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ABSTRACT

PERCEIVED PARENTAL REARING BEHAVIORS, RESPONSIBILITY
ATTITUDES AND LIFE EVENTS AS PREDICTORS OF OBSESSIVE
COMPULSIVE SYMPTOMATOLOGY:

TEST OF A COGNITIVE MODEL

Haci6meroglu, A. Bikem
Ph.D., Department of Psychology

Supervisor: Prof. Dr. A. Nuray Karanci

January 2008, 210 pages

The main objective of this study was to examine the vulnerability factors of
Obsessive Compulsive Symptomatology (OCS) in a non-clinical sample. On the
basis of Salkovskis’ cognitive model of OCD, the present study aimed to investigate
the role of perceived parental rearing behaviors, responsibility attitudes, and life
events in predicting OCS. Furthermore, the mediator role of responsibility attitudes
in the relationship between perceived parental rearing behaviors and OCS was
examined. Finally, the specificity of these variables to OCS was evaluated by
examining the relationship of the same variables to depression and trait anxiety.
Analysis of covariance results showed that subjects with higher OCS scores

perceived their mothers’ and fathers’ rearing behaviors as more overprotective than

v



the subjects with lower OCS scores. The results of the regression analysis showed
that perceived mother overprotection, responsibility attitudes and life events
significantly predicted OCS. Furthermore, responsibility attitudes mediated the
relationship between perceived mother overprotection and OCS. The predictive role
of perceived mother overprotection was found to be OCS specific. On the other hand,
for depression, perceived mother rejection and father emotional warmth, and for trait
anxiety, perceived mother emotional warmth had significant predictive effects. While
responsibility attitudes were found to be a common predictor for OCS and trait
anxiety, its mediator role was OCS specific. OCS, depression and trait anxiety were
all significantly predicted by life events. The results of the study were discussed
within the relevant literature, and limitations of the study, suggestions for future

studies, and clinical implications of the findings were presented.

Keywords: Obsessive Compulsive Symptoms, Vulnerability Factors, Perceived

Parental Rearing Behaviors, Responsibility Attitudes, Life Events.
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ALGILANAN ANNE-BABA TUTUMLARI, SORUMLULUK ALGISI VE
YASAM OLAYLARININ OBSESIF KOMPULSIF BELIRTILERI YORDAMA

GUCU: BILISSEL MODELIN SINANMASI

Haciomeroglu, A. Bikem
Doktora, Psikoloji Bolimii

Tez Yoneticisi: Prof. Dr. A. Nuray Karanci

Ocak 2008, 210 sayfa

Bu c¢alismanin temel amaci klinik dis1 bir 6rneklemde Obsesif Kompulsif
Semptomatolojiye (OKS) yatkinlikla iligkili faktorleri incelemektir. Bu calismada,
OKB’ nin Salkovskis tarafindan gelistirilen biligsel modeli temel alinarak, algilanan
anne-baba yetistirme tutumlari, sorumluluk algis1 ve yasam olaylarinin OKS’yi
yordamadaki rolii arastirilmistir. Buna ek olarak, algilanan anne-baba yetistirme
tutumlar1 ve OKS arasindaki iliskide sorumluluk algisinin araci rolii incelenmistir.
Son olarak bu degiskenlerin OKS’ye 6zgii olup olmadigint degerlendirmek amaciyla
ayn1 degiskenlerin depresyon ve siirekli kaygi ile olan iliskileri incelenmistir.
Kovaryans analizinin sonuglar1 yiiksek diizeyde OKS’ye sahip katilimcilarin diisiik
diizeyde OKS’ye sahip katilimcilara kiyasla anne-baba yetistirme tutumlarini daha

koruyucu olarak algiladiklarin1 gostermistir. Regresyon analizlerinin sonuglar
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annenin algilanan agir1 koruyuculugu, sorumluluk algis1 ve yasam olaylarinin anlamli
diizeyde OKS’yi yordayict etkisi oldugunu gdstermistir. Bununla birlikte, annenin
algilanan asir1 koruyuculugu ve OKS arasindaki iliskide sorumluluk algisinin araci
degisken oldugu bulunmustur. Annenin algilanan asir1 koruyucu tutumunun OKS’ye
0zgii oldugu dikkati ¢cekerken depresyon i¢in annenin algilanan reddedici tutumu ve
babanin algilanan duygusal sicakligi, siirekli kaygi i¢in ise annenin algilanan
duygusal sicakliginin yordayici etkiye sahip oldugu bulunmustur. Sorumluluk algisi
hem OKS hem de siirekli kaygi icin ortak bir yordayici iken, sorumluluk algisinin,
algilanan anne-baba yetistirme tutumlar1 ve semptomatoloji arasindaki iliskide araci
degisken roliinlin OKS’ye 0zgii oldugu dikkati ¢cekmektedir. Yasam olaylar1 ise
OKS, depresyon ve siirekli kayginin her biri i¢in anlamli diizeyde yordayici etkiye
sahiptir. Arastirmanin sonuglart ilgili literatiir esliginde tartisilmig, c¢alismanin
kisitliliklarina, gelecek calismalar i¢in Onerilere ve bulgularin klinik gostergelerine

deginilmistir.

Anahtar Kelimeler: Obsesif Kompulsif Semptomlar, Yatkinlik Faktorleri, Algilanan

Anne-Baba Yetistirme Tutumlari, Sorumluluk Algisi, Yasam Olaylar
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CHAPTER1

INTRODUCTION

Obsessive Compulsive Disorder (OCD) is an anxiety disorder mainly
characterized by persistent, intrusive, and distressing thoughts, images or impulses
(obsessions) and by repetitive or ritualistic actions (compulsions). The concepts of
obsessions and compulsions have a rich history. They were first described at the
beginning of the nineteenth century as unusual expressions of melancholia. In the
early twentieth century, with the development of psychoanalysis, the focus shifted to
psychological explanations based on unconscious conflicts. In the 1960s and1970s,
under the impact of learning theories, effective behavioral treatments were developed
for OCD (Fineberg & Roberts, 2001). Cognitive factors in OCD have also gained
considerable interest in the recent past, leading to the growing importance of
cognitive factors for understanding and treating OCD (Steketee, Frost, & Cohen,
1998).

The cognitive model of Salkovskis (1985, 1989) is the most comprehensive
and widely accepted model of OCD. In this model, responsibility attitudes and the
role of early experiences in the formation of responsibility attitudes are emphasized
in the development and maintenance of OCD. The aim of the present study is to
examine the vulnerability factors of Obsessive Compulsive Symptomatology (OCS)
in a non-clinical sample. On the basis of Salkovskis’ cognitive model of OCD, the

core elements in the development and maintenance of the disorder; namely perceived



parental rearing behaviors, responsibility attitudes, and life events will be examined.
In addition to this, the specificity of these factors to OCS will be investigated by
examining the relationship of these factors to depression and trait anxiety.

In this section, the literature review about the clinical features and the
phenomenology of OCD, the cognitive theories of OCD, cognitive distortions related
to OCD, the role of responsibility attitudes, perceived parental rearing behaviors and
life events in OCD will be presented. Then, the aims of the study and the specific

hypotheses will be presented.

1.1 Obsessive Compulsive Disorder (OCD)
Clinical features and phenomenology of obsessive compulsive disorder, the
cognitive models proposed for OCD and some cognitive distortions related to OCD

will be reviewed in this section.

1.1.1 Clinical Features and Phenomenology of OCD

Obsessive compulsive disorder is currently classified as an anxiety disorder in
the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV, American
Psychiatric Association, APA, 1994). The DSM-IV defines obsessions as recurrent
and persistent thoughts, impulses, or images a) that are experienced as intrusive and
inappropriate and that cause marked anxiety or distress, b) that are not simply
excessive worries about real life problems, and c) that make the person attempt to
ignore or suppress them, or to neutralize them with some other thoughts or actions.
Compulsions are repetitive behaviors or mental acts in response to obsessions aimed

to prevent or reduce distress caused by obsessions (APA, 1994). The most common



obsessions include thoughts about contamination, pathological doubt,
order/symmetry, sexual imagery, and aggressive or horrific impulses (e.g. hurting a
loved one). The most common compulsions are checking, washing, counting, need to
ask or confess symmetry and precision (Eisen & Rasmussen, 2002). People with
OCD often avoid things and situations that trigger their obsessions and compulsions
which makes the avoidance behavior as the central feature of the disorder.
Obsessions and compulsions are time consuming, lead to marked distress and
seriously interfere with daily functioning (Bartz & Hollander, 2006). By reducing the
quality of life, OCD is considered as one of the most disabling anxiety disorders
(Eisen et al., 2006).

OCD has been thought to be a relatively rare disorder. However, recent
epidemiological studies, in which the diagnosis depends on structured or semi-
structured instruments rather than clinical judgment alone, showed that OCD is a
common disorder (Fontenelle, Mendlowicz, & Versiani, 2006) even found to be the
fourth most prevalent disorder with a lifetime prevalence of 2.5% (Karno, Golding,
Sorenson, & Burnam, 1988). In another study, Weissman et al. (1994) found that the
prevalence rates in seven countries were ranging from 1.9% to 2.5% for life time
prevalence, and from 1.1% to 1.8% for annual prevalence. Despite the concerns
about the inconsistent findings related to the prevalence rates, many studies showed
that obsessive compulsive disorder is a common disorder among adults as well as
among children and adolescents (Stein, 2002).

Studies have shown that OCD is found equally among men and women, or
slightly higher in women (Lochner & Stein, 2001). In clinical samples, the male and

female distributions are equal (Rasmussen & FEisen, 1992), however in



epidemiological studies females showed slightly higher rates than males
(Bebbington, 1998; Karno, Golding, Sorenson, & Burnam, 1988; Weissman et al.,
1994).

The age of onset of OCD is usually in early adulthood. Black (1974) reported
that the mean age of onset for OCD was in the early 20s; over half of the patients
become symptomatic by the age of 25 and three quarters by the age of 30, and less
than 5% had onset after 40s. Similarly, Rachman and Hodgson (1980) found that
65% of their sample had onset prior to 25 years of age, and in another study the mean
age of onset was found as 25.6 (Thyer, Parrsh, Curtis, Neese, & Cameron, 1985).

Although the disorder usually begins in early adulthood, it may begin in
adolescence and even in childhood. The age of onset can differ depending on the
gender, the subtype of OCD and the comorbid disorder. Clinical studies usually
confirmed earlier age of onset of OCD for males compared to females (Lochner &
Stein, 2001). Male gender was found to be a significant predictor of earlier age of
onset, more insidious onset, and greater chronicity of the course (Bogetto,
Venturello, Albert, Maina, & Ravizza, 1999). Consistent with the findings of a
higher prevalence of childhood OCD in males, it was found a significant earlier age
of onset for males (20 years old) versus females (25 years old) (Minichiello, Baer,
Jenike, & Holland, 1990).

Lochner and Stein (2001) reviewed many studies about the gender differences
among the symptom profiles, and supported the finding that cleaning and washing
symptoms were reported to be more common in females, while primary obsessive
slowness, symmetry and exactness, numbers, touching rituals, sexual symptoms or

odd symptoms, and checking rituals were more common in males with OCD.



Rachman and Hodgson (1980) found different sex ratios between two subgroups:
80% of the cleaners and 50% of the checkers were female. They also indicated rapid
onset in cleaners and slow onset in checkers. Patients with obsessions only or
cleaning rituals only had later ages of onset (mean age 27) while patients with
checking rituals only or mixed rituals had earlier onset (mean age 18-19), supporting
the mean age of onset difference among the subtypes of OCD (Minichiello, Baer,
Jenike, & Holland, 1990). This finding also supports earlier mean age of onset for
males who mostly suffer from checking compulsions, and later mean age of onset for
females who mostly suffer from cleaning compulsions.

Many studies supported the finding that women display more washing and
cleaning rituals while men are more likely to suffer from sexual and symmetry
obsessions, and checking rituals (Matsunaga et al., 2000; Okasha, Saad, & Khalil,
1994; Shooka, Al-Haddad, & Raees, 1998). The higher incidence of contamination
obsessions and cleaning/washing compulsions in women was attributed to the social
role differences between men and women in several studies across different cultures
ranging from Western to non-Western countries (Akhtar et al., 1978; Castle et al.,
1995; Dowson, 1977; Egrilmez et al., 1997; Ghassemzadeh et al., 2002; Shooka et
al., 1998; cited in Karadag, Oguzhanoglu, Ozdel, Atesci, & Amuk, 2006).

Although DSM-IV defined OCD as a unitary syndrome and gave a general
definition of OCD including the obsessions and/or compulsions, the clinical
manifestation of the symptoms varies a lot from patient to patient. There is a broad
range of symptoms in OCD, and the recognition of specific types of symptoms which
are less responsive to available treatments led the researchers to think that there

should be subtypes within the disorder. While the research on dimensions of OCD



has been primarily based on symptoms, other methods of subtyping also exist, for
example subtyping depending on age of onset, family history of OCD, the presence
of other psychiatric disorders or gender differences which have been less examined
(McKay et al., 2004).

Most of the researches on dimensions of OCD have been primarily based on
symptoms. The typical symptom dimensions are aggressive, sexual, religious,
somatic, symmetry, contamination and hoarding obsessions; and checking, ordering,
counting, repeating, cleaning, and collecting compulsions (Taylor, 2005). This kind
of subtyping relies mostly on overt symptoms (e.g. classifying patients as washers,
checkers, or hoarders, etc.). These dimensions have been found in both clinical and
nonclinical samples (McKay et al., 2004).

In terms of contamination obsessions and washing/cleaning compulsions,
Feinstein, Fallon, Petkova and Liebowitz (2003) identified two distinct groups of
OCD patients with washing rituals: patients who report feeling of discomfort and
contamination without fears of harm, and other patients with specific fears of harm to
self or others as a result of contamination. Patients in the first category focus on the
feeling of contamination, report less obsessions and wash or clean excessively to
reduce the contamination. Patients in the second group mostly focus on the
threatening consequences of contamination which includes responsibility for
spreading contamination to others, and washing or checking rituals are performed to
eliminate this perceived danger.

Harm/aggressive obsessions and checking compulsions is a more
heterogeneous subtype in terms of the diversity of the obsessional content and related

checking behavior (Feinstein, Fallon, Petkova, & Liebowitz, 2003). Intrusions



related to harm (e.g. fire, theft, flood) make the person feel responsible for the feared
events, so checking rituals decrease the perceived responsibility for the likelihood of
the feared events, and the vulnerability of self and others (Rachman, 1997, 1998;
Sookman & Pinard, 2002; McKay et al., 2004). Unwanted aggressive or sexual
thoughts or images lead the person to check their behavior to decrease their doubts
(e.g. “Did I run over anyone on the street?) (McKay et al., 2004), and this leads to a
paradoxical increase in the frequency of these intrusions (Salkovskis & Campell,
1994). Cognitive characteristics of OCD patients, such as overestimation of threat,
intolerance of uncertainty, overimportance/control of thoughts, responsibility for
harm, perfectionism, and perceived inability to cope with anxiety can all be observed
in this subgroup (Obsessive Compulsive Cognitions Working Group, 2001, 2003).
Another group of patients are the ones who have obsessions without overt
compulsions. McKay et al. (2004) stated that 25% of OCD patients report distressing
obsessions without overt compulsions. Common obsession themes in this group are
sex, harm/violence, and religion/blasphemy. This group of patients often appraises
their distressing thoughts as dangerous, and overly important, so they try to control
such thoughts (Obsessive Compulsive Cognitions Working Group, 2001). Mental
rituals and neutralizing such as saying a good word after a bad thought, praying,
counting are all carried out to decrease the anxiety associated with the involuntary
and overwhelming intrusions. Thought-action fusion is one of the cognitive
characteristics of the patients in this group; they often avoid the triggering situations,
for example avoiding an attractive woman on the street, since a sexual thought is

appraised by them as equivalent to actually carrying out a behavior (McKay et al.,



2004). Newth and Rachman (2001) stated that this group of patients might be
reluctant to report their intrusions due to the feelings of shame and guilt.

One of the most disabling forms of OCD is the hoarding, which is the
acquisition of items that appear worthless to other people and having difficulty in
discarding them (Frost & Hartl, 1996; Frost, Steketee, Williams, & Warren, 2000;
McKay et al., 2004). This group of patients report higher anxiety and depression,
poorer insight or more overvalued ideas, and severe psychosocial consequences
compared to the patients in other subtypes (Frost & Gross, 1993; Frost, Steketee,
Williams, & Warren, 2000; Greenberg, 1987; McKay et al., 2004). These patients
report obsessional fears of loosing items or possessions, have excessive attachment
to the items, have beliefs about the importance of items, have problems with decision
making, categorization and organization, have perfectionist characteristics and show
behavioral avoidance (Frost & Hartl, 1996).

Ball, Baer, and Otto (1996) examined the prevalence of different OCD
subtypes and found that patients with cleaning and/or checking rituals are the most
prevalent ones, comprising 75% of the sample. Patients with multiple rituals or
patients with exactness, counting, repeating, symmetry, slowness or hoarding were
underrepresented, as only 12% of the sample which is less than the findings of the
epidemiological studies.

Although the creation of subgroups of OCD depending on the symptom
groups seems easy, allocation of individuals with OCD to just one specific symptom
type is not an easy one. Not only the symptoms might have different courses, they
may also be comorbid with other OCD symptoms or other disorders (McKay et al.,

2004). In clinics and hospital settings, it is not uncommon to see more complex



obsessions and compulsions, which makes it difficult to assign a patient to a single
subtype of OCD. Radomsky and Taylor (2005) gave an example of a typical
manifestation of OCD with a patient who checks the knobs on their stove frequently
to be able sure that they are exactly symmetrical, clean and off, until the patient feels
safe, protected from various disasters such as fire, burglary, disease, and some
unknown danger, and until the horrible images of their children being burned are
neutralized. It was proposed that one of the solutions to the problem about
determining the subtypes is allocating individuals to specific subtypes depending on
the functions that their symptoms serve, in other words, depending on the cognitive
aspects associated with the symptoms. This provides deeper information which might
be required in the treatment of the disorder. New theories and cognitive models are
now available for compulsive checking, compulsive hoarding, and obsessions
without compulsions which lead to the development of new symptom specific
treatment strategies (Radomsky & Taylor, 2005).

Lee and Kwon (2003) conducted a study in which they investigated whether
there could be a meaningful distinction between different types of obsessions in
OCD. They combined the results of factor analytic investigations of symptom
measures with the data from measures that assess interpretations, appraisals, and
beliefs about thoughts. They categorized obsessions into two types as autogenous
and reactive obsessions, which are different from each other in terms of
identifiability of their evoking stimuli, subjective experiences, contents, and
subsequent cognitive processes. They stated that autogenous obsessions tend to come
abruptly into consciousness without identifiable evoking stimuli, which are perceived

as ego-dystonic and aversive enough to be resisted. These types of obsessions



include sexual, aggressive, and immoral thoughts or impulses. On the other hand,
reactive obsessions are evoked by identifiable external stimuli, which are perceived
as relatively realistic and rational enough to do something toward the stimuli, and
include thoughts about contamination, mistake, accident, asymmetry, loss, and etc.
They found differences between the two types of obsessions in terms of their
frequency, subjective experiences, subsequent appraisal, and control strategies.
Autogenous obsessions led to high appraisals on “control over thought” and
“importance of thought” and frequent use of “avoidant control strategies”. However,
reactive obsessions were found to be linked with high appraisal on “responsibility”
and frequent use of “confrontational control strategies”.

In addition to the heterogeneity within the disorder, the comorbidity with
other disorders makes the OCD cases even more complex. OCD has a high
comorbidity with other anxiety and mood disorders. Most recent investigations with
relatively large numbers (Brown et al., 2001; Denys et al, 2004; Fireman et al., 2001;
LaSalle et al., 2004; Nestadt et al., 2001; cited in Bartz & Hollander, 2006) showed
that among the Axis I disorders, major depressive disorder was the most common
additional diagnosis with prevalence rates ranging from 20.7% to 22% and from 54%
to 66% for additional current and lifetime diagnosis, respectively. Social phobia was
found to be the most common co-morbid anxiety disorder, ranging from 3.6% to
26% and from 23% to 36% for additional current and lifetime diagnosis,
respectively. The prevalence rates for other anxiety disorders ranged from 0% to
12% for current diagnosis, and from 1% to 23% for lifetime diagnosis. LaSalle et al.
(2004) found that affective disorders are 4 to 5 times, panic disorder, agoraphobia,

and GAD are 3.5 to 4 times, social phobia is 2 times more prevalent in individuals
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with OCD compared to the general population. Denys, Tenney, van Megen, de Geus
and Westenberg (2004) investigated the onset of comorbid disorders, and found that
OCD precedes rather than follows depression, indicating that depression is a likely
result of OCD.

Some of the etiological studies pointed to gender differences in the etiology
of OCD, and proposed that females generally have later onset than males and more
frequently have depression as a comorbid disorder, however, males have an early
expression of a more severe organic type of disorder (Castle et al., 1995; Horwath &
Weissman, 2000; Lensi et al., 1996; Noshirvani et al., 1991; Zohar et al., 1999; cited
in Karadag, Oguzhanoglu, Ozdel, Atesci, & Amuk, 2006).

OCD shows comorbidity with another group of disorders called obsessive
compulsive spectrum disorders. Hypochondriasis, body dysmorphic disorder,
trichotillomania, and compulsive buying had the highest lifetime prevalence rates
(Denys et al., 2004; du Toit et al., 2001; Jaisoorya et al., 2003; LaSalle et al., 2004;
cited in Bartz & Hollander, 2006). Eating disorders were found to be eight times
more prevalent in individuals with OCD compared to the general population (Denys,
Tenney, van Megen, de Geus, & Westenberg, 2004). The frequency of impulse
control disorders in OCD patients was investigated and found that 16.4% of OCD
patients had a life time prevelance and 11.6% had a current diagnosis of impulse
control disorders such as skin picking, nail biting, and trichotillomania (Grant,
Mancebo, Pinto, Eisen, & Rasmussen, 2006).

Childhood onset OCD has been found to be more comorbid with tic disorders
such as Tourette’s syndrome (Geller et al., 2001). Aggressive, sexual, symmetry, and

exactness obsessions were claimed to be more common in OCD with comorbid tics.
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Tic like compulsions such as touching, blinking, rubbing, tapping, staring are more
common in OCD patients with comorbid tics (Miguel et al., 1997). Leckman et al.
(1995) found that males and individuals with an early OCD onset are
overrepresented among the tic related subtype. Neurobiological differences are also
observed in this subtype (Hanna, McCracken, & Cantwell, 1991).

Comorbidity of OCD with Axis II disorders is also common. Although some
studies reported high rates of obsessive personality traits in OCD patients (Honjo et
al. 1989; cited in Spitzer & Sigmund, 1997), other studies found little evidence for
this relation (Black et al., 1989, 1993; Rapoport et al., 1981; cited in Spitzer &
Sigmund, 1997). Inconsistent results might be due to the confusion of OCD with
Obsessive Compulsive Personality Disorder. However, patients with OCD also have
some compulsive personality traits, and roughly 6% of OCD patients meet the
criteria for Obsessive Compulsive Personality Disorder when assessed by a
standardized structured interview (Baer et al., 1990).

In terms of the course of OCD, there have not been many studies that
investigated the longitudinal course of OCD. There are suggestions that symptom
types fluctuate over time (Rachman & Hodgson, 1980), for example an individual
may experience compulsive checking at the beginning of the disorder, but later in life
it may be replaced with compulsive counting (McKay et al., 2004). In a study, the
outcome predictors of 476 patients with severe OCD were investigated (Stewart,
Yen, Stack, & Jenike, 2006). 59% of the sample who responded to the residential
treatment was characterized by less severe OCD at admission and a better
psychosocial functioning. Non responders were more likely to be male and have a tic

disorder. In their behavior therapy study, Foa and Goldstein (1978; cited in McKay et
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al., 2004) found that the type of compulsion (washing versus checking) was not a
predictor of treatment response. On the other hand, in other studies, at a one year
follow up, women with washing compulsions were found to be better responders to
treatment than men with checking ritual (Basoglu, Lax, & Marks, 1988;
Boulougouris, 1977; cited in McKay et al., 2004). Hoarding symptoms (Abramowitz
et al., 2003; Baer, 1994; Barolo et al. 1988; Black et al., 1998; Mataix-Cols et al.,
1999; Saxena et al., 2002; Winsberg, Cassic, & Koran, 1999; cited in McKay et al.,
2004) and the obsessive thoughts without compulsive behavior (Alonso et al., 2001;
Christensen, Hadzi-Pavlovic, Andrews, & Mattick, 1987; cited in McKay et al.,
2004) have shown poorer responses to treatments. Although the combination of
behavioral and pharmacological treatments lead to successful results in the treatment
of OCD, obsessions and compulsions can continue with different degrees of intensity
over time. In general, OCD is a chronic illness that shows a waxing and waning
course (Jenike, 2001).

The epidemiological studies show that the basic phenomenological features of
OCD are similar across cultures. Studies in Western and Eastern countries indicated
that the most common obsessions are related with dirt and contamination, followed
by harm or aggression, somatic issues, religious issues and finally sexual issues
(Egrilmez et al., 1997; Mataix-Cols et al., 1999, 2002; Sasson et al., 1997; cited in
Karadag, Oguzhanoglu, Ozdel, Atesci, & Amuk, 2006). In a recent study with a
Turkish sample, Karadag, Oguzhanoglu, Ozdel, Atesci, and Amuk (2006) supported
that the phenomenological features and the overall symptom profile in Turkish
culture was not different from other cultural settings. They found that the onset of

OCD was earlier in males than females as consistent with the relevant literature. The
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most prevalent comorbid diagnosis was found to be depression (30.5%). Depressive
disorders were more common in females and the longer duration of illness and the
more severe OCD symptoms were associated with depressive disorders. The overall
pattern of OCD phenomenology was found to be consistent with Western culture and
with some Eastern countries. Dirt and contamination (56.7%) and aggression
obsessions (48.9%) were found to be the most frequent obsessional themes followed
by somatic (24.1%), religious (19.9%), sexual (18.4%), and symmetry obsessions
(15.6%). Symmetry and sexual obsessions and checking compulsions were found to
be more common in male patients, on the other hand dirt and contamination
obsessions and washing compulsions were found to be slightly more common in
females. Majority of patients with religious obsessions (83%) and half of the patients
with sexual obsessions had compulsions related with religious practices, and these

patients were found to have delayed seeking professional help.

1.1.2 Cognitive Theories of OCD

During 1950s and early 1960s, psychoanalytic view about the obsessions was
based on the assumption that OCD patients have weak ego boundaries and
obsessional rituals were important defense mechanisms which help to strengthen
these boundaries. Therefore rituals should not be interrupted or prevented otherwise
this will result in a breakdown of ego boundaries and may push the patient into a
psychosis (Salkovskis, 1999).

In the 1970s, Rachman and his colleagues (Rachman, Hodgson, & Marks,
1971; Rachman, Marks, & Hodgson, 1973; cited in Salkovskis, 1999) started to

apply the behavioral techniques derived from two process theory to obsessional
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problems, based on the earlier work of Meyer (1966; cited in Salkovskis, 1999).
These techniques were exposure and response prevention.

OCD was first conceptualized in a cognitive model by Carr (1974; cited in
Van Oppen & Amtz, 1994) who emphasized the OCD patients’ unrealistic threat
appraisals. The overestimation of both the probability and the cost of the occurrence
of undesired outcomes lead to a high degree of perceived threat. A number of
situations lead to a high level of anxiety for the person; consequently, obsessive
compulsive rituals are developed and reinforced by anxiety reduction. However, the
reason of the patients’ overestimation of the probability and the cost of undesired
outcomes remains unclear in this model.

In 1979, McFall and Wollersheim emphasized the mediator role of cognitions
for compulsions. In their model, they focused on the factors which might be
influential in the subjective unrealistic estimates of catastrophic outcomes.
According to their model, the individual estimates the danger of an event and threat
is generated during this primary appraisal. Consequently, anxiety rises and obsessive
compulsive behavior starts as a result of the person’s secondary appraisal in which he
evaluates his efforts to cope with the threat. They proposed some unreasonable
beliefs which are influential in the primary and secondary appraisal processes; such
as for primary appraisal, perfectionist thoughts, fear of punishment due to mistakes,
the thought of being powerful enough to initiate or prevent the occurrence of
undesired outcomes, unacceptance of certain thoughts and feelings which might lead
to catastrophic outcomes; and for secondary appraisal, fear of feeling upset due to
dangerous outcomes, prevention of feared outcomes by magical rituals and

compulsions, the preference of rituals and obsessions over the confrontation of one’s
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thoughts/feelings, intolerance of uncertainty and loss of control. Since the patients
feel helplessness about the perceived threat because of these beliefs, they continue
rituals and try to protect themselves from the guilt feelings related to the possibility
of unacceptable outcomes (McFall & Wollersheim, 1979; cited in Van Oppen &
Arntz, 1994).

The third model was proposed by Salkovskis (1985, 1989) which has been
accepted as the most comprehensive one for the cognitive explanation of OCD.
Previous models were criticized for not distinguishing the threat appraisal in OCD
patients from the threat appraisal in other patients. Salkovskis proposed a cognitive
hypothesis of obsessional problems by using Beck’s (1976) model which proposes
that emotional responses such as anxiety occur when the stimuli or the situation is
interpreted in a negative way (Salkovskis, 1999). The central idea in this model is
that not the event (nor the thought), but the person’s appraisal of the event leads to
anxiety. These appraisals are influenced by pre-existing beliefs and attitudes.
Appraisals and emotional responses have a reciprocal relationship, so that the
behavior of the person has an effect on appraisal and vice versa.

According to Salkovskis (1985, 1989) obsessional thoughts have its origins in
normal intrusive thoughts. These intrusive cognitions can be ideas, thoughts, doubts,
images or impulses which are upsetting, unacceptable or unpleasant for the person.
The difference between normal intrusive thoughts and obsessional intrusive thoughts
is in the interpretation of the occurrence and/or content of the intrusion. Salkovskis
proposed that if the appraisal focuses on harm or danger then the emotional reaction
will be anxiety. On the other hand, if the appraisal focuses entirely on loss, then the

reaction is likely to be depression. According to this cognitive model, an obsessional
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pattern would occur if intrusive cognitions, which are also common in other people,
were interpreted as an indication that the person might be responsible for harm for
oneself and/or other people. Therefore, the responsibility appraisals link the intrusive
thoughts to the discomfort experienced and the following neutralizing behaviors. In
other words, intrusive cognitions in the form of thoughts, images, impulses, and/or
doubts are interpreted as the person might be responsible for harm to himself or
others. This type of interpretations leads to a) negative mood changes such as
distress, anxiety and depression, b) the motivation to engage in overt or covert
neutralizing behaviors such as washing, checking, mental argument, and reassurance
seeking, ¢) counterproductive safety strategies such as avoidance of situations related
to obsessions, thought suppression, putting impossible criteria for oneself, and d)
attention and reasoning biases such as looking for trouble. However, although the
neutralizing response, which is the voluntary activity, is conducted to reduce the
perceived responsibility, it actually leads to a temporary reduction in discomfort and
increases the salience of the intrusive thought. In turn this leads to a vicious cycle of
negative thinking, maintenance of negative beliefs, neutralizing and the likelihood of
increase in further intrusions and doubt.

Intrusive cognitions are the basis and the key elements of obsessive
compulsive disorder. These unwanted thoughts, impulses or images are the raw
material of the obsessions, highly universal and experienced by nearly everyone
(Rachman, 1997). For example; “What if the door is not locked?” kind of doubts are
experienced by most people from time to time. On the other hand, intrusive

cognitions have also been seen as an adaptive aspect of human nature since they are
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associated with creativity, inspiration, problem solving, productive work, and social
interaction (Salkovskis, 1989).

Intrusive thoughts were defined by Rachman (1981) as repetitive, unwanted
and unacceptable thoughts, images or impulses that interrupt the ongoing activity of
the person. Intrusive thoughts are internally attributed and difficult to control.
Rachman and de Silva (1978) were the first who showed that non-clinical subjects
also experience unwanted intrusive thoughts which are similar to clinical obsessions
in terms of their form and content, and such intrusions occur in 80% of a non-clinical
sample. Similar studies with non-clinical samples have replicated these findings that
80-99% of non-clinical subjects experience unwanted and unacceptable intrusive
thoughts, images or impulses (Clark & de Silva, 1985; Edwards & Dickerson, 1987;
England & Dickerson, 1988; Freeston, Ladouceur, Thibodeau & Gagnon, 1991;
Niler & Beck, 1989; Parkinson & Rachman, 1981; Purdon & Clark, 1993; Salkovskis
& Harrison, 1984; cited in Clark & Purdon, 1995). However, besides the similarities
between unwanted intrusive thoughts and clinical obsessions 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). Rachman (1997) claimed that what transforms the
normal intrusive thought to a clinical obsession lies under Salkovskis’ emphasis
about the meaning of the thought for the person; that is the misinterpretation of the
intrusive thought as being important, personally significant, and threatening. These
appraisals all have a contribution in this transformation. In other words, pre-existing
dysfunctional beliefs make the person more prone to appraise the intrusions as

threatening and uncontrollable so that these intrusive cognitions become clinical
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obsessions which are more frequent and severe than universally experienced
unwanted intrusive cognitions.

In his cognitive model of OCD, Salkovskis (1985, 1989) made a critical
differentiation between unwanted intrusive thoughts and negative automatic
thoughts. According to the cognitive theory, negative automatic thought is described
as the outcome of the appraisal of the events (Beck, 1976). In the cognitive
behavioral formulation of OCD, negative automatic thoughts are the individuals’
appraisals or interpretations of the occurrence of the obsessional intrusions.
Therefore, intrusive thoughts and negative automatic thoughts, which are the
interpretation of these intrusions, are totally different from each other. Salkovskis
(1985) stated that the main difference between negative automatic thoughts and the
obsessions are the perceived intrusiveness, accessibility, and the extent to which they
are seen as being consistent with the individual’s belief systems. Obsessions are
unacceptable (ego-dystonic), irrational, highly intrusive and accessible, and
implausible. On the other hand, negative automatic thoughts are acceptable (ego-
syntonic), rational, less intrusive, more difficult to access, and they are plausible.
Salkovskis (1985) stated that obsessional thoughts are the stimuli which might
provoke a particular type of automatic thoughts. Although intrusions frequently
occur in normal individuals without causing any serious disturbance, for some
individuals it becomes a persistent source of mood disturbance when unacceptable
intrusions interact with the individual’s belief system and lead to negative automatic
thoughts. The intrusions will produce distress if they have some meaning for the
person who experiences them, in other words, the intrusions should match with the

pre-existing dysfunctional beliefs. For example, if the person has dysfunctional
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responsibility beliefs, the images of harming his/her children (intrusion) might lead
to the appraisals such as “This means that [ want to do these things, I am evil”
(negative automatic thoughts). This leads to the affective disturbance which was
actually caused by the negative automatic thoughts rather than the intrusion itself
(Salkovskis, 1985).

Rachman (1998) stated that when a person makes catastrophic appraisals
about the significance of the unwanted intrusive thoughts, a great number of stimuli
are converted to threat signs although they were neutral before. For example; for
individuals who have intrusive thoughts about harming other people, formerly
neutral stimuli such as a sharp object become potential threats. Repeated avoidance
of sharp objects also intensifies and strengthens the assumption of “I am a dangerous
person”. Therefore this assumption remains unchallenged and unchanged. Besides
the effects of external cues, Rachman (1998) proposed that the internal
stimuli/sensations are also interpreted as signs of threat and may lead to avoidance.
For example, when a person interprets his intrusive thoughts as he is a dangerous
person and he may give harm to someone, the sensation of discomfort or anxiety
(e.g. trembling, sweating) in the presence of a significant cue (e.g. a sharp object)
will reinforce his negative assumption that he is a dangerous person. In other words,
the catastrophic misinterpretation of the intrusive thoughts can combine with the
catastrophic misinterpretation of the person’s anxiety, such as “If I am anxious, this
means there is a danger”. Rachman (1998) associated this situation with so called
“ex-consequenta reasoning” term which is making deductions of threat from the

feeling of anxiety (Arntz, Rauner, & van den Hout, 1995). This is also similar to
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Clark’s model (1986) about panic disorder which stress the misinterpretations of
certain bodily sensations.

Rachman (1998) argued that although many people experience unwanted
intrusive thoughts, only a small number of people develop clinically significant
obsessions; this small group is vulnerable to develop OCD because of their pre-
existing beliefs and cognitive biases. For OCD patients, the intrusive thoughts have
exaggerated significance. These individuals usually regard them as horrific,
threatening, repugnant and dangerous, and describe them as immoral, sinful,
disgusting, threatening, insane, criminal, and etc. When the main content of
obsessions such as aggression, sex and blasphemy are important in moral system of
the person, this leads to an inflation of personal significance. Patients with
obsessional thoughts then interpret the intrusive thoughts, images and urges as the
hidden elements in their character, such as being an immoral, unreliable, or sinful
person. They can also have some interpretations about the specific consequences,
such as causing serious harm for other people, going to Hell, being rejected by other
people, or being punished. When people have these kinds of interpretations and
anticipated consequences, which are very intense and anxiety provoking, the
attempts to resist or remove the obsessions are very meaningful (Rachman, 1997).

