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ABSTRACT

A CROSS-CULTURAL INVESTIGATION OF OBSESSIVE COMPULSIVE
DISORDER SYMPTOMATOLOGY: THE ROLE OF RELIGIOSITY AND
RELIGIOUS AFFILIATION

Altin, Miijgan
Ph.D., Department of Psychology

Supervisor: Prof. Dr. Nuray A. Karanci

March 2009, 366 Pages

The main aim of the present study was to better understand the influence of
nationality/religious affiliaiton and degree of religious devoutness on OCD symptoms,
more specifically scrupulosity symptoms and beliefs by comparing the Turkish
Muslim students with the Canadian Christians who show different degrees of
religiosity. To clarify the effect of religiosity on OCD symptomatology, Bible school
and Divinity school students were included in the present study as an extreme religious
group. Furthermore, the present study was aimed to examine the cross-cultural
differences in the prevalence, content, appraisal and control of intrusions, using a
structured interview methodology. Religiosity, guilt and scrupulosity scales and
interview schedule were adapted into Turkish. The analyses revealed that the
psychometric properties of the adapted measurements were satisfactory. Then, the
effect of religiosity and religious affiliation on the experience of OCD symptoms,
scrupulosity, and OCD relevant beliefs were examined via univariate and multivariate
analyses. Results revealed that the effect of religiosity and nationality were significant

for general distress. Results also revealed that regardless of nationality, high religious
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individuals reported higher degree of OCD and scrupulosity symptoms, and
dysfunctional obsessive beliefs than low religious ones. The effect of religiosity on
OCD and scrupulosity symptoms differed by religious affiliation. High religious
Muslim students reported higher degree of compulsions, and fear of God symptoms
than high religious Christians. Furthermore, religiosity and nationality affected
obsessive beliefs differently. Turkish students reported higher level of perfectionism
and intolerance for uncertainty in comparison with Canadian students. These results
were supported by subsequent regression analyses. Furthermore, interview data
showed that except for the frequency of the intrusions, the content of the intrusions
was almost universal, and frequency and distress as a response to intrusions is very
low in the normal population. Nationality and degree of religiosity revealed some
minor differences in primary and secondary appraisals, and control strategies. These
factors were specifically significant for religious and sexual intrusions. Results
suggested that the religious affiliation and degree of religiosity may provide content

for intrusions, rather being a causal factor.

Keywords: Intrusive thoughts, Obsessive-Compulsive Symptoms, Faulty belief

domains and appraisal, Religiosity and Religious Affiliation
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OBSESIF-KOMPULSIF BOZUKLUK SEMPTOMATOLOJISININ
KULTURLERARASI INCELENMESI: DIN VE DINDARLIGIN ROLU

Altin, Miijgan
Doktora, Psikoloji Bolimii

Tez Yoneticisi: Prof.Dr. Nuray A. Karanci

Mart 2009, 366 Sayfa

Bu caligsmada din ve dindarlik diizeyinin Obsesif -Kompulsif Bozukluk (OKB)
semptomlari, dinsel obsesyonlar ve obsesif inanislar tizerindeki etkisi farkli dindarlik
diizeyine sahip Tiirk ve Kanadali iiniversite 6grencileri karsilastirilarak incelenmesi
amaglanmigstir. Dindarligin OKB semptomlar1 tizerindeki etkisinin daha iy1
anlasilabilmesi i¢in dini okul/ ilahiyat fakiiltesi 6grencileri u¢ dindarlik grubu olarak
arastirmaya dahil edilmistir. Oncelikle dindarlik, sugluluk, dinsel obsesyonlar ve
intrusif diisiinceleri degerlendirmek i¢in dort yeni 6l¢iim araci dilimize ¢evrilmistir.
Analizler, bu dort 6lgegin Tiirk 6grencileri i¢in tatminkar psikometrik 6zelliklere sahip
oldugunu gostermistir. Varyans analizi sonuglar1 genel stres semptomlarinda Tiirk ve
Kanadalilar ve farkli dindarlik diizeyleri arasinda anlamli farklar bulunduguna isaret
etmistir. Ayrica analizler, katilimcilarin hangi dine/kiiltiire ait olduklarindan bagimsiz
olarak ytiksek dindarlik diizeyine sahip bireylerin daha fazla OKB semptomu, dinsel
obsesyon ve obsesif inanis sergiledigini ortaya koymustur. Bunlara ek olarak dindarlik
diizeyinin, bireylerin ait oldugu kiiltiire géore OKB ve dinsel obsesyon semptom
siddetini farkli etkiledigi bulunmustur. Ilahiyat Fakiiltesi’nde okuyan miisliiman

ogrenciler Teoloji Okulu’nda okuyan Hristiyan 6grencilerden daha fazla kompulsif
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semptom ve dinsel obsesyon sergilemisglerdir. Ayrica, Tiirk 6grenciler daha fazla
miikemmelliyet¢ilik ve belirsizlige tahammiilsiizliik egilimi gosterdigi bulunmustur.
Ug tiir intrusif diisiincenin (siiphe, din ve cinsel) frekansi, siddeti, birincil
degerlendirme Olglitleri, kontrol degerlendirmeleri ve basa ¢ikma stratejileri ile ilgili
kiiltiirler aras1 karsilagtirmalar, bazi farkliliklara ragmen intrusif diisiincelerin
frekansinin, stres diizeyinin, birincil ve ikincil degerlendirme 6l¢iitlerinin her iki
kiiltiirde de ortak ozellikler sergiledigi, kiiltiirel yapinin degerlendirmeler i¢in bir icerik
olusturabilecegini diisiindiirmiistiir. Bu ortak ve 6zgiil iligkilere dair bulgular ise, din

ve kiiltiiriin 6zellikleriyle ilgili literatiir bulgular1 1s181nda tartisiimistir.

Anahtar Kelimeler: Intrusif Diisiinceler, Obsesif -Kompulsif Bozukluk, Hatali

degerlendirme inanglari, Kiiltiir, Dindarlik.
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CHAPTER

INTRODUCTION

1.1. Overview

Over the last 100 years obsessive compulsive disorder (OCD) has received a great
theoretical and practical interest from a wide range of different mental health
professionals, ranging from psychoanalysts to psychiatrists (Stein & Stone, 1997). The
present literature review is composed of four sections. The first section reviews the
relevant literature on the key features of OCD, including characteristics that
distinguish this disorder from other anxiety disorders, the phenomenology and
etiological models of OCD, as well as cultural factors (i.e. religious affiliation and
religiosity) that affect the symptom presentation, and severity of the disorder. This
study mainly aims to understand the effect of religion and religiosity as a cultural and
vulnerability factor on general OCD symptomatology as well as scrupulosity as a
symptom subtype of OCD. Therefore, the second section that follows describes the
complexity of scrupulosity, with attention to the characteristics that distinguish this
condition from normal religious beliefs and behaviors, clinical features, and related
dysfunctional beliefs. The third section presents cross-cultural differences in OCD,
scrupulosity and unwanted intrusive thoughts. The last section presents the objectives

of the present study, research questions and hypotheses.



1.2. Review of the Literature on Obsessive Compulsive Disorder

1.2.1. Phenomenology of Obsessive-Compulsive Disorder

OCD is a chronic and often disabling anxiety disorder characterized by
obsessions and compulsions (DSM-IV-TR; American Psychiatric Association [APA],
2000). Obsessions are intrusive and distressing thoughts, images, or impulses that
cause significant distress or anxiety, and a strong motivation to get rid of these
intrusive thoughts from the stream of consciousness. Compulsions are repetitive,
intentional overt (e.g., checking) or covert (e.g., memorizing certain words to undo or
replace a bad thought) behaviors that the person feels a strong urge to perform, often
with a desire to resist. Compulsions are usually performed to avert some feared
consequences or to reduce anxiety that is caused by obsessions. Alternatively,
compulsions may be performed in accordance with certain rules, such as cleaning a
part of body a certain number of time and in a particular order. The person usually
recognizes that compulsions are excessive and irrational. As a diagnostic criteria, the
obsessions and compulsions should be time-consuming (e. g., more than 1 hour per
day) and they should seriously prevent the person from performing daily life activities,
or cause significant distress. It is also stressed that these features are not secondary to
another mental disorder (APA, 2000).

Although obsessions and compulsions usually accompany each other, in
clinical cases, an obsession may be experienced without associated compulsions.
Akhtar et al. (1975) examined the features of OCD in a larger series of patients with
OCD, and found that 25 % of them had obsessions without related compulsive
behaviors. Similarly, even if it is very rare, compulsions without obsessions may
occur. An example is a man who had a compulsion to multiply by two, or squared each
car number plate he saw (Rachman, 1993) Consistent with this clinical example,
Wilner et al., (1976) reported that 6 % of their series of 150 patients had only
compulsive behaviors. Furthermore, Rachman and Shafran (1998) have recently

pointed out that occasionally the compulsive behaviors can trigger an obsession; as
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repeated checking of stove, for example, can be followed by an obsessional thought

that one’s mental stability and reliability are impaired.

1.2.1.1. Prevalence of OCD

Current epidemiological data suggests that the lifetime prevalence rates for
OCD range from 1.9 to 3.3 % across five epidemiologic catchments areas. The most
striking finding of this data is that OCD is 50 to 100 times more frequent than
previously thought (Karno, Golding, Sorenson, & Burnam, 1988). According to these
results, OCD is much more prevalent than schizophrenia, but less prevalent than major
depression. These figures suggest that OCD is the fourth most common psychiatric
disorder, following phobias, substance abuse and major depression (Cosyns, &
Odberg, 2000). However, these findings have been criticized for using lay interviewers
rather than psychiatrists to assess symptoms. The Epidemiologic Catchments Area
study used psychiatrists as interviewers have found lower prevalence rates of OCD.
Thus, a more likely life prevalence figure may be around 1-2% (Ramussen & Eisen,
1989). Even so, it is apparent that OCD is a highly prevalent disorder in many
countries (Okasha, 2002). The Mental Health Profile Survey of Turkey (1998)
interviewed 7479 people aged 18 or older to investigate the prevalences, characteristics
and consequences of common adult mental disorder. The prevalence of OCD in the
last 12 months according to ICD-10 was 0.5 %. Consistent with Cross-National
Epidemiological study, the gender rate of OCD in Turkey confirmed a slight
preponderance of females among OCD patients (Rasmussen & Eisen, 1991;
Rasmussen & Tsuang, 1986; Weissmann et al., 1994). The prevalence of OCD was

0.6% in women and 0.2% in males.

