87 (0.52- 0.66)
Rosenberg Self-Esteem Scale 0.90 (0.52- 0.73)
Beck Depression Inventory 0.92 (0.25- 0.73)
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3.3.2 Descriptive Statistics

Descriptive statistics (e.g. mean and standard deviation) for all variables
used in the main study are presented in Table 10.

Table 10 Descriptive Statistics for Main Variables of the Study

Variables N Mean SD Min-Max
Perceived Parenting Styles
Paternal Rejection 877 1.55 0.63 1-4
Maternal Rejection 875 1.54 0.57 1-4
Paternal Overprotection 874 2.14 0.64 1-4
Maternal Overprotection 876 2.30 0.65 1-4
Paternal Emotional Warmth 876 2.36 0.70 1-4
Maternal Emotional Warmth 875 2.60 0.68 1-4
Self-Ambivalence Variables
Self-Worth Ambivalence 877 1.95 0.95 0-4
Moral Ambivalence 877 1.90 1.03 0-4
Public Self-Acceptability 877 2.11 0.93 0-4
Obsessive Appraisals
Responsibility/Threat Estimation 877 3.81 1.21 1-7
Perfectionism/Uncertainty 877 4.33 1.21 1-7
Importance/Control of thoughts 877 3.25 133 1-7
Emotion-Regulation Strategies
Cognitive Reappraisal 877 4.57 1.38 1-7
Suppression 877 3.71 1.57 1-7
OCD Symptoms
Total Score 877 1.06 0.71 0-4
Checking 877 1.37 1.01 0-4
Contamination/Washing 877 1.22 0.93 0-4
Grooming/Dressing 877 1.01 1.03 0-4
Obsessional thoughts to harm 877 1.14 0.94 0-4
Obsessional impulses to harm 877 0.50 0.70 0-4

3.3.3 Results for the Hypothesis in Group 1

Hypothesis 1: Turkish version of the Self-Ambivalence measure is expected to be

psychometrically reliable and valid.
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3.3.3.1 Psychometric Properties of the Turkish Version of the Self-
Ambivalence Measure (SAM-T)

The Self-Ambivalence Measure (SAM; Bhar & Kyrios, 2007) as adapted
into Turkish in accordance with the aims of the current study. Information about
the adaptation procedure is provided in the previous chapter. Based on the
findings of the pilot study, it was concluded that translation of item-2 (“I am
secure in my sense of self-worth”) and item-12 (“I think about how I can improve
myself”) need modifications in line with Turkish culture and language. The
coding of the item-2 was changed into straight-forward in order to maintain the
consistency with the rest of the scale items all of which are straight-forward.
Additionally, both item-2 and item-12 were rewritten according to Turkish
grammar rules and cultural issues. Therefore, in this section, reliability, validity,
and factor structure of the last version of the SAM-T are examined after

modifying these two items.
3.3.3.1.1 Factor Structure of the Turkish Version of the SAM

Confirmatory factor analysis (CFA) was performed through LISREL 8.51
on the items of the Self-Ambivalence Measure (SAM) in order to test the
underlying two factor model of self-ambivalence. Items 1, 2, 3, 4, 5, 6, 7, 8, 10,
12, 14, 15, 19 serve as indicators of Self-Worth Ambivalence; while items 9, 11,
13, 16, 17, 18 serve as indicators of Moral Ambivalence. The two factors are

hypothesized to covary with one another.

The hypothesized model is presented in Figure 3 where circles represent
latent variables, and rectangles represent measured variables. Absence of a line
connecting variable implies no hypothesized direct effect. In the figure, each
indicator has two arrows leading to it. Linear structural correlations between a
latent variable and its indicators are shown by a one-way arrow from a latent
variable leading to its indicators. All of the errors in the model are assumed to be
uncorrelated with each other and one-way arrows to indicators represent

measurement errors or residuals of the indicators. Finally, the double-headed
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arrows between the latent variables represent the correlations between these
variables.

A chi-square test indicated significant differences between the observed
and estimated parameters, y*(151) = 2188.58, p< .001. Goodness of fit statistics
also revealed that the model did not fit the data well: GFI = .79; NNFI = .78;
AGFI =.74; CFl = .81; and RMSEA = .12.

Investigation of the modification indices suggested that adding error
variances between several indicator variables and paths between indicator
variables and latent variables would significantly improve the model. Therefore,
post-hoc model modifications were performed in an attempt to develop a better
fitting model. Error covariances were added one at a time to the model between
items of the same latent constructs 1-2, 18-11 and 6-15. A chi-square difference
test indicated that the model was significantly improved by the addition of these
paths, y’qitr (3) = 858.64, p< .001, However, goodness of fit indices indicated a
suboptimal fit for the data, NNFI = .86, GFI = .86; AGFI = .82; CFIl = .88,
RMSEA = .09 (see Figure 4).

Examination of the structural correlations between the latent variables
indicated that self-worth ambivalence and moral ambivalence were significantly
correlated (r = .76, p< .05). All the paths predicting items of SAM from Self-
Worth and Moral Ambivalence was significant at p< .05 with standardized
coefficients ranging between .40 and .92.

In sum, after the addition of correlated errors between various items, the
model still provided poor fit to the data. Additionally, examination of path
parameters indicated that all the items had a significant loading above .30, which
was used as a criterion to determine item structure of these two factors, as
suggested by Tabachnick and Fidell (2007).
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CFA results showed that the hypothesized two-factor structure did not
appear to be an acceptable fitting model for the current sample. Therefore,
principal component analysis was conducted to identify the factor structure of the
SAM-T that would best fit the present data. The 19 items of the SAM-T were
subjected to Principal Component Analysis (PAC) with Varimax rotation.
Factorability of the items within the current sample was adequate as indicated by
Bartlett’s test of sphericity (5° (171) = 8181.81, p < .001) and Kaiser—Meyer—
Olkin measure of sampling adequacy (.93).

The factors with eigenvalues above 1.00 were considered with respect to
scree plot. As a result of the factor analysis, 4 factors have emerged with
eigenvalues above 1, which accounted for 63.32 % of the total variance.
Examination of the scree plot and item distribution suggested that the most
adequate solution was a 3-factor structure, which was supported by Guidano and
Liotti’s (1983) theory of self-ambivalence. According to Guidano and Liotti
(1983), self-ambivalence is based on three related features, namely contradictory
self-views, uncertainty about self-worth and preoccupation in verifying one’s self-
worth.

An item was included in a factor scale if the item’s loading was at least .30
and if the difference in its loadings across factors was more than .20. Based on
these criteria, three subscales were developed; self-ambivalence about self-worth
(self-worth ambivalence (SA); 9 items), ambivalence about morality (moral
ambivalence (MA); 5 items), and ambivalence about self-acceptability (public
self-acceptability (PSA); 5 items). The eigenvalues, respectively, for these factors
were 4.70, 2.67, and 3.29; and together they accounted for 56.15 % of the total
variance. Although item 16 and item 17 were statistically loaded under public
self-acceptability factor, it was decided that theoretically it should be included in
the factor “moral ambivalence. Factor loadings and reliability coefficients are

given in Table 11.
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Table 11 Factor Structure of the Turkish Version of Self-Ambivalence Measure

Items Factor 1 Factor 2 Factor 3
(Self-Worth Ambivalence)  (Moral Ambivalence) (Public Self-Acceptability)
3. | feel torn between different parts of my personality .78 .18 .09
2. | am secure in my sense of self-worth 12 .02 .35
7. | feel that I am full of contradictions .70 15 31
10. | have mixed feelings about my self-worth .69 23 32
1. | doubt whether others really like me .67 .01 .33
14. 1 tend to move from one extreme to the other in how | .63 A7 27

think about myself

4. | fear | am capable of doing something terrible .62 .23 .07
5. I think about my worth as a person 51 31 .05
19. | constantly worry about whether I will make .50 22 .29
anything of my life

Eigenvalue: 4.70

Explained Variance: 24.75%

Alpha Level: .88

Total Item Correlation: 4410 .73
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Table 11 (Continued)

Items Factor 1 Factor 2 Factor 3
(Self-Worth Ambivalence) (Moral Ambivalence)  (Public Self-Acceptability)

11. I question whether | am a moral person 13 .83 14

18. I question whether I am morally a good or bad person .09 81 34

12. | think about how I can improve myself 23 .56 .03

16. | am constantly concerned about whether | am .30 53 .55

a "decent” human being

17. 1 am constantly worried about whether | am a good .28 52 .58

or bad person

Eigenvalue: 2.67

Explained Variance: 14.06%

Alpha Level: .83

Total Item Correlation: .3710.76
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Table 11 (Continued)

Items Factor 1 Factor 2 Factor 3
(Self-Worth Ambivalence)  (Moral Ambivalence) (Public Self-Acceptability)

15. I am mindful about how | come across to others A1 .04 .79

6. | am constantly aware of how others perceive me 42 12 .66

9. I tend to think of myself in terms of categories such as .38 .26 .58

"good" or "bad"

8. I question the extent to which others want to be close to me .49 A1 .50

13. If I inadvertently allow harm to come to others, this proves .15 .20 49

| am untrustworthy

Eigenvalue: 3.30

Explained Variance: 17.34%

Alpha Level: .78

Total Item Correlation:

.38 10 .66




3.3.3.1.2 Internal Consistency of the Turkish Version of the SAM

Cronbach’s alpha coefficients were analyzed for both the total score of the
SAM-T and for three factors, namely Self-Worth Ambivalence, Moral
Ambivalence, and Public Self-Acceptability. The whole scale was found to have a
Cronbach’s alpha coefficient of .92. The corrected item-total correlations ranged
from .38 to .71. The subscales of the SAM-T also revealed considerably high
internal consistencies; Cronbach’s alpha coefficient for the Self-Worth
Ambivalence subscale was .88, the Moral Ambivalence subscale was .83, and it
was .78 for the Public Self-Acceptability. The corrected item-total correlations
ranged from .44 to .73 for Self-Worth Ambivalence subscale; from .37 to .76 for
Moral Ambivalence Subscale, and from .38 to .66 for Public Self-Acceptability
Subscale. Table 12 presents internal consistency and item total ranges of the
SAM-T and its subscales.

Split-half reliability was also computed for the whole scale and subscales.
The scale was randomly splitted into two parts. The Guttman split-half reliability
for the SAM-T was .84, where Cronbach’s alpha coefficient for the first part,
composed of 10 items, was .89 and it was .84 for the second part, which consisted
of 9 items. Guttman split-half reliability for the Self-Worth Ambivalence subscale
was .83, where Cronbach’s alpha coefficient for the first part composed of 5
items, was .86 and it was .66 for the second part consisted of 4 items. For the
Moral Ambivalence subscale, Guttman split-half reliability was .85, where the
Cronbach’s alpha coefficient for the first part composed of 3 items was .65 and it
was .79 or the second part which was consisted of 2 items. For the Public Self-
Acceptability subscale, Guttman split-half reliability was .76, where the
Cronbach’s alpha coefficient for the first part composed of 3 items was .65 and it

was .59 or the second part which was consisted of 2 items.
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Table 12 Internal Consistency and Item Total Correlation Ranges of the SAM-T
and its Subscales

SAM SA MA PSA
Cronbach’s 0.92 0.88 0.83 0.78
alpha
Item-Total 0.38-0.71 0.44-0.73 0.37-0.76 0.38-0.66
Range
Guttman Split-

0.84 0.83 0.85 0.76

Half Reliability

Note. SAM = Total Score of Self Ambivalence Measure, SA= Self-Worth
Ambivalence, MA = Moral Ambivalence, PSA = Public Self-Acceptability

3.3.3.1.3 Validity of the Turkish Version of the SAM (SAM-T)

In order to check for the validity of the scale, correlations of subject’s
responses to Self-Worth Ambivalence, Moral Ambivalence, and Public Self-
Acceptability with scores for “Rosenberg Self-Esteem Scale”, “Beck Depression
Inventory”, and “Padua Inventory-Washington State University Revision” were
examined. It was revealed that Self-Worth Ambivalence was positively correlated
with depression scores (r = .64, p< .01), and total score of PADUA scale (r = .45,
p< .01). Similarly, Moral Ambivalence scores of the participants were found to be
positively correlated with both depression scores (r = .40, p< .01) and total
PADUA scores (r = .33, p< .01). Additionally, Public Self-Acceptability scores of
the participants were found to be positively correlated with both depression scores
(r = .53, p< .01) and total PADUA scores (r= .41, p< .01). On the other hand, in
line with the literature findings, self-esteem scores were negatively correlated
with both Self-Worth Ambivalence subscale (r = -.67, p< .01), Moral
Ambivalence subscale (r = -.43, p<.01), and Public Self-Acceptability subscale (r
=-.55, p<.01) (see Table 13).
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Table 13 Correlations of Self-Worth Ambivalence, Moral Ambivalence, and
Public Self-Acceptability with Other Variables

1 2 3 4 5 6 7
1. SAM-Total 1 92* 81* .86* 64*  45* -65*
2. Self-Worth 1 56* .69* 68*  .43* -67*
Ambivalence
3. Moral 1 .62* A40*  33*%  -43*
Ambivalence
4. Public 1 .53 41* -55*
Self-Acceptability
5. BDI 1 A45* - T72*
6. Total-PADUA 1 -33*
7. RSE 1

*Correlation is significant at .01 level. BDI: Beck Depression Inventory; Total-
PADUA: Padua Inventory-Washington State University Revision-Total Score;
RSE: Rosenberg Self-Esteem Scale.

Furthermore, in order to test for the criterion validity of the Turkish
version of the SAM, group comparisons were performed for its subscales.
Accordingly, three groups were generated based on the participants’ BDI scores.
The BDI scores were grouped in terms of 33, 66, and 99™ percentiles and named
as “low depressed”, “moderately depressed” and “high depressed”, respectively.
In the “high depressed” group, there were 290 participants, whose BDI scores
were over 22 (M = 31.90, SD = 8.04). In the “moderately depressed” group there
were 286 participants and for this group BDI scores ranged from 11 to 21 (M =
15.58, SD = 3.12). In the “low depressed” group, there were 299 participants and
for this group BDI scores ranged from 0 to 10 (M =5.79, SD = 3.06).

As a criterion validity, subscales of SAM were expected to be significantly
different for these groups. To evaluate the possible differences between groups,

MANOVA was conducted. Results revealed significant group main effect of
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BDI scores, Multivariate F (6, 1740) = 93.34, p< .001; Wilk’s Lambda = 57; 5=
24, indicating that “high depressed”, “moderately depressed”, and “low
depressed” group differed from each other in terms of self-worth ambivalence,
moral ambivalence, and public self-acceptability scores of the participants (see
Table 14). After the multivariate analyses, univariate analyses were performed for
significant effects with the application of the Bonferroni correction. Thus, for the
univariate analyses, the alpha values that were lower than .001 were considered to
be significant with this correction. Univariate analyses with Bonferroni correction
for the main effect of BDI Symptom Group showed a significant effect for Self-
worth Ambivalence, F (2, 872) = 308.98, p< .001; 2 = .42, Moral Ambivalence,
F (2, 872) = 66.04, p< .001; 2 = .13, and Public Self-Acceptability, F (2, 872) =
157.37, p< .001; 2 = .27, subscales.

Table 14 MANOVA Table for BDI Group Differences on Self-Worth

Ambivalence, Moral Ambivalence, and Public Self-Acceptability

Variables Multivariate  df Wilks Multivarite  Univarite  eta®
F y eta” F
BDI-Group 93.34* 6,1740 .57 24
SA 2,872 309.98* 42
MA 2,872 66.04* A3
PSA 2,872 157.37 27
*p <.001

The results of post-hoc comparisons with Scheffe showed a significant
difference between groups. Means and standard deviations of the groups are
presented in Table 15. “Highly depressed group” seemed to be significantly more

ambivalent than both the “low depressed” and “moderately depressed” groups in
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terms of self-worth, morality, and public self-acceptability. Additionally, results
showed that individuals in the “moderately depressed” group were significantly
more ambivalent in terms of their self-worth, morality and public self-
acceptability than the individuals in the “low depressed group”. In consequence,
these findings about group differences provided evidence for criterion validity of
the Turkish version of the SAM.

Table 15 Mean and Standard Deviation Values for Self-Ambivalence Subscales

Based on the Levels of BDI scores

Self-Ambivalence Subscales

Levels of BDI Symptoms Self-Worth Moral Public Self
Ambivalence Ambivalence Acceptability
Low Depressed 1.20 (SD =0.73) 1.47 (SD =0.89) 1.55(SD =0.78)

Moderately Depressed 1.97 (SD =0.68) 1.86 (SD =0.97) 2.06 (SD =0.81)
Highly Depressed 2.69 (SD =0.76) 2.38(SD=1.04) 2.72(SD=0.81)

Additionally, the SAM-T’s power of distinguishing between groups, that it
should theoretically be able to distinguish between, was also assessed by
comparisons of extreme groups in OC symptoms. Accordingly, two extreme
groups on lower and higher 33 percentages on total-PADUA scores were
contrasted on subscales of the SAM. Individuals having lowest (below 25 points,
N= 289) scorers were assigned to the low OC Symptom group (M = 15.00, SD =
6.05); whereas highest scorers (over 47 points, N = 308) were named as high OC
Symptom group (M = 72.37, SD = 21.84).

As a criterion validity, subscales of SAM were expected to be significantly
different for these groups. To observe the possible differences between groups,
MANOVA was conducted. Results revealed significant group main effect,
Multivariate F (3, 593) = 57.88, p< .001; Wilk’s Lambda = .77, ;12 = .23,
indicating that “high OC Symptom” group differed from “low OC Symptom”

group in terms of self-worth ambivalence, moral ambivalence, and public self-
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acceptability scores of the participants (see Table 16). Univariate analyses with
Bonferroni correction for the main effect of OC Symptom Group showed a
significant effect for Self-worth Ambivalence, F (1, 595) = 139.90, p< .001; #2 =
.19, Moral Ambivalence, F (1, 595) = 77.87, p< .001; 2 = .12, and Public Self-
Acceptability, F (1, 595) = 147.83, p< .001; 52 = .20, subscales.

Table 16 MANOVA Table for OCD Group Differences on Self-Worth

Ambivalence, Moral Ambivalence, and Public Self-Acceptability

2

Variables Multivariate  df Wilks Multivarite Univarite  eta
F A eta’ F

OC-Group 57.88* 3,593 77 23

Self- 1,595 139.90* 19

Ambivalence

Moral- 1, 595 77.87* A2

Ambivalence

Public Self-

Acceptability 1, 595 147.83* .20
*p<.001

The results of comparisons that also include means and standard deviations
of the groups are presented in Table 17. High OCD group seemed to to be more

ambivalent than the low OCD group in terms of self-worth and morality.

Table 17 Mean and Standard Deviation Values for Self-Ambivalence Subscales

Based on the Levels of BDI scores

Self-Ambivalence Subscales

Levels of OC Symptoms Self-Worth Moral Public Self
Ambivalence  Ambivalence Acceptability
Low OC Symptom 148 (SD=0.88) 1.48(SD=0.95) 1.62 (SD =0.84)

High OC Symptom 2.34 (SD=0.89) 2.20 (SD=1.05) 2.48 (SD =0.88)
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3.3.4 Results for the Hypothesis in Group 2

Hypothesis 2: Perceived parenting styles, self-ambivalence, obsessive appraisals,
and emotion regulation strategies will be correlated with each other and OC
Symptoms.

Hypothesis 3: Perceived parenting styles, self-ambivalence, cognitive appraisals,
and emotion regulation strategies will predict the level and different types of
(checking, contamination, grooming, obsessional thoughts, obsessional impulses)
obsessive-compulsive symptomatology.

3.3.4.1 Group Comparisons between Reported Psychiatric Care Group and
Group without any Diagnosis and Psychiatric Treatment

Before testing the predictors separately, a dummy variable, named as
“reported clinical status”, was formed based on participants’ reports as either
having a psychiatric diagnosis or reporting not having any diagnosis in order to
examine group differences in predictors and OC symptoms. One way ANOVAS
for the total scale scores and one way MANOVAs for the subscale scores of the
instruments were performed. Table 18 presents means, standard deviations and
results of significance tests in relevant variables.

Among perceived parenting styles, it was found out that individuals
reporting receiving a psychiatric diagnosis in any part of their lives perceived their
mothers” behaviors as more rejecting and overprotective than individuals
reporting not having any psychiatric diagnosis. Whereas individuals with no
previous psychiatric care perceived more emotional warmth from both their
fathers and mothers when compared to the individuals reporting having a
psychiatric diagnosis. On the other hand, there was no difference in paternal
rejection and overprotection among groups. Among ambivalence factors,
individuals reporting having a diagnosis seemed to be more self-ambivalent in
total and to have more ambivalence in terms of their self-worth than individuals
not having any diagnosis. However, there was no difference between groups in

terms of moral ambivalence and public self-acceptability.
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In terms of appraisal and emotion regulation factors, reported clinical
group were more likely to emphasize responsibility/threat estimation,
perfectionism/uncertainty, and importance/control of thoughts than the other
group. Whereas reported non-clinical group reported to use more cognitive
reappraisal strategy as an emotion regulation. On the other hand there was no
difference between groups in concerns on importance and control of thoughts, and
the use of suppression strategy. In terms of OCD symptoms, individuals reporting
having a diagnosis experienced more OCD symptoms in general and in checking,
contamination/washing, and obsessional thoughts subscale than the reported non-
clinical group. There was no group difference in terms of subscales including
grooming, and obsessional impulses.

In conclusion, since group differences were observed in general OC
symptoms and most of other predictors (e.g. maternal rejection, paternal/maternal
overprotection, paternal/maternal emotional warmth, self-worth ambivalence,
obsessive appraisals), reported clinical status variable (Yes:1; No:0) was decided

to be taken as a control variable in regression analyses.
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Table 18 Group Comparisons between Previous Psychiatric Care Group and Group without any Diagnosis and Psychiatric Treatment

107

Reported Clinical Reported Non-Clinical Significance Test
M SD M SD
Perceived Parenting Behaviors Wilk’s Lambda= .98, Multivariate F (6, 863)= 3.08**
Paternal Rejection 1.63 0.69 1.52 0.59 n.s.
Maternal Rejection 1.65 0.62 1.50 0.55 F(1, 868)= 10.35*
Paternal Overprotection 2.22 0.72 2.11 0.61 n.s.
Maternal Overprotection 2.42 0.69 2.26 0.62 F(1, 868)=8.39*
Paternal Emotional Warmth ~ 2.24 0.69 2.40 0.69 F(1, 868)=8.09*
Maternal Emotional Warmth  2.45 0.67 2.64 0.67 F(1, 868)=11.92*
Self-Ambivalence-Total 40.21 17.31 36.71 15.63 F(1, 875)=7.57*
Wilk’s Lambda= .98, Multivariate F (3, 873)= 4.53**
Self-Worth Ambivalence 2.14 0.96 1.89 0.94 F(1, 875)=11.44*
Moral Ambivalence 1.96 1.17 1.87 0.99 n.s.
Public Self-Acceptability 2.23 0.97 2.07 0.92 n.s.
Obsessive Appraisals Wilk’s Lambda= .98, Multivariate F (3, 873)= 5.69**
Responsibility/Threat 4.06 1.24 3.73 1.18 F(1, 875)= 12.08*
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Table 18 (Continued)

Reported Clinical Reported Non-Clinical Significance Test
M SD M SD
Perfectionism/Uncertainty 4.62 1.21 4.24 1.19 F(1, 875)=16.33*
Importance/Control Thoughts  3.51 1.40 3.17 1.30 F(1, 875)= 10.61*
Emotion Regulation Strategies Wilk’s Lambda= .98, Multivariate F (2, 874)= 5.52**
Cognitive Reappraisal 4.35 1.53 4.63 1.32 F(1, 875)= 6.60*
Suppression 3.87 1.58 3.67 1.56 n.s.
Outcome Variables
PADUA-Total 1.22 0.79 1.01 0.68 F (1, 875)=13.17*
OCD Symptom Domains Wilk’s Lambda= 97, Multivariate F (5, 871)= 5.44**
Checking 1.54 1.09 1.31 0.97 F (1, 875)=8.91*
Contamination/Washing 1.36 1.05 1.17 0.88 F (1, 875)= 6.45*
Grooming 1.10 1.11 0.98 1.02 n.s.
Obsessional Thoughts 1.41 1.01 1.04 0.90 F (1, 875)= 24.55*
Obsessional Impulses 0.57 0.72 0.48 0.69 n.s.




3.3.4.2 Correlations Among Variables of the Present Study

Pearson correlation coefficients among the variables used in the current
study are presented in Table 19.

Results revealed that the outcome variable total OCD symptoms was
positively correlated with perceived paternal rejection (r = .23, p< .01), perceived
maternal rejection (r = .25, p<.01), perceived paternal overprotection (r = .25, p<
.01), perceived maternal overprotection (r = .20, p< .01). Whereas, PADUA
scores showed significant negative correlation with perceived paternal emotional
warmth (r = -.08, p< .01), perceived maternal emotional warmth (r = -.09, p<.01).
In other words, as perceived warmth of the mothers and fathers increased,
obsessive-compulsive symptoms of the participants decreased whereas when
perceived rejection and overprotection behaviors of fathers and mothers increased,
OC symptoms of the individuals also increased. In addition, PADUA scores
indicated significant positive correlations with self-worth ambivalence (r = .43, p<
.01), moral ambivalence (r = .33, p<.01), and public self-acceptability (r = .41, p<
.01), which means that the more the ambivalence individuals experience on self-
worth, morality, and self-acceptability, the more the OC symptoms. PADUA
scores also showed a positive correlation with suppression subscale (r = .29, p<
.01), responsibility/threat estimation (r = .58, p< .01), perfectionism/uncertainty (r
= .51, p< .01), importance/control of thoughts (r = .52, p<.01). In other words, as
participants use of suppression as an emotion regulation strategy and their use of
OCD-relevant belief domains increased, obsessive-compulsive symptoms of the
participants also increased. Results also showed that OC symptoms are negatively
correlated with years of education (r = -.15, p< .01), and age (r = -.14, p< .01),
which means that as the education level and the age of the participants increased,
OC symptoms decreased.

The outcome variable Checking symptom was positively correlated with
perceived paternal rejection (r = .18, p< .01), perceived maternal rejection (r =
19, p< .01), perceived paternal overprotection (r = .21, p< .01), perceived
maternal overprotection (r = .16, p< .01), self-worth ambivalence (r = .35, p<
.01), moral ambivalence (r = .28, p< .01), public self-acceptability (r = .34, p<

109



.01), suppression (r = .25, p< .01), responsibility/threat estimation (r = .49, p<
.01), perfectionism/uncertainty (r = .45, p< .01), importance/control of thoughts
(r= .42, p< .01), and negatively correlated with education years (r = -.15, p< .01),
and age (r = -.09, p< .05). In other words, as perceived rejection and
overprotection behaviors of fathers and mothers, ambivalence on self-worth and
morality, and participants use of suppression strategy and OCD-relevant belief
domains increased, checking symptoms of the individuals also increased.
However, when education level and age of the participants increased, Checking
symptoms decreased.

Another outcome variable Contamination and Washing symptom was
positively correlated with perceived paternal rejection (r = .11, p< .05), perceived
maternal rejection (r = .12, p<.01), perceived paternal overprotection (r = .18, p<
.01), perceived maternal overprotection (r = .14, p< .01), self-worth ambivalence
(r =.21, p< .01), moral ambivalence (r = .18, p< .01), public self-acceptability (r
= .23, p< .01), reappraisal (r = .09, p< .05), suppression (r = .16, p< .01),
responsibility/threat estimation (r = .34, p< .01), perfectionism/uncertainty (r =
.35, p< .01), importance/control of thoughts (r = .32, p< .01), and negatively
correlated with age (r = -.08, p< .05), and gender (r = -.14, p< .01). In other
words, as perceived rejection and overprotection behaviors of fathers and mothers,
ambivalence on self-worth and morality, and participants use of suppression and
cognitive reappraisal emotional regulation strategy and use of OCD-relevant
belief domains increased, Contamination/Washing symptoms of the individuals
also increased; whereas when age of the participants increased,
Contamination/Washing symptoms decreased.

With respect to variables associated with Grooming and Dressing
symptom; it was correlated positively with perceived paternal rejection (r = .12,
p< .01), perceived maternal rejection (r = .12, p< .01), perceived paternal
overprotection (r = .14, p< .01), perceived maternal overprotection (r = .10, p<
.05), self-worth ambivalence (r = .25, p< .01), moral ambivalence (r = .21, p<
.01), public self-acceptability (r = .29, p< .01), suppression (r = .18, p< .01),

responsibility/threat estimation (r = .37, p< .01), perfectionism/uncertainty (r =
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34, p< .01), importance/control of thoughts (r = .36, p< .01), and negatively
correlated with education years (r = -.10, p< .05), and age (r = -.08, p< .05). In
other words, as perceived rejection and overprotection behaviors of fathers and
mothers, ambivalence on self-worth and morality, and participants use of OCD-
relevant belief domains increased, Grooming/Dressing symptoms of the
individuals also increased; whereas when education levels and age of the
participants increased, Grooming/Dressing symptoms decreased.

Furthermore, results of the Obsessional Thoughts to Harm symptom
analyses revealed that participants’ scores on obsessional thoughts to harm
subscale showed positive correlation with perceived paternal rejection (r= .28, p<
.01), perceived maternal rejection (r = .32, p< .01), perceived paternal
overprotection (r = .30, p< .01), perceived maternal overprotection (r = .26, p<
.05), self-worth ambivalence (r = .47, p< .01), moral ambivalence (r = .37, p<
.01), public self-acceptability (r = .48, p< .01), suppression (r = .31, p< .01),
responsibility/threat estimation (r = .66, p< .01), perfectionism/uncertainty (r =
54, p< .01), and importance/control of thoughts (r = .60, p< .01). On the other
hand, it was showed negative correlation with perceived paternal emotional
warmth (r = -.12, p<.05), perceived maternal emotional warmth (r = -.14, p<.01),
education years (r = -.19, p<.01), age (r = -.12, p< .05), and gender (r = -.07, p<
.05). In other words, as perceived rejection and overprotection behaviors of
fathers and mothers, ambivalence on self-worth and morality, and participants use
of suppression as an emotion regulation strategy and OCD-relevant belief
domains increased, scores on the Obsessional Thoughts to Harm subscale also
increased; whereas when perceived warmth of the mothers and fathers, education
levels and age of the participants increased, scores on the Obsessional Thoughts to
Harm subscale decreased.