Salkovskis (1985) stated that if the person who experiences intrusive thoughts
believes that odd thoughts with an unpleasant content can occur but they do not have
any implications, the process terminates there for that person. However, if the
intrusive thoughts have important implications for that person, then negative

automatic thoughts will arise as a function of pre-existing beliefs. Dysfunctional

21



assumptions related with responsibility, blame or control interact with the content of
the intrusive thought, and lead to negative automatic thoughts.

Neutralizing behaviors then emerge to “put the things right”; either to
neutralize the perceived negative consequences of the obsessions or to neutralize the
feelings of distress, anxiety or guilt which are emerged from the obsessions
(Rachman, 1998). Neutralizing behaviors can either be overt (e.g. washing or
checking compulsions) or covert (e.g. mental arguments, thinking a “good” thing
after having a “bad” thought). Neutralization has several functions; first of all, it
usually leads to reduced discomfort. So, by acting as a negative reinforcement,
neutralizing behaviors continue and sometimes generalized as a coping strategy to
deal with anxiety and stress. Secondly, neutralization is followed by non-
punishment; the person attributed the non-occurrence of the feared consequences to
the neutralization behavior. Since neutralization behaviors lead to relief of anxiety,
the person believes that his/her beliefs about the intrusive thoughts were true, and the
neutralizing behavior is the correct way to prevent the undesirable outcomes. Finally,
the neutralizing behaviors themselves become powerful triggering stimuli for the
unwanted intrusive thoughts since paradoxically they reinforce the individual’s
dysfunctional belief system (Salkovskis, 1985). Although in the short term,
neutralization is anxiety relieving, it paradoxically contributes to the maintenance of
the disorder. The cycle of obsession, neutralization, relief, and confirmation of the
belief is strengthened by repetition (Rachman, 1998).

Besides neutralizing behaviors, the other reaction to obsessions is avoidance
behavior. With the same mechanism explained for the neutralizing behaviors, the fact

that no feared consequences occur is attributed to the avoidance of the anxiety
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provoking stimuli. However, similar to the neutralization, avoidance also contributes
to the catastrophic misinterpretation of the obsessions remain unchallenged and
unchanged (Rachman, 1998).

Thought suppression is another counterproductive safety strategy used by
some of the OCD patients (Salkovskis et al., 2000). Unfortunately, as Rachman
(1998) stated, the deliberate attempts to suppress the unwanted intrusive thoughts can
lead to a paradoxical increase in their frequency which is known as the “white bear
effect”. It was found that when the subjects were instructed to not to think about
white bears, this caused a paradoxical increase in the frequency of related thoughts
(Wegner & Pennebaker, 1993; Wegner et al., 1987; cited in Rachman, 1998). In a
similar way when the patient tries to fight the unwanted intrusive thoughts, this
increases the frequency of the obsessions, and contributes to the maintenance of the
whole process (Rachman, 1998).

Reassurance seeking has also been accepted as one of the neutralizing
behaviors, which was displayed by many patients. The main logic under the
reassurance seeking is providing a way of spreading the responsibility. For patients
who have harm or aggression obsessions, the act of reassurance seeking, by making
sure that others know, leads to the reduction of the feeling of responsibility and
consequent anxiety (Salkovskis, 1985).

In conclusion, according to the cognitive theories of OCD (Rachman, 1997,
1998; Salkovskis, 1985, 1989), the obsessions which are intrusive, repetitive and
unwanted in nature cause anxiety and distress if these obsessions interact with the
person’s pre-existing dysfunctional belief domains, mainly related with responsibility

attitudes about causing harm to oneself or other people. The person, who has the
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dysfunctional belief domain related with the intrusive thought, catastrophically
interprets the significance and occurrence of the obsessions. These are the negative
automatic thoughts related with responsibility, guilt or shame. Therefore, not the
intrusive thoughts but the negative automatic thoughts about these intrusions lead the
person to experience mood changes, and motivate the person to neutralize, avoid and
use other safety strategies. However, they all in turn lead to an increase in the
frequency of the obsessions and faulty verification of the catastrophic
misinterpretations of the obsessions. So, 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.

1.1.3 Cognitive Distortions Related to OCD

Cognitive factors have been accepted as the core elements in the development
and the maintenance of the disorder in the cognitive models of OCD. As the
importance of dysfunctional beliefs and faulty appraisals has been emphasized, the
modification of these dysfunctional beliefs has become the focus of the treatment of
OCD (Rachman, 1997, 1998; Salkovskis, 1985, 1989).

In the etiology of OCD, many belief domains took the attention of
researchers. In 1997, Obsessive Compulsive Cognitions Working Group (OCCWG)
identified six belief domains that are most relevant to OCD. These are 1) inflated
responsibility; 2) thought-action fusion and other beliefs concerning the over
importance of the consequences of one’s thoughts; 3) excessive concern about the
importance of controlling one’s thoughts; 4) overestimation of the probability and the

severity of threat; 5) intolerance of uncertainty; and 6) perfectionism. It was reported
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that there is a high degree of association between the identified belief domains and
obsessive compulsive symptoms.

Inflated responsibility is the main belief domain in Salkovskis’ cognitive
model of OCD (1985, 1989). The intrusive thoughts, images or impulses are
interpreted as the person might be responsible for harm to oneself or others. Negative
automatic thoughts related to harm or danger lead to mood changes and the person
engages in neutralizing behaviors to reduce the discomfort and responsibility.

Overimportance of thoughts was defined as the belief that the presence of a
thought indicates that it is important (OCCWG, 1997). Beliefs related to thought-
action fusion (TAF) and magical thinking was also included in this domain. TAF can
be seen in two forms; moral TAF which indicates that thoughts are morally
equivalent to actions (e.g. “If I think about it, this means I want to do it and it is
morally wrong”), and likelihood TAF which indicates that thinking about something
increases the likelihood of its occurrence (e.g. “If I continue to think about it, it will
happen”). Both forms involve the misinterpretation of one’s thoughts (Rachman,
1997). Thought-action fusion was found to increase the person’s perceived
responsibility for negative outcomes and this in turn leads to the increase of guilt
feeling (Rachman, 1993). Shafran, Thodarson and Rachman (1996) stated that TAF
is the tendency to make an incorrect association between one’s thoughts and external
reality. Since TAF increase the person’s perceived sense of responsibility for his/her
thoughts, intrusive thoughts are transformed into obsessions. If the person has such
an inflated sense of responsibility, TAF will cause more distress and anxiety than for

the persons who does not have inflated responsibility.
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The domain of excessive concern about the importance of controlling one’s
thoughts indicates the person’s overvaluation of importance of having control over
the intrusive thoughts, images and impulses. The person also believes that this
control is possible and desirable (OCCWG, 1997). Clark and Purdon (1993)
proposed that people with OCD excessively monitor the mental intrusions, have
beliefs about moral consequences of not controlling the thoughts, have beliefs about
the responsibility for harm because of not controlling the thoughts and have beliefs
about the efficacy of control. For example, “I would be a better person if I gained
control over my thoughts”, or “I must know what is going on in my mind all the time
so I can control my thoughts” (OCCWG, 1997). However, Wegner (1989; cited in
Steketee, Frost, & Cohen, 1998) showed that the attempts to control the intrusive
thoughts, such as by thought suppression, paradoxically increase their frequency.
Salkovskis (1989) also proposed that meta-cognitive beliefs about controlling one’s
thoughts affect the appraisal of intrusive thoughts and lead to the development and
maintenance of OCD. Obsessive compulsive belief domains are related to each other,
for example, if a person believes that unwanted thought inevitably leads to unwanted
acts (thought-action fusion) and the consequences would be unacceptable, than the
person believes that it is very important to have control over the thoughts (OCCWG,
1997).

Overestimation of threat reflects the exaggeration of the probability or
severity of harm (OCCWG, 1997). The person with OCD overvalues the likelihood
of aversive events and their severity. Foa and Kozak (1986) proposed that people
with OCD have a tendency to see situations as dangerous until it is proven as safe,

contrary to most other people who would assume the opposite. However, the
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overestimation of threat was also found in other anxiety disorders, although the OCD
patients score higher than patients with other anxiety disorders (Steketee, Frost, &
Cohen, 1996), indicating that overestimation of threat might be the general
characteristic of anxiety disorders. Overestimation of threat and beliefs about harm is
also related with thought-action fusion, perfectionism, intolerance of uncertainty, and
low tolerance for anxiety and discomfort (OCCWG, 1997).

Intolerance of uncertainty is composed of three beliefs; necessity of being
certain, poor capacity to cope with unpredictable change, and difficulty of adequate
functioning in ambiguous situations (OCCWG, 1997). People with OCD have been
observed as having difficulty in making decisions, as being more cautious, requiring
information to be repeated more in many studies (OCCWG, 1997). Frost and Shows
(1993) found that in terms of the correctness of their decisions, OCD patients had
greater doubt than control subjects. Intolerance of uncertainty can be reflected as “It
1s possible to be absolutely certain about the things I do if I try hard enough” or “If I
am not absolutely sure of something, I can make a mistake” (OCCWG, 1997).

Perfectionism was defined as the tendency to believe there is a perfect
solution to every problem, that doing something perfectly (mistake free) is not only
possible but also necessary, and that even minor mistakes will have serious
consequences (OCCWG, 1997). Especially excessive concern over mistakes has
been found to be correlated with obsessive compulsive symptoms (Ferrari, 1995;
Rheaume, Ladouceur, Freeston, & Letarte, 1995). Perfectionist patients were also
found to have increased responsibility attitudes (Rheaume et al., 2000). Yorulmaz,
Karanci, and Tekok-Kilig (2006) investigated the mediator role of inflated

responsibility for the effects of perfectionism on checking and cleaning compulsions.

27



Responsibility attitudes were found to mediate the effects of self oriented and
socially prescribed perfectionism on checking and the effect of socially prescribed
perfectionism on cleaning.

OCCWG (1997) claimed that inflated responsibility, overimportance of
thoughts, beliefs about the importance of controlling one’s thoughts, overestimation
of threat and intolerance of uncertainty domains all have a central importance for
OCD. On the other hand, perfectionism was stated as having an important role in
OCD but may not be specific or unique to OCD. Salkovskis et al. (2000) stated that
inflated responsibility, overimportance of thoughts and beliefs about the importance
of controlling one’s thoughts are all related with the responsibility for harm.
However, intolerance of uncertainty and, in particular, overestimation of threat might
be more general vulnerability factors which may contribute to the misinterpretation
of the intrusions in an important but less specific ways. These beliefs can be seen in
psychological problems other than OCD; such as overestimation of threat in other
anxiety disorders, and intolerance of uncertainty in obsessive compulsive personality
disorder or dependent personality disorders. Finally, perfectionism is defined as a
more enduring personality type characteristic which might interact with the appraisal
of the intrusions especially when the intrusions are related with the completion/non
completion of certain actions.

Steketee, Frost, and Cohen (1998) compared OCD patients, patients with
other anxiety disorders and control subjects in terms of responsibility for harm, need
to control thoughts, overestimation of threat, intolerance of uncertainty, beliefs about
the consequences of anxiety and capacity to cope. They found that OCD patients

scored higher than anxiety and normal control groups in all of the belief domains.
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However, responsibility for harm, need to control thoughts, overestimation of threat,
and intolerance of uncertainty were found to be most relevant to OCD than to other

anxiety disorders.

1.2 Responsibility Attitudes and OCD

Among the belief domains that were explained previously, responsibility
attitudes and interpretations have been the focus of many researchers in the cognitive
explanation of OCD (Rachman, 1993, 1997, 1998; Salkovskis, 1985, 1989, 1999).

Salkovskis (1985, 1989) was the first who developed a cognitive model of
OCD in which responsibility attitudes and interpretations had the core feature in the
development and maintenance of the disorder. According to this model, the
occurrence and/or content of the intrusions (thoughts, images, impulses and/or
doubts) are interpreted (appraised) as indicating that the person might be responsible
for harm to oneself and/or others. This type of interpretation leads to both adverse
mood (discomfort, anxiety and depression) and motivation to engage in neutralizing
behaviors (e.g. compulsive washing, checking, covert ritualizing, mental arguments,
reassurance seeking, and etc.). This adverse mood and neutralizing behaviors in turn
increase the likelihood of further intrusions, because perceived threat and perceived
responsibility are reinforced and lead to a cycle of negative thinking and neutralizing.
The interpretation of intrusions as indicating personal responsibility not only leads to
adverse mood and neutralizing behaviors, but also increased attention for the
intrusions and stimuli related to intrusions (e.g. attention and reasoning biases such
as searching for trouble), and some counterproductive safety strategies developed by

the person to decrease the personal responsibility (e.g. thought suppression and
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avoidance). Each of these responses contributes to the maintenance of negative
beliefs and appraisals because they are not challenged or changed.

In this model, Salkovskis et al. (2000) not only deals with factors related to
the maintenance of the disorder but also delineates factors which might be influential
in the development of the OCD. The misinterpretations (appraisals) of intrusions
arise from learned assumptions (responsibility beliefs about harm), which depend on
early experiences. When the responsibility assumptions (beliefs), which make the
person more prone to develop obsessional problems, is activated by a critical
incident, the intrusive thoughts are misinterpreted as indicating personal
responsibility for harm. This leads to adverse mood, neutralizing behaviors, attention
and reasoning biases, and counterproductive safety strategies. The whole model

proposed by Salkovskis et al. (2000) is depicted in Figure 1.
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Figure 1 Cognitive Model of Obsessive Compulsive Disorder

Salkovskis (1985) proposed that if the appraisals (negative automatic
thoughts) arising from intrusive thoughts do not have the possibility of being
responsible in some way, then the neutralizing does not take place and the respond is

likely to be anxiety or depression rather than the obsessional problem. Therefore, the
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interpretation of the intrusion in the domain of responsibility is crucial and this leads
to the development and maintenance of OCD.

According to Salkovskis’ model (1985, 1989), if a person has a pre-existing
assumption or belief, such as “Not preventing disaster is as bad as making it
happen”, then an intrusive thought or a doubt such as “Did I turn off the stove” is
immediately misinterpreted/appraised as “I will cause a fire”. This misinterpretation
of the significance of the intrusive thought might lead to neutralizing behavior
(repeated checking), discomfort, and/or reassurance seeking from other people.
However, if the person does not have a belief domain concerning exaggerated
responsibility and harm concern, this kind of intrusive thought would not lead to
negative automatic thoughts about responsibility for harm to oneself or others since
the same stimuli was not filtered through a schema dominated by fear of causing
harm.

As can be understood from the cognitive model of OCD, Salkovskis et al.
(2000) mentioned two levels of responsibility cognitions: responsibility assumptions
(attitudes) and responsibility appraisals (interpretations). They stated that
responsibility appraisals (interpretations) are more specific than responsibility
assumptions (attitudes) which are more distant to the experience of obsessional
symptoms. Responsibility attitudes reflect more generalized tendency to assume
responsibility in a given situation. It might be possible that these attitudes are less
specific to OCD and might also be associated with guilt and depression. In order to
test the specificity of responsibility cognitions to OCD, Salkovskis et al. (2000)
compared OCD patients with anxiety disorders control group and non-clinical

control group in terms of their responsibility assumptions and responsibility
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appraisals. They found that obsessional patients were more likely to show general
responsibility attitudes than non-obsessionals, and they also were more likely to
make responsibility related appraisals of intrusive thoughts about possible harm.
Obsessional patients differed significantly from anxious and non-clinical controls in
terms of responsibility cognitions, indicating the specificity of responsibility for
OCD. They found strong associations between responsibility and obsessionality,
however this association was less strong for depression and anxiety.

Wilson and Chambless (1999) aimed to examine the relationship between
pervasive responsibility (responsibility schema in Salkovskis’ model), automatic
thoughts related to causing harm and OC symptom severity. They found that
pervasive responsibility significantly contributes to the prediction of OC symptoms.
Moreover, this relation appeared to be mediated by automatic thoughts related to
causing harm in OCD contexts. These findings supported Salkovskis’ model and
indicated that schemas work through automatic thoughts to yield their effects on
OCD severity.

Responsibility attitudes which characterize the obsessional problems were
defined as the belief that the person has the power which is pivotal to bring about or
prevent subjectively crucial negative outcomes. These outcomes are perceived as
essential to prevent. They may be actual, that is having consequences in the real
world, and/or at a moral level (Salkovskis et al., 2000). This definition of
responsibility in OCD was formed to decrease the ambiguity that may arise from the
term responsibility in everyday usage.

The type of threat appraisals is determined by some factors: a) the perception

of the likelihood of danger, b) the perception of the seriousness of the consequences.
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It is typical for an OCD patient to believe that although the probability of the
danger/its occurrence is low, when it occurs the outcome would be horrible.
Therefore, the person feels extremely anxious since he has an inflated sense of
responsibility for harm and its prevention. The person believes that risking harm to
others is unacceptable, so he would be sensitive to the ideas of causing harm
(Salkovskis, Shafran, Rachman, & Freeston, 1999).

The three elements in the definition of responsibility appraisal (personal
responsibility, likelihood of danger, and consequences of that danger) were also
examined before by Rheaume, Ladouceur, Freeston, and Letarte (1995). They
evaluated responsibility across obsession related situations, such as contamination,
verification, somatic concerns, loss of control, making errors, sexuality and magical
thinking. Participants were asked to define the possible negative outcome, and then
rate this outcome in terms of probability, severity, influence, and pivotal influence.
Participants also rated their perceived responsibility and personal relevance. Results
showed that influence and pivotal influence were better predictors of perceived
responsibility than probability and severity of the negative outcome.

A cognitive model for compulsive checking was proposed by Rachman
(2002). In this model, it was proposed that people with compulsive checking believe
that they have a special and elevated responsibility for preventing harm. Compulsive
checking occurs when they feel unsure that a perceived threat has been adequately
reduced or removed. Therefore, people with high responsibility repeatedly check for
safety to achieve certainty about the absence or unlikelihood of harm occurring.
However, paradoxically checking behaviors turn into a self-perpetuating mechanism.

Rachman (2002) also proposed some multipliers that intensify the checking behavior.
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One important multiplier is the person’s perceived responsibility. Second multiplier
is the perceived probability of the feared harmful event occurring. Third multiplier is
the perceived severity or cost of the feared harmful event. An increase in each of the
multiplier individually leads to an increase in the checking behavior. When these
three multipliers interact, any change in the first, second, third or all of them lead to
increase or decrease in the checking compulsion. However, only the first multiplier,
perceived responsibility, is essential for the equation, meaning that if the person’s
perceived responsibility is reduced or removed, little or no checking behaviors take
place, regardless of the level of the other two multipliers.

Rachman (1993) stated that inflated sense of responsibility in OCD can have
various forms; such as being too extensive, too intense, too personal, or too exclusive
depending on the individual patient. The sense of responsibility can be so intense
that, for example, some patients feel very distressed and anxious about the accidents
that they have little or no knowledge. The feelings of guilt and shame usually
accompany the inflated sense of responsibility.

Salkovskis, Shafran, Rachman, and Freeston (1999) proposed that faulty
appraisals of responsibility lead to an urge to engage in various compulsions, such as
checking repeatedly the safety of the situation, which is carried out to prevent
misfortune that might bring harm to other people. Accompanying other cognitive
biases, such as thought-action fusion, make the appraisal of inflated responsibility
more complex. For, example if a person with OCD has obsessions about his relatives
having a car accident, he feels and believes that having this kind of unwanted thought

increases the risk for them to be injured in a car accident.
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Lee and Kwon (2003) proposed a distinction between obsessions as
autogenous obsessions and reactive obsessions, and they claimed that these two
groups of obsessions are different in their subsequent appraisals and control
strategies. Autogenous obsessions (e.g. sexual, aggressive and immoral thoughts or
urges) may lead to high appraisal on importance of thought and control over thought.
On the other hand, reactive obsessions (e.g. contamination, mistake, accident) may
lead to high appraisal on responsibility which is the belief that the person has power
to cause or prevent negative outcomes.

The relationship between inflated perception of responsibility and OCD
symptoms has been investigated in many studies with clinical and non-clinical
samples, and in experimental studies. Results from studies using self report
questionnaires have been consistent with the model of Salkovskis, indicating the
association between inflated responsibility beliefs and OCD (Freeston, Ladouceur,
Gagnon, & Thibodeau, 1993; Freeston, Ladouceur, Thibodeau, & Gagnon, 1992;
Rheaume, Ladouceur, Freeston, & Letarte, 1995).

In terms of experimental studies, Rachman and his colleagues were the first
who conducted a series of experiments in which they found that when obsessional
fears are experimentally elicited, compulsive behavior leads to an immediate
reduction in discomfort. On the other hand, prevention of compulsive behavior leads
to a slower spontaneous reduction in discomfort. These experiments (Hodgson &
Rachman, 1972; Roper, Rachman, & Hodgson, 1973; Rachman, de Silva, & Roper,
1976; cited in Salkovskis, 1999) shaped the basis of the exposure and response
prevention techniques which are widely used in the treatment of OCD today. In one

of their studies, Roper and Rachman (1976; cited in Salkovskis, 1999) observed that
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it was hard to elicit discomfort in subjects with checking compulsions when the
experimenter is present during the provocation phase. They concluded that there
might be a transfer of some responsibility from the checker to the experimenter, so
that any responsibility for harm is shared with the other person. This explanation
formed the basis of the cognitive understanding of the obsessional problems.

Rachman (1993) reported his clinical observation indicating the role of
responsibility in OCD. He stated that OCD in-patients showed a decrease in their
compulsions when they are recently admitted to the hospital. However, as they
become more familiar with the hospital environment, their checking and washing
compulsions increase and return to pre-hospitalization level. Rachman interpreted his
observation as the patients’ sense of responsibility increases as they develop a sense
of belonging and become part of the hospital setting.

Lopatka and Rachman (1995) conducted an experimental manipulation of
responsibility among subjects with OCD. All subjects were exposed to increased and
decreased responsibility situations. In decreased responsibility situation, the
experimenter assumed the responsibility for all potential negative consequences, and
in the increased responsibility situation the subject assumed the entire responsibility.
The findings showed that in the decreased responsibility situation, urge to check,
perceived length of time to check, and discomfort significantly decreased. In a
similar study, Shafran (1997) manipulated the degree of responsibility by the
presence or absence of the experimenter during a task. In high responsibility
condition, there was an increment in perceived responsibility for threat, urge to

neutralize, discomfort, and estimated probability of threat.
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Ladouceur et al. (1995) manipulated responsibility in a non-clinical
population to demonstrate the link between different levels of perceived
responsibility and checking behaviors. It was found that the subjects in the increased
responsibility condition checked more during the classification task and they
reported more discomfort and preoccupation with making errors than subjects in the
decreased responsibility condition.

An experimental study was carried out to test the effects of personal influence
and perceived negative consequences on perceived responsibility and checking
behavior during a classification task (Laudouceur, Rheaume, & Aublet, 1997).
Subjects were divided into influence condition, negative consequences condition,
combined condition and control condition. Then they were asked to classify capsules
in semi-transparent bottles. The results of the study showed that personal influence
was the best predictor of perceived responsibility. Although perceived negative
consequences were found to trigger hesitations, combined personal influence and
negative consequences were necessary to produce modifications.

Some studies have proposed that responsibility is more salient for certain
types of OC symptoms, for example for checking as opposed to cleaning (Lopatka &
Rachman, 1995; Rheaume, Ladouceur, Freeston, & Letarte, 1995). Wilson and
Chambless (1999) disagreed with that view and proposed that for checkers the
presence of another person reassure the checker because the accompanying person
can confirm that the action was carried out, however for cleaners if the case is
infection by invisible germs the observer may provide less reassure for the person.
So, responsibility might be more consistent for a cleaner than a checker who can at

least experience a period of relief when others are present. Wilson and Chambless
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(1999) empirically investigated whether responsibility has a greater importance for
checking compulsions rather than cleaning compulsions. They found that
correlations between responsibility and contamination fears are not less than the one
for checking behaviors, indicating that responsibility is equally relevant for checking
and washing compulsions.

The importance of responsibility attitudes and appraisal, which have gained
considerable support from empirical studies in terms of their developing and
maintaining role in OCD, have also been emphasized in the treatment processes
(Rachman, 2002; Salkovskis, 1999; Sookman & Pinard, 1999; Van Oppen & Arntz,
1994). In their study, Ladouceur, Leger, Rheaume, and Dube (1996) evaluated the
efficacy of cognitive treatment of OCD by correcting inflated responsibility attitudes.
They reported that after the treatment there was a clinically significant decrease in
perceived responsibility and checking behaviors of the patients and the gains were
found to be maintained at 6 and 12 months follow-up. They concluded that
evaluating and challenging responsibility cognitions is crucial in the treatment
process of OCD.

In conclusion, responsibility attitudes and appraisal have an important role in
the cognitive explanation of OCD. In the elaboration of the development and the
maintenance of the disorder, inflated responsibility attitudes remain to be one of the
most explanatory factors. However, besides the role of responsibility attitudes as a
vulnerability factor to OCD, it is also important to investigate whether this
vulnerability factor is OCD specific or not.

Moreover, although there have been many studies which focused on the

distorted belief domains (e.g. responsibility attitudes), the origins and the formation
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of these beliefs domains have gained less interest. Therefore, it is also important to

examine the developmental factors in the etiology of OCD.

1.3 Perceived Parental Rearing Behaviors and OCD

A range of etiological factors, including biological, genetic,
neuropsychological, psychological and environmental factors, have been proposed in
the development of obsessive compulsive disorder. Among these etiological theories
of OCD, cognitive behavioral models have generated strong empirical support and
lead to the development of effective treatment strategies (Doron & Kyrios, 2005).
However, while cognitive models have facilitated knowledge and treatment of OCD,
it has been criticized that most of the research have focused on the factors related to
the maintenance and exacerbation rather than the development of the disorder (Doron
& Kyrios, 2005; Salkovskis, Shafran, Rachman, & Freeston, 1999). In other words,
although it has been known that some belief domains (e.g. inflated responsibility)
play a crucial role in obsessional problems, the origins and the development of these
distorted belief domains, which make the person more vulnerable to obsessive
compulsive symptoms, have not been systematically studied yet.

Doron and Kyrios (2005) argued that there has been a neglect of
developmental issues, such as early attachment and parenting behaviors (Guidano &
Liotti, 1983; Safran, 1990), and their role in the development and maintenance of the
dysfunctional beliefs related to OCD. Cognitive, developmental, and attachment
researches have shown that enduring cognitive-affective structures, such as internal
representation of the self and the world, might be important determinants of

cognitive vulnerability to OCD. There is a strong link between internal
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representations (internal working models) and early parent-child interactions,
showing that early attachment experiences are closely related to the later
development of self-concept (Bowlby, 1969, 1973).

Attachment theory is one of the most widely recognized theories which
emphasize the importance of early experiences predisposing the individual to
psychological health or psychopathology. The attachment system is accepted as a
basic, inborn, and adaptive motivational system which leads the infant to seek help
from primary caregiver (the attachment figure) in case of need or danger. The
interactions between the attachment figure and the infant determine the quality of
attachment. The accessible and responsive attachment figure to the emotional signals
of the infant is important for the organization and regulation of the infant’s emotional
experience. The internal representations of “self” and “other” based on this
emotional bond between the infant and the main caregiver. An experience of
emotionally available, responsive and supportive parent forms a lovable and
competent self model. On the other hand, experience of rejection, emotional
unavailability, and lack of support forms an unlovable, unworthy, and incompetent
self model. The internal representations of self and other, which are shaped by these
early experiences, are accepted to affect later social and psychological life of the
infant (Bowlby, 1969, 1973).

Attachment classification was investigated in a series of separation and
reunion experiences, Strange Situation (Ainsworth, Blehar, Waters, & Wall, 1978).
In secure attachment, children showed signs of distress when left alone with a
stranger, sought the mother when she returns, held her for a period of time, and

returned to play in the presence of mother. These children sought pleasurable,
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comforting contact with the caregiver. Insecure attachment classified into two
groups: avoidant and anxious/ambivalent attachment. Avoidant style was
characterized by distress during separation followed by lack of acknowledgment or
rejection of the mother when she returned. These infants were indifferent to or
ignored the mother. Anxious/ambivalent children showed a high level of distress
during separation followed by a mixture of approach and rejection behaviors when
the mother returns. These infants requested contact with the caregiver, but resisted it
when offered and failed to be comforted. Additional category of insecure attachment
style was proposed by Main, Kaplan and Cassidy (1985) and named as disorganized
attachment. This group of infants did not show a coherent strategy for responding to
separation and reunion in Strange Situation.

Insecure attachment representations have been found to be associated with the
development of wvarious childhood and adulthood psychopathologies such as
depression, anxiety, eating disorders, and low self-esteem. This indicates that internal
representations of attachment relationships, which are mostly shaped as a result of
parent-child interactions, have a significant effect on adult behavior, and the
development and maintenance of psychological dysfunctions (Doron & Kyrios,
2005).

Ambivalent/anxious attachment style is characterized as insecure parent child
transactions in which the child is not certain about the degree to which he/she is
loved, wanted or worthy. This kind of attachment style leads to concurrent
experience of validation and rejection, so the child experiences difficulties to
integrate opposing self perceptions, such as being lovable/unlovable, and wanted/

unwanted (Guidano & Liotti, 1983). Development of impaired representations of the
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self and the world in this kind of ambivalent attachment experience might be one of
the important determinants of cognitive vulnerability to OCD (Doron & Kyrios,
2005).

Perception of the world has also significant effect on the development of
OCD (Doron & Kyrios, 2005; Guidano & Liotti, 1983; Salkovskis, Shafran,
Rachman, & Freeston, 1999). Guidano and Liotti (1983) proposed that perception of
the world as being threatening but controllable leads to active attempts to control the
environment in individuals suffering from OCD. This kind of world perception
depends on early insecure attachment experiences. Examination of the individual’s
assumptions related to the world may lead to a better understanding of general
vulnerability to OCD (Doron & Kyrios, 2005).

Rosenstein and Horowitz (1996) stated that pathologic outcomes from an
insecure attachment organization show developmental continuity in the mental
organization of attachment. The quality of attachment was found to be stable at age 6
to age 10 and through mid adolescence. In their study, they examined the relationship
between attachment classification, psychopathology and personality traits in a group
of psychiatrically hospitalized adolescents. The results showed that adolescents
showing preoccupied attachment organization, which 1is parallel to the
ambivalent/anxious attachment in childhood, more likely to have anxious and
dysthymic personality traits.

Guidano and Liotti (1983) proposed one of the earliest theories about the
relationship between parenting styles and the development of OCD. Mostly affected
by the attachment theory, they suggested that parenting of individuals with OCD

might be characterized by contradictory communication style. For instance,
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expression of intense interest in the child’s development without expression of
emotional warmth might lead the child to have a rigid self image that needs certainty
and perfection.

Craske (1999) has proposed a theoretical model that helps to specify the role
that parenting may play in the development and maintenance of childhood anxiety. It
was proposed that parenting might be related to childhood anxiety in two ways. In
the first way, frequent parental criticism could increase child’s attention and
influence the perception of the self and the world in a negative manner (e.g.
cognitive features of trait anxiety). In the second way, among children with trait
anxiety, specific parenting practices or behaviors promote or reinforce child’s
experiences of anxiety in specific situations. This may contribute to the development
of a particular anxiety disorder by centering beliefs about threat. It was proposed that
although general patterns of parenting style may lead to a non-specific influence on
child’s trait anxiety, situationally and behaviorally-specific parenting behaviors may
account for the development of specific anxiety disorder.

In their comprehensive cognitive model of OCD, Salkovskis, Shafran,
Rachman and Freeston (1999) have also focused on the effects of early experiences
and parenting influence in the development of OCD related belief domains. Similar
to other researchers (Doron & Kyrios, 2005) they stated that there has been relatively
less interest in researching the origins or development of OCD related beliefs.
Although there has been growing empirical support indicating the importance of
responsibility attitudes in OCD, there is less systematically collected data about the
development of these responsibility attitudes. The origin of responsibility beliefs

which may predispose the person to develop the disorder is crucial to understand the
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vulnerability factors for the disorder (Salkovskis, Shafran, Rachman, & Freeston,
1999).

Beck (1976) proposed that early experiences, usually the ones in the
childhood and/or adolescence, are important in the formation of many attitudes
which become dysfunctional later in the person’s life. Salkovskis, Shafran, Rachman,
and Freeston (1999) suggested that if the factors which predispose the person to
obsessional thinking can be identified, then this information would be valuable in
therapy and in the prevention programs. On the other hand, they also pointed out
some difficulties and mentioned that development of beliefs is complex and hard to
detect. In order to understand the possible origins and development of inflated
responsibility beliefs, they proposed some factors which can be obtained on the basis
of person’s retrospective self report.

First possible factor in the development of responsibility beliefs is the sense
of responsibility which was developed early in childhood and deliberately or
implicitly encouraged by significant others. This may lead to enduring and justified
beliefs about the importance of responsibility. For example, some people are obliged
to have responsibility at an unusually early age (e.g. being responsible for taking care
of the siblings). The other parental influence on the development of inflated
responsibility might be due to the faulty parental communication (e.g. scapegoat the
child for negative outcomes). The child can believe that he is responsible for
negative outcomes although he has actually little or no control. All these might
contribute to the development of inflated sense of responsibility and personal
influence on the negative outcomes. As a result, the person may develop high social

conscientiousness and standards of work. The behavior primarily derived by desire to
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prevent failure rather than to promote success (Salkovskis, Shafran, Rachman, &
Freeston, 1999).

Second possible factor in the development of inflated responsibility might be
the rigid and extreme rules related with behaviors and duty. If the rules concerning
the standards of thinking and behaving are rigid, this might also contribute to the
development of inflated responsibility attitudes. These beliefs can develop within the
family environment or at school (Salkovskis, Shafran, Rachman, & Freeston, 1999).

The third possibility in the development of responsibility beliefs is the
development of responsibility ideas without being confronted with it because of
overprotective parents. The parents intentionally or unintentionally withheld
responsibility from the child because they are actually themselves excessively
anxious with a sense of danger is “just around the corner” (Salkovskis, Shafran,
Rachman, & Freeston, 1999, p. 1062) and the child is incompetent to deal with such
danger. Sometimes this may involve the patterns of over indulgence. In other cases,
the overprotective parents become models for the behaviors related to responsibility,
and the child develops inflated beliefs about prevention and safety (e.g. “Being safe
is better than being sorry”, “Prevention is better than cure”). Sometimes over
protection can combine with repeated parental criticism of the child because of the
failures to take necessary precautions to prevent potential dangers. So, over
protective type of rearing behaviors might be another important route to the
development of an inflated sense of responsibility (Salkovskis, Shafran, Rachman, &
Freeston, 1999).

The fourth possible factor in the development of inflated responsibility can be

experiencing event/s in which the person’s action or inaction actually contributed in
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a significant way to the health and welfare of oneself or others. After this kind of a
critical incident inflated responsibility can arise suddenly, especially if the person
believes that he has a crucial role in the occurrence or none prevention of the event
(Salkovskis, Shafran, Rachman, & Freeston, 1999).

Lastly, the fifth possible factor in the development of inflated responsibility
can be experiencing event/s in which it wrongly appeared that the person’s thoughts,
actions or inactions contributed to harm to oneself or others although the events were
only coincidental. However, the person believes that he has an influence on the
negative outcome (e.g. wishing somebody to be dead, and by unfortunate
coincidence, death of the person) (Salkovskis, Shafran, Rachman, & Freeston, 1999).

The fourth and fifth possibilities can be both the origin of the responsibility
beliefs or can play a role as critical incidents for people who have a previous
vulnerability. It was emphasized that the proposed factors are neither necessary nor
sufficient for the development of OCD, but rather they can be crucial in the
development of exaggerated responsibility beliefs. Once these responsibility beliefs
are present, they can interact with a range of other factors such as life events,
prolonged distress, and depressed mood to produce obsessional problems. It was
stated that there should be systematic collection of information from affected people
in order to validate the proposed factors related to parental rearing behaviors and
their effects on the development of inflated responsibility beliefs and OCD
(Salkovskis, Shafran, Rachman, & Freeston, 1999).

Parental behaviors, with the ability to express affection and emotional warmth
and to avoid excessive protection, control and criticism seem to be important in the

development of a healthy personality. Rejecting and controlling parenting styles have
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been found to be associated with many forms of psychopathology, such as
depression, schizophrenia, anxiety disorders, substance abuse, oppositional child
behavior and eating disorders (De Rutter, 1994; Gerlsma & Emmelkamp, 1990;
Parker et al., 1987; cited in Alonso et al., 2004; Rapee, 1997).