1.2.1.2. Clinical Presentations and Subtypes of OCD

Many studies have consistently pointed out that obsessive-compulsive disorder

is a multidimensional and etiologically heterogeneous condition. Patients with OCD
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present with a broad range of obsessions and compulsions, and they have been
observed to experience a high rate of comorbidity with other psychiatric conditions
and to vary in their response to treatment. Identification of homogeneous subgroups of
OCD patients may have important implications for understanding the variability in
treatment response and may also advance etiological models of the disorder (Leckman,
Dorothy, Boardman, Zhang, Vitale et al., 1997).

An obsessive fear of contamination coupled with a washing compulsion is the
most common phenomenological presentation of OCD, found in 45% of the patients
(Rasmussen & Eisen, 1991; Rasmussen & Tsuang, 1986; Rasmussen & Eisen, 1989).
Contamination obsessions can take many forms, among the most common being the
fear of unseen dirt, germs, pollution from some specific substance (e.g. urine, seminal
fluid, animal fur, poisons, or toxins). The patients with contamination obsessions
usually perform repeated washing or cleaning compulsions (Jones & Krochmalik,
2003). Research indicates significant differences between OCD subtypes with regard
to the onset of their OCD symptoms. It has been suggested that fear of contamination
concerns may occur quite early in the course of the disorder. Consistent with this
suggestion, March and Leonard (1998) found that fear of contamination, and washing
and cleaning behaviors are one of the most common obsessions and compulsions in
childhood OCD. Similarly, Swedo and colleagues (1989) identified washing
compulsions in more than 85% of a group of 70 childhood cases of OCD (Swedo,
Schapiro, Grady, Cheslow, Leonard et al., 1989)

The next common obsessive thought, present in 42% of the patients, is
pathological doubt or fear that one would be responsible for something terrible
happening. These patients are continually worried about the possibility that something
terrible will happen, even if the possibility is very small. Inflated perceived
responsibility plays a crucial role in this obsession (Rasmussen & Eisen, 1989). In this
subtype of obsessions, the patients usually perform repetitive, intentional, and time
consuming checking to prevent possible feared outcome. The results of a community
study in Canada demonstrated that checking was the most common compulsion, seen

in 15.1 % of the community (Stein et al, 1997). Rachman (1974) pointed out that while
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many OCD patients may be slow in their daily activities due to time consuming
repetitive compulsions, some have primary obsessional slowness, and this symptom
should be distinguished from the slowness that is secondary to the time taken by
repetitive compulsions, such as checking the lock over and over again. Patients with
primary slowness perform simple everyday tasks, such as washing and dressing, or
going to sleep, in an extremely meticulous, exact manner and sequence.

Somatic obsessions are another form of common obsession, found in 36 %
patients, and is characterized by compulsive checking rituals carried out to reassure
them that they do not have a serious illness (Rasmussen & Eisen, 1989).

Twenty-six percent of the patients have sexual and/or aggressive obsessions.
These patients suffer from fears of committing an unacceptable sexual or aggressive
thought an act towards others. They are often unable to make a clear distinction
between having an unacceptable thought and acting on it. Guilt and anxiety are the
dominant affective symptoms (Rasmussen & Eisen, 1991). The patients with sexual
obsessions have internal conflicts between their sexual and aggressive impulses and
their moral value systems. The frequently seen compulsions in this group are to ask
reassurance from significant others frequently and to offer confessions (Grabe, Meyer,
Hapke, Rumpf, Freyberger, et al., 2000).

Thirty-one percent of the patients had obsessive thoughts that involve the need
for symmetry, order, or exactness (Rasmussen & Eisen, 1989). These patients try to
arrange objects or events in a certain order or position, to do certain motor activities in
an exact fashion, or to do things exactly symmetrical or “even up”. These patients can
be divided into two groups: patients with obsessive slowness, and patients with
primary magical thinking. Both of these patients reported minimal anxiety related to
their compulsions except for that due to time pressure. Their greatest fears were that
something would not be done right and that they would have to start the entire
sequence over again from the beginning (Rasmussen & Eisen, 1991).

A minority of OCD patients exhibit hoarding behaviors. Hoarding is the
repetitive collection of excessive quantities of poorly usable items of little or no value

with failure to throw away these accumulated items over time (Seedat & Stein, 2002).
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Part of this problem involves excessive accumulation of possessions. These difficulties
range from compulsive buying to the compulsive accusation of free things. Some
hoarders spend enormous amounts of time shopping in discount stores, while others
look for some valuable things on the streets to hoard (Frost & Hartl, 1996). For
example, Frost and Gross (1993) found that hoarders reported buying significantly
more items in order to put away for future use than did non hoarders. Similarly, Frost
et al. (1998) found that Hoarding Scale scores showed a significant positive correlation
with compulsive buying among collage students. These findings strongly suggest that
compulsive acquisition is an integral component of hoarding.

Obsessions with religious themes, reffered as scrupulosity, were the fifth most
common type of obsessions identified in the DSM-IV field trials for OCD (Foa et al,
1995) and may be present in up to one quarter of patients with OCD (Antony, Downie,
& Swinson, 1998). A detailed discussion of scrupulosity is given in the following
section.

Correlational studies that evaluate the inter relationship of OCD symptoms
have consistently paired washing and cleaning compulsions with contamination
obsessions. Similarly, aggressive, sexual, somatic, and religious obsessions tend to co-
occur with checking compulsions. Obsessions of symmetry and exactness have been
found to accompany repeating rituals, counting compulsions, and ordering/ arranging
compulsions. Hoarding and collecting compulsions co-occur with hoarding obsessions
(Calamari, Wietgartz, & Janeck, 1999; Leckman et al., 1997; Rasmussen & Eisen,
1991; Rasmussen & Eisen, 1989; Rasmussen & Tsuang, 1986; Summerfeld et al.,
1999).

1.2.1.3. Demographic Features and Course of OCD

Gender Differences. Although OCD is found equally common in both males and
females in clinical samples (Karno et al, 1988; Rasmussen & Eisen, 1991; Bogetto,
Venturello, Albert, Mania, & Ravizza, 1999), the epidemiological studies showed that
females have a slightly higher likelihood of developing the disorder (Rasmussen &
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Tsuang, 1986). The National Commorbity study indicated that the lifetime prevalence
of OCD ranged between 0.9 % and 3.4% in women and between 0.5% and 2.5% in
males, with a female/male ratio ranging from 0.8 to 3.8 (Weissman, Bland, Canino,
Greenwal, & Hwu et al., 1994). Research revealed that males and females presented
different phenomenological features, including OCD symptom presentation,
prevalence and onset of illness. For instance, females suffer more from the OCD-
cleaning subtype, while males predominately suffer from OCD-checking symptoms.
Furthermore, men reported an earlier and more insidious onset and greater chronic
course than females (Bogetto et al, 1999; Fontenelle, Mendlowicz, Marques &
Versani, 2003; Juang &Liu, 2001; Lensi et al, 1996; Lochner & Stein, 2001;
Matsunaga et al, 2000; Noshirvani et al, 1991; Rasmussen & Eisen, 1991; Sobin et al.,
1999).

Onset of OCD. OCD typically begins by the age of 25 or in the late adolescence and
early adulthood (Rasmussen & Tsuang, 1986). Most patients (65%) develop OCD
before the age of 25 years, some as young as age 6, with only a small percentage
(15%) after the age of 35 years. Males seem to present with an earlier mean age of
onset than females (Karno, Golding, Sorenson, & Burnam, 1988). Research indicated
that age of onset of illness influences symptom presentation, prognoses of the disorder,
and the nature of comorbid disorders (Fontenelle, Mendlowicz, Marques, & Versiani,
2004). Early onset OCD was found to be associated with more severe symptom
presentation and poor prognosis. For instance, Sobin, Blundell, and Karayiorgou
(2000) found that early onset patients had a greater number of obsessions and
compulsions, and a more aggressive clinical course (shorter time between the onset of
sub-clinical symptoms and the appearance of the full-blown syndrome) than those with
late onset OCD. Importantly, epidemiological studies indicate that three times as many
prepubertal boys as girls are diagnosed with OCD, but that the incidence of OCD in
females increases markedly after puberty (Fontenelle, Mendlowicz, Marques &

Versani, 2003).



The role of Life Events. Although most of the clinical descriptions of OCD report that
initial symptoms are often triggered by stressful life events (McKeon, Roa, & Mann,
1984; Neziroglu, Anemone, &Yaryura-Tobias, 1992; Rasmussen & Eisen, 1991,
Rasmussen & Eisen, 1989; Rasmussen & Tsuang, 1986), the relationship between
triggering life events and OCD is still controversial. For example, McKeon et al.
(1984) found that obsessive-compulsive patients reported a significant excess of life
events in the year prior to the onset of the illness (McKeon, Roa, & Mann, 1984),
while Khanna et al., (1988) found no significant difference in the occurrence of events
between the patients and the controls in the year prior to the onset of the disorder
(Khanna, Rajendra, Channabasavanna, 1988). Furthermore, the percentage of subjects
referring to at least one life event prior to OCD onset revealed a wide range, of 25% to
92% (Albert, Mania, & Bogetto, 2000). Despite the inconsistent findings, a review of
the literature on this topic showed that increases in responsibility, such as the birth of
child or promotion to a new job, or significant losses such as death of family members,
loss of a job were among the most common precipitants reported (Mania, Albert,

Bogetto, Vaschetto, & Ravizza, 1999; Rasmussen & Tsuang, 1986).

Course. The course of OCD is remarkably variable, ranging from episodic to chronic.
Earlier retrospective follow-up studies of OCD have consistently shown that an
overwhelming majority of patients have a chronic waxing and waning course, with
patients rarely symptom-free at follow-up. Relatively few patients described either a
progressively deteriorative course or truly episodic course with complete absence of
symptoms between episodes (Rasmussen & Eisen, 1992). Skoog and Skoog (1999)
examined the long-term course of OCD with a 40-year follow-up study. Results
showed that the duration of the disorder was lengthy for most patients, with half still
experiencing clinically relevant symptoms at follow-up. They conclude that despite
adequate pharmacotherapy and effective psychotherapy techniques, the likelihood of

full remission of OCD is low.



Prognosis. Several studies have examined the prognosis of OCD. However, little is
known about the course of this disorder in terms of patterns of remission and relapse
and the factors that influence these patterns. Early age of oneset especially in men,
having both obsessive and compulsive symptoms, low social functioning at baseline
(Skoog, 1999), sexual/religious obsessions (Alonso, Maina, Pifarre, Mataix, Torres et
al., 2001), and the presence of cleaning vs. checking rituals (Drummond, 1993) have

been found to be associated with poorer outcome.