According to the results of correlation analyses, the other outcome
variable, namely Obsessional Impulses to Harm symptom showed significant
positive correlation with perceived paternal rejection (r = .22, p< .01), perceived
maternal rejection (r = .23, p<.01), perceived paternal overprotection (r = .13, p<

.01), perceived maternal overprotection (r = .11, p< .05), self-worth ambivalence
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(r = .40, p< .01), moral ambivalence (r = .25, p< .01), public self-acceptability (r
= .30, p< .01), suppression (r = .24, p< .01), responsibility/threat estimation (r =
39, p< .01), perfectionism/uncertainty (r = .29, p< .01), importance/control of
thoughts (r = .37, p< .01), and gender (r = .09, p< .05). It also had negative
correlations with perceived paternal emotional warmth (r = -.13, p< .01),
perceived maternal emotional warmth (r = -.13, p<.01), cognitive reappraisal (r=
-.07, p< .05), education years (r = -.15, p< .01), age (r = -.19, p< .05). In other
words, as perceived rejection and overprotection behaviors of fathers and mothers,
ambivalence on self-worth and morality, and participants use of OCD-relevant
belief domains increased, scores on the Obsessional Impulses to Harm subscale
also increased; whereas when perceived warmth of the mothers and fathers, use of
reappraisal strategy as an emotion regulation, and education levels of the
participants increased, scores on the Obsessional Impulses to Harm subscale
decreased.
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Table 19 Correlation Coefficients Among Variables

2 3 4 3 & 7 8 g 10 11 12 13
1. PADUA Total B68™ 7027 686 842%™ 645%  453%% 428" 3317 4007 233% 2517 2517
2. Checking 1 561%™ 553" 832" 422" 374%™ 348" 284%™ 3377 (184" (1887 213"
3. Contamination Washing 1 5447 5437 203 23677 2127 180TT 2257 1147 1237 170¢
4. Grooming Dressing 1 ABL™ 348" 282" 246" 2007 280%™ 119%™ 124" 140%™
5. Obsessional Thoughts to 1 5477 51070 4747 372% 4767 2757 3167 205%
harm
f. Obsessional Impulses 1 382%™ 4047 2537 206%™ 2217 234" 128%
7. SAM Total 1 920% 809%™ 862%* 205%™  202%  262*
E. Self Worth Ambivalence 1 5767 698%™ 313%™ 3017 246%
9. Moral Ambivalence 1 6227 176%™ 178 17m*
10. Public Self- 1 2497 236%™ 262%
Acceptability
11. Paternal Rejection 1 6747 565%
12. Maternal Rejection 1 437
13. Paternal Overprotection 1
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Table 19 (Continued)

14 15 16 17 18 10 20 21 22 23 24
1. PADYVUA Total 202%0 -075° -.087 007 280 57T 500% 5247 - 1737 -040 - 137
2. Checking da2 -026  -.039 004 2457 400 4407 4190 - 169" -.009 -.000%
3. Contamination Washing A3 -0200 -026  .000%  1a4™ 343% 340% 0 323% _ 050 - 141 -077°
4. Grooming/ Dressing Adoot -022 0 -.020 034 176 365% 344 3637 - 1047 -020 - 0R3
3. Obsessional Thoughts to harm 26170 - 116 -137 -.064 3057 §58TT 5367 3067 -201% -071% 1157
6. Obsessional Impulses A13% - 120% 131 - 071t 237 302% 285% 386% -.160% 006" 185"
7. SAM Total 2E2%F 223 17T 1347 313 5TSTT O s41TT 5200 -222%0 -053 0 282
8. Self Worth Ambivalence 26070 - 267 -209% - 188%™ 2807 509%  481%  453% -218%  -.0027 -300%
9. Moral Ambivalence 307 111 -077 0 -.019 0 237 437 300% 4167 - 142 045 -232%
10. Public Self-Acceptability 2387 18R 14170 - 0067 2857 563% 530% 408% - 206 -065 -.165%
11. Paternal Rejection 42270 - 456" - 308" -013 1067 238% 208 2257 - 134¢ -.039 000
12. Maternal Rejection S54T - 380% - 4817 -012 0 133% 0 260%% 242% 246 - 1557 -140% 022
13. Paternal Overprotection 217 113 1357 -4 1007 253% 0 23077 24177 - 116% -120% 020
14. Maternal Crverprotection 1 -124" - 131" -040 .082° 218" 219%™ 176" -.080° -.188" -003
15. Paternal Emotional Warmth 1 702" 062 -.156 -.141% -147* -161%°  _168* -061 -.067°
16. Maternal Emotional Warmth 1 .072% - 215% - 177% - 154% 174 100% - 057 -.120%
17. Reappraizal 1 167" -012 -076° -073° 007 017 .082°
18. Suppression 1 353" 297 331 -144™ 156 000
19. Responsibility/Threat Estimation 1 740% 776%™ -2356 063 -.020
20. Perfectionism/Uncertainty 1 656" -.179* -039  -033
21. Importance/Control of Thoughts 1 -358* 071" -076°
22 Education Years 1 -052 3
23. Gender 1 111%*
24 Age 1

Note. p**< .01; p* <.05



3.3.4.3 Regression Analyses

Six separate hierarchical regression analyses with stepwise equation were
conducted in order to see possible effects of perceived parental behaviors, self-
ambivalence, cognitive appraisals and emotion regulation strategies associated
with total OCD symptoms and the symptom domains of OCD after controlling for

age, gender, education level and reported clinical status.

Table 20 Variables Introduced According to The Steps in Regression Analyses

Block Predictor Variables Method
1 Control Variables Enter
Age
Gender

Education Level
Reported Clinical Status
2 Perceived Parental Styles Stepwise
Paternal Rejection
Maternal Rejection
Paternal Overprotection
Maternal Overprotection
Paternal Emotional Warmth
Maternal Emotional Warmth
3 Self-Ambivalence Factors Stepwise
Self-Worth Ambivalence
Moral Ambivalence
Public Self-Acceptability
4 Obsessive Appraisals and Emotion Regulation  Stepwise
Responsibility/Threat Estimation
Perfectionism/Uncertainty
Importance/Control of Thoughts
Cognitive Reappriasal
Suppression

As shown in Table 20, variables were entered into the equation via four
steps. In order to control for the possible effects of socio-demographic variables
(i.e., gender, age, years of education, and reported clinical status), these were
entered in the equation in the first step, labeled as control variables. In the second
step, Perceived parental styles (i.e., paternal-maternal rejection, paternal-maternal

overprotection, paternal-maternal emotional warmth), followed by Self-
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ambivalent factors in the third step (i.e., self-worth ambivalence, moral
ambivalence, public self-acceptability), and finally, in the Ilast step
Cognitive/Obsessive  appraisals  (i.e., responsibility/ threat estimation,
perfectionism/ uncertainty, importance/ control of thoughts) and Emotion
Regulation Strategies (i.e., cognitive reappraisal and suppression) were included

in the equation via stepwise method.
3.3.4.3.1 Predictors of General OC Symptoms: Full Model

In order to test the full model (Figure 1) for general obsessive-compulsive
symptomatology, participants’ total scores for PI-WSUR scale were taken as the
dependent variable. The predictor variables were entered into the analysis
hierarchically within individual steps using stepwise method, as described in
Table 20.

The results of the analysis showed that when all variables were in the
equation, in the last step, R? value of .40 indicated that 40% of the variability in
obsessive-compulsive symptoms was explained by the variables entered into the
equation. In the first step, control variables, including age, gender, years of
education, and reported clinical status of the participants were entered into the
equation explaining 6 % of the variance (R*= .06), F (4, 865) = 14,83, p< .001).
This step revealed that age (5 = -.14; t = -4.27, p< .001) and education years (8 = -
16; t = -4.85, p< .001) of the individuals were negatively associated with OC
symptoms whereas having a psychiatric diagnosis or not (e.g. Yes:1; No: 0) was
negatively associated with obsessive-compulsive symptoms (f = -.13; t = 3.90, p<
.001).

As the second step, perceived parenting styles were added into the
equation, adding 7% to the variance explained in OC symptoms and this change in
R® was significant, F Change (2, 863) = 16.88, p< .001. Among the six
dimensions of perceived parenting styles, perceived rejection from mother (8 =
.23; 1 =6.80, p<.001). and perceived overprotection from father (f = .15; t= 4.11,

p<.001) were positively associated with OC symptoms.
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Following the second step, self-ambivalence measures were added as the
third step. Addition of these variables improved explained variance in symptom
severity significantly by 10%, F Change (1, 861) = 19.99, p< .001. Among the
variables, self-worth ambivalence (f = .34; t = 9.74, p< .001) and public self-
acceptability (# = .19; t = 4.47, p< .001) were both positive predictors of OC
symptoms.

In the fourth and the final step, obsessive appraisals and emotion
regulation strategies were entered in equation, all of which incremented the
explained variance in obsessive-compulsive symptoms significantly by 17%,
which was a significant change in R?>, F Change (4, 857) = 7.35, p< .0l.
Responsibility/threat estimation (8 = .48; t = 13.98, p< .001), importance/control
of thoughts (# = .16; t = 3.54, p< .001), perfectionism/uncertainty (f = .12; t =
2.81, p< .01), and suppression (f = .08; t = 2.71, p< .001) were among appraisal
and emotion regulation factors that were positively associated with OC symptoms.
In this final step, together with responsibility/threat estimation, importance/control
of thoughts, perfectionism/uncertainty, and suppression; self-worth ambivalence
and age remained significant (5 = .08; t = -2.02, p< .05, and f = -.10; t = -3.28, p<
.01, respectively). Table 21 summarizes the results of the regression analyses.
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Table 21 Predictors of General OC Symptoms

Steps Variables in Set B t R? Partial t Partial Corr  Model R?
(within) Change correlation  (last step) (last step)

DV: OC Symptoms (PADUA-Total)

1 Control Variables .06
Age -.14 -4.27%** .06 -14 -3.27%*  -11
Education -.16 -4.85%** .06 -.16 0.68 .02
Reported Clinical-Status 13 3.90*** .06 13 1.59 .05

2 Perceived Parenting Styles 13
Maternal Rejection .23 6.80*** .05 .23 1.53 .05
Paternal Overprotection A5 4.11%** .02 A4 1.79 .06

3 Self-Ambivalence 23
Self-Worth Ambivalence .34 0.74%** .09 .32 2.02* .07
Public Self-Acceptability 19 4.47*** .01 15 -0.39 -.01

4 Appraisals and Emotion Regulation 40
Responsibility/Threat Estimation 48 13.98*** A4 43 6.24*** 21
Importance/Control of thoughts .16 3.54*** .01 12 2.78** .09
Perfectionism/Uncertainty A2 2.81** .01 .09 2.74** .09
Suppression .08 2.71** .01 .09 2.71** .09




3.3.4.3.2 Predictors of Checking Symptoms: Full Model

A hierarchical multiple regression analysis was performed to examine the
significant associates of checking symptoms. As can be followed from Table 20
above (see pp. 118), same group of variables were entered into the equation via
four steps.

According to the results of the analysis (see Table 22), all the variables in
the equation, in the last step yielded an R? value of .28 indicating that 28% of the
variability in checking symptoms was explained by the variables entered into the
equation, F (11, 858) = 4.79, p< .05.

In the first step, control variables, including age, gender, years of
education, and reported clinical status of the participants were entered into the
equation explaining 5 % of the variance (R* = .05), (F (4, 865) = 10.57, p< .001).
The predictors of checking symptoms among control variables were age (5 = -.10;
t = -2.95, p<.01), years of education (f = -.16; t = -4.71, p< .01), and reported
clinical status of the participants (= .11; t = 3.19, p<.01).

As the second step, perceived parenting styles were added into the
equation, adding 4% to the variance explained in checking symptom stype and
this change in R? was significant, F Change (2, 863) = 8.06, p< .001. From
perceived parenting styles, paternal overprotection (8 =.18; t = 5.46, p<.001) and
maternal rejection (6 = .11; t = 2.84, p< .01) were found to be positively
associated with checking. Following the second step, self-ambivalence measures
were added as the third step. Addition of these variables improved explained
variance in symptom severity significantly by 7%, F Change (2, 861) = 12.82, p<
.001. Among the self-ambivalence variables, both self-worth ambivalence (5= .28;
t =7.72, p< .001) and public self-acceptability (5 = .16; t = 3.58, p< .001) were
significantly and positively related to checking symptoms. Finally, responsibility/
threat estimation (f = .41; t = 10.90, p< .001), perfectionism/uncertainty (5= .18; t
= 4.00, p< .001), and suppression (f = .07; t = 2.19, p< .05) were among the
cognitive and emotion regulation factors that were positively associated with

checking symptoms. Addition of these variables into the equation incremented the
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explained variance in checking symptoms significantly 12%, which was a
significant change in R?, F Change (3, 858) = 4.79, p< .01.

When the beta values for all variables in the equation were examined
within the final step, results revealed that despite remaining significant, paternal
overprotection and age experienced slight decrements (f = .06; t = 1.94, p< .05
and g =-.06; t = 2.16, p< .05, respectively). All these decrements at the regression
effects of variables might indicate possible mediation effects that can guide

further analyses.
3.3.4.3.3 Predictors of Contamination/Washing Symptoms: Full Model

In order to answer the question of what predicts contamination and/or
washing symptoms, a hierarchical regression analyses was conducted. Similar to
the analyses in the previous section, variables were entered into the analyses in
four steps as described in Table 20.

The results of the analysis revealed that when all the variables were in the
equation, in the last step, R? value of .19 indicating that 19% of the variance in
contamination/washing symptoms was explained by the variables entered into the
equation, F (10, 859) = 7.88, p< .01.

In the first step, control variables, including age, gender, years of
education, and reported clinical status of the participants were entered into the
equation, explaining 3 % of the variance (R* = .03), (F (4, 865) = 7.39, p< .001).
This step revealed that gender (f = -.13; t = -3.83, p< .001) was negatively
associated with contamination/washing symptoms. In other words, women were
more likely to show contamination symptoms than men. On the other hand,
reported clinical status of the participants (5 = .09; t = 2.53, p< .01) was found to
be positively associated with contamination/washing symptoms. As the second
step, perceived parenting styles were added into the equation, adding 2% to the
variance explained in OC symptoms and this change in R® was significant, F
Change (1, 864) = 19.16, p< .001. Among the six dimensions of perceived
parenting styles, only perceived overprotection from father (f = .15; t = 4.38, p<

.001) was positively associated with contamination/washing symptoms.
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Table 22 Predictors of Checking Symptom Dimension

Steps Variables in Set B t R? Partial t Partial Corr. Model R
(within) Change correlation  (last step) (last step)

DV: Checking Symptoms

1 Control Variables .05
Age -.10 -2.95%* .05 -.10 -2.16* -.07
Education -.16 -4, 71%** .05 -.16 -0.93 -.03
Clinical-Status A1 3.19** .05 11 1.19 .04

2 Perceived Parenting Styles .09
Paternal Overprotection 18 5.46%** .03 .18 1.94 .07
Maternal Rejection A1 2.84** .01 A0 0.26 .01

3 Self-Ambivalence .16
Self-Worth Ambivalence .28 7.72%%* .06 25 1.33 .05
Public Self-Acceptability .16 3.58*** .01 A2 -0.46 -.02

4 Appraisals and Emotion Regulation .28
Responsibility/Threat Estimation 41 10.90*** 10 35 6.08*** .20
Perfectionism/Uncertainty 18 4.00%** .01 14 3.92%** A3
Suppression 07 2.19* 01 07 2.19* 07




Following the second step, self-ambivalence measures were added as the
third step. Addition of these variables improved explained variance in the
contamination/washing symptoms significantly by 3%, F Change (1, 863) =
24.59, p< .001. Among these variables, only public self-acceptability (5 = .17; t =
4.96, p< .001) was positive predictors of contamination/washing dimensions. In
the fourth and the final step, cognitive appraisals and emotion regulation strategies
were entered in equation, all of which increased the explained variance in the
contamination/washing symptom dimension significantly by 11%, which was a
significant change in R?, F Change (4, 859) = 7.88, p< .01. Responsibility/threat
estimation (f = .34; t = 8.67, p< .001), perfectionism/uncertainty (# = .18; t =
3.96, p< .01), cognitive reappraisal (f = .13; t = 4.02, p< .001), and
importance/control of thoughts (f = .15; t = 2.81, p< .01) were among appraisal
and emotion regulation factors that were positively associated with
contamination/washing symptoms. In this final step, together with
responsibility/threat estimation, perfectionism/ uncertainty, cognitive reappraisal,
and importance/control of thoughts; paternal overprotection and gender remained
significant (f = .07; t = 2.08, p< .05, and S = -.14; t = -4.27, p< .01, respectively).
Table 23 summarizes the results of the regression analyses.

3.3.4.3.4 Predictors of Grooming and/or Dressing Symptoms: Full Model

A hierarchical multiple regression analysis was performed to reveal the
significant associates of grooming and/or dressing symptoms, taken as a
dependent variable. As can be followed from Table 20 above (see pp. 118), same
group of variables were entered into the equation via four steps.

According to the results of the analysis (see Table 24), when all variables
were in the equation, in the last step, R? value of .17 indicated that 17% of the
variability in grooming/dressing symptoms was explained by the variables entered
into the equation, F (9, 860) = 6.65, p<.01.

In the first step, control variables, including age, gender, years of
education, and reported clinical status of the participants were entered into the
equation explaining 2 % of the variance (R*=.02), F (4, 865) = 4.39, p< .01.
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Table 23 Predictors of Contamination/Washing Symptoms

Steps Variables in Set B t R? Partial t Partial Corr. Model R?
(within) Change correlation  (last step) (last step)

DV: Contamination/Washing Symptoms

1 Control Variables .03
Gender -.13 -3.83*** .03 -.13 -4.27%** -14
Reported Clinical Status .09 2.53** .03 .09 1.35 .05

2 Perceived Parenting Styles .05
Paternal Overprotection 15 4.38*** .02 15 2.08* .07

3 Self-Ambivalence .08
Public Self-Acceptability A7 4,96*** .03 A7 -0.62 -.02

4 Appraisal and Emotion Regulation 19
Responsibility/Threat Estimation 34 8.67*** .07 .28 2.20* .08
Perfectionism/Uncertainty 18 3.69*** 01 A3 3.49%** A2
Reappraisal 13 4.02%** .02 14 4.23*** 14
Importance/Control of thoughts 15 2.81** .01 .10 2.81** 10




The common predictors of grooming/dressing symptoms among control
variables were age (8 = -.08; t = -2.48, p< .05) and years of education (f = -.10; t
= -2.88, p<.001). As the second step, perceived parenting styles were added into
the equation, adding 1% to the variance explained in grooming/dressing symptom
dimension and this change in R? was significant, F Change (1, 864) = 12.19, p<
.001. From perceived parenting styles, only paternal overprotection (f = .12; t =
3.49, p< .001) was found to be positively associated with grooming/dressing
symptoms.

Following the second step, self-ambivalence measures were added as the
third step. Addition of these variables improved explained variance in the
grooming/dressing symptoms significantly by 6%, F Change (1, 863) =53.12, p<
.001. Among the self-ambivalence variables, only public self-acceptability (5 =
25; t = 7.29, p< .001) was significantly and positively related to
grooming/dressing symptoms. Finally, importance/control of thoughts (f= .30; t=
7.88, p< .001), perfectionism/ uncertainty (8 = .16; t = 3.52, p< .001), and
cognitive reappraisal (f# = .08; t = 2.58, p< .01) were among cognitive and
emotion regulation factors that were positively associated with grooming/dressing
symptoms.

Addition of these variables into the equation incremented the explained
variance in the grooming/dressing symptom type significantly 12%, which was a
significant change in R?, F Change (3, 860) = 6.65, p<.01.

When the beta values for all variables in the equation were examined
within the final step, results revealed that despite remaining significant, public
self-acceptability had a decrement in its predictive effect (# = .09; t = 2.32, p<
.05).
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Table 24 Predictors of Grooming/Dressing Symptoms

Steps Variables in Set B t R? Partial t Partial Corr. Model R?
(within) Change correlation  (last step)  (last step)

DV: Grooming/Dressing Symptoms

1 Control Variables .02
Age -.08 -2.48* .02 -.08 -1.63 -.06
Education -.10 -2.88** .02 -.10 0.89 .03

2 Perceived Parenting Styles .03
Paternal Overprotection 12 3.49*** .01 12 0.79 .03

3 Self-Ambivalence .09
Public Self-Acceptability .25 7.29%** .06 24 2.32* .08

4 Appraisal and Emotion Regulation A7
Importance/Control of thoughts .30 7.88*** .06 .26 4.96%** A7
Perfectionism/Uncertainty .16 3.52%** 01 12 3.59*** 12
Reappraisal .08 2.58** .01 .09 2.52* .09




3.3.4.3.5 Predictors of Obsessional Thoughts to Harm: Full Model

Another hierarchical regression analysis with stepwise equation was also
performed to predict symptom dimension of obsessional thoughts. Same steps,
presented in Table 20 were followed in this regression analysis.

Analyses showed that when all of the variables were in the equation in the
last step, R? value of .50 indicated that 50% of the variability obsessional thoughts
symptoms was explained by some of the variables entered into the equation, F
(11, 858) = 6.19, p<.01.

In the first step, control variables, including age, years of education, and
reported clinical status of the participants were entered into the equation,
explaining 8 % of the variance (R? = .08), F (4, 865) = 19.74, p< .001. This step
revealed that age (= -.12; t=-3.72, p<.001) and years of education (f =-.19; t = -
5.79, p< .001) were both negatively associated with obsessional thoughts about
harm. Whereas the reported clinical status of the participants (f = .17; t = 5.06, p<
.001) was found to be positively associated with contamination/washing
symptoms. As the second step, perceived parenting styles were added into the
equation which added a further 10% of the explained variance in obsessional
thoughts about harm symptom dimension and this change in R was significant, F
Change (2, 863) = 23.21, p<.001. Among the six dimensions of parenting styles,
perceived rejection from mother (f = .28; t = 8.64, p< .001) and perceived
overprotection from father (5 = .17; t = 4.86, p< .001) were positive predictors of
obsessional thoughts about harm. Following the second step, self-ambivalence
measures were added as the third step. Addition of these variables improved
explained variance in the obsessional thoughts about harm symptom dimension
significantly by 13%, F Change (2, 861) = 22.34, p<.001. Among these variables,
public self-acceptability (5 = .37; t = 11.95, p<.001) and self-worth ambivalence
(6 =.20; t =4.73, p< .001) were positively associated with obsessional thoughts
dimension.

In the fourth and the final step, cognitive appraisals and emotion regulation

strategies were entered into the equation. Addition of these variables into the
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equation incremented the explained variance in the obsessional thoughts about
harm symptom type by 19%, which was a significant change in R?, F Change (3,
858) = 6.19, p< .01. Responsibility/threat estimation (f = .54; t = 17.19, p< .001),
importance/control of thoughts (4 = .18; t = 4.41, p< .001), and suppression (S =
07; t = 249, p< .05) were among cognitive and emotional factors that were
positively associated with obsessional thoughts about harm. In the final step,
together with responsibility/threat estimation, importance/control of thoughts, and
suppression; maternal rejection, paternal overprotection (f = .07; t = 2.08, p< .05,
and g = .06; t = 2.31, p< .01, respectively), age and reported clinical status
remained significant (f = -.07; t = -2.63, p< .01, and g = .08; t = 3.02, p<.01,

respectively). Table 25 summarizes the results of the regression analyses.
3.3.4.3.6 Predictors of Obsessional Impulses: Full Model

Finally, a hierarchical multiple regression analysis was performed
to examine the significant associates of obsessional impulses about harm which
was taken as the dependent variable. As can be followed from Table 20 above
(see pp. 118), same group of variables were entered into the equation via four
steps.

According to the results (see Table 26), when all of the variables were in
the equation, R® value of .25 indicating that 25% of the variability in obsessional
impulses dimension was explained by some of the variables entered into the
equation, F (7, 862) = 42.20, p<.001.

In the first step, control variables, including age, years of education, and
reported clinical status of the participants were entered into the equation,
explaining 8 % of the variance (R?=.08), F (4, 865) = 17.78, p< .001.

The common predictors of obsessional impulses symptoms among control
variables were age (f = -.08; t = -2.48, p< .05), years of education (f = -.10; t = -
2.88, p<.001), and gender (f = .13; t = 3.85, p<.05).
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Table 25 Predictors of Obsessional Thoughts about Harm Symptom Dimension

Steps Variables in Set B t R? Partial t Partial Corr. Model R?
(within) Change correlation  (last step) (last step)

DV: Obsessional Thoughts to Harm

1 Control Variables .08
Age -12 -3.72%** .08 -.13 -2.63** -.09
Reported Clinical Status A7 5.06*** .08 A7 3.02** 10
Education -.19 -5.79%** .08 -.19 0.90 .03

2 Perceived Parenting Styles 18
Maternal Rejection .28 8.64*** 07 .28 2.89** .10
Paternal Overprotection 17 4.86*** .02 .16 2.31* .08

3 Self-Ambivalence 31
Public Self-Acceptability 37 11.95%** A2 .38 1.07 .04
Self-Worth Ambivalence .20 4.73*** .01 16 1.92 .07

4 Appraisals and Emotion Regulation .50
Responsibility/Threat Estimation .54 17.19*** A7 51 0.947*** 32
Importance/Control of thoughts 18 4.41%** .01 15 4.247*** 14
Suppression 07 2.49* .01 .09 2.49* .09




Unlike age and years of education, gender was positively associated with
obsessional impulses. As the second step, perceived parenting styles were added
into the equation which added a further 5% of the explained variance in
obsessional impulses symptom dimension and this change in R? was significant, F
Change (1, 864) = 55.81, p< .001.  From perceived parenting styles, only
perceived rejection from mother (8 = .24; t = 7.47, p< .001) was found to be
positively associated with obsessional impulses. Self-ambivalence measures were
added as the third step, which improved explained variance in the obsessional
impulses symptom dimension significantly by 8%, F Change (1, 863) = 87.01, p<
.001. Among the self-ambivalence variables, only self-worth ambivalence (f =
32; t = 933, p< .001) was significantly and positively related to
grooming/dressing symptoms. Finally, responsibility/threat estimation (5 = .23; t
= 6.50, p< .001), was the only variable, among cognitive and emotion regulation
factors, that was positively associated with obsessional impulses to harm
dimension. Addition of these variables into the equation incremented the
explained variance in the obsessional impulses symptom stype significantly 4%,
which was a significant change in R?, F Change (1, 862) = 42.20, p< .001.

When the beta values for all variables in the equation were examined
within the final step, results revealed that despite remaining significant, self-worth
ambivalence (f = .21; t = 5.53, p< .001), maternal rejection (8 = .13; t = 4.15, p<
.001), gender (5 = .14; t =4.73, p<.001), and age (f = -.14; t =-4.23, p<.001) had
a decrement in their predictive effects. In other words, when previously entered
variables remained significant in the last step with some reduction may be
considered as a signal for a possible mediation effect (Baron & Kenny, 1986).

Additionally, summary table below presents a simple overview of the
results for all the hierarchical regression analyses (see Table 27). The summary

table includes only the significant predictors of all the outcome variables.
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Table 26 Predictors of Obsessional Impulses to Harm Symptom Dimension

Steps Variables in Set B t R? Partial t Partial Corr. Model R?
(within) Change correlation  (last step) (last step)

DV: Obsessional Impulses to Harm

1 Control Variables .08
Age -20 -6.05*** .08 -20 -4.,23%** -14
Gender 13 3.85%** .08 13 4.73%** .16
Education -14 -4,29%** .08 -14 -0.58 -.02

2 Perceived Parenting Styles 13
Maternal Rejection .24 7.47%%* .05 .25 4,15%** 14

3 Self-Ambivalence 21
Self-Worth Ambivalence .32 9.33*** .08 .30 5.53*** 19

4 Appraisal and Emotion Regulation .25
Responsibility/Threat Estimation 23 6.50*** .04 22 6.48*** 22




Table 27 Overview of the Results for All the Hierarchical Regression Analyses

Perceived Parenting Styles Self-Ambivalence Factor Cognitive Appraisals Emotion Regulation

Paternal-Overprotection Maternal-Rejection Self-Worth  Public Self RTE ICT PU Suppr.  Reappr.
PADUA-Total Yes(+) Yes(+) Yes(+) Yes(+) Yes(+) Yes(+) Yes(+) Yes(+) No
Checking Yes(+) Yes(+) Yes(+) Yes(+) Yes(+) No  Yes(+) Yes(+) No
Contamination Yes(+) No No Yes(+) Yes(+) No Yes(+) No Yes(+)
131 Grooming Yes(+) No No Yes(+) No  Yes(+) Yes(+) No Yes(+)
Obsessional T. Yes(+) Yes(+) Yes(+) Yes(+) Yes(+) Yes(+) No Yes(+) No
Obsessional . No Yes(+) Yes(+) No Yes(+) No No No No

Note. Yes: significant; No: not significant. (+)/(-) indicates direction of the relationship. RTE: Responsibility/threat estimation; ICT:
Importance/control of thoughts; PU: Perfectionism/Uncertainty; Suppr: Suppression; Reappr; Cognitive Reappraisal



3.3.5 Results for the Hypothesis in Group 3

Hypothesis 4: Perceived parenting styles will predict OC symptoms through the
mediator role of self-ambivalence factors.

Hypothesis 5: Self-ambivalence will predict OC symptoms through the mediator

role of cognitive appraisals and emotion regulation strategies.
3.3.5.1 Mediation Analyses

For all the mediation analyses, in addition to the conditions suggested by
Baron and Kenny (1986), bootstrapping approach was used to evaluate the total,
direct, and indirect effects through selected multiple mediators, as described by
Hayes (2013). It was suggested that bootstrap procedures are one of the most
powerful and valid methods to test mediator effects (Hayes, 2009; Williams &
MacKinnon, 2008). Bootstrapping approaches also enable including multiple
mediators in a single model without assuming normality of the distribution of
indirect effects (Shrout and Bolger, 2002). Additionally, this procedure provides
stronger protection against Type 2 error when compared to normal theory
procedures. A SPSS macro, called PROCESS, which has been recently provided
by Hayes (2013) was used to calculate the total, direct, and indirect effects,
including tests of significance using both normal theory such as Sobel test and
bootstrap procedures. The total indirect effect shows how all mediators transmit
the effects of a predictor variable on the outcome variable; while each indirect
effect describes how each mediator transmit the effect of the predictor variable on
the outcome variable. In order to test the hypotheses of the current study,
bootstrapping procedure was used to examine the statistical significance of the
indirect effects. Unstandardized indirect effects were computed for each of 5,000
bootstrapped samples, and the 95% confidence interval was computed. A
significant effect does not have a confidence interval that includes zero, and the
regression coefficients generated by the models are unstandardized.
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3.3.5.1.1 Mediator Role of Self-Ambivalence Factors between Perceived

Parenting Styles and OC Symptoms

Based on the hypothesis and the results of the regression analyses, the
indirect effects of perceived maternal rejection (see Figure 6) and perceived
paternal overprotection (see Figure 7) on general OCD symptoms through self-
worth ambivalence and public self-acceptability was tested via Parallel Multiple
Mediator Analysis by using ordinary least squares path analysis (OLS).

Results from the first mediation model revealed that perceived maternal
rejection had significant and positive direct effect on self-worth ambivalence (B =
50, t = 9.33, p< .001) and public self-acceptability (B = .42, t = 7.82, p< .001).
Test of the direct effects on the outcome showed that self-worth ambivalence (B =
18, t =5.74, p<.001) and public self-acceptability (B = .15, t = 4.86, p< .001)
had significant direct positive effects on OC symptoms. The total effect of
perceived maternal rejection on obsessive-compulsive symptoms was also
significant and positive (B = .31, t = 7.65, p< .01). Overall, 25% of the variance

on obsessive-compulsive symptoms explained by model (see Figure 6).

Self-Worth Ambivalence

50**
' 18***
5% (\31%*%)
Maternal Rejection OC Symptoms
.42*** .15***

Public Self-Acceptability

***p <.001; **p <.01
Figure 6 Indirect Effects of Perceived Maternal Rejection on OC Symptoms
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The hypothesized mediators of perceived rejection of mother’s effects
on OC symptoms had a significant total indirect effect (B = .15, Clgs = .11, .20)
and several significant specific indirect effects on OC symptoms. The specific
indirect effects derived by the model indicated that self-worth ambivalence (B =
.09, Clgs=.05, .13) and public self-acceptability (B = .06, Clgs = .03, .10) both
uniquely mediated the effects of perceived maternal rejection on obsessive-
compulsive symptoms.

Likewise, results from the multiple mediator model that used paternal
overprotection as the predictor showed that paternal overprotection had significant
and positive direct effects on self-worth ambivalence (B = .36, t = 7.48, p<.001)
and public self-acceptability (B = .38, t = 8.02, p<.001).

Self-Worth Ambivalence

.36***
.19***
*hkx *kk
Paternal Overprotection AT (27) s/ OC Symptoms
.38*** .14***

Public Self-Acceptability

***p <.001; **p <.01
Figure 7 Indirect Effects of Perceived Paternal Overprotection on OC

Symptoms
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Moreover, tests of the direct effects of the mediators on the outcome
revealed that both self-worth ambivalence (B = .19, t = 6.18, p<.001) and public
self-acceptability (B = .14, t = 4.55, p< .001) had significant and positive effects
on OC symptoms. The total effect of perceived paternal overprotection on
obsessive-compulsive symptoms was also significant and positive (B = .27, t =
7.67, p< .001). Overall, paternal overprotection model explained 22% of the
variance in OC symptoms.

The hypothesized mediators of perceived paternal overprotection’s effects
on OC symptoms had a significant total indirect effect (B = .12, Clgs = .09, .16)
and several significant specific indirect effects on OC symptoms. The specific
indirect effects derived by the model indicated that self-worth ambivalence (B =
.07, Clgs=.04, .11) and public self-acceptability (B = .06, Clgs = .03, .09) both
uniquely mediated the effects of perceived maternal rejection on obsessive-

compulsive symptoms.