Rapee (1997) described two main child rearing factors in the literature review
about parental rearing behaviors and psychopathologies. The first one is rejection
which includes behaviors and attitudes related to negative or hostile feelings toward
the child. The second factor is parental control or protection which includes
behaviors designed to protect the child from possible harm. A rearing style
characterized by low parental affection and high parental control and rejection
appears to be related to depression and anxiety disorders. Data appear to indicate
relatively stronger relationship between parental rejection and depression, and
between parental control and anxiety. While family factors including parental
modeling of depressive behaviors and cognitions, abandonment and rejection (Petti,
1989) might lead to the development of depression; encouragement of making
threatening interpretations of ambiguous situations might be related to the
development of anxiety (Dadds, Sheffield, & Holbeck, 1990).

Many measures have been proposed for assessing parental rearing behaviors;
some of them involve direct observations, the others require retrospective recall by
either parents and/or their children. Egna Minnen Betraffande Uppfostran (EMBU)
(Perris, Jacobsson, Lindstrom, von Knorring, & Perris, 1980) is among the most
widely used measure for the assessment of adult perceptions of their parents’ rearing
behaviors in childhood (Rapee, 1997). Although it is not a direct measure of

parenting, it is supported that perception of events and assimilation of them into
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existing schemata can be as important as the events themselves (Crick & Dodge,
1994). Short form of EMBU (s-EMBU) (Arrindel et al., 1999) consists of three
scales which stresses the three main aspects of parental rearing behaviors: Emotional
Warmth, Rejection and Overprotection. These three parenting styles show high
levels of cross-national invariance and internal consistency across national samples
Rejection reflects perceived parental rejection, such as being punitive, shaming,
favoring siblings over the child, rejection through criticism, rejection of the child as
an individual, and being abusive. Emotional Warmth reflects perceived parental
warmth in interactions with the child; such as being affectionate, stimulating and
praising. Overprotection reflects the level of perceived parental control and intrusion;
such as being fearful and anxious for the child’s safety, intrusive and overinvolved
(Arrindel et al., 1999).

Most of the studies about parental rearing behaviors have focused on the
relationship between anxiety disorders, depression and parenting. In their meta-
analysis of 47 studies, McLeod, Wood, and Weisz (2007) examined the association
between parenting and childhood anxiety. The analysis revealed that parental control
was more strongly associated with child anxiety than was parental rejection. In
another study, which reviewed the studies about parenting and childhood anxiety,
indicated similar results. The results of the parent-child interactions in laboratory
tasks showed that greater observed parental control was consistently linked with
more child shyness and a higher risk for meeting criteria for an anxiety disorder in
children and adolescents (Wood, McLeod, Sigman, Hwang, & Chu, 2003).

Although there are many studies concerning the impact of parenting in the

development of anxiety, there are few studies concerning the impact of early
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parenting behaviors and attitudes specifically in the development of OCD. Studies
with sub-clinical obsessive-compulsive subjects have found that subjects reported
their parents as more overprotective, rejecting and less emotionally warm than
normal controls (Cavedo & Parker, 1994; Ehiobuche, 1988; Kimidis et al., 1992;
cited in Alonso et al., 2004). In another study with a student sample, psychologically
manipulative and controlling parenting style was found to be associated with OCD
symptoms. Psychological control was defined as being guilt inducing and
hypercritical which might lead to the development of guilt-ridden, perfectionist
personality features, and contribute to the development of OCD (Aygicegi, Harris &
Dinn, 2002).

There are mixed results obtained from clinical samples. Hafner (1988; cited
in Alonso et al., 2004) found high levels of perceived parental overprotection in 81
adult OCD patients, however the absence of comparison with a specific group was
the weakness of this study. In another study, OCD subjects reported to perceive their
parents as being more rejecting and less emotionally caring than healthy controls.
Only compulsive washers reported high levels of parental overprotection (Hoekstra
et al.,, 1989; cited in Alonso et al., 2004). Alonso et al. (2004) compared OCD
patients and healthy controls and found no significant difference between the two
groups in terms of parental overprotection. However, OCD patients perceived their
fathers as more rejecting compared to healthy controls. In another study, OCD
patients, patients with panic disorder with agoraphobia, and non-anxious control
subjects were compared in terms of their perceived parental rearing behaviors. OCD
and panic disorder patients did not significantly differ from each other in any of the

parental rearing dimensions. Both group of patients with anxiety disorders reported
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their mothers and fathers as being more over protective than non-anxious group.
There was no significant difference between anxious and non-anxious groups in
terms of their perceived parental emotional warmth, rejection and care scores
(Turgeon, O’Connor, Marchand, & Freeston, 2002).

In general, studies show that parents of OCD patients, as well as parents of
individuals displaying sub-clinical OC symptoms, are overprotective, perfectionist,
demanding, critical and employ guilt induction in their parenting style. Parents’
expressed hostility, criticism, and emotional over-involvement might play a role in
the development of OCD (Bressi & Guggeri, 1996; Frost, Lahart & Rosenblate,
1991; Frost, Steketee, Cohn & Griess, 1994), and this type of parenting style may
affect the development of OCD through an increase in responsibility attitudes.

In overprotective type of parenting style, parents might model fearfulness,
caution and avoidance, and reinforce threat interpretations. Krohne (1990) proposed
two-stage model in the development of anxiety. First, children develop negative
expectancies about the future and their own competencies due to the parental
feedback. In the second stage, if the feedback is unpredictable or aversive, the child’s
negative expectancies lead to anxiety. That is, when parents are extremely
controlling, then the child doubts his own competencies. This is similar to the
parenting style proposed by Salkovskis, Shafran, Rachman, and Freeston (1999) in
which the world is perceived as threatening and dangerous and the self is perceived
as incompetent to deal with such danger due to the parental overprotection, control
and criticism.

As a summary, the development of OCD symptoms might result from the

interaction of inherited predisposition and some psychological variables. One of the
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psychological vulnerability factors to develop OCD is parenting styles and early
parenting massages which are important in the formation of the belief domains.
Therefore, it is important to investigate perceived parental rearing behaviors as a
vulnerability factor to OCD in adult samples. Moreover, it is also important to
examine whether a perceived parental rearing style is OCD specific or not.

Perceived parental rearing behaviors regarding responsibility and threat might
put the person at risk to respond to commonly occurring negative thought intrusions
as threatening. The presence of stressful life events, and the increase in anxious or

depressed mood might also contribute to the frequency of these intrusions.

1.4  Life Events and OCD

The role of recent life events, as being one of the environmental factors, in
precipitating psychological disorders has been widely examined. Stressful life events
(SLE) have been studied under several approaches (Gothelf, Aharonovsky, Horesh,
Carty, & Apter, 2004). One of these approaches is the general quantitative theory
which states that the amount and weight of the SLE, not their meaning, are related to
psychopathology (Holmes & Rahe, 1967; cited in Gothelf, Aharonovsky, Horesh,
Carty, & Apter, 2004). Second approach is the general qualitative theory which
emphasizes the non-specific undesirability or threatening quality of the events
(Sarason et al., 1985; cited in Gothelf, Aharonovsky, Horesh, Carty, & Apter, 2004).
Third approach is the specific qualitative approach which emphasizes that specific
events are important for specific pathologies (Vedhara, 2000; cited in Gothelf,

Aharonovsky, Horesh, Carty, & Apter, 2004).
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Many studies have been conducted to examine the relationship between life
events and anxiety disorders in adults. The results of these studies showed that adults
with panic disorder (Horesh, Amir, Kedem, Goldberger, & Kotler, 1997),
generalized anxiety disorder (Newman & Bland, 1994), agoraphobia (Franklin &
Andrews, 1999) and social phobia (Brown, Juster, Heimberg, & Winning, 1998)
were reported to experience significantly more total life events, perceive them as
being more stressful and adapted to them less well than normal controls, supporting
the quantitative and qualitative approaches. In many cases, most of the events
occurred in childhood and adolescence, either long before the onset of the anxiety
disorder or during the year before its onset (Gothelf, Aharonovsky, Horesh, Carty, &
Apter, 2004).

There are relatively less empirical studies which specifically investigated the
occurrence of stressful and potentially triggering events in people suffering from
OCD (Ingram, 1961; Lo, 1967; Neziroglu et al., 1992; Pollitt, 1957; Rasmussen &
Tsuang, 1986; Rudin, 1953; cited in Maina, Albert, Bogetto, Vaschetto, & Ravizza,
1999). Similar to the patients in other anxiety disorders, OCD patients also reported
more total life events (Brown, Juster, Heimberg, & Winning, 1998) and more
stressful life events (McKeon, Roa, & Mann, 1984) than normal controls. Obsessive
patients were found to report significantly more events over the year prior to the
onset of the disorder compared to healthy subjects. Serious illnesses in the subjects
and/or in their close relatives, arguments, and birth of a child were found to be the
most frequently reported events (McKeon, Roa, & Mann, 1984).

Other studies have also found supportive results for specific qualitative

approach indicating that certain specific stressors are more common in anxiety
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disorders, such as severe danger (Valleni-Basile et al., 1996), illness or death of a
family member or friend, romantic disappointments (Horesh, Amir, Kedem,
Goldberger, & Kotler, 1997), threats to loved ones, health and economic security
problems (Franklin & Andrews, 1999).

Among the life events, pregnancy and/or delivery appear to influence the
OCD course, and in some cases related to its onset. OCD patients and non-clinical
control subjects were compared in terms of life events. Not the number of events but
the type of events (e.g. pregnancy and/or delivery) was found to be significantly
different in OCD patient group and non-clinical control group. Subjects with
postpartum OCD had higher rates of aggressive obsessions to harm the new born
than the comparison group (Maina, Albert, Bogetto, Vaschetto, & Ravizza, 1999).

Children and adolescents with OCD were found to have significantly more
total life events and more negative life events both life time and one year prior to the
onset of the disorder than normal controls. The children and adolescents with OCD
perceived life events as having more impact, and their anxiety scores were positively
correlated with the perceived impact. The only specific life event that was
significantly more common in children with OCD and with other anxiety disorders
than normal controls was the major illness or injury in a relative. Moreover, children
with OCD and other anxiety disorders scored higher than normal controls in terms of
harm avoidance. Harm avoidance scores were found to be correlated positively and
significantly with the occurrence of negative life events and their perceived impact
(Gothelf, Aharonovsky, Horesh, Carty, & Apter, 2004).

McLaren and Crowe (2003) investigated the controllability factor in life

events. Although in some events change is quite controllable, in others there is little
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or no perceived capacity to control events. They argued that OCD patients perceive
themselves as lacking mental control, and tend to suppress their thoughts as a coping
strategy. They proposed that in OCD patients, uncontrollable stressful life events
could lead to heightened levels of fear and anxiety, and heightened sense of
subjective threat relative to controllable life events. If such an uncontrollable life
event is combined with a tendency towards thought suppression, then OCD can be a
predictable outcome. They investigated the impact of controllable versus
uncontrollable stressful life events and low versus high thought suppression on OC
symptoms in both clinical and non-clinical sample. The results showed that strong
efforts to suppress thoughts coupled with a low perceived capacity to control a recent
stressful life event are associated with increased OCD symptoms. The researchers
interpreted the findings as people who experience stressful life events, which are
perceived as being difficult to control, might attempt to employ more mental control
through increased thought suppression in order to compensate for a less controllable
external environment.

In the cognitive explanation of OCD, occurrence of a particular incident or a
series of incidents might have the effect of activating the pre-existing assumptions
related to responsibility. Especially, if the quality of the event fits to the distorted
responsibility assumptions, this would then leads to the neutralizing or avoidance
behaviors in order to prevent harm to oneself or others. For example, if a person has
an inflated sense of responsibility about harm concern and has a belief that every
necessary precautions should be taken to prevent harm to others, then birth of a child
would be a critical event for this person for the activation or triggering the OCD.

Besides this, for people who have already been predisposed for OCD, situational
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increase in the level of responsibility for example changing environment by
marriage, changing job, or leaving home can also be a precipitating factor
(Salkovskis, Shafran, Rachman, & Freeston, 1999).

In conclusion, life events have been accepted as important environmental
factors which have a role as triggering the onset of OCD or worsening the existing
symptoms. If the person has vulnerability for developing OCD, a life event could be
a potential precipitating factor for the development of OCD and/or triggering the

existing OCD symptoms.

1.5  Aims of the Study
The main aim of this study is to examine the vulnerability factors of
Obsessive Compulsive Symptomatology (OCS) in a non-clinical sample. On the
basis of Salkovskis’ cognitive model of OCD, the core elements in the development
and maintenance of the disorder; namely, perceived parental rearing behaviors as
early experiences, responsibility attitudes, life events, and their relationship to OCS
will be examined. Although many studies have investigated the impact of these
variables on OCD separately, to our knowledge, there has been no study which tested
the whole model. Therefore, the present study aimed;
1) to examine the role of perceived parental rearing behaviors, responsibility
attitudes, and life events in predicting OCS.
2) to evaluate the mediator role of responsibility attitudes in the relationship
between perceived parental rearing behaviors and OCS.
3) to find out the specificity of these variables to OCS by examining the

relationship of the same variables to depression and trait anxiety.
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The hypotheses of the present study are as follows:

1))

2)

3)

4)

5)

6)

7)

8)

Responsibility attitudes will be a significant predictor for obsessive
compulsive symptoms (OCS).

Responsibility attitudes will not be a significant predictor for depression and
trait anxiety. In other words, predictor role of responsibility attitudes will be
specific to OCS, but not to depression and trait anxiety.

Among the perceived parental rearing behaviors, perceived parental
overprotection will be a significant predictor for OCS.

Among the perceived parental rearing behaviors, perceived parental rejection
will be a significant predictor for depression, and perceived parental
overprotection will be a significant predictor for trait anxiety. In other words,
perceived parental overprotection will be a significant predictor both for OCS
and trait anxiety, but not for depression.

Perceived parental overprotection will have an effect on OCS through
responsibility attitudes. In other words, responsibility attitudes will be a
mediator between perceived parental overprotection and OCS.

Responsibility attitudes will not be a mediator between perceived parental
rearing behaviors and depression, nor between perceived parental rearing
behaviors and trait anxiety. In other words, mediator role of responsibility
attitudes will be specific to OCS, but not to depression and trait anxiety.

Life events will be a significant predictor for OCS.

Life events will be a significant predictor for depression and trait anxiety. In
other words, life events will be a significant predictor not only for OCS, but

also for depression and trait anxiety.
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CHAPTER 11

METHOD

2.1 Participants

A total of 300 university students from various departments of Middle East
Technical University participated in this study. The sample consisted of 153 (51%)
males and 147 (49%) females with a mean age of 19.55 years (SD = 1.79; range: 17-

27 years). Some other characteristics of the subjects are presented in Table 1.

2.2 Instruments

The research instrument was prepared as a booklet consisting of Informed
Consent Form (see Appendix A), Demographic Information Form (see Appendix B),
Padua Inventory-Washington State University Revision (see Appendix C),
Responsibility Attitudes Scale (see Appendix D), s-EMBU (Egna Minnen
Betraffande Uppfostran- My memories of upbringing) (see Appendix E), Life Events
Inventory for University Students (see Appendix F), Beck Depression Inventory (see
Appendix G), and State-Trait Anxiety Inventory-Trait Form (see Appendix H). The

scales were given in a randomized order in order to prevent the ordering effects.
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Table 1 Socio-Demographic Characteristics of the Sample

N %
Faculty Fac. of Architecture 36 12
Fac. of Arts & Sciences 31 10.33
Fac. of Econ.&Adm.Scien. | 34 11.33
Fac. of Education 27 9
Fac. of Engineering 159 53
Marital Status Single 297 99
Married 3 1
Family income 500 YTL and below 11 3.7
500-1000 YTL 84 28.6
1000-2000 YTL 111 37.8
2000 YTL and above 88 29.9
Current Residency Living with family 123 41.1
Living with friends or 38 12.7
alone
Living in dormitory 138 46.2
Education level of mother | Primary school 52 17.6
Secondary school 16 5.4
High school 94 31.8
University 127 42.9
Post graduate 7 24
Education level of father Primary school 33 11
Secondary school 11 3.7
High school 67 22.4
University 163 54.5
Post graduate 25 8.4
Number of siblings One 38 12.7
Two 181 60.3
Three 57 19
Four or more 24 8
Birth order of the subject First 174 58
Second 90 30
Third 21 6.7
Fourth or above 16 54
Marital status of the parents | Married with each other 269 89.7
Divorced 15 5
One of the parents is dead | 16 5.3
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2.2.1 Demographic Information Form

Demographic Information Form was developed by the researcher. It
includes two parts consisting of questions about the demographic characteristics of
the subject and his/her family. In the first part, the subject’s age, gender, marital
status, department, GPA, level of income, current residency, presence of any
previous psychiatric problems, if any the diagnosis, and the kind of treatment taken
were questioned. In the second part, the questions were related with the family,
such as education level and employment status of the parents, total number of
siblings, birth order of the subject among the siblings, and presence of any
psychiatric problems in the family members (see Appendix B for the Demographic

Information Form).

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

Padua Inventory-Washington State University Revision (PI-WSUR) was used
in order to assess the level of obsessive compulsive symptoms. Padua Inventory (PI)
was originally developed by Sanavio (1988) on the basis of information gathered
from OCD and other neurotic patients, in order to assess the degree of disturbance
related to a range of obsessive compulsive symptoms. The factor analysis of PI
revealed 4 subscales (i.e., impaired control over mental activities, contamination,
checking, and urges and worries about losing control of motor behavior) (Sanavio,
1988). However, factors evaluating obsessional symptoms were reported to be
problematic in differentiating obsessions from worry (Freeston et al., 1994). In 1996,
the inventory was revised by excluding problematic items, and was suggested a 39-

item version, called Padua Inventory-Washington State University Revision (PI-

60



WSUR) (Burns, Keortge, Formea, & Sternberger, 1996). In this scale, self report
items were rated on 5-point Likert type scale where 0 stands for ’not at all” and 4 for
“very much”. 5-factorial dimensions of the new inventory were obsessional thoughts
of harm to self/others, obsessional impulses of harm to self/others, checking
compulsions, contamination obsessions and washing compulsions, and
dressing/grooming compulsions.

The reliability and validity study of the Turkish version of PI-WSUR in a
university student sample was conducted by Yorulmaz, Dirik, Karanci and Burns
(2006). They found 5 factors which were similar to the original one. The factors were
checking compulsions, contamination obsessions and washing compulsions,
obsessional impulses of harm to self/others, dressing/grooming compulsions, and
obsessional thoughts of harm to self/others. The total internal consistency coefficient
for the student sample was .93, and .91 for checking compulsions, .87 for
contamination obsessions and washing compulsions, .84 for obsessional impulses of
harm to self/others, .73 for dressing/grooming compulsions, and .75 for obsessional
thoughts of harm to self/others subscales. Test-retest reliability coefficient was .86
for the total scale. For the concurrent validity, the correlation coefficient between the
total scores of PI-WSUR and Moudsley Obsessive Compulsive Inventory (MOCI)
was .76. Thought Action- Fusion Scale (TAF), and TAF-Morality and TAF-
Likelihood subscales had also high and/or moderate correlations with the total scale
and its subscales.

In the present study, the cronbach alpha coefficient for the total scale was
found to be .91, indicating high internal consistency of the scale. The total scale

score was used to asses the level of obsessive compulsive symptomatology in this
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study. The higher total score taken from the scale demonstrated higher severity of the

obsessive compulsive symptomatology (see Appendix C for the PI-WSUR).

2.2.3 Responsibility Attitude Scale (RAS)

In order to assess the general attitudes and beliefs related to responsibility and
harm concern in OCD, Responsibility Attitudes Scale (RAS) was used which was
originally developed by Salkovskis and his friends (2000). RAS is a 7-point Likert
type scale with 26 items, where 1 stands for “totally disagree”, 4 stands for “neutral”
and 7 stands for “totally agree”. The higher score obtained from the scale indicates
higher responsibility attitudes.

The scale was adapted into Turkish by Yorulmaz (2002). Cronbach alpha
coefficient of RAS was found to be .88, supporting the internal consistency of the
scale. The test-retest and split half reliabilities were .55, and .86, respectively. In
terms of concurrent validity, the correlation coefficient between RAS and MOCI was
.60, and 1in terms for construct validity, low and high obsessive compulsive symptom
groups were found to be significantly different in terms of their RAS scores.

In the present study, the reliability analysis for internal consistency showed

that the cronbach alpha coefficient was .92 (see Appendix D for RAS).

2.2.4 Short-EMBU (Egna Minnen Betraffande Uppfostran- My Memories of
Upbringing)

In order to assess the subjects’ perceptions of their parents’ child rearing
behaviors, short-EMBU (s-EMBU) was used (Arrindell et al., 1999). It is a 23-item

short form scale which was developed from the original 81-item version (Perris,
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Jacobsson, Lindstrom, von Knorring, & Perris, 1980). s-EMBU is a 4-point Likert
type scale, where 1 stands for “never” and 4 stands for “most of the time”. The items
are responded separately for perceived mother’s and father’s behaviors towards the
subject. s-EMBU has three factors: Rejection (i.e., punitive, shaming, favoring
siblings over the subject, rejection through criticism, rejection of the subject as an
individual and abusive), Emotional Warmth (i.e. affectionate, stimulating, praising),
and (Over) Protection (i.e. fearful and anxious for subject’s safety, intrusive, and
over involved). 6 subscale scores (3 for mothers and 3 for fathers) are obtained from
the scale, and higher scores indicate higher perceived parental rearing behaviors in
that specific subscale.

The adaptation study of the Turkish version of s-EMBU was carried out by
Karanci et al. (2006) as part of a wide cross-cultural study. 3 factors (Rejection,
Emotional Warmth, and (Over) Protection) were found both for mothers and fathers,
showing the same factor structure to the original scale. In terms of internal
consistency, alpha coefficients of the subscales for mother Rejection, Emotional
Warmth, and (Over) Protection were found to be .80, .76, and .76, respectively. For
the fathers, the alpha coefficients for Rejection, Emotional Warmth, and (Over)
Protection were found to be .82, .79, and .79 respectively, indicating high internal
consistencies. The correlations between s-EMBU subscales and short-Bem Sex Role
Inventory (s-BSRI) (Bem, 1981) indicated that both perceived mother and father
Emotional Warmth were correlated positively with Masculinity and Femininity.
Mother and father Rejection were found to be negatively correlated with Femininity,

and Rejection by mothers was negatively correlated with Masculinity. However, in
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terms of (Over) Protection, no significant correlations were found between mother
and father (Over) Protection and Masculinity and Femininity.

In the present study, six factors found by Karanci et al. (2006) were used in
order to assess subjects’ perceptions about their parents’ child rearing behaviors.
Cronbach alpha coefficients were found to be .77, .58, and .76, respectively for
mother Emotional Warmth, mother Rejection, and mother (Over) Protection; and
were found to be .82, .60, and .74, respectively for father Emotional Warmth, father

Rejection, and father (Over) Protection, in this study (see Appendix E for s-EMBU).

2.2.5 Life Events Inventory for University Students (LEIU)

In order to assess the negative life events and daily hassles experienced by the
subjects, Life Events Inventory for University Students (LEIU) was used (Ding,
2001). The original scale was developed by Oral (1999), and most of the items in this
scale overlapped with the stress factors specific to university students which were
found in another study (Sahin, Ruganci, Tas, Kuyucu, & Sezgin, 1991). The original
scale (Oral, 1999) is a 49 item S-point Likert type scale where 1 stands for “never”
and 5 stands for “always” indicating the frequency of the life events within the last
month. Oral (1999) found a high reliability and validity coefficients for LEIU in a
Turkish university student sample. The internal consistency was found to be .90, and
item total correlation of the items ranged from .19 to .64. The correlation between
LEIU and Beck Depression Inventory was found to be .52.

Ding¢ (2001) modified the scale by adding several items for the purpose of
addressing the underrepresented domains, and formed the 54-item scale. Moreover,

in addition to the frequencies of the life events, the intensity of the event or the stress
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caused by the event was also scored. The frequency of the events were rated from 1
(never) to 5 (always) and the intensity of the events were rated from 1 (not at all) to 5
(very much). After the factor analysis of the scale, two factors named as
“achievement related life events” and “social life events” were obtained. Alpha
coefficients for the “achievement related life events” and “social life events” were
found to be .88 and .86, respectively. Internal consistency for the total scale was .90.

In this study, the scores obtained for the frequency and intensity of the items
were multiplied, and used as a single score in the analyses. The cronbach alpha
coefficient for the total scale was found to be .92 in the current study (see Appendix

F for LEIU).

2.2.6 Beck Depression Inventory (BDI)

In order to assess the level of depressive symptoms of the subjects, Beck
Depression Inventory (Beck, Steer, & Garbin, 1988) was used. It is a 21-item self-
report scale in which items are rated between 0 and 3. The higher total score taken
from the scale demonstrates higher severity of the depressive symptomatology.

Two adaptation studies were conducted for the Turkish form of BDI (Tegin,
1980; Hisli, 1988, 1989). The revised form adapted by Hisli (1988, 1989) was used
in this study. The cronbach alpha and split half reliabilities of BDI were found to be
.74 and .74, respectively. The scale was found to be highly correlated with the
depression subscale of MMPL

In the present study the cronbach alpha coefficient for the scale was found to

be .82 (see Appendix G for BDI).
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2.2.7 State-Trait Anxiety Inventory-Trait Form (STAI-T)

In order to assess the level of trait anxiety of the subjects, trait form of STAI
was used (Spielberg, Gorsuch, & Lushere, 1970). STAI is a 40 item self-report scale
in which items are rated between 1 to 4, where 1 stands for “almost never”, 2 stands
for “sometimes”, 3 stands for “mostly”, and 4 stands for “almost always”. It has two
parts each consisting of 20 questions for assessing state and trait anxiety. In this
study, only the Trait form of STAI (STAI-T) was used in order to asses the long-term
anxiety levels of the subjects, rather than the situational ones.

The scale was adapted into Turkish by Oner and Le Compte (1985). Internal
consistency of trait anxiety inventory ranged from .83 to .87, and the one for state
anxiety inventory ranged from .94 t0.96. Test-retest reliability of the trait anxiety
inventory was found to be between .71 and .86, and for state anxiety inventory it was
found to be between .26 and .68. The criterion and construct validities of the scale
were also found to be satisfactory.

In the present study, the cronbach alpha coefficient for the scale was found to

be .86 (see Appendix H for STAI-T).

2.3 Procedure

The research scales were prepared as a booklet consisted of the Informed
Consent form, Demographic Information Form, PI-WSUR, RAS, s-EMBU, LEIU,
BDI, and STAI-T. The booklet was given to the students from various departments
of Middle East Technical University in 2006-spring semester. After taking the
instructors’ and the participants’ consent, the instruments were administered during

regular class hours. Before the administration, the participants were informed about
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the aims of the study. The questionnaires were administered in a randomized
sequence in order to eliminate the sequencing effect. The administration took

approximately 30-40 minutes.

2.4  Data Screening and Statistical Analysis

In the present study, the statistical analyses were performed by using the
Statistical Package for the Social Sciences (SPSS) Programme (Green, Salkind, &
Akey, 1997). Before the analyses, data were examined for accuracy of data entry,
missing values, and assumptions of multivariate analyses. Among a total of 319
cases, 11 cases were removed from the data due to a large number of missing values.
Mean substitution was used for the variables which had missing values on less than
5% of the items. 8 cases were deleted since they were identified as multivariate
outliers through Mahalanobis distance, with p <.001. As a result, a total of 300 cases
remained for the subsequent analysis. These cases were checked for the assumptions
of multivariate statistics and were found to be satisfactory.

Prior to the main analysis, reliability analyses were performed for the
s-EMBU, PI-WSUR, RAS, LEIU, BDI and STAI-T. Then, high and low obsessive
compulsive symptom groups were formed by using the score distribution on the PI-
WSUR. These extreme groups were compared in terms of their perceived parental
rearing behaviors, after controlling for depression and trait anxiety scores, by using a
2 (high and low OCS groups) X 6 (factors of s-EMBU) mixed design analysis of
covariance (ANCOVA) with repeated measure on the last factor. In addition to this,
in order to examine the specificity of the findings to OCS, two more ANCOVAs

were performed; one for examining the high and low Depression group differences in
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terms of perceived parental rearing behaviors after controlling for OCS and trait
anxiety scores, and the other for examining the high and low Trait Anxiety group
differences in terms of perceived parental rearing behaviors after controlling for OCS
and depression scores.

Then the hypotheses of the study were tested through separate regression
analysis. In the light of the research questions about the predictors of Obsessive
Compulsive Symptomatology (OCS), a hierarchical multiple regression analysis was
conducted in order to examine the role of perceived parental rearing behaviors,
responsibility attitudes and life events in predicting OCS after controlling for the
effects of depression and trait anxiety. In order to examine the specificity of the
findings to OCS, two more regression analysis were performed; one for examining
the predictor role of these variables for depression after controlling for OCS and trait
anxiety, and the other for predicting trait anxiety from the same variables after
controlling for OCS and depression.

While examining the predictors of OCS, the mediation analysis, which
explains how or why a predictor variable affects the criterion variable (Baron &
Kenny, 1986), was preferred. The aim of using mediation analysis in this study was
to explain how the effects of perceived parental rearing behaviors occur on OCS.
Here, responsibility attitudes were proposed to have a mediator role in the
relationship between perceived parental rearing behaviors and OCS, in other words,
perceived parental rearing behaviors were expected to affect OCS via responsibility
attitudes. In order to satisfy the criteria of mediation analysis, the following
assumptions must be met (Baron & Kenny, 1986): Fist of all, perceived parental

rearing behaviors and responsibility attitudes should significantly predict OCS.
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Secondly, perceived parental rearing behaviors should significantly predict
responsibility attitudes to be able to call responsibility attitudes as a mediator.
Finally, the effects of perceived parental rearing behaviors on OCS should become
non significant or decrease significantly when responsibility attitudes enter into the

regression equation.
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CHAPTER III

RESULTS

In this section, firstly, the descriptive statistics for the major variables of the
study will be presented. Then, the differences between high and low Obsessive
Compulsive Symptom (OCS) groups, depression groups and trait anxiety groups will
be examined in terms of perceived parental rearing behaviors. Finally perceived
parental rearing behaviors, responsibility attitudes and life events will be examined
as the predictors of obsessive compulsive symptomatology, depression and trait

anxiety.

3.1  Descriptive Statistics for the Major Variables of the Study

In order to see the descriptive information for the variables used in the study,
the means and the standard deviations of the measures were computed, which are
presented in Table 2.

Six subscale scores of s-EMBU were obtained by summation of the items for
the subscale divided by the number of items in each subscale. For the scores of RAS,
PI-WSUR, and STAI-T, the mean total scores were computed, whereas for BDI, the
total score was used. For LEIU, the frequency and intensity scores of the items were
multiplied to create a single score, and then the mean total score was computed.

All of the major variables were normally distributed, except for the mother

rejection, father rejection, PI-WSUR and BDI scores which were positively skewed.
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The examination of the mean and skewness scores of these variables showed that the
distribution of the scores on these scales tended to cluster at the lower scores which

1s an expectable finding for a non-clinical university student sample.

Table 2 Means and Standard Deviations of the Major Variables of the Study

Variable Mean Standard Range Possible Range
Deviation

Mother Emotional 3.17 0.56 1.5-4 1-4
Warmth

Mother Rejection 1.22 0.24 1-2.29 1-4
Mother 2.16 0.51 1-3.67 1-4
(Over)Protection

Father Emotional 2.93 0.65 1.17-4 1-4
Warmth

Father Rejection 1.20 0.24 1-2.29 1-4
Father 1.97 0.48 1-3.67 1-4
(Over)Protection

RAS 3.58 1.01 1-5.92 1-7
LEIU 6.56 2.68 1.87 —14.26 1-25
PI-WSUR 0.95 0.50 0—2.85 0-4
STAI-T 2.39 0.25 1.80 —3.15 1-4
BDI 9.35 6.31 0-33 0-63

Note: RAS: Responsibility Attitude Scale, LEIU: Life Events Inventory for University
Students, PI-WSUR: Padua Inventory-Washington State University Revision, STAI-T: State
Trait Anxiety-Trait Form, BDI: Beck Depression Inventory.

3.2  Differences between High and Low Obsessive Compulsive Symptom
(OCS) Groups, Depression Groups and Trait Anxiety Groups in Terms of
Perceived Parental Rearing Behaviors

In order to examine whether the subjects who have high OCS scores would
differ from the subjects who have low OCS scores in terms of their perceived
parental rearing behaviors, a 2 (high and low OCS groups) X 6 (factors of s-EMBU)

mixed design analysis of covariance (ANCOVA) with repeated measure on the last
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factor was conducted after controlling for the depression and trait anxiety scores. In
order to examine the specificity of the findings to OCS, extreme depression groups
were also formed and examined in terms of their perceived parental rearing
behaviors by using another 2 (high and low depression groups) X 6 (factors of s-
EMBU) mixed design analysis of covariance (ANCOVA) with repeated measure on
the last factor after controlling for the OCS and trait anxiety scores. Finally, in the
same way, the differences between high and low trait anxiety groups were created
and examined in terms of their perceived parental rearing behaviors by using another
2 (high and low trait anxiety groups) X 6 (factors of s-EMBU) mixed design analysis
of covariance (ANCOVA) with repeated measure on the last factor after controlling

for the OCS and depression scores.

3.2.1 Differences between High and Low Obsessive Compulsive Symptom
Groups in Terms of Perceived Parental Rearing Behaviors

In order to analyze the differences between the high and low obsessive
compulsive symptom groups in terms of their perceived parental rearing behaviors, a
2 (high and low OCS groups) X 6 (factors of s-EMBU) mixed design analysis of
covariance (ANCOVA) with repeated measure on the last factor was conducted after
controlling for the depression and trait anxiety scores. The six factors of s-EMBU
were mother emotional warmth, mother rejection, mother (over)protection, father
emotional warmth, father rejection and father (over)protection. High and low
obsessive compulsive symptom groups were determined by using the score
distribution on PI-WSUR. The upper 25% of the score distribution for PI-WSUR (the

cut-off point was 1.21 and above) formed the high obsessive compulsive symptom
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group (n=69), where as the lower 25% of the score distribution for PI-WSUR (the
cut-off point was 0.59 and below) formed the low obsessive compulsive symptom
group (n=74). In order to investigate whether the categorization of participants
according to upper and lower 25% was appropriate or not, the mean difference
between high and low OCS groups was examined by using an independent sample t-
test. The results showed that there was a significant difference between high and low
OCS groups in terms of PI-WSUR scores (t (141) =-27.51, p <.001). This indicated
that the subjects in high OCS group had significantly higher PI-WSUR scores (M =

1.68) than the subjects in the low OCS group (M = .41).

Table 3 Analysis of Covariance for OCS Groups and Factors of s-EMBU

Source df SS MS F
OCS groups 1 1.59 1.59 5.6
Error 139 3948 28

Factors of s-EMBU 5 .80 .16 .86
Factors of s-EMBU X

OCS groups 5 3.27 .65 3.49%*
Error 695 130.05 .19

**p<.01, *p<.05

As presented in Table 3, the ANCOVA results revealed significant main
effect for OCS groups, F (1, 139) = 5.6, p< .05, but no significant main effect for
factors of s-EMBU, F (5, 695) = .86 (n.s.). The interaction effect of factors of s-

EMBU and OCS groups was also significant, F (5, 695) = 3.49, p<.01.
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Table 4 Mean Scores of s-EMBU subscales for High and Low OCS Groups

Mother Mother Mother Father Father Father
Emotional | Rejection | (Over) Emotional | Rejection | (Over)
Warmth Protection | Warmth Protection
Low OCS |3.20° 1.19° 1.99° 3.00* 1.14° 1.90°
Group
High OCS | 3.17° 1.24° 2.37° 2.93° 1.25° 2.12
Group

Note: The mean scores that do not share the same subscript on the same row or on the same
column are significantly different from each other according to Fisher LSD and Tukey’s
HSD at .05 alpha level.