1.2.1.4. Comorbidity

Patients with OCD show high rates of comorbidity with major depression and
other anxiety disorders, as well as Axis II psychopathology. An analysis of data from a
large health maintenance organization study showed that about 25% of patients with
OCD had no comorbid psychiatric condition, while 37% of patients with OCD had
one, and 38% had two or more comorbid disorder. Major depressive disorder is the
most common comorbid condition seen in OCD (e.g., Fireman, Koran, Leventhal, &
Jacabson, 2001; Perugi, Akiskal, Ramacciotti, Nassini, Toni et al., 1999). Lifetime
prevalence of depression among OCD patients ranged from 12% to 60% across seven
countries (Horwath & Weissman, 2000; Okasha, Saad, Khalil, Seif El Dawla & Yehia,
1994; Weissman et al., 1994). Six percent of the patients also had bipolar disorder
(Fireman, Koran, Leventhal, & Jacabson; 2001). Comorbidity of OCD with other
anxiety disorders is also very common, including panic disorder, social phobia, simple
phobia, and generalized anxiety disorder (Rasmussen & Eisen, 1992). Clinical studies
indicate that OCD and delusional disorders may coexist or alternate (Fear, Sharp, &
Healy, 2000). Rasmussen and FEisen (1989) reported that 30 of 250 OCD
(approximately 10% of their patient) patients had delusions, hallucinations and/ or
thought disorder.

Literature reviews indicate that comorbidity of OCD is not only limited to Axis
I disorders in DSM-IV but is also common with Axis II personality disorders. The

most frequent diagnoses among Axis II pathologies are mixed personality disorder,
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dependent (12%), histrionic (9%), compulsive (6%), and, have equal frequencies (5%
each) for schizotypal, paranoid, and avoidant personality disorder (Baer, Jenike,
Ricciardi, Hollan, & Seymour, 1990).

Another group of disorders comorbid with OCD may be grouped under the
label of obsessive-compulsive spectrum disorders (Hood, Alderton, & Castle; 2001;
Bievvenu, Samuels, Riddle, Hoehn-Saric, Liang et al. 2000). OC Spectrum Disorder
(OCSD) is a term that has been used to classify a group of disorders whose clinical
features intersect with those of OCD, such as pathological gambling, sexual
addictions; Tourette’s syndrome, autism; body dysmorphic disorder, bulimia, and
dissociative disorders (Hood, Alderton & Castle; 2001; Bievvenu et al. 2000).

There are some research findings that suggest that a majority of people
experience unpleasant intrusions similar to the obsessions seen in OCD. In their study,
Rachman and De Silva (1978; see also Clark & de Silva, 1985; Freeston, Ladouceur,
Thibodeau, & Gagnon, 1992, 1991; Purdon & Clark, 1993; Salkovskis & Harrison,
1984) examined the differences and similarities between obsessive thinking in a non-
clinical sample and OCD patients. These authors reported that almost 80% of the non-
clinical subjects experienced obsessions. In addition, they found remarkable
similarities between “abnormal” and “normal” obsessions as far as the content of these
obsessions is concerned. However, abnormal obsessions were found to be more
frequent, intense, of longer duration and to produce more discomfort than normal
obsessions. Later, Muris et al. (1997) found that compulsions performed by OC
patients were more frequent and intense, evoked more discomfort and were more often
associated with distressing thoughts and negative mood state than compulsions
performed by non-clinical subjects.

In conclusion, despite some minor differences in the frequency and content of
symptoms across cultures, the diagnostic characteristics of OCD seem to have
consistent patterns across various Western and non-Western countries (Weissman et

al., 1994; Okasha et al., 1994).
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1.2.1.5. Etiology of OCD

There are many psychological and biological theories of OCD. However, most
of the theories offer only sketches of putative mechanism and unfortunately fail to
account for the full picture of pathological processes. Some theories account for only a
subset of OC phenomena, while others fail to account for why a wide range of the
population experience OC-like phenomena but only a minority of them develop
pathological obsessions and compulsions. Although several etiological theories of
OCD have been proposed including psychogenic factors, learning theory, neurological
and biological models, it is the cognitive models that have received more research
attention and have lead to the development of theories researching the onset,
persistence and treatment of OCD (Clark, 2004; Rachman, 1997; Salkovskis, 1985,
1989). Since the present study aims to evaluate the cognitive model, only brief space

is allotted to other models.

Psychogenic Models. Based on the basic principles of psychoanalytic theory,
psychogenic models of OCD development stress early life experiences and fixation
and regression of the OCD patient from the oedipal to the earlier anal stage. This
fixation is due to over investment in anal eroticism (Hales, Yudofsky & Talbot, 1996).
The psychodynamic formulation proposes that OCD patients utilize various
unconscious mechanisms to suppress their unwanted sexual and aggressive thoughts,
impulses or images. However, research showed that although the content of obsessions
may include themes of sexuality and aggression, most OCD patients do not show

symptom reduction with psychodynamic interventions (Jenike, 1998).

Neurobiological Models. A wide range of psychopharmacological medications have
been used to treat OCD, including tricyclc antidepressants, MAO inhibitors, lithium
carbonate, antipsychotic medications, and anxiolytic medications. However, the most
comprehensively studied and most effective drugs fot the treatment of OCD are the

serotonin reuptake inhibitors including clomipramine, fluoxetine, fluvoxamine, and
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sertraline. Based on the effectiveness of these medications relative to other
pharmacological agents, a serotonin hypothesis about the etiology of OCD has been
advanced (Zohar & Insel, 1987). The serotonin level in OCD patients has been directly
manipulated by administering the serotonin agonist metachlorophenylpoprazine
(mcpp), and the administration of mcpp has been followed by increases in OC
symptoms in a clinical sample. This result provides empirical support for the role of
the serotonergic system in the etiology or maintenance of OCD symptoms (Zohar &

Insel, 1987, Zohar, Mueller, Insel, 1987; Zohar, Zohar-Kadouch, & Kindler, 1992).

Conditioning Model. Learning model of OCD was originally developed by Mower
(1939). According to this theory, fears are acquired by classical conditioning and
maintained by operant conditioning. This process can be explained by two stages. In
the first stage, anxiety becomes classically conditioned to an environmental event (e.g.,
becoming anxious in the presence of dirt on one’s hand) or an intrusive thought. In the
second stage, the person performs a ritualized or compulsive behavior, such as hand
washing or thought suppression, in order to reduce anxiety. If the compulsive behavior
successfully decreases the anxiety it is negatively reinforced and the compulsive
behavior is more likely to be performed again in response to the conditioned anxiety
stimuli. Unfortunately, the compulsive behavior provides transient relief and in the
long term, it maintains the fear response because it prevents the person from remaining
in contact with feared stimulus long enough for habituation to occur (Salkovskis &
Westbrok, 1989).

The learning model of compulsion acquisition is the basis of a behavioral
treatment formulation of OCD. The most effective behavioral intervention for the
treatment of OCD includes exposure to feared stimuli and response prevention (Dar &
Greist, 1992). Studies on the effectiveness of behavioral therapy indicate that 60% to
70% of patients who complete treatment show significant symptom reduction that is
maintained for up to 3 years (e.g., Ball, Baer & Otto, 1996). However, there are a
number of problems with the behavioral model of OCD and behavior therapy for

OCD. The first problem includes high rate of drop-out, poor treatment compliance, and
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limitation of exposure and response prevention for many patients. Furthermore,
approximately 20% of patients with OCD do not benefit from behavioral therapy for a
variety of reasons, including strong beliefs in the necessity of rituals to prevent future
feared outcome, the presence of severe depression and personality disorders, and the
presence of obsessions without overt compulsions (Rachman & Hodgson, 1980). The
second difficulty is related to the equality of effectiveness of behavioral therapy in
other anxiety disorders. Salkovskis (1998) indicated that the two-stage theory of
anxiety can be applied equally well to all anxiety disorders, such as phobias, and panic
disorder, and not just OCD. The last problem in behavioral treatment is its
ineffectiveness in treating obsessions without compulsions. This is clearly incongruent
with the hypothesis of behavioral theory of OCD since it has been proposed that
compulsive rituals are the maintaining factor in this disorder. In that case, people who
have obsessions without compulsions should be the easiest to treat since there is no
overt compulsion present to prematurely terminate exposure before habituation. In
contrast to this predicton, treatment studies have shown that this group of individuals is
the most difficult patient group to successfully treate with behavioral techniques
(Salkovskis & Westbrook, 1989).

It is clear alternative approach is needed to treat patients with OCD who are
either unwilling to undergo behavioral therapy or who have been treatment resistant to
behavioral and medical therapy. Therefore, in an attempt to overcome some limitations
of behavioral theory and therapy for the treatment of OCD (Foa, Steketee, Grayson, &
Doppelt, 1983), recent theories have focused on understanding the dysfunctional
cognitive attitudes, beliefs, and assumptions that may play an important role in the
persistence of OCD. The following section presents literature review of the

contemporary cognitive models of OCD.

1.2.2. Cognitive Theories of OCD

Clark and Purdon (1993) suggested that the treatment resistant nature of pure
obsession and the previously stated limitations of ERP (Salkovskis & Westbrook,
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1989) have led to researchers to explore cognitive processes in the etiology and
treatment of OCD. This section presents current cognitive models of OCD, including
Carr’s cognitive model (Carr, 1974), McFall and Wollersheim’ model (McFall and
Wollersheim, 1979) Salkovskis’ model (Salkovkis, 1985, 1989), Rachman’s model
(1997), and D. A. Clark’s cognitive model (Clark, 2004).

1.2.2.1. Carr’s Cognitive Model

The first attempt to conceptualize OCD according to a cognitive model was
made by Carr (1974) in which he proposed that individuals with OCD have
abnormally high degree of threat perception regarding the occurrence of negative
outcomes. Carr’s cognitive model of obsessions and compulsions is based on Lazarus’
theory of threat appraisals (1966). Threat appraisal involves the individual’s evaluation
of the probability and subjective cost of negative outcomes. Carr further suggested that
since anxiety is dependent on the perception of threat, individuals with OCD must
have unusually high expectations of negative outcome and so they will experience a
high degree of anxiety. In this model, compulsions are performed in order to reduce
the probability of a feared outcome, and compulsions are reinforced by anxiety
reduction. To support this cognitive formulation, Carr cited the findings of Steiner’s
(1972) study which revealed that OCD patients were less likely to become involved in
risk-taking behavior than persons with other psychiatric disorders. However, as a
behavioral model of OCD, Carr characterized obsessional content as an exaggeration
of normal concerns, but his model failed to explain how OCD differs from other
anxiety disorders that also involve dysfunctional threat appraisal. Further, he made no
mention of how these subjective probability and cost overestimations develop (Riggs

and Foa, 1993).
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1.2.2.2. MacFall and Wollersheim’s Model.