3.3.5.1.2 Mediator Role of Obsessive Appraisals and Emotion Regulation

Strategies between Self-Ambivalence Factors and OC Symptoms

As previous analysis revealed a significant relationship between two
factors of self-ambivalence, including self-worth ambivalence and public self-
acceptability, and obsessive-compulsive symptoms, further analysis were
conducted using these two factors as predictors. Likewise, suppression was the
only emotion regulation strategy found to be related with the outcome. Thus, in
addition to obsessive appraisals, suppression was used as a mediator in the current
analyses (see Figure 8 & Figure 9).

Results from the first mediation model revealed that self-worth
ambivalence had significant and positive direct effect on responsibility/threat
estimation (B = .65, t = 17.49, p< .001), importance/control of thoughts (B = .64, t
= 15.03, p< .001), perfectionism/uncertainty (B = .61, t = 16.21, p< .001), and
suppression (B = .48, t = 8.94, p<.001). Test of the direct effects on the outcome
showed that responsibility/ threat estimation (B = .17, t = 5.79, p< .001),
importance/ control of thoughts (B = .07, t = 3.14, p< .001), perfectionism/
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uncertainty (B = .07, t = 2.89, p< .001), and suppression (B = .03 t = 2.26, p<.05)
had significant direct positive effects on OC symptoms. The total effect of self-
worth ambivalence on obsessive-compulsive symptoms was also significant and
positive (B = .32, t = 13.99, p< .001). Overall, the model explained 38% of the
variance on obsessive-compulsive symptoms (see Figure 8).

The hypothesized mediators of self-worth ambivalence on OC symptoms
had a significant total indirect effect (B = .21, Clgs = .17, .26) and several
significant specific indirect effects on OC symptoms. The specific indirect effects
derived by the model indicated that responsibility/threat estimation (B = .11, Clgs
= .07, 15), importance/control of thoughts (B = .05, Clg = .02, .08),
perfectionism/ uncertainty (B = .04, Clgs = .02, .07), and suppression (B = .01,
Clgs = .01, .03), uniquely mediated the effects of self-worth ambivalence on

obsessive-compulsive symptoms.

Responsibility/ Threat Estimation

*k*k
B5*** Importance/ Control of Thoughts d7
.64*** .07**
11 (.32***)
Self-Worth Ambivalence OC Symptoms
BL*** 07*>
i Perfectionism/ Uncertainity
48 03+

Suppression

***p <.001; **p <.01; *p<.05

Figure 8 Indirect Effects of Self-Worth Ambivalence on OC Symptoms
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Finally, the strength of the individual indirect effects against each other
were compared. In this case there are six possible pairwise contrasts between the
four indirect effects. Results showed that the indirect effect via
responsibility/threat estimation is greater than the effect via importance/control of
thoughts (Cl g5 = .01, .12), via perfectionism/uncertainty (Cl gs = .01, .12), and via
suppression (Clgs = .05, .14). There was not any significant difference between
other indirect effects. Therefore, when compared to other mediators,
responsibility/threat estimation was the strongest mediator of self-worth
ambivalence on obsessive-compulsive symptoms.

Likewise, results from the multiple mediator model that used public self-
acceptability as the predictor showed that it had significant and positive direct
effects on responsibility/threat estimation (B = .72, t = 20.14, p< .001),
importance/control of thoughts (B = .71, t = 17.00, p< .001), perfectionism/
uncertainty (B = .69, t = 18.93, p< .001), and suppression (B = .48, t = 8.79, p<
.001), Moreover, tests of the direct effects of the mediators on the outcome
revealed that responsibility/threat estimation (B = .17, t = 6.01, p< .01),
importance/control of thoughts (B= .08, t= 3.23, p< .01), perfectionism/
uncertainty (B = .08, t = 3.08, p< .01), and suppression (B = .03 t = 2.57, p< .05),
had significant and positive effects on OC symptoms. The total effect of public
self-acceptability on obsessive-compulsive symptoms was also significant and
positive (B = .31, t = 13.26, p< .001). Overall, public self-acceptability model
explained 37% of the variance in OC symptoms.

The hypothesized mediators of public self-acceptability’s effects on OC
symptoms had a significant total indirect effect (B = .25, Clgs = .21, .31) and
several significant specific indirect effects on OC symptoms. The specific indirect
effects derived by the model indicated that responsibility/threat estimation (B =
13, Clgs = .09, .18), importance/control of thoughts (B = .05, Clgs = .02, .09),
perfectionism/uncertainty (B = .05, Clgs = .02, .09), and suppression (B = .02,
Clgs = .01, .03) uniquely mediated the effects of public self-acceptability on

obsessive-compulsive symptoms.
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The strength of the individual indirect effects against each other were also
compared. In this case, there are six possible pairwise contrasts between the four
indirect effects. Results showed that the indirect effect via responsibility/threat
estimation is greater than the effect via importance/control of thoughts (Clgs =
.01, .14), via perfectionism/uncertainty (Clgs = .01, .13), and via suppression
(Clgs = .07, .16). There was not any significant difference between other indirect
effects. Therefore, responsibility/threat estimation was the strongest mediator of
self-worth ambivalence on obsessive-compulsive symptoms among other

mediators used in this model (see Figure 9).

Responsibility/ Threat Estimation

ekek .17***
12 Importance/ Control of Thoughts
.71*** .08**
06* (.31***
Public Self- ( ) OC Symptoms

Acceptability

69*** '08**

Perfectionism/ Uncertainity
A8** 03*

Suppression

*x) < 001; **p<.01; * p<.05

Figure 9 Indirect Effects of Public Self-Acceptability on OC Symptoms
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3.3.6 Results for the Hypothesis in Group 4

Hypothesis 6: Perceived rejection and overprotection from parents will increase
self-ambivalence level, which in turn will increase the individuals’ maladaptive
appraisals or obsessive beliefs. Obsessive beliefs are expected to further increase
the use of suppression, and decrease the use of cognitive reappraisal as an emotion
regulation strategy, and in turn will predict obsessive-compulsive

symptomatology.
3.3.6.1 Model Testing

The proposed model in Figure 1, examining the predictors of obsessive-
compulsive symptoms, was tested with Structural Equation Modeling (SEM)
using LISREL 8.51 (Joreskog & Sorborn, 1996). The corresponding covariance
matrix was obtained from the SPSS data file.

The model as a whole was composed of main variables, namely Perceived
Parenting Styles, Self-Ambivalence Factors, Obsessive Appraisals, Emotion
Regulation Strategies, and Obsessive-Compulsive Symptoms, which are
summarized in Table 28.

Firstly, the measurement model was estimated by separating some of the
indicators of main variables in order to see their unique contribution on the
relationships. Eight latent variables and their indicators of the measurement model
are summarized in Table 29; Rejection, Overprotection, and Emotional Warmth
were constructed as separate latent variables, scale items of them were served as
indicators. Self-worth ambivalence, moral ambivalence, and public self-
acceptability were three indicators serving for the self-ambivalence latent
variable. Likewise, responsibility/threat estimation, perfectionism/uncertainty, and
importance/control of thoughts were three indicators of obsessive appraisal latent
variable. Since two strategies of emotion regulation were hypothesized to
have different impacts on the outcome, cognitive reappraisal and suppression
were considered to be two latent variables, and the scale items served as

indicators. The outcome variable was labeled as OC Symptoms indicators of
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which were checking, contamination/washing, grooming/dressing, obsessional

thoughts, and obsessional impulses.

Table 28 Main Variables Used in the Proposed Model

Vulnerability Factors

Perceived Parenting Styles Perceived Maternal Rejection, Perceived
Paternal Rejection, Perceived Maternal
Overprotection, Perceived Paternal
Overprotection, Perceived Maternal
Emotional Warmth, Perceived Paternal
Emotional Warmth (measured by EMBU-C)
Factors Related to Self

Self-Ambivalence Self-worth ambivalence, moral ambivalence,
and public self-acceptability (measured by
SAM)

Cognition and Emotion Regulation

Obsessive Appraisals Responsibility/Threat Estimation,
Perfectionism/ Uncertainty,
Importance/Control of Thoughts (measured
by OBQ-44)

Emotion Regulation Strategies Suppression, Cognitive Reappraisal
(measured by ERQ)
Outcome

Obsessive-Compulsive Symptoms 5 OCD Symptoms: Checking,
Contamination, Grooming, Obsessional
Thoughts, Obsessional Impulses (measured
by PI-WSUR)

One path that had the highest loading for each latent variable was selected
as a reference indicator, which was set to 1. For the analysis, data fit indices such
as y% ratio of y* to degree of freedom (df), Root Mean Square Error of
Approximation (RMSEA), and Non-Normed Fit Index (NNFI) were assessed. For
the ratio between y? and df, values between 1 and 5, for RMSEA 0.0 and 0.08, for

NNFI and CFI values higher than 0.90 were evaluated as acceptable criteria.
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Table 29 Latent Variables and Indicators in the Model

Rejection Perceived Maternal Rejection, Perceived
Paternal Rejection

Overprotection Perceived Maternal Overprotection,
Perceived Paternal Overprotection

Emotional Warmth Perceived Maternal Emotional Warmth,

Perceived Paternal Emotional Warmth

Self-Ambivalence Self-worth ambivalence, moral ambivalence,
and public self-acceptability

Obsessive Appraisals Responsibility/Threat Estimation,
Perfectionism/Uncertainty, Importance
Control of Thoughts

Suppression Five items of suppression factor (measured
by ERQ)
Cognitive Reappraisal Five items of reappraisal factor

Obsessive-Compulsive Symptoms 5 OCD Symptoms: Checking,
Contamination, Grooming, Obsessional
Thoughts, Obsessional Impulses

The analysis based on the covariance matrix indicated a poor fit (x*(296) =
1608.07, p< .05; GFI = .88, AGFI = .85; CFI = .89; NNFI = .87; RMSEA = .07).
Model modifications were performed in an attempt to develop a better fitting
model. Investigation of modification indices suggested a decrement in the Chi-
Square fit index by adding error variances between some indicators of cognitive
reappraisal (item 3 and item 4), and between indicators of the outcome variable
(contamination and grooming). The results yielded that goodness-of-fit indices
showed values close to the values considered to indicate a satisfactory fit (x2(293)
= 1362.92, p<.001; GFI = .90, AGFI = .87; CFI = .91; NNFI = .89; RMSEA =
.06). Moreover, the ¥* df ratio was 3.86, which supported the good fit of the
model to the data. The standardized regression coefficient (loadings) of indicators

on each of the latent variables ranges from .20 to .91.
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In order to test the hypotheses (H6), the structural model was examined.
The model provided a good fit to the data with statistically significant chi-square
value, y* (309, N = 877) = 1523.92, p< .001, (y¥ df = 3.8), and with other fit
indices; RMSEA = .06 (C.I. 0.063-0.070), NNFI = .89, CFI = .90, GFI = .90,
AGFl = .87. The finalized structural model, with standardized structural
coefficients is presented in Figure 10. Circles in the Figure represent latent
variables, and rectangles represent observed variables or indicators. The absence
of a line connecting latent variables implies lack of a significant direct effect.
Additionally, in order to illustrate the model in a simpler format, the error
variances of each indicator, error covariance between latent variables, and the
indicators of Suppression and Cognitive Reappraisal were not included in the
figure. Across latent variables while the most powerful relationship (.69) was
obtained between the obsessive appraisals and OC symptoms, the least powerful
relationship (-.06) was obtained between suppression and OC symptoms.

As shown in Figure 10, perceived parental rejection yielded three direct
effects, implying that higher levels of perceived rejection from parents was
significantly predictive of higher levels of self-ambivalence (5 = .32, t = 6.21, p<
.01), more engagement in maladaptive appraisals related to obsessions (5 = .09, t
= 2.30, p<.01), and higher levels of obsessive-compulsive symptoms (5 = .11, t =
3.43, p< .01). The direct path from perceived overprotection to self-ambivalence
was also positively significant, (# = .11, t = 2.08, p< .01), indicating that higher
levels of overprotection perceived from parents predicted greater self-ambivalence
in individuals. Moreover, the only significant direct path from emotional warmth
was to suppression (8 = -.10, t = -2.39, p< .01), which means that the more the
individuals receive emotional warmth from their parents, the less their tendency to
suppress the behavioral expressions of their emotions. With respect to self-
ambivalence, increased self-ambivalence significantly predicted higher levels of
engaging in obsessive appraisals (f = .68, t = 18.06, p< .01), higher levels of
regulating emotions by suppression (5 = .36, t = 8.81, p< .01), whereas lower
levels of regulating emotions by reappraisal (f# = -.10, t = -2.31, p< .01).

Additionally, direct path from obsessive appraisals to obsessive-compulsive
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symptoms was positively significant (5 = .69, t = 20.75, p< .01), indicating that
the more the individuals engage in maladaptive appraisals related to intrusive
thoughts, the higher the levels of their obsessive-compulsive symptoms. With
respect to emotion regulation strategies, increased use of suppression significantly
predicted higher levels of obsessive-compulsive symptoms (# = .07, t = 2.09, p<
.01). On the other hand, cognitive reappraisal did not significantly predict the
levels of OC symptoms.

In terms of indirect effects, the indirect effect of perceived rejection from
parents on OC symptoms was .20 and significant (t = 6.47, p < .05) via self-
ambivalence, obsessive appraisals. The results yielded that increased levels of
perceived rejection predicted increased levels of obsessive appraisals, which in
turn leads to higher levels of obsessive-compulsive symptoms. Another significant
path indicated that those perceiving their parents as more rejected experienced
greater self-ambivalence, and in turn engaged in more suppression in order to
regulate their negative emotions, which predicted higher levels of obsessive-
compulsive symptoms. Moreover, the indirect effect of perceived overprotection
from parents on OC symptoms was .06 and significant (t = 2.05, p < .05) via self-
ambivalence, which showed that those perceiving their parents as overly
protective perceived themselves as more ambivalent, which in turn leads to the
development of higher levels of obsessive-compulsive symptoms via suppression
and obsessive-beliefs. The indirect effect of perceived emotional warmth from
parents on OC symptoms was -.02 and significant (t = -1.58, p < .05). The results
yielded that those perceiving their parents as showing more emotional warmth,
less likely to suppress their emotions, which would decrease the tendency to
develop obsessive-compulsive symptoms. Additionally, the indirect effect of self-
ambivalence on OC symptoms via suppression and obsessive appraisals was .43
and significant (t = 14.94, p < .05), indicating that those experiencing higher
levels of self-ambivalence, engaged in more obsessive appraisals and/or more
likely to use suppression as an emotion regulation strategy, which in turn results

in more obsessive-compulsive symptoms.
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As a result, the model explained 57 % of the variance on OC symptoms.
The explained variances of the endogenous variables in the model were 13 % for
self-ambivalence, 51 % for obsessive appraisals, 17 % for suppression, and 1%

for reappraisal.
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CHAPTER IV

GENERAL DISCUSSION

4.1 Overview

The main objective of the current study was to investigate both the
vulnerability and the maintenance factors of obsessive-compulsive
symptomatology in a community sample. On the basis of the cognitive models of
OCD (Salkovskis, 1985; Rachman, 1997; Clark, 2004), Guidano and Liotti’s
(1983) model and Gross’ (1999) theory of emotion regulation, the present study
aimed to evaluate the relationship among perceived parenting styles, self-
ambivalence, obsessive-compulsive beliefs, emotion regulation strategies; and
their possible effects on specific obsessive-compulsive symptomatology, namely
checking, contamination, grooming, obsessional thoughts, and obsessional
impulses. Furthermore, the present study also aimed to adapt the Self-
Ambivalence Measure (SAM) and to examine the psychometric characteristics of
the SAM in Turkish sample. Finally, it was aimed to find out how perceived
parental rearing attitudes and self-ambivalence have an effect on obsessive-
compulsive symptoms. In other words, pathways through which perceived
parenting styles and self-ambivalence maintain obsessive-compulsive symptoms

were examined via mediation analyses.

In this section, the main findings of the present study will be discussed in
the light of the hypothesis of the present study and the related literature. Firstly,
the results of the psychometric analyses of the SAM-T are discussed. Then, the
findings of the main study about the hypothesis of the current study (see pp. 49-
51) are presented and discussed. Finally, limitations of the study, clinical

implications and directions for future studies are provided.
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4.2 The Psychometric Properties of the Turkish Version of the Self-
Ambivalence Measure (SAM-T)

The Self-Ambivalence Measure (SAM; Bhar and Kyrios, 2007) is an
instrument that was developed for assessing a persons’ experience of uncertainty,
conflict and preoccupation associated with the self, in line with Guidano and
Liotti’s (1983) concept of self-ambivalence. The psychometric properties, namely
the validity and the reliability of the SAM were supported by different studies in
both clinical and non-clinical samples (Bhar & Kyrios, 2007; Tisher, Allen &
Crouch, 2014). However, it is of interest to note that there is an inconsistency in
terms of the factor structure of the SAM in the literature. In contrast with the
findings of Bhar and Kyrios (2007) identifying a two-factor structure, Tisher,
Allen and Crouch (2014) showed that the SAM was best characterized by three
factors. Therefore, the adaptation of the SAM to different cultures and further
exploration of the psychometric properties of it is warranted to establish it as a
tool for use in both research and clinical setting.

The SAM was adapted into Turkish in order to use it in examining the
effects of self-ambivalence on obsessive-compulsive symptoms. First of all, a
pilot study was conducted in order to examine both the preliminary findings about
psychometric properties of the SAM-T. Results of the pilot study showed that the
original two-factor structure suggested by Bhar and Kyrios (2007) did not fit with
the current sample. Examination of the path parameters indicated that item 12 (“I
think about how I can improve myself”) and item 2 (“I am secure in my sense of
self-worth”) were problematic in terms of their loadings. It was concluded that
participants might have failed to understand these two items may be because of
the wordings that did not fit to Turkish culture, or may be because of the coding.
Since item 2 is the single reverse-coded item in the scale while the rest of the
items are coded straight-forward, participants may have experienced difficulty
with this item while coding. Additionally, item 12 may also seem not to work in
Turkish culture. In Turkish culture, struggling to improve oneself can be

considered as being a positive thing in one’s life; so item 12 may have been
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treated as a positive item by the participants. However, the original item aims to
evaluate a negative part including excessive preoccupation with thinking to
improve oneself in order to deal with the sense of ambivalence. Therefore, it can
be concluded that one to one translation of item 12 and item 2 have led to a
confusion between what it has measured and what it has aimed to measure, so not
consistent with the content of the scale. Straightforward translation of items in
adaptation of scales may pose problems if they do not suit the ecological/cultural
context. Thus, in order to maintain the content validity of the questionnaire at a
conceptual level, the items should not be only translated linguistically, but also be
adapted culturally. Based on the findings of the pilot study, these two items (item
2 and item 12) were reevaluated in terms of their content and the coding by thesis
follow-up committee, and revised for the main study. Additionally, coding of item
2 has been changed to straightforward to make it more consistent with the rest of
the scale.

After these modifications, data collected for testing the main hypothesis
was used to explore the factor structure and psychometric properties of the
Turkish version of the SAM in a community sample. The factor analysis revealed
a three-factor structure, which was mainly based on Guidano and Liotti’s (1983)
original theory of self-ambivalence, in which they hypothesized that the concept
of self-ambivalence was based on uncertainty about one’s self-worth, personal
morality, and lovability. Consistent with this theory (Guidano & Liotti, 1983) and
the original study of the SAM (Bhar & Kyrios, 2007), the first factor, idenitified
in the current study, named as “self-worth ambivalence”, and includes nine items
about perceptions, and general mixed feelings about self-worth. The second
factor, named as “moral ambivalence”, includes five items many of which were
consistent with Bhar and Kyrios’s (2007) moral ambivalence factor. This factor
generally reflects concerns about being a good person and the ambivalence in
thinking of the self as being either moral or immoral. The third factor, named as
“public self-acceptability” in the current study, includes five items similar to
Tisher et. al.’s (2014) “public self-consciousness” factor except one item. This last

factor characterized by preoccupation with other people’s perceptions and
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judgments about oneself. Public Self-Acceptance factor that was detected in the
current study as a separate factor is overlapped with Guidano and Liotti’s (1983)
concept of ambivalence about lovability that was used to describe individuals’
insecurity about being loved, being accepted, and approved by others. Although
Guidano and Liotti (1983) did not define what they mean by lovability, they
suggested that gaining approval from other people is primary way for the
obsessive-compulsive individual to achieve a sense of self-worth. Tisher, Allen
and Crouch (2014) argued that the more the individuals accept themselves as who
they are, the less they are preoccupied with other people’s approval. Based on
these findings and the item contents, the third factor was decided to be named as
“public self-acceptability”. Each factor reflects a different aspect of uncertainty
about self. For instance, the “self-worth ambivalence” represents general
questioning of self-worth, while “moral ambivalence” and “public self-
acceptability” factors reflect uncertainty about moral and social domains of self,
respectively.

In addition to its factor structure, reliability and the validity of the SAM-T
was supported in the current study. For the reliability assessment, Cronbach alpha
values, item-total correlations, and split-half reliability were examined. Reliability
analyses revealed similar Cronbach alpha values when compared to the original
reliability analyses of the scale (Bhar & Kyrios, 2007), which was originally
conducted with both non-clinical and clinical sample in Austrialia. Accordingly,
the Turkish version of the SAM had satisfactory internal consistency coefficients,
and the item total correlation ranges, in total scale and its subscales, were
acceptable in range. Split-half reliability of the scale, in terms of Guttman split-
half reliability, was also found to be satisfactory.

Considering the validity, outcomes of the scale, concurrent and criterion
validity of the subscales were examined. In terms of concurrent validity, the
relationship between SAM-T total, subscale scores, and total scores of Padua
Inventory-Washington State University Revision (PI-WSUR), Beck Depression
Inventory (BDI), and Rosenberg Self-Esteem Scale (RSES) were explored.

Correlations of these scales with total and subscale scores of the SAM-T were in
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expected directions, and most of them were significant. Correlations between total
score of PI-WSUR and SAM-T subscales indicated that individuals having higher
scores on obsessive-compulsive symptoms, also have higher scores on all
subscales of the SAM-T. This finding is in line with previous studies on self-
ambivalence and obsessive-compulsive symptoms, showing a positive
relationship between them (Bhar & Kyrios, 2007). Furthermore, the current study
also confirmed a significant and positive relationship between depressive
symptoms and self-ambivalence factors. Although Guidano and Liotti (1983)
hypothesized that self-ambivalence was specific to OCD, Bhar and Kyrios (2007)
could not support this specific relationship by showing that OCD group did not
differ from other anxious controls in terms of self-ambivalence. Thus, current
findings also supported the view that self-ambivalence is related to, but not
specific to OCD. Therefore, for future research, it may be fruitful to explore the
relationship of SAM with other psychopathology dimensions.

Additionally, as expected, high negative correlations were found between
the self-ambivalence factors and self-esteem. In other words, the current findings
showed that as individuals’ self-esteem increases, their uncertainty about their
self-worth decreases. Therefore, based on the literature findings (Bhar & Kyrios,
2007; Riketta & Ziegler, 2006) and current results, it can be concluded that having
contradictory self-views may impair self-esteem, and lead to the needs for being
accepted and approved by others, and result in depression and anxiety symptoms.

Thus, results in relation to correlations between obsessive-compulsive
symptoms, depressive symptoms, self-esteem, and self-ambivalence factors
revealed supportive evidence for the concurrent validity of the SAM-T. According
to the present findings, self-worth ambivalence, moral ambivalence, and public
self-acceptability factors may be considered as vulnerability factors for both OCD
and depression.

To examine the criterion validity, the SAM subscales were studied in
terms of their effectiveness in differentiating participants based on the measures

of both obsessive-compulsive symptoms and depressive symptoms. Our analyses

150



revealed that individuals who had higher OCD symptoms also experienced more
ambivalence in terms of their self-worth, morality, and public self-acceptability
than low scorers in OCD. Similarly, low, high and moderate depressive groups
were successfully differentiated in our sample on the basis of self-worth
ambivalence, moral ambivalence, and public self-acceptability scores. People in
the high depressive symptom group showed more ambivalence in terms of self-
worth, morality and public acceptability than those in the moderate and low
depressive symptom groups. Moderate and low depressive symptom groups also
differed from each other on the basis of self-ambivalence scores. Hence, self-
ambivalence is more prominent in those exhibiting high levels of obsessive-
compulsive symptoms and/or high levels of depressive symptoms. Thus, subjects
who had more OCD symptoms and/or depressive symptoms were also more
ambivalent in their sense of self is consistent with other relevant literature
findings (Bhar & Kyrios, 2007; Ferrier & Brewin, 2005; Ruegg, 1994) and some
models of psychopathology suggesting that negative beliefs about self increases
the likelihood of developing specific psychological problems, including
depression and OCD (e.g. Beck, 1976; Guidano & Liotti, 1983).

Thus, the findings about reliability, and concurrent and criterion validity
showed that Turkish version of the SAM are psychometrically a reliable and valid
instrument in a non-clinical population. Although the hypothesis in group one is
supported, there is still a need for studies examining the psychometric properties
of the Turkish version of the SAM in clinical samples, particularly in patients with
OCD. Additionally, further research on the ability of the scale to differentiate
individuals with OCD from those without OCD and/or with anxiety or depressive

disorders is needed.

4.3 Predictors of Obsessive-Compulsive Symptoms: The roles of Perceived
Parenting Styles, Self-Ambivalence, Obsessive-Compulsive Beliefs, and

Emotion Regulation Strategies

As proposed in hypothesis 3, the current study also aimed to evaluate the

specific contributions of perceived parenting styles, self-ambivalence, obsessive-
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compulsive beliefs, emotion regulation strategies in predicting the general and
different subtypes of (checking, contamination, grooming, obsessional thoughts,
obsessional impulses) obsessive-compulsive symptomatology. For this aim, six
main hierarchical regression analyses were conducted. During the analyses, the
proposed comprehensive model in Figure 1 (pp. 52) was taken into consideration.
Results of the group comparison analyses of current sample showed that
individuals who reported a past or current psychiatric diagnosis were differed
from individuals who did not report any psychiatric diagnosis in various variables;
therefore, reported clinical status of the participants was regarded as a
confounding variable and statistically controlled in the regression analyses in
order not to reduce internal validity of the current study. Additionally, since,
several studies showed the effects of age (e.g. Fontenelle, Mendlowicz, Marques,
& Versiani, 2003; Mendlowicz & Versiani, 2006), gender (Mathis et. al., 2011,
Karadag et. al., 2006), and education level (Landau et. al., 2011; Nordsletten et.
al., 2013) on obsessive-compulsive symptomatology, these variables were also
decided to be controlled in the regression analyses in order to decrease their
confounding effects. The results of these analyses will be discussed in the
following sections based on the predictor variables.

4.3.1 Socio-Demographic Variables and Obsessive-Compulsive Symptoms

Among sociodemographic variables, only age and years of education were
found to be associated with overall obsessive-compulsive symptom scores. In the
current study, it was shown that gender did not appear as important in OCD
scores, grooming/dressing, checking, and harm obsessions. Whereas, gender
mattered in determining only contamination/washing and obsessional impulses
subtypes of OCD in the present study, indicating that women were more likely to
exhibit contamination/washing obsessions than men, while men were more likely
to show obsessional impulses about harm than women. Although there is a
conflicting data regarding OCD patterns and gender, consistent with the current
findings, a predominance of aggressive obsessional symptoms among men, and

contamination/cleaning symptoms among women has been identified in several
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studies in several different countries, indicating a more universal characteristic of
these dimensions, which may result from biological, psychosocial (e.g.
personality, coping) and/or cultural influences (Mahajan, Chopra, & Mahajan,
2014; Torresan et. al., 2013; Mathis, et. al., 2011; Karadag, Oguzhanoglu, Ozdel,
Atesei, & Amuk, 2006). Additionally, gender appeared as important in some
dimensions (e.g. contamination/washing and obsessional impulses) of obsessive-
compulsive symptoms may be also due to underreporting of specific symptoms by
either gender or may be due to an expectation of gender-related social roles. More
specifically, gender differences in the incidences of contamination and cleaning
compulsions in both current study and in other various studies (e.g. Mahajan,
Chopra, & Mahajan, 2014; Torresan et. al., 2013) may have been partly result
from different roles of men and women in terms of housework and cleaning issues
which are considered as predominantly a female activity in Turkish culture.
Therefore, it can be concluded that gender affects the vulnerability to different
symptom clusters of OCD.

In addition to gender, being younger and having lower education level
were also found to be associated with higher levels of general obsessive-
compulsive symptoms, and especially with higher levels of grooming/dressing
obsessions, obsessional thoughts to harm, and obsessional impulses. On the
contrary, checking symptoms were found to increase, as individuals get older.
Only contamination/washing symptoms were seemed to be not related with age
and education level. When the mean age of the sample of the current study is
taken into consideration (i.e., M= 29.69), these findings really seem to be parallel
to the epidemiological characteristics of the OCD. Retrospective studies with
adult OCD
patients indicated that almost half of them had onset prior to age 25, and mean age
of onset was 19.5 (Ruscio, Stein, Chiu, & Kessler, 2010; Rasmussen & Eisen,
1992).

Thus, the current findings seem to highlight the role of gender in the

expression of obsessive-compulsive symptom subtypes, especially in two
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dimensions; contamination/washing and obsessional impulses. Additionally,
younger age and lower education level were found to be related with general

obsessive-compulsive symptomatology.
4.3.2 Perceived Parenting Styles and Obsessive-Compulsive Symptoms

In this study, zero-order correlations among variables showed that
overprotection and rejection perceived from both parents were positively, while
emotional warmth perceived from both parents were negatively correlated with
overall obsessive-compulsive symptoms. In other words, as control/protection and
criticism/coldness of parents increases, obsessive-compulsive symptoms
increases; whereas, as emotional warmth and support increases, obsessive-
compulsive symptoms decreases. These findings support the current hypothesis
(H3.1) and confirm results obtained in the literature (e.g. Smari, Martinsson, &
Einarsson, 2010; Ay¢igegi, Harris, & Dinn, 2002; Salkovskis, Shafran, Rachman,
& Freeston, 1999; Cavedo & Parker, 1994).

On the other hand, after the effects of socio-demographic variables were
controlled, among perceived parenting styles, only overprotection perceived from
fathers and rejection perceived from mothers were found to significantly predict
higher levels of obsessive-compulsive symptoms. Moreover, both perceived
maternal rejection and paternal overprotection were significant predictors of
general obsessive-compulsive symptoms until self-ambivalence factors were
entered into the regression equation; this result indicates that although self-
ambivalence factors and perceived parenting styles contribute to the variance,
self-ambivalence factors had more significant contribution in explaining
obsessive-compulsive symptoms. The results of indirect effect of perceived
parenting styles on obsessive-compulsive symptomatology via self-ambivalence
will be later discussed in mediation analyses and model testing sections. This
finding was in line with the literature findings, that perceived rejection and
overprotection from parents on its own or in combination with individuals’ sense

of self was associated with obsessive-compulsive symptoms (Bowlby, 1969;
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Guidano & Liotti, 1983; Bartholomew & Horowitz, 1991; Doron, Moulding,
Kyrios, Nedeljkovic, & Mikulincer, 2009).

In addition to total scores of obsessive-compulsive symptoms, the effects
of perceived parenting styles on different symptom dimensions were also
examined in the current study. Although there are studies investigating the impact
of parenting in the development of OCD in general, few of them examined the
impact of early parenting behaviors and attitudes specifically in the development
of different obsessive-compulsive symptom types (Alonso et. al., 2004; Smari,
Martinsson, and Einarsson, 2010). According to the findings of the current study,
paternal overprotection and maternal rejection appeared together as significant in
checking and obsessional thoughts about harm subtypes of OCD. It can be
concluded that when excessive behavioral and psychological control and
protection from fathers come together with rejected, criticized, punitive, and/or
shaming parenting styles from mothers become toxic and play a crucial role in the
development of OCD in general, and more specifically in the development of
checking and obsessional thoughts about harm subtypes. Besides,
contamination/washing and grooming/dressing symptoms were found to be
related with only fathers’ parenting styles as being overly protective and
controllable, whereas obsessional impulses to harm subtype was found to be only
linked with mothers’ attitudes including rejection and criticism. These findings
point out to the important roles of certain perceived maternal and paternal
characteristics. It is obvious that the combined effect of paternal overprotection
and maternal failure of responding to the needs of the children is likely to
contribute to the development of obsessive-compulsive symptoms.