Post-hoc analyses were conducted in order to examine the interaction effect
of the factors of s-EMBU and the OCS groups, F (5, 695) = 3.49, p< .01. As can be
seen from Table 4, the results of the post-hoc analyses by using Fisher LSD at .05
alpha level revealed that the subjects in the high OCS group (M= 2.37) received
significantly higher scores on Mother (Over) protection subscale than the subjects in
the low OCS group (M= 1.99). In addition to this, the subjects in high OCS group
(M= 2.12) also received significantly higher scores on Father (Over) protection
subscale than the subjects in the low OCS group (M= 1.90). However, there were no
significant difference between high and low OCS groups in terms of their Mother
Rejection (M= 1.24, and M= 1.19, respectively for high and low OCS groups),
Father Rejection (M= 1.25, and M= 1.14, respectively for high and low OCS
groups), Mother Emotional Warmth (M= 3.17, and M= 3.20, respectively for high
and low OCS groups), and Father Emotional Warmth (M= 2.93, and M= 3.00,
respectively for high and low OCS groups) subscale scores. Thus, the significant
interaction effect of ANCOVA indicated that after controlling for depression and

trait anxiety scores, the subjects who had higher scores on OCS perceived their

74




mothers’ and fathers’ rearing behaviors as being more (over) protective than did the
subjects who had lower scores on OCS. However, there was no significant difference
between high and low OCS groups in terms of their perceived mother and father
rejection and emotional warmth scores.

Furthermore, post-hoc analysis by using Tukey’s HSD at .05 alpha level
revealed that in low OCS group, Mother Emotional Warmth (M= 3.20) scores were
significantly higher than Mother (Over) protection (M= 1.99) scores which was also
significantly higher than Mother Rejection (M= 1.19) scores. Similarly, in low OCS
group, Father Emotional Warmth (M= 3.00) scores were significantly higher than
Father (Over) protection (M= 1.90) scores which was also significantly higher than
Father Rejection (M= 1.14) scores. This significant interaction effect revealed that
the subjects who had lower OCS scores perceived their mothers’ and fathers’ rearing
behaviors mostly as being emotionally warm, then overprotective and least as
rejecting. There were no significant difference between Mother Emotional Warmth
(M= 3.20) and Father Emotional Warmth (M =3.00), between Mother (Over)
protection (M= 1.99) and Father (Over) protection (M= 1.90), and between Mother
Rejection (M= 1.19) and Father Rejection (M= 1.14) scores, indicating to no
significant difference between the mothers and fathers in terms of the same type of
rearing behaviors in the low OCS group.

In high OCS group, Mother Emotional Warmth (M= 3.17) scores were
significantly higher than Mother (Over) protection (M= 2.37) scores which was also
significantly higher than Mother Rejection (M= 1.24) scores. Similarly, Father
Emotional Warmth (M= 2.93) scores were significantly higher than Father (Over)

protection (M= 2.12) scores which was also significantly higher than Father
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Rejection (M= 1.25) scores. This significant interaction effect showed that, similar to
the findings for low OCS group, subjects who had higher OCS scores perceived their
mothers’ and fathers’ rearing behaviors mostly as being emotionally warm, then
overprotective and least as rejecting. Contrary to the findings for low OCS group,
subjects in high OCS group rated Mother (Over) protection (M= 2.37) subscale
significantly higher than Father (Over) protection (M= 2.12) subscale. They also
rated Mother Emotional Warmth (M= 3.17) subscale significantly higher than Father
Emotional Warmth (M= 2.93) subscale. However, there was no significant difference
between Mother Rejection (M= 1.24) and Father Rejection (M= 1.25) scores in high
OCS group. So, these interaction effects revealed that subjects who had higher OCS
scores perceived their mothers’ rearing behavior as being more overprotective and

emotionally warm compared to their fathers’ same type of rearing behaviors.

3.2.2 Differences between High and Low Depression Groups in Terms of
Perceived Parental Rearing Behaviors

In order to analyze the differences between the high and low depression
groups in terms of their perceived parental rearing behaviors after controlling for the
OCS and trait anxiety scores, a 2 (high and low depression groups) X 6 (factors of s-
EMBU) mixed design analysis of covariance (ANCOVA) with repeated measure on
the last factor was conducted. The six factors of s-EMBU were mother emotional
warmth, mother rejection, mother (over)protection, father emotional warmth, father
rejection and father (over)protection. High and low depression groups were
determined by using the score distribution on BDI. The upper 25% of the score

distribution for BDI (the cut-off point was 13 and above) formed the high depression

76



group (n=79), where as the lower 25% of the score distribution for BDI (the cut-off
point was 4 and below) formed the low depression group (n=72). In order to
investigate whether the categorization of participants according to upper and lower
25% was appropriate or not, the mean difference between high and low depression
groups was examined by using an independent sample t-test. The results showed that
there was a significant difference between high and low depression groups in terms
of BDI scores (t (149) = -25.81, p < .001). This indicated that the subjects in high
depression group had significantly higher BDI scores (M = 17.83) than the subjects

in the low depression group (M = 2.46).

Table 5 Analysis of Covariance for Depression Groups and Factors of s-EMBU

Source Df SS MS F
Depression groups 1 28 28 .70
Error 147 57.55 39

Factors of s-EMBU 5 A3 .03 A2
Factors of s-EMBU X

Depression groups 5 13.74 2.75 12.59*
Error 735 160.38 22

*p<.001

As presented in Table 5, the ANCOVA results revealed there were no
significant main effects for Depression groups, F (1, 147) = .70 (n.s.) and for factors
of s-EMBU, F (5, 735) = .12 (n.s.). However, the interaction effect of factors of s-

EMBU and Depression groups was significant, F (5, 735) = 12.59, p<.001.
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Table 6 Mean Scores of s-EMBU subscales for High and Low Depression
Groups

Mother Mother Mother Father Father Father
Emotional | Rejection | (Over) Emotional | Rejection | (Over)
Warmth Protection | Warmth Protection
Low 3.30° 1.15° 2.11¢ 3.08" 1.13° 1.95¢
Depression
Group
High 2.93¢ 1.33° 2.28" 2.60° 1.31° 2.05°¢
Depression
Group

Note: The mean scores that do not share the same subscript on the same row or on the same
column are significantly different from each other according to Fisher LSD and Tukey’s
HSD at .05 alpha level.

Post-hoc analyses were conducted in order to examine the interaction effect
of the factors of s-EMBU and the Depression groups, F (5, 735) = 12.59, p<.001. As
can be seen from Table 6, the results of the post-hoc analyses by using Fisher LSD at
.05 alpha level revealed that the subjects in the high Depression group received
significantly lower scores on Mother Emotional Warmth (M= 2.93) subscale and
significantly higher scores on Mother Rejection (M= 1.33) subscale than the subjects
in the low Depression group (M= 3.30, and M= 1.15, respectively for Mother
Emotional Warmth and Mother Rejection). Similarly, the subjects in high Depression
group received significantly lower scores on Father Emotional Warmth (M= 2.60)
subscale and significantly higher scores on Father Rejection (M= 1.31) subscale than
the subjects in the low Depression group (M= 3.08, and M= 1.13, respectively for
Father Emotional Warmth and Father Rejection). However, there were no significant
difference between high and low Depression groups in terms of their Mother (Over)
protection (M= 2.28, and M= 2.11, respectively for high and low Depression

groups), and Father (Over) protection (M= 2.05, and M= 1.95, respectively for high
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and low Depression groups) subscale scores. Thus, the significant interaction effects
of ANCOVA indicated that after controlling for OCS and trait anxiety scores, the
subjects who had higher depression scores perceived their mothers’ and fathers’
rearing behaviors as being more rejecting and less emotionally warm than did the
subjects who had lower depression scores. However, there was no significant
difference between the high and low Depression groups in terms of their perceived
mother and father overprotection scores.

Furthermore, post-hoc analysis by using Tukey’s HSD at .05 alpha level
revealed that in low Depression group, Mother Emotional Warmth (M= 3.30) scores
were significantly higher than Mother (Over) protection (M= 2.11) scores which was
also significantly higher than Mother Rejection (M= 1.15) scores. Similarly, in low
Depression group, Father Emotional Warmth (M= 3.08) scores were significantly
higher than Father (Over) protection (M= 1.95) scores which was also significantly
higher than Father Rejection (M= 1.13) scores. These significant interaction effects
revealed that the subjects who had lower depression scores perceived their mothers’
and fathers’ rearing behaviors mostly as being emotionally warm, then
overprotective and least as rejecting. There were no significant difference between
Mother Emotional Warmth (M= 3.30) and Father Emotional Warmth (M =3.08),
between Mother (Over) protection (M= 2.11) and Father (Over) protection (M=
1.95), and between Mother Rejection (M= 1.15) and Father Rejection (M= 1.13)
scores, indicating to no significant difference between the mothers and fathers in
terms of the same type of rearing behaviors in the low Depression group.

In high Depression group, Mother Emotional Warmth (M= 2.93) scores were

significantly higher than Mother (Over) protection (M= 2.28) scores which was also
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significantly higher than Mother Rejection (M= 1.33) scores. Similarly, Father
Emotional Warmth (M= 2.60) scores were significantly higher than Father (Over)
protection (M= 2.05) scores which was also significantly higher than Father
Rejection (M= 1.31) scores. This significant interaction effect showed that, similar to
the findings for low Depression group, subjects who had higher Depression scores
perceived their mothers’ and fathers’ rearing behaviors mostly as being emotionally
warm, then overprotective and least as rejecting. Furthermore, subjects in high
Depression group rated Mother Emotional Warmth (M= 2.93) subscale significantly
higher than Father Emotional Warmth (M= 2.60) subscale. They also rated Mother
(Over) protection (M= 2.28) subscale significantly higher than Father (Over)
protection (M= 2.05) subscale. However, there was no significant difference between
Mother Rejection (M= 1.33) and Father Rejection (M= 1.31) scores in high
Depression group. So, these interaction effects revealed that subjects who had higher
Depression scores perceived their mothers’ rearing behavior as being more
emotionally warm and overprotective compared to their fathers’ same type of rearing

behaviors.

3.2.3 Differences between High and Low Trait Anxiety Groups in Terms of
Perceived Parental Rearing Behaviors

In order to analyze the differences between the high and low trait anxiety
groups in terms of their perceived parental rearing behaviors after controlling for the
OCS and depression scores, a 2 (high and low trait anxiety groups) X 6 (factors of s-
EMBU) mixed design analysis of covariance (ANCOVA) with repeated measure on

the last factor was conducted. The six factors of s-EMBU were mother emotional
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warmth, mother rejection, mother (over)protection, father emotional warmth, father
rejection and father (over)protection. High and low trait anxiety groups were
determined by using the score distribution on STAI-T. The upper 25% of the score
distribution for STAI-T (the cut-off point was 2.55 and above) formed the high trait
anxiety group (n=73), where as the lower 25% of the score distribution for STAI-T
(the cut-off point was 2.23 and below) formed the low trait anxiety group (n=86). In
order to investigate whether the categorization of participants according to upper and
lower 25% was appropriate or not, the mean difference between high and low trait
anxiety groups was examined by using an independent sample t-test. The results
showed that there was a significant difference between high and low trait anxiety
groups in terms of STAI-T scores (t (157) =-33.11, p <.05). This indicated that the
subjects in high trait anxiety group had significantly higher STAI-T scores (M =

2.71) than the subjects in the low trait anxiety group (M = 2.07).

Table 7 Analysis of Covariance for Trait Anxiety Groups and Factors of s-
EMBU

Source df SS MS F

Trait Anxiety groups 1 2.26 2.26 6.31%
Error 155 55.61 .36

Factors of s-EMBU 5 106.18 21.24 104.28%*
Factors of s-EMBU X

Trait Anxiety groups 5 2.73 .55 2.68%*
Error 775 157.81 .20

**p<.001, *p<.05

As presented in Table 7, the ANCOVA results revealed significant main

effects for Trait Anxiety groups, F (1, 155) = 6.31, p< .05, and for factors of s-
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EMBU, F (5, 775) = 104.28, p< .001. The interaction effect of factors of s-EMBU

and Trait Anxiety groups was also significant, F (5, 775) = 2.68, p< .05.

Table 8 Mean Scores of s-EMBU subscales for High and Low Trait Anxiety
Groups

Mother Mother Mother Father Father Father
Emotional | Rejection | (Over) Emotional | Rejection | (Over)
Warmth Protection | Warmth Protection
Low Trait |2.99° 1.23° 2.19¢ 2.77° 1.22° 1.99%
Anxiety
Group
High Trait | 3.27° 1.25° 2.29° 3.06" 1.21° 2.01%
Anxiety
Group

Note: The mean scores that do not share the same subscript on the same row or on the same
column are significantly different from each other according to Fisher LSD and Tukey’s
HSD at .05 alpha level.

The significant interaction effect of the Trait Anxiety groups and the factors
of s-EMBU, F (5, 775) = 2.68, p< .05, was examined by post-hoc analysis. As can be
seen from Table 8, the results of the post-hoc analyses by using Fisher LSD at .05
alpha level revealed that the subjects in the high Trait Anxiety group received
significantly higher scores on Mother Emotional Warmth (M= 3.27) subscale than
the subjects in the low Trait Anxiety group (M= 2.99). Similarly, the subjects in the
high Trait Anxiety group received significantly higher scores on Father Emotional
Warmth (M= 3.06) subscale than the subjects in the low Trait Anxiety group (M=
2.77). However, there were no significant differences between high and low Trait
Anxiety groups in terms of their Mother (Over) protection (M= 2.29, and M= 2.19,
respectively for high and low Trait Anxiety groups), Father (Over) protection (M=

2.01, and M= 1.99, respectively for high and low Trait Anxiety groups), Mother
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Rejection (M= 1.25, and M= 1.23, respectively for high and low Trait Anxiety
groups), and Father Rejection (M= 1.21, and M= 1.22, respectively for high and low
Trait Anxiety groups) subscales. Thus, the significant interaction effects of
ANCOVA indicated that after controlling for OCS and depression scores, the
subjects who had higher trait anxiety scores perceived their mothers’ and fathers’
rearing behaviors as being more emotionally warm than the subjects who had lower
trait anxiety scores. However, there was no significant difference between the high
and low trait anxiety groups in terms of their perceived mother and father
overprotection and rejection scores.

Furthermore, post-hoc analysis by using Tukey’s HSD at .05 alpha level
revealed that in low Trait Anxiety group, Mother Emotional Warmth (M= 2.99)
scores were significantly higher than Mother (Over) protection (M= 2.19) scores
which was also significantly higher than Mother Rejection (M= 1.23) scores.
Similarly, in low Trait Anxiety group, Father Emotional Warmth (M= 2.77) scores
were significantly higher than Father (Over) protection (M= 1.99) scores which was
also significantly higher than Father Rejection (M= 1.22) scores. These significant
interaction effects revealed that the subjects who had low trait anxiety scores
perceived their mothers’ and fathers’ rearing behaviors mostly as being emotionally
warm, then overprotective and least as rejecting. Furthermore, subjects in low Trait
Anxiety group rated Mother Emotional Warmth (M= 2.99) subscale significantly
higher than Father Emotional Warmth (M= 2.77) subscale. However, there were no
significant difference between Mother (Over) protection (M= 2.19) and Father
(Over) protection (M= 1.99), and between Mother Rejection (M= 1.23) and Father

Rejection (M= 1.22) scores, indicating to no significant difference between the
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mothers and fathers in terms of the same type of perceived rearing behaviors in the
low Trait Anxiety group.

In high Trait Anxiety group, Mother Emotional Warmth (M= 3.27) scores
were significantly higher than Mother (Over) protection (M= 2.29) scores which was
also significantly higher than Mother Rejection (M= 1.25) scores. In addition to this,
Father Emotional Warmth (M= 3.06) scores were significantly higher than Father
(Over) protection (M= 2.01) scores which was also significantly higher than Father
Rejection (M= 1.21) scores. This interaction effect showed that, similar to the
findings for low Trait Anxiety group, subjects who had higher Trait anxiety scores
perceived their mothers’ and fathers’ rearing behaviors mostly as being emotionally
warm, then overprotective and least as rejecting. Furthermore, subjects in high Trait
Anxiety group rated Mother Emotional Warmth (M= 3.27) subscale significantly
higher than Father Emotional Warmth (M= 3.06) subscale. They also rated Mother
(Over) protection (M= 2.29) subscale significantly higher than Father (Over)
protection (M= 2.01) subscale. However, there was no significant difference between
Mother Rejection (M= 1.25) and Father Rejection (M= 1.21) scores in high Trait
Anxiety group. So, these interaction effects revealed that subjects who had higher
Trait Anxiety scores perceived their mothers’ rearing behavior as being more
emotionally warm and overprotective compared to their fathers’ same type of rearing

behaviors.
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3.2.4 The Summary of the ANCOVA Results: The Differences between High
and Low OCS, Depression and Trait Anxiety Groups in Terms of Perceived
Parental Rearing Behaviors

The ANCOVAs were mainly conducted to investigate the group differences
in terms of perceived parental rearing behaviors. Therefore, the interaction effects
related to the difference between high and low symptomatology groups, rather than
the within group differences, were summarized. The results of the three ANCOVAs

are presented in Table 9.

Table 9 Mean Scores of the Factors of s-EMBU for High and Low OCS,
Depression and Trait Anxiety Groups

OCS Depression Trait Anxiety
Low High Low High Low High
Mother
Emotional M=3.30 | M=2.93 | M=2.99 | M=3.27
Warmth
Mother Rejection M=1.15 | M=1.33
Mother (Over)
Protection M=1.99 | M=2.37
Father
Emotional M=3.08 | M=2.60 | M=2.77 | M=3.06
Warmth
Father Rejection M=1.13 | M=1.31
Father (Over)
Protection M=1.90 | M=2.12

Note: The high and low symptom groups under the same symptomatology are significantly
different from each other in terms of the given factors of s-EMBU at .05 alpha level of
Fisher LSD.
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As can be seen from Table 9, for Obsessive Compulsive Symptomatology,
perceived mother and father (Over)protection subscale scores were the only factors
which differentiated the high and low OCS groups. The results of the ANCOVA
revealed that after controlling for depression and trait anxiety scores, the subjects
who had higher OCS scores perceived their mothers’ and fathers’ rearing behaviors
as more overprotective than the subjects who had lower OCS scores. However, there
was no significant difference between high and low OCS groups in terms of their
perceived mother and father rejection and emotional warmth scores.

On the other hand, for Depression, mother and father Rejection and
Emotional Warmth subscale scores were significantly different for the high and low
depression groups. The results of the ANCOVA revealed that after controlling for
OCS and trait anxiety scores, the subjects who had higher depression scores
perceived their mothers’ and fathers’ rearing behaviors as more rejecting and less
emotionally warm than the subjects who had lower depression scores. However,
contrary to the findings for OCS, there was no significant difference between the
high and low Depression groups in terms of their perceived mother and father
overprotection scores.

For Trait Anxiety, high and low trait anxiety groups were significantly
different from each other only on the mother and father Emotional Warmth subscale
scores. The results of the ANCOVA revealed that after controlling for OCS and
depression scores, the subjects who had higher trait anxiety scores perceived their
mothers’ and fathers’ rearing behaviors as more emotionally warm than the subjects

who had lower trait anxiety scores. However, there was no significant difference
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between the high and low trait anxiety groups in terms of their perceived mother and
father overprotection and rejection scores.

To sum up, the subjects scoring high on OCS perceived their mothers’ and
fathers’ rearing behaviors as more overprotective, where as the subjects scoring high
on depression perceived their mothers’ and fathers’ rearing behaviors as more
rejecting and less emotionally warm. On the other hand, subjects scoring high on trait
anxiety perceived their mothers’ and fathers’ rearing behaviors as more emotionally

warm which is contrary to the findings for depression.

3.3  Correlations among the Variables Used in Regression Analysis

Pearson correlation coefficients were computed for the variables that were
used in the regression analyses. Table 10 shows the Pearson correlation coefficients.

When demographic variables were taken into account, gender (1= female, 2=
male) was negatively correlated with trait anxiety, perceived mother and father
emotional warmth, and life events. On the other hand, gender was positively
correlated with perceived father rejection. In addition to this, age was positively
related with responsibility attitudes and life events.

In terms of the correlations between the subscales of s-EMBU, mother
emotional warmth, (over) protection, and rejection scores were positively and
respectively correlated with father emotional warmth, (over) protection, and rejection
scores. Mother and father emotional warmth scores were negatively correlated with
mother and father rejection scores. In addition to this, mother and father (over)
protection scores were positively correlated with mother and father rejection scores.

Besides these significant correlations, there was also a significant negative
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correlation between mother (over) protection and father emotional warmth,
indicating that when father emotional warmth scores decrease, mother (over)
protection scores increase.

Correlation analysis revealed that responsibility attitudes scores were
positively correlated with mother (over) protection, mother rejection, father (over)
protection, father rejection, life events, OCS, depression, and trait anxiety scores.

OCS scores were positively correlated with responsibility attitudes, life
events, mother (over) protection, mother rejection, father (over) protection, father
rejection, depression and trait anxiety scores.

Depression scores were positively correlated with trait anxiety, life events,
responsibility attitudes, OCS, mother (over) protection, mother rejection, father
(over) protection, father rejection, and negatively correlated with mother and father
emotional warmth scores. On the other hand, trait anxiety scores were positively
correlated with depression, life events, responsibility attitudes, OCS, mother

emotional warmth and mother (over) protection scores.
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34 Predictors of Obsessive Compulsive Symptomatology, Depression and
Trait Anxiety

A series of multiple regression analyses were conducted in order to examine
the hypotheses of this study. The role of perceived parental rearing behaviors,
responsibility attitudes and life events in predicting Obsessive Compulsive
Symptomatology (OCS) was examined by using multiple regression analysis.
Besides the unique contribution of these variables in predicting OCS, the mediator
role of responsibility attitudes in the relationship between perceived parental rearing
behaviors and OCS was also examined. In order to evaluate the specificity of the
findings to OCS, the same regression analyses were repeated to examine the
predictor role of these variables for depression and trait anxiety by treating them as

dependent variables in separate regression analysis.

3.4.1 Predictors of Obsessive Compulsive Symptomatology (OCS): Perceived
Parental Rearing Behaviors, Responsibility Attitudes and Life Events

It was hypothesized that perceived parental overprotection, responsibility
attitudes and life events would significantly predict OCS. In addition to this, it was
proposed that responsibility attitudes would be a mediator between perceived
parental overprotection and OCS. In other words, perceived parental overprotection
would affect OCS through responsibility attitudes. The proposed predictors of OCS
and the mediation model are depicted in Figure 2. It is a fully recursive model
showing the relationship between perceived parental overprotection, responsibility

attitudes, life events and OCS.
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Figure 2 The proposed predictors of OCS and the mediation model

Two multiple regression analyses were performed in order to test the
hypotheses. By these regression analyses, not only the unique contribution of

parental rearing behaviors, responsibility attitudes, and life events, but also the

mediator role of responsibility attitudes in predicting OCS was examined.

In mediation analysis there are some criteria (Baron & Kenny, 1986) which
must be satisfied to call a variable a “mediator”. By these two regression analyses,
the assumptions of the mediation analysis, which are presented below, were also
checked. The method recommended by Baron and Kenny (1986) was used to test the

mediational pathway. According to this method a mediator is identified when the

following four criteria are met:

1) Perceived parental overprotection (IV) should significantly predict OCS

(DV).

2) Responsibility attitudes (Mediator) should significantly predict OCS (DV).
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3) Perceived parental overprotection (IV) should significantly predict
responsibility attitudes (Mediator).

4) Finally, the effects of perceived parental overprotection (IV) on OCS (DV)
should become non significant or decrease significantly when responsibility

attitudes (Mediator) enter into the regression equation.

In the first regression analysis, first, second, and the fourth criteria were
tested. As presented in Table 11, in this regression analysis age, gender, depression,
and trait anxiety scores were entered into the equation in the first step as control
variables by using “enter”. In the second step, subscale scores of s-EMBU
(emotional warmth, (over) protection, and rejection scores for mothers and fathers),
in the third step, responsibility attitudes scores, and in the fourth step life events
scores were entered in to the equation by using “enter”. The OCS scores obtained
from PI-WSUR were used as dependent variable. In order to satisfy the assumptions
of mediation analysis, the direct effect of perceived mother and father overprotection
(in the second step) and responsibility attitudes (in the third step) on OCS should be
significant. Moreover, the effect of perceived mother and father overprotection on
OCS should decrease significantly or become non-significant when responsibility
attitudes are entered into the equation (in the third step).

In the second regression analysis, the third criterion was tested. As presented
in Table 12, in this regression analysis, responsibility attitudes scores were used as
dependent variable. In the first step, as control variables age, gender, depression, and
trait anxiety scores, in the second step subscale scores of s-EMBU were entered by

using “enter”. In order to call the responsibility attitudes a mediator, perceived
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mother and father overprotection should significantly predict the responsibility

attitudes.

Table 11 The Sequence of Variables Entered in the First Regression Analysis

Predictor Variables

Step 1:
Age
Gender
BDI
STAI-T

Step 2:

Mother Emotional Warmth
Mother Rejection

Mother (Over) Protection
Father Emotional Warmth
Father Rejection

Father (Over) Protection

Step 3:
RAS

Step 4:
LEIU

Dependent Variable: PI-WSUR

Table 12 The Sequence of Variables Entered in the Second Regression Analysis

Predictor Variables

Step 1:
Age
Gender
BDI
STAI-T

Step 2:

Mother Emotional Warmth
Mother Rejection

Mother (Over) Protection
Father Emotional Warmth
Father Rejection

Father (Over) Protection

Dependent Variable: RAS
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The results of the first regression analysis are presented in Table 13. In the
first step, age, gender, depression and trait anxiety scores (F (4, 293) = 29.51, p<
.001) together explained 29% of the total variance in OCS. In the second step, when
perceived parental rearing behaviors (FA (6, 287) = 3.49, p< .01) were entered into
the equation, explained total variance increased to 34%. In the third step, adding the
responsibility attitudes (FA (1, 286) = 9.73, p<.01), 36% of the total variance in OSC
was explained. In the fourth step, when life events (FA (1, 285) = 6.93, p<.01) was
entered into the equation, explained total variance increased to 37%.

Examination of the beta weights (see Table 13) showed that, in the second
step, among the perceived parental rearing behaviors, only Mother (Over) Protection
(Beta = .23, p <.01) had significant direct effect on OCS. On the other hand, the
other parental rearing behaviors were not found to be significantly related to OCS. In
the third step, responsibility attitudes (Beta = .18, p <.01), and finally, in the fourth
step, life events (Beta = .18, p <.01) significantly predicted OCS. Significant direct
effects of mother (over) protection (in the second step) and responsibility attitudes
(in the third step) on OCS satisfied the first and second criteria of the mediation

analysis which were mentioned before.
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Table 13 Predictors of Obsessive Compulsive Symptomatology

Steps Variables B t R? df FA
1 Age .03 .50

Gender .08 1.50

BDI 25%*%% 4,69

STAI-T A2%xx 759 .29 4,293 29.51%**
2 Age .04 .69

Gender .07 1.29

BDI 22%%% 401

STAI-T 37EFF*6.59

Mother Emotional Warmth -.06 -.69

Mother Rejection 01 A3

Mother (Over) Protection 23*%* 284

Father Emotional Warmth ~ -.18 -1.76

Father Rejection 12 1.74

Father (Over) Protection .09 1.16 .34 6,287  3.49%*
3 Age .01 A2

Gender .04 78

BDI J9%kx 352

STAI-T 30%** 5,09

Mother Emotional Warmth  -.05 -.59

Mother Rejection 01 .07

Mother (Over) Protection A7* 2.04

Father Emotional Warmth  -.16 -1.65

Father Rejection A1 1.55

Father (Over) Protection .06 .76

RAS A8 3112 .36 1,286  9.73**
4 Age -.03 -.64

Gender .04 .76

BDI 11 1.67

STAI-T 26%%* 418

Mother Emotional Warmth  -.06 -.76

Mother Rejection .02 31

Mother (Over) Protection A7* 2.09

Father Emotional Warmth ~ -.16 -1.66

Father Rejection A1 1.64

Father (Over) Protection .06 .83

RAS A7%% 288

LEIU A8** 2,63 .37 1,285 6.93**

*Ekp <.001, **p<.01, *p <.05
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The results of the second regression analysis, which was conducted to test the
third criterion of the mediation analysis, are presented in Table 14. In the first step,
age, gender, depression and trait anxiety scores (F (4, 293) = 27.97, p<.001) together
explained 28% of the total variance in responsibility attitudes. In the second step,
when perceived parental rearing behaviors (FA (6, 287) = 4.21, p< .001) were
entered into the equation, 34% of the total variance in responsibility attitudes was
explained. Among the perceived parental rearing behaviors only Mother (Over)
Protection (Beta = .35, p <.001) and Father (Over) Protection (Beta = .18, p <.05)
significantly predicted the responsibility attitudes. Therefore, Mother (Over)
Protection satisfied the third criterion of mediation analysis. However, although
Father (Over) Protection significantly predicted the responsibility attitudes
(satistfying third criterion), it did not have a significant direct effect on OCS (not
satisfying first criterion) as presented in the first regression analysis (see Table 13).
Therefore, among the perceived parental rearing behaviors, only mother (over)
protection satisfied the assumptions of mediation analysis since it had significant

direct effects on both responsibility attitudes and OCS.
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Table 14 Predictors of Responsibility Attitudes

Steps Variables B t R? df FA
1 Age 4% 2.77

Gender 9% 3.46

BDI Jd9%*E 3,69

STAI-T A3%FE 7,69 28 4,293 27.97%**
2 Age Jd6%* 3.16

Gender J16%* 2.84

BDI A5%* 2.74

STAI-T 37EEE 6,66

Mother Emotional Warmth .04 55

Mother Rejection .02 28

Mother (Over) Protection 5%k 4.26

Father Emotional Warmth .10 1.22

Father Rejection .08 1.13

Father (Over) Protection 18% 2.23 34 6,287  4.21%**

*%kp <001, **p<.01, *p <.05

In order to satisfy the fourth criterion of the mediation analysis, in the first
regression analysis (see Table 13), the effect of Mother (Over) Protection on OCS
should decrease significantly or become non-significant when responsibility attitudes
was entered into the equation in the third step. As can be seen in Table 13, the direct
effect of Mother (Over) Protection (Beta = .23, p <.01) on OCS in the second step
was reduced (Beta = .17, p <.01) in the third step when responsibility attitudes were
entered into the equation. In order to test whether this reduction was significant or
not, Sobel test (Preacher and Leonardelli, 2006) was used. The significant z-result (z
=2.61, p<.01) yielded that the effect of Mother (Over) Protection on OCS decreased
significantly when responsibility attitudes entered into the regression equation,
satisfying the fourth criterion of the mediation analysis. In other words, responsibility

attitudes partially mediated the relationship between Mother (Over) Protection and
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OCS. The indirect effect of Mother (Over) Protection via responsibility attitudes was
.09, and the total causal effect was .26.

To sum up, multiple regression analyses showed that among the perceived
parental rearing behaviors only mother overprotection was significantly related to
OCS. On the other hand, as expected, perceived parental rejection and emotional
warmth were not found to be related to OCS. Responsibility attitudes and life events
were both positively and significantly related to OCS. Moreover, mediational
relationship showed that perceived mother overprotection was related to OCS
through responsibility attitudes. In conclusion, as in line with the expectations
perceived mother overprotection, responsibility attitudes and life events were all
significant predictors of OCS, and responsibility attitudes mediated the relationship

between perceived mother over protection and OCS.

3.4.2 Predictors of Depression: Perceived Parental Rearing Behaviors,
Responsibility Attitudes and Life Events

For the purpose of examining the specificity of the previous findings to
obsessive compulsive symptomatology, the same multiple regression analysis was
repeated for predicting the depression scores.

A multiple regression analysis was performed to see the unique contribution
of perceived parental rearing behaviors, responsibility attitudes, and life events in
predicting depression, and the mediator role of responsibility attitudes between
perceived parental rearing behaviors and depression. It was hypothesized that among
the perceived parental rearing behaviors, perceived parental rejection would be a

significant predictor for depression. Moreover, life events were proposed to be a
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significant predictor for depression. However, it was hypothesized that responsibility
attitudes would not be a significant predictor for depression, and also would not be a
mediator between perceived parental rearing behaviors and depression.

In the multiple regression equation, same steps were followed which was
used in predicting OCS (see Table 11, page 93). However, this time the scores
obtained from Beck Depression Inventory (BDI) were used as dependent variable,
and OCS and trait anxiety scores were controlled. In the first step, age, gender, OCS
and trait anxiety scores were entered into the equation as control variables by using
“enter”. In the second step, subscale scores of s-EMBU (emotional warmth, (over)
protection, and rejection scores for mothers and fathers), in the third step,
responsibility attitudes scores, and in the fourth step life events scores were entered
in to the equation by using “enter”.

The results of the regression analysis are presented in Table 15. In the first
step, age, gender, OCS and trait anxiety scores (F (4, 293) = 15.28, p<.001) together
explained 17% of the total variance in depression. In the second step, when perceived
parental rearing behaviors (FA (6, 287) = 6.58, p< .001) were entered into the
equation, explained total variance increased to 27%. In the third step, adding the
responsibility attitudes (FA (1, 286) = 3.94, p<.05), 28% of the total variance in
depression was explained. In the fourth step, when life events (FA (1, 285) = 92.48,
p<.001) was entered into the equation explained total variance increased to 46%.

Examination of the beta weights (see Table 15) showed that in the second
step, among the perceived parental rearing behaviors, only Mother Rejection (Beta =
.15, p <.05) and Father Emotional Warmth (Beta = -.22, p <.05) had significant direct

effects on depression. On the other hand, the other perceived parental rearing
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behaviors were not found to be significantly related to depression. In the third step,
responsibility attitudes (Beta = .12, n.s.) did not have a significant effect on
depression. In the fourth step, life events (Beta = .54, p <.001) significantly predicted
depression.

To sum up, multiple regression analysis showed that among the perceived
parental rearing behaviors, perceived mother rejection was positively, and perceived
father emotional warmth was negatively related to depression. As expected, contrary
to the findings for OCS, perceived parental overprotection was not found to be
related to depression. Moreover, as hypothesized, responsibility attitudes did not
significantly predict depression, meaning that it did not have a direct effect on
depression. Therefore, responsibility attitudes could not a mediator in the
relationship between perceived parental rearing behaviors and depression, contrary to
the findings for OCS. Finally, life events were positively and significantly related to

depression, and appeared to be an important predictor for depression.
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Table 15 Predictors of Depression

Steps Variables B t R? df FA
1 Age -.02 -41

Gender .05 .94

PI-WSUR 28%*% 4,69

STAI-T 21F%x 323 17 4,293  15.28%**
2 Age -.03 -.49

Gender -.04 =72

PI-WSUR 24%*x 401

STAI-T 9% 3.08

Mother Emotional Warmth .004 .05

Mother Rejection 15% 2.07

Mother (Over) Protection .09 .98

Father Emotional Warmth ~ -.22* -2.36

Father Rejection .03 42

Father (Over) Protection -.08 -.96 27 6,287  6.58%**
3 Age -.04 -.84

Gender -.06 -1.01

PI-WSUR 22%* 3.52

STAI-T 5% 2.32

Mother Emotional Warmth .01 .09

Mother Rejection 5% 2.08

Mother (Over) Protection .05 53

Father Emotional Warmth ~ -.23* -2.43

Father Rejection .02 32

Father (Over) Protection -.06 =71

RAS 12 1.88 .28 1,286  3.94%*
4 Age - 15%% 23,19

Gender -.05 -.92

PI-WSUR .09 1.67

STAI-T -.002 -.03

Mother Emotional Warmth  -.04 -.49

Mother Rejection .07 1.05

Mother (Over) Protection .06 71

Father Emotional Warmth ~ -.12 -1.52

Father Rejection .04 .63

Father (Over) Protection -.07 -.88

RAS .06 1.13

LEIU S4F*k 962 46 1,285  92.48***

*Ekp <.001, **p<.01, *p <.05
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3.4.3 Predictors of Trait Anxiety: Perceived Parental Rearing Behaviors,
Responsibility Attitudes and Life Events

For the purpose of examining the specificity of the previous findings to
obsessive compulsive symptomatology, the same multiple regression analysis was
repeated for predicting the trait anxiety scores.

A multiple regression analysis was performed to see the unique contribution
of perceived parental rearing behaviors, responsibility attitudes, and life events in
predicting trait anxiety, and the mediator role of responsibility attitudes between
perceived parental rearing behaviors and trait anxiety. It was hypothesized that
among the perceived parental rearing behaviors, perceived parental overprotection
would be a significant predictor also for trait anxiety. Moreover, life events were
proposed to be a significant predictor for trait anxiety. However, it was hypothesized
that responsibility attitudes would not be a significant predictor for trait anxiety, and
also would not have a mediator role between perceived parental rearing behaviors
and trait anxiety.