MacFall and Wollersheim (1979) developed a cognitive model of OCD by
expanding on Carr’s (1974) formulation. According to this theory, threat plays an
aggravating function of the person’s primary appraisal of the danger of an upcoming
event and perceived ability to cope with the harmful outcome. They argued that threat
is generated by an immediate “primary appraisal” process whereby the individual
estimates the danger of an event relative to his perceived resources to cope with it
which lead to an exaggerated evaluation of dangerousness of the possible outcome.
Once a primary appraisal of threat has been made, anxiety rises and OC behavior is
initiated on the basis of the person’s “secondary appraisal” of the possible consequence
of his or her efforts to cope with the threat. The authors suggest that in OCD patients,
there is a large discrepancy between appraisal of threat and perceived ability of cope
with it. In other words, appraisals which lead to an exaggerated evaluation of threat
and a subsequent underestimation of one’s ability to cope with it represented by
obsessions are central to the maintenance of OCD. This nature of appraisal then
motivates the person to perform compulsions in order to avoid obsessions, prevent a
harmful outcome, and restore a sense of control. Thus, based on this formulation,
obsessions and compulsions are considered as less anxiety-provoking and more
acceptable than the more terrible outcomes that may occur because of a person’s
inability to prevent it.

Although MacFall and Wollersheim’s cognitive formulation expanded Carr’s
theory, their formulation still has a number of theoretical difficulties. First, the
formulation stresses that influential cognitions are at preconscious and unconscious
levels and individuals may not be aware of them. This feature of the model makes
validation of the theory difficult. Consistent with this criticism, they presented no data
and to date, have published no research validating their theory. Second, as stated by
Salkovskis (1985), they do not elaborate on the processes involved in the development,
maintenance, or termination of the obsessions and compulsions, other than to state that

persons with OCD have a disproportionate belief in the usefulness of magical rituals.
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Third, like Carr (1974), they fail to explain how threat appraisals of individuals with

OCD differ from appraisals in other anxiety disorders.

1.2.2.3. Salkovskis’ Model: The Role of Inflated Sense of Responsibility in OCD

The first comprehensive cognitive model of OCD has been developed by
Salkovskis (1985, 1989). His theory draws heavily on Beck’s cognitive theory (Beck et
al., 1983) as well as studies of normally occurring obsessions in nonclinical
populations (e.g., Rachman & de Silva, 1977). Salkovskis’ model is based on two
primary assumptions. The first assumption is that intrusive thoughts are a universal
human experience. The second assumption is related to the differences between
clinical and normal intrusions. Consistent with previous studies in noncinical
populations ( e.g. Rachman & de Silva, 1977), Salkovskis suggested that cognitive
intrusions are universally experienced and may be triggered by external and internal
stimuli and only cause a problem to individuals if they appraise the intrusions as
having important adverse personal implications for them. In other words, not all
intrusions will become obsessional. Salkovskis’ (1985) model is mainly based on the
assumption that an individual’s interpretation of an intrusion plays a more significant
role in determining whether the intrusions are transformed into pathological obsessions
than merely experiencing of the intrusions themselves. His conceptualization provides
a distinction between negative automatic thoughts defined by Beck (1976) and
obsessions. Salkovskis noted that negative automatic thoughts are relatively
autonomous, idiosyncratic, experienced as reasonable, and ego-syntonic, whereas
obsessions are perceived as unacceptable, irrational and implausible. Obsessions are
incongruent with the individual’s belief system, whereas negative automatic thoughts
are congruent and are an expression of the belief system. Obsessional thoughts are
generally highly accessbile, while the accessibility of negative automatic thoughts can
be difficult even with training. Both automatic thoughts and obsessions are perceived

by individuals as being generated from within their own mind.
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Salkovskis further stated that the negative automatic thoughts of OCD patients
are related to ideas of personal responsibility for negative consequences. In his
cognitive theory of OCD, it is hypothesized that an inflated sense of responsibility
plays a salient role in the development and maintenance of OCD, and responsibility
appraisals are made in response to both the occurrence and content of unwanted
intrusive thoughts and obsessions. For example, when an intrusive thought of harming
someone occurs, the thought will become more frequent and distressing if individuals
believe they are responsible to prevent any possibility of harm occurring to the person.
This negative appraisal of responsibility or negative automatic thoughts also leads to
an increased urge to suppress or neutralize the unwanted thought, image or impulse,
which in turn can strengthen and maintain the dysfunctional responsibility appraisal,
and finally causes a vicious cycle between neutralizing and the intrusion (Rachman,
1993; 1997; Salkovskis, 1985).

Salkovskis argued that if an appraisal does not include an element of
responsibility, the person is likely to be anxious or depressed rather than having
obsessional problems. Responsibility appraisals lead both to more adverse mood such
as anxiety and depression, and the decisions and motivation to engage in neutralizing
behaviors to decrease discomfort, diminish the intrusion, and avoid being responsible
for the feared catastrophic consequences. The successful completion of these
neutralizing behaviors not only increases the likelihood of further intrusions, but also
increases the perceived threat and the perception of responsibility.

The pathological definition of responsibility characteristic of people suffering
from OCD is described by Salkovskis (1996) as having the belief that one has pivotal
power to start or prevent subjectively crucial negative outcomes. These outcomes may
be at a concrete level, such as a car accident or on a moral level such as having
unacceptable thoughts means that I'm a bad person. Rheaume and her colleagues
(1995) conducted two studies to empirically test the validity of this definition of
inflated responsibility. They found that consistent with the operational definition of
responsibility, influence and pivotal influence were highly correlated with

responsibility ratings, whereas severity and probability weakly correlated with
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responsibility. The second study was conducted to examine the effects of the order of
the questions on the responsibility ratings. Results replicated the findings of the first
study, showing that pivotal influence remained the strongest predictor of responsibility
ratings. More detailed research findings supporting the role of responsibility in OCD
are presented in the obsessive belief section.

In summary, Salkovkis’ model proposes three tenets of the etiology of OCD:
(a) clinical obsessions drawn from normal, unwanted intrusive thoughts, (2)
assumptions and appraisals of personal responsibility play an important role in the
transformation of normal intrusions into clinical obsessions and compulsive behaviors
to reduce anxiety caused by obsessions, and (c) compulsions as neutralizing acts that
provide only temporary relief, but, in the long term, increase the frequency and

intensity of the intrusions due to providing validation of the responsibility appraisals.

1.2.2.4. Rachman’s Model: The Role of Catastrophic misinterpretations in OCD.

Rachman (1997, 1998, 2003) proposed and elaborated a cognitive model of
obsessions that is based upon Salkovskis’ (1985) cognitive behavioral theory of OCD
and D. M. Clark’s (1986) cognitive model of panic. Rachman (1997) summarizes his
cognitive theory of obsessions as

“Obsessions are caused by catastrophic misinterpretations of the significance of
one’s intrusive thoughts (images, impulses). By deduction: (a) the obsessions
will persist for as long as the misinterpretations continue; and (b) the
obsessions will diminish or disappear as a function of the weakening/
elimination of the misinterpretations” (p.793).
Thus, individuals who appraise the intrusions as important and personally significant,
and interpret them catastrophically will experience significantly more intrusions, will
be more distressed by them, and will feel the need to neutralize them. In other words,
interpreting intrusions as having important meaning makes them significantly more
distressing and aversive (Rachman, 1993)

Rachman’s (1997) theory is based on the notion that almost everyone

occasionally experiences intrusive thoughts that are like obsessions in nature, but the
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difference between obsessions and nonclinical obsession-like thoughts is related to
their frequency and degree of severity rather than content. Rachman (1971, 1976) and
Rachman and Hodgson (1980) proposed that while most individuals are able to ignore
or diminish such thoughts, only a minority of them find intrusions very distressing.
Rachman proposed that there are four main sources of vulnerability to the
development of clinically significant obsessions: (a) elevated moral standards, such as
sensitivity, introversion, and strict and rigid morality, (b) specific cognitive biases, (c¢)
depression, and (d) anxiety proneness.

First, Rachman (1997) referred to elevated moral standards as “moral
perfectionism” that is “as a general background, people who are thought, or learn, that
all of their value-laden thoughts are of significance will be more prone to obsessions-
as in particular types of religious beliefs and instructions” (p. 798). Second, certain
cognitive biases predispose individuals to interpret normal intrusions in a catastrophic
ways. The catastrophic interpretation cause increases in distress/anxiety, which in turn
motivates the individual to perform compulsions to reduce distress and anxiety. Third,
it is proposed that depressive schemas may make individuals more vulnerable to
interpret obsessions more negatively and catastrophically (Shafran, Thorson,
Rachman, 1996). Consistent with this argument, several studies showed that the
severity of depression increases obsessionality in OCD (e.g., Ricciardi & McNally,
1995). Lastly, Rachman noted that anxiety proneness forms a vulnerability to develop
obsessions in a manner very similar to anxiety-proneness in panic disorder as
conceptualized by D.M. Clark (1986). The cognitive model of panic disorder proposes
that individuals with panic disorder may interpret physiological sensations as
indicators of a catastrophe (e.g., “I have a difficulty in taking a breath, may be I am
going to have a heart attack and I will die!”). Just as individuals with panic disorder,
an individual may interpret the occurrence and content of intrusions as a sign of moral
failure and doom (e.g., I just thought about cheating my husband, so deep down I
must be a sinful and immoral person”).