Parental attitudes including emotional warmth and affection, and avoiding
excessive control, criticism and rejection were suggested to be an important
factors in developing a healthy personality (Guidano & Liotti, 1983). On the other
hand, overprotective type of parenting, characterized by being intrusive,
overinvolved, and overprotective, might model fearfulness, avoidance behaviors,
and result in overestimation of threat. Rejecting parental rearing style, which

includes being punitive and critical as parents, was said to contribute to the
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development of maladaptive belief domains related with self, failure, and
inadequacy (Arrindel et. al., 1999). Fathers and mothers might have different roles
in terms of child rearing practices and these roles may vary due to the age and
gender of the child (Bogels & Phares, 2008). It was shown that the presence of
low maternal affection, even its coupled with high paternal affection, was still
associated with higher levels of anxiety symptoms in children, implying that
fathers could not compensate for low maternal affection (Jorm, Dear, Rodgers, &
Christensen, 2003). This may be explained by the differences between
unconditional love received just from mothers, and instrumental, expectant love
received from fathers (Fromm, 1956). Consistently, correlation analyses in the
current sample showed a positive relationship between perceived maternal
rejection and perceived paternal overprotection. Therefore, as rejection perceived
from mothers increases, overprotection perceived from fathers also increases,
which may be because of fathers’ efforts for compensating mothers’
uninvolvement with the child and their low affection or may be because fathers’
overcontrol and intrusive behaviors mothers’ become punitive and critical. The
common point in both explanations is that perceived maternal rejection is a toxic
element for the development of obsessive-compulsive symptoms.

Additionally, as Kagit¢ibast (1970) stated, family control in a typical
middle class Turkish family was greater than an American family, overprotective
rearing style might be perceived as a more positive type of rearing style in Turkish
culture. Thus, overprotection received from mothers might be perceived as normal
and positive. But, when fathers are overprotective, it is perceived as being
authoritarian, as showing low acceptance and high control. Gegtan’s (1998)
proposal on the parenthood characteristics in Turkish society also supported this
point of view. He (1998) suggested that in a traditional Turkish family, father
represents authority and is seen as making preventive and punishing decisions,
and exhibiting control, which may place him in an unfavorable position in the
family and may prevent him from establishing closer and warmer relationships
with his children. But, in reality mother makes the decisions which appear to be

made by the father in order to protect his masculine role. In this way, mother does
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not lose her closer position to the children, which is her traditional role of being
the primary caregiver in the child upbringing process (Gegtan, 1998). When it is
evaluated from this point of view, it is possible to say that individuals in Turkey
are more likely to perceive their fathers as overprotective due to fathers’ moral
authority roles and their focus on obeying rules in the family. This traditional
attitude of the fathers in the family may become the children’s ideal image of
controlling their emotions and desires in order to maintain their self-images
healthy. But, when some flexibility are required, control efforts fail and anxiety
increases due to ambivalent self. Vicious cycle is set in, so if they insist on
continuing their control efforts in a compulsive fashion, obsessive-compulsive
symptomatology would increase. Thus, paternal overprotection, as the present
study identified, could be one of the important vulnerability factors of OCD
(Yoshida, Taga, Matsumoto, & Fukui, 2005). This proposed mechanism how
paternal overprotection predicted OCD was supported with the current findings on
the mediating role of ambivalent self between perceived paternal overprotection
and obsessive-compulsive symptoms, which will be discussed in another section.
Additionally, various discussions, regarding the family characteristics of
OCD patients, have been also held in the literature. Although some researchers
have failed to verify the link between parental attitudes and OC symptoms (e.g.
Alonso et. al., 2004), most of the studies showed the effects of parental
overprotection and rejection in the prediction of OCD (e.g. Adams, 1973;
Rachman & Hodgson, 1980; Steketee, Grayson, & Foa, 1985). For instance, a
study with non-clinical student sample found that students with high scores on an
obsessionality scale reported their parents to be more rejecting, more
overprotective, and less emotionally warm compared with students with low
obsessional scores (Ehiobuche, 1988). In another study with OCD patients, higher
levels of perceived overprotection from fathers were found to be associated with
obsessive-compulsive symptoms, which is consistent with the present findings
(Yoshida, Taga, Matsumoto, and Fukui, 2005). Additionally, Haciomeroglu and
Karanci (2014) showed the significant effect of perceived maternal

overprotection, indicating the association between mothers’ overly interfering
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attitudes with obsessive-compulsive symptoms, which is partially inconsistent
with the results of this study. In terms of zero-order correlations, the current study
also showed a significant correlation between mothers’ overprotection attitudes
and obsessive-compulsive symptoms. But, in the regression analyses after
controlling some related factors (e.g. age, education level, gender), the predictive
power of mothers’ overprotection attitudes have been lost. This inconsistency
might be explained by the sample characteristics of these studies, since the present
study examined a community sample (ages ranged between 18 and 72), whereas
Haciomeroglu and Karanci (2014) examined university students aged between 17
and 27. It can be suggested that age ranges of the student samples correspond to
the same life stages and developmental changes that are generally associated with
psychological, emotional, and behavioral problems, including separation from
parents, changes in their life conditions and responsibility, which were said to
affect their perception of the relationships with their parents and their attitudes
towards them (de Gooede, Branje, & Meeus, 2009; Ilden Kockar & Gengdz, 2004;
Furman & Buhrmester, 1992). Additionally, during these periods, since mothers,
in particular, spend more time with their children and are often involved in their
children’s problems more than their fathers in our culture, it was likely that overly
interfering maternal rearing attitudes may be overemphasized and overprotective
and overly interfering paternal attitudes may not have attracted attention in
previous research. On the other hand, as the ages of the participants increases,
their marital status may change and they may have their own children; so become
fathers and mothers themselves, which influence their perception about their own
parents’ attitudes towards themselves. In addition, this inconsistency might be
also due to the potential limitations of both of the studies that were based on
retrospective reports. The participants’ evaluations of their childhood memories
about their parents’ attitudes towards them might be affected by their current

experiences, their current interactions with their parents, and their gender. As
Fingerman and his colleagues (2007) suggested that individuals began to share
their parents’ perspectives and were able to focus on positive aspects of their

relationship as they develop across life span. Therefore, they found out that
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individuals’ perception of their parents and their relationship may have changed,
as they get older. (Fingerman, Hay, Dush, Cichy, & Hosterman, 2007). To sum
up, although there is no consensus on whether overprotection or rejection
perceived from mothers or fathers is important in terms of OCD, it is obvious that
early parent child relationships and continuous experiences of overprotection,
control, criticism, and rejection can be a developmental factor that makes the
person more vulnerable to develop OCD. Thus, current study stresses the
importance of paternal control and maternal rejection in the development of OCD.
Various studies showed that perceived parental overprotection was not specific to
OCD (Haciomeroglu & Karanci, 2014), but none of the studies investigated
whether the roles of maternal rejection compared with paternal overprotection was
specific to OCD or not. The current study was not designed to specifically
evaluate this issue, but based on our findings, further research is needed on this
area. Additionally, future studies should also investigate the different effects of
perceived maternal and paternal rearing styles on the development of obsessive-
compulsive symptomatology in more detail by also taking into account possible
gender differences.

In conclusion, this study shows that dysfunctional parenting in terms of
high perceived maternal rejection and paternal overprotection constitutes a risk
factor for the development of obsessive-compulsive symptoms. How these
parental qualities lead to OCD and what may mediate this relationship was

explored by examining the impact of self-ambivalence.
4.3.3 Self-Ambivalence Factors and Obsessive-Compulsive Symptoms

Self-ambivalence factors (self-worth ambivalence, moral ambivalence,
public self-acceptability) were the next variable group that was evaluated as
possible vulnerability factors for OCD symptom. It was proposed that self-
ambivalence factors would be a significant predictor for obsessive-compulsive
symptoms. The correlation analyses of the data from the present sample supported
this hypothesis by showing that total the score of self-ambivalence, and all

subscales of self-ambivalence (namely self-worth ambivalence, moral
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ambivalence, and public self-acceptability) had a significant positive relationship
with obsessive-compulsive symptoms. The results of the regression analyses also
confirmed this association (H3.2). Results showed that self-worth ambivalence
and public self-acceptability were significant predictors of general obsessive-
compulsive symptomatology, while moral ambivalence failed to significantly
predict obsessive-compulsive symptomatology. Significant positive relationship
between self-worth ambivalence, public self-acceptability and obsessive-
compulsive symptoms, indicate that higher levels of self-worth and public self-
acceptability ambivalence were associated with higher levels of obsessive-
compulsive symptoms. In other words, subjects who reported more ambivalence
in terms of self-worth and public acceptability tended to have more obsessive-
compulsive symptoms. However, the observed effects of both self-worth
ambivalence and public self-acceptability were decreased when obsessive
appraisals and emotion regulation strategies entered into the equation. Thus, these
findings showed the need for further analysis to examine the indirect effects of
self-ambivalence factors on general obsessive-compulsive symptomatology via
obsessive appraisals and emotion regulation strategies. The results of the
mediation analyses will be discussed in the next sections.

Additionally, according to present findings, moral ambivalence was not a
significant predictor of obsessive-compulsive symptoms, which means that self-
ambivalence in terms of morality issues are not associated with general obsessive-
compulsive symptomatology and specific subtypes of OCD. This inconsistency
with the literature findings (Bhar & Kyrios, 2007), may possibly be due to the
construct overlap among the SAM-T subscales identified in the current study.
Hence, it can be useful to examine the factor structure of the Self-Ambivalence
Measure in different samples and to investigate the relationship between
dimensions of self-ambivalence and different types of obsessive-compulsive
symptoms in future research.

On the other hand, significant predictor role of self-worth ambivalence and
public self-acceptability for obsessive-compulsive symptoms in general is

consistent with research showing that OCD is related to insecurity and uncertainty
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about perceptions of self (Doron, Moulding, Kyrios, Nedeljkovic, & Mikulincer,
2009; Ruegg, 1994). OCD patients were found to report more ambivalence than
the non-clinical controls (Bhar & Kyrios, 2007). The results of the current study
are also consistent with Guidano and Liotti’s view that individuals who are
ambivalent about their personal characteristics are more vulnerable to obsessive
behaviors and beliefs. Guidano and Liotti (1983) suggested that individuals with
OCD experienced difficulty reaching a unified view about their self-worth and
continuously question whether they are lovable, moral, and worthwhile. Since
OCD patients fear that intrusive thoughts might provide evidence for undesirable
personal characteristics, they attend closely to, and ruminate about negative
intrusive thoughts, images or impulses (Guidano, 1987). For instance, the content
of the intrusion (e.g., sexual, aggressive), determines the vulnerable individual’s
thought of the possibility of being gay, a killer, a careless worker, immoral, evil
or irresponsible person. In short, according to this theory, obsessions are the
results of appraisals of intrusive thoughts as threats to one’s ideal image of self.
On the other hand, compulsions are the mechanisms to resolve self-ambivalence
and to restore distorted moral and social ideals (Guidano & Liotti, 1983). In the
current study, this proposed causal relation was supported by showing the
mediator role of obsessive appraisals between self-ambivalence and OC
symptoms. Thus, individuals who were uncertain and sensitive in terms of their
self-worth and social acceptability are more likely to show symptoms of OCD.
Another aim of the current study was to investigate the predictor role of
self-ambivalence factors for various subtypes of OC symptom clusters. To our
knowledge, there is no study that directly examined the relationship between self-
ambivalence factors and different dimensions of obsessive-compulsive symptoms.
However, Bhar and Kyrios (2005) showed that different OCD subtypes were
related with different cognitive and mood variables including responsibility,
depressed mood, and self-oriented perfectionism. Based on their findings, they
proposed that since obsessions are internal phenomena, they were considered by
the patients as having social implications, and are appraised in relation to social

norms. Therefore, appraisals of intrusions as being socially unacceptable may
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activate fears of social disapproval and abandonment, which in turn increases the
frequency of obsessions. Additionally, since compulsions are observable to others,
patients were proposed to be more concerned with personal standards of control
and perfection. Thus, compulsions are the mechanisms to resolve self-
ambivalence and to restore distorted moral and social ideals (e.g. approved or
being loved) (Bhar & Kyrios, 2005; Guidano & Liotti, 1983). The findings of the
current study on the relationship between self-ambivalence factors and different
subtypes of obsessive-compulsive symptoms are in line with these proposals that
are made for OCD patients. Results of the regression analyses showed that self-
ambivalence factors explained the highest variance in obsessional thoughts about
harm and checking subtypes, while it explained the lowest variance in
contamination/washing and grooming/dressing subtypes. These results may
indicate that self-ambivalence is related more to obsessions and compulsions that
are focused on resolving doubts about one’s character (e.g. obsessional thoughts
about harm) and preventing harm to others (e.g. checking compulsions) than to
other subtypes that are more likely to be related with fear of contamination and
the need for exactness (e.g. grooming/dressing). Additionally, according to the
findings of the current study, self-worth ambivalence and public self-acceptability
were together influential variables for only checking and obsessional thoughts to
harm subtypes. It can be concluded that when self-worth ambivalence is combined
with the ambivalent sense of being acceptable or not by others become a
vulnerability factor for the development of checking and obsessional thoughts
about giving harm to self and/or others. Thus, individuals who have conflicted

evaluations of the self, not certain about his/her worth as a person, and
additionally, experience insecurity about being loved, being accepted, and
approved by others are more likely to have intrusive thoughts related to harm (e.g.
fire, theft, flood), feels responsible for the occurrence of feared events, and more
likely to perform checking rituals to decrease the likelihood of the feared events,
and to prevent damage to self and to others (Sookman & Pinard, 2002; McKay et.
al., 2004). On the other hand, obsessional impulses dimension was found to be

only associated with self-worth ambivalence, implying that individuals
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experiencing uncertainty about their self-worth, are vulnerable to develop bizarre
impulses about giving harm to self and others. Besides, in the current study,
contamination/washing and grooming/dressing symptoms were found to be
related with only public-self acceptability dimensions of self-ambivalence. The
current findings suggested that individuals who are in chronic preoccupation in
verifying their lovability and acceptability by other people, are more likely to
show observable behavioral rituals, may be because of active fears of social
reproach than individuals experiencing ambivalence about their self-worth or
morality. It is possible that obsessions about contamination in the present sample
were more likely to be related with fear of contaminating others which may lead
to social disgrace stemming from the possibility of contaminating others. Thus,
preoccupation on what other people thinks about oneself may become more
salient. These results also provide support for Guidano and Liotti’s (1983)
hypothesis that individuals, having ambivalent sense of self, solve uncertainty in
their self-concept by fulfilling attitudes about duty, responsibility, and ethics, and
try to meet certain criteria via their rituals.

In conclusion, as expected, self-ambivalence factors were found to be a
significant predictor for both general obsessive-compulsive symptoms and
obsessive-compulsive subtypes, in line with many studies in the literature. Hence,
the proposed relationship and also the ambivalence as a vulnerability factor were

supported once more with the findings of the current study.

4.3.4 Obsessive Belief Domains, Emotion Regulation Strategies and
Obsessive-Compulsive Symptoms

Obsessive Belief Domains (responsibility/threat estimation, perfectionism/
uncertainty, importance/ control of thoughts) and emotion regulation strategies
(suppression and cognitive reappraisal) are the last groups of variables entered
into the regression equations. It was hypothesized that increased use of cognitive
appraisals, including responsibility/ threat estimation, perfectionism/ uncertainty,
importance/ control of thoughts, would lead to higher levels of obsessive-

compulsive symptomatology (H 3.3). Increased concerns on responsibility, threat
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estimation, perfectionism, certainty, and importance of intrusive thoughts result in
an increment in the obsessive-compulsive symptoms, as proposed by the cognitive
models of OCD (Clark & Purdon, 1999; Rachman, 1997; Salkovskis, 1985) and
supported by many research findings (e.g. Yorulmaz, Bastug, Tiizer, & Goka,
2013; Yorulmaz, Gengdz, & Woody, 2010; Altin & Karanci, 2008; Yorulmaz,
Karanci, and Tekok-Kilig, 2006; OCCWG, 2005; Tolin, Abramowitz, Brigidi, &
Foa, 2003).

The present study also aimed to evaluate the specific contributions of
obsessive belief domains to different dimensions of obsessive-compulsive
symptoms. Multiple regression analyses provided support for the hypothesis that
specific beliefs are associated with specific forms of obsessive—compulsive
symptomatology. Beliefs about inflated responsibility and overestimation of
threat, and beliefs about being perfect and intolerance to uncertainty positively
predicted checking and contamination/washing dimensions of OCD. Belief
pertaining to need for certainty and perfection, and beliefs about importance of
and need to control thoughts predicted grooming/dressing symptom dimension.
Additionally, inflated responsibility/overestimation of threat and beliefs about
importance and control of thoughts predicted obsessional thoughts about harm.
Inflated responsibility and overestimates of threat also predicted the OCD
symtpom dimension involving obsessional impulses about giving harm to oneself
or others. Therefore, responsibility/threat estimation appraisal was found to be
related with all symptom clusters of OCD except grooming/dressing compulsions,
which includes doing certain things in a certain order and exactness. It can be
proposed that if the individual strives to do specific things (e.g. dressing) in an
exact order, overestimation of threat and inflated responsibility about giving harm
or preventing something dangers do not play a significant role.

Consistent with these findings, Salkovskis’ (1985) cognitive model of
OCD emphasized both the overestimation of threat and the interpretation of
obsessional intrusions as indicating personal responsibility for harm to oneself or
others as linking the intrusive thoughts to the discomfort, and the following

neutralizing behaviors. Likewise, Yorulmaz, Altin, and Karanci (2008) also
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highlighted the importance of responsibility appraisals for checking symptoms,
cleaning and, for obsessive thinking. Although various researchers proposed that
responsibility had more important role in checking as opposed to
contamination/cleaning dimension (Rachman, 1997; Salkovskis, 1985; Van
Oppen and Arntz, 1994), some research findings showed that responsibility was
equally relevant for checking and for cleaning compulsions (Shafran, 2005).
Regression analyses of the present study showed that responsibility/
overestimation of threat belief domain explained the highest variance in
obsessional thoughts to harm symptom cluster (explaining 17% of the variance
overall), followed by checking (explaining 10% of the variance overall) and
contamination/washing (explaining 7% of the variance overall). Thus, consistent
with the literature, the current finding imply that individuals who have unrealistic
threat appraisals, overvalue the risk of negative consequences and underestimate
their capacity to cope, and also have the belief of having a pivotal power either to
cause or prevent negative outcomes, are more likely to exhibit obsessional
thoughts related to harm (e.qg. fire, theft, flood) to self and/or others (Salkovskis,
1985). Additionally, the findings of the present study are also consistent with the
current literature by showing that responsibility/threat estimation explained more
variance in checking than contamination/washing, indicating that if an individual
has an inflated responsibility about causing and/or failing to prevent undesirable

outcomes, he/she would be more likely to show checking compulsions rather than
contamination/washing symptoms. It can be possible that fears of being
responsible to give harm to someone else will be much more salient for the
current sample than being responsible to contaminate oneself. Besides, as results
showed having excessive concerns about the importance of controlling intrusive
thoughts is associated with higher levels of obsessional thoughts about
causing/not preventing harm, along with excessive concerns about doing things in
an exact order (e.g. grooming/dressing). Moreover, in line with the previous
research (e.g. Toffolo, van den Hout, Engelhard, Hooge, & Cath, 2014,
Abramowitz, Wheaton, & Storch, 2008), present study showed that having

necessity of being certain about everything, poor capacity to cope with
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unpredictable change, and also having a tendency to set high standards and
employ extremely critical self-evaluations were more likely to be related with
overt  compulsions including checking, contamination/washing, and
grooming/dressing rather than with obsessions. Similarly, Beech and Liddell
(1974) previously proposed that OCD patients performed rituals not only to
reduce discomfort, but also to meet the need for certainty. Thus, based on current
findings, it can be concluded that uncertainty and perfectionism might lead
individuals to seek reassurance and to settle their environment in order to bring
certainty and to meet higher standards by repeated checking, cleaning, and
ordering/exactness, which paradoxically increase uncertainty as shown by a large
number of studies (e.g. Boschen & Vuksanovic, 2007; Dek, van den Hout, Giele,
& Engelhard, 2010).

A further aim of the study was to discover the relative importance of
emotion regulation strategies, namely suppression and cognitive reappraisal in
explaining overall OCD symptoms and the relative associations between emotion
regulation strategies and symptoms subtypes (Hypothesis 3.4). The results
indicated that only suppression significantly predicted general OC symptoms.
That is, high levels of inhibition of ongoing emotion expressive behavior are
associated with high levels of obsessive-compulsive symptomatology. Cognitive
reappraisal was not found to be a significant predictor of general obsessive-
compulsive symptoms. From this general finding, it can be concluded that
underdeveloped ability to manage emotions, not experiencing or avoiding
undesirable emotions may result in negative outcomes, including OCD. Likewise,
our finding seems to confirm previous ones indicating a relationship between
suppression, as an emotion regulation strategy, and obsessive-compulsive
symptoms (e.g. Fergus and Bardeen, 2014; Aka, 2011; Allen & Barlow, 2009).
Suppression was also found be associated with checking and obsessional thoughts
about harm symptom dimensions of OCD in the current study. As noted by Cisler
Olatunji, Feldner, and Forsyth (2010), the chronic and inflexible use of
suppression may hinder the learning that avoidant stimuli are not the source of

threat, and also may maintain distress. Hence, it can be concluded that
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suppression of the expression of emotion might lead to an excessive
preoccupation with internal sensation anxiety, so maintain, and even increase the
distress associated with the intrusive thought, which in turn increases the
obsessive-compulsive symptomatology. These findings agree with all the studies
about expressive suppression and its effect on OCD (Allen & Barlow, 2009; Aka,
2011) implying the paradoxical effect of inhibiting emotional expressions.
However, surprisingly, results showed that cognitive reappraisal
significantly predicted contamination and grooming/dressing subtypes of OCD,
indicating that reevaluating the situation and changing the thinking ways increase
the likelihood of occurrence of cleaning and ordering compulsions. This finding is
inconsistent with both the Gross’ (2001) model of emotion regulation and some
other research (e.g. Fergus and Bardeen, 2013). The literature indicated that
reappraisal is generally a more adaptive form of cognitive change, in which
individuals try to change the way they are thinking about a situation to modify
their emotional reactivity, which was said to increase their adaptability (Gross,
2001). On the other hand, although current findings are opposite of the
expectations, it is worth noting that these findings may bring up the importance of
individuals’ differences in terms of anxiety sensitivity, ability to clarify and accept
their emotions, and their ability to distract their attention from the anxiety
provoking stimuli. As Arntz, Rauner & Van Den Hout, (1995) proposed that not
just the stimuli around but also the misinterpretation of internal sensations of
anxiety increases the frequency of obsessions and compulsions, individuals
exhibiting contamination and grooming subtypes might be more likely to
misinterpret their internal sensations as threatening during the process of emotion
regulation. In his model Gross (2001) stated that response-focused strategies (e.g.
suppression) refer to the things done after response tendencies have been formed
when an emotion is about to occur. It can also be proposed that these symptom
types may be essentially a type of suppression strategy used to reduce ongoing
expression of anxiety. Consistent with this rationale, Stern, Nota, Heimberg,
Holaway, and Coles (2014) suggested that a motivation to avoid unwanted

emotions might underlie OCD, in that compulsions may be used to reduce
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emotional distress generated by an intrusive thought. So, cognitive reappraisal
could not work appropriately in these individuals because it may be used
maladaptively and lead to a cognitive cycle of unproductive thinking over
negative intrusive thoughts and their internal sensations, and may paradoxically
increase the anxiety and neutralizing efforts. In other words, in terms of
contamination/washing and grooming/dressing symptoms, individuals may
develop compulsive reactions as a result of cognitive reappraisal; so they may
become obsessed with their thoughts rather than changing it in a rational way. In
terms of these symptom dimensions, reappraisal may become counterproductive
strategy may be because it is used as a distraction-like strategy rather than
changing the irrational thought into a rational one. Hence, in order to clarify and
refine current findings, research with different samples examining their
reappraisal processes may be fruitful.

In conclusion, based on the current findings and the previous research, it is
obvious that increased use of maladaptive belief domains and suppression as an
emotion regulation strategy underlie obsessive-compulsive symptomatology (e.g.
OCCWG, 1997, 2001; Allen and Barlow, 2009). Additionally, it is also worth
noting that the current findings support evidence that specific obsessive beliefs
and specific emotion regulation strategies relate to specific OCD symptom
dimensions.

With all these conclusions in mind, further analyses were done in order to
deepen the understandings of how current variables, identified as significant
predictors of OCD symptoms in the regression analyses, affect the general
obsessive-compulsive symptoms. In other words, the relationship between these
variables and the possible mediating roles of them were also aimed to investigate.
For this purposes, two additional analyses were conducted. In the first analyses,
the mediator roles of self-ambivalence factors, obsessive-belief domains and
suppression were examined separately in relation to obsessive-compulsive
symptoms overall. In the second analysis, perceived parenting styles, self-
ambivalence factors, obsessive belief domains, and emotion regulation strategies

were examined via a comprehensive model, proposed in Figure 1 (pp. 52), in
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order to examine the underlying pathways from perceived parental styles to
obsessive-compulsive symptomatology. The results of these two main analyses
will be discussed in the following Mediation Analyses and Model Testing

sections.
4.4 Mediation Analyses

Four Multiple mediation analyses were used to test the relevant
hypotheses (H4 and H5). Firstly, the mediator roles of self-ambivalence factors
(self-worth ambivalence and public self-acceptability) between the perceived
maternal rejection and paternal overprotection, and obsessive-compulsive
symptomatology were examined. The two models tested in this study supported
the probable effect of perceived parental rearing attitudes on OC symptoms by
showing that self-worth ambivalence and public self-acceptability explain how
perceived maternal rejection and paternal overprotection increase obsessive-
compulsive symptoms. It was previously indicated that parental behaviors of
expressing affection and warmth, and avoiding excessive protection, control, and
criticism may play an important role in the development of healthy self-model that
would be constructed as being lovable, worthy, and competent (Guidano & Liotti,
1983). On the other hand, experiences of rejection, emotional unavailability, lack
of support, and criticism will result in an unlovable, unworthy, and incompetent
self-model, which has been found to be related with different psychopathologies,
including OCD (Rapee, 1997, Guidano & Liotti, 1983). The present findings
supported these proposals by showing that higher levels of perceived maternal
rejection and paternal overprotection led to higher levels of ambivalence in self-
worth and public acceptability that in turn are associated with higher levels of
obsessive-compulsive symptoms. Thus, although there are not any difference
between maternal rejection and paternal overprotection in terms of the way they
influence obsessive-compulsive symptoms, it seems to be clear that experiencing
ambivalence in self is an explanatory factor for how negative parenting result in
vulnerability to OCD. Detailed analyses on this issue will be discussed in the next

session. At this point, it is possible to say that perceiving intense control and
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protection from fathers, and perceiving criticism, hostile or passive-aggressive
attitudes, and emotional unavailability from mothers might lead to an ambivalent
self-image, specifically in self-worth and in thoughts about acceptability by other
people which in turn leads to OCD symptoms. Mikulincer and Shaver (2007)
stated that having doubts about one’s lovability intensify expressions of distress,
and fears of being abandoned due to bad nature of self. Likewise, Guidano and
Liotti (1983) proposed that being uncertain about lovability and self-worth
resulted in OCD symptoms. In other words, obsessions and compulsions are
proposed to occur in order to foster completeness and certainty in the sense of
self, and as a result to resolve distress caused by self-ambivalence. Therefore, the
current findings confirm and refine results obtained in the literature (e.g. Laible &
Carlo, 2004; Salkovskis, Shafran, Rachman, & Freeston, 1999) by showing that
contradictory communication styles with parents, such as expression of intense
interest without an expression of emotional availability and support are not
helpful for the individual, especially in terms of their sense of self which is shown
to be related with obsessive-compulsive symptoms.

Secondly, the current study also aimed to investigate how self-
ambivalence relates to OCD by evaluating the possible mediator roles of
obsessive belief domains and suppression. For this aim, two separate models were
tested. The present study revealed that contributions of both self-worth
ambivalence and public self-acceptability to the obsessive-compulsive symptoms
were mediated by obsessive belief domains, namely responsibility/threat
estimation, perfectionism/uncertainty, importance/control of thoughts. In more
detail, higher levels of ambivalence on self-worth and acceptability led to concern
on beliefs pertaining to inflated responsibility/overestimation of threat,
perfectionism/intolerance of uncertainty, and importance/control of thoughts,
which in turn resulted in higher levels of obsessive-compulsive symptoms. It
seems understandable that OCD-related belief domains work as strategies to
protect self-worth as worthwhile and lovable, but at the same time precipitate the
resulting OCD phenomenon (Guidano & Liotti, 1983). Consistently, current

cognitive models suggested that self-schemas are proposed to trigger cognitive
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processes such as dysfunctional beliefs, negative automatic thoughts, and biases in
attention, memory, and processing, which in turn result in psychopathology (e.g.
Guidano & Liotti, 1983; Beck, 1976). More specifically, Guidano and Liotti
(1983) proposed that self-ambivalence in OCD may not directly lead to symptoms
of OCD; rather it may have fostered the development of cognitions that mediate
between the underlying experience of self and obsessive-compulsive symptoms.
Thus, the current study confirms previous research on the relationship between
self-ambivalence and OCD-related belief domains (Bhar, 2004), by emprically
investigating the pathways through which self-ambivalence affects obsessive-
compulsive symptoms.

Moreover, the mediational model investigating the mediator role of
suppression, as an emotion regulation strategy, in the relationship between self-
worth ambivalence, public self-acceptability and obsessive-compulsive symptoms
was also supported in the current study. It was shown that higher levels of self-
worth ambivalence and ambivalence in public self-acceptability resulted in either
inhibiting or avoiding negative emotions which in turn lead to higher levels of
obsessive-compulsive symptoms. Accordingly, in order to cope with negative,
undesired emotions, individuals experiencing difficulties in reaching a unified
view about their self-worth, and also about their acceptability by other people tend
to use maladaptive emotion regulation strategy, such as inhibiting emotional
expressive behavior. As expected, increased use of this dysfunctional strategy, in
turn, perpetuates obsessive-compulsive symptomatology. John and Gross (2004)
reported that efforts to suppress feelings may create discrepancy between one’s
feelings and behaviors, which results in a sense of not being true to oneself. Thus,
it may create a vicious cycle between ambivalent sense of self and suppression.
Additionally, the current study revealed that having an ambivalent sense of self
resulted in efforts to suppress expression of negative feelings. To our knowledge,
there is no other study investigating the direction of the relationship between self-
ambivalence and emotion regulation strategies. Hence, the current study is the
first examining the relational paths between self-ambivalence, suppression and

obsessive-compulsive symptomatology. However, since the current study used a
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cross-sectional design, it cannot provide an answer for direction of the
relationship; so longitudinal studies are needed.

Thus, these findings indicated that the relation between perceived
parenting styles and obsessive-compulsive symptoms, and the relation between
self-ambivalence factors and obsessive-compulsive symptomatology were not
only direct, but also through some other variables. Both self-worth ambivalence
and ambivalence in public acceptability contributed to the occurrence of
obsessive-compulsive symptoms by mediating perceived maternal rejection and
perceived paternal overprotection. Moreover, the effects of self-worth
ambivalence and public self-acceptability on obsessive-compulsive symptoms
were also mediated with the utilization of OCD-related belief domains and

maladaptive emotion regulation strategy.
4.5 Model Testing

Although a host of factors were found to play a role in the etiology of
OCD, a systematic evaluation of the pathways is valuable and thus the
comprehensive model proposed in the Figure 1 (pp. 52) was examined via
Structural Equation Modeling. The model was composed of seven predictor
variables, namely perceived rejection, perceived overprotection, perceived
emotional warmth, self-ambivalence, obsessive appraisals, emotion regulation
strategies, namely cognitive reappraisal, suppression; and an outcome variable
namely, obsessive-compulsive symptoms. Since two strategies of emotion
regulation were hypothesized to have different impacts on the outcome, cognitive
reappraisal and suppression were considered to be two latent variables. In line
with cognitive models (Clark, 2004; Rachman, 1997; Salkovskis, 1985) and
Guidano and Liotti’s (1983) model of OCD, the present model proposes that
perceived rejection, overprotection, and emotional warmth plays a role in the
development of obsessive-compulsive symptoms not only on their own, but also
by contributing to the self-ambivalence factors, obsessive belief domains, and
suppression, and at the same time decreasing the use of cognitive reappraisal.