In the regression equation, same steps were followed which was used in
predicting OCS (see Table 11, page 93). However, this time trait anxiety scores
obtained from STAI-T were used as dependent variable, and OCS and depression
scores were controlled. In the first step, age, gender, OCS, and depression scores
were entered into the equation as control variables by using “enter”. In the second
step, subscale scores of s-EMBU (emotional warmth, (over) protection, and rejection
scores for mothers and fathers), in the third step, responsibility attitudes scores, and

in the fourth step life events scores were entered in to the equation by using “enter”.
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The results of the regression analysis are presented in Table 16. In the first
step, age, gender, OCS and depression scores (F (4, 293) = 36.34, p< .001) together
explained 33% of the total variance in trait anxiety. In the second step, when
perceived parental rearing behaviors (FA (6, 287) = 2.17, p< .05) were entered into
the equation, explained total variance increased to 36%. In the third step, adding the
responsibility attitudes (FA (1, 286) = 26.67, p<.001), 42% of the total variance in
trait anxiety was explained. In the fourth step, when life events (FA (1, 285) = 16.66,
p<.001) was entered into the equation explained total variance increased to 45%.

Examination of the beta weights (see Table 16) showed that in the second
step, among the perceived parental rearing behaviors, only Mother Emotional
Warmth (Beta = .23, p <.01) had significant direct effects on trait anxiety. However,
parental (over) protection and rejection were not found to be significantly related to
trait anxiety. In the third step, responsibility attitudes (Beta = .28, p <. 001), and in
the fourth step, life events (Beta = .26, p <.001) significantly predicted trait anxiety.

Since mother emotional warmth and responsibility attitudes had significant
direct effects on trait anxiety, which satisfied the first and second criteria of
mediation analysis (Baron & Kenny, 1986), the second regression analysis was
conducted to test the third criterion to examine whether mother emotional warmth
would significantly predict responsibility attitudes. In this regression analysis,
responsibility attitudes scores were used as dependent variable. In the first step, as
control variables age, gender, OCS, and depression scores, and in the second step
subscale scores of s-EMBU were entered by using “enter”. In order to call the
responsibility attitudes a mediator, mother emotional warmth should significantly

predict the responsibility attitudes. As can be seen from Table 17, among the
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perceived parental rearing behaviors only Mother (Over) Protection (Beta = .35, p
<.001) and Father (Over) Protection (Beta = .18, p <.05) significantly predicted the
responsibility attitudes. However, Mother Emotional Warmth (Beta = .04, n.s.) did
not have a significant effect on responsibility attitudes. Therefore, since the third
criterion of mediation analysis was not met, responsibility attitudes were not a
mediator between perceived mother emotional warmth and trait anxiety.

To sum up, multiple regression analysis showed that among the perceived
parental rearing behaviors, only perceived mother emotional warmth was positively
related to trait anxiety. However, contrary to the expectations, perceived parental
(over) protection was not found to be related to trait anxiety. Similar to the findings
for OCS, responsibility attitudes also significantly predicted trait anxiety. However,
responsibility attitudes were not a mediator in the relationship between mother
emotional warmth and trait anxiety, indicating the specific mediator role of
responsibility attitudes only for OCS. Finally, similar to the findings for OCS and

depression, life events positively related to trait anxiety.
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Table 16 Predictors of Trait Anxiety

Steps Variables B t R? df FA
1 Age .01 32

Gender -28%*%* 579

PI-WSUR 39%*k* 7,59

BDI 7% 323 33 4,293  36.34%**
2 Age .03 .50

Gender =27k 517

PI-WSUR 36%** 6.59

BDI A T7H* 3.08

Mother Emotional Warmth =~ .23%* 2.83

Mother Rejection .04 .61

Mother (Over) Protection .09 1.08

Father Emotional Warmth  -.11 -1.25

Father Rejection -.01 -.16

Father (Over) Protection -.04 -45 36 6,287 2.17*
3 Age -.02 -41

Gender -20%#% 573

PI-WSUR 28%*%* 5,09

BDI 2% 2.32

Mother Emotional Warmth — .22%%* 2.83

Mother Rejection .04 .66

Mother (Over) Protection  -.01 -.07

Father Emotional Warmth ~ -.12 -1.44

Father Rejection -.03 -39

Father (Over) Protection .01 .08

RAS 28%*F% 516 42 1,286  26.67***
4 Age -.08 -1.55

Gender -28%*k*k 557

PI-WSUR 23%F**% 418

BDI -.002 -.03

Mother Emotional Warmth .19* 2.45

Mother Rejection .02 .29

Mother (Over) Protection .004 .05

Father Emotional Warmth ~ -.09 -1.12

Father Rejection -.01 -21

Father (Over) Protection -.004 -.05

RAS 25%*% 468

LEIU 26%%% 408 45 1,285  16.66%***

*Ekp <.001, **p<.01, *p <.05
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Table 17 Predictors of Responsibility Attitudes

Steps Variables B T R*  df FA
1 Age 4% 2.69

Gender 07 1.41

PI-WSUR 37FEE 6,66

BDI 9% 348 25 4,293 23.74%**
2 Age J6%* 3.06

Gender .06 1.13

PI-WSUR 29%%x 513

BDI J6%* 2.83

Mother Emotional Warmth .04 40

Mother Rejection 01 .08

Mother (Over) Protection 5%k 3.91

Father Emotional Warmth .04 46

Father Rejection .06 75

Father (Over) Protection 18%* 2.12 30 6,287  3.55%*

*%kp <001, **p<.01, *p <.05

3.4.4 The Summary of the Regression Analyses for All Dependent Variables

The significant predictors for all of the dependent variables are summarized
in Table 18.

As can be seen from Table 18, the results of the regression analysis showed
that perceived mother overprotection, responsibility attitudes and life events were all
significant predictors of obsessive compulsive symptomatology. Subjects who
perceived their mothers’ rearing behaviors as more overprotective, who had more
responsibility attitudes and who experienced more life events tended to have more
obsessive compulsive symptoms. Moreover, the regression results yielded that
responsibility attitudes were predicted only by perceived parental over protection,
however perceived parental rejection and emotional warmth did not have any

significant effects on responsibility attitudes. In terms of OCS, one of the important
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findings was the mediator role of the responsibility attitudes; indicating that

perceived mother overprotection affected obsessive compulsive symptomatology by

increasing the responsibility attitudes in the subject. The predictors of OCS and the

mediational relationship are depicted in Figure 3.

Table 18 Summary of the Significant Predictors for All Dependent Variables

OCS

Depression

Trait
Anxiety

Responsibility
Attitudes

Mother Emotional
Warmth

B =23%

Mother Rejection

B=.15*

Mother (Over) =.23%*
Protection

B=.35%%x

Father Emotional
Warmth

B=-22%*

Father Rejection

Father (Over)
Protection

B=.18*

Responsibility B=.18%*
Attitudes

B =.28%%*

Life Events B=.18%*

B =.54%

B =.26%**

*E*p <.001, **p<.01, *p <.05

Responsibility
Attitudes

Perceived Mother
Overprotection

Life Events

Figure 3 Predictors of OCS
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On the other hand, in terms of depression, perceived mother rejection,
perceived father emotional warmth and life events were found to be the significant
predictors of depression. Perceived mother rejection and life events were positively
and perceived father emotional warmth was negatively related to depression.
Subjects who perceived their mother’s rearing behaviors as more rejecting and
father’s rearing behaviors as less emotionally warm and who experienced more life
events tended to have more depressive symptoms. The results of the regression
analyses showed that while perceived maternal over protection was an important
predictor for OCS, perceived maternal rejection and paternal emotional warmth were
important predictors for depression. In addition to this, contrary to the findings for
OCS, responsibility attitudes were not a significant predictor for depression.

In terms of trait anxiety, perceived mother emotional warmth, responsibility
attitudes and life events were significant predictors for trait anxiety. Perceived
mother emotional warmth was positively related to trait anxiety, indicating that
subjects who had more trait anxiety tended to perceive their mother’s rearing
behaviors as more emotionally warm. On the other hand, perceived parental over
protection and rejection were not significant predictors for trait anxiety. Similar to
the findings for OCS, responsibility attitudes and life events were also significant
predictors of trait anxiety. Subjects who had more responsibility attitudes and who
experienced more life events tended to have more trait anxiety. However the
mediator role of responsibility attitudes was not found for trait anxiety. This result
indicated that although responsibility attitudes were a common significant predictor
for both OCS and trait anxiety, its mediator role between the parental rearing

behaviors and symptomatology was OCS specific.
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CHAPTER IV

DISCUSSION

The main objective of this study was to examine the vulnerability factors of
Obsessive Compulsive Symptomatology (OCS) in a non-clinical sample. On the
basis of Salkovskis’ cognitive model of OCD (1985, 1989), the present study aimed
to investigate the effects of perceived parental rearing behaviors, responsibility
attitudes, and life events on OCS. Furthermore, it was aimed to find out how
perceived parental rearing behaviors have an effect on OCS; therefore responsibility
attitudes were proposed as a mediator between perceived parental rearing behaviors
and OCS. Finally, the present study aimed to examine whether the effects of the
above variables were OCS specific or not; therefore the relationship of the same
variables to depression and trait anxiety were also examined. To sum up, in the light
of Salkovskis’ cognitive model of OCD, this study investigated the effects of some
vulnerability factors of OCS, the way they affect OCS, and their specificity to OCS.

In this section, the findings of the study, which were presented in the results
section, will be discussed in the light of the relevant literature. The sequence of the
discussion will be as follows: firstly, the predictive role of responsibility attitudes for
OCS, the predictive role of perceived parental rearing behaviors for OCS, the
mediator role of responsibility attitudes between perceived parental rearing behaviors
and OCS, and the predictive role of life events for OCS will be discussed by

including the findings for depression and trait anxiety. Then, support for the
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hypotheses of the study, the limitations of the study and suggestions for future

studies, and finally clinical implications of the study will be presented.

4.1 Responsibility Attitudes and OCS

One of the aims of this study was to examine the responsibility attitudes as a
vulnerability factor for OCS. In the first hypothesis, it was proposed that
responsibility attitudes would be a significant predictor for obsessive compulsive
symptoms. The results of the regression analysis supported this hypothesis.
Responsibility attitudes were found to be a significant predictor for OCS, after
controlling for the effects of depression and trait anxiety. There was a significant
positive relationship between responsibility attitudes and OCS, indicating that higher
levels of responsibility attitudes were associated with higher levels of obsessive
compulsive symptoms. In other words, subjects who reported more responsibility
attitudes tended to have more OCS.

The findings of the present study about responsibility attitudes are consistent
with the findings in the literature. In Salkovskis’ cognitive model of OCD (1985,
1989), responsibility attitudes play a crucial role both in the development and
maintenance of the disorder. In this model, responsibility attitudes were proposed to
make the person more prone to develop obsessional problems. If the person has
inflated responsibility attitudes (assumptions/beliefs) about harm concern, the
occurrence and/or content of intrusive thought, images, or impulses are
misinterpreted/appraised as indicating personal responsibility for harm to oneself or
others. Then, this kind of negative automatic thoughts related to personal

responsibility lead to adverse mood (distress, anxiety, and etc.), neutralizing
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behaviors (washing, checking, mental arguments, and etc.), and avoidance behaviors.
Each of these responses contributes to the maintenance of the disorder because they
lead to temporary relief of anxiety related to personal responsibility of harm to
oneself and/or others. Therefore, perceived threat and perceived responsibility are
reinforced and lead to a cycle of negative thinking and neutralizing. As a result,
beliefs and appraisals about responsibility are not challenged or changed. In the
cognitive explanation of OCD, it was proposed that, not the intrusive thought itself,
but how the intrusive thought is interpreted is important. Here, a faulty belief domain
about inflated responsibility is crucial. If the person does not have a belief domain
concerning inflated responsibility and harm concern, the intrusive thoughts will not
be negatively appraised as personal responsibility for harm to oneself or others, then
the neutralizing behaviors will not take place. In other words, if the stimuli (intrusive
thought) are filtered through a schema dominated by responsibility and fear of
causing harm, then this leads to the misinterpretation of the intrusive thought. The
findings of the present study supported the cognitive explanation of OCD since
responsibility attitudes significantly contributed to the prediction of obsessive
compulsive symptoms. The results of this study related to responsibility attitudes are
not only consistent with Salkovskis’ cognitive model of OCD, which is the
framework that this study was based on, but also consistent with many other studies
with clinical and non-clinical samples (Freeston, Ladouceur, Gagnon, & Thibodeau,
1993; Freeston, Ladouceur, Thibodeau, & Gagnon, 1992; Rheaume, Ladouceur,
Freeston, & Letarte, 1995), and the studies with experimental designs (Ladouceur et

al., 1995; Ladouceur, Rheaume, & Aublet, 1997; Lopatka & Rachman, 1995;
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Shafran, 1997) which aimed to investigate the relationship between responsibility
attitudes and OCD.

In obsessive compulsive disorder, there is a broad range of symptoms, and
the manifestation of these symptoms can vary from person to person. Therefore,
there is a general subtyping of symptoms such as contamination obsessions and
cleaning/washing compulsions; aggressive, sexual, religious obsessions and
checking, repeating compulsions, mental arguments, and etc.; symmetry obsessions
and ordering, counting, and repeating compulsions; hoarding obsessions and
collecting compulsions (Taylor, 2005). Some researchers (Lee & Kwon, 2003)
proposed a distinction between different types of obsessions such as; autogenous
(sexual, aggressive, and immoral thoughts and impulses) and reactive obsessions
(thoughts about contamination, mistake, accident, and asymmetry). The two
obsession groups were proposed to be different in terms of their subsequent cognitive
processes. Autogenous obsessions were found to be linked with appraisals about
“control over thought” and “importance of thought”, and frequent use of “avoidant
control strategies”. On the other hand, reactive obsessions were found to be linked
with appraisals about “responsibility” and frequent use of “confrontational control
strategies”. In the present study, obsessive compulsive symptomatology was
investigated as a whole symptom profile rather than the subtypes, and responsibility
attitudes were found to be related to general obsessive compulsive symptomatology.
The relation of responsibility attitudes to different symptom groups can also be
investigated in future studies in order to gain a more comprehensive understanding of
obsessive compulsive symptomatology. Moreover, besides inflated responsibility

cognitions, which have been widely accepted as having a central importance for
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OCD, other belief domains such as thought-action fusion, overimportance of
thoughts, and excessive concern about controlling thoughts can also be investigated.
Especially obsessions about sexual, aggressive, and religious thoughts or impulses
might be better explained by the inclusion of these belief domains in addition to
responsibility attitudes. In conclusion, the findings of the present study supported the
predictive role of responsibility attitudes for general obsessive compulsive
symptomatology.

In addition to the aim of investigating the predictive role of responsibility
attitudes for OCS, the present study also aimed to examine whether this predictive
role is specific to OCS or not. Therefore, in the second hypothesis, it was proposed
that responsibility attitudes would not be a significant predictor for depression and
trait anxiety. In other words, responsibility attitudes would be a specific predictor for
OCS, but not for depression and trait anxiety.

In terms of trait anxiety, the second hypothesis was not supported. The results
of the regression analysis showed that responsibility attitudes were also a significant
predictor for trait anxiety, even after controlling for the effects of OCS and
depression. There was a significant positive relationship between responsibility
attitudes and trait anxiety, indicating that higher levels of responsibility attitudes
were associated with higher levels of trait anxiety. In other words, subjects who
reported more responsibility attitudes tended to have more trait anxiety.

In the literature, studies investigating the specificity of responsibility attitudes
to OCD have mixed results, but generally support the view that responsibility
cognitions are more closely related to obsessional problems than to anxiety and

depression. In one of these studies (Salkovskis et al., 2000), a group of OCD patients
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were compared to a group of patients with other anxiety disorders (panic disorder
with and without agoraphobia, social phobia, and generalized anxiety disorder) and a
group of non-clinical participants in terms of responsibility attitudes and
responsibility appraisals. The result of this study indicated that responsibility
attitudes and appraisals were stronger and primary predictors of obsessionality. On
the other hand, responsibility measures were less strongly associated to anxiety and
depression. In another study (Steketee, Frost, & Cohen, 1998), OCD patient group
was found to have significantly higher scores than the group with other anxiety
disorders and the control group in terms of responsibility beliefs. On the other hand,
in another study (Foa, Amir, Bogert, Molnar, & Przeworski, 2001) the specificity of
responsibility attitudes to OCD was partially supported. In this study, OCD group
exhibited greater responsibility about low-risk and OC relevant situations than did
anxious control group with social phobia and non-anxious group. However, anxious
control group also expressed a greater sense of responsibility than non-anxious
control group on OC relevant situations but not on low risk situations. It was
suggested that the tendency for inflated responsibility can vary with the content of
the situation. The findings that socially anxious individuals also show inflated
responsibility did not support the unique status of inflated responsibility in OCD. The
researchers proposed that an elevated sense of responsibility might be common to
individuals with anxiety disorders, with the obsessive compulsive patients being on
the high end of the continuum.

In the present study, the results related to significant prediction of trait
anxiety by responsibility attitudes is consistent with the findings of the last study.

Results of the current study indicated that, contrary to the expectations, responsibility
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attitudes were not only a significant predictor for OCS, but also for trait anxiety. One
of the reasons of this finding might be due to the fact that in this study responsibility
cognitions were measured in the level of assumptions. Salkovskis et al. (2000)
specified two levels of responsibility related cognitions: responsibility assumptions
(attitudes/beliefs) and responsibility appraisals (interpretations). Responsibility
appraisals are the meanings given to a specific intrusion; these can be expectations or
interpretations consequent on intrusive thoughts. Responsibility attitudes, on the
other hand, can be less specific and more distant from the experience of obsessional
symptoms. These assumptions reflect more generalized tendency to assume
responsibility in a given situation. Responsibility assumptions might be less specific
to OCD, and can be related to guilt, anxiety and mood disorders. Therefore, since
responsibility cognitions were measured only in the level of assumptions in this
study, this can be a possible explanation of the finding that responsibility attitudes
were also a predictor for trait anxiety. The results of the present study indicated that
responsibility attitudes are not limited to people with OCS, they may also found in
people with long term anxiety levels who might be also at risk for developing OCS.
However, here the findings of the study should be evaluated cautiously
because the current study sample did not consist of clinical subjects, contrary to the
studies presented above, and only general anxiety levels of the subjects, in other
words, trait anxiety was measured. Therefore, the distinctions between trait anxiety
and anxiety disorders should be taken into account. Trait anxiety is viewed as
negative affect, consisting of non-specific symptoms of fear, worry, and other
negative mood states which are not unique to a single disorder. Moreover, trait

anxiety is viewed as a continuous characteristic, that when increased, represents a
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general vulnerability to mood disorders, but may not cause clinically significant
functional impairment by itself. On the other hand, anxiety disorders represent
specific anxiety symptom clusters that cause distress or impairment (Craske, 1999;
Wood, McLeod, Sigman, Hwang, & Chu, 2003). Therefore, further studies with
clinical samples and control groups may indicate more representative and
comparative results related to the specificity of responsibility attitudes to OCD and
other anxiety disorders.

To sum up, with the findings of this study, it can be concluded that
responsibility attitudes might be the cognitions which can be a common cognitive
vulnerability for OCS and trait anxiety.

In terms of depression, in the second hypothesis, it was proposed that
responsibility attitudes would not be a significant predictor for depression. This
hypothesis was supported for depression. In line with the expectations, the results of
the regression analysis showed that responsibility attitudes were not a significant
predictor for depression, after controlling for the effects of OCS and trait anxiety.

According to cognitive theory of depression, themes of failure and loss are
uniquely prominent in depressed individuals’ thinking. Many studies have supported
that beliefs related to failure, loss, inadequacy or hopelessness are overrepresented in
the thoughts of depressive individuals. While depression is characterized by high
levels of loss or failure cognitions, anxiety disorders are generally characterized by
high levels of danger or threat related thoughts (Beck, 1987). Responsibility attitudes
are faulty beliefs about having the power to cause and/or prevent a negative outcome
related with harm to oneself and/or others. Intrusive thoughts which are interpreted

through this kind of threat appraisal and harm concern lead the person to feel
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extremely anxious about the personal influence for the occurrence of feared negative
outcome. Therefore, responsibility attitudes are the cognitions highly shaped by
threat and danger beliefs. So, in this study it was proposed that responsibility
attitudes would not be a significant predictor for depression. Since depressive
symptoms are highly comorbid with anxiety and OCS, the effects of trait anxiety and
OCS were controlled in order to see the predictive role of responsibility attitudes for
depression. As expected, results of the regression analysis revealed that
responsibility attitudes did not have any significant effect in the prediction of
depressive symptoms. The findings of this study, once more supported the cognitive
theory about the importance of different faulty belief domains specific to different
psychopathologies. Consistent with the cognitive theory, depression was not
predicted by responsibility attitudes which are highly dominated by threat schema.
Overall, the findings of the present study supported the crucial explanatory
role of responsibility attitudes for obsessive compulsive symptomatology. However,
the hypothesis related to the specificity of responsibility attitudes to OCS was
partially supported. Responsibility attitudes were found to be a predictor not only for
OCS but also for trait anxiety. On the other hand, consistent with the expectations,

responsibility attitudes distinctively did not predict depression.

4.2  Perceived Parental Rearing Behaviors and OCS

Another aim of this study was to examine the perceived parental rearing
behaviors as a vulnerability factor for OCS. In the third hypothesis, it was proposed
that among the perceived parental rearing behaviors, perceived parental

overprotection would be a significant predictor for OCS.
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The proposed relationship between perceived parental overprotection and
OCS was supported by the results of both analysis of covariance (ANCOVA) and
regression analysis. First of all, ANCOVA was conducted to see whether the subjects
scoring high and low on OCS would differ in terms of their perceived parental
rearing behaviors. The results of the ANCOVA revealed that after controlling for
depression and trait anxiety scores, subjects with high OCS scores were significantly
different from the subjects with low OCS scores only in terms of their perceived
mother and father overprotection scores. Subjects in the high OCS group perceived
their mothers’ and fathers’ rearing behaviors as more overprotective than did the
subjects in the low OCS group. However, there was no significant difference
between the two groups in terms of their perceived mother and father rejection and
emotional warmth scores. The findings of this analysis indicated that perceived
parental overprotection was a significant factor for differentiating the subjects with
high and low obsessive compulsive symptoms. As expected, higher levels of
perceived parental overprotection was associated with higher levels of obsessive
compulsive symptoms. Moreover, subjects in the high OCS group perceived their
mothers’ rearing behaviors more overprotective than their fathers’ rearing behaviors.
As in line with the ANCOVA results, the regression analysis supported the
hypothesis that perceived parental overprotection is a significant predictor for OCS.
Subjects who reported more perceived mother overprotection tended to have more
OCS, after controlling for the effects of depression and trait anxiety.

The finding of the present study about the significant effect of perceived
mother overprotection in the prediction of OCS is consistent with the findings in the

literature. Although there are studies investigating the impact of parenting in the
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development of anxiety, few of them examined the impact of early parenting
behaviors and attitudes specifically in the development of OCD. Among the studies
related to OCD, a study with a non-clinical student sample found that
psychologically manipulative and controlling parenting style was associated with
OCD symptoms (Aygigegi, Harris & Dinn, 2002). High levels of perceived parental
overprotection was also found to be related with OCD in a study with 81 adult OCD
patients, however the absence of comparison with a specific group was the weakness
of this study (Hafner ,1988; cited in Alonso et al., 2004). In another study, OCD
patients, patients with panic disorder with agoraphobia, and non-anxious control
subjects were compared in terms of their perceived parental rearing behaviors. OCD
and panic disorder patients did not significantly differ from each other in any of the
parental rearing dimensions. Both group of patients with anxiety disorders reported
their mothers and fathers as being more over protective than non-anxious group.
However, there was no significant difference between anxious and non-anxious
groups in terms of their perceived parental emotional warmth, rejection and care
scores (Turgeon, O’Connor, Marchand, & Freeston, 2002). So, in this study, the
significant predictive effect of perceived mother overprotection, and nonsignificant
predictive effect of perceived parental rejection and emotional warmth on OCS
supported the findings of the above studies stressing the importance of parental
overprotection in the development of OCD.

Parental behaviors, with the ability to express affection and emotional warmth
and to avoid excessive protection, control, criticism, and rejection seem to be
important in the development of a healthy personality. Overprotective type of

parenting style is characterized as being fearful and anxious for the child’s safety,
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being intrusive and overinvolved (Arrindel et al., 1999). With this type of parenting
style, the child may perceive the world as threatening and dangerous and may
perceive the self as being incompetent to deal with such danger due to the parental
overprotection and control. Sometimes over protection and control can combine with
repeated parental criticism of the child because of the failures to take necessary
precautions to prevent potential dangers (Salkovskis, Shafran, Rachman, & Freeston,
1999). Moreover, in overprotective type of parenting style, parental behaviors may
also model for fearfulness, caution and avoidance behaviors and may reinforce threat
interpretations. Therefore, early parent child interactions and continuous experiences
of overprotection, control, and criticism can be a developmental factor that makes the
person more vulnerable to develop OCD. In the current study, unique predictor role
of perceived maternal overprotection for OCS also supported the views about
overprotective parenting style as a developmental vulnerability for OCD.

In addition to the aim of investigating the predictive role of perceived
parental overprotection for OCS, the present study also aimed to examine whether
this predictive role is specific to OCS or not. In the fourth hypothesis, it was
proposed that among the perceived parental rearing behaviors, perceived parental
rejection would be a significant predictor for depression, and perceived parental
overprotection would be a significant predictor for trait anxiety. In other words,
perceived parental overprotection would be a significant predictor both for OCS and
trait anxiety, but not for depression.

In terms of trait anxiety, the fourth hypothesis was not supported. First of all,
ANCOVA was conducted to see whether the subjects scored high and low on trait

anxiety would differ in terms of their perceived parental rearing behaviors. The
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results of the ANCOVA revealed that after controlling for OCS and depression
scores, subjects with high trait anxiety scores were significantly different from the
subjects with low trait anxiety scores only in terms of their perceived mother and
father emotional warmth scores. This was one of the interesting and unexpected
findings of this study because there was a significant positive relationship between
trait anxiety and perceived parental emotional warmth. Subjects in the high trait
anxiety group perceived their mothers’ and fathers’ rearing behaviors as more
emotionally warm than did the subjects in the low trait anxiety group. However,
there was no significant difference between the two groups in terms of their
perceived mother and father overprotection and rejection scores. The findings of this
analysis indicated that perceived parental emotional warmth was a significant factor
for differentiating the subjects with high and low trait anxiety. As in line with the
ANCOVA results, the regression analysis revealed that perceived mother emotional
warmth was a significant predictor for trait anxiety, after controlling for the effects of
OCS and depression. In other words, subjects who reported more perceived mother
emotional warmth tended to have more trait anxiety. However, contrary to the
expectations, perceived parental overprotection was not a significant predictor for
trait anxiety.

This finding related to the prediction of trait anxiety by higher levels of
perceived mother emotional warmth was an interesting and unexpected finding
because studies in the literature have indicated a strong relationship between parental
control and anxiety. A meta-analysis of 47 studies revealed that parental control was
more strongly associated with child anxiety than was parental rejection (McLeod,

Wood, & Weisz, 2007). In another study, the results of the parent-child interactions
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in laboratory tasks showed that greater observed parental control was consistently
linked with more child shyness and a higher risk for meeting criteria for an anxiety
disorder in children and adolescents (Wood, McLeod, Sigman, Hwang, & Chu,
2003).

Therefore, in the light of the above studies and many others, this study
proposed that perceived parental overprotection would be a significant predictor not
only for OCS but also for trait anxiety because parental overprotection was viewed as
a general developmental vulnerability factor for all anxiety symptomatology as a
spectrum. However, the findings of the current study supported this view for OCS,
but not for trait anxiety.

One of the reasons of this unexpected finding might be due to the potential
limitations of using a measure depending on retrospective reports. The subjects’
evaluations of their childhood memories about upbringing might be affected by their
current experiences and interactions with their mothers. The sample of this study was
consisted of university students. Subjects who had higher trait anxiety scores might
be currently experiencing supportive, affectionate and praising attitudes from their
mothers. These current warm interactions might intervene with the subjects’
evaluations of their childhood experiences. Therefore, trait anxiety and perceived
mother emotional warmth might be found to be positively related with each other in
this sample.

However, this kind of limitation due to retrospective reports was not only
valid for the results concerning the relation between perceived parental rearing
behaviors and trait anxiety but also for the results concerning OCS and depression.

Therefore, it is equally possible that the results of the study actually reflect the real
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relationship between perceived parental rearing behaviors and trait anxiety, and may
not be affected by the memory bias due to the retrospective reports.

In the literature, it has been pointed out that the direction of effects between
parent and child behaviors is difficult to determine (Jacobi, Calamari, & Woodard,
2006). It is highly possible that an anxiety prone child may change family
interactions and parental rearing behaviors. Therefore, if the child has an anxious
characteristic, this may in turn affect the parental attitudes in the direction of being
supportive, affectionate, and praising. Therefore, it is plausible that higher levels of
perceived mother and father emotional warmth were found to be related to higher
levels of trait anxiety, and trait anxiety was significantly predicted by perceived
mother emotional warmth in this study.

In terms of depression, in the fourth hypothesis, it was proposed that
perceived parental rejection would be a significant predictor for depression. This
hypothesis was supported for depression. First of all, ANCOVA was conducted to
see whether the subjects scored high and low on depression would differ in terms of
their perceived parental rearing behaviors. The results of the ANCOVA revealed that
after controlling for OCS and trait anxiety scores, subjects with high depression
scores were significantly different from the subjects with low depression scores in
terms of their perceived mother and father rejection and emotional warmth scores.
Subjects in the high depression group perceived their mothers’ and fathers’ rearing
behaviors as more rejecting and less emotionally warm than did the subjects in the
low depression group. However, there was no significant difference between the two
groups in terms of their perceived mother and father overprotection scores. The

findings of this analysis indicated that perceived parental rejection and emotional
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warmth were significant factors for differentiating the subjects with high and low
depressive symptoms. As expected, higher levels of depressive symptoms was
associated with higher levels of perceived parental rejection and with lower levels of
perceived parental emotional warmth. As in line with the ANCOVA results, the
regression analysis supported the hypothesis that perceived parental rejection would
be a significant predictor for depression. Specifically, perceived mother rejection and
perceived father emotional warmth were found to be significant predictors for
depression, after controlling for the effects of OCS and trait anxiety. In other words,
subjects who reported more perceived mother rejection and less perceived father
emotional warmth tended to have more depressive symptoms.

The findings of the present study about the significant effects of perceived
mother rejection and perceived father emotional warmth in the prediction of
depression is consistent with the findings in the literature. As mentioned before, data
appear to indicate relatively stronger relationship between parental rejection and
depression, and between parental control and anxiety. A meta-analysis of 45 studies
revealed that parental rejection, especially with parental hostility toward the child, is
most strongly related to child depression (McLeod, Weisz, & Wood, 2007).
Depressed children reported feelings of less pride and less support in their families
than did anxious children, and they believed that their family members are less likely
to show respect and loyalty. These findings might also be due to the negative manner
of the depressed children which is congruent with their depressed mood and
perceptions of the world (Kashani, Suarez, Jones, and Reid, 1999). However, studies
including the parents and parent child interactions also supported the presence of a

more rejecting and less emotionally warm family environment for depressed
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children. In one of these studies, it was found that mothers of depressed children
rewarded their children less than did mothers of non-depressed children (Cole &
Rehm, 1986). Fathers of depressed children were found to provide less positive
messages to their children about themselves, the world, and the future than did
fathers of anxious children (Stark, Humphrey, Crook, & Lewis, 1990). So, the
findings of the current study obtained from adult subjects are consistent with the ones
obtained from child and adolescent subjects.

Rejecting type of parenting style is characterized as being punitive, shaming,
favoring siblings over the child, rejection through criticism, rejection of the child as
an individual, and being abusive. Emotionally warm parenting style, on the other
hand, is characterized by supportive, affectionate, stimulating and praising
interactions with the child (Arrindel et al., 1999). So, parenting style and continuous
parent child interactions including rejecting attitudes and/or lack of emotionally
warm attitudes might contribute to the development of some faulty belief domains
related with self esteem, failure, loss, inadequacy or hopelessness which are the
specific cognitions of depressive individuals. Therefore, parental rejection and family
factors including parental modeling of depressive behaviors and cognitions were
proposed to be related with the development of depression (Petti, 1989). So, the
findings of this study about high levels of perceived mother rejection and low levels
of perceived father emotional warmth as significant predictors of depression
supported the views about the specific role of parental rejection and emotional
warmth as a developmental vulnerability factor for depression. Moreover, perceived

parental overprotection did not have any prediction effect on depression, supporting
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the theories suggested that depression may be more related to perceived rejection and
absence of perceived care rather than the perceived overprotection.

The other notable finding of the current study was that in regression analysis
predominantly perceived mother rearing behaviors rather than the father rearing
behaviors were found to be significant predictors, especially for OCS, and trait
anxiety. In depression, perceived parental rearing behaviors of both of the parents
(high degree of perceived mother rejection and low degree of perceived father
emotional warmth) seemed to have an explanatory role in depression. However for
OCS and trait anxiety, explanatory effect of perceived father rearing behaviors was
not significant. One of the reasons of this finding might be a general explanation that
mothers have the traditional role of being the primary caregiver in the child
upbringing process. However, specifically for OCS, there might be another reason
for the mothers’ predominant effect in the prediction of obsessive compulsive
symptomatology. It was proposed that mothers’ psychological control was more
strongly associated with OCD symptoms, while fathers’ psychological control was
more strongly associated with OC personality traits. Ayg¢icegi, Harris, and Dinn
(2002) proposed that mothers’ traditional housekeeping duties put them in the role of
monitoring cleanliness and safety issues; on the other hand, fathers are seemed to
have a moral authority role in the household. In other words, while mothers may
usually focus on avoiding domestic accidents and disasters, fathers may focus on
more abstract emphasis on obeying rules, and the ways to do the things. Therefore,
mothers’ overprotective, controlling and critical attitudes (e.g. about being clean and
tidy, keeping the doors locked, keeping the appliance off, and etc.) might lead an

increased attention in the child about responsibility for causing and/or preventing

126



harm which is closely linked to OCD. On the other hand, fathers’ over controlling or
critical attitudes (e.g. about moral issues, or a single right way to do the things) might
lead to the development of inflexible, rigid and perfectionist characteristics in the
child which are closely linked to OC personality traits. The findings of the current
study about perceived mother overprotection and obsessive compulsive
symptomatology was consistent with this view. However, in future studies, the
different effects of maternal and paternal rearing behaviors on the development of
OCD and OC personality traits should be investigated in more detail. Moreover, in
these studies, examination of the gender differences in terms of perceived parental
rearing behaviors of the same sex and the opposite sex parents might also contribute
to a more comprehensive understanding of OCD.

In terms of the relationship between perceived mother and father rearing
behaviors, correlational analysis showed that all three type of rearing behaviors were
highly correlated between mothers and fathers for he same type of rearing behaviors.
In the current sample, there was also a negative relationship between perceived
mother overprotection and perceived father emotional warmth. When perceived
paternal emotional warmth decreases, perceived maternal overprotection increases.
Parental overprotection might be a more prominent parental rearing behavior and
might be perceived as a more positive type of rearing style in Turkish culture.
Kagitgibasi (1970) showed that there was a greater family control in a typical middle
class Turkish family compared to the American family.

To sum up, the proposed relationship between OCS and perceived parental
overprotection, and the relationship between depression and perceived parental

rejection was supported with the findings of the current study. However, the
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hypothesis related to trait anxiety was not supported. The expected predictive role of
perceived parental overprotection for trait anxiety was not found in this sample,
leaving the perceived parental overprotection as a specific predictor for OCS.
Overall, the distinction between OCS and depressive symptomatology in terms of
their specific developmental vulnerability factors, namely, perceived parental rearing

behaviors, was once more supported with the findings of the present study.

4.3  Mediator Role of Responsibility Attitudes between Perceived Parental
Rearing Behaviors and OCS

One of the most important aims of the current study was to examine not only
“which” vulnerability factors would be related to OCS, but also “how” these
vulnerability factors would be related to OCS. In other words, it was aimed to clarify
the pathway of the vulnerability factors for OCS. Besides their unique or separate
predictive effects on OCS, a mediational relationship was proposed between these
vulnerability factors. Specifically, perceived parental overprotection was proposed to
be related to OCS via responsibility attitudes. Therefore, in the fifth hypothesis, it
was proposed that perceived parental overprotection would have an effect on OCS
through responsibility attitudes. In other words, responsibility attitudes would be a
mediator between perceived parental overprotection and OCS.

This hypothesis was supported by the results of regression analysis conducted
to test this mediational relationship. First of all, the regression analysis conducted for
the prediction of responsibility attitudes by perceived parental rearing behaviors
showed that among the perceived parental rearing behaviors only perceived mother

and father overprotection significantly predicted the responsibility attitudes. In other
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words, as expected, subjects who reported more perceived mother and father
overprotection tended to have more responsibility attitudes. This finding supported
the proposed factors (Salkovskis, Shafran, Rachman, & Freeston, 1999) about the
role of overprotective parenting style in the development of the belief domain related
to inflated responsibility. Secondly, the regression analysis conducted for the
prediction of OCS by perceived parental rearing behaviors and responsibility
attitudes showed that the significant effect of perceived mother overprotection on
OCS (as stated before the only significant predictor of OCS among all the other
perceived parental rearing behaviors) reduced significantly when responsibility
attitudes entered into the equation. This statistical finding indicated that perceived
mother overprotection had an effect on OCS through responsibility attitudes, which
was the mediator in this relationship. In other words, higher levels of perceived
mother overprotection lead to higher levels of OCS by increasing responsibility
attitudes in the subject.