Rachman (1993, 1997, 2003) proposed that the catastrophic misinterpretation

of the intrusive thoughts as personally important, significant and threatening has the
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effect of transforming an ordinary intrusion into recurrent and resistant obsessions. He
indicated that patients with OCD often have beliefs about the exaggerated importance
of thoughts (e.g., if an intrusive thought pops into my mind, it must be important). He
termed this cognitive bias thought-action fusion (TAF) that covers two different types
of beliefs; having a thought focused on an immoral thing is as bad as carrying it out in
real life (TAF-Morality), and having a thought increases its chance of happening in
real life (TAF-Likelihood) (Shafran, Thordarson & Rachman, 1996). He suggested
that TAF may be a common factor that functions to inflate the importance of intrusive
thoughts via two different mechanisms. Firstly, if a person believes that thoughts are
morally equivalent to actions, he/she will experience remarkable distress and anxiety,
and seek to neutralize these thoughts in order to relieve the feeling of distress.
Secondly, if a person believes that thinking something increases the possibility it will
occur in real life then he/she will feel a strong urge to perform neutralizing behaviors
such as checking, saying certain words, counting to reduce the distress, or use
avoidance as a way to prevent the intrusion from being triggered. Unfortunately, the
neutralization and avoidance behavior only provides temporary relief, which in turn
further strengthens the underlying catastrophic beliefs which then increases the
likelihood of experiencing more intrusions.

Rachman, Thordarson, Shafran, and Woody (1995) developed a scale to
measure responsibility related beliefs, but they wanted to choose the items that were
free of OC related content. This scale included five non-OCD related responsibility
domains including responsibility for property damage and physical harm coming to
others, responsibility in social contexts, a positive outlook on responsibility, and the
beliefs in thought action fusion. Findings indicated that TAF had the most reliable
associations with OC symptomatology. TAF also correlated significantly with
measures of obsessionality and depression. The significant correlation between TAF
and obsessionality remained even after controlling for the effect of depression.
Furthermore, when the group was split into high and low scores on an OC symptom
measure, only the TAF scores significantly differed high and low OCD groups. The
authors concluded that the original idea proposed by Salkovskis (1985) that people
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affected by obsessional problems have inflated responsibility was not supported. The
results suggested that only TAF, as a dysfunctional cognitive belief, may play a more
specific role in exacerbating OCD symptoms.

Following this preliminary research, Shafran, Thordarson, and Rachman
(1996) assessed the role of two components of TAF (i.e., TAF-Likelihood and TAF-
Morality) in OCD symptomatology and administered it to a group of obsessionals and
a nonclinical control group. As expected, TAF was found to be greater in the
obsessional population and it was positively correlated with OC symptoms. They also
compared each group in terms of the two structures of TAF and it was found that
likelihood TAF appears to take two distinct forms, including likelihood for self and
others. Individuals with OCD frequently endorse a belief in likelihood of harm to self
as well as to others. Nonclinical group tended only to endorse beliefs about fusion of
thought and likelihood of harm to self. In other words, individuals without OCD were
able to discriminate between Likelihood TAF for self and others, whereas the
obsessional group did not. The authors attributed these differences to an inability of
obsessional subjects to discriminate between the influence of their thoughts over own
behavior and the behavior of others. They concluded that the specific belief that one’s
thoughts affect another person may be the critical aspect of TAF in patients with OCD.
The detailed literature review that supports the role of TAF in OCD is presented in the
following section.

In conclusion, Rachman’s cognitive model of OCD underlies the role of
exaggerated importance of thoughts in OCD. He suggests that responsibility in general
is not sufficient to account for OCD. Rigid moral values (e.g., aggression, sex, and
blasphemy) are reflected in the main themes of obsessions/intrusive thoughts. Because
of TAF beliefs, certain types of thoughts may more readily experienced as sinful,
disgusting, or threatening and, therefore, cause distress to the individual who believes
they are indicative of their true self, are likely to actually come true, or imply that he or
she is in danger of doing something "catastrophic". Once an intrusive thought is

interpreted as threatening to the self-perception, it automatically gains an excessive
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importance which motivates the performance of compulsive acts to gain control over

intrusions.

1.2.2.5. D. A. Clark’s Model: Over Importance of Controlling One’s Thoughts.

Purdon and Clark (1999) suggested that the ego-dystonic nature of intrusive
thoughts and efforts were important in understanding OCD cognitions. Recognition of
an intrusive thought as incongruent with one’s self-view may increase thought salience
and require more attentional resources. Non-clinical individuals are able to more
readily dismiss their intrusive thoughts because they recognize the intrusions as
senseless and inconsistent with their-view. They do not recognize their thoughts as
reflecting their true personality. In contrast, OCD patients appraise their intrusions as
evidence of true personal characteristics. If an individual holds beliefs such as “my
thoughts reveal my true personality”, he/she is more likely to interpret cognitive
intrusions as threatening and distressing, which in turn leads to more attempts to
control or suppress them. However, thought control efforts such as neutralization or
suppression can only temporarily restore one’s self-view and reduce distress. Thus,
obsessionals differ from normal individuals who are able to dismiss intrusive thoughts
through recognition of their nonsensical nature in terms of belief that controlling
thought is the only way to restore their sense of self (Clark, 2004).

Clark (2002, 2004) draws attention to beliefs about the need to control thoughts
as a process that leads to the exacerbation of intrusive thoughts. He proposed that
holding unrealistic beliefs about the occurrence of unwanted intrusive thoughts and
personal capacity to control them has an important effect on the severity of obsessions.
Furthermore, obsession-prone individuals hold unrealistic beliefs about failed thought
control efforts, and have a greater tendency to appraise their lack of control as a
catastrophic experience. The misinterpretations of occurrences and consequences of
unwanted intrusive thoughts, and of failed thought control promote intentional

attempts to control one’s thoughts. However, suppression efforts paradoxically
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increase the frequency of these unwanted thoughts, and may even evoke stronger and
more persistent intrusions in the future.

Despite some conflicting findings (e.g., Belloch, Morillo, Gime nez, 2004;
Janeck & Calamari, 1999; Kelly & Kahn, 1994; Purdon, Rowa & Antony; 2005),
subsequent studies have consistently supported the role of thought suppression in the
exacerbation of OC symptoms (e.g., McLaren & Crowe; 2003; Rassin, Muris,
Schmidt, & Merckelbach, 2000; Smari & Holmsteinsson, 2001, Trinder & Salkovskis,
1994). The detailed literature findings can be found in following section.

In conclution, the contemporary cognitive models of OCD propose that it is not
the intrusion but how people perceive, evaluate and cope that is important in defining
the obsessive nature of the intrusion. In other words, specific beliefs and appraisals

play an important role in the transformation of intrusions into clinical obsessions.

1.2.3. Obsessional Beliefs Underlying Obsessive-Compulsive Cognitions

Forty leading experts in cognitive approaches to OCD from nine different
countries formed the Obsessive-Compulsive Cognition Working group (OCCWG) in
order to identify the belief domains that play an important role in the genesis and
maintenance of OCD. They first compiled 16 instruments that were currently being
used to assess cognitive aspects of OCD. From those instruments the working group
delinated 19 belief domains partially involved in the development and maintenance of
OCD (OCCWG, 1997). The working group then reviewed the 19 belief domains to
identify the most OCD relevant beliefs, and they identified six domains that appear to
be highly specific to OCD, including inflated sense of responsibility, over-importance
of thoughts, over-importance of thought control, intolerance of uncertainty,
overestimation of threat, and perfectionism. Subsequently an 87-item Obsessive
Beliefs Questionnaire was developed to evaluate these belief domains, and
Interpretations of Intrusions Inventory were constructed to assess appraisals of
unwanted, intrusive thoughts (1997, 2001, 2003a, 2003b). Recently, the OCCWG
(2003b) published a 44-item version of the OBQ (OBQ-44). Specificity and

23



psychometric properties of these instruments for OCD have been examined in different
cultures. Results showed that the six belief domains play an essential role in the
transformation of normal intrusions into abnormal obsessions (e.g., Sica, Coradeschi,
Sanavio, Dorz, Manchisi & Novara, 2004; Woods, Tolin & Abramowitz, 2004). Below
each of the six belief domains will be described and critically examined, and where

applicable, links to scrupulosity will be discussed.

Inflated Sense of Responsibility. OCCWG (1997) defined inflated sense of
responsibility as “the belief that one has power which is pivotal to bring about or
prevent subjectively crucial negative outcomes” (p.677). Pivotal power is an important
dimension in this factor (Ladouceur et al., 1997; Rheaume et al., 1995). Since OCD
sufferers show a tendency to feel responsible for things that they believe they might
have an even slight chance of affecting. Salkovskis et al.(1998) noted that OCD
patients tend to believe that “any influence over outcome = responsibility for
outcome”(p.51; Salkovskis, Forrester, Richards, and Morrison, 1998).

The role of the exaggerated responsibility in OCD was supported by clinical
observations (e.g., Rachman, 1993), questionnaires (e.g., Altin & Gengdz, 2007; Altin
& Karanci, 2008; Foa, Sacks, Tolin, Preworski & Amir, 2002; Rachman, Thordarson,
Shafran & Woody, 1995; Salkovskis et al., 2000; Scarrabelotti, Duck & Dickerson,
1995; Yorulmaz, Karanct & Tekok-Kilig, 2006), experimental manipulations (Arntz,
Voncken & Goosen, 2007; Ladouceur, Rheaume, Freeston, Aublet, Jean, Lachance et
al., 1995; Lopatka & Rachman, 1995; Shafran, 1997), and treatment efficacy studies
(e.g., Freeston, Rheaume & Ladouceur, 1996; Ladouceur, Leger, Rheaume, & Dube,
1996).

The exaggerated influence of inflated responsibility on OCD symptomatology
was further supported with the findings from non-Western countries. For example,
Ghassemzadeh, Bolhari, Birashk and Salavati (2005) supported the role of
responsibility in OCD in Iran. In addition, similar findings were also obtained in
studies conducted with both non-clinical and clinical samples in Turkey (Yorulmaz,

Yilmaz & Gengo6z, 2004; Yorulmaz et al., 2006; Yorulmaz, Karanci1 & Tekok-Kilig,
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2002; Yorulmaz, Karanci, Bastug, Kisa & Goka, 2007). Recently, Altin and Gencoz
(2008) examined the role of inflated responsibility, TAF, and thought suppression in
OCD and depressive symptoms. Participants completed a set of questionnaires,
including the Responsibility Attitude Scale (RAS), the Thought Action Fusion Scale
(TAF), the White Bear Suppression Inventory (WBSI), the Maudsley Obsessive—
Compulsive Inventory (MOCI), and The Beck Depression Inventory (BDI). After a 4-
week interval, participants were again asked to complete the MOCI and BDI to
examine the factors significantly accounting for the residual changes from Time 1 to
Time 2 assessments of OC and depressive symptoms. Results indicated that while
thought suppression played a significant role in the persistence of both OC and
depressive symptoms across time, the role of inflated sense of responsibility was
specific to the persistence of OC symptoms. Consistent with this study, the role of
inflated responsibility in OCD symptomatology was also supported in Turkish
adolescent samples (Altin & Karanci, 2008; Yorulmaz, Altin & Karanci, 2008). Altin
and Karanci (2008) found that a inflated sense of responsibility was significantly
related to severity of OCD symptoms, and the combination of inflated responsibility
and low sense of control produced the highest level of OCD symptoms in senior high

school students.