Results showed that both parental rejection and parental overprotection affected
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self-ambivalence which may lead to the development of obsessive-compulsive
symptomatology by affecting obsessive appraisals and suppression as an emotion
regulation strategy. With the effect of conflicting beliefs about self, uncertainty
about self-attributes, and a preoccupation with the truth about self-worth,
misinterpretation of intrusions may lead to anxiety and discomfort, which seems
to result in maladaptive emotion regulation strategies, such as increased use of
suppression. Although inhibition of expression of anxiety and discomfort brings
temporary relief and the sense of control in the short run, it seems to result in
increment in anxiety and obsessive-compulsive symptoms in the long run.

Perceived rejection is characterized by parents’ being punitive, shaming,
abusive, critical, and/or favoring siblings over the child (Arrindel et. al., 1999). In
the current study, perceived rejection from both parents yielded three direct
effects, implying that higher levels of perceived rejection from parents
significantly predicts experiencing higher ambivalence in the sense of self,
engaging in more maladaptive appraisals, and higher levels of obsessive-
compulsive symptoms. On the other hand, perceived overprotection from parents,
which includes both behavioral and psychological attitudes, such as excessive
control and anxiety about child’s safety (Arrindel et. al., 1999), yielded only one
direct effect on self-ambivalence. This finding indicates that parents’
overprotective and controlling behaviors significantly directly predicts ambivalent
sense of self, including contradictory beliefs about self, uncertainty about personal
attributes, and chronic preoccupation in verifying one’s self-worth. Additionally,
perceived emotional warmth, referring to parents’ expressiveness of positive
regard and their responsiveness to child’s emotional and behavioral needs (Fauber
Forehand, Thomas, & Wierson, 1990), was found to directly predict only
suppression as an emotion regulation strategy. Thus, it is clear that those receiving
lower levels of emotional warmth from their parents are more likely to regulate
their negative emotions through inhibiting ongoing expression.

There are supporting findings for the association between parents’ being
overprotective, demanding, critical and obsessive-compulsive symptoms (Cavedo
and Parker, 1994; Alonso et. al., 2004; Yoshida, Taga, Matsumoto, & Fukui,
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2005). Ehiobuche (1988) showed that individuals with obsessional symptoms
perceived their parents as expressing less emotional warmth when compared to
non-clinical controls. Similarly, Alonso and his colleagues (2004) associated low
parental warmth and rejecting behavior with OCD symptoms. Some other studies
found a positive association between obsessive-compulsive symptoms and
perceived overprotection from parents (Smari, Martinsson, and Einarsson, 2010;
Cavedo & Parker, 1994). Therefore, consistent with the literature findings, the
current study revealed that if someone perceives his/her parents as highly
rejecting, and/or overly protective, and exhibiting low emotional warmth, would
more likely to show obsessive-compulsive symptomatology.

It is also important to reveal how these perceptions lead to OCD. This
study also adds on the previous findings by exploring the factors explaining the
relationship between each perceived parenting style and obsessive-compulsive
symptoms. Each perceived parenting style may use a different pathway for the
development of obsessive-compulsive symptoms. For instance, perceived
rejection from parents not only directly contributes to the development of
obsessive-compulsive symptoms; but it also influences OC symptoms via the
mediator roles of both self-ambivalence and obsessive beliefs. On the other hand,
perceiving parents as overly protective and demanding affect obsessive-
compulsive symptoms via only the mediating role of self-ambivalence. Hence,
based on the current findings, in comparison to overprotection, perceived rejection
from parents might be much more toxic in terms of obsessive-compulsive
symptoms because of its direct effect on OCS. Guidano and Liotti (1983)
proposed that within a healthy reciprocal attachment parents facilitate the child’s
search for mastery and autonomy and allow the child to perceive him/herself as
loveable and capable of controlling a reliable interpersonal environment. On the
other hand, if the reciprocity of the attachment is poor, and the parents show their
interest in the child by being demanding, controllable, critical, and only providing
materialistic support without expressing affection and understanding the child’s
emotional experiences, individuals are more likely to perceive themselves as

unlovable, incompetent, and vulnerable (Bowlby, 1969; Guidano & Liotti, 1983).
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For instance, a parent may excessively be concerned about their child’s moral
and/or social education and express his/her attention through this way, while
dismissing expressions of feelings that are incompatible with such values, and not
express his/her love with any affect including tenderness. Guidano (1987)
perceived this contradictory parenting style as an important vulnerability factor
for the OCD development. Consistently, it was suggested that parental control,
including demanding interactions with the child, interferes with the child’s
affective emotion regulation skills and sense of autonomy; while high levels of
parental criticism and expectations interferes with the child’s view of self/world,
acquisition of coping skills, and lead to hypervigilance towards threat (Wood,
McLeod, Sigman, Hwang, & Chu, 2003; Rapee, 1997). Thus, these parenting
styles were proposed to put children at risk for developing anxiety.

The current analyses also showed that the indirect effects of both
perceived parental rejection and overprotection on OCD-related belief domains
via self-ambivalence were not significant; however, both perceived parental
rejection and overprotection significantly predicted suppression through the
mediating role of self-ambivalence. Therefore, the hypothesis (H6) of the study is
partially supported. Extending the literature findings and models of OCD, and
considering the current findings, it can be suggested that perceived rejection
and/or overprotection from parents might be associated with obsessive-
compulsive symptoms via impaired sense of self-worth and increased use of
suppression as an emotion regulation strategy. In other words, perceived rejection
and overprotection from parents increase self-ambivalence level, which in turn
increases suppressing the expressions of negative emotions, and further
contributes to the development of obsessive-compulsive symptomatology. In line
with these findings, a study conducted with adolescents showed that negative and
coercive parenting styles lead to emotional distress and to avoidance rather than
understanding and appropriately expressing negative emotions (Cummings &
Davies, 1996; Eisenberg, Cumberland, & Spinrad, et. al., 2001). Likewise,
Klimes-Dougan and Zeman (2007) proposed that if parents are available and

responsive to the needs of the adolescents, the adolescents would feel more
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comfortable with their negative emotions and would be able to express their
emotions with healthy strategies. This was supported by the results of the present
study, indicating that low emotional warmth from parents leads individuals to
engage in suppressing the expression of their negative emotions, which further
results in obsessive-compulsive symptoms. In other words, individuals whose
parents are not able to express unconditional positive regard and fail to respond to
child’s emotional and behavioral needs (Fauber, Forehand, Thomas, & Wierson,
1990) are more likely to inhibit the expression of their emotions, and more likely
to develop obsessive-compulsive symptoms due to experiencing a discrepancy
between anxiety embracing inner physiological sensations and overt behavioral
expressions.

Furthermore, the results for the current model also indicated that self-
ambivalence promotes maladaptive obsessive appraisals and suppression of the
expressions of negative emotions, which in turn perpetuate the development of
obsessive-compulsive symptoms. Although OCD-related belief domains and
suppression Yyielded a direct effect, self-ambivalence did not show a direct effect
on obsessive-compulsive symptoms. Self-ambivalence appeared to have an
influence on obsessive-compulsive symptoms through the mediating roles of both
OCD-related belief domains and suppression. These findings can be regarded as a
confirmation of previous empirical results. According to Doron and Kyrios (2005)
cognitive-affective structures, including impaired internal representations of self
and the world lead to overestimation of threat, and as a result unwanted intrusions
are heightened and obsessions are developed. Likewise, appraisals of intrusions
that contradict with the person’s self-view was proposed to result in the most
distressing and reactive experiences (Teachman, Woody & Magee, 2006). It was
also proposed that intrusive thoughts might turn into obsessions and compulsions
if they are experienced as threatening in the context of an uncertain sense of self
(Doron, Moulding, Kyrios, Nedeljkovic, & Mikulincer, 2009; Salkovskis, 1985;
Rachman, 1997). Our findings indicated that OCD-related belief domains, such as
perfectionism, inflated responsibility, intolerance to uncertainty, and beliefs about

the importance of controlling unwanted thoughts, might occur as a strategy in
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order to reach a certainty about the self-worth and also to stabilize the sense of
self-worth as worthwhile, lovable, and moral in the face of threatening intrusions.
Likewise, Guidano and Liotti (1983) emphasized hierarchical relationships
between cognitive structures in their model, so it refers to as “hierarchical
structuralism”. Within this hierarchical relationship, they perceived self-
ambivalence as the higher order construct that govern other cognitive
(perceptions, beliefs) and emotional copings, by providing motivation for beliefs
about being perfect, and/or moral in order to protect against low self-esteem and
disintegration of identity. Thus, based on this model rather than directly affecting
obsessive-compulsive symptoms, self-ambivalence seems to contribute to the
development of OCD by fostering the development of cognitions which then
mediate between the underlying experience of self and symptoms (Guidano &
Liotti, 1983). Therefore, the present findings that self-ambivalence leads to
obsessive-compulsive symptoms via maladaptive belief domains, is not
unexpected. In line with hypothesized hierarchical model, it can be proposed that
dichotomous views of self can be a meta-vulnerability factor for obsessive-
compulsive symptoms, which means that self-ambivalence may be in a
superordinate position in relation to belief domains and emotion regulation
strategies. Therefore, the current findings provide support for the idea that OCD-
related belief domains may play a role in controlling fluctuations in self-worth and
in protecting a positive sense of self.

Additionally, the current study revealed that the relationship between self-
ambivalence and obsessive-compulsive symptoms was also explained by
maladaptive emotion regulation strategies, namely suppression. Experiencing
fluctuations in the evaluations of self may trigger distress and anxiety.
Subsequently, in order to reduce anxiety, and to solve uncertainty in the sense of
self, individuals engage in modifying the behavioral aspect of their emotion
responses without reducing the subjective experience of negative emotion.
Therefore, physiological activation continues and the negative emotion
accumulates and may create a sense of discrepancy between inner experience and

outer expressions (Higgins, 1987), so this becomes counterproductive and turn
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into a vicious cycle. According to Sheldon, Ryan, Rawsthorne, and Ilardi (1997),
this discrepancy may lead to the sense of not being true to oneself, not being
honest to others, and result in negative feelings about the self, which in turn
contribute further to psychological problems (Hsieh and Stright, 2010). It was
shown that the more the individuals used suppression as an emotion regulation
strategy, the more they reported obsessive-compulsive symptoms (Aka, 2011).
This predictive role of suppression on obsessive-compulsive symptoms is
supported in the present study. On the other hand, cognitive reappraisal did not
significantly predict obsessive-compulsive symptoms, implying that having ability
to stay calm by changing the way of thinking is not associated with obsessive-
compulsive symptoms.

Furthermore, although directly related with obsessive-compulsive
symptoms, the indirect effects of obsessive beliefs on obsessive-compulsive
symptoms either via suppression and/or via cognitive reappraisal were not
significant. In other words, the relationship between OCD-related belief domains
and obsessive-compulsive symptoms could not be explained by other factors.
Thus, maladaptive appraisals of intrusive thoughts directly increase obsessions
and compulsions, as predicted by recent cognitive models (OCCWG, 2001).

To sum up, previous analyses in the current study were reconfirmed and
extended by testing the proposed comprehensive model with SEM. Specifically,
perceived parental rejection and overprotection, and perceived emotional warmth,
self-ambivalence, obsessive-appraisals, and suppression as an emotion regulation
strategy that were found to be related with obsessive-compulsive symptomatology
in this study, exert their effects via different paths. Based on our findings, it can
be concluded that individuals who perceive their parents as critical and/hostile and
overly protective, are more likely to experience ambivalence in their self-worth.
Increased sense of ambivalence in self-worth, morality, and acceptability also
results in an increment in their anxiety. Therefore, in order to reach a temporary
relief, these individuals may more likely to suppress the behavioral expression of
their negative emotions or to engage in maladaptive appraisals in order to solve

their ambivalence, which in turn makes them vulnerable to develop obsessive-
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compulsive symptoms. In addition, parents showing low emotional warmth and
low nurturance to their children may become role models for not expressing their
negative emotions. Therefore, individuals perceiving their parents as exhibiting
low emotional warmth are found to use suppression as an emotion regulation
strategy, and as a result are more likely to develop obsessive-compulsive

symptoms.
4.6 Strengths and Limitations of the Present Study

Firstly, although there are many studies on the predictors of obsessive-
compulsive symptomatology all around the world, to our knowledge there have
been relatively few studies presenting an integrated model for the association
among perceived parenting styles, ambivalent sense of self, OCD-related beliefs,
emotion regulation, and obsessive-compulsive symptoms. In particular, examining
the predictors of subtypes of obsessive-compulsive symptom is considered to be a
valuable contribution. Additionally, both unique and combined contributions of
variables were examined at the same time, which gives the chance to see the
developmental and maintenance mechanisms through which each factor influence
obsessive-compulsive symptomatology. Additionally, an instrument on self-
ambivalence was adapted into Turkish, and proven to have satisfactory
psychometric properties in both university students and in a community sample.
By adapting the Self-Ambivalence Measure into Turkish, the current study
presented a valuable instrument that can be used for further studies in order to
investigate the association between individuals’ perception of their selves and
disorders other than OCD. Secondly, the present study conducted in a large
community sample with a wide age range (18-72), and with diversity in terms of
education level, profession, and family structure. Hence, large sample size
together with great diversity of the participants increase the external validity of
the study; so allow us to make reasonable generalizations.

However, some characteristics of the current sample brought some
limitations as well. Therefore, the findings of the current study should be

considered in the light of its weaknesses. For instance, unbalanced number of
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female and male participants with females being one and a half times more than
males. Another example would be the higher education level of the participants.
Seventy percent of the sample comprised of university graduates and post-
graduates. Although these kinds of differences may violate some of the results,
main hypothesis did not include gender and education level differences. But, these
sample characteristic was perceived as confounding factors and were statistically
controlled in the analyses.

Additionally, the sample used in the current study was a non-clinical
sample; thus the findings of the present study should be evaluated cautiously.
Researchers showed that findings from non-clinical and clinical samples in terms
of obsessive-compulsive symptoms were highly similar (Gibbs, 1996). Likewise,
Abramowitz and his colleagues (2014) reviewed research on prevalence rates of
OC symptoms, dimensional nature of these symptoms, and developmental and
maintenance factors in clinical and analogue (non-clinical) samples in order to
investigate the assumption of using analogue samples to understand people with
OCD (Abramowitz, Fabricant, Taylor, Deacon, McKay, & Storch, 2014). They
supported the idea that research with analogue samples, as the current research, is
relevant to draw inferences about people with OC-related phenomena. Therefore,
in the light of these studies, the current research used a community sample to
understand the etiological factors of OCD. But, still the current study should be
replicated with a clinical sample consisting of OCD patients in order to support
these ideas and also, to understand how specific the results are to OCD, other
diagnostic categories can be used.

Moreover, since the current analyses were correlational in nature and
provided potential relationships between variables, the results do not indicate
causal directions. Furthermore, current study has cross-sectional design, which
also prohibits to draw any direct cause-effect relationship.

Procedure of data gathering can be also considered as the limitation of the
current study. Collecting data via electronic and internet sources prevent the
control of the external conditions of the participants and whether they completed

the instruments in one session or multiple sessions. As these factors could not be
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held constant, it might have had an influence on the internal validity of the study.
Another limitation of the study is related with the use of self-report instruments.
Since self-report instruments are based on person’s own reporting, they require
insight to a certain extent. Thus, some possible biases including limited awareness
about the self, cognitive biases, and social desirability might have intervened with
the person’s responses. Therefore, future studies should use other data collection

tools, such as interviews and observations to validate the self-report data.
4.7 Clinical Implications

Firstly, the adaptation of the Self-Ambivalence Measure into Turkish can
support the clinical work. In addition to research purposes, the instrument might
be used as an assessment tool during the psychotherapy process of OCD patients.
Besides, it can also be used to evaluate improvements within the therapeutic
process.

The results of this study emphasize the importance of perceived parental
attitudes, being ambivalent about self-concept, obsessive appraisals, and
maladaptive emotion regulation strategies in the development and maintenance of
obsessive-compulsive symptoms. The findings of the present study not only
highlight the cognitive and emotional domains related with OC symptoms, but
also clarify the probable origins of these symptoms. Thus, current findings have
essential implications for clinical practices by suggesting including experiences
with parents, self-perception, emotion regulation strategies, and the maladaptive
appraisals in the therapeutic process of OCD patients.

Recent cognitive behavioral formulation of OCD that combined core
features of earlier cognitive models (Clark & Purdon, 1993; Rachman, 1997,
Salkovskis, 1985) emphasized the importance of appraisals of intrusions as the
major source of anxiety, rather than the content of intrusions. It was suggested
that negative appraisals of intrusions occur as negative automatic thoughts
(Salkovskis, 1985). Salkovskis (1985) and Rachman (1997) suggested that
treatment of OCD should focus on changing the misinterpretations of the

significance of the intrusive thoughts without ignoring the behavioral techniques.
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According to the researchers only targeting the modification of intrusions might
result in temporary effect, so treatment plan should include modification of
automatic thoughts that are the consequences of intrusions. Consistently, the
current findings showing beliefs concerning inflated responsibility, intolerance for
uncertainty, perfectionism, overestimation of threat, significance of thoughts play
a central or pivotal role in obsessive-compulsivity indicate that therapeutic
strategies for treatment of OCD should aim to modify these beliefs to more
realistic and rational levels in order to decrease the OC symptoms. The current
study also revealed that different belief domains are associated with different
symptom dimensions. Therefore, clinical work may especially focus on
challenging and changing specific beliefs associated with the symptom
dimensions reported by the patients. For instance, according to current findings,
when working with patients showing more contamination symptoms, the focus
should be on beliefs on inflated responsibility, overestimation of threat,
perfectionism, and intolerance to uncertainty. On the other hand, if a patient show
only obsessional thoughts about harm, it is important to address beliefs
concerning inflated responsibility, overestimation of threat, and importance and
control of thoughts.

Even though the modification of obsessive belief domains may be an
important factor to consider for therapeutic applications, the present study also
highlights the importance of targeting maladaptive emotion regulation strategies.
The findings of the present study showed that patients who deal with negative
and/or undesired emotion by suppressing the behavioral expressions show more
OC symptoms. Therefore, therapeutic procedures of OCD should also aim to
modify underdeveloped emotion regulation strategies, by finding better ways of
clarifying, accepting, and coping with feelings that seem overwhelming. As a
therapist, it is important to validate and accept the feelings of the patients, and to
help them get a clearer vision on what their emotions are telling them (Gilbert &
Leahy, 2007). Linehan, Heard, and Armstrong (1993) showed that individuals
with under-regulated emotion system benefit from interpersonal validation in

addition to learning about emotion regulation and distress tolerance skills. It is
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also important to note that self-soothing develops as a result of internalization of
the soothing function of the protective others (Stern, 1977; cited in Gilbert &
Leahy, 2007). Likewise, Gilbert and Leahy (2007) stated that providing a safe,
supportive, and empathic environment in the therapy helps soothing automatically
generated distress. Thus, not only the techniques used, but also therapists’ overall
attitudes are important in terms of patients’ responses and ways of regulating their
emotions.

Additionally, the present study showed that ambivalent sense of self has a
a central or pivotal role in obsessive-compulsivity, indicating that therapeutic
strategies for treatment of OCD should also target the resolution of self-
ambivalence via both restructuring the irrational beliefs about self and the
interpersonal aspects of therapy, such as trust, empathy, unconditional positive
regard with the therapist. Bhar (2004) investigated the association between
changes in self-ambivalence, OCD symptoms and OCD-related belief domains
during a 16-week course of OCD specific cognitive-behavioral therapy (CBT)
with patients having a primary diagnosis of OCD. He showed that reduction in
self-ambivalence was related with reductions in obsessive-compulsive symptoms
and OCD-related belief domains. With the detailed analysis, Bhar (2004)
concluded that changes in self-ambivalence were more likely to be associated
with the growing sense of security and acceptance within the therapeutic
relationship and the adoption of new ways of thinking about oneself.

Furthermore, as the findings of the present study supported, the origins of
vulnerability factors, namely self-ambivalence, obsessive appraisals, and
underdeveloped emotion regulation, predicting OC symptoms are mostly formed
and shaped during childhood by overly protective, controlling, critical, rejecting
and expressing low emotional warmth parenting style. Salkovskis, Shafran,
Rachman, and Freeston (1999) suggested that incorporating core vulnerability
factors of OCD to the therapy process is important for the clinical progress of the
patients. Both the literature findings and the present results imply that
developmental experiences should be questioned within therapy in order not to

only modify the faulty assumptions, maladaptive coping styles but also to help
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patients meet their basic emotional needs viathe establishment of a secure
attachment with the therapist (Young, Klosko, & Weishaar, 2003).

In addition to therapy process, understanding the parental factors and
related self-concepts that make individuals more prone to develop obsessional
problems could also be used in the preparation of educational and interventional
programs for both parents and patients. Hence, parents should be educated for the
negative impacts of being overly protective, interfering with the child’s boundary
via controlling attitudes, and also the impact of being critical on the development

and maintenance of obsessive-compulsive symptoms.
4.8 Suggestions for Future Studies

The current study also suggests some ideas for future research. The sample
of the present study consists of a non-clinical community sample. Therefore, in
order to clarify the associations between factors, the current model should be
replicated in the patients who have formal OCD diagnosis and other anxiety
disorders (e.g., generalized anxiety disorders) or depression. The current study
investigated the role of parenting styles, self-ambivalence, and emotion regulation
strategies as predictors for only obsessive-compulsive symptoms. Their specificity
to obsessive-compulsive symptoms was not examined. Therefore, future studies
should investigate whether these factors are specific to OC symptoms or not, by
including other types of psychopathology groups. Furthermore, studies should
also focus on the effects of perceived parenting styles, self-ambivalence, emotion
regulation strategies, maladaptive appraisals and psychological well-being. This
would give beneficial information about protective factors even after experiencing
negative parenting from parents.

Additionally, future research should also address the issues of causality
implied in this study. Due to its cross-sectional nature, this study did not directly
test the causal links between vulnerability factors and OC symptoms. However it
is likely that the relationships may be multi-directional. Thus, in order to reach a
stronger conclusion about the wvulnerability factors underlying OCD, a

longitudinal design examining these factors at different times over time might
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provide insights that are more valuable. In addition, due to some practical and
methodological reasons, the current study included only some specific
vulnerability factors; so, the inclusion of other related variables (e.g. attachment
style, thought-action fusion) may extend the current findings.

Contrary to the literature findings which posits that cognitive reappraisal is
an adaptive way of regulating emotions (Gross, 2001); the present study found
that  cognitive reappraisal predicted contamination/washing  and
grooming/dressing subtypes of OCD, despite being a weak predictor. To our
knowledge, this is the first study to show such a relationship. Therefore, future
research might investigate the effect of cognitive reappraisal as an emotion
regulation strategy with different methodology and samples, especially, in clinical
samples. In addition, cognitive reinterpretation of individuals with OC may need
to be evaluated in depth.

Current study showed the role of perceived maternal rejection and paternal
overprotection in the development and maintenance of OC symptoms. But, it is
not clear whether their combination creates a toxic effect for psychopathology or
one of them is much more destructive. Therefore, future studies should examine
the combination effects of maternal rejection and paternal overprotection on OC
symptoms via group comparisons. Relevant findings, then, might be taken into
consideration in the educational programs for parents. Additionally, in future
studies, the investigation of the perception of same sex and opposite sex parents’
rearing attitudes may provide important information about developmental factors
related to OCD.

Additionally, self-ambivalence was found to play a crucial role in
obsessive-compulsive symptoms. In order to integrate self-ambivalence into the
therapeutic process, therapeutic approaches and strategies that effectively lead to
the resolution of self-ambivalence within the treatment process should be explored

in future research.
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APPENDICES

APPENDIX A: PILOT STUDY-QUESTIONNAIRES

INFORMED CONSENT FORM

Bu ¢alisma, Orta Dogu Teknik Universitesi Psikoloji Béliimii, Klinik
Psikoloji Doktora dgrencisi Filiz Ozekin-Unciier tarafindan, Psikoloji Béliimii
Ogretim iiyelerinden Prof. Dr. Nuray Karanci’nin danigmanliginda, tez ¢alismasi
kapsaminda yiiriitilmektedir ve katilim gontilliiliik esasina dayanmaktadir.
Ankette, sizden kimlik belirleyici higbir bilgi istenmemektedir. Cevaplariniz
tamamiyle gizli tutulacak ve sadece arastirmacilar tarafindan degerlendirilecektir;
elde edilecek bilgiler bilimsel yayimlarda kullanilacaktir.

Arastirma sonuglarinin saglikli olabilmesi i¢in verdiginiz yanitlarda
samimi olmaniz biiyiik 6nem arz etmektedir. Sorularin bagindaki yonergeleri
okuyunuz ve size en uygun segenegi isaretleyiniz. Sorular i¢in dogru ya da yanlis
cevap yoktur. Onemli olan sizin neler hissettiginiz ve diisiindiigiiniizdiir. Anket,
genel olarak kisisel rahatsizlik verecek sorulari icermemektedir. Ancak, katilim
sirasinda sorulardan ya da herhangi baska bir nedenden 6tiirii kendinizi rahatsiz
hissederseniz cevaplama isini yarida birakabilirsiniz. Bdyle bir durumda anketi
uygulayan kisiye, anketi tamamlamadiginizi sdylemek yeterli olacaktir. Anket
sonunda, bu ¢alismayla ilgili sorulariniz cevaplanacaktir. Bu calismaya
katildiginiz i¢in simdiden tesekkiir ederiz. Calisma hakkinda daha fazla bilgi
almak i¢in Psikoloji Bolimii 6gretim iiyelerinden Prof. Dr. Nuray Karanci (Oda:
B214; Tel: 210 3127; e-posta: karanci@metu.edu.tr) ya da Filiz Ozekin-Unciier
(Tel: 0535680535; e-posta: 0zekin86@yahoo.com) ile iletisim kurabilirsiniz.

Katkilariizdan dolay1 tesekkiir ederiz.
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DEMOGRAPHICAL INFORMATION FORM

1. Cinsiyetiniz: ( ) Kadin () Erkek
2. Yasmmz: .........

3. Medeni Durumunuz :
Evli( ) Bekar( ) Bosanmis( ) Dul ()

ZZR\ Y (1 (<) |

5. Egitim Durumunuz:
Ikogretim ( ) Lise ( ) Lisans ( ) Yiksek Lisans ( ) Doktora ( )

6. Egitime devam ediliyorsa, devam edilmekte olunan
BOIIM/ SINIET ..o

7. Calistyor musunuz:
() Evet (kag¢ senedir/ hangi iste): ............. [ e

8. Siz dahil ka¢ kardessiniz: ............................
9. Siz kaginci ¢ocuksunuz: .............cccoceeeenene

10. Annenizin egitim diizeyi:
( ) Okuma-yazma bilmiyor
( ) Okur-yazar
() Ilkokul
( ) Ortaokul
() Lise
() Universite
() Universite iizeri

11. Babamzin egitim diizeyi:
( ) Okuma-yazma bilmiyor
( ) Okur-yazar
() ilkokul
( ) Ortaokul
() Lise
( ) Universite
() Universite iizeri

( ) Hayir
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12. Ailenizin gelir diizeyi:
() Yiksek () Orta () Disiik

13. Yasaminmizin ¢cogunu gecirdiginiz yer:
( ) Biiyiik Sehir (istanbul/Ankara/izmir)
() Sehir

( ) Kasaba

( ) Koy

14. Su an yasadigimz yer:
( ) Aileyle/Akrabalarla birlikte
( ) Arkadaslarla evde
( ) Tek basima evde
( ) Yurtta
() Diger: oo

15. Bugiine kadar herhangi bir psikiyatrik tan1 aldimiz mu:
() Evet (belirtiniz): ........ccocvvevuieereerienenen. Hayir ()

16. Su an herhangi bir psikiyatrik ya da psikolojik destek aliyor
musunuz?
( ) Evet Hayir ()

17.16. Soruya cevbimz evet ise; tedavi tiiriiniizii su anki tedavi tiiriiniizii
belirtiniz.
() Psikoterapi (Ne kadar siiredir): ........ccccecveennenne
() Ilag tedavisi (belirtiniz): ..........ccccoevevneee.
( ) Hem psikoterapi hem ilag tedavisi
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BECK DEPRESSION INVENTORY (BDI)

Asagida gruplar halinde bazi ciimleler ve o6niinde sayilar yazilidir. Her
gruptaki ciimleleri dikkatle okuyunuz. BUGUN DAHIL, GECEN HAFTA
ICINDE kendinizi nasil hissettiginizi en iyi anlatan ciimleyi secin ve
yanindaki sikki isaretleyin. Segiminizi yapmadan once gruptaki ciimlelerin

hepsini dikkatle okuyunuz ve yalnizca bir maddeyi isaretleyin.

1.

a) Kendimi tziintili ve sikintili setmiyorum.

b) Kendimi uziintili ve sikintili hissediyorum.

) Hep tzintiili ve sikintiliyim. Bundan kurtulamiyorum.
d) O kadar uziintiili ve sikintiliyim ki artik dayanamiyorum.

2.

a) Gelecek hakkinda umutsuz ve karamsar degilim

b) Gelecek hakkinda karamsarim

c) Gelecekten bekledigim hicbir sey yok.

d) Gelecegim hakkinda umutsuzum ve sanki hichir sey diizelmeyecekmis gibi
geliyor.

3.

a) Bir¢ok seyden eskisi kadar zevk aliyorum.

b) Eskiden oldugu gibi herseyden hoslanmiyorum.

c) Artik hicbir sey bana tam anlamiyla zevk vermiyor
d) Herseyden sikiliyorum

4,

a) Kendimi basarisiz bir insan olarak gormiiyorum

b) Cevremdeki birgok Kisiden daha ¢ok basarisizliklarim olmus gibi
hissediyorum

c) Gegmisime baktigimda basarisizliklarla dolu oldugunu gérityorum
d) Kendimi timiiyle basarisiz bir kisi olarak goériiyorum.

5.

a) Kendimi herhangi bir sekilde suglu hissetmiyorum
b) Kendimi zaman zaman suglu hissediyorum

¢) Cogu zaman kendimi suglu hissediyorum

d) Kendimi her zaman suglu hissediyor
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6.

a) Baskalarindan daha kétii oldugumu sanmiyorum

b) Zayif yanlarim veya hatalarim igin kendi kendimi elestiririm
¢) Hatalarimdan dolay1 her zaman kendimi kabahatli bulurum.
d) Her aksilik karsisinda kendimi kabahatli bulurum.

7.

a) Kendimden memnunum.

b) Kendi kendimden pek memnun degilim.
c¢) Kendime ¢ok kiziyorum

d) Kendimden nefret ediyorum

8.

a) Kendimi oldiirmek gibi diistincelerim yok.

b) Zaman zaman kendimi oldiirmeyi distindiigiim oluyor, fakat yapmiyorum
c¢) Kendimi oldirmek isterdim

d) Firsatini bulsam kendimi oldiiririm

9.

a) Her zamankinden fazla icimden aglamak gelmiyor.

b) Zaman zaman i¢cimden aglamak geliyor.

c) Cogu zaman agliyorum.

d) Eskiden aglayabilirdim simdi istesem de aglayamiyorum.

10.

a) Simdi her zaman oldugumdan sinirli degilim.

b) Eskisine kiyasla daha kolay kiziyorum.

c) Simdi hep sinirliyim.

d) Bir zamanlar beni sinirlendiren seyler simdi hig sinirlendirmiyor.