This was one of the most important findings of the present study because it
contributes to the explanation of “how” perceived mother overprotection leads to the
development of obsessive compulsive symptoms. Here, responsibility attitudes,
which are the crucial cognitive components of OCS, were found to mediate the
relationship between perceived maternal overprotection and OCS. This significant
mediational relationship not only showed the effect of maternal overprotection in the
formation of distorted beliefs related to responsibility, but also showed the effect of
responsibility attitudes on OCS.

This proposed pathway, which was supported by mediation analysis, was a

striking verification of the cognitive model of OCD (Salkovskis, 1985, 1989). Early
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experiences (e.g. parental overprotection, control and criticism) might be one of the
developmental factors which make the person vulnerable to develop obsessive
compulsive disorder. Because overprotective, controlling and critical type of
parenting style (e.g. being fearful and anxious for the child’s safety, intrusive,
overinvolved, excessive criticism of the child because of his failures to take
necessary precautions to prevent potential dangers), may lead the child to perceive
the world as threatening, dangerous, but at the same time controllable, and perceive
himself as incompetent to deal with such danger. This kind of repeated parent-child
interactions might be one of the developmental vulnerability factors for obsessional
problems. In this study, this view was supported by the prediction of OCS only by
perceived mother overprotection. Furthermore, it was proposed that this kind of
overprotective parenting style may have an effect on OCS because it contributes to
the formation of a faulty belief domain about responsibility. In other words, the
origins of the beliefs related to inflated responsibility are constituted by
overprotective parenting style. In this study, this view was supported by the
prediction of responsibility attitudes only by perceived parental overprotection. Then,
if a person has this kind of pre-existing developmental vulnerability (overprotective
parental rearing style) and cognitive vulnerability (responsibility attitudes), it is not
unpredictable to misinterpret the intrusive thoughts, images, and impulses as having
a personal responsibility for causing and/or preventing harm to oneself and others,
and to engage in neutralizing behaviors to reduce the anxiety.

The proposed mediational relationship in this study, of course, only one of the
possible pathways to OCD which emphasized the effect of parental overprotection

through responsibility attitudes. However, there are also other faulty cognitions
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which are important for the development and maintenance of obsessional problems,
such as thought-action fusion, excessive concern about controlling thoughts,
overestimation of threat and perfectionism (OCCWG, 1997). These cognitive factors
should also be investigated in future studies in terms of their origins and specific
effects for OCD by using mediation analysis.

The current study also aimed to examine the specificity of the mediator role
of responsibility attitudes between perceived parental rearing behaviors and OCS. In
the sixth hypothesis, it was proposed that responsibility attitudes would not be a
mediator between perceived parental rearing behaviors and depression, nor between
perceived parental rearing behaviors and trait anxiety. In other words, mediator role
of responsibility attitudes would be specific to OCS, but not to depression and trait
anxiety.

This hypothesis was supported both for trait anxiety and depression. In terms
of trait anxiety, the perceived mother emotional warmth (as stated before the only
significant predictor for trait anxiety among all the other perceived parental rearing
behaviors), did not predict responsibility attitudes. Therefore, responsibility attitudes
could not a mediator between perceived mother emotional warmth and trait anxiety.
Here, it is important to note that although responsibility attitudes were found to be a
significant predictors for both OCS and trait anxiety, the mediator role of
responsibility attitudes were only OCS specific. This finding supported the specific
pathway of perceived mother overprotection and responsibility attitudes to OCS.

In terms of depression, since responsibility attitudes did not significantly
predict depressive symptoms, it could not have a mediator role between perceived

parental rearing behaviors and depression. For depression, the mediator role of other
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cognitive assumptions (e.g. related to failure, loss, inadequacy, self esteem or
hopelessness) between perceived parental rejection, emotional warmth and
depression should be studied in the future studies.

In conclusion, as expected, the mediator role of responsibility attitudes
between perceived mother overprotection and OCS was found to be specific to OCS,
but not to trait anxiety and depression. The finding related to this mediational
relationship is valuable since there has been no study, to our knowledge, that
demonstrated how the developmental and cognitive vulnerability factors are related

to each other and then consequently to obsessional problems.

4.4  Life Events and OCS

In this study, besides the developmental and cognitive vulnerability factors of
OCS, it was also aimed to investigate the predictive role of environmental factors
such as life events for OCS. In the seventh hypothesis, it was proposed that life
events would be a significant predictor for OCS. The results of the regression
analysis supported this hypothesis. Life events were found to be a significant
predictor for OCS, after controlling for the effects of depression and trait anxiety.
There was a significant positive relationship between life events and OCS, indicating
that higher levels of life events were associated with higher levels of obsessive
compulsive symptoms. In other words, subjects who reported more life events tended
to have more OCS.

Significant predictor role of life events for OCS in the current study is
consistent with the findings of other studies in the literature. OCD patients were

found to report more total life events (Brown, Juster, Heimberg, & Winning, 1998)
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and more stressful life events (McKeon, Roa, & Mann, 1984) than normal controls.
In a study, serious illnesses in the subjects and/or in their close relatives, arguments,
and birth of a child were found to be the most frequently reported events (McKeon,
Roa, & Mann, 1984). Major illness or injury in a relative was found to be the only
specific life event that was significantly more common in children with OCD and
other anxiety disorders than normal controls (Gothelf, Aharonovsky, Horesh, Carty,
& Apter, 2004).

In this study, life events were assessed by a measurement tool prepared to
evaluate the life events and daily hassles specifically experienced by university
students (e.g. academic difficulties, health problems of oneself or the family
members, problems in interpersonal relationships, adaptation problems, problems
related to accommodation, and etc.). The subjects were asked to evaluate each item
in terms of the frequency of the events and the level of stress caused by the events.
The results of the regression analysis showed that life events significantly predicted
the obsessive compulsive symptoms in this sample. The findings related to life
events in this study supported the general quantitative approach which emphasizes
the amount of life events (Holmes & Rahe, 1967; cited in Gothelf, Aharonovsky,
Horesh, Carty, & Apter, 2004) and qualitative approaches which emphasizes the
non-specific undesirability or threatening quality of the events (Sarason et al., 1985;
cited in Gothelf, Aharonovsky, Horesh, Carty, & Apter, 2004). However, in this
study, life events were not evaluated in the light of specific qualitative approach
which emphasizes that specific events are important for specific pathologies
(Vedhara, 2000; cited in Gothelf, Aharonovsky, Horesh, Carty, & Apter, 2004). In

other words, current study investigated the life events as a general predictor for OCS,
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and the features of the events and their specificity for OCS were not examined. In
future studies, specific quality of the life events, such as whether they are perceived
as controllable or not, the interaction of specific life events with responsibility
attitudes can be studied in detail, however this is not the scope of this study.

The predictor role of life events was investigated also for depression and trait
anxiety. In this study, in the light of diathesis-stress model, life events were proposed
as one of the environmental factors which can have a precipitating effect for many
psychological disorders. Therefore, in the eighth hypothesis, it was proposed that life
events would be a significant predictor for depression and trait anxiety. In other
words, life events would be a significant predictor not only for OCS, but also for
depression and trait anxiety. As expected, the results of the regression analysis
supported this hypothesis both for depression and trait anxiety.

In terms of trait anxiety, life events were found to be a significant predictor,
after controlling for the effects of OCS and depression. In other words, subjects who
reported more life events tended to have more trait anxiety. Similar to the findings of
the current study, studies with clinical samples stressed the close relation between
anxiety symptoms and life events. Adults with panic disorder (Horesh, Amir, Kedem,
Goldberger, & Kotler, (1997), generalized anxiety disorder (Newman & Bland,
1994), agoraphobia (Franklin & Andrews, 1999) and social phobia (Brown, Juster,
Heimberg, & Winning, 1998) were reported to experience significantly more total
life events, perceive them as being more stressful and adapted to them less well than
normal controls, supporting the quantitative and qualitative approaches. As stated

before, in the present study, the frequency of the life events and the perceived stress
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caused by the event significantly predicted trait anxiety experienced by the current
sample consisted of university students.

Similarly, life events also significantly predicted depressive symptoms, after
controlling for the effects of OCS and trait anxiety. In other words, subjects who
reported more life events tended to have more depressive symptoms. Many studies
have examined the relationship between life events and depression, and found an
association between life events and the onset of depression (Brown & Bifulco, 1985;
Kendler, Karkowski, & Prescott, 1999; Lewinsohn, Allen, Seeley, & Gotlib, 1999;
Overholser, Norman, & Miller, 1990). Depressed patients were found to have
experienced more adverse events prior to the onset of depression compared to normal
controls (Goodyer, Herbert, & Tamplin, 2000). Recent experiences of loss were
found to be associated with current major depression and dysthymia in several
community studies (Monroe, Rhode, Seeley, & Lewinsohn, 1999).

In conclusion, as expected, life events were found to be a significant predictor
for OCS, depressive symptoms and trait anxiety, and in line with many studies in the
literature, the proposed relationship was supported once more with the findings of the

current study.

4.5  Support for the Hypotheses of the Study

Hypothesis 1. Responsibility attitudes will be a significant predictor for

obsessive compulsive symptoms (OCS).
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This hypothesis was supported. Responsibility attitudes significantly
predicted obsessive compulsive symptoms. More specifically, higher levels of

responsibility attitudes resulted in higher levels of OCS.

Hypothesis 2. Responsibility attitudes will not be a significant predictor
for depression and trait anxiety. In other words, predictor role of
responsibility attitudes will be specific to OCS, but not to depression and
trait anxiety.

This hypothesis was supported for depression, but not for trait anxiety. As
expected responsibility attitudes did not predict depression. However, responsibility
attitudes significantly predicted trait anxiety. More specifically, higher levels of
responsibility attitudes resulted in higher levels of trait anxiety. So, responsibility

attitudes were found to be a predictor not only for OCS, but also for trait anxiety.

Hypothesis 3. Among the perceived parental rearing behaviors,

perceived parental overprotection will be a significant predictor for

OCS.

This hypothesis was supported, but only for perceived mother overprotection.
Among the perceived parental rearing behaviors, only perceived mother
overprotection significantly predicted OCS. More specifically, higher levels of

perceived mother overprotection resulted in higher levels of OCS.

Hypothesis 4. Among the perceived parental rearing behaviors,

perceived parental rejection will be a significant predictor for
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depression, and perceived parental overprotection will be a significant

predictor for trait anxiety. In other words, perceived parental

overprotection will be a significant predictor both for OCS and trait
anxiety, but not for depression.

This hypothesis was supported for depression, but not for trait anxiety.
Among the perceived parental rearing behaviors, only perceived mother rejection and
perceived father emotional warmth significantly predicted depression. More
specifically, higher levels of perceived mother rejection and lower levels of
perceived father emotional warmth resulted in higher levels of depression. However,
for trait anxiety, among the perceived parental rearing behaviors, only perceived
mother emotional warmth significantly predicted trait anxiety. More specifically,
higher levels of perceived mother emotional warmth resulted in higher levels of trait
anxiety. Contrary to the expectations, perceived parental overprotection did not
predict trait anxiety, therefore perceived mother overprotection was found to be a

specific predictor only for OCS.

Hypothesis 5. Perceived parental overprotection will have an effect on

OCS through responsibility attitudes. In other words, responsibility

attitudes will be a mediator between perceived parental overprotection

and OCS.

This hypothesis was supported. Perceived mother overprotection had an
effect on OCS through responsibility attitudes. Therefore, responsibility attitudes

were a mediator between perceived mother overprotection and OCS. More
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specifically, higher levels of perceived mother overprotection resulted in higher

levels of OCS by increasing the level of responsibility attitudes.

Hypothesis 6. Responsibility attitudes will not be a mediator between

perceived parental rearing behaviors and depression, nor between

perceived parental rearing behaviors and trait anxiety. In other words,

mediator role of responsibility attitudes will be specific to OCS, but not

to depression and trait anxiety.

This hypothesis was supported. Responsibility attitudes were not a mediator
between perceived parental rearing behaviors and depression, or between perceived
parental rearing behaviors and trait anxiety. So, mediator role of responsibility

attitudes was specific to OCS.

Hypothesis 7. Life events will be a significant predictor for OCS.
This hypothesis was supported. Life events significantly predicted OCS.

More specifically, higher levels of life events resulted in higher levels of OCS.

Hypothesis 8. Life events will be a significant predictor for depression
and trait anxiety. In other words, life events will be a significant
predictor not only for OCS, but also for depression and trait anxiety.
This hypothesis was supported both for depression and trait anxiety. Life
events significantly predicted depression. More specifically, higher levels of life

events resulted in higher levels of depression. Similarly, life events also significantly
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predicted trait anxiety. More specifically, higher levels of life events resulted in

higher levels of trait anxiety.

4.6 Conclusion

In general, the present study was designed to investigate the vulnerability
factors of obsessive compulsive symptomatology (OCS) in a non-clinical sample. In
the light of Salkovskis’ cognitive theory of OCD (1985, 1989), perceived parental
rearing behaviors, responsibility attitudes and life events were examined for their
relationship to OCS. Besides the unique contribution of these factors in the
explanation of OCS, a mediational pathway was proposed to clarify how these
factors were related to each other and to OCS. Finally, the specificity of the findings
to OCS was examined by investigating the same relationships for depressive
symptoms and trait anxiety.

Perceived mother overprotection, responsibility attitudes and life events all
significantly predicted OCS. One of the most contributing findings of the present
study was the mediator role of responsibility attitudes in the relationship between
perceived mother overprotection and OCS. Higher levels of perceived maternal
overprotection resulted in higher levels of OCS by increasing the responsibility
attitudes. This was a profound finding that clearly supports the cognitive explanation
of obsessive compulsive symptomatology. The findings of the present study
supported that perceived mother overprotection as a developmental vulnerability
factor significantly contributed to the explanation of a cognitive vulnerability factor
(namely responsibility attitudes), and perceived maternal overprotection had its

predictive role for OCS through responsibility attitudes. In addition to these
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developmental and cognitive vulnerability factors, life events as an environmental
factor also contributed to the prediction of OCS, all consistent with the cognitive
model of OCD proposed by Salkovskis (1985, 1989).

The specificity of the above findings to OCS was mostly in line with the
expectations. In terms of perceived parental rearing behaviors, perceived mother
overprotection was the only significant predictor for OCS. On the other hand, for
depression perceived mother rejection and perceived father emotional warmth, and
for trait anxiety perceived mother emotional warmth were the significant predictors.
These findings indicated to the specific importance of perceived mother
overprotection for OCS, and to the distinction between OCS, trait anxiety and
depression in terms of their developmental risk factors.

In terms of responsibility attitudes, both OCS and trait anxiety were
significantly predicted by responsibility attitudes, however depression was not
significantly predicted by responsibility attitudes. These findings indicated to a clear
distinction between anxiety and depressive symptoms in terms of their specific
cognitive components. In addition to this, although responsibility attitudes seemed to
contribute to the explanation of both OCS and trait anxiety, the mediator role of
responsibility attitudes was OCS specific. Responsibility attitudes mediated only the
relationship between perceived mother overprotection and OCS. This is an important
finding of the present study that shows specific cognitive mechanisms only mediate
the relationship between specific developmental risk factors and specific
psychological symptoms.

In terms of life events, as expected OCS, depression and trait anxiety were all

significantly predicted by life events.
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In conclusion, the present study supported the cognitive model of OCD
(Salkovskis, 1985, 1989) as a whole. In light of the findings of the current study and
the cognitive model of OCD, one may suggest that parents’, especially mothers’
overprotective, controlling and critical rearing behaviors may serve as a
developmental vulnerability factor for the development of OCD. Expressing
excessive fearfulness and anxiety for the child’s safety, criticizing the child for his
failures related to not taking necessary safety precautions, excessive regulation of the
child’s behaviors and activities may affect the perception of the child about the world
and the self in a negative way. The world might be perceived as full of dangers,
threatening, but controllable. The self might be perceived as incompetent to deal with
such danger; therefore all these may lead to the development of anxiety in the child.
This kind of repeated parent-child interactions may contribute to the development of
faulty beliefs related to responsibility for harm. With this kind of cognitive bias that
mostly formed and shaped during childhood and adolescence, the person may
develop some assumptions related to responsibility such as “Being safe is better than
being sorry”, “Not preventing harm is as bad as causing it”, and etc. Later in life, this
kind of developmental and cognitive vulnerability factors may put the person at risk
to respond commonly occurring intrusive thoughts with increased anxiety. Although
the negative, unwanted intrusive thoughts are frequently experienced by many
individual time to time, because of their pre-existing vulnerabilities, these people
filter the intrusions through their inflated responsibility beliefs and make
misinterpretations about personal responsibility for harm to oneself and/or others.
Environmental factors such as life events may also trigger the activation of the

disorder. The frequency of intrusive thoughts may increase when these people are
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exposed to stressful life events or they experience a corresponding increase in
anxious and depressed mood.

Misinterpretation of the content and/or occurrence of the intrusive thoughts
leads to mood changes such as distress or anxiety, motivation to engage in overt or
covert neutralizing behaviors, increased attention for certain stimuli and avoidance
behaviors. Since all these responses contribute to a temporary reduction in
discomfort and anxiety, a vicious cycle of misinterpretation of intrusive thoughts and
neutralizing behaviors continues, and faulty beliefs related to inflated responsibility

remain without being challenged or changed.

4.7  Limitations of the Study and Suggestions for Future Studies

There are some limitations of the present study. Firstly, the current study had
a non-experimental design, therefore the results of the analysis were correlational in
nature and provided potential relationships between variables, however did not
indicate causal directions. Moreover, the present study used a cross-sectional design.
Therefore, in order to determine the impact of parental rearing behaviors and
responsibility attitudes on the development of obsessional problems, longitudinal
designs are necessary for more reliable and valid assessment of these variables.

Second limitation is related to sample characteristics of the study. A non-
clinical university student sample was used in the present study. Therefore, the age
and education level of the subjects were within a very limited range. So, the study
needs to be replicated in an adult sample representing different ages and education

levels.
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Thirdly, as stated before, the sample used in this study was a non-clinical
sample. Although the review studies (Gibbs, 1996) showed that findings from non-
clinical and clinical samples in OCD research are highly similar, still the findings of
the present study should be evaluated cautiously. In this study, self report measures
were used to assess obsessive compulsive, depressive and trait anxiety symptoms.
While one of the symptom groups was being predicted by the proposed variables of
the study, the effects of the other symptom groups were statistically controlled since
OCS, depressive and trait anxiety symptoms are highly comorbid with each other.
The findings were mostly in line with the expectations and the relevant theories.
Nevertheless, in order to generalize the current findings to clinical populations, the
study needs to be replicated with a clinical sample consisted of OCD patients,
patients with other anxiety disorders and depressive patients, who will be diagnosed
with standardized measures and controlled for potential comorbid disorders.

Fourth limitation of the study is related to the retrospective reports of parental
rearing behaviors. Retrospective reports have been criticized since they may not
provide a reliable measure of actual parenting behaviors (Holden & Edwards, 1989).
On the other hand, previous findings of the studies that used EMBU suggested that
retrospective reports can be accepted as the measure of phenomenological impact of
parental rearing behaviors, and they do not threaten the reliability and validity of
findings obtained (Arrindell, Emmelkamp, Brilman, & Monsma, 1983). In this study,
the effects of a memory bias or mood congruent memory bias can not be disregarded.
However, although s-EMBU is not a direct measure of parenting, the findings of the
current study are still valuable since they demonstrated the subjects’ perception of

their parental rearing behaviors. Perception of events and assimilation of them into
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existing schemata can be as important as the events themselves (Crick & Dodge,
1994). Whether the findings of the current study reflects the actual parental rearing
behaviors or the subjects’ biased perceptions, further studies are needed to
investigate this issue. Future studies can minimize the biased results by using
multiple informants. Besides the subjects’ self reports, data obtained from parents
can also improve the understanding of developmental vulnerability factors.

In addition to the limitations and consequent suggestions for future studies
that were presented above, the findings of this study also suggest some other
implications for future research.

In the present study, general obsessive compulsive symptomatology was
investigated rather than the subtypes, and responsibility attitudes were found to be
related to general obsessive compulsive symptomatology. Future studies should also
investigate the relation of responsibility attitudes to different symptom groups or
subtypes of OCS to gain a more comprehensive understanding of obsessive
compulsive syptomatology. Moreover, in addition to the inflated responsibility
cognitions, which have been widely accepted as having a central importance for
OCD, other belief domains such as thought-action fusion, overimportance of
thoughts, and excessive concern about controlling thoughts, which are not addressed
in the cognitive model of Salkovskis (1985, 1989) need to be examined in future
studies. Especially obsessions about sexual, aggressive, and religious thoughts or
impulses might be more explained by the inclusion of these belief domains in
addition to responsibility attitudes.

In future studies, examination of the gender differences in terms of perceived

parental rearing behaviors will be useful. Especially, investigating the perception of
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the same sex and opposite sex parents’ rearing behaviors may improve the
understanding of developmental factors related to OCD, and may also demonstrate
some cultural specific aspects in terms of parental rearing behaviors.

Current study investigated the role of life events as a general predictor for
obsessive compulsive symptomatology. Features of the life events and their
specificity to OCS were not examined. Future studies should investigate specific
quality of the life events, such as whether they are perceived as controllable or not.
Moreover, the interaction of specific life events with responsibility attitudes can be
studied in detail. Moreover, LEIU assesses many life events and daily hassles
experienced by university students, but it has some missing points that it is lack of
some negative life events which have an important effect in the person’s life, such as
death of a family member, relative or close friend. Therefore, future studies can use

more comprehensive measurement tools to assess life events.

4.8  Clinical Implications of the Present Study

The findings of the current study highlight the importance of responsibility
attitudes, perceived parental overprotection and life events in the development and
maintenance of obsessive compulsive symptomatology. The findings of the study not
only emphasize the importance of responsibility attitudes for obsessional problems,
but also shed light to the origins of these faulty attitudes. Therefore, these findings
present valuable therapeutic implications for the cognitive treatment of OCD.

Cognitive theory of obsessive compulsive disorder (Salkovskis, 1985, 1989)
emphasizes a critical differentiation between unwanted intrusive thoughts and

negative automatic thoughts. In the cognitive behavioral formulation of OCD,
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negative automatic thoughts are the individuals’ appraisals or interpretations of the
occurrence/content of the obsessional intrusions. Therefore, intrusive thoughts and
negative automatic thoughts are totally different from each other. Salkovskis (1985)
stated that the main difference between negative automatic thoughts and the
obsessions are the perceived intrusiveness, accessibility, and the extent to which they
are seen as being consistent with the individual’s belief systems. Obsessions are
unacceptable (ego-dystonic), irrational, highly intrusive, accessible, and implausible.
On the other hand, negative automatic thoughts are acceptable (ego-syntonic),
rational, less intrusive, more difficult to access, and they are plausible. Obsessional
thoughts are the stimuli which might provoke a particular type of automatic thoughts.
Although intrusions frequently occur in many individuals without causing any
serious disturbance, for some individuals it becomes a persistent source of mood
disturbance when unacceptable intrusions interact with the individual’s belief
system. If the intrusions match with the pre-existing dysfunctional beliefs, then this
leads to the affective disturbance which was actually caused by the negative
automatic thoughts rather than the intrusion itself (Salkovskis, 1985).

Therefore, in the treatment of obsessional problems, responsibility attitudes
and appraisals play a crucial role. Therapeutic strategies based on targeting inflated
responsibility appraisals, awareness of negative automatic thoughts, correction of
negative automatic thoughts and development of adequate perceptions of personal
responsibility was proposed to be a promising treatment for OCD (Ladouceur, Leger,
Rheaume, & Dube, 1996). Therapy process should aim to assess and modify negative
automatic thoughts about the occurrence and/or content of the intrusions. Inflated

responsibility appraisal should be deflated to more realistic and rational levels
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(Rachman, 1998). If negative automatic thoughts related to personal responsibility
for harm to oneself and/or others are not challenged and changed, then the vicious
cycle of intrusion, misinterpretation of intrusion, and neutralizing behaviors would
not be broken. Therefore, in addition to behavioral strategies such as exposure and
response prevention, which are also important components of treatment procedure,
the cognitive elaboration of personal significance attached to the unwanted thoughts
are vital.

Cognitive approaches to the treatment of OCD have also some benefits over
behavioral strategies. Behavioral techniques, such as exposure and response
prevention, thought stopping, and habituation training, usually deal with the
manifestation of the symptoms (Salkovskis, 1985, 1989; Rachman, 1998), on the
other hand, cognitive treatment focuses on the underlying problems by targeting
negative automatic thoughts and faulty beliefs related to responsibility. Especially,
cognitive strategies are crucial when dealing with patients who do not have any overt
compulsions. Although many patients exhibit overt compulsions accompanying to
their obsessions, an undeniable portion of OCD patients suffer from obsessions and
covert compulsions which puts them to a relatively more difficult treatment
procedure. Therefore, cognitive modification of obsessions by challenging and
changing the responsibility appraisal attached to them should be the target of
treatment process for both groups of patients.

Throughout the therapy process, not only appraisals of intrusions but also
attitudes, assumptions and beliefs related to responsibility should be examined
because negative appraisals arise from these faulty responsibility attitudes and

beliefs. By using a variety of techniques (e.g. downward arrow) several types of
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underlying assumptions can be identified. Appraisals of excessive harm are often
based on faulty assumptions of severity and probability of negative consequences
and inflated responsibility (Freeston, Rheaume, & Ladouceur, 1996). Here,
addressing the developmental experiences that might be influential in the formation
of inflated responsibility beliefs can be beneficial. As the findings of the present
study supported, the origins of these responsibility assumptions are mostly formed
and shaped during childhood by overprotective, controlling and critical parenting
style. Questioning this kind of developmental experiences may contribute to
challenging, modifying and correcting the faulty assumptions. It was proposed that
clinical progress occurs when the core elements of OCD, namely responsibility
attitudes and its origins, are incorporated to the therapy process (Salkovskis, Shafran,
Rachman, & Freeston, 1999).

Possible developmental factors, specifically overprotective parenting styles,
which make the person more prone to develop obsessional problems can also be used
in the development of prevention programs as well as in the therapy process
(Salkovskis, Shafran, Rachman, & Freeston, 1999). As mentioned before, although
the findings of the present study depended on retrospective reports of an adult
sample, the findings are highly consistent with the ones obtained from children and
adolescent samples. Understanding the parental factors may facilitate the treatment
of OCD in children and adolescents, and contribute to the development of
intervention strategies for at risk children. Including the family members in the
treatment of obsessive compulsive children, altering parental communication style,

and educating the parents about parental rearing practices may all contribute to the
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treatment, early intervention and prevention programs for obsessional problems in

children and adolescents.
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APPENDICES

APPENDIX A
INFORMED CONSENT FORM

(BILGILENDIRILMiS ONAM FORMU)

Degerli Katilhimel,

Bu arastirma, Orta Dogu Teknik Universitesi Psikoloji Boliimii doktora
programi kapsaminda yliriitiilen tez ¢calismamin bir parcasidir. Arastirmanin amaci,
kisilerin baz1 duygu, diisiince ve davranislari ile yasadiklar1 yasam olaylari,
sorumluluk ile ilgili tutum ve inanclar1 ve algiladiklar1 anne baba tutumlari
arasindaki iliskileri incelemektir.

Anketteki sorularin yanitlanmasi yaklasik 30-40 dakika siirmektedir. Ankette
1sminiz sorulmamakta ya da kimliginizi ortaya ¢ikaran herhangi bir soru yer
almamaktadir. Bu ankette vereceginiz biitiin bilgiler tamamen gizli kalacaktir ve
veriler grup olarak degerlendirilecektir. Arastirma sonuglarinin saglikli olmasi igin
sorular1 liitfen ictenlikle ve sizi tam olarak yansitacak sekilde cevaplayimiz.

Arastirmaya katilim tamamen goniilliiliik esasina dayanmaktadir. Sayet,
cevaplamak istemediginiz sorularla karsilagirsaniz bunlar1 atlayabilir veya anketi
doldurmay1 birakabilirsiniz. Ancak, yarim kalmis ya da ¢gogu sorularin cevapsiz
birakildig1 anketlerden elde edilen verilerin kullanilmas1 miimkiin olmadigindan,
anketi miimkiin oldugunca bos birakmadan tamamlamaniz ¢ok 6énemlidir.

Arastirmaya katildiginiz i¢in ¢ok tesekkiir ederim.

A. Bikem Haciémeroglu
ODTU Psikoloji Béliimii Doktora Ogrencisi

Tez Danigmani: Prof. Dr. Nuray Karanci
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APPENDIX B

DEMOGRAPHIC INFORMATION FORM

(DEMOGRAFIK BILGI FORMU)

DEMOGRAFIK BILGILER

1. Cinsiyetiniz Kadm = Erkek
2. Yasmiz

3. Medeni Haliniz Bekar Evli

4. Bolimiuniz

5. Kaginc1 siiftasiniz?
6. Ogrenciligin yaninda bir iste calistyor musunuz? Evet Hayir
7. Genel Not Ortalamaniz

8. Ailenizin yaklasik gelir diizeyi 500 YTL ve alt1
500-1000 YTL
1000-2000 YTL
2000 YTL ve tizeri

9. Asagidakilerden hangisi sizin i¢in gegerlidir?
Ailemle yasiyorum
Tek basima/arkadaslarimla yasiyorum
Yurtta kaliyorum

10. Daha 6nce herhangi bir ruhsal rahatsizlik ge¢irdiniz mi?
Evet Haywr

Cevabmiz HAYIR ise “Aile ile Ilgili Bilgiler” kismina geginiz, EVET ise 11, 12, 13,
14 ve 15. sorular1 cevaplayiniz.

11. Ne zaman rahatsizlandiniz? (Ay veya yil olarak belirtiniz)

12. Herhangi bir tan1 aldiniz mi1?
Evet (belirtiniz) Hayir
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13. Herhangi bir tedavi aldiniz m1? Evet Hayir

Cevabiniz EVET ise

14. Ne tiir bir tedavi aldiniz? Ilag tedavisi
Psikoterapi
Ilag tedavisi ve psikoterapi
Diger

15. Su anda herhangi bir tedavi alityor musunuz?
Evet (belirtiniz) Hayir

AILE ILE iLGILi BILGILER

16. Anne ve babaniz hayatta m1?

Anne: Evet  Hayir (kag y1l 6nce kaybettiniz? )
Baba: Evet  Hayir (kag y1l 6nce kaybettiniz? )
17. Annenizin egitim durumu Tlkokul

Orta okul

Lise

Universite

Yiiksek Lisans veya Doktora
Annenizin meslegi

18. Babanizin egitim durumu Ilkokul
Ortaokul
Lise
Universite

Yiiksek Lisans veya Doktora

Babanizin meslegi

19. Sizinle birlikte toplam kardes sayiniz
20. Siz kaginci cocuksunuz?

21. Asagidakilerden hangisi sizin i¢in gegerlidir?
Anne ve babam evli
Anne ve babam evli ancak ayr1 yasiyor
Anne ve babam bosand1
Anne veya babamdan biri 6ldii

22. Ailenizde ruhsal rahatsizliga sahip biri var m1?

Evet (yakinlik derecenizi ve varsa aldigi taniyi liitfen belirtiniz
Hayir
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APPENDIX C

PADUA INVENTORY- WASHINGTON STATE UNIVERSITY REVISION

(PADUA ENVANTERI-WASHINGTON EYALET UNIVERSITESI

REVIZYONU)

Asagidaki ifadeler, giinlitk hayatta herkesin karsilasabilecegi diisiince ve
davranislar ile ilgilidir. Her bir ifade i¢in, bu tiir diisiince ve davranislarin sizde

yaratacagi rahatsizlik diizeyini goz oniine alarak size en uygun olan cevabi
seciniz. Cevaplarimz asagidaki gibi derecelendiriniz:

0 = Hic 1 =Biraz 2 =0lduk¢ca 3=Cok 4 = Cok Fazla
<
S S
N E s
2 £ = g G
an an] o O O
1. Paraya dokundugum zaman ellerimin kirlendigini 0 1 ) 3 4
hissederim.
2. Viicut sivilar (ter, tiikiiriik, idrar gibi) ile en ufak
bir temasin bile giysilerimi kirletecegini ve bir 0 1 ) 3 4
sekilde bana zarar verecegini diislinliriim.
3. Bir nesneye yabancilarin ya da baz1 kimselerin
dokundugunu biliyorsam, ona dokunmakta 0 1 ) 3 4
zorlanirim.
4. Coplere veya kirli seylere dokunmakta 0 1 ) 3 4
zorlanirim.
5. Kirlenmekten ya da hastalanmaktan korktugum
i¢in umumi tuvaletleri kullanmakta kaginirim. 0 1 2 3 4
6. Hastaliklardan veya kirlenmekten korktugum igin 0 1 ) 3 4
umumi telefonlart kullanmaktan kaginirim.
7. Ellerimi gerektiginden daha sik ve daha uzun 0 1 ) 3 4
siire yikarim.
8. Bazen kendimi, sirf kirlenmis olabilecegim ya da
pis oldugum diisiincesiyle yikanmak ya da 0 1 ) 3 4
temizlenmek zorunda hissediyorum.
9. Mikrop bulasmis veya kirli oldugunu
diisiindiiglim bir seye dokunursam hemen 0 1 ’ 3 4

yikanmam veya temizlenmem gerekir.

10. Bir hayvan bana degerse kendimi kirli
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hissederim ve hemen yikanmam ya da elbiselerimi
degistirmem gerekir.

11. Giyinirken, soyunurken ve yikanirken kendimi
belirli bir sira izlemek zorunda hissederim.

12. Uyumadan 6nce baz1 seyleri belli bir sirayla
yapmak zorundayim.

13. Yatmadan once, kiyafetlerimi 6zel bir sekilde
asmali ya da katlamaliyim.

14. Dogru diiriist yapildigini diigiinebilmem igin
yaptiklarimi bir kag kez tekrarlamam gerekir.

15. Baz1 seyleri gereginden daha sik kontrol etme
egilimindeyim.

16. Gaz ve su musluklarini, elektrik diigmelerini
kapattiktan sonra tekrar tekrar control ederim.

17. Diizgiin kapatilip kapatilmadiklarindan emin
olmak i¢in eve doniip kapilari, pencereleri ve
¢ekmeceleri kontrol ederim.

18. Dogru doldurdugumdan emin olmak igin
formlari, evraklari ve ¢ekleri ayrintili olarak tekrar
tekrar kontrol ederim.

19. Kibrit, sigara vb’nin iyice sondiiriildiglinii
gormek i¢in siirekli geri donerim.

20. Elime para aldigim zaman birkag kez tekrar
sayarim.

21. Mektuplar1 postalamadan 6nce bir ¢cok kez
dikkatlice kontrol ederim.

22. Aslinda yaptigimi bildigim halde, bazen yapmis
oldugumdan emin olamam.

23. Okurken, 6nemli bir seyi kacirdigimdan dolayi
geri donmem ve ayni1 pasaji iki veya li¢ kez
okumam gerektigi izlenimine kapilirm.

24. Dalginligimin ve yaptigim kii¢lik hatalarin
felaketle sonuglanacagini hayal ederim.

25. Bilmeden birini incittigim konusunda ¢ok fazla
diisiiniiriim veya endiselenirim.

26. Bir felaket oldugunu duydugum zaman onun bir
sekilde benim hatam oldugunu diistiniiriim.

27. Bazen sebepsiz yere kendime zarar verdigime
veya bir hastaligim olduguna dair fazlaca
endiselenirim.

28. Bigak, hanger ve diger sivri uglu nesneleri
gordiigiimde rahatsiz olur ve endiselenirim.

29. Bir intihar veya cinayet vakasi duydugumda,
uzun siire iiziiliir ve bu konuda diistinmekten
kendimi alamam.

30. Mikroplar ve hastaliklar konusunda gereksiz
endigeler yaratirim.

31. Bir kopriiden veya ¢ok yiiksek bir pencereden
asag1 baktigimda kendimi bosluga atmak i¢in bir
diirtii hissederim.

32. Yaklagmakta olan bir tren gordiigiimde, bazen
kendimi trenin altina atabilecegimi diigtintiriim.
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33. Bazi belirli anlarda umuma agik yerlerde
kiyafetlerimi yirtmak igin asir1 bir istek duyarim.