Overimportance of Thoughts. Overimportance of thought is often considered a
subcomponent of TAF as conceptualized by Rachman (1997). However, this appraisal
is considered by OCCWG to be significant enough to merit special attention (Frost &
Steketee, 2002). The OCCWG (1997) defined overimportance of thoughts as “the
belief that the mere presence of a thought indicates that it is important. Included in this
domain are beliefs that reflect thought-action fusion and magical thinking” (p.678).
Thordarson and Shafran (2002) defined overimportance of thoughts as

a) “negative intrusive thoughts indicate something significant about oneself
(e.g., that one is terrible, weird, abnormal)

b) Having negative intrusive thoughts increases the risk of bad things
happening (e.g., having the thoughts means they are likely to come true,
having impulses means one is likely to act on them).
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¢) Negative intrusive thoughts must be important merely because they have
occurred.” (p.15)
The hypothesis about a connection between TAF and obsessive intrusions was

supported by Rassin, Merckelbach, Muris & Spaan (1999). They reported that
experimentally induced TAF resulted in more intrusions, more discomfort, and more
resistance. Nevertheless, TAF led subjects to engage in neutralizing behavior in about
50% of the intrusions. Taken together, these findings demonstrate that TAF may
contribute to the transformation of normal intrusions into obsessive intrusions.

Based on the findings of two studies that found nonsignificant differences
between normal and clinical samples on Moral TAF (Rassin, Merckelbach, Musris, &
Schmidt, 2001; Shafran, Thordarson et.al., 1996), the authors concluded that Moral
TAF may be common and less pathological than likelihood TAF. Consistent with these
findings, Abramowitz et al. (2003) examined the specific role of TAF in OCD by
comparing it with other anxiety disorders. Results indicated that OCD was
characterized by TAF-Likelihood, which might be mediated by negative affect. The
relation of TAF-Likelihood with OCD symptoms was supported by many studies
mainly from Western countries (e.g., Shafran et al., 1996; Rassin et al., 2001). Parallel
to these findings, it is suggested that Moral TAF may be more problematic for certain
subtypes of OCD than others. For example, individuals with OCD-scrupulosity would
be expected to have high scores on Moral TAF whereas individuals with ordering
symptoms would not. The detailed examination of the relationship between TAF,

religiosity, and scrupulosity will be presented in the following sections.

Importance of Controlling Thoughts. This belief reflects the “overvaluation of the
importance of exerting complete control over intrusive thoughts, images, and
impulses, and the belief that this is both possible and desirable” (OCCWG; 1997,
p.678). Furthermore, they identified four ways that importance of controlling thoughts
(ICT) could be manifested:

(1) Beliefs about the importance of tracking and over-vigilance for mental
events;
(2) Beliefs about the moral consequences of failure to control thoughts;
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(3) Beliefs about the psychological and behavioral consequences of failure in

thought control;

(4) Beliefs about the efficiency of thought control (i.e., that one’s efforts at

control should meet with success, especially long-term success). (p. 678)

The OCCWG (1997) heavily referred to the work of Clark and Purdon (1993),
who noted that individuals’ vulnerable to developing obsessional problems resides in
the beliefs obsessional thoughts are evidence that undesirable personality
characteristics exist and their thoughts can and should be controlled. Therefore,
failures in thought control are experienced as devastating because OCs tend to attach
internal, negative meaning to their suppression failure. These negative and internal
appraisals may lead to increased distress, which increase the motivation to suppress in
future. In other words, OCD patients tend to show “Too much thinking about
thinking”, which is also known as meta-cognitive beliefs. Recently, Janeck, Calamari,
Riemann and Heffelfinger (2003) found that “Too much thinking about thinking” is an
important factor in OCD, and it differentiated OCD from generalized anxiety disorder.
Tolin et al. (2002) have reported consistent findings that people with OCD have a
greater tendency to attribute their thought suppression failure to internal factors and
give negative meaning (e.g., “l am mentally weak”) than subjects in a control group.

In a series of experiments, Salkovskis and Campbell (1994) demonstrated that
the suppression of personally relevant thoughts resulted in increased intrusions. That
is, the more vigilant the person monitors and suppresses thoughts, the more distressing
and intrusive the thoughts are likely to become. In a subsequent study, suppression
over a four day period was evaluated, and the results showed that subjects who
suppressed their thoughts experienced more thoughts and reported significantly more
discomfort than subjects who thought about intrusions and recorded them without
suppression (Trinder & Salkovskis, 1994). These findings supported the work of Clark
and Purdon (1993), who described the characteristics and beliefs of OCD sufferers as:

“Excessively monitoring for the presence of mental intrusions; belief that these
intrusions portend some catastrophe; belief that one is responsible for this harm
because of the thoughts; belief that one must control the thoughts to avoid harm
and reduce distress. (p.672)”
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Purdon and Clark (2002) proposed that most people try to suppress thoughts
from time to time; however, people with OCD tend to have very strict meta-cognitive
beliefs which motivate the person to perform active and extensive attempts to control
unwanted intrusions (see also, Clark, 2004). Unfortunately, as stated by Wegner and
Zanakos (1994) such suppression attempts result in more rather than less intrusion
because complete suppression is usually not possible; and in a paradoxical way, such
suppression efforts may increase the frequency of these unwanted thoughts, and may
evoke more intense and persistent intrusive thoughts. Consistent with this argument,
Purdon and Clark (2002) noted that

“Individuals who believe that mental control is an important part of self-control

will have a high stake in being able to control thoughts. Individuals who

believe that unwanted thoughts represent a lapse in mental control and who
strive for perfect control will be invested in regaining mental control after such

a thought occurs. (p.31)”

The ineffectiveness of beliefs about controling unwanted thoughts have
significant implications for scrupulous individuals who continuously strive to protect
“purity in thought.” As stated by Rachman and Shafran (1999), although only a very
small part of our daily thoughts are the results of deliberate selection, people with
OCD have a great tendency to believe that they should have complete control over
each thought. Interestingly, the Penn Inventory of Scrupulosity (Abramowitz et. al.,
2002) consists mainly of items related to distress about immoral/unwanted thoughts.
Thus it would appear that control of thoughts may play a central role in scrupulosity.
Consistent with this hypothesis, Sica et al. (2002) found that obsessive-compulsive
cognitions were significantly related to impaired mental control for highly religious
individuals, whereas there was no significant association between these variables for
less religious individuals. Therefore, control of thoughts may be particularly salient for
individuals with highly religious beliefs.

Studies evaluating the effectiveness of thought suppression and OCD have
produced mixed results. While some studies found an increase in obsessions after
thought suppression (Clark, Ball, & Pape, 1991; Clark, Winton, & Thynn; 1993, Lavy
& van den Hout, 1990; Salkovskis & Campbell, 1994; Tolin, Abramowitz, Przeworski,

28



Foa, 2002), other studies found no paradoxical effect of suppression on thought
frequency at all (Belloch, Morillo, Gime 'nez, 2004; Janeck & Calamari, 1999; Kelly &
Kahn, 1994; Purdon, Rowa & Antony; 2005; for comprehensive reviews see;
Abramowitz, Tolin, & Street, 2001; Purdon, 2004; Purdon, 1999; Purdon & Clark,
2000; Rassin, Merckelbach, & Muris, 2000). Researchrs attribute these inconsistent
findings to weak methodological designs that greatly limit external validity (Purdon,
1999).

As a conclusion, in spite of inconsistent findings, beliefs about the importance
of controlling thoughts are influential in the cognitive models due to five reasons.
First, these beliefs motivate the person to use some active control strategies. Second,
control efforts terminate the exposure to thought and strengthen the validity of the
obsessions. Third, these efforts provide anxiety reduction and the person feels
successful as a result of anxiety reduction, which motivates the person to again
perform these control efforts. Fourthly, complete control is usually impossible and

failure in control will further contribute to problematic appraisals (Clark, 2004).

Perfectionism. Perfectionism is a multidimensional construct of varying intensity and
expression that is frequently seen in many types of psychopathology, such as
depression (Blatt, Zuroff, Bondi, Sansinow, & Pilkonis, 1998; Hewitt, Flett &
Turnbull-Donovan, 1992), eating disorders and social phobia (Shafran & Mansell,
2001), and even in varying degrees in nonclinical samples (Flett &Hewitt, 2002; Frost,
Marten, Lahart, & Rosenblate, 1990; Hewitt & Flett, 1991). The OCCWG (1997)
defined perfectionism in OCD as “the tendency to believe there is a perfect solution to
every problem, that doing something perfectly (i.e., mistake free) is not only possible,
but also necessary, and that even minor mistakes will have serious consequences”
(p-678). This definition focuses on the desire to find “the” correct and error free
solution to “every” problem. However, the OCCWG’ definition does not include social
aspects of perfectionism (i.e., other-oriented perfectionism; or socially prescribed

perfectionism), as conceptualized by Hewitt and Flett (1991).
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Although several authors proposed that perfectionism plays a role in obsessive-
compulsive issues, little research has been performed to understand the role
perfectionism in the etiology, maintenance, and treatment of OCD (Frost& DiBartolo,
2002). One reason for this, is that, while research on cognition and OCD has found that
perfectionism is distinct from the other belief domains, evidence indicates that it is
highly related to the other belief domains (Obsessive Compulsive Cognitions Working
Group, 2001). For example, Bouchard, Rheaume, and Ladouceur (1999) found that
high perfectionism may lead OCD sufferers to overestimate their level of
responsibility (i.e., inflated responsibility) for controlling negative events. Conversely,
inflated responsibility beliefs may predispose an OCD sufferer to be perfectionist as a
tactic to reduce threat or risk of harm (Frost et al. 2002). Furthermore, researchers still
debate over whether perfectionism is a specific facet of OCD or is a common
vulnerability factor that plays a significant role in the maintenance of several
emoyional disorders. Frost and Steketee (1997) found that individuals with OCD did
not score significantly higher than individuals with other anxiety disorders on overall
perfectionism. Furthermore, dysfunctional perfectionistic participants reported more
beliefs about responsibility, compared to functional perfectionistic participants
(Rheaume, Freeston, Ladouceur, Bouchard, Gallant et al., 2000).