11.

a) Baskalar1 ile goriismek, konusmak istegimi kaybetmedim.

b) Baskalar: ile eskisinden daha az konusmak, goriismek istiyorum.
c) Baskalar1 ile konusma ve gériisme istegimi kaybettim

d) Hig¢ kimseyle goriisiip, konusmak istemiyorum

12.

a) Eskiden oldugu kadar kolay karar verebiliyorum.

b) Eskiden oldugu kadar kolay karar veremiyorum.

c) Karar verirken eskisine kiyasla ¢ok giicliik ¢ekiyorum.
d) Artik hig karar veremiyorum.
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13.

a) Aynada kendime baktigimda bir degisiklik gérmiiyyorum.

b) Daha yaslanmisim ve ¢irkinlesmisim gibi geliyor.

¢) Goriiniisimiin ¢ok degistigini ve daha ¢irkinlestigimi hissediyorum.
d) Kendimi ¢ok ¢irkin buluyorum.

14.

a) Eskisi kadar iyi ¢alisabiliyorum

b) Birseyler yapamak igin gayret gostermek gerekiyor

c¢) Herhangi birseyi yapabilmek i¢in kendimi ¢ok zorlamama gerekiyor
d) Higbir sey yapamiyorum

15.

a) Her zamanki gibi iyi uyuyabiliyorum.

b) Eskiden oldugu gibi iyi uyuyamiyorum.

c¢) Her zamankinden bir-iki saat daha erken uyaniyorum ve tekrar
uyuyamiyorum.

d) Her zamankinden ¢ok daha erken uyaniyorum ve tekrar uyuyamryorum.

16.

a) Her zamankinden daha ¢abuk yorulmuyorum.

b) Her zamankinden daha c¢abuk yoruluyorum.

¢) Yaptigim hemen hersey beni yoruyor.

d) Kendimi higbir sey yapamayacak kadar yorgun hissediyorum.

17.

a) Istahim her zamanki gibi

b) Istahim eskisi kadar iyi degil
¢) Istahim cok azaldh.

d) Artik hi¢ istahim yok.

18.

a) Son zamanlarda kilo vermedim.
b) iki kilodan fazla kilo verdim.
c) Dort kilodan fazla kilo verdim.
d) Alt1 kilodan fazla kilo verdim.

19.

a) Sagligim beni fazla endiselendirmiyor.

b) Agri, sanci, mide bozuklugu veya kabizlik gibi rahatsizliklar beni
endiselendiriyor.

¢) Saghigim beni endiselendirdigi icin baska seyler diisiinmek zorlasiyor.
d) Saghgim hakkinda o kadar endiseliyim ki, baska hicbir sey
diistinemiyorum.
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20.

a) Son zamanlarda cinsel konulara olan ilgimde bir degisme farketmedim
b) Cinsel konularda eskisinden daha az ilgiliyim.

c) Cinsel konularda simdi ¢ok daha az ilgiliyim.

d) Cinsel konulara olan ilgimi tamamen kaybettim.

21.

a) Bana cezalandirilmisim gibi gelmiyor.
b) Cezalandirilabilecegimi seziyorum.

c) Cezalandiriimay: bekliyorum.

d) Cezalandirildigim: hissediyorum.
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SELF-AMBIVALENCE MEASURE (SAM)

Liitfen her bir maddeyi okuduktan sonra, o maddede belirtilen fikre katilma

derecenizi 4 (Tamamen Katiliyorum) ve 0 (Hi¢ Katilmiyorum) arasinda degisen

rakamlardan size uygun olanini isaretleyerek belirtiniz.

Hi¢ Katilmiyorum Katilmiyorum  Kararsizim  Katiliyorum

0 1 2 3

1. Diger insanlarin beni gergekten sevdiklerinden siiphe duyarim.

2. Kendi degerimle ilgili 6zgiivenim vardir.

3. Kendimi kisiligimin farkli yonleri arasinda dagilmis
hissederim.

4. Korkung bir sey yapabilecegimden korkarim.

5. Insan olarak kendi degerim hakkinda diisiiniiriim.

6. Stirekli olarak digerlerinin beni nasil algiladiklarini
diistiniiriim.

7. Celiskilerle dolu oldugumu hissederim..

8. Digerlerinin bana yakin olmayi ne kadar istediklerini
sorgularim.

9. Kendimi “iyi” ya da “kotii” gibi kategorilere koyarak diisiinme
egilimindeyim.

10. Kendi 6z-degerimle ilgili karisik duygularim vardir.

11. Ahlakli bir insan olup olmadigimi sorgularim.

12. Kendimi nasil gelistirebilecegimi diistiniirim.

13. Eger istemeden de olsa baskalarina zarar gelmesine izin
verirsem, bu benim giivenilmez biri oldugumu kanutlar.

14. Kendimle ilgili diistincelerimde bir ugtan digerine kayma
egilimindeyim.

15. Diger insanlar tarafindan nasil goriildiiglime dikkat ederim..
16. Diizgiin bir insan olup olmadigim konusu,siirekli zihnimi
mesgul eder.

17. Iyi mi yoksa kétii bir insan m1 oldugum konusunda siirekli
olarak kaygilanirim.

18. Ahlaki agidan 1yi ya da kotii bir insan olup olmadigimi
sorgularim .

19. Hayatta bir yerlere gelip gelemeyecegim konusunda siirekli
endiselenirim
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BECK ANXIETY INVENTORY (BAI)

Asagida insanlarin kaygili ya da endiseli olduklari zamanlarda yasadiktan bazi

belirtiler verilmistir., Litfen her maddeyi dikkatle okuyunuz. Daha sonra, her
maddedeki belirtinin BUGUN DAHIL SON BiR HAFTADIR sizi ne kadar

rahatsiz ettigini yandaki uygun yere (x) isareti koyarak belirleyiniz.

Hig Hafif Orta Ciddi
()] Diizeyde |Diizeyde | (3)
1) (2)

1.
yerinde uyusma veya

Bedeninizin herhangi bir

2. Sicak / ates basmalar:

3. Bacaklarda halsizlik, titreme

4. Gerginlik, Gevseyememe

5. Cok kotii seyler olacak korkusu
6. Bas donmesi veya sersemlik

7. Kalp carpintisi

8. Dengenizi kaybetme duygusu
9. Dehsete, korkuya kapilma

10. Sinirlilik

11. Boguluyormus gibi olma

12. Ellerde titreme
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Hig

©)

Hafif
Diizeyde
(1)

Orta
Diizeyde
(2)

Ciddi
(3)

13. Titreklik, huzursuzluk

14. Kontrolii kaybetme korkusu

15. Nefes almada giigliik

16. Oliim korkusu

17. Korku i¢inde olma hissi

18. Midede hazimsizlik ya da
rahatsizlik hissi

19. Bayaginlik hissi

20. Yuz kizarmasi

21. Terleme (sicakhga bagh
olmayan)
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EYSENCK PERSONALITY QUESTIONNAIRE-REVISED &
ABBREVIATED (EPQR-A)

Yonerge: Liitfen asagidaki her bir soruyu, ‘Evet’ yada ‘Hayir't
yuvarlak igine alarak cevaplayiniz. Dogru veya yanls cevap ve
celdirici soru yoktur. Hizli cevaplayiniz ve sorularin tam anlamlari ile

ilgili ok uzun diisiinmeyiniz.

1. Duygu durumunuz siklikla mutlulukla mutsuzluk arasinda [Evet [Hayir

2. Konuskan bir kisi misiniz? Evet Hayir
3. Borglu olmak sizi endiselendirir mi? Evet Hayir
4. Oldukga canl bir Kisi misiniz? Evet [Hayir
5. Hig¢ sizin payiniza diisenden fazlasim alarak aggozlhilik |[Evet |[Hayir
yaptiginiz

6. Garip yada tehlikeli etkileri olabilecek ilaglari kullanir Evet [Hayir
7. Aslinda kendi hataniz oldugunu bildiginiz birseyi Evet [Hayir

yapmakla hi¢ baska

8. Kurallara uymak yerine kendi bildiginiz yolda gitmeyi mi  [Evet [Hayir

tercih

9. Sikhkla kendinizi her seyden bikmis hisseder misiniz? Evet [Hayir

10. Hi¢ baskasina ait olan bir seyi (toplu igne veya diigme |[Evet [Hayir

bile olsa)

11. Kendinizi sinirli bir kisi olarak tanimlar misimz? Evet [Hayir

12. Evliligin modas1 ge¢mis ve kaldirilmasi gereken bir sey [Evet [Hayir

oldugunu

13. Oldukga sikict bir partiye kolaylikla canlilik getirebilir Evet [Hayir

14. Kaygih bir kisi misiniz? Evet [Hayir
15. Sosyal ortamlarda geri planda kalma egiliminiz var Evet Hayir
16. Yaptiginiz bir iste hatalar oldugunu bilmeniz sizi Evet Hayir
17. Herhangi bir oyunda hig hile yaptiniz mi? Evet Hayir
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18. Sinirlerinizden sikayetci misiniz? Evet Hayir
19. Hi¢ baska birini kendi yarariniza kullandiniz mi? Evet [Hayir
20. Baskalanyla birlikte iken ¢ogunlukla sessiz misinizdir? [Evet Hayir
21. Sik sik kendinizi yalniz hisseder misiniz? Evet [Hayir
22. Toplum kurallarina uymak, kendi bildiginizi yapmaktan [Evet [Hayir
daha mu iyidir?

23. Diger insanlar sizi ¢ok canl biri olarak diistiniirler mi?  [Evet [Hayir
24. Baskasina onerdiginiz seyleri kendiniz her zaman Evet Hayir
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ROSENBERG SELF-ESTEEM SCALE (RSES)

Asagida 10 ifade yer almaktadir. Yine asagidaki 1-4’lii 6l¢egi kullanarak, her
bir maddeye ne kadar katildiginizi gosteren rakami yuvarlak igine alarak

belirtiniz. Cevaplarinizda liitfen agik ve diiriist olunuz. 4’11 6l¢ek soyledir:

1 = Tamamen katiliyorum
2 = Katiliorum
3 = Katilmiyorum

4 = Tamamen Katilmiyorum

1. Kendimi en az diger insanlar kadar degerli buluyorum 1
2. Bircok olumlu 6zelligimin oldugunu diisiiniiyorum 1
3. Genelde kendimi basarisiz bir kisi olarak gérme egilimindeyim 1
4. Bende ¢ogu insan gibi isleri iyi yapabilirim 1
5. Kendimle gurur duyacak fazla birsey bulamiyorum

6. Kendime karsi olumlu bir tutum i¢indeyim

7. Genel olarak kendimden memnunum

8. Kendime kars1 daha fazla saygi duyabilmeyi isterdim

9. Bazi zamanlar, kesinlikle bir ise yaramadigimi diistiniiyorum
10. Baz1 zamanlar, hi¢ yeterli biri olmadigimi diistinliyorum

el e e
MO NNNONNNDNNND DN
WwWwWwwwowowwawow
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SHORT-EMBU (EGNA MINNEN BETTRAFENDE UPPFOSTRAN- MY
MEMORIES OF UPBRINGING)

Asagida ¢ocuklugunuz ile ilgili baz1 ifadeler yer almaktadir.

Anketi doldurmadan o6nce asagidaki yonergeyi litfen dikkatle okuyunuz:

1. Anketi doldururken, anne ve babanizin size kars1 olan davranislarini
nasil algiladiginizi hatirlamaya ¢alismaniz gerekmektedir. Anne ve babanizin
¢ocukken size kars1 davranislarini tam olarak hatirlamak bazen zor olsa da,
her birimizin ¢ocuklugumuzda anne ve babamizin kullandiklar: prensiplere
iliskin baz1 anilarimiz vardir.

2. Her bir soru i¢in anne ve babanizin size kars1 davranislarina uygun
secenegi yuvarlak icine alin. Her soruyu dikkatlice okuyun ve muhtemel
cevaplardan hangisinin sizin igin uygun cevap olduguna karar verin. Sorular

anne ve babaniz igin ayr1 ayri cevaplayin.

Ornegin;

Annem ve babam bana iyi davranirlardi

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4
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1. Anne ve babam, nedenini soylemeden bana kizarlardi ya da ters davranirlardi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
Zaman sirada Zaman
Baba 1 2 3 4
Anne 1 2 3 4
2. Anne ve babam beni overlerdi.
Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
Zaman sirada Zaman
Baba 1 2 3 4
Anne 1 2 3 4

3. Anne ve babamin yaptiklarim konusunda daha az endiseli olmasini isterdim.

Hayir, hicbir Evet, arada | Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

4. Anne ve babam bana hak ettigimden daha ¢ok fiziksel ceza verirlerdi

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4
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5. Eve geldigimde, anne ve babama ne yaptigimin hesabin1 vermek zorundaydim.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

6. Anne ve babam ergenligimin uyarici, ilging ve egitici olmasi igin galisirlardi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

7. Anne ve babam, beni baskalarinin oniinde elestirirlerdi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

8. Anne ve babam, bana birsey olur korkusuyla baska ¢ocuklarin yapmasina izin

verilen seyleri yapmamu yasaklarlardi.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4
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9. Anne ve babam, herseyde en iyi olmam i¢in beni tesvik ederlerdi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

10. Anne ve babam davraniglari ile, 6rnegin ilizgiin goriinerek, onlara kotii

davrandigim i¢in kendimi suglu hissetmeme neden olurlard.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

11. Anne ve babamin bana birsey olacagina iliskin endiseleri abartiliydi.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

12. Benim i¢in birgeyler kotii gittiginde, anne ve babamin beni rahatlatmata ve

yiireklendirmeye calistigini hissettim.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4
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13. Bana ailenin “yiiz karas1” ya da “glinah kegisi” gibi davranilirdi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

14. Anne ve babam, sozleri ve hareketleriyle beni sevdiklerini gdsterirlerdi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

15. Anne ve babamin, erkek ya da kiz kardesimi(lerimi) beni sevdiklerinden daha

¢ok sevdiklerini hissederdim.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

16. Anne ve babam, kendimden utanmama neden olurlarda.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4
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17. Anne ve babam, pek fazla umursamadan, istedigim yere gitmeme izin

verirlerdi.
Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4
18. Anne ve babamin, yaptigim herseye karistiklarini hissederdim.
Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

19. Anne ve babamla, aramda sicaklik ve sevecenlik oldugunu hissederdim.

Hayir, hicbir Evet, arada Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

20. Anne ve babam, yapabileceklerim ve yapamayacaklarimla ilgili kesin sinirlar

koyar ve bunlara titizlikle uyarlardi.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

232




21. Anne ve babam, kii¢lik kabahatlarim i¢in bile beni cezalandirirlardi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

22. Anne ve babam, nasil giyinmem ve goriinmem gerektigi konusunda karar

vermek isterlerdi.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

23. Yaptigim birseyde basarili oldugumda, anne ve babamin benimle gurur

duyduklarini hissederdim.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

233




APPENDIX B: MAIN STUDY- QUESTIONNAIRES

INFORMED CONSENT FORM

Bu ¢aligma, Orta Dogu Teknik Universitesi Psikoloji Boliimii, Klinik Psikoloji
Doktora dgrencisi Filiz Ozekin-Unciier tarafindan, Psikoloji Boliimii dgretim
tiyelerinden Prof. Dr. Nuray Karanci’nin danigsmanliginda, tez ¢alismasi
kapsaminda yiiriitilmektedir ve katilim goniilliiliik esasina dayanmaktadir.
Ankette, sizden kimlik belirleyici higbir bilgi istenmemektedir. Cevaplariniz
tamamiyle gizli tutulacak ve sadece arastirmacilar tarafindan degerlendirilecektir;
elde edilecek bilgiler bilimsel yayimlarda kullanilacaktir.

Arastirma sonuglariin saglikli olabilmesi i¢in verdiginiz yanitlarda samimi
olmaniz biiyiik 6nem arz etmektedir. Sorularin basindaki yonergeleri okuyunuz ve
size en uygun secenegi isaretleyiniz. Sorular i¢in dogru ya da yanlis cevap yoktur.
Onemli olan sizin neler hissettiginiz ve diisiindiigiiniizdiir. Anket, genel olarak
kisisel rahatsizlik verecek sorular1 igermemektedir. Ancak, katilim sirasinda
sorulardan ya da herhangi baska bir nedenden 6tiirii kendinizi rahatsiz
hissederseniz cevaplama isini yarida birakabilirsiniz. Boyle bir durumda anketi
uygulayan kisiye, anketi tamamlamadiginizi sdylemek yeterli olacaktir. Anket
sonunda, bu ¢aligmayla ilgili sorulariz cevaplanacaktir. Bu ¢aligmaya
katildiginiz i¢in simdiden tesekkiir ederiz. Calisma hakkinda daha fazla bilgi
almak i¢in Psikoloji Bolimi 6gretim iiyelerinden Prof. Dr. Nuray Karanci (Oda:
B214; Tel: 210 3127; e-posta: karanci@metu.edu.tr) ya da Filiz Ozekin-Unciier
(Tel: 0535680535; e-posta: 0zekin86@yahoo.com) ile iletisim kurabilirsiniz.

Katkilarmizdan dolay1 tesekkiir ederiz.
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DEMOGRAPHICAL INFORMATION FORM

1. Cinsiyetiniz: ( ) Kadin ( ) Erkek
2. Yasmz: .........

3. Medeni Durumunuz :
Evli( ) Bekar( ) Bosanmis( ) Dul ()

7 LY (X 1<) < S

5. Egitim Durumunuz:
[Ikogretim () Lise ( ) Lisans ( ) Yiiksek Lisans ( ) Doktora ( )

6. Egitime devam ediliyorsa, devam edilmekte olunan
BOIIM/ SINIET oo

7. Cahistyor musunuz:
() Evet (kag¢ senedir/ hangi iste): ............. [ e, ( ) Hayir

8. Siz dahil ka¢ kardessiniz: ............................
9. Siz kacinci ¢cocuksunuz: .............cccceeeeeee.

10. Annenizin egitim diizeyi:
( ) Okuma-yazma bilmiyor
( ) Okur-yazar
() Ilkokul
( ) Ortaokul
() Lise
( ) Universite
() Universite iizeri

11. Babamizin egitim diizeyi:
( ) Okuma-yazma bilmiyor
( ) Okur-yazar
() Ilkokul
( ) Ortaokul
() Lise
( ) Universite
() Universite lizeri
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12. Ailenizin gelir diizeyi:
() Yiksek () Orta () Disik

13. Yasaminizin ¢ogunu ge¢irdiginiz yer:
( ) Biiyiik Sehir (Istanbul/Ankara/izmir)

( ) Sehir
( ) Kasaba

( ) Koy

14. Su an yasadiginiz yer:

( ) Aileyle/Akrabalarla birlikte
( ) Arkadaslarla evde

( ) Tek basima evde

( ) Yurtta

() Diger: oo

15. Bugiine kadar herhangi bir psikiyatrik tan1 aldiniz mi:

() Evet (belirtiniz): ......cccovevveveiecee

16. Su an herhangi bir psikiyatrik ya da psikolojik destek aliyor musunuz?

( ) Evet Hayir ()

17. 16. Soruya cevbiniz evet ise; tedavi tlirlinlizli su anki tedavi tiiriiniizi

belirtiniz.

() Psikoterapi (Ne kadar siiredir): ........cccceuerunnee.
() Tlag tedavisi (belirtiniz): ............cocoveveeee....

( ) Hem psikoterapi hem ilag tedavisi
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TURKISH VERSION OF THE SELF-AMBIVALENCE MEASURE
(SAM-T)

Liitfen her bir maddeyi okuduktan sonra, o maddede belirtilen fikre

katilma derecenizi 4 (Tamamen Katiliyorum) ve 0 (Hi¢ Katilmiyorum) arasinda

degisen rakamlardan size uygun olanini isaretleyerek belirtiniz.

Tamamen
Hig Katilmiyorum Kararsizim Katiliyorum  Katiliyorum
Katilmiyorum
0 1 2 3 4

1. Diger insanlarin beni gergekten sevdiklerinden siiphe duyarim 0123
2. Degerli oldugum konusunda endiselerim vardir 0123
3. Kendimi kisiligimin farkli yonleri arasinda dagilmis 0123
hissederim
4. Korkung bir sey yapabilecegimden korkarim 0123
5. Insan olarak kendi degerim hakkinda diisiiniiriim 0123
6. Stirekli olarak digerlerinin beni nasil algiladiklarini diigiiniirim 0123
7. Celiskilerle dolu oldugumu hissederim 0123
8. Digerlerinin bana yakin olmay1 ne kadar istediklerini 0123
sorgularim
9. Kendimi “iyi” ya da “kotii” gibi kategorilere koyarak diisiinme 0123
egilimindeyim
10. Kendi 6z-degerimle ilgili karisik duygularim vardir 0123
11. Ahlakl1 bir insan olup olmadigimi sorgularim 0123
12. Kendimi yeteri kadar gelistirdim mi diye siirekli diistinlirim 0123
13. Eger istemeden de olsa baskalarina zarar gelmesine izin 0123
verirsem, bu benim giivenilmez biri oldugumu kanitlar
14. Kendimle ilgili diisiincelerimde bir ugtan digerine kayma 0123
egilimindeyim
15. Diger insanlar tarafindan nasil goriildiigiime dikkat ederim 0123
16. Diizgiin bir insan olup olmadigim konusu,siirekli zihnimi 0123
mesgul eder
17. Iyi mi yoksa k&tii mii bir insan oldugum konusunda siirekli 0123
olarak kaygilanirim
18. Ahlaki ag¢idan iyi ya da kotii bir insan olup olmadigimi 0123
sorgularim
19. Hayatta bir yerlere gelip gelemeyecegim konusunda stirekli 0123

endiselenirim
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EMOTION REGULATION QUESTIONNAIRE

Litfen her maddeyi okuduktan sonra, o maddede belirtilen fikre katilma

derecenizi

7 (Tamamen Kat:zlzyorum) ve 1 (Hi¢ Kazilmiyorum) arasinda degisen

rakamlardan size uygun olanini isaretleyerek belirtiniz.

1 - Hi¢ Katilmiyorum, 2 - Katilmiyorum, 3 - Biraz katilmiyorum, 4 - Kararsizim,

5 - Biraz katihyorum, 6 - Katihyorum, 7 - Tamamen Katiliyorum

Tamamen

Katiliyorum

1- lginde bulundugum duruma gore diisiinme
seklini degistirerek duygularimi kontrol ederim.

—| Hig¢ Katilmiyorum

\‘

2- Olumsuz duygularimin az olmasini
istersem, durumla ilgili disinme seklimi
degistiririm.

3- Olumlu duygularimin fazla olmasin:
istedigim zaman duruma ilgili diisiinme seklimi
degistiririm.

4-  Olumlu duygularimin fazla olmasini
istersem (mutluluk veya eglence)
diisiindigiim seyi degistiririm.

5- Olumsuz duygularimin az olmasin: istersem
(kotii hissetme veya kizginlik gibi) disiindiigiim
seyi degistiririm.

6- Stresli bir durumla karsilastigimda, bu
durumu sakin kalmami saglayacak sekilde
diisiinmeve calisinm

7- Duygularim: ifade etmeyerek kontrol ederim.

8- Olumsuz duygular hissettigimde onlar1 ifade
etmedigimden emin olmak isterim

9- Duygularim: kendime saklarim.

10- Olumlu duygular hissettigimde onlar:
ifade etmemeye dikkat ederim
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REVISED VERSION OF THE OBSESSIVE-COMPULSIVE BELIEFS
QUESTIONNAIRE (OBQ-44)

Bu envanterde, insanlarin zaman zaman takindiklar1 bir dizi tutum ve inanis
siralanmugtir. Her bir ifadeyi dikkatlice okuyunuz ve ifadeye ne kadar katilip
katilmadginizi belirtiniz.

Her bir ifade i¢in, nasil diisiindiigiiniizii en iyi tanimlayan cevaba karsilik gelen
rakami seginiz. Insanlar birbirinden farkli oldugu i¢in envanterde dogru veya
yanlis cevap yoktur.

Sunulan ifadenin, tipik olarak yasama bakis aciniz yansitip yansitmadigina karar

vermek i¢in sadece ¢ogu zaman nasil oldugunuzu g6z 6niinde bulundurunuz.

Derecelendirme i¢in asagidaki 6lgegi kullaniniz:

1 2 3 4 5 6 7
Kesinlikle Katilmiyorum  Biraz Ne katiiyorum Biraz Katiltyorum Tamamen
Katilmiyorum Katilmiyorum Ne katiimiyorum Katiliyorum Katiliyorum

Derecelendirme yaparken, ol¢ekteki orta degeri isaretlemekten (4)
kaginmaya c¢alisiniz; bunun yerine, inanis ve tutumlarinizla ilgili ifadeye

genellikle katihp katilmadiginiz: belirtiniz.

1. Siklikla cevremdeki seylerin tehlikeli oldugunu 1234pFp
diistintirim
2. Birseyden tamamiyla emin degilsem, kesin hata 1234516

yaparim?

3. Benim standartlarima goére, hersey milkemmel olmahdir(1 2 3 4 5 |6

4. Degerli biri olmam igin yaptigim herseyde 1234516
miikemmel olmahyim
5. Herhangi bir firsat buldugumda, olumsuz 1234516

seylerin gergeklesmesini 6nlemek igin
harekete gegmeliyim

6. Zarar verme/gérme olasihgi ¢ok az olsa bile, bedeline 1 2 3 4 5 |6
olursa olsun onu engellemeliyim

7. Bana gore, kotii/uygunsuz diirtiilere sahip olmak 1234516
aslinda onlarn gerceklestirmek kadar kotiidiir
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8. Bir tehlikeyi 6nceden gormeme karsin bir harekette
bulunmazsam, herhangi bir sonug i¢in suglanacak kisi
konumuna ben diiserim.

9. Birseyi miikemmel bigimde
yapamayacaksam hi¢ yapmamaliyim.

10. Her zaman sahip oldugum tiim potansiyelimi
kullanmaliyim.

11. Benim igin, bir durumla ilgili tim olas: sonuglar
diisiinmek ¢cok 6nemlidir

12. En ufak hatalar bile, bir isin tamamlanmadig: anlamina
gelir

13. Sevdigim insanlarla ilgili saldirgan diisiincelerim
veya durtiilerim varsa, bu gizlice onlar incitmeyi
istedigim anlamina gelir.

14. Kararlarimdan emin olmaliyim.

15. Her tirli giinliik aktivitede, zarar vermeyi
engellemede basarisiz olmak kasten zarar vermek
kadar kotadiir.

16. Ciddi problemlerden (6rnegin, hastalik veya kazalar)
kacinmak, benim agimdan siirekli bir caba gerektirir.

17. Benim igin, zarar1 6nlememek zarar vermek kadar
kotiidiir.

18. Bir hata yaparsam iiziintili olmaliyim.

19. Digerlerinin, kararlarim veya davraniglarimdan
dogan herhangi bir olumsuz sonugtan korundugundan
emin olmaliyim.

20. Benim igin, hersey miikemmel olmazsa isler
yolunda sayilmaz.

21. Mistehcen diistincelerin akhmdan gegmesi ¢ok
kotii bir insan oldugum anlamina gelir.

22. Ilave dénlemler almazsam, ciddi bir felaket
yasama veya felakete neden olma ihtimalim, diger
insanlara kiyasla daha fazladir.

23. Kendimi giivende hissetmek i¢in, yanhs gidebilecek
herhangi bir seye kars1 olabildigince hazirlikli olmaliyim.

24. Tuhaf veya igren¢ diisiincelerim olmamal.

25. Benim igin, bir hata yapmak tamamen basarisiz
olmak kadar koétidiir.

26. En 6nemsiz konularda bile hersey agik ve net
olmalidr.

27. Din karsit1 bir diistinceye sahip olmak, kutsal
sevlere karsi saygisiz davranmak kadar kotudiir.
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28. Zihnimdeki tiim istenmeyen diisiincelerden
kurtulabilmeliyim.

29. Diger insanlara kiyasla, kendime veya baskalarina
kazara zarar vermem daha muhtemeldir.

30. Kotii diistincelere sahip olmak tuhaf veya
anormal biri oldugum anlamina gelir.

31. Benim igin 6nemli olan seylerde en iyi olmaliyim.

32. istenmeyen bir cinsel diisiince veya gériintiiniin
aklima gelmesi onu gercekten yapmak istedigim.

33. Davranislarimin olasi bir aksilik izerinde en kiigiik
bir etkisi varsa sonuctan ben sorumluyum demekitir.

34. Dikkatli olsam da kotii seylerin olabilecegini
siklikla dusunuram.

35. Istenmeyen bigimde zihnimde beliren diisiinceler,
kontroli kaybettigim anlamina gelir.

36. Dikkatli olmadigim takdirde zarar verici hadiseler
yasanabilir.

37. Birsey tam anlamiyla dogru yapilincaya kadar
uzerinde calismaya devam etmeliyim.

38. Siddet igerikli diistincelere sahip olmak,
kontrolii kaybedecegim ve siddet gosterecegim
anlamina gelir.

39. Benim i¢in bir felaketi 6nlemekte basarisiz olmak ona
sebep olmak kadar kotadiir.

40. Bir isi miikemmel bigimde yapmazsam insanlar
bana saygi duymaz.

41. Yasamimdaki siradan deneyimler bile tehlike doludur.

42. Kotii bir diisiinceye sahip olmak, ahlaki agidan
kotii bir sekilde davranmaktan ¢ok da farkh degildir.

43. Ne yaparsam yapayim, yaptigim is yeterince iyi
olmayacakitir.

44. Distincelerimi kontrol edemezsem cezalandirilirim.
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SHORT-EMBU (MY MEMORIES OF UPBRINGING)

Asagida ¢ocuklugunuz ile ilgili bazi ifadeler yer almaktadir.

Anketi doldurmadan o6nce asagidaki yonergeyi litfen dikkatle okuyunuz:

1. Anketi doldururken, anne ve babanizin size kars1 olan davranislarin
nasil algiladiginiz1 hatirlamaya ¢alismaniz gerekmektedir. Anne ve babanizin
cocukken size kars1 davraniglarini tam olarak hatirlamak bazen zor olsa da,
her birimizin ¢ocuklugumuzda anne ve babamizin kullandiklar: prensiplere
iliskin bazi anilarimiz vardir.

2. Her bir soru i¢in anne ve babanizin size kars1 davranislarina uygun
secenegi yuvarlak icine alin. Her soruyu dikkatlice okuyun ve muhtemel
cevaplardan hangisinin sizin i¢in uygun cevap olduguna karar verin. Sorular

anne ve babaniz i¢in ayr1 ayri cevaplayin.

Ornegin;
Annem ve babam bana iyi davranirlard:

Hayr, hicbir Evet, arada | Evet, sik sik | Evet, cogu
Zaman sirada Zaman
Baba 1 2 3
Anne 1 2 3

1. Anne ve babam, nedenini séylemeden bana kizarlard: ya da ters
davranirlardi.

Hayir, hicbir Evet, arada | Evet, sik sik | Evet, cogu
Zaman sirada Zaman
Baba 1 2 3
Anne 1 2 3

242



2. Anne ve babam beni Overlerdi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 3
Anne 3

3. Anne ve babamin yaptiklarim konusunda daha az endiseli olmasini isterdim.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 3
Anne 3

4. Anne ve babam bana hak ettigimden daha ¢ok fiziksel ceza verirlerdi

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 3
Anne 3

5. Eve geldigimde, anne ve babama ne yaptigimin hesabin1 vermek

zorundaydim.
Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
Zaman sirada Zaman
Baba 3
Anne 3

6. Anne ve babam ergenligimin uyarici, ilging ve egitici olmasi i¢in ¢aligirlardi.

Hayir, higbir Evet, arada | Evet, sik sik | Evet, cogu
Zaman sirada Zaman
Baba 3
Anne 3
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7. Anne ve babam, beni baskalarinin 6niinde elestirirlerdi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 3
Anne 1 3

8. Anne ve babam, bana birsey olur korkusuyla baska ¢cocuklarin yapmasina izin

verilen seyleri yapmamu yasaklarlardi.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 3
Anne 1 3

9. Anne ve babam, herseyde en iyi olmam i¢in beni tesvik ederlerdi.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 3
Anne 1 3

10. Anne ve babam davranislari ile, 6rnegin lizgiin goriinerek, onlara kotii
davrandigim i¢in kendimi suclu hissetmeme neden olurlardi.