34. Araba kullanirken, bazen arabayi birinin veya
bir seyin lizerine siirme diirtlisii duyarim.

35. Silah gérmek beni heyecanlandirir ve siddet
iceren diisiinceleri aklima getirir.

36. Bazen higbir neden yokken bir seyleri kirma ve
zarar verme ihtiyaci hissederim.

37. Bazen isime yaramasa da, baskalarina ait olan
seyleri calma diirtlisii hissederim.

38. Bazen siipermarketten bir sey calmak i¢in karsi
konulmaz bir istek duyarim.

39. Bazen savunmasiz ¢ocuklara ve hayvanlara
zarar vermek i¢in bir diirtii hissederim.
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APPENDIX D

RESPONSIBILITY ATTITUDES SCALE

(SORUMLULUK TUTUMLARI OLCEGI)

Bu anket, insanlarin zaman zaman benimsedigi tutum ve inanglari
siralanmustir. Her ifadeyi dikkatlice okuyunuz ve okuduktan sonra o ifadeye ne
derece katildigimz: belirtiniz. Kararimz ifade etmek icin DUSUNCENIZI EN
IYI TANIMLAYAN rakamu daire icine alimz. Tamamen katiliyorsaniz 7
rakamini, hi¢c katilmiyorsamz 1 rakamini, eger ifadeyle ilgili bir fikriniz yoksa
ya da kararsizsamiz 4 rakamin isaretleyiniz. Her bir ifade icin, yalmzca bir
durumu sectiginizden emin olunuz. Ifadenin sizin i¢in tipik bir tutum olup
olmadigina karar vermek amaciyla degerlendirme yaparken COGUNLUKLA
nasil oldugunuzu diisiiniiniiz.

Katilmiyorum
Tamamen
Katihlyorum

Hic

1. Yanlis giden seylerden ¢ogu zaman
kendimi sorumlu hissederim.

—_
[\
98]
AN
()]
(o)
~

2. Bir tehlikeyi 6nceden géormeme karsin bir
harekette bulunmazsam, su¢lanacak kisi 1 2 3 4 5 6 7
konumuna ben diiserim.

3. Yanlig giden seyler i¢in kendimi sorumlu
hissetmek konusunda fazla hassasim.

4. Kotii seyler diisiinmem, kotii seyler
yapmam kadar fenadir.

5. Baz1 davraniglarin sonuglari lizerinde,
bunlar1 ben yapmig olmasam bile oldukga 1 2 3 4 5 6 7
fazla endiselenirim.

6. Bana gore bir felaketi 6nlemek {izere

harekete gegcmemek, bir felakete yol agmak 1 2 3 4 5 6 7
kadar kotidiir.

7. Birine zarar verme ihtimali bulundugunu

bildigimde, ne kadar imkansiz goriinse de 1 2 3 4 5 6 7

hep bunu engellemeye caligirim.

8. En kii¢iik hareketlerin bile sonug¢larini
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mutlaka diistinmeliyim.

9. Cogu kez, diger insanlarin benim hatam
olarak gérmedikleri seylerin sorumlulugunu
kendi iizerime alirim.

10. Yaptigim her sey ciddi problemlere yol
agabilir.

11. Baskalarina veya bir seylere zarar
vermeme sik sik ramak kaliyor.

12. Bagkalarin tehlike ve kotiiliiklerden
korumaltyim.

13. Baskalarina asla en ufak bir zarar bile
vermemeliyim.

14. Davranislarim i¢in ayiplanacagimi
biliyorum.

15. Yanlis giden seyler tizerinde en ufak bir
etkim varsa, onu dnlemeye caligmaliyim.

16. Bana gore, en ufak bir felaket olasilig
oldugunda harekete gegcmemek felakete
neden olmak kadar kotiidiir.

17. Eger baskalarin etkileyecekse, en basit
bir dikkatsizlik bile benim i¢in affedilmez
bir seydir.

18. Giinliik hayat1 ilgilendiren durumlarda,
hareketsiz kalmam, kotii niyetle yapilan
davranislar kadar zarar verici olabilir.

19. Cok kiigiik bir zarar verme olasilig
bulunsa bile ne yapip edip onu engellemeye
caligirim.

20. Baskalarina zarar vermis olduguma bir
kez inanirsam, kendimi asla affetmem.

21. Gegmiste yaptiklarimin ¢ogu,
bagkalarina bir zarar gelmesini engelleme
niyeti tagimigtir.

22. Baskalarinin, benim yaptigim seylerin
tiim sonuglarindan korunduklarindan emin
olmalryim.

23. Baskalarinin, benim
degerlendirmelerime pek giivenmemeleri
gerektigini diislinliyorum.

24. Eger herhangi bir sey icin
suc¢lanmayacagimdan emin olamiyorsam,
suclanacak biri konumunda oldugumu
hissederim.

25. Eger yeterince dnlem alirsam,
baskalarina zarar verecek kazalari
Onleyebilirim.

26. Cogu kez, eger yeterince dikkatli
olmazsam, kotii seylerin olabilecegini
diislinliriim.
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APPENDIX E

s-EMBU (Egna Minnen Betraffande Uppfostran- My memories of upbringing)

(ALGILANAN EBEVEYN TUTUMLARI-KISA FORMU)

Asagida ¢ocuklugunuz ile ilgili baz1 ifadeler yer almaktadir.
Anketi doldurmadan once asagidaki yonergeyi liitfen dikkatle okuyunuz:

1. Anketi doldururken, anne ve babanizin size karsi olan davramslarim
nasil algiladigimiz1 hatirlamaya ¢alismaniz gerekmektedir. Anne ve
babanizin ¢ocukken size karsi davranislarini tam olarak
hatirlamak bazen zor olsa da, her birimizin cocuklugumuzda anne
ve babamizin kullandiklar prensiplere iliskin baz1 anilarimiz
vardir.

2. Her bir soru icin anne ve babanizin size kars1 davranislarina uygun
secenegi yuvarlak icine alin. Her soruyu dikkatlice okuyun ve
muhtemel cevaplardan hangisinin sizin i¢cin uygun cevap olduguna
karar verin. Sorular1 anne ve babaniz icin ayr1 ayr1 cevaplayn.

Ornegin;

Anne ve babam bana iyi davramirlardi.

Hayir, hi¢cbir Evet, arada Evet, sik Evet, cogu
zaman sirada si1k Zaman
Baba 1 2 3 4
Anne 1 2 3 4

1. Anne ve babam, nedenini sdylemeden bana kizarlardi ya da ters davranirlardi.

Baba
Anne

Hayir, hi¢bir zaman

1
1

Evet, arada sirada

2
2
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Evet, sik sik

3
3

Evet, cogu zaman

4
4




2. Anne ve babam beni dverlerdi.

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

3. Anne ve babamin yaptiklarim konusunda daha az endiseli olmasin1 isterdim.

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

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

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

5. Eve geldigimde, anne ve babama ne yaptigimin hesabini vermek zorundaydim.

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

6. Anne ve babam ergenligimin uyarici, ilging ve egitici olmasi icin ¢aligirlardi.

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

7. Anne ve babam, beni baskalarinin 6niinde elestirirlerdi.

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

8. Anne ve babam, bana bir sey olur korkusuyla baska ¢ocuklarin yapmasina izin verilen
seyleri yapmamu yasaklarlardi.

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

9. Anne ve babam, her seyde en iyi olmam i¢in beni tesvik ederlerdi.

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

10. Anne ve babam davraniglari ile, drnegin lizgiin goriinerek, onlara kotii davrandigim igin
kendimi suglu hissetmeme neden olurlardi.

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

11. Anne ve babamin bana bir sey olacagina iliskin endiseleri abartiliydi.

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

12. Benim i¢in bir seyler kotii gittiginde, anne ve babamin beni rahatlatmaya ve
yiireklendirmeye ¢alistigini hissederdim.

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

13. Bana ailenin 'yiiz karas1' ya da 'glinah kegcisi' gibi davranilirdi.

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

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

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

16. Anne ve babam, kendimden utanmama neden olurlardi.

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

17. Anne ve babam, pek fazla umursamadan, istedigim yere gitmeme izin verirlerdi.

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

18. Anne ve babamin, yaptigim her seye karistiklarini hissederdim.

Hayir, higbir zaman  Evet, arada sirada Evet, sik stk Evet, cogu zaman
Baba 1 2 3 4
Anne 1 2 3 4
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19. Anne ve babamla aramda sicaklik ve sevecenlik oldugunu hissederdim.

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

21. Anne ve babam, kii¢iik kabahatlerim i¢in bile beni cezalandirirlard:.

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

22. Anne ve babam, nasil giyinmem ve gorinmem gerektigi konusunda karar vermek
isterlerdi.

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

23. Yaptigim bir seyde basarili oldugumda, anne ve babamin benimle gurur duyduklarini
hissederdim.

Hayir, higbir zaman  Evet, arada sirada Evet, sik stk  Evet, cogu zaman
Baba 1 2 3 4
Anne 1 2 3 4
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APPENDIX F

LIFE EVENTS INVENTORY FOR UNIVERSITY STUDENTS

(UNIVERSITE OGRENCILERI iCiIN YASAM OLAYLARI ENVANTERI)

Asagida giinliik yasantimzda size sikint1 verebilecek bazi olaylar ve
sorunlardan bahsedilmektedir. Her maddeyi dikkatli bir sekilde okuyarak,
SON BIR AY igerisinde bu olay ya da sorunun size ne yogunlukta bir sikint1
yasattiZin1 ve ne kadar siklikta boyle bir olay ya da sorunla karsilastigimiz
maddelerin karsilarinda bulunan seceneklerden uygun rakamlar isaretleyerek

belirtiniz.

Bu sorun size ne yogunlukta
bir sikinti

Bu sorunu ne siklikta
yasadimz?

yasatti/'yasatmakta?
Hi¢ Nadiren Ara Sik Her
Hi¢ Az Orta Fazla Cok Sira Sik zaman
Fazla
1. Derslerin agirhigi ve | 1 2 3 4 5 1 2 3 4 5
yogunlugu
2. Genel saglik 1 2 3 4 5 1 2 3 4 5
problemleri
3. Kiz/erkek 1 2 3 4 5 1 2 3 4 5
arkadasimla olan
problemler
4. Barinma ile ilgili 1 2 3 4 5 1 2 3 4 5
sorunlar
5. Ulagim sorunu ! 2 3 4 > ! 2 34 >
6. Zaman sikisiklig ! 2 3 4 > ! 2 3 4 >
7. Anne babamla 1 2 3 4 5 1 2 3 4 5
aramizdaki ¢atigsmalar
8. Gelecekle ilgili 1 2 3 4 5 1 2 3 4 5
kaygilar
9. Arkadag 1 2 3 4 5 1 2 3 4 5
iligkilerinde yasanan
sorunlar
10. Ulkedeki olumsuz | 1 2 3 4 5 1 2 34 5

siyasi geligsmeler
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11. Sevdigim
insanlardan ayr1 olmak
(aile, arkadaslar vs.)

12. Cevresel
kosullardan (giiriilti,
havalar, kirlilik vs.)
dolay1 yasanan
sorunlar

13. Okula uyum
saglayamamak

14. Maddi problemler

15. Sosyal faaliyetlere
katilamamak (spor,
sinemaya, tiyatroya
gitmek vs.)

16. Ogretim gorevlileri
ile ilgili sorunlar

17. Insanlarin
birbirlerine karsi
duyarsiz olmalari

18. Yalmzlik kaygilar

19. Kisiligimle ilgili
kendimi sorgulamak

20. Yorgunluk

21. I¢ki, sigara ve
benzeri aligkanliklarin
verdigi rahatsizliklar

22. Karar vermekte
giiclik ¢ekmek

23. Uykusuzluk

24. Beslenme problemi

25. Sorumluluklarimi
yerine getirememek

26. Reddedilme
korkusu

27. Fiziksel
goriintigiimle ilgili
endiseler

28. Okulda basarisiz
olmak

29. Aileden birinin
rahatsizlig1

30. Odevleryad a
projelerin verdigi
rahatsizliklar

31. Okudugum
bolimden memnun
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olmamak

32. Tiim ya da bazi
konularda emegimin
kargiligini alamamak

33. Yeterince ders
calisamamak

34. Smavlarin
sikigikligl, stnav
kaygisi

35. Okula devamsizlik
problemleri

36. Yurt ya da ev
arkadaslarimla
aramizdaki sorunlar

37. Kardesim/lerimle
ilgili sorunlar

38. Zamanimi
yeterince iyi
degerlendirememek

39. Kendimi insanlara
yeterince iyi ifade
edememek

40. Ailevi problemler

41. Calistigim isle
ilgili sorunlar

42. 1s goriismeleri ile
ilgili kaygilar

43. Yaymn
organlaridaki kotii
haberlerle iligkili
kaygilar

44. Derslerin Ingilizce
olmasindan dolay1
zorluk ¢ekmek

45. Cinsel sorunlar

46. Kilomla ilgili
kaygilar

47. Mezun olamama
kaygist

48. Hata yapma
kaygisi

49. Elestirilmekten
duydugum
rahatsizlik

50. Tatmin edici
iliskiler
kuramama/bulamama

51. Kiz/erkek
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arkadagstan ayrilma

52. Ailemin
beklentilerini yerine
getirememe kaygisi

53. Tim ya da bazi
derslerde basarisiz
olma endisesi

54. Yasadigim yere
uyum saglayamamak
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APPENDIX G

BECK DEPRESSION INVENTORY

(BECK DEPRESYON ENVANTERI)

Asagida, Kisilerin ruh durumlarim ifade ederken kullandiklari baz
ciimleler verilmistir. Her madde, bir ¢esit ruh durumunu anlatmaktadir. Her
maddede o ruh durumunun derecesini belirleyen 4 secenek vardir. Liitfen bu
secenekleri dikkatle okuyunuz. SON BIR HAFTA icindeki (su an dahil) kendi
ruh durumunuzu goz 6niinde bulundurarak, size en uygun olan ifadeyi
bulunuz. Daha sonra, 0o maddenin yanindaki harfin iizerine (x) isareti koyunuz.

1. a) Kendimi iizgiin hissetmiyorum.
b) Kendimi iizgiin hissediyorum.
¢) Her zaman i¢in lizgiiniim ve kendimi bu duygudan kurtaramiyorum.
d) Oylesine iizgiin ve mutsuzum ki dayanamiyorum.

2. a) Gelecekten umutsuz degilim.
b) Gelecege biraz umutsuz bakiyorum.
¢) Gelecekten bekledigim hicbir sey yok.
4) Benim i¢in bir gelecek yok ve bu durum diizelmeyecek.

3. a) Kendimi basarisiz gérmiiyorum.
b) Cevremdeki birgok kisiden daha fazla basarisizliklarim oldu sayilir.
¢) Geriye doniip baktigimda, ¢ok fazla basarisizligimin oldugunu goriiyorum.
d) Kendimi tiimiiyle basarisiz bir insan olarak goriiyorum.

4. a) Her seyden eskisi kadar zevk alabiliyorum.
b) Her seyden eskisi kadar zevk alamiyorum.
¢) Artik hicbir seyden gergek bir zevk alamiyorum.
d) Bana zevk veren hicbir sey yok. Her sey ¢ok sikict.

5. a) Kendimi suglu hissetmiyorum.
b) Arada bir kendimi suglu hissettigim oluyor.
¢) Kendimi ¢ogunlukla suglu hissediyorum.
d) Kendimi heran i¢in suglu hissediyorum.

6. a) Cezalandirldigimi diistinmiiyorum.
b) Bazi1 seyler igin cezalandirilabilecegimi hissediyorum.
¢) Cezalandirilmay1 bekliyorum.
d) Cezalandirildigimi hissediyorum.

182




10

11.

12.

13.

14.

. a) Kendimden hognutum.

b) Kendimden pek hosnut degilim.
¢) Kendimden hig¢ hoslanmiyorum.
d) Kendimden nefret ediyorum.

. a) Kendimi diger insanlardan daha k&tii gormiiyorum.

b) Kendimi zayifliklarim ve hatalarim i¢in elestiriyorum.
¢) Kendimi hatalarim i¢in ¢ogu zaman su¢luyorum.
d) Her kétii olayda kendimi sugluyorum.

. a) Kendimi 6ldiirmek gibi diislincelerim yok.

b) Bazen kendimi 6ldiirmeyi diisiiniiyorum, fakat bunu yapmam.
¢) Kendimi dldiirebilmeyi isterim.
d) Bir firsatin1 bulsam kendimi 6ldiiriiriim.

. a) Her zamankinden daha fazla agladigimi sanmiyorum.
b) Eskisine gore su siralarda daha fazla agliyorum.
¢) Su siralarda her an agliyorum.
d) Eskiden aglayabilirdim, ama su siralarda istesem de aglayamiyorum.

a) Her zamankinden daha sinirli degilim.

b) Her zamankinden daha kolayca sinirleniyor ve kiziyorum.
¢) Cogu zaman sinirliyim.

d) Eskiden sinirlendigim seylere bile artik sinirlenemiyorum.

a) Diger insanlara karg1 ilgimi kaybetmedim.

b) Eskisine gore insanlarla daha az ilgiliyim.

¢) Diger insanlara kars1 ilgimin ¢ogunu kaybettim.
d) Diger insanlara kars1 hi¢ ilgim kalmadi.

a) Kararlarimi eskisi kadar kolay ve rahat verebiliyorum.
b) Su siralarda karalarimi vermeyi erteliyorum.

¢) Karalarimi1 vermekte oldukea gii¢liik ¢ekiyorum

d) Artik hi¢ karar veremiyorum.

a) Dig goriiniigiimiin eskisinden daha kotli oldugunu sanmiyorum.
b) Yaslandigimi ve gekiciligimi kaybettigimi diisiiniiyor ve tiziiliiyorum.
c¢) Dis goriiniisiimde artik degistirilmesi miimkiin olmayan olumsuz degisiklikler

oldugunu hissediyorum.

15.

16.

17.

d) Cok ¢irkin oldugumu diisiiniiyorum.

a) Eskisi kadar iyi ¢alisabiliyorum.

b) Bir ise baslayabilmek icin eskisine gore kendimi daha fazla zorlamam gerekiyor.
¢) Hangi is olursa olsun, yapabilmek i¢in kendimi ¢ok zorluyorum.

d) Higbir is yapamiyorum.

a) Eskisi kadar rahat uyuyabiliyorum.

b) Su siralarda eskisi kadar rahat uyuyamiyorum

c) Eskisine gore 1 veya 2 saat erken uyaniyor ve tekrar aramakta zorluk ¢ekiyorum.
d) Eskisine gore ¢ok erken uyaniyor ve tekrar uyuyamiyorum.

a) Eskisine kiyasla daha ¢abuk yoruldugumu sanmiyorum.
b) Eskisinden daha ¢abuk yoruluyorum.
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¢) Su siralarda neredeyse her sey beni yoruyor.
d) Oyle yorgunum ki hi¢bir sey yapamiyorum.

18. a) Istahim eskisinden pek farkli degil.
b) Istahim eskisi kadar iyi degil.
¢) Su siralarda istahim epey koti.
d) Artik hi¢ igtahim yok.

19. a) Son zamanlarda pek fazla kilo kaybettigimi sanmiyorum.
b) Son zamanlarda istemedigim halde ii¢ kilodan fazla kaybettim.
¢) Son zamanlarda istemedigim halde bes kilodan fazla kaybettim.
d) Son zamanlarda istemedigim halde yedi kilodan fazla kaybettim.
Daha az yemeye calisarak kilo kaybetmeye calistyorum. Evet () Hayir ()

20. a) Sagligim beni pek endiselendirmiyor.

b) Son zamanlarda agri, siz1, mide bozuklugu, kabizlik gibi sorunlarim var.

¢) Agri, s1z1 gibi bu sikintilarim beni epey endigelendirdigi igin baska seyleri diisiinmek
zor geliyor.

d) Bu tiir sikintilar beni 6ylesine endiselendiriyor ki artik bagka bir sey diisiinemiyorum.

21. a) Son zamanlarda cinsel yasantimda dikkatimi ¢eken bir sey yok.
b) Eskisine oranla cinsel konularla daha az ilgileniyorum.
¢) Su siralarda cinsellikle pek ilgili degilim.
d) Artik, cinsellikle higbir ilgim kalmadi.
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APPENDIX H

STATE-TRAIT ANXIETY INVENTORY-TRAIT FORM

(DURUMLUK SUREKLILIK KAYGI ENVANTERI-SUREKLILIK KAYGI

FORMU)

Asagida Kisilerin kendilerine ait duygularini anlatmada kullandiklar:
birtakim ifadeler verilmistir. Her ifadeyi dikkatlice okuyun, sonra da genel
olarak nasil hissettiginizi, ifadelerin sag tarafindaki rakamlardan uygun
olanini isaretlemek suretiyle belirtin. Dogru ya da yanhs cevap yoktur.
Herhangi bir ifadenin iizerinde fazla zaman sarf etmeksizin genel olarak
naslil hissettiginizi gosteren cevabi isaretleyin.

Hemen Cok |Hemen
hicbir | Bazen|zaman | her
zaman zaman
1 | Genellikle keyfim yerindedir.
2 | Genellikle ¢cabuk yorulurum.
3 | Genellikle kolay aglarim.
4 | Baskalar1 kadar mutlu olmak isterim.
5 | Cabuk karar veremedigim i¢in firsatlar1 kagiririm
6 | Kendimi dinlenmis hissederim.
7 | Genellikle sakin, kendime hakim ve
sogukkanliyim.
8 | Giigliiklerin yenemeyecegim kadar biriktigini
hissederim.
9 | Onemsiz seyler hakkinda endiselenirim.
10 | Genellikle mutluyum.
11 | Her seyi ciddiye alir ve etkilenirim.
12 | Genellikle kendime giivenim yoktur.
13 | Genellikle kendimi emniyette hissederim.
14 | Sikintili ve gii¢ durumlarla karsilagmaktan
kag¢inirim.
15 | Genellikle kendimi hiiziinlii hissederim.
16 | Genellikle hayatimdan memnunum.
17 | Olur olmaz diisiinceler beni rahatsiz eder.
18 | Hayal kirikliklarini1 6ylesine ciddiye alirim ki hig
unutmam.
19 | Akli basinda kararli bir insanim.
20 | Son zamanlarda kafama takilan konular beni

tedirgin eder.
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APPENDIX I

TURKISH SUMMARY

GIRIS

Obsesit Kompulsif Bozukluk (OKB), anksiyete bozukluklar1 kategorisinde
siniflandirilan ve kisinin istegi disinda ortaya c¢ikan, siirekli, tekrarlayici, sikinti
verici diislince, imge ve diirtiiler (obsesyonlar) ile yineleyici davranmis ve zihinsel
eylemler (kompulsiyonlar) ile karakterize bir bozukluktur. Bu caligmanin genel
olarak amaci1 Obsesif Kompulsif Semptomatolojiye (OKS) yatkinlikla iligkili
faktorleri incelemek ve bu faktorlerin OKS’ye 6zgili olup olmadigini aragtirmaktir.
Bu calismada, OKB’ nin Salkovskis (1985, 1989) tarafindan gelistirilen biligsel
modeli temel alinarak, algilanan anne-baba yetistirme tutumlari, sorumluluk algis1 ve
yasam olaylarinin OKS’yi yordamadaki rolii incelenmistir.

DSM-IV’te (APA, 1994) obsesyonlarin gercek yasam sorunlari hakkinda
duyulan asir liziintiilerden farkli oldugu, kisinin bu diisiince, diirtii ve imgelere 6nem
vermemeye, baskilamaya ya da bagka bir diisince ya da eylemle bunlarn
etkisizlestirmeye calistig1, obsesyon ve kompulsiyonlarin belirgin bir sikintiya neden
oldugu ve kisinin olagan giinliik islerini, mesleki ya da egitimle ilgili islevselligini,
olagan toplumsal etkinliklerini ve iligkilerini etkiledigi belirtilmektedir. En sik
goriilen obsesyonlar bulagsma ve kirlenme obsesyonlari, kugsku obsesyonlari, diizen ve

simetri obsesyonlari, cinsel diisler ya da imgeler, agresif ya da korkung diirtiilerdir.
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En sik goriilen kompulsiyonlar ise kontrol, yikama ve temizleme, sayma ve siraya
koyma kompulsiyonlaridir (Eisen & Rasmussen, 2002).

Epidemiyolojik ¢alismalar OKB’nin yasam boyu prevalansinin % 1.9 ile %
2.5, yillik prevalansinin % 1.1 ile % 1.8 arasinda oldugunu gdstermektedir
(Weissman ve ark., 1994). Calismalar hastalifin kadin ve erkeklerde goriilme
oranmin esit olduguna ya da kadinlarda az da olsa daha sik goriildiigiine isaret
etmektedir (Bebbington, 1998; Karno, Golding, Sorenson, & Burnam, 1988; Lochner
& Stein, 2001; Weissman ve ark., 1994). Genellikle geng yetiskinlikte baslamakla
birlikte ergenlik hatta cocukluk doneminde de baglayabilmektedir. Caligmalar
OKB’nin erkeklerde kadinlara kiyasla daha erken yasta basladigin1 gostermektedir
(Lochner & Stein, 2001; Minichiello, Baer, Jenike, & Holland, 1990).

Obsesif Kompulsif Bozuklugu olan kisilerde major depresyon ve diger
anksiyete bozukluklarinin goriilme riskinin toplum normallerine gore yiiksek oldugu
gorilmektedir (LaSalle ve ark., 2004). OKB’ye hipokondriazis, viicut dismorfik
bozukluk (Denys ve ark., 2004; du Toit ve ark., 2001; Jaisoorya ve ark., 2003;
LaSalle ve ark., 2004; bknz. Bartz & Hollander, 2006), yeme bozukluklar1 (Denys,
Tenney, van Megen, de Geus, & Westenberg, 2004), impuls kontrol bozukluklar
(Grant, Mancebo, Pinto, Eisen, & Rasmussen, 2006), Tourette bozuklugu (Geller ve
ark., 2001) ve obsesif kompulsif kisilik bozuklugu (Baer ve ark., 1990) eslik
edebilmektedir.

Genellikle OKB semptomlar1 dalgali bir seyir gostermektedir. Farmakolojik
tedaviler ile biligsel davranis¢1 tedavilerin birlesimi OKB’nin tekrarlanma riskini

azaltmaktadir. Ancak obsesyon ve kompulsiyonlar zaman iginde siddetlerinde
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azalma ve ¢ogalmalarla birlikte cogunlukla kronik bir 6riintii gostermektedir (Jenike,
2001).

Obsesif kompulsif bozuklugun olugsmasi ve devami ile iliskili faktorlerin
aciklanmasinda ve tedavi siirecinde biligsel formiilasyonun Onemi dikkati
cekmektedir. Salkovskis (1985, 1989) OKB’nin agiklanmasinda biligssel bir model
onermektedir. Bu modele gore OKB’li kisilerde duygusal tepkilere yol acan
obsesyonlar degil bu obsesyonlarin ortaya ¢ikardigi bazi olumsuz otomatik
diistincelerdir. Salkovskis obsesif diisiinceler ve olumsuz otomatik diisiinceler
arasindaki farka dikkat ¢ekmistir. Obsesif diisiinceler mantiksiz, kabul edilemez ve
bireyi rahatsiz edici dislincelerken olumsuz otomatik diisiinceler kisinin
sorgulamadan ve test etmeden dogru olarak kabul ettigi, kisi i¢in mantikli ve kabul
edilebilir diisiincelerdir. Diger bir deyisle olumsuz otomatik diisiinceler obsesif
diisiincelerin ~ varligt  ve/veya igerigi nedeniyle olusan islevsel olmayan
varsayimlardir. Tekrarlayici ve rahatsiz edici disiinceler pek ¢ok bireyde
gozlenmesine ragmen ¢ogunlukla énemli duygusal bozukluklara yol agmamaktadir.
Obsesyonlarin bazi bireylerde duygusal bozukluklara neden olmasi bu diisiincelerin
birey tarafindan inanclarina ters olarak degerlendirilmesi ile yakindan iliskilidir. Eger
obsesyonel diislinceler bireyin hali hazirda var olan islevsel olmayan semalarini
aktive ediyorsa ancak o zaman bireyde olumsuz otomatik diisiinceler ortaya ¢ikar.
Eger bireyin obsesyonlarla ilgili varsayimlar1 tehlike, tehdit, zarar ve kisisel
sorumluluk iizerine odaklaniyorsa bireyin anksiyete yasamasi ka¢inilmazdir. Bu
bireyler obsesif diisiincelerin varligim1 ve igerigini, kendilerine ya da bagkalarina
gelebilecek bir zarardan sorumlu olduklari seklinde yorumlarlar. Obsesyonlarin

ortaya ¢ikardig1 otomatik diisiinceler cogunlukla bireyin bu tiir bir zarara neden olma
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ya da zarart Onlemeyle iligkili asir1 bir sorumluluk algisiyla iliskilidir. Birey
olabilecek bir zarardan kendisinin sorumlu oldugunu diisiiniiyorsa, olumsuz duygusal
tepkiler, nétralize edici kompulsif davranislar, kaginma davraniglart gibi tepkiler
ortaya ¢ikar. Tiim bu tepkiler kisa vadede bireyin yasadigi anksiyetenin azalmasina
neden olur ve dolayisiyla bu tepkiler pekisir. Ancak uzun vadede obsesyonlarla ilgili
islevsel olmayan varsayimlar, olumsuz duygusal tepkiler ve nétralize edici
davranislar zinciri kirilmadigi i¢cin bu mekanizma kisirdongii seklinde devam eder.
Dolayisiyla Salkovskis (1985, 1989) tarafindan 6nerilen OKB’nin bilissel modelinin
temelinde, obsesyonlarla etkilesime giren ve hastaligin devaminda 6nemli role sahip
bireysel sorumlulukla ilgili islevsel olmayan temel inang, tutum ve varsayimlar
vardir.

Salkovskis ve arkadasglar1 (2000) OKB’nin biligsel modelinde sadece
hastaligin devam etmesinde 6nemli role sahip sorumlulukla ilgili islevsel olmayan
temel inang, tutum ve varsayimlara degil ayni zamanda bu biligsel hatalarin
olusmasinda ve hastaligin aktive olmasinda etkili olan faktorlere de deginmislerdir.
Erken yasam deneyimleri oOzelliklede ebeveyn yetistirme tutumlarinin asiri
sorumluluk algisinin gelismesinde 6nemli role sahip oldugunu vurgulamislardir. Bu
tir bir gelisimsel risk faktoriine sahip bireyler hali hazirda var olan asin
sorumlulukla iligkili tutumlarmi aktive edici bir yasam olay1r ya da olaylar ile
karsilastiklarinda tekrarlayici ve rahatsiz edici diisiince, imge ve diirtiileri olumsuz
olarak yorumlamakta ve meydana gelebilecek olumsuz sonuglara iliskin asir1 bir
sorumluluk duymaktadirlar. Aslinda pek c¢ok kisinin zaman zaman yasadig1 rahatsiz
edici ve tekrarlayic1 diislince, imge, diirtii ve silipheler biligsel yatkinligi olan bu

bireylerde asir1 sorumlulukla ilgili varsayimlar dogurmaktadir.
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Sorumluluk tutumlari, kisinin énemli olumsuz sonuglara neden olma ya da
bu sonuglar1 dnleyebilme giiciine sahip olduguna iliskin islevsel olmayan inanglar
olarak tanimlanmaktadir. Kisi kendisine ya da bir baskasina gelebilecek zararin
mutlaka 6nlemsi gerektigine inanir. Bu olumsuz olaylarin sonuglar gercek yasamda
olabilecegi gibi ahlaki diizeyde de olabilir (Salkovskis ve ark., 2000).

Artmis sorumluluk algis1 ile OKB arasindaki iliski klinik ve klinik dis1
ornekleme sahip arastirmalarda ve deneysel c¢alismalarda incelenmis ve
Salkovskis’in biligsel modeliyle tutarli olarak obsesif kompulsif semptomlarla
sorumluluk tutumlarinin yakindan iligkili oldugu bulunmustur (Freeston, Ladouceur,
Gagnon, & Thibodeau, 1993; Freeston, Ladouceur, Thibodeau, & Gagnon, 1992;
Rheaume, Ladouceur, Freeston, & Letarte, 1995). Sorumlulugun deneysel olarak
manipiile edildigi bir ¢alismada (Lopatka & Rachman, 1995) sorumlulugun az
oldugu durumlarda OKB’li bireylerin daha az kontrol davranisi sergiledikleri,
kontrol davranislari i¢in harcanan zamanin azaldig1 ve hissedilen subjektif sikintinin
anlamh diizeyde distiigli bulunmustur. Bir diger c¢alismada, deney ortaminda
arastirmacinin denege eslik etti§i durumlarda algilanan sorumlulugun paylasilmasi
nedeniyle notralizasyonun anlamli diizeyde azaldigi gézlenmistir (Shafran, 1997).

Literatiirde islevsel olmayan sorumluluk tutumlariyla OKB arasindaki
iliskiyi inceleyen pek ¢ok ¢alisma olmasina ragmen bu inanc¢larin olugsmasinda hangi
faktorlerin rol oynadig: ile ilgili daha az arastirma vardir. Bu nedenle OKB’nin
etiyolojisindeki gelisimsel risk faktorlerinin incelenmesi Onemlidir. Arastirmacilar
OKB’ye yatkinlikta erken baglanma siiregleri ve ebeveyn yetistirme tutumlarinin
onemli gelisimsel faktorler olabilecegini vurgulamaktadir (Guidano & Liotti, 1983;

Safran, 1990; Salkovskis, Shafran, Rachman, & Freeston, 1999).
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Literatiirde reddedici ve kontrolcli/’koruyucu olmak {tizere iki temel ¢ocuk
yetistirme tutumundan s6z edilmektedir. Genel olarak reddedici tutumlar ¢ocuga
karst1 olumsuz ya da diismanca davraniglar1 igerirken, asir1 kontrolcii/koruyucu
tutumlar olas1 tehlikelere karsi cocugu korumaya odaklidir (Rapee, 1997). Duygusal
sicaklik ve sevgi goOsteren, ayni zamanda asirt koruyucu, kontrolcli ve reddedici
tutumlardan kacinan ebeveyn tutumlarinin ¢ocukta saglikli kisilik yapisinin gelisimi
i¢in 6nemlidir. Arastirmalar reddedici ve koruyucu ebeveyn tutumlarinin depresyon,
anksiyete bozukluklari, sizofreni, madde kdétiiye kullanimi, yeme bozukluklar1 gibi
pek cok psikopatoloji ile iliskili oldugunu gdstermektedir. Veriler 6zellikle reddedici
ebeveyn tutumlar ile depresyon, koruyucu ebeveyn tutumlar ile anksiyete arasinda
kuvvetli bir iliski oldugunu gostermektedir (McLeod, Weisz, & Wood, 2007;
McLeod, Wood, & Weisz, 2007).

Salkovskis, Shafran, Rachman ve Freeston (1999), erken yasam
deneyimlerinin Ozellikle de ebeveyn vyetistirme tutumlariin OKB ile iligkili
fonksiyonel olmayan inanglarin olusmasindaki 6nemini vurgulamakta ve asiri
sorumluluk algisinin gelisimiyle ilgili sistematik sekilde toplanmis verilerin
yetersizligine dikkat ¢ekmektedir. OKB’ye yatkinligi arastirmada asirt sorumluluk
inanglarinin temelini incelemek o©Onemlidir. Salkovskis ve arkadaglart (1999)
sorumluluk tutumlarinin gelisiminde rol oynayabilecek bazi faktdrler dnermislerdir.
Bu faktorlerden biri agir1 koruyucu anne-baba tutumlaridir. Bu yetistirme tutumuna
sahip ebeveynler cocugun giivenligiyle ilgili asir1 korku ve kaygi yasarlar. Bu
nedenle cocugun davranislarina asir1 miidahale eden, karisan tutumlar sergilerler. Bu
yetistirme tutumunda ebeveynler diinyanin tehlikelerle dolu oldugu ve cocugun

bunlarla miicadele etmekte yetersiz oldugu diisiincesiyle hareket ederler. Bazen bu
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tutuma ¢ocugun olasi tehlikelere karsi yeterli tedbir almamasina yonelik tekrarlayici
elestiriler de eslik edebilir. Bu tiir asir1 koruyucu, kontrolcii ve elestirel ebeveyn
davraniglart ¢ocugun diinya ve kendilik algisin1 olumsuz yonde etkiler. Cocuk
diinyay1 tehlikeli ancak kontrol edilebilir, kendisini ise bu tehlikelerle miicadele
etmekte yetersiz olarak algilayabilir. Ayn1 zamanda bu tiir tekrarlayan ebeveyn-
cocuk etkilesimleri sonucunda c¢ocuk giivenlik, tehlike Onleyici tedbirler ve
sorumlulukla ilgili davranislart model alabilir.