In spite of these diferences, some empirical studies indicate that maladaptive
perfectionism plays an important role in OCD. For example, subclinical OC subjects
were more perfectionist than non-compulsive individuals (Frost, Streketee, Cohn &
Griess, 1994; Yorulmaz & Karanci, 2006) and anxious controls (Gershuny & Sher,
1995). In studies among psychiatric patients, Hewitt and Flett (1991) obtained a
significant correlation between perfectionism and OCD symptoms. Also, in a non-
clinical study, hierarchical regression analysis demonstrated that perfectionism still
accounted for a significant amount of variances Padua Inventory Total Score (a
measure of OCD symptoms) when the other variables (responsibility, perceived

danger) were partialled out (Reheaume, Ladouceur & Freeston, 2000).

30



Overestimation of Threat. The tendency to overestimate the presence of threat in
patient with OCD was first hypothesized by Carr (1974) and the McFall and
Wollersheim (1979). They identified two main component of this belief: (1) beliefs
about the likelihood of an aversive event; and (2) beliefs about the cost of the aversive
event. Parallel to this definition, OCCWG (1997) defined overestimation of threat as
“exaggeration of the probability of severe harm” (p. 678).

While overestimation of threat is considered a key variable in OCD, the
cognitive theory of anxiety (Beck & Clark, 1997) assumes that it also plays a key role
in most of the anxiety disorders. According to Beck and Clark (1997), experience of
pathological anxiety results from unrealistic interpretation of threat and danger which
includes the seriousness of consequences, lack of ability to cope with the situation,
existence of an external rescue factor, as well as past experience, present context and
mood state. Salkovkis, Forrester, and Richards (1998) recommended the use of Beck,
Emery, and Greenberg’s (1985) formula for understanding overestimation of threat in

OCD. Accordingly, a possible mathematical equation would be

Estimation = Perceived probability of threat x perceived cost/awfulness of danger

of threat Perceived ability to cope + Perceived “rescue factors”

This equation illustrates that the perceived probability and seriousness of the threat are
multiplicative. This formulation highlights why trying to provide reassurance to OCD
sufferers by using logical reasoning is fruitless. In other words, perceived danger is not
sufficient alone, but is part of a multiplicative process. Therefore, Carr (1971)
proposed that optimal treatment procedures for OCD must aim to maximize patient’s
opportunity to decrease excessive danger beliefs (Carry, 1971, 1974, cited in Menzies,
Harris, Cumming, & Einstein, 2000).

The mediational role of danger expectancies in OCD has been supported by
recent studies of compulsive washers. It has been found that danger expectancies are
the most likely mediator of washing-related behavior in OCD when compared to rating

of responsibility, perfectionism, anticipated anxiety, and self-efficacy. No other
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variable remained significantly related to any of the four measures of OCD washing
when danger expectancies, which included likelihood and severity of illness ratings,
were held constant (Jones & Menzies, 1997a). In a subsequent study, experimentally
increasing danger expectancies led to similar increases in cognitive and behavioral
symptomatology among washers (Jones & Menzies, 1998b). Furthermore, treatment
procedures aiming at decreasing danger expectancies (Danger ideation reduction
Therapy, DIRT) lead to significant reductions in OCD symptomatology among
washers. These treatment procedures do not include exposure, response prevention, or
procedures attacking inflated personal responsibility (Jones & Menzies, 1997b, 1998a).
Several studies indicated that OCD sufferers tend to hold vulnerability
schemas. These schemas may lead individuals with OCD to selectively focus on
potentially threatening stimuli and to underestimate their ability to cope (Sookman,
Pinard, & Beuchemin, 1994; Sookman, Pinard, & Beck, 2001). In the context of OCD,
limited questionnaire -based evidence suggests that individuals with OC symptoms
may hold a higher level of desire for control (e.g. Sookman et al., 2001), and a lower
sense of control over the self and the world (e.g. McLaren & Crowe, 2003; Zebb &
Moore, 2003). Consistent with these findings, Zebb and Moore (2003) found that a
lower sense of control in relation to threat was associated with a higher severity of
OCD symptoms. Recently, Moulding and Kyrios’s (2007) found that in a non-clinical
student population, higher levels of desire for control and lower sense of control were
related to higher levels of OC beliefs and OC symptoms. These results support the
general view that individuals with OCD may hold a higher level of desire for control
and lower sense of control over events in their lives, and the big differences between
desired control and sense of control may cause significant distress, which in turn may
motivate individuals to perform some overt or covert behaviors to gain control over
undesirable outcomes (see for review, Moulding & Kyrios, 2006). In addition, Altin
and Karanci (2008) found that the interaction between external locus of control and
responsibility was significantly related to obsessive symptoms in Turkish senior high

school students.
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Based on these results, it has been suggested that cognitive behavioral therapy
of OCD should help the person identify and change a) the dysfunctional appraisals
associated with anxiety, b) selective attention towards the source of threat, c) the
possibility of preventing feared outcomes, d) safety-seeking behaviors aimed at
reducing threat, d) general beliefs (attitudes & assumptions) that lead to problematic
threat appraisals, and e) current situations that confirm these interpretations (Salkovkis

et al., 1998).

Intolerance of Uncertainty (IOU). The OCCWG (1997) defined IOU as: “(1) beliefs
about the necessity of being certain; (2) beliefs that one has a poor capacity to cope
with unpredictable change; and (3) beliefs about the difficulty of adequate functioning
in inherently ambiguous situations” (p. 678). Parallel to this definition, Dugas,
Gosselin and Ladouceur (2001) define intolerance of uncertainty as “the excessive
tendency of an individual to consider it unacceptable that a negative event may occur,
however small, the probability of its occurrence” (p.552).

While IOU appears to be a feature that leads to many compulsions, to date,
there is little empirical research conducted to clarify its role in OCD. Sookman and
Pinard (2002) noted that “individuals who are intolerant of uncertainty may have a
lower threshold for perceiving a variety of ambiguous situations as threatening.
Difficulty with unpredictability, newness, and change could increase the range of
situations in which ‘degree of danger’ is overestimated and ‘capacity to cope’ is
underestimated” (p.82). Consistent with this, Frost and Shows (1993) demonstrated
that people with OC symptoms as compared to a control group appeared to be more
cautious and display greater doubt about the correctness of their decisions. This
finding 1s replicated by subsequent studies which it was found that OCD patients
generally report lower tolerance about uncertainty, and this low tolerance of
uncertainty may generalize to memory deficit compared to non-OCD controls
(Constans, Foa, Franklin, & Mathews, 1995; Sookman and Pinard, 2002). This finding

is consistent with the previous results that a tendency for OCD sufferers to determine
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adequacy of this performance is based on an internal sense of “just right” rather than
objective data.

Pathological doubt is often observed in individuals with OCD (Rasmussen &
Eisen, 1989). According to Reed (1985; cited in Tolin et al., 2001, p.914), OCD
related doubt reflects uncertainty about the properties of the situation, or the action.
Patients with OCD frequently report uncertainty about whether they have performed
actions correctly. In order to reduce their doubt, they are likely to engage in
compulsive behaviors such as checking, washing, assurance-seeking, or repetitive
activities. However, it has been suggested that repeated checking reduces confidence
in memory, rather than enhance it because repeated checking increases familiarity,
which decreases vividness and detail of recollection. Decreased vividness/detail of
recollection undermines memory confidence about any special case from a class of
familiar events (Hout & Kindt, 2003; Tolin et. al., 2001). In line with these
expectations, Hout & Kindt (2003) carried out three experimental studies with healthy
participants. Results indicated that memory confidence was significantly reduced by
repeated checking. Their experimental studies confirmed that repeated checking
reduces vividness and detail of the memory about the last check, which in turn,
diminishes trust in memory. Therefore, they suggest that a need for certainty and a
critical attitude towards memory performance may not be problematic or abnormal.
Clinical problems arise when the patient tries to counter memory distrust by repeated
checking, because repeated checking increases distrust and the patient may become
trapped in a vicious cycle reinforced by checking behavior and memory distrust (Hout
& Kindt, 2003).

Although there is empirical evidence that suggest IUC plays a role in OCD
(e.g., Tolin et al, 2003), some authors suggest that it is not specific to OCD, but it also
has a function in GAD (Holaway, Heimberg & Coles, 2006; Ladouceur, Gosselin &
Dugasi 2000). Because of the high correlation between worry and intolerance of
uncertainty, researchers suggest that IOU may be a necessary but an not sufficient
factor in the development of OCD (Dugas, Hedayati, Karavidas, Buhr, Phillips,et al.,
2001).
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1.4.Review of the Literature about Scrupulosity

The second main aim of the present study is to examine the effect of religious
affiliation (i.e., Christianity and Islam) and degree of religiosity on the maintenance
and persistence of scrupulosity symptoms by comparing the Canadian Christian and
Turkish Muslim participants. Consistent with this objective, the present section
reviews relevant literature. Similar to the previous section, a literature review of
phenomenology and etiology of scrupulosity is presented first, followed by a

discussion of the cognitive model of scrupulosity.

1.4.1. Phenomenology of Scrupulosity

Scrupulosity is a psychological condition primarily characterized by obsessions
and compulsions involving religious themes, pathological guilt, doubt and/or worry
about sin, and excessive religious behaviors that are highly distressing and

dysfunctional. The following has been about scrupulosity.

“The word "scruple" is derived from the Latin "scrupulus," a rough or hard
pebble that causes discomfort if trodden on; a later meaning was a minute
apothecaries' weight, one twenty-fourth of an ounce, so small as to affect only
the most sensitive scales. The term in English acquired a moral interpretation of
a thought or circumstance so insignificant as to affect only a very delicate
conscience. In religious terminology a scruple is an "unhealthy and morbid kind
of meticulousness, which hampers a person's religious adjustment." (Weisner &
Riffel, 1960, p. 29)

Epidemiologic studies found that obsessions with religious themes were the
fifth common type of obsessions identified in the DSM-IV field trials for OCD (Foa et
al., 1995). De Mathis, Diniz, Rosa rio, Torres, Hoexter, Hasler et al. (2006) reported
that OCD had a lifetime prevalence of approximately 2.0-2.5%. However, the
prevelance of scrupulosity can be only speculated because subsequent studies reported

different ranges on the portion of the patients who suffer from religious obsessions.
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Recent clinical research based on the Yale-Brown Obsessive—Compulsive Scale (Y-
BOCS) suggests that a fairly large portion of OCD patients (5-33%) suffer from
scrupulosity (Miller & Hedge, 2008). Also Mataix-Cols et al. (2002) estimate that
approximately 30.0% of OCD patients suffer from religious obsessions (Mataix-Cols,
Marks, Greist, Kobak, & Baer, 2002). Using a larger sample (n = 395), Tolin and his
colleagues (2001) found that 5% of OCD patients experience religious obsessions as a
primary type of obsessions (Tolin, Abramowitz, Kozak, & Foa, 2001). In addition,
based on an unpublished research report, Abramowitz et al. (2002) found that 24.2% of
a clinical sample of OCD patients had religious obsessions. Miller and Hedge (2008)
reviewed the scrupulosity research and estimated that approximately 5% of OCD
patients have primarily religious obsessions or scrupulosity. However, higher
percentages of scrupulosity were reported in research conducted in from work in highly
religious societies. The rate among OCD sample is 60% in Egypt and 50% in Saudi
Arabia (Tek & Ulug, 2001).