Hayir, higcbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 3
Anne 1 3

11. Anne ve babamin bana birsey olacagina iligkin endiseleri abartiliydi.

Hayir, higcbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 3
Anne 1 3
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12. Benim ig¢in birgeyler kotii gittiginde, anne ve babamin beni rahatlatmata ve
yiireklendirmeye ¢alistigini hissettim.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

13. Bana ailenin “yiiz karas1” ya da “giinah kegisi” gibi davranilirdu.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4
14. Anne ve babam, s6zleri ve hareketleriyle beni sevdiklerini gosterirlerdi.
Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4

15. Anne ve babamin, erkek ya da kiz kardesimi(lerimi) beni sevdiklerinden daha
¢ok sevdiklerini hissederdim.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
Zaman sirada Zaman
Baba 1 2 3 4
Anne 1 2 3 4

16. Anne ve babam, kendimden utanmama neden olurlardi.

Hayr, hicbir | Evet, arada | Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3 4
Anne 1 2 3 4
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17. Anne ve babam, pek fazla umursamadan, istedigim yere gitmeme izin

verirlerdi.
Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
Zaman sirada zaman
Baba 1 2 3
Anne 1 2 3

18. Anne ve babamin, yaptigim herseye karistiklarini hissederdim.

Hayir, hicbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3
Anne 1 2 3

19. Anne ve babamla, aramda sicaklik ve sevecenlik oldugunu hissederdim.

Hayir, hicbir Evet, arada | Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 1 2 3
Anne 1 2 3

20. Anne ve babam, yapabileceklerim ve yapamayacaklarimla ilgili kesin sinirlar

koyar ve bunlara titizlikle uyarlardi.

Hayir, hicbir Evet, arada | Evet, sik sik | Evet, cogu
Zaman sirada Zaman
Baba 1 2 3
Anne 1 2 3

21. Anne ve babam, kiiciik kabahatlarim igin bile beni cezalandirirlardi.

Hayir, hicbir Evet, arada | Evet, sik sik | Evet, cogu
Zaman sirada Zaman
Baba 1 2 3
Anne 1 2 3
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22. Anne ve babam, nasil giyinmem ve goriinmem gerektigi konusunda karar

vermek isterlerdi.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada Zaman
Baba 3
Anne 3

23. Yaptigim birseyde basarili oldugumda, anne ve babamin benimle gurur
duyduklarini hissederdim.

Hayir, higbir Evet, arada |Evet, sik sik | Evet, cogu
zaman sirada zaman
Baba 3
Anne 3
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PADUA INVENTORY- Washington State University Revision (PI-WSUR)

Asagida ifadeler, giinliik hayatta herkesin karsilagabilecegi diistince ve davranislar
ile ilgilidir. Her bir ifade i¢in, bu tiir diigiince ve davraniglarin sizde yaratacagi
rahatsizlik dlizeyini géz Oniine alarak size en uygun olan cevabi seginiz.

Cevaplarimizi asagidaki gibi derecelendiriniz:

0 =Hi¢ 1 =Biraz 2 = Oldukc¢a 3=Cok 4 =Cok Fazla

N1 Oldukca
»| Cok Fazla

=1 Biraz

irflendisini hissederim
2. Viicut sivilan (ter, tikirik, idrar gibi) ile en ufak
bir temasin bile giysilerimi kirletecegini diistiniiriim.
3. Bir nesneye yabancilarin yada bazi kimselerin [0 1
dokundugunu biliyorsam, ona dokunmakta
zorlanirim.
4. Coplere veya kirli seylere dokunmakta 0 1 2 3 4
zorlanirim.
5. Kirlenmekten ya da hastalanmaktan korktugum 10 1 2 3 4
licin umumi tuvaletleri kullanmakta kaginirim.
6. Hastaliklardan veya kirlenmekten korktugum 0 1 2 3 4
licin umumi telefonlan kullanmaktan kaginirim.
7. Ellerimi gerektiginden daha sik ve dahauzun |0 1 2 3 4
siire yikarim.
8. Bazen kendimi, sirf kirlenmis olabilecegimyadalo0 1 2 3 4
[pis oldugum diisiincesiyle yikanmak ya da
temizlenmek zorunda hissediyorum.
9. Mikrop bulagmis veya kirli oldugunu 0 1 2 3 4
diistindigiim bir seye dokunursam hemen
yikanmam veya temizlenmem gerekir.
10. Bir hayvan bana degerse kendimi kirli 0 1 2 3 4
[hissederim ve hemen yikanmam yada elbiselerimi
degistirmem gerekir.
11. Giyinirken, soyunurken ve yikanirken kendimi |0 1 2 3 4
[belirli bir sira izlemek zorunda hissederim.
12. Uyumadan once bazi seyleri bellibirsirayla |0 1 2 3 4
yapmak zorundayim.

w| w]| Cok

)
I
1. Paraya dokundugum zaman ellerimin 0
0

=
N
IS

N
w
I
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13. Yatmadan o6nce, kiyafetlerimi 6zel bir sekilde [0
asmali yada katlamaliyim.

14. Dogru diiriist yapildigint diisiinebilmem i¢cin =~ |0
yvaptiklarimi bir ka¢ kez tekrarlamam gerekir.

15. Baz1 seyleri gereginden daha sik kontrol etme [0
egilimindeyim.

16. Gaz ve su musluklarini, elektrik diigmelerini [0
[kapattiktan sonra tekrar tekrar kontrol ederim.

17. Diizgiin kapatilhip kapatiimadiklarindan emin |0
olmak i¢ineve doniip kapilari, pencereleri ve
cekmeceleri kontrol ederim.

18. Dogru doldurdugumdan emin olmak igin 0
formlari, evraklari, ve ¢ekleri ayrintili olarak tekrar
tekrar kontrol ederim.

19. Kibrit, sigara vb’nin iyice sondirildigiini 0
gormek icin siirekli geri donerim.

20. Elime para aldigim zaman birkac kez tekrar |0
Sayariil.

21. Mektuplart postalamadan 6nce bir cok kez 0
dikkatlice kontrol ederim.

22. Aslinda yaptigimi bildigim halde, bazen 0
yapmis oldugumdan emin olamam.

23. Okurken, onemli bir seyi kagirdigimdan dolay: [0
geri donmem, ve aym1 pasaji iki veya ii¢ kez
okumam gerektigi izlenimine kapilirim.

24. Dalginligimin ve yaptigim kiigiik hatalarin 0
felaketle sonuclanacagini hayal ederim.

25. Bilmeden birini incittigim konusunda ¢ok fazla |0
diistiniliriim veya endiselenirim.

26. Bir felaket oldugunu duydugum zaman onun |0
bir sekilde benim hatam oldugunu diistintirim.

27. Bazen sebepsiz yere kendime zarar verdigime |0
veya bir hastaligim olduguna dair fazlaca
endiselenirim.

28. Bigak, hancer ve diger sivri uglu nesneleri 0
ocordiigiimde rahatsiz olur ve endiselenirim.

29. Bir intihar veya cinayet vakasi duydugumda, |0
uzun sire tziilir ve bu konuda diistinmekten
kendimi alamam.

30. Mikroplar ve hastaliklar konusunda gereksiz [0
endiseler yaratirim.

31. Bir kopriiden veya ¢ok yiiksek bir pencereden |0
asag1 baktigimda kendimi bosluga atmak igin bir
diirti hissederim.
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32. Yaklasmakta olan bir tren gordiigiimde, bazen [0
kendimi trenin altina atabilecegimi diistiniiriim.

33. Baz1 belirli anlarda umuma agik yerlerde 0
kiyaferlerimi yirtmak i¢in asir1 bir istek
duyarim.

34. Araba kullanirken, bazen arabayi birinin veya |0
[bir seyin lizerine siirme diirtiisii duyarim.

35. Silah gormek beni heyecanlandirir ve siddet |0
iceren distinceleri aklima getirir.

36. Bazen higbir neden yokken bir seyleri kirma ve|0
zarar verme ihtiyaci hissederim.

37. Bazen isime yaramasa da, baskalarina ait olan|0
seyleri calma diirtiisii hissederim.

38. Bazen siipermarketten bir sey ¢almak igin 0
lkars1 konulmaz bir istek duyarim.

39. Bazen savunmasiz ¢ocuklara ve hayvanlara |0
zarar vermek icin bir dirtii hissederim.
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APPENDIX C

TURKISH SUMMARY

GIRIS

Obsessif-Kompulsif Bozukluk (OKB), kisinin giinlik hayati ve
islevselliginde belirgin bozulmaya yol acan obsesyonlar ve bunlara eslik eden
kompulsiyonlarin varlig ile karakterize kronik bir psikiyatrik bozukluktur (DSM-
V: American Psychological Association (APA), 2013). Siklik g¢alismalarinda,
Obsessif Kompulsif Bozuklugun % 2,5 oranla, major depresyon, fobi ve madde
bagimliligindan sonra dordiincii en sik rastlanan psikiyatrik bozukluk oldugu
belirlenmistir (Weismann, Bland, Canino, Greenwald et. al., 1994).

Obsesyon, belirgin stres ve kaygiya sebep olan girici (intriisif), ego-
distonik, 1srarli istem dis1 diisiince, imge ya da diirtiiler ve bunlarin etkisini
baskilama ya da notrleme motivasyonu olarak tanimlanmistir. Kompulsiyon ise;
obsesyondan kaynakli gerilimi azaltmak veya korkulan sonuclari engellemek
amactyla yapilan acgik (6rn; el yikama) ya da ortiik (6rn; diisiincenin yer
degistirilmesi) bicimde ortaya ¢ikan tekrar edici, stereotipik davraniglardir. DSM-
V’de, kompulsiyonlarin sadece davranigsal degil zihinsel de olabilecegi ve kisinin
bunlarin asirih@ ya da anlamsizligmi kabul ettigi belirtilmistir. Obsessif-
kompulsif bozukluk tanist i¢in gerekli bir diger Olciit de obsesyon ve
kompulsiyonlarin zamanin bosa harcanmasina neden olmasi (e.g. glinde bir
saatten fazla) ya da kisinin olagan giinlik islerini ya da iliskilerindeki
islevselligini 6nemli Slgiide etkilemesidir. Ayrica bagka bir eksen-1 bozuklugu
varsa obsesyon ya da kompulsiyonlarin igeriginin bununla sinirli olmamasi
gerektigi vurgulanmistir (APA, 2013). Epidemiyoloji aragtirmalarinda, obsessif-
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kompulsif bozuklugun baslangi¢ yasinin erken yetigkinlik (18-24 yas) donemine
denk geldigi ve kadin erkek arasindaki dagilimin esit oldugu saptanmistir (Karno
& Golding, 1991; Ruscio, Stein, Chiu, & Kessler, 2010). Bunlara ek olarak,
yapilan meta-analiz sonuglarina gore en sik rastlanan obsesyon ve kompulsiyon
tiirleri simetri/diizenleme, kirlenme/bulasma, kontrol etme ve biriktirme olarak
belirlenmistir (Ball, Baer, & Otto, 1996).

Obsessif-kompulsif bozuklugun dogasini agiklamak amaciyla farkli ekoller
tarafindan cesitli teoriler (6rn; biyolojik, ndropsikolojik, davranigsal-6grenme
kurami vs.) One siirlilmiistiir. Bunlar arasinda, bilimsel ¢aligsmalarla desteklenen
bilissel-davranig¢1 teoriler, obsessif-kompulsif bozukluk i¢in etkin tedavi
yontemlerinin gelistirilmesine katki saglamalar1 agisindan da onemli bir yere
sahiptirler (Franklin ve ark., 2000). Bilissel-davranis¢1 kuram, klinik
obsesyonlarin normal, istem dis1 disiince, diirtii ve imgelerden tiiredigini
varsaymaktadir (Wells, 1997). Bilissel modele gore,  obsessif-kompulsif
semptomlarin gelisimi ve slirdiiriilmesinde istem dis1 diislincelerin igeriginden ¢ok
hatali yorumlanmasi rol oynamaktadir (Rachman, 1997; Salkovskis, 1985). Baska
bir deyisle, neredeyse herkes tarafindan yasanan bu tiir istem dis1 deneyimlere
atfedilen anlam ve olast olumsuz sonuglarina iliskin islevsel olmayan
yorumlamalari, siradan deneyimler ile obsesyonlar arasindaki farki
olusturmaktadir (Salkovskis, 1985). Bunlara bagli olarak, birey artan sikint1 ve
kaygisin1 gidermek i¢in kompulsif tarzda davraniglar veya diisiince kontrol
stratejileri gelistirmektedir, bu stratejilerin kisa donemde kaygiyr azaltip kisinin
kontrol algisin1 artirdigi, fakat uzun vadede girici diisiincelerin siddetini ve
sikligint artirdigt bulunmustur. (Rachman, 1997; Salkovskis, 1985). Obsessif-
Kompulsif Bilisleri Calisma Grubu (OCCWG; 1997) hatali ve islevsel olmayan
yorumlamalarin uyumsuz biligsel-duygusal semalardan kaynaklandigi One
siirerek, alt1 temel inang alani belirlemislerdir. Abartilmis tehdit ve sorumluluk
algis1, kesinlik, miikemmeliyetcilik, diisiincelerin 6nemi ve kontrolii gibi inanig
alanlarinin istem dis1 distincelerin hatali yorumlanmasinda etkin rol oynadiklari

ileri siiriilmiistiir (OCCWG, 1997). Obsessif-kompulsif bozuklugun etiyolojisinde
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bilislerin roliinii agiklayan bir¢ok biligsel-davranisgt modelin temel farklarin
biligsel-duygusal semalardan hangisini 6n planda vurguladiklar1 belirlemistir.
Ornegin, Salkovskis (1985) abartilmis sorumluluk algisina vurgu yaparken,
Rachman (1997) istem dis1 diislinceleri tehditkar goriip kisisel anlam katarak
felaketlestirmenin dnemini vurgulamistir.

Obsessif-kompulsif bozuklugun formiilize edilmesi ve tedavisi konusunda
alana Onemli katki saglayan bu teoriler temelinde, bilissel-davranisc1 terapi,
irrasyonel diislincelere ve hatali yorumlamalara isaret eden biligsel miidahalelere
ek olarak maruz birakma ve tepki Onlemeyi igeren davranis¢t miidahaleler
cergevesinde gelistirilmigtir (Wells, 1997). Fakat, bu modeller, obsesyona yonelik
inanglarin silirdiirimiine katkida bulunan siirecleri saptamaya odaklanmalar1 ve
hastaligin baslangi¢c noktasina isaret eden gelisimsel ve motivasyonel faktorleri
goz ardi etmeleri sebebi ile elestirilmektedirler (Doron ve Kyrios, 2005;
O'Kearney, 2001). Bu elestirilere cevaben yapilan ¢alismalarda algilanan ebeveyn
tutumlarinin, benlik algisinin ve duygu diizenlemede kullanilan stratejilerin
onemli rol oynadig1 saptanmistir (6rn; Doron ve Kyrios, 2005). Bundan sonraki
kisimda, obsessif-kompulsif bozukluk ile bu faktorlerin iliskisine kisaca
deginilecektir.

Gross’un (1999) duygu diizenleme modeline gére duygunun ortaya ¢ikisi
bir siire¢ igerisinde gerceklesmekle birlikte, bu siireclerde iki genel yonetim
seklinden bahsedilebilir. Bunlardan ilki “Onciil-odakli” diizenlemedir ve duygu
tam olarak olusmadan o duygunun yoOnetilmesini saglayan stratejileri
icermektedir. Bir digeri ise “tepki-odakli” diizenleme olarak isimlendirilmekte ve
duygunun olusumuna yakin ya da olustuktan sonraki davranigsal ve/veya
fizyolojik tepkilerin kontroliinii saglamak i¢in kullanilan yontemleri igermektedir
(Gross, 2001). Gross (2001)’a gore duygu diizenleme siireci igerisinde bireyler
bes farkli strateji kullanabilirler. Bunlar durum se¢imi, duruma miidahale, dikkati
yonlendirme, biligsel degerlendirme ve tepki ayarlamadir. Bu ¢alismada, Gross
(1999) tarafindan One siiriilen duygu diizenleme siirecinde kullanilan biligsel

yeniden degerlendirme ve bastirma yontemleri kullanilmistir. Bir ¢esit onciil-
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odakli duygu diizenleme yontemi olan bilissel yeniden degerlendirmede birey
yasanilan durumu yeniden degerlendirir ve olaya bakis acisim1 degistirerek
duygusal tepki ortaya ¢ikmadan 6nce azaltmay1 amaclar. Bastirma ise bir ¢esit
tepki-odakli duygu diizenleme yontemidir ve yasanilan duygunun digsavurumunun
engellenmesini igerir.Yapilan c¢alismalarda, biligsel yeniden degerlendirmenin
basturma ile karsilastirildiginda psikolojik iyilik hali, uyum becerisi ve yliksek
benlik algis1 agisindan daha olumlu sonuglar verdigi gosterilmistir (Hsieh &
Stright, 2010; Nezlek & Kuppens, 2008). Obsessif-kompulsif bozukluk agisindan
degerlendirildiginde ise bastirma yontemini daha ¢ok kullanan bireylerde OKB
belirtilerine daha sik rastlandig1 goriilmiistiir (Aka, 2011). Buna ek olarak, Jacob
ve arkadaslari, OKB grubu hastalarin bastirma gibi islevsel olmayan duygu
diizenleme yoOntemlerini daha sik kullandiklarini ve duygusal yasantilara karsi
diisiik toleransa sahip olduklarint gostermislerdir (Jacob, Morelen, Suveg,
Jacobsen, ve Whiteside, 2012).

Obsessif-kompulsif bozukluk ile iligkili temel inang¢ alanlari ve duygu
diizenleme yontemlerine ek olarak, bu tezde kisilerin benlik algilarinda
yasadiklar1 ikilemin obsessif- kompulsif bozukluk semptomlar: ile iliskisi de
incelenmektedir. Harter ve Whitesell (2003)’e gore kendilik algis1 olumsuz olan
bireyler islevsel olmayan inanglar gelistirmeye ve g¢evrelerini oldugundan daha
olumsuz degerlendirmeye daha yatkindirlar. Gelistirdikleri modelde, Guidano ve
Liotti (1983) obsessif-kompulsif bozukluga sahip bireylerin kendilik degerleri
konusunda ikilem yasadiklarini ve girici diisiinceleri olumsuz kendiliklerine bir
kanit olarak yorumladiklarini 6ne stirmektedirler. Bu modele gore, benlik-ikilemi
bireylerin benlik degerleri konusunda birbiri ile ¢elisen inanglara sahip olmalari,
kisisel 0Ozellikleri konusunda belirsizlikler yasamalar1 ve benlik degerlerini
destekleme konusunda siirekli ugras halinde olmalarina bagli olarak
tanimlanmaktadir.  Benlik-ikilemine  sahip olan  bireylerin  kendilerini
degerlendirmelerinin bir uctan digerine kayma egiliminde oldugu belirtilmektedir
(Guidano & Liotti, 1983). Benlik-ikilemi ile ilgili yapilan ¢alismalarda obsessif-

kompulsif bozukluk semptomlarina ek olarak, obsessif- kompulsif bozukluk ile
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iligkili bulunan inan¢ alanlariminda bu kavramla iligkili oldugu gdsterilmistir
(Bhar & Kyrios, 2007). Buna ek olarak, Guidano ve Liotti (1983), obsessif-
kompulsif bozukluga sahip bireylerin sevilebilirlikleri, degerlilikleri ve ahlaki
duruslar1 konusunda ikilemler yasadiklarini 6ne siirmekte ve miikkemmelliyetgilik
ve diisiince kontrolii gibi inanig alanlarinin ambivalansin  ¢dziimiinde
kullanildigin1 belirtmektedirler. Kendilik degerinin zarar gérmesine neden olan
diisiinceler ve olaylar, bireyleri bu zararin tamirine, eksikliklerin telafisine ve
duygularin  diizenlenmesine  yonlendirmektedir. Fakat, obsessif-kompulsif
bozukluga sahip bireylerde, bu durumlarla bas etmek igin verilen tepkiler
istenmeyen girici diisiincelerin ve kendilik ile ilgili olumsuz inanglarin (6rn;
kotliyiim/ degersizim) daha da artmasina neden olmaktadir (Doron ve Kyrios,
2005).

Literatiirde, benlik karmasasi, duygu diizenleme, inanis alanlari ve
psikopatolojinin ¢ocukluk donemindeki aile tutumlarindan kaynaklandigini ileri
siiren ve gosteren bir ¢ok calisma bulunmaktadir (Guidano ve Liotti, 1983).
Saglikli kisiligin gelisiminde, ailede sicakligin ve sevginin direkt yollarla ifadesi
ile asir1 koruyuculuk, kontrol ve elestiriden kaginan ebeveyn tutumlarinin 6nemli
bir role sahip oldugu belirtilmistir. Fakat, korku ve kaginma davranislarina model
olusturan ve tehlike algisimi artiran asir1 koruyucu/kollayici tutumlarin bireyin
kendisini tehlike aninda yetersiz olarak algilamasina neden oldugu ileri
stirtilmiistiir (Salkovskis, Shafran, Rachman, ve Freeston, 1999). Ebeveyn
tutumlar1 ile OKB arasindaki iligkiyi klinik orneklem iizerinden inceleyen
arastirmacilar, katilmci1 sayist ve kullanilan 6lceklerden kaynakli celiskili
sonuglar rapor etmislerdir. Hacidomeroglu (2008) yaptigi c¢alismada benlik
sinirlarinin - olusum  siirecini  bozdugu diisiliniilen annelerin asir1  koruyucu
davraniglarinin sorumluluk algilar araciligiyla obsessif-kompulsif semptomlari
yordadigin1 bulmustur. Genel olarak bu bulgular degerlendirildiginde, obsessif-
kompulsif belirti gosteren hastalarin ebeveynlerinin asir1 koruyucu, elestirel,
miikemmeliyet¢i olduklar1 ve bu tarzlari ile ¢ocuklarinda sugluluk duygusunun

olusumuna neden olduklar1 sonucuna varilmistir.
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Literatiirde anne- baba tutumlari, benlik algilar1 ve obsessif-kompulsif
bozukluk arasindaki iliski kuramsal a¢idan da incelenmistir. Ornegin, Guidano ve
Liotti (1983)’e gore obsessif- kompulsif bozukluga sahip bireylerin gevrelerini
kontrol altinda tutmak i¢in gosterdikleri ¢aba diinyay: tehlikeli fakat kontrol
edilebilir bir yer olarak algilamalarindan kaynaklanmaktadir. Doron ve Kyrios
(2005)’a gore istenmeyen girici diisiincelerin obsessif diislince tarzina
donlismesinde ve kayginin olusmasinda diinyanin ve benligin nasil algilandigi
kisacasi biligsel-duygusal yapilar rol oynamaktadir. Bireylerin, kendilik algilar1 ve
cevreleri ile ilgili olumsuz varsayimlart sonucunda benlige karst olan ve/veya
olusabilecek tehdidi abarttiklar1 bununla birlikte belli tiirde istenmeyen girici
diisiincelerin arttig1 ve sonug¢ olarak da obsesyonlarin ve kompulsif tepkilerin
tetiklendigi belirtilmistir (Doron ve Kyrios, 2005; Mikulincer ve Shaver, 2007).
Ornegin, kisinin ¢evresinde olusabilecek sikint1 ve talihsizlikleri 6nleyebilecegine
dair inanci tehlike ile iliskili istem dis1 diisiincelere (6rn; mikrop kapacagi
diisiincesi) gore davranma olasilifint ve sonug¢ olarak da kompulsif tarzdaki
davraniglarini (6rn; el yikama) artirmaktadir. Cevrenin ve benligin olumsuz olarak
algilanmasiin ve bunun sonucunda ortaya g¢ikan kontrol etme davranislarinin
erken baglanma Oriintiilerinin izlerini tasidigi ileri stirlilmiistiir (Guidano ve Liotti,
1983). Buna ek olarak, kiginin hayatindaki stresli olaylarin baglanma stilleri ile
psikopatoloji arasindaki iliskiye aracilik ettigi bulunmus olup kaygili ve kagingan
baglanma bi¢imine sahip bireylerin baslarindan gecen olaylar1 daha tehditkar
algilayarak psikopatolojiye daha yatkin hale geldikleri belirtilmistir (Pielage,
Gerlsma, ve Schaap, 2000).

Kendilik degerinin zarar gormesine neden olan diisiinceler ve olaylar,
bireyleri bu zararin tamirine, eksikliklerin telafisine ve duygularin
diizenlenmesine yonlendirmektedir. Fakat, obsessif-kompulsif bozukluga sahip
bireylerde, bu durumlarla bas etmek icin verilen tepkiler istenmeyen girici
diistincelerin ve kendilik ile ilgili olumsuz inanglarin (6rn; kotiiyiim/ degersizim)

daha da artmasina neden olmaktadir (Doron ve Kyrios, 2005).

256



Yukarida sunulan literatiir kapsaminda, bu ¢alismanin genel olarak amaci
algilanan ebeveyn tutumlari, benlik-ikilemi/karmasasi, islevsel olmayan inanis
alanlari, duygu diizenleme yontemleri ile obsessif-kompulsif semptomlar (OKS)
arasindaki iliskiyi incelemektedir. Bu amaca bagli olarak, ebeveynlerden algilanan
yiiksek diizeydeki asir1 koruyucu ve reddedici tutumlar ile diisiikk diizeydeki aile
sicakligimin daha fazla benlik ikilemi, islevsel olmayan inanis alanlarinin
kullanimi, bastirma ve sonug olarak yiiksek diizeyde obsessif-kompulsif bozukluk
ile iliskili olacag1 varsayilmistir. Bir pilot ¢alisma olarak da bu ¢alismanin amaci
kapsaminda Benlik-ikilemi Olcegi (Self-Ambivalence Measure) Tiirk¢e’ye adapte
edilmis ve psikometrik 6zellikleri incelenmistir.

Bu calismanin hipotezleri dort temel grupta toplanmistir ve su sekildedir;

Grup 1: Benlik-ikilemi Olgegi’nin Adaptasyonu ile ilgili Hipotezler

Hipotez 1: Benlik-ikilemi Olgegi’nin Tiirkge versiyonunun giivenli ve
gecerli bir 6l¢ek olacagi ongoriilmektedir.

Grup 2: Obsessif- Kompulsif Semptomatolojinin Yordayicilari

Hipotez 2: Algilanan ebeveyn tutumlari, benlik-ikilemi, bilissel
yorumlamalar ve duygu dilizenleme stratejilerinin hem birbirleriyle hem de
obsessif-kompulsif semptomlar ile iliskili olacaktir.

Hipotez 3: Algilanan ebeveyn tutumlari, benlik-ikilemi faktorleri, biligsel
yorumlamalar ve duygu diizenleme stratejilerinin obsessif-kompulsif semptomlari
hem genel olarak yordayacagi hem de OKB’nin alt boyutlarimi1 yordayacagi
beklenmektedir.

Grup 3: Aract Degiskenler araciligi ile Obsessif- Kompulsif
Semptomlarin Yordanmasi

Hipotez 4: Algillanan anne- baba tutumlar1 obsessif- kompulsif
semptomlar1 benlik- ikilemi faktorleri araciligi ile agiklayacaktir.

Hipotez 5: Obsessif inanglar ve duygu diizenleme stratejileri, benlik-
ikilemi faktorleri ve obsessif- kompulsif semptomlar1 arasindaki iligkiye aracilik
edecektir.

Grup 4: Obsessif- Kompulsif Semptomlar i¢in Onerilen Kapsamli Model

Hipotez 6: Aileden algilanan yiiksek diizey reddedici ve asir1 koruyucu
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tutumlar ile yine aileden algilanan diisiik diizeydeki sicakligin benlik algisindaki
ikilemi artiracagi ve bunun araciligi ile obsessif yorumlamalari ve bastirma
stratejisinin kullanimini artiracagi 6n goriilmektedir. Artan obsessif yorumlamalar
ve bastirma stratejisinin kullanimi ise sonu¢ olarak obsessif- kompulsif

semptomlari artiracaktir.
PILOT CALISMA

Bu calisma, Benlik-Ikilemi Olgegi’nin (Bhar & Kyrios, 2007) Tiirkge
adaptasyonu, dil yapist ve psikometrik Ozelliklerinin incelenmesi ve

degerlendirilmesi amaci ile yapilmustir.

Orneklem

Calismaya Orta Dogu Teknik Unversitesi’nin ¢esitli boliimlerinde okuyan
lisans Ogrencileri (N = 280) katilmistir. Bu katilimcilarin, 174’1 kadin (%62.1),
105’1 erkek (%37.5), yas ortalamasi ise 20.83 (Ss = 1.75) ve yas aralig1 18-33’tiir.

Veri Toplama Araclarn

Arastirmada, Benlik-ikilemi Olgeginin gegerlilik calismas1 kapsaminda
katilimeilara demografik bilgi formu, Beck Depresyon Olgegi, Beck Anksiyete
Olgegi, Eysenck Kisilik Anketi-Revize edilmis ve Kisaltilmis Formu, Rosenberg
Oz-Giiven Olgegi, ve Algilanan Anne-Baba Tutumlari- Kisa Formu verilmistir.
Benlik-Ikilemi Olcegi

Olgek 2007°de Bhar ve Kyrios tarafindan Guidano ve Liotti’nin modeli
esas alinarak gelistirilmistir. 19 maddelik bu 6lgek anketi dolduran kisinin benlik
degeri ile ilgili yasadigi karmasayi, catismayr ve ambivalansi Olgmektedir.
Katilimeilar 0 (hi¢ katilmiyorum) ile 4 (tamamen katiliyorum) arasinda degisen
5°’li Likert tarzi Olgekte degerlendirme yapmaktadirlar. Maddeler, kendilik
konusunda belirsizlik, iki-u¢lu degerlendirme ve asir1 mesguliyeti iceren climleler
igermektedir.

Olgegin orijinal olarak &ne siiriilen iki alt-6l¢egi bulunmaktadir. Bunlardan

biri benlik-degeri ikilemi (Cronbach alfa degeri .88) digeri de ahlaki ikilemdir
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(Cronbach alfa degeri .85) (Bhar & Kyrios, 2007). Olgek, bu ¢alisma kapsaminda
Tirkge’ye ¢evrilmis ve adaptasyon ¢alismasi yapilmistir.
Beck Depresyon Envanteri

Beck ve arkadaglari tarafindan 1979°da gelistirilmis ve Hisli tarafindan
1988°de Tiirkce’ye cevrilen dlgek 21 madde sayisindan olusmaktadir. Katilimeilar
her bir madde i¢in 4’li bir Olgek iizerinden kendilerini degerlendirmektedirler.
Yiiksek puanlar daha yiiksek diizeyde depresif belirtileri gdstermektedir. Olgegin
hem orijinal hem de Tiirk¢e versiyonu kabul edilebilir giivenilirlik ve gecerlilik
degerleri gostermektedir.
Beck Anksiyete Envanteri

Beck, Epstein, Brown ve Steer (1988) tarafindan anksiyetenin bilissel ve
somatik belirtilerini 6l¢mek amaciyla gelistirilmistir. Tiirk¢e’ye Ulusoy, Sahin ve
Erkmen (1998) tarafindan g¢evrilen dlgek 21 madde sayist 3’lii Likert tarzindan
olugmaktadir. Cesitli ¢aligmalar tarafindan, Ol¢cegin hem Tiirkge versiyonunun
hem de orijinal versiyonunun giivenli ve gegerli oldugu bulunmustur (Beck,
Epstein, Brown, & Steer, 1988; Ulusoy, Sahin, & Erkmen, 1998).
Algilanan Ebeveyn Tutumlari-Kisa Formu

Olgek, Arrindell et. al. (1999) tarafindan algilanan ebeveynlik stillerini
O0lemek icin gelistirilmistir. 23 maddelik 4’lii Likert tarzi olan bu olgek 3
ebeveynlik boyutuyla ilgili anne ve babalar i¢in ayr1 ayr1 dl¢iim yapmaktadir. Bu
boyutlar; reddedici tutum, asir1  koruyuculuk ve sicaklik  olarak
isimlendirilmektedir. Olgekte, katilimcilar ¢ocukluklarini diisiinerek anne ve
babalarmin ebeveynlik stilleriyle ilgili algilarini rapor ederler. Dirik, Karanci ve
Yorulmaz (2015) tarafindan Tiirk¢e’ye ¢evrilmis ve aymi faktdr yapisi
kullanilmistir. Yapilan analizlerde Olgegin tatminkar diizeyde psikometrik
ozellikler gosterdigi bulunmustur (Dirik, Karanci, & Yorulmaz, 2015).
Rosenberg Oz-Giiven Olgegi

Rosenberg (1965) tarafindan 6z giiveni degerlendirmek {izere hazirlanan
10 maddelik bir Olgektir. 4’lii Likert tarzindan olusan bu oOlgek, Tiirkce’ye
Cuhadaroglu (1985) tarafindan uyarlanmistir. Olgegin Tiirkge versiyonunun

tatminlar i¢ tutarlilig1 oldugu bulunmustur.
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Eysenck Kisilik Anketi- Revize edilmis ve Kisaltilmis Form

Eysenck ve arkadaslar1 tarafindan 1985 yilinda gelistirilen olgek 24
maddeden olugsmaktadir. Evet/Hayir biciminde cevaplari olan dort temel alt
boyuttan olusmaktadir; psikotisizm, yalan, ndrotisizm ve disadoniikliik. Tiirkge’ye
Karanci, Dirik ve Yorulmaz (2007) tarafindan adapte edilen envanterin hem
orijinal hem de Tiirk¢e formunun psikometrik acidan gegerli ve giivenilir
Ozelliklere sahip oldugu bulunmustur (Francis, Brown, & Phillipchalk, 1992;
Karanci, Dirik, & Yorulmaz, 2007).