Gelisimsel risk faktorleri ve asir1 sorumluluk tutumlart gibi biligsel
yatkinligin yaninda ¢evresel faktorlerin varligi da OKB’yi tetikleyici etkiye sahiptir.
Ozellikle stresli yasam olaylarinin varhigi, anksiyete ve depresif duygu durumdaki
artis OKB’nin ortaya ¢ikmasi ya da var olan semptomlarin tetiklenmesinde etkilidir.

Yasam olaylarn ve anksiyete bozukluklar1 arasindaki iliskiyi inceleyen
arastirmalar panik bozukluk (Horesh, Amir, Kedem, Goldberger, & Kotler, 1997),
yaygin anksiyete bozuklugu (Newman & Bland, 1994), agorafobi (Franklin &
Andrews, 1999) ve sosyal fobi (Brown, Juster, Heimberg, & Winning, 1998)
hastalarinin normal kontrollerden anlamli diizeyde daha fazla yasam olay1
belirttiklerini, bu olaylar1 daha stresli olarak algiladiklarini ve bu olaylara daha zor
adapte olduklarini gostermektedir.

Diger anksiyete bozuklugu hastalar1 gibi OKB’li kisilerde de normal
kontrollere gore toplam yasam olaylar1 (Brown, Juster, Heimberg, & Winning, 1998)
ve stresli yasam olaylar1 miktarinin (McKeon, Roa, & Mann, 1984) daha fazla
oldugu goriilmektedir. Obsesif hastalar, hastaligin baslangicindan bir yil 6ncesinde
saglikli kontrollere kiyasla daha fazla yasam olayr belirtmektedirler. Kisi ya da

yakinlarindaki ciddi hastaliklar, dogum yapmak (McKeon, Roa, & Mann, 1984),
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ciddi tehlikeler (Valleni-Basile ve ark., 1996), aile iiyeleri ya da arkadaslarin
hastaliklar1 ya da dliimleri (Horesh, Amir, Kedem, Goldberger, & Kotler, 1997),
saglik ve ekonomik giivence ile ilgili problemler (Franklin & Andrews, 1999) en sik
ifade edilen olaylar olarak bulunmustur. Bununla birlikte OKB’ye yatkinligi olan
bireylerde is degistirme, evlilik, cocuk sahibi olma gibi sorumlulukta artisa neden
olabilen olaylar OKB’yi tetikleyebilmektedir (Salkovskis, Shafran, Rachman, &
Freeston, 1999).

OKB’nin biligsel modeline gore (Salkovskis ve ark., 2000) bazi yasam
olaylar1 hali hazirda var olan sorumlulukla ilgili inanglar1 aktive edebilmektedir.
Ozellikle yasam olayinin igerigi fonksiyonel olmayan asir1 sorumluluk algisiyla
oOrtiisiiyorsa bu durum obsesif diisiincelerin ortaya ¢ikmasina ya da artmasina neden
olmaktadir. Bu durum kisiyi kendisine ya da bir bagkasina gelebilecek zarari
onlemek adina noétralize edici davranislara ya da kag¢inma davranislarina sevk

etmektedir.

Calismanin Amaci

Bu calismanin genel olarak amaci klinik dist bir orneklemde Obsesif
Kompulsif Semptomatolojiye (OKS) yatkinlikla iligkili faktorleri incelemektir. Bu
calisma, OKB’ nin Salkovskis tarafindan gelistirilen biligssel modeli temel alinarak,
algilanan anne-baba yetistirme tutumlari, sorumluluk algis1 ve yasam olaylarinin
OKS’yi yordamadaki roliinii incelenmeyi amaglamistir. Buna ek olarak, yordayici
faktorlerin birbirleri ve OKS ile nasil iligkili olduklarin1 degerlendirmek
amaglanmistir. Algilanan ebeveyn tutumlarinin OKS’ye olan etkisinin sorumluluk

algis1 lizerinden oldugu varsayilmistir. Son olarak, s6z konusu yordayicilarin
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OKS’ye 0zgli olup olmadigmi arastirmak amaclanmis, bu nedenlerle aym
yordayicilarin depresif semptomlar ve siirekli kaygi ile iligkisi incelenmistir.
Sorumluluk tutumlarinin, algilanan asir1 koruyucu ebeveyn tutumlarinin ve yasam
olaylarinin OKS’yi anlaml diizeyde yordayacag: hipotezleri gelistirilmistir. Buna ek
olarak, algilanan asir1 koruyucu ebeveyn tutumlarinin OKS’yi yordayici etkisinin
sorumluluk tutumlar {izerinden olacagi, diger bir deyisle sorumluluk tutumlarinin
algilanan asir1 koruyucu ebeveyn tutumlar1 ile OKS arasinda araci degisken olacagi
hipotezi iretilmistir. Sorumluluk tutumlarinin depresyon ve siirekli kaygi igin
anlamli bir yordayict olmayacagi, algilanan ebeveyn tutumlarindan reddedici
tutumlarin depresyonu, asirt koruyucu tutumlarin ise siirekli kaygiyr yordayacagi
hipotezleri gelistirilmistir. Yasam olaylarinin ise depresyon ve siirekli kaygi i¢in de

anlaml bir yordayici olacagi varsayilmistir.

YONTEM
Katihmeilar
Bu calismaya Orta Dogu Teknik Universitesi’nin ¢esitli boliimlerinde okuyan
toplam 300 6grenci katilmistir. Katilimceilarin 15371 (%51) erkek, 147°s1 (%49)

kadindir. Orneklemin yas ortalamas1 19.55’tir.

Ol¢iim Araclar
Demografik Bilgi Formu: Katilimci ve aile liyelerinin bazi demografik 6zellikleri
hakkinda bilgi toplamak amaci ile arastirmaci tarafindan gelistirilmistir.
Padua Envanteri-Washington Eyalet Universitesi Revizyonu (Padua Inventory-

Washington State University Revision): Obsesif kompulsif semptomlarin diizeyini
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O0lecmek amaciyla kullanilmistir. Sanavio (1988) tarafindan gelistirilen 6lgek Burns
(1996) tarafindan revize edilmistir. 5’11 Likert tipi 39 maddeden olusmaktadir.
Olgekten alman toplam puanin yiiksekligi obsesif kompulsif semptomlarin siddetine
isaret etmektedir. Zarar vermeye yonelik obsesyonel diirtiiler, zarar vermeye yonelik
obsesyonel diisiinceler, bulasma obsesyonlar1 ve yikama kompulsiyonlari, kontrol
kompulsiyonlar1 ve giyinme kompulsiyonlart olmak iizere toplam 5 faktérden
olusmaktadir. Tiirk¢e versiyonunun gecerlik gilivenirlik analizleri Yorulmaz, Dirik,
Karanci ve Burns (2006) tarafindan yapilmis ve orijinal dlgekle benzer faktor yapisi
bulunmustur.

Sorumluluk Tutumlar Olcegi (Responsibility Attitudes Scale): Sorumlulukla ilgili
genel tutum ve inanglart degerlendirmek amaciyla kullamilmistir. Salkovskis ve
arkadaslar1 (2000) tarafindan gelistirilen Olgekte 7°li Likert tipi toplam 26 madde
bulunmaktadir. Olgekten alinan puanlarin yiiksekligi sorumluluk tutumlarinin
yiiksekligine isaret etmektedir. Tirkce gecerlik gilivenirlik c¢alismast Yorulmaz
(2002) tarafindan yapilmistir.

Algilanan Ebeveyn Tutumlari-Kisa Formu (Egna Minnen Betraffande Uppfostran
(s-EMBU)-My Memories of Upbringing): Katilimcilarin, ebeveynlerinin ¢ocuk
yetistirme tutumlart ile 1lgili algilarin1 degerlendirmek amaciyla kullanilmastir.
Arrindell ve arkadaglar1 (1999) tarafindan olusturulan kisa form 4’li Likert tipi 23
maddeden olusmaktadir. Maddeler anne ve baba tutumlar1 igin ayr1 ayrn
puanlanmaktadir. Olgegin reddedici, asir1 koruyucu ve duygusal sicaklik olmak iizere
3 alt boyutu vardir. Alt 6lgekten alinan puanin yiiksekligi, o alt dlgekteki algilanan

anne ya da baba yetistirme tutumunun yliksekligine isaret eder. Tlirk¢e versiyonunun
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adaptasyon c¢alismas1 Karanci ve arkadaglar1 (2006) tarafindan yapilmis, anne ve
baba yetistirme tutumlar i¢in orijinal 6lgekle ayni faktdr yapisi bulunmustur.
Universite Ogrencileri Icin Yasam Olaylar1 Envanteri (Life Events Inventory for
University Students): Oral (1999) tarafindan gelistirilen ve Ding (2001) tarafindan
revize edilen dlgek 5°li Likert tipi toplam 54 maddeden olusmaktadir. Yagsam olaylari
hem siklik hem de siddet/yarattig1 stres diizeyi acisindan degerlendirilmektedir.

Beck Depresyon Envanteri (Beck Depression Inventory): 21 maddeden olusan
Olcek (Beck, Ster, & Garbin, 1988) depresif semptomlarin diizeyini degerlendirmek
amactyla kullanilmistir. 0 ile 3 arasinda puanlanan maddelerden alinan toplam
puanin yiiksekligi depresif semptomlarin siddetine isaret etmektedir.
Durumluk-Siireklilik Kaygi Envanteri-Siireklilik Kaygi Formu (State-Trait
Anxiety Inventory-Trait Form): Siirekli kaygi diizeyini degerlendirmek amaciyla
kullanilan 6lgek (Spielberg, Gorsuch, & Lushere, 1970) 4°lii Likert tipi 20 maddeden

olusmaktadir. Tiirkgeye Oner ve Le Compte (1985) tarafindan adapte edilmistir.

Islem

Olgiim araglar1 2006 bahar déneminde Orta Dogu Teknik Universitesi’nin
cesitli bolimlerinde okuyan Ogrencilere ders saatlerinde uygulanmis ve uygulama
yaklasik 30-40 dakika siirmiistiir. Olcekler, siralama etkisini énlemek amaciyla farkli

sekillerde siraya konmustur.

TEMEL BULGULAR VE TARTISMA
Bu calismada Obsesif Kompulsif Semptomlarin (OKS) yordayicilari, bu

yordayicilarin birbirleri ve OKS ile iliskileri ve OKS’ye 6zgii olup olmadiklarini
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degerlendirmek amaciyla ¢oklu regresyon analizleri kullanilmistir. Ancak daha 6nce
yiiksek ve diisiik obsesif kompulsif semptom (OKS) gruplari, depresif semptom
gruplar1 ve siirekli kaygi gruplar1 olusturulmus ve bu gruplar kovaryans analizleri
kullanilarak algilanan anne-baba tutumlar1 agisindan karsilastirilmistir. Kovaryans
analizlerinin sonuclarina gore yiiksek OKS grubundaki katilimcilar diisiik OKS
grubundaki katilimcilara kiyasla anne ve babanin asir1 koruyucu tutumlarindan
anlaml diizeyde daha yiiksek puan almiglardir. Buna karsin, yiiksek OKS ve diisiik
OKS gruplar1 arasinda anne ve babanin reddedici ve duygusal sicaklik tutumlari
acisindan anlamli bir fark bulunmamistir. Yiiksek ve diisiik depresyon gruplarinin
algilanan anne-baba tutumlar1 agisindan karsilastirildigi kovaryans analizinin
sonuglara gore ise yiiksek depresyon grubundaki katilimcilarin diisiik depresyon
grubundaki katilimcilara kiyasla annenin ve babanin reddedici tutumlarindan anlaml
diizeyde daha yiiksek, anne ve babanin duygusal sicaklik tutumlarindan anlamh
diizeyde daha diisiik puan almiglardir. Ancak yiiksek depresyon ve diisiik depresyon
gruplar1 arasinda anne ve babanin asir1 koruyucu tutumlar1 agisindan bir fark
bulunmamistir. Yiiksek ve diisiik siirekli kaygi gruplar1 algilanan anne-baba
tutumlar1 agisindan karsilastirildiklarinda, yiiksek siirekli kaygi grubundaki
katilimeilar distik siirekli kaygi grubundaki katilimcilara kiyasla anne ve babanin
duygusal sicaklik tutumlarindan anlamli diizeyde daha yiliksek puan almislardir.
Ozetle, kovaryans analizlerinin sonuglar1 yiiksek OKS’ye sahip katilimcilarin anne
ve babalarmin yetistirme tutumlarimi daha koruyucu olarak algiladiklarini
gostermistir. Buna karsin yliksek depresyon semptomlarina sahip katilimcilar anne
ve babalarinin yetistirme tutumlarin1 daha reddedici ve daha az duygusal sicak olarak

algilamaktadirlar. Calismanin ilging bulgularindan biri ytiksek siirekli kaygiya sahip
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katilimcilarin anne ve babalarinin yetistirme tutumlarimi daha sicak olarak
algilamalaridir.

Obsesif kompulsif semptomlarin, depresyon semptomlarinin ve siirekli
kaygmin yordayicilarini belirlemek i¢in ¢oklu regresyon analizleri uygulanmstir.
OKS’nin yordayicilarini belirlemek i¢in yapilan regresyon analizinde ilk blokta yas,
cinsiyet, depresyon ve siirekli kaygi puanlar1 kontrol degiskenleri olarak girilmistir.
Ikinci blokta, anne ve babanin reddedici, asir1 koruyucu ve duygusal sicaklik
tutumlar1 olmak tizere algilanan ebeveyn tutumlari 6l¢eginden elde edilen toplam alt1
alt 6lgek puani girilmistir. Ugiincii blokta sorumluluk tutumlar1 puanlari, dordiincii
blokta ise yasam olaylar1 puanlar girilmistir. Ikinci bir ¢oklu regresyon analizi ile
sorumluluk tutumlarinin hangi anne-baba tutumlarindan yordanabildigi incelenmistir.
Bu iki regresyon analiziyle hem Onerilen yordayici degiskenlerin OKS {izerindeki
etkileri hem de sorumluluk tutumlarinin aract degisken rolii incelenmis olmaktadir.
Regresyon analizlerinin sonuglarina gore annenin algilanan asir1 koruyucu tutumu,
sorumluluk tutumlar1 ve yasam olaylart OKS’nin anlamli diizeyde yordayicilari
olarak bulunmustur. Buna ek olarak sorumluluk tutumlari, algilanan anne-baba
tutumlar1 i¢inde yalnizca anne ve babanin asir1 koruyucu tutumlar tarafindan
yordanmustir. Ilk regresyon analizinde annenin algilanan asir1 koruyucu tutumunun
OKS fiizerindeki etkisi, sorumluluk tutumlarinin regresyon denklemine girmesiyle
anlamli diizeyde diismiis, bu sonu¢ sorumluluk tutumlarinin annenin algilanan asir1
koruyucu tutumu ve OKS arasindaki iliskide araci degisken oldugunu gostermistir.
Diger bir deyisle, annenin algilanan asir1 koruyucu tutumunun sorumluluk tutumlari
tizerinden OKS’yi yordadigi bulunmustur. Sonug¢ olarak annenin algilanan asiri

koruyucu tutumunun, sorumluluk tutumlarinin ve yasam olaylarinin yiiksekligi
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OKS’yi yordamada anlamli etkiye sahiptir. Annenin algilanan asir1 koruyucu
tutumlarinin sorumluluk algisini artirarak OKS’ye etki etmesi bu ¢alismanin énemli
bulgularindan biridir.

Depresyonun yordayicilarin1 belirlemek i¢in yapilan regresyon analizinde
yordayict degisken olarak ayni degisken seti kullanilmis ancak bu defa kontrol
degiskenleri olarak yas, cinsiyet, siirekli kaygi ve OKS puanlart girilmistir.
Regresyon analizlerinin sonucglarina gore annenin algilanan reddedici tutumu,
babanin algilanan duygusal sicaklik tutumu ve yasam olaylar1 depresyonun anlamli
yordayicilart olarak bulunmustur. Buna ek olarak beklenildigi tizere sorumluluk
tutumlarinin depresyon i¢in anlamli bir yordayici olmadigr bulunmustur. Sonug
olarak annenin algilanan reddedici tutumunun yiiksekligi, babanin algilanan duygusal
sicakliginin diisiikliigli ve yasam olaylarinin yiiksekligi depresyonu yordamada
anlaml etkiye sahiptir.

Stirekli kayginin yordayicilarini belirlemek icin yapilan regresyon analizinde
yordayict degisken olarak yine aymi degisken seti kullanilmis ancak bu defa yas,
cinsiyet, OKS ve depresyon puanlart kontrol degiskenleri olarak girilmistir.
Regresyon analizlerinin sonuglarina gore annenin algilanan duygusal sicakligi,
sorumluluk tutumlari ve yasam olaylar stirekli kaygiyr anlaml diizeyde yordamistir.
Beklenin aksine sorumluluk tutumlarinin siirekli kaygi i¢in de anlamli bir yordayici
olarak bulunmasina ragmen sorumluluk tutumlar1 annenin algilanan duygusal
sicaklig1 ve siirekli kaygi arasinda araci degisken olarak bulunmamaistir. Sonug olarak
annenin algilanan duygusal sicakliginin, sorumluluk tutumlarinin ve yasam

olaylarmin yiiksekligi siirekli kaygiy1 yordamada anlaml etkiye sahiptir.
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Calismanin bulgular1 genel olarak calismanin varsayimlarini desteklemekte
ve literatiirle tutarli sonuglara isaret etmektedir. Sorumluluk tutumlarmin OKS’yi
yordayacag1 varsayilmis ve bu hipotez desteklenmistir. Bu calismanin bulgulari
yiiksek sorumluluk algisina sahip kisilerin yiiksek diizeyde obsesif kompulsif
semptomlara sahip olma egiliminde oldugunu gostermektedir. Sorumluluk tutumlar
ile obsesif kompulsif semptomlar arasindaki iliskiye yonelik bulgu, Salkovskis’in
(1985, 1989) OKB i¢in o6nerdigi bilissel modeli destekler niteliktedir. Salkovskis,
artmis sorumluluk algisinin OKB’nin gelismesi ve devaminda 6nemli role sahip bir
biligsel eleman oldugunu savunmaktadir. Daha 6nce de soz edildigi gibi artmis
sorumluluk algisina sahip bireyler kendisine ya da bagskalarina gelebilecek bir zarara
neden olma veya Onlemeye yonelik asir1 bir sorumluluk duyarlar. Bu tiir islevsel
olmayan inang sistemine sahip bireylerde tekrarlayici diisiinceler kisinin tehlike,
zarar ve sorumlulukla ilgili inanglarmi aktive ettigi igin olumsuz otomatik
diisiincelere neden olur. Aslinda rahatsiz edici, kontrol edilemeyen ve tekrarlayici
diisiinceler pek ¢ok kisi tarafindan zaman zaman yasansa da biligsel olarak yatkinlig
olan bireylerde kisisel anlam kazanarak sikintiya neden olur ve kisi zarar vermeye
yonelik kisisel sorumlulugun yol actifi kaygiyr azaltmak icin ka¢inma davraniglar
ve notralize edici davraniglar sergilerler.

Sorumluluk tutumlarinin 6neminin obsesif kompulsif semptomatolojiye 6zgii
olup olmadigini degerlendirmek amaciyla sorumluluk tutumlar1 ve siirekli kaygi
arasindaki iligki de incelenmistir. Literatiirde bu konuyla ilgili farkli sonuglar
bulunmakla birlikte sorumluk tutumlarinin OKB ile daha yakindan iliskili olduguna
ve sorumluluk algisinin kaygi ve depresif semptomlara kiyasla OKB i¢in daha

onemli ve kuvvetli bir yordayici olduguna isaret etmektedir (Salkovskis ve ark.,
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2000; Steketee, Frost, & Cohen, 1998). Bu nedenle bu ¢alismada sorumluluk
tutumlarinin  siirekli  kaygiyr yordamayacagi varsayilmis ancak bu hipotez
desteklenmemistir. Sorumluluk tutumlarinin siirekli kaygiyr anlamhi diizeyde
yordadigr bulunmustur. Salkovskis ve arkadaglar1 (2000) sorumluluk algisini
sorumluluk 1ile ilgili tutumlar ve sorumlulukla ilgili varsayimlar olarak iki diizeyde
incelemis; sorumlulukla ilgili varsayimlar obsesyonlara yliklenen anlamlar olarak
aciklanirken, sorumlukla ilgili tutumlar daha genel olarak bir durumla ilgili
hissedilen sorumluluk egilimi olarak agiklanmistir. Sorumluluk varsayimlarinin
OKB’ye daha spesifik olabilecegi, buna karsin sorumluluk tutumlarinin sugluluk,
kaygt ve duygudurum bozukluklar1 ile de iligkili olabilecegi belirtilmistir.
Dolayisiyla bu calismada sorumluluk tutumlarinin  sadece OKS’ye 06zgi
bulunmamasi, sorumluluk algisinin yalnizca daha genel olan sorumluluk tutumlari
diizeyinde incelenmis olmasindan kaynaklanabilir. Sonu¢ olarak arastirmanin
bulgulart sorumluluk tutumlarimin hem OKS hem de siirekli kaygi i¢cin onemli
yordayicilar oldugunu gostermektedir.

Calismanin  varsayimint ~ destekler nitelikte, sorumluluk tutumlarinin
depresyon icin anlamli diizeyde yordayici etkisi olmadigi bulunmustur. Depresyonun
biligsel modeline gore kayip, basarisizlik, yetersizlik ve umutsuzluk gibi biligsel
temalar depresyonda 6nemli rol oynamaktadir. Depresyon daha ¢ok kayip algist ile
karakterize iken kaygi bozukluklar1 daha c¢ok tehlike ve tehdit algisi ile karakterizedir
(Beck, 1987). Baskasina veya kendine zarar vermeye veya bu zarar1 6nlemeye iliskin
duyulan artmis sorumluluk algisi kiside asir1 kaygiya neden olan biligsel bir hatadir.

Dolayisiyla sorumluluk tutumlarimin OKS ve siirekli kaygiyr yordarken depresyon
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icin anlaml1 diizeyde agiklayict bir etkiye sahip olmamasi, farkli psikopatolojilerde
farkli biligsel inanglarin 6nemini vurgulayan bilissel teorileri destekler niteliktedir.

Algilanan ebeveyn tutumlarindan anne babanin asir1 koruyucu tutumunun
OKS’yi yordayacagi varsayilmis ve bu hipotez annenin algilanan asir1 koruyuculugu
icin desteklenmistir. Bu bulgu, Onceki ¢alismalarin sonuglariyla uyumludur
(Aygicegi, Harris & Dinn, 2002; Turgeon, O’Connor, Marchand, & Freeston, 2002).
Daha oOnce de deginildigi gibi asir1 koruyucu ebeveyn tutumlari c¢ocugun
davraniglarina asir1 miidahale eden davraniglari igerir. Bu tarz yetistirme tutumuna
sahip ebeveynler cocugun giivenligiyle ilgili asir1 korku ve kaygi yasar, diinyanin
tehlikelerle dolu oldugu ve c¢ocugun bunlarla miicadele etmekte yetersiz oldugu
diisiincesiyle hareket ederler. Cocugun olas1 tehlikelere karsi yeterli tedbir
almamasina yonelik tekrarlayici elestirilerde bulunabilirler. Bu tiir asir1 koruyucu,
kontrolcii ve elestirel ebeveyn davranislart ¢ocugun diinyay1 tehlikeli ancak kontrol
edilebilir, kendisini ise bu tehlikelerle miicadele etmekte yetersiz olarak algilamasina
neden olabilir. Bu tiir ebeveyn-cocuk iliskisi bireyde zarar verme ve zarar1 6nlemeye
iliskin artmis sorumluluk algisinin gelismesinde 6nemli role sahiptir (Salkovskis,
Shafran, Rachman, & Freeston, 1999). Bu c¢alismada da annenin algilanan asir1
koruyucu tutumlarinin sorumluluk algist ve dolayisiyla obsesif kompulsif
semptomlar {izerinde anlamli etkiye sahip oldugu bulunmustur. Sorumluluk
tutumlarinin araci degisken olarak bulunmasi annenin algilanan asir1 koruyucu
tutumunun kiside sorumluluk tutumlarini artirarak OKS iizerine etki ettigine dikkati
cekmektedir.

Algilanan asir1 koruyucu ebeveyn tutumunun sadece OKS i¢in degil stirekli

kaygi icin de anlamli bir yordayici olacagi varsayilmis ancak bu hipotez
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desteklenmemistir. Algilanan ebeveyn tutumlar1 ve siirekli kaygi arasindaki iliski
incelendiginde, annenin algilanan duygusal sicakliginin siirekli kaygi {izerinde
anlamli diizeyde yordayict etkiye sahip oldugu goriilmektedir. Bu, arastirmanin
ilging bulgularindan biridir. Literatiir ebeveynin asir1 koruyucu ve kontrolcii tutumu
ile kaygi arasinda kuvvetli bir iliski oldugunu gdstermektedir (McLeod, Wood, &
Weisz, 2007). Bu nedenle bu calismada asir1 koruyucu ebeveyn tutumlarinin siirekli
kaygt ve OKS icin genel bir gelisimsel risk faktorii oldugu varsayilmistir. Annenin
algilanan duygusal sicaklik tutumlarinin siirekli kaygiyr yordamasi ve bu ikisi
arasindaki pozitif iliskinin nedenlerinden biri ebeveyn tutumlarini degerlendirmek
amaciyla geriye doniik degerlendirme gerektiren bir 6l¢iim aracinin kullanilmasi
olabilir. Universite 6grencilerinden olusan bu &rneklemde yiiksek siirekli kaygiya
sahip kisilerin annelerinin su andaki destekleyici ve sicak tutumlari gegmise yonelik
degerlendirmelerini etkilemis olabilir. Ancak Ol¢lim aracindan kaynaklanan bu
kisitlilik sadece siirekli kaygi i¢in degil OKS ve depresif semptomlarinin yordanmasi
icin de gecerlidir. Dolayisiyla siirekli kaygi ve annenin algilanan duygusal sicaklik
tutumlar1 arasinda bulunan pozitif iligki aslinda varolan iliskiyi yansitiyor olabilir.
Literatiirde ebeveyn c¢ocuk etkilesiminin yOniiniin belirlenmesinin oldukca zor
oldugu belirtilmektedir (Jacobi, Calamari, & Woodard, 2006). Anksiyeteye yatkin bir
cocugun aile dinamiklerini ve ebeveyn yetistirme tutumlarini sekillendirmesi de
yiiksek bir olasiliktir. Dolayisiyla kaygili yapiya sahip bir ¢ocugun davranislar
ebeveyn davranislarini etkileyerek onlar1 gocuga karsi daha sicak, destekleyici ve
yiiceltici davranislara sevk edebilir.

Algilanan ebeveyn tutumlarinin depresyon {lizerindeki yordayici etkisi

degerlendirildiginde, varsayilan hipotezleri destekler nitelikte, annenin algilanan
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reddedici tutumu ve babanin algilanan duygusal sicakliginin depresyonu anlamli
diizeyde yordadigi bulunmustur. Annenin yetistirme tutumlarin1 reddedici ve babanin
yetistirme tutumlarin1 duygusal sicakliktan yoksun olarak algilayan katilimcilarin
daha yiiksek diizeyde depresif semptomlarina sahip olma egilimi gosterdikleri
bulunmustur. Literatiirdeki ¢alismalar da reddedici ebeveyn tutumlar1 ve depresyon
arasinda kuvvetli iligki oldugunu gostermektedir (McLeod, Weisz, & Wood, 2007).
Reddedici yetistime tutumlart ¢ocugu cezalandirma, utandirma, elestiri yoluyla
reddetme, diger kardesleri kayirma, c¢ocugu kotileme vb. gibi davraniglan
icermektedir Duygusal sicaklik iceren tutumlar ise ¢ocuga sevgi ve sefkat gosteren,
destekleyici ve yiiceltici davranislarla tanimlanmaktadir (Arrindel ve ark., 1999).
Dolayisiyla duygusal sicakliktan yoksun ve reddedici ebeveyn tutumlari kiside
kendilik degeri, yetersizlik, kayip, umutsuzluk, basarisizlik gibi biligsel inanglarin
olusmasina katkida bulunarak depresyon i¢in gelisimsel bir yatkinliga neden olabilir.

Yasam olaylariin ¢evresel etkenler olarak OKS, depresyon ve siirekli
kaygmin her biri i¢in anlamli bir yordayici olacagi varsayilmis ve bu hipotez
calismanin bulgulariyla desteklenmistir. Yasam olaylarinin sikligi ve kisi igin
yarattig1 stres diizeyinin yiiksekligi obsesif kompulsif semptomlar, depresif
semptomlar ve siirekli kayginin yiiksekligi ile iliskili bulunmustur. Bu bulgu, stresli
yasam olaylarinin psikopatolojilerin ortaya ¢ikmasi ve/veya var olan semptomlarin
kotiilesmesinde  etkili  oldugunu gdsteren pek c¢ok arastirma ile paralellik

gostermektedir.
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SONUC VE ONERILER

Bu ¢alisma, Salkovskis (1985, 1989) tarafindan 6nerilen OKB’nin biligsel
teorisi temelinde, algilanan ebeveyn yetistirme tutumlari, sorumluluk algisi ve yasam
olaylar1 gibi Obsesif Kompulsif Semptomlarin (OKS) gelismesi, ortaya ¢ikmasi ve
devaminda 6nemli rol oynayan faktorleri incelemistir. Ayrica bu faktorlerin OKS’ye
0zgli olup olmadiklar1 siirekli kaygi ve depresyon ile karsilastirilarak
degerlendirilmistir.

Sorumluluk tutumlari, bir bagkasina ya da kendisine gelebilecek zarara neden
olma ya da onlemeye iliskin asir1 sorunluluk duyma olarak tanimlanmaktadir. Bu
calismada artmis sorumluluk algisinin OKS i¢in 6nemli bir biligsel yatkinlik oldugu
gosterilmis ve bu biligsel yatkinligin temelinde annenin algilanan asir1 koruyucu
tutumunun 6nemli rol oynayabilecegi gosterilmistir. Bu ¢alismanin en 6nemli katkisi
gelisimsel bir yatkinlik faktoriiniin (annenin algilanan asir1 koruyucu tutumlari)
biligsel bir yatkinhik faktorii (sorumluluk tutumlari) {izerinden obsesif kompulsif
semptomlara olan etkisini gostermesidir. Bu caligma, fonksiyonel olmayan bilissel
inanglarin temelinde erken yasam deneyimlerinin &zellikle ebeveyn yetistirme
tutumlariin roliinii vurgulamaktadir. Stresli yasam olaylarimin varligi da obsesif
kompulsif semptomlar1 aktive edici role sahiptir.

Sorumluluk tutumlari, siirekli kaygi ve OKS icin ortak bir biligsel faktor
olarak bulunmugsa da algilanan ebeveyn yetistirme tutumlari, sorumluluk algist ve
semptomatoloji arasindaki iligskinin sadece OKS’ye 6zgii oldugu dikkati cekmektedir.
Depresyon ve OKS arasinda da ebeveyn yetistirme tutumlart ve biligsel faktorler
acisindan anlamli farklar bulunmustur. Sorumluluk tutumlarinin depresyonu

yordayict etkisinin bulunmamasi bu tutumun daha ¢ok kaygi ile iligkili bir biligsel
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faktor oldugunu ortaya koymaktadir. Algilanan ebeveyn yetistirme tutumlar
acisindan da reddedici ve duygusal sicaklik tutumlar1 depresyonla iligkili iken asiri
koruyucu tutumlarin depresyonu yordamada etkisiz kalmasi yine annenin algilanan
asir1 koruyucu tutumunun OKS’ye 6zgii bir yordayici oldugunu gostermektedir.

Bu calismadan elde edilen sonuglarin kinik popiilasyona genellestirilebilmesi
icin bu calismanin OKB, diger anksiyete bozuklugu ve depresyon hastalarinin
olusturdugu klinik bir 6rneklemde tekrarlanmasi gerekmektedir.

Bu calismada ebeveyn yetistirme tutumlar ile ilgili veriler geriye doniik
olarak toplanmis, diger bir deyisle yetiskin katilimcilara c¢ocukluklarinda anne-
babalarinin  kendilerine yonelik yetistirme tutumlarini  nasil  hatirladiklar
sorulmustur. Dolayisiyla elde edilen bilgiler anne-babanin gercek yetistirme
tutumlarindan ziyade katilimcilarin algilarina dayanmaktadir. Ancak bu tutumlarin
kendisi kadar nasil algilandiklar1 ve mevcut semalara nasil asimile edildigi de en az
ebeveyn yetistirme tutumlarimin kendisi kadar onemli veriler vermektedir. Bu
nedenle elde edilen bulgular ister gergek ebeveyn yetistirme tutumlarini ister
katilimcilarin yanli algilarin1 yansitmis olsun bu konuyu arastiran daha fazla
calismaya ihtiyag vardir. Gelecek calismalarda hem katilimcilarin 6z bildirimlerine
hem de ebeveynlere dayanarak farkli bilgi toplama kaynaklarinin kullanmasi bu

kisitlilig1 azaltabilir.

CALISMANIN BASLICA KATKILARI

Ebeveyn yetistirme tutumlart ve artmis sorumluluk algis1 gibi obsesif

kompulsif semptomatolojinin olugmasi, gelisimi ve devamini saglayan faktorlerin
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onemine dikkat ¢ceken bu calisma OKS’nin bilissel tedavisi acisindan da 6nemli
bilgiler vermektedir.

Salkovskis (1985) obsesyonlar ve obsesyonlarin yol actig1 olumsuz otomatik
diisiincelerin ayrimima dikkat ¢cekmis OKB’nin biligsel tedavisinde obsesyonlarin
degil obsesyonlarla ilgili islevsel olmayan varsayimlarin ele alinmasi gerektigini
vurgulamistir. Bu nedenle OKB’nin tedavisinde sorumlulukla ilgili tutumlar ve
varsayimlar 6nemli role sahiptir. Kendine ve baskasina zarar verme veya zarari
onlemeye iligkin asir1 sorumlulukla ilgili olumsuz otomatik diisiincelerin farkina
varilmasi, belirlenmesi ve duzeltilmesi tedavi surecinde Onemli katkilar
saglamaktadir (Ladouceur, Leger, Rheaume, & Dube, 1996). Tedavi siirecinde
obsesyonlarin varlig1 ve igerigiyle iliskili olumsuz otomatik diisiincelerin tespit edilip
diizeltilmesi, sorumlulukla ilgili daha makul ve gergekei varsayimlarin gelistirilmesi
gerekmektedir (Rachman, 1998). Sorumlulukla ilgili fonksiyonel olmayan
varsayimlar ve tutumlar ele alinmadig siirece Salkovskis’in modelinde deginilen
kisirdongiiniin kirilmas1 miimkiin degildir ¢iinkii hastaligin devam etmesinde rol
oynayan en Onemli etkenlerden biri sorumlulukla ilgili varsayimlarin ve tutumlarin
sorgulanmamasi ve degistirilmemesidir.

Kars1 karsiya birakma ve kompulsiyonlarin engellenmesi gibi davranisci
tekniklerin OKB’nin tedavisindeki katkilar1 yadsinamaz. Ancak biligsel tedaviler
semptomlarin altinda yatan faktorleri ele almasi sebebiyle davraniggr yaklasimlara
gbre bazi avantajlara sahiptir. Ozellikle ortiikk kompulsiyonlara sahip hastalarin
tedavisinde semptomlarin altinda yatan olumsuz otomatik diislinceler, obsesyonlarin
kisisel anlami ve sorumlulukla ilgili tutumlarin sorgulanmasi tedavi siirecinin

hedeflerinden olmalidir.
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Bu calisma artmis sorumluluk algis1 ile 1ilgili inanglarin olusmasinda
ebeveynlerin asir1  koruyucu ve kontrolcli tutumlarinin etkili olabilecegini
gostermektedir. Bu tiir gelisimsel faktorlerin ve erken yasam deneyimlerinin
sorgulanmast sorumlulukla ilgili inanglarin tespit edilmesi, sorgulanmasi ve
diizeltilmesine katki saglayacak degerli bilgiler verebilir.

Asirt koruyucu ve kontrolcii ebeveyn tutumlarinin OKB’nin gelisiminde
oynayabilecegi rol erken miidahale programlarinin gelistirilmesinde de faydah
bilgiler saglayabilir. Bu calismadan elde edilen bulgular, yetiskin 6rneklemine
dayansa da ergenler ve cocuklar ile yapilan ¢alismalardan elde edilen bulgularla
oldukca paralellik gostermektedir. Aile tiyelerinin tedavi siirecine dahil edilmesi,
ebeveyn yetistirme tutumlarinin incelenmesi, aile igi iletisimin degistirilmesi ve
ebeveynlerin ¢ocuk yetistirme tutumlar1 konusunda egitilmesi risk altindaki ¢ocuk ve
ergenlerin tedavi siirecinde ve erken miidahale stratejilerinin gelistirilmesinde katki

saglayabilir.
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