Islem

Oncelikle Orta Dogu Teknik Universitesi Etik Komiteye basvurularak
gerekli izinler almmustir. Olgegin Tiirkge’ye uyarlanmasi siirecinde ceviri-geri
ceviri yontemi (Brislin, 1980) uygulanmstir. Olgegin orijinal formu farkli
alanlardan olan iki farkli kisi tarafindan Tirkce’ye cevrilmis, sonrasinda Tiirkce
form tekrardan orijinal diline ¢evrilmistir.

Olgegin test-tekrar test giivenilirligini analiz etmek amaciyla, ilk
uygulamadan {i¢ hafta sonra rastgele segilen 50 katilimciya Benlik-ikilemi Olgegi

yeniden uygulanmustir.

Bulgular

19 maddelik Benlik-ikilemi Olgeginin Tiirkge versiyonunun psikometrik
calismasi kapsaminda, oncelikle Bhar ve Kyrios (2007) tarafindan oOnerilen iki
boyutlu orijinal faktor yapisi kullanilarak Dogrulayict Faktor Analizi yapilmistir.
Bulgular, 6nerilen orijinal faktor yapisinin bizim Orneklemimizle ortiismedigini
gostermektedir. Madde dagilim parametreleri incelendiginde, iki maddenin (2.
Madde: “Kendi degerimle ilgili 6zgiivenim vardir; 12. Madde: “Kendimi nasil
gelistirebilecegimi diisiiniirim™) ytik degerlerinin beklenen ranjin altinda oldugu
gozlemlenmistir. Bu sonuglar dogrultusunda bu iki maddenin gevirileri yeniden

incelenmis ve ana ¢aligmada kullanilmak iizere yeniden diizenlenmistir. (2.

Madde: “Degerli oldugum konusunda endiselerim vardir”; 12. Madde:

Kendimi yeteri kadar gelistirdim mi diye stirekli diisiinlirim”). Buna ek olarak,
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Ol¢ekteki tek ters kodlanan madde olan ikinci madde diger 18 madde ile uyumlu

hale getirilmek amaciyla diiz kodlanacak hale doniistiiriilmiistiir.
ANA CALISMA
YONTEM

Orneklem

Bu calismaya Tiirkiye’nin cesitli bolgelerinde ikamet eden 877 kisi
katilmistir. Bu katilimcilarin, 555’1 kadin (%63), 322°si erkek (%37), yas
ortalamast ise 29.69 (Ss = 10.09) ve yas aralig1 18-72’dir. Katilimcilardan 508’1
(%57.9) bekar, 322’si (%36.7) evli, 167’si (%19) lise, ve 532’si (%60.7)
tiniversite, 114’1 (13%) yiiksek lisans mezunudur. Ayrica, 209 katilimei (%23.8)
hayatlarinin herhangi bir doneminde psikiyatrik tani aldiklarini, ve bunlarin 32’si
(15.3%) halen psikoterapiye gittigini, 74’4 (%35.4) ila¢ tedavisi gormekte
oldugunu, 20’si (9.5%) ise hem psikoterapi hem de ila¢ tedavisi aldigini
belirtmigtir.

Veri Toplama Araclarn

Arastirmada katilimcilara demografik bilgi formu dahil 8 adet anket seti
uygulanmistir. Benlik-ikilemi Olgegi, Algilanan Ebevyn Tutumlari-Kisa Formu,
Beck Depresyon Envanteri ve Rosenberg Oz-Giiven Olgegi bir énceki boliimde
tanitilmis oldugundan bu kisimda bu 6l¢eklerden tekrardan bahsedilmeyecektir.

Diger ol¢iim araclari su sekildedir;

Duygu Diizenleme Olcegi

Olgek, Gross ve John (2003) tarafindan bireylerin duygu diizenleme
becerilerini 6lgmek amaciyla gelistirilmistir. 10 maddelik 7°1i Likert tarzi olan bu
olgek 2 alt boyuttan olusmaktadir. Ik alt boyut olan biligsel yeniden
degerlendirme (Cronbach alfa degeri .79) 6 maddeden olusurken, diger alt boyut
olan bastirma (Cronbach alfa degeri .88) ise 4 maddeden olusmaktadir. Aka
(2011) tarafindan Tiirkge’ye cevrilen versiyonu bu calismada kullanilmistir.
Olgegin, Tiirkge versiyonun giivenilir ve gegerli oldugu gosterilmistir (Aka,
2011).
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Obsessif-Kompulsif Inamslar Olcegi

Obsessif Kompulsif Bozukluk Calisma Grubu (OKBCG; 2001) tarafindan
OKB’nin baslangicinda ve siirdiiriilmesinde etkin olan islevsel olmayan inanislari
degerlendirmek {izere gelistirilmistir. 44 maddelik son versiyonunda orijinal
formundaki 6 boyut 3’1l yapiya doniistiiriilmistiir. Bu alt boyutlar; sorumluluk/
abartilmis tehdit algisi, miikemmeliyetcilik/ belirsizlik, diisiincenin 6nemi/
kontrolii olarak isimlendirilmistir. Cesitli calismalarda etkinligi arastirilmis ve
tatmine edici bulgulara ulasilmistir (OKBCG, 2003, 2005; Taylor ve ark., 2006;
Woods ve ark., 2004). Yorulmaz ve Gengdz (2008) tarafindan Tiirkge’ye

¢evrilmis olup bu ¢alismada da bu versiyonu kullanilmaktadir.

Padua Envanteri- Washington Eyalet Universitesi Revizyonu

Olgek, obsesyon ve kompulsiyonlardan duyulan rahatsizligi 6lgmek
amactyla hazirlanmigtir. 5°1i Likert tipi 39 maddeden olusan bir envanterdir
(Sanavio, 1988; Burns ve ark., 1996). Olgek Tiirkge’ye Yorulmaz ve arkadaslari
tarafindan uyarlanmis olup Tiirkge versiyonun psikometrik o6zelliklerinin de
tatminkar diizeyde oldugu gosterilmistir (Yorulmaz, Karanci, Dirik, Bastug, Kisa,

Goka, & Burns, 2007).

Beck Depresyon Envanteri
Bu calismada Benlik-ikilemi Olgeginin psikometrik calismasinin

yapilmasi1 amaciyla kullanilmaktadir.

Rosenberg Oz Giiven Olgegi
Bu calismada Benlik-ikilemi Olgeginin psikometrik calismasinin

yapilmas1 amaciyla kullanilmaktadir.

Islem
Oncelikle etik komiteden gerekli izinler alinarak anketler olusturulmus ve
online arastirma sitesi olan SurveyMonkey.com’a yiiklenmistir. Bu site {izerinden

veri toplanilmis ve katilimcilarin onami online olarak alinmistir.
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TEMEL BULGULAR VE TARTISMA

Bu calisma kapsaminda cevrilen Benlik-ikilemi Olgegi’nin (BIO) igsel
tutarlilk  ve madde-toplam  korelasyon ranjlarinin  tatminkar oldugu
gozlemlenmistir. Orijinal faktor yapisi iizerinden uygulanan dogrulayici faktor
analizi sonucunda ikili faktér yapisinin Orneklem ile uyumlu olmadigi
goriilmiistir (x°(151) = 2188.58, p< .001; GFI = .79; NNFI = .78; AGFI = .74;
CFI = .81; and RMSEA = .12). Bu dogrultuda Varimaks doniistiirmesi ile
Ac¢imlayic1 Faktor Analizi (Explanatory Factor Analysis) yapilmis ve faktor
yiikleri istatistiki olarak karsilastirilmistir. Yapilan faktor analizinde Kaiser 6l¢iitii
ve Cattell Scree grafigi Ol¢egin Tiirkge versiyonun, 3’1l faktor yapisina sahip
olduguna isaret etmektedir: “degerlilik ikilemi” (varyans = % 24.75, 6zdeger =
4.70), “ahlaki ikilem” (varyans = % 14.06, Ozdeger = 2.67), “sosyal kabul
edilebilirlik” (varyans = % 17.34, 6zdeger = 3.30). Bu faktor yapisinin Guidano
ve Liotti (1983) tarafindan One siiriilen teori ile de uyumlu oldugu goriilmektedir.
Guidano ve Liotti (1983), obsessif-kompulsif belirtiler gosteren bireylerin sevilen
biri olup olmadiklari, ahlaki degerlilikleri ve 6zdegerleri konusunda belirsizlik ve
ikilem yasadiklarini belirtmislerdir. Bu ¢aligmada saptanan iiciincli boyut olan
sosyal kabul edilebilirligin bu modeldeki sevilebilirlik boyutu ile uyumlu oldugu
diisiiniilmekte ve bu bulgularin ayrica Tisher, Allen, & Crouch (2014) tarafindan
Benlik ikilemi Olgeginin orijinal formu iizerinden ortaya konan faktor yapisi ile
de uyumlu oldugu goriilmektedir. Yapilan diger analizler, Benlik-Ikilemi
Olgegi’nin Tiirkge versiyonunun alfa katsayisi, test-tekrar test giivenilirligi, iki
yarim givvenirligi ve yap1 gecerligi dikkate deger bir gilivenirlik ve gecerlik
gosterdigini ortaya koymustur.

Olgegin kriter gegerliligi, PI-WEUR’deki OKB semptom diizeyi yiiksek ve
diisiik olan grup ve BDI’daki depresyon semptom diizeyi yiiksek, orta ve diisiik
olan grup karsilastirmalariyla test edilmistir. Beklenen yonde, yiiksek diizey OKB
semptom gosterenlerin diisiiklere oranla daha fazla degerlilik, ahlaki degerler ve
kabul edilebilirlik alanlarinda ikilem ve belirsizlik yasadiklari bulunmustur. Buna
ek olarak, yine beklenen yonde yliksek diizey depresif semptomlar gosterenlerin

orta diizey ve diisiik diizey gruplara oranla daha fazla ikilem yasadiklari, benzer
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sekilde orta diizey depresif belirtiler gosterenlerin diisiiklere kiyasla daha fazla
benlik ikilemi yasadiklari gdzlemlenmistir. Ozetle, depresif semptom diizeyi
artttkca bireylerin degerlilikleri, ahlaki duruslart ve kabul edilebilirlikleri
konularinda yasadiklari ikilem ve belirsizlik de artmaktadir. Bu bulgular, Bhar ve
Kyrios (2007) tarafindan One siirillen savi destekleyerek benlik-ikilemi
kavraminin obsessif kompulsif bozukluga 6zgii olmadigin1 gostermektedir. Fakat,
bu konuda daha ileri ¢alismalara ihtiya¢ vardir. Yapilan analizler sonucunda,
Benlik-ikilemi Olgegi’nin Tiirk¢e versiyonu giivenilirlik ve gegerlilik agisindan
yeterli bulunmustur.

Bu caligmanin bir diger amaci da Obsessif-Kompulsif Semptomlarin
(OKS) yordayicilari, bu yordayicilarin  birbirleri ve obsessif-kompulsif
semptomlar ile iliskilerini degerlendirmektir. Bu amag¢ dogrultusunda dort asama
halinde alt1 temel ¢oklu regresyon analizleri kullanilmistir. Obsessif-kompulsif
semptomlarin yordayicilarint belirlemek i¢in yapilan regresyon analizlerinde ilk
blokta yas, cinsiyet, egitim diizeyi ve rapor edilen psikiyatrik durum kontrol
degiskenleri olarak girilmistir. Ikinci blokta, anne ve babanin reddedici, asir1
koruyucu ve duygusal sicaklik tutumlar1 olmak tizere algilanan ebeveyn tutumlari
olceginden elde edilen toplam alti alt olcek puami girilmistir. Ugiincii blokta
benlik-ikilemi 6lgeginin ii¢ alt boyutuna ait puanlar, dordiincii blokta ise obsessif-
kompulsif bozukluk ile iliskili islevsel olmayan {i¢ inan¢ alani ile iki duygu
diizenleme stratejisi girilmistir. Regresyon analizlerinin sonuglarina gére annenin
algilanan reddedici tutumu, babanin algilanan asir1 koruyucu tutumu, degerlilik ve
kabul edilebilirlik konusunda yasanan ikilem, ii¢ inan¢ alani (asir1 sorumluluk/
tehdit algisi, miikemmelliyetgilik/ belirsizlige tahammiilsiizliik, diistincenin
Oonemi/ kontrolii) ile bastirma genel obsessif kompulsif semptomatolojinin anlamli
diizeyde yordayicilar1 olarak bulunmustur. Calismanin bulgulari genel olarak
calismanin  varsayimlarim1  desteklemekte ve literatiirle tutarli sonuglar
gostermektedir.

Analiz sonuglarina gore, babadan algilanan duygusal ve davranigsal
kontrol, agir1 koruyucu tutum, anneden algilanan reddedici, kritik eden tutumla bir

araya geldiginde obsessif-kompulsif semptomlarin olusumuna olan yatkinliga
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katkida bulundugu sdylenebilir. Obsessif Kompulsif Bozuklugun alt boyutlari ile
yapilan analizler incelendiginde, kontrol etme ve obsessif diisiinceler alt
boyutlarmin  hem annenin reddeci tutumu hem de babanin asir
koruyucu/kontrolcii tutumu tarafindan yordandigi goriilmektedir. Bunlarin yani
sira, bulastirma/krilenme ve diizen alt boyutlar1 sadece babadan algilanan asiri
koruyuculuk ile iligkili bulunurken; zarar verme/gorme ile iliskili obsessif diirtiiler
alt boyutu sadece anneden algilanan reddedici, kritik eden tutum ile iliskili
bulunmustur. Aileden algilanan asir1 koruyucu ve reddedici tutumlar ile obsessif-
kompulsif bozukluk arasindaki iligki farkli ¢aligmalar tarafindan da
desteklenmistir (Hacidmeroglu & Karanci, 2014; Yoshida, Taga, Matsumoto, &
Fukui, 2005). Fakat, bu calisma ile anne ve babadan algilanan farkli tutumlarin
obsessif-kompulsif semptomlar ile nasil bir iliski igerisinde oldugu da
gosterilmistir. Anne ve babanin farkli tutumlarinin etkisi, anne ve babanin ¢ocuk
yetistirme konusunda sahip olduklari farkli rollerle agiklanabilir (Bogels &
Phares, 2008). Annenin sagladig1 kosulsuz kabul ile babadan algilanan beklentiye
dayal1 kabul anne ve baba arasindaki temel farki olusturmaktadir (Fromm, 1956).
Sonug olarak, anneden algilanan reddedici, elestirel ve cezalandirici tutumun
obsessif-kompulsif belirtilerin gelisimi agisindan toksik bir etkiye sahip oldugu
sOylenebilir.

Benlik-ikilemi degiskeni agisindan, kendi degerlilikleri ve sosyal olarak
kabul edilebilirlikleri konusunda belirsizlik ve ikilem yasayan bireylerin daha
fazla kontrol etme davranislari gosterdikleri ve zarar verme/gdrme konusunda
obsesif diisiincelere sahip olduklar1 bulunmustur. Bunun yani sira, bagkalari
tarafindan kabul goérme konusunda yogun c¢aba igerisinde olan ve bu konuda
belirsizlikler yasayan bireylerin daha ¢ok gézlemlenebilir kompulsiyonlar (6rn;
temizlik/bulasma, diizen) gosterdikleri bulunmustur. Bu bulgular, literatiirde yer
alan ve ritliellerin kisilerin ambivalant duygularinin diizenlenmesinde ve ideal,
miitkemmel benlik algilarinin siirdiirdiiriilmesinde rol aldigr bilgisini destekler
niteliktedir (Guidano & Liotti, 1983).

Ayrica bu c¢alismada asir1 sorumluluk algisi, abartilmis tehdit algisi,

mitkemmelliyetcilik, belirsizlige tahammiilsiizliik, diislincelerin 6nemini ve
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diisiinclerin kontrol edilmesini igeren islevsel olmayan inang ve semalara sahip
olmanin obsessif-kompulsif semptomatolojiyi artiracagi varsayilmis ve bu
hipotezler desteklenmistir. Bu sema alanlar1 ile obsessif-kompulsif semptomlar
arasindaki iliskiye yonelik bulgu, literatiirde Onerilen diger bilissel modelleri
(Clark & Purdon, 1999; Rachman, 1997; Salkovskis, 1985) destekler niteliktedir.
Obsessif kompulsif bozuklugun alt boyutlar1 ve inang sistemleri arasindaki iliski
detayli bir sekilde incelendiginde, abartilmis sorumluluk algis1 ve tehdit algisi
degerlendirmesinin obsessif diisiinceler alt boyutunda % 17’lik, kontrol etme alt
boyutunda % 10 ve temizlik/ bulagma alt boyutunda ise % 7’li bir varyans
acikladigi bulunmustur. Bu bulgular dogrultusunda, bu 6rneklemde bir baskasina
zarar verme konusunda hissedilen sorumluluk algisinin kirlenme ve hastalik
bulastirma konusunda hissedilen sorumluluk algisindan daha 6n planda oldugu
sonucuna varilabilir. Literatlir bulgularmi destekler nitelikte, asirt sorumluluk
algisi, ritiieller ve kompulsif davraniglarla kiyaslandiginda obsessif diisiinceler alt
boyutunun olusumunda daha biiyiik bir role sahiptir (Yorulmaz, Altin, & Karanci,
2008; Salkovskis, 1985).

Tiim bunlara ek olarak duygu diizenleme stratejilerine ait bulgular
incelendiginde, duygu disavurumunu bastiran bireylerin genel obsessif-kompulsif
semptomlarinin yani sira kontrol etme ve zarar verme/gorme obsesyonlarini daha
fazla gosterdikleri goriilmektedir. Literatiirdeki diger arastirmalar ile tutarli olan
bu bulgu (Aka, 2011; Allen & Barlow, 2009) duygu disavurumunun
baskilanmasinin paradoksal etkisinin oldugunu gostermektedir. Bireyler,
duygunun tepkisel kismini baskilamis olsa da duygunun yarattig1 fiziksel
hissiyatlar1 yasamaya devam ettiginden bu hislerin olumsuz yorumlanmasi
kaygiyr siirdiirmekte hatta daha da artmasina yol agmaktadir. Diger taraftan,
beklenmedik bir sekilde, bilissel yeniden degerlendirme duygu diizenleme
yontemini kullanan bireylerin obsessif-kompulsif bozuklugun
bulastirma/temizlenme ve diizen alt boyutlarii siklikla gosterdikleri tespit
edilmistir. Diger c¢alismalarinda, bilissel yeniden degerlendirmenin uyum,
islevsellik, ve iyilik hali ile iligkili oldugu gosterilmistir (Gross, 2001; Fergus &
Bardeen, 2013). Bu bulgu, literatiir bilgilerini desteklemese de,
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temizlenme/bulagtirma ve diizen semptomlarina sahip bireylerin kaygi toleranslari
ve biligsel stiregleri hakkinda bilgi vermektedir. Bu semptomlara sahip bireylerin
irrasyonel diisiincelerini rasyonel olanlarla degistirmek yerine kayginin yarattigi
icsel duyumlar1 ve diisiinceleri ile agirt mesguliyetleri sonucunda semptomlarinin
arttig1 one siiriilebilir. Bu konunun netklestirilmesi agisindan, obsessif-kompulsif
bozukluga sahip hastalarinin biligsel yeniden degerlendirme siiregleri ile ilgili ileri
caligmalarin yapilmasi onerilmektedir.

Regresyon analizlerinin ardindan benlik ikileminin ve bilissel ve duygusal
stireclerin araci roliinii test etmek amactyla Hayes’in (2013) 6nerdigi prosediirlere
gore ek analizler (Multiple Mediation Analysis) yapilmistir. Analizler, degerlilik
ikilemi ve sosyal kabul edilebilirlik degiskenlerinin hem anneden algilanan
reddedici tutum ve genel obsessif-kompulsif semptomatoloji; hem de babadan
algilanan asir1 koruyucu tutum ve genel obsessif-kompulsif semptomatoloji
iligkileri arasinda agiklayict rolleri oldugunu ortaya koymustur. Diger bir deyisle,
anneden algilanan reddedici, kritik eden tutum arttikca bireylerin 6z-degerleri ve
baskalar1 tarafindan kabul edilebilirlikleri konusunda yasadiklar1 ¢atigma, ikilem
artmakta ve bu artis obsessif- kompulsif semptomlarin ortaya c¢ikisinda rol
oynamaktadir. Buna ek olarak yapilan analizler, degerlilik ikilemi ve sosyal kabul
edilebilirlik faktorlerinin obsessif- kompulsif semptomlar ile iligkilerini ara
degisken olarak islevsel olmayan inang sistemlerinin (asir1 sorumluluk/ abartilmis
tehdit algisi, miikemmelliyetcilik/ belirsizlik, diistince kontrolii/ 6nemi) ve duygu
diizenleme yontemi olarak bastirmanin agikladigini gostermistir. Biligsel modeller
ile tutarli olan bu bulgularin benlik konusundaki inanglarin ve semalarin bilissel
sirecleri  ve dikkati tetikleyerek  psikopatolojiye  yatkinligi  artirdig
diistiniilmektedir (6rn; Guidano & Liotti, 1983; Beck, 1976).

Simdiye kadar anlatilan analizlerle obsessif- kompulsif semptomlarin
ortaya cikisini1 yordayan faktorler belirlenmis olmasina ragmen bu faktorlerin
obsessif- kompulsif semptomlar ile iliskisinin incelenmesi ve bu ¢alismada
onerilen kapsamli modelin test edilmesi amaciyla Yapisal Esitlik Modellemesi
kullanilmistir. Bulgular, her bir anne- baba tutumunun farkli bir yoldan obsessif-

kompulsif semptomlar: etkiledigini gostermektedir. Ornegin, ebeveynlerden
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algilanan reddedici, kritik eden tutumun hem dogrudan hem de baska degiskenler
aracilig1 ile dolayl olarak obsessif- kompulsif semptomlarin olusumuna katk1
sagladigr bulunmustur. Baska bir deyisle, aileden algilanan reddedici, kritik eden,
asagilayici tutum bireyin benlik degeri konusunda yasadigi belirsizlikleri artirarak
duygu disavurumunu bastirmasina neden olmakta ve sonu¢ olarak obsessif-
kompulsif belirtileri artirmaktadir. Ayni tutumun ayni zamanda islevsel olmayan
semalar yoluyla da obsessif- kompulsif semptomlar etkiledigi gosterilmistir. Asir
koruyucu ve kontrol iceren anne, baba tutumlarinin ise bireyin sevilebilirligi,
degeri ve ahlaki durusu konusunda yasadig1 belirsizlikleri, ikilemi artirarak duygu
disavurum davraniglarin1 bastirmasina neden olmakta ve sonug¢ olarak obsessif-
kompulsif semptomatolojiyi artirmaktadir.Yine aileden algilanan diisiik diizeydeki
sicaklik ve sevkat ise duygu disavurumunun bastirilmasini artirarak obsessif-
kompulsif semptomatolojinin olusumunu etkilemektedir. Bu bulgular1 destekler
nitelikte intrusif, asir1 koruyucu ve kontrolcii aile tutumlarinin kaygiy
modelleyerek tehlike algisini artirdigi, kacinma davranislarini destekledigi ve
sonu¢ olarak degersiz benlik algisini artirarak ambivalans duygulara yol agtigi
gosterilmistir (Aycicegi, Harris, & Dinn, 2002). Ote yandan, cezalandirici,
elestirel ve asagilayan anne, baba tutumlarinin ise milkemmel olma yoniindeki
kurallarin ve inanglarin gelisiminde rol oynadigi ve bireyin kendisi ile ilgili
degerlendirmelerini olumsuz etkiledigi ortaya konmustur (Arrindel et. al., 1999).
Mevcut ¢alismada, olumsuz ebeveyn tutumlarinin obsessif- kompulsif
semptomatolojinin olusumunu etkilemesinde bireylerin degerlilikleri, kabul
edilebilirlikleri ve ahlaki degerleri konusunda yasadiklar1 ikilemin agiklayici
faktor oldugu gosterilmistir. Fakat, benlik ikilemi degiskeni obsessif kompulsif
semptomlar1 dogrudan etkilememekte, bastirma ve/veya islevsel olmayan inanglar
araciligi ile yordamaktadir.

Guidano ve Liotti'nin (1983) de belirttigi gibi miikemmelliyetgilik,
diisiincelerin kontrolii, diisiincelerin 6nemi, asir1 sorumluluk algis1 ve abartilmig
tehdit algis1 gibi islevsel olmayan yorumlamalar ile bireyler yasadiklari
ambivalansi ve belirsizligi netlestirmeye ¢aligmakta fakat bu tutum ayni zamanda

obsessif kompulsif semptomlarin ortaya ¢ikisini tetiklemektedir. Guidano ve
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Liotti (1983) benlik ikilemi kavramini diger biligsel ve duygusal siirecleri yoneten
bir list kavram olarak degerlendirmektedir. Bu ¢alismadan elde edilen sonuglar da
bu varsayimi destekler niteliktedir. Benlik ikilemi islevsel olmayan inanglar1 ve
duygu diizenleme yontemlerini tetikleyerek dolayli yoldan obsessif-kompulsif
semptomlarin olusumuna yol a¢maktadir. Tim bu bulgular ve teoriler
dogrultusunda, benlik ikilemi kavraminin obsessif kompulsif bozukluk a¢isindan

bir meta-yatkinlik faktorii oldugu séylenebilir.

Cahsmanin Giiglii Yonleri ve Klinik Alana Katkilar:

Bu calisma, obsessif-kompulsif bozukluga 6zgii yorumlama siireclerinin
yani sira kendilik kavramini ve buna yol acan faktorleri ele almis, ve faktorler
aras1 iligkileri kapsamli bir model ile incelemistir. Ayrica, benlik-ikilemine
yonelik Tiirk¢e’ye bir 6l¢lim araci sunmaktadir. Sonug olarak, uyarlanan bu aragla
yapilacak arastirmalara katki saglamanin yani sira terapi siirecinde obsessif-
kompulsif bozukluk tanisi alan hastalarin degerlendirilmesinde kullanilabilecek
yeni bir 6l¢iim araci Tiirk literatiiriine kazandirilmistir. Daha da 6nemlisi, tespit
edilen yatkinlik faktorleri obsessif kompulsif bozukluga yonelik hazirlanacak
psiko-egitim ve miidahale programlarinda ve obsessif kompulsif semptomlarin
degerlendirilmesi ve terapisinde kullanilmak {izere 6nemli ipuglar1 saglamaktadir.

Obsessif Kompulsif Bozukluga sahip hastalarla ¢alisan terapistlerin,
biligsel davranig¢1r formiilasyonlarinda yer alan islevsel olmayan diisiinceler ve
yorumlamalarin yeniden degerlendirilmesi ve rasyonel olanlarla degistirilmesinin
yant sira bu degerlendirmeleri tetikledigi bulunan kendilik degeri konusunda
yasanan ambivalansa, ikileme de odaklanmalari gerekmektedir. Buna ek olarak,
islevsel olmayan duygu diizenleme stratejilerinin de bireylerin duygularim
anlamalar1 saglanarak degistirilmesinin gerekliligi bu c¢aligma tarafindan
gosterilen bir diger bulgudur.

Mevcut calismada bulunan algilanan anne, baba tutumlarinin obsessif
kompulsif semptomatoloji ile iliskisi klinik ortamda terapistlere hastalarin genel
baglanma tarzlar1 ve temel duygusal ihtiyaclar1 konusunda bilgi vermektedir. Bu
bilgiler 15181nda, obsessif kompulsif hastalarin tedavisinde semalarin calisilmasi

ve terapistlerle kurulan gilivenli baglanmanin hastalarin duygusal ihtiyaglarinin
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giderilmesinde 6nemli rol oynadig1 diisiiniilmektedir (Young, Klosko & Weishaar,

2003).

Calismanmin Kisithhklar:

Ote yandan, ¢alismanin bazi sinirlaliklar: da meveuttur. ilk olarak, veriler
internet lizerinden ve Oz-degerlendirme araglar1 kullanilarak toplandigindan
katilimcilarin  kendilerini agmalarinda zorluk yasadigi soylenebilir. Buna ek
olarak, katilimcilarin anketleri tek seferde mi yoksa bir kag seferde mi
doldurduklar1 bilinmediginden bu durum bir diger simirlilik olarak kabul
edilmektedir.

Buna ek olarak, Orneklemin o&zellikleri agisindan da bazi kisitliliklar
mevcuttur. Ornegin; kadin katilimeilarin sayis1 erkek katilimeilarin sayisiin 1.5
kat1 kadardir. Bir diger Ornek ise Orneklemin yiiksek egitim diizeyine sahiip
olmasidir. Bu o6zellikler c¢alismanin bulgularinin genellenmesi konusunda bazi
kisithiliklar olusturmaktadir. Ayrica, hasta grubu yerine tanisi olmayan grup ile

calisilmig olmas1 bu ¢alismanin bir diger kisithiligidir.

Oneriler

Arastirmacilara ve alanda calisan klinisyenlere yapilabilecek bir 6neri, bu
calismanin bulgular1 dogrultusunda, olumsuz algilanan anne-baba tutumlari,
benlik degeri konusunda yasanan belirsizlik, diisiince ve duygu diizenleme
stratejilerinin olast etkilerini gosteren bir tedavi kilavuzu hazirlanmasidir.
Gelecekteki arastirmalarda ise, terapi silirecinde kendilik konusunda yasanan
ambivalansin ve catigmalarin ¢6ziimii ve benligin stabilizasyonu konusunda
gerekli olan yontemlerin tespit edilmesi gerekmektedir.

Bu ¢alismada elde edilen bulgular gelecekte farkli 6rneklemlerde, 6zellikle
klinik orneklemde, ¢ogaltilmalidir. Buna ek olarak, bu c¢alismada test edilen
modelin obsessif kompulsif bozukluga 6zgli olup olmadigmin test edilmesi
amaciyla gelecek arastirmalarda ayni modelin depresyon ve diger kaygi
bozukluklari ile de test edilmesi onerilmektedir. Ayrica, ayn1 degiskenlerin iyilik
hali ile iliskisinin incelenmesi koruyucu faktorlerin tespit edilmesi agisindan

Onemlidir.
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Bu calismada ayrica, hangi anne ve baba tutumlarinin obsessif kompulsif
semptomlar ile iliskili gosterilmistir. Fakat, anneden algilanan reddedici tutumun
babadan algilanan asir1 koruyucu tutum ile bir araya geldiginde nasil bir etkisinin
olacagi bu caligmanin kapsaminda olmadigindan incelenmemistir. Gelecek
aragtirmalarda, bu iki faktoriin etkisi grup karsilagtirmalar ile test edilmelidir.
Ayni1 zamanda, anne baba tutumlarinin cinsiyete gore farkli algilanabilecegi goz
Oniine alindiginda, sonraki ¢alismalarda verilerin cinsiyetin etkisi kontrol edilerek
toplanmasi onerilmektedir.

Son olarak, boylamsal c¢alismalarin gerekliligi ozellikle anne, baba

tutumlarmin degerlendirilmesi acisindan degerli katkilar saglayacaktir.
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