From these studies, it is difficult to arrive at a reliable estimate about how
frequently patients with scrupulosity present themselves to clinicians. The researchers
argue that defining the exact proportion of the individuals suffering from scrupulosity
is a difficult task due to the content of the obsession; individuals suffering from
religious obsessions often initially present their symptoms to clergy as religious or
moral concerns (Pollard, Henderson, Frank, & Margolis, 1989; Witzig, 2005). For
example, Greenberg and Shefler (2002) found that although patients tended to talk
with mental professional about non-religious symptoms, they tended to talk with
religious authorities about OCD symptoms dealing with religious matters. Pollard,
Henderson, Frank, and Margolis (1989) also found that only 28% of people in the
general population with OCD seek help for their symptoms, and, almost half of them

approach clergy or non-psychiatric medical professionals.
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1.4.2. Clinical presentations of scrupulosity

The following section discusses the essential symptoms of scrupulosity, which are
grouped into cognitive, behavioral, affective, and social symptoms. In a recent review
study, Miller and Hedges (2008) preferred to use the term “feature” rather than
“symptoms”which describing scrupulosity. They prefer this terminology because of
the imprecise nature of the scrupulosity concept and of unknown causal factors. Thus,
in this section the term “features” is used. Since scrupulosity has received only
minimal direct research attention, little empirical work exists regarding its most essential
and common symptoms. Therefore, this brief section illustrates only some of the most

apparent and identifiable features of scrupulosity.

1.3.2.1. Behavioral Features of Scrupulosity

Scrupulosity is characterized by persistent obsessions and compulsions regarding
religious issues. Obsessions can occur as thoughts, images, or impulses that one feels
are very wrong or sinful. The obsessive thought, image or impulse usually involves
something that is a violation of the person’s religious belief system. For example it
may be the thought, image or impulse of doing something the person considers sinful
or it may include doubts about something that is important to a person’s faith like
whether he/she confessed a sin, completely purified himself, said the right prayer,
entirely trusted in God, etc. It may also be the sudden intrusion of blasphemous
thoughts or swear words against God (DMS-1V, 1994).

The DSM-IV (1994) notes that compulsions can be behavioral acts or mental
rituals that often manifest as the need to get reassurance from religious leaders about
whether the person has adequately prayed, confessed a sin, repetitive confessions,
repeating a prayer over and over, checking whether the person has done all of the
necessary things in an appropriate way, or washing to guarantee one is clean enough

before praying.
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Researchers point out that in therapy or when conducting research on
scrupulosity one should be sensitive to differentiate normal religious behavior/ritual
from obsessive-compulsive behavior. Greenberg (1984) suggested that the clinician
should be aware of the nuance and the practices of the normal religious rituals in
different religious groups. For example, counting rosary beads and praying may be part
of normal religious practice for a Muslim devout; while for another it may a part of an
obsessive-compulsive ritual that entirely consumes the person's life. In addition,
individuals may start praying as part of normal religious practice, but then looses
control and shift, into an obsessive-compulsive cycle in which intrusive images of
blasphemy appear while praying. Witzig (2005) noted five criteria for clinical
scrupulosity:

1. “The individual' practices far exceed what is required by the particular religious
group (e.g., a scrupulous individual who is fasting may believe that it is sinful
to swallow his own saliva).

2. The individual's beliefs and practices become very narrowly focused on
"getting it right" and lose sight of developing a relationship with God (e.g., an
individual becomes so consumed with whether or not he committed blasphemy
that he compulsively studies all of the passages on blasphemy and feels that he
cannot afford to spend time reading or learning about anything else until his
dilemma is solved).

3. Scrupulosity interferes with normal religious practice (e.g., the person stops
attending religious services in order to complete rituals).

4. The individual may focus so much time and energy on perfectly performing
rituals that he overlooks more important aspects of faith (e.g., doing good
toward others).

5. Scrupulosity closely resembles other subtypes of OCD in that mental or
behavioral compulsions (e.g., repeating prayers, checking, confessing multiple
times, and seeking reassurance) occur in response to distressing, intrusive,
unwanted, and repetitive thoughts, images, or impulses”(p. 11)

Ciarrocchi (1998) noted that the most important difference between
scrupulosity and normal religious rituals is the inability to solve doubt. OCD sufferers
constantly think about the same topic and can never reach a final conclusion. Thus,
normal religious ritual can be differentiated from obsessive-compulsive behavior when
the rituals cause significant distress, resistance, and some type of impairment in the

person's life (Greenberg, 1984).
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1.3.2.2. Cognitive Features of Scrupulosity

Miller and Hedges (2008) defined seven cognitive features of scrupulosity,

which can be summarized as follow:

1) Scrupulous patients most characteristically exhibit dysfunctional thought
patterns regarding moral issues and religious themes. Most noticeably, scrupulous
patients have an excessive sense of guilt and personal responsibility, which may render
them to pathologically exaggerate the seriousness of misconduct or misclassify
ordinary and acceptable behavior as sinful and unacceptable. This excessive sense of
guilt is more probably the result of thought action fusion (TAF), in which a person
judges a particular thought, either wanted or unwanted, as morally equivalent to the
actual behavior (Muris, Meesters, & Rassin, 2001). Such assumptions are more likely
to result in the catastrophic appraisal of sexual, aggressive, or other morally suspect
fantasies that cause exaggerated sense of guilt and responsibility.

2) Patients with scrupulosity frequently experience remarkably high, unusual
and disabling confusion or doubt. This pathological confusion is usually related to
possible violations of morality, or the exact content of a moral precept. As stated by
Ciarrocchi (1995), who labels the disorder ‘‘the doubting disease”, scrupulous patients
““feel uncertain about religious experience and do not find reassurance through the
normal means available to them’’ (p. 5).

3) Patients with scrupulosity often engage in long periods of highly distressing
moral rumination, or deep and intense episodes of thinking and reflection. Periods of
rumination may involve “philosophical analysis of currently bothersome moral issues

or a meticulous review of past indiscretions “(Abramowitz, 2001, p. 79)

4) Patients with scrupulosity often display negative cognitive styles, or the
psychological tendency to interpret ambiguous stimuli in the most severe and dismal
manner. Under the influence of a negative cognitive style, fundamental messages of
religion can be interpreted so rigidly that it often becomes a radical source of anxiety

and increased confusion
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5) Patients with scrupulosity exhibit attentional fixation on religious issues. It is
quite understandable that many religious individuals attach high value on their
religious beliefs; however, scrupulosity patients feel a great burden because of
religious issues and moral implications. Even ordinary and mundane information can
easily catch the attention of a scrupulous person and can trigger long periods of
rumination.This feature can deprive patients of the capacity to relax and enjoy daily
activities and ordinary pleasures, which may make them more vulnerable to other
forms of anxiety and depression (Beck & Emery, 2005).

6) Patients with scrupulosity have poor insight and awareness. Patients with
scrupulosity may become so overwhelmed with moral and religious concerns that they
are actually incapable of fully processing all of their thoughts, which contributes to
poor awareness. As noted by Taylor (2002) scrupulous patients “guess at what normal is
[They] have no sense of what a normal life is like because of the oppressive rules and
rigid, black and white thinking. They are in constant turmoil and have feelings of fear,
guilt and shame’” (p. 306).

7) Finally, some scrupulous patients may also frequently experience de-
realization and de-personalization, or the loss of attachment with reality and personal
identity because of various aspects of religious principle and practice, which often

unduly distruct a person’s attention.

1.3.2.3. Affective Features

Insofar as scrupulosity is a subtype of OCD, persistent anxiety is the most
prominent affective feature of scrupulosity. However, as described in the cognitive
theory of emotional disorders, anxiety in scrupulosity not only involves subjective
feelings of vulnerability and uncertainty about the future, but also involves a frequent
orientation toward the past (Abramowitz, 2001; Greenberg et al., 1987). In addition to
anxiety, Olatunji, Tolin, Huppert, and Lohr (2005) conducted research to address other
affective features of scrupulosity. They examined the relation among fearfulness,

disgust sensitivity, and religious obsessions in a non-clinical sample. Overall, the data
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indicated that there was a positive significant relationship among fearfulness, disgust
sensitivity and religious obsessions. Furthermore, the relation between disgust
sensitivity and religious obsessions remained significant even after controlling for
general fearfulness and cleanliness fears.

The available OCD research does suggest that degree of religious devotion is
significantly related to feelings of guilt about committing sinful acts (Steketee, Quay,
& White, 1991). Therefore, persistent and exaggerated feelings of guilt are another
consuming affective dimension of scrupulosity. In addition to excessive feelings of
guilt, some scrupulous patients consistently experience periods of extreme and
disabling hopelessness. Religious patients usually center their entire personal lives on
spirituality and moral failure to reach perfect faith opens the way to overwhelming
feelings of despair. Consequently, they may also report pervasive apathy or emotional
numbness and being unable to respond emotionally to other situations or people

(Ciarrocchi, 1995; Greenberg et al., 1987).

1.3.2.4. Social Features

Patients with scrupulosity often experience distressing social isolation. As a
natural result of the affective distress, these patients withdraw themselves physically
and psychologically from close family members and friends (Ciarrocchi, 1995;
Greenberg et al., 1987). Rogers (1980) described the effect as follows:

““To share something that is very personal with another individual and it is not
received and not understood [or to feel like one can never share at all], this is a
very deflating and a very lonely experience. I have come to believe that such an
experience makes some individuals psychotic. It causes them to give up hoping
that anyone can understand them. Once they have lost that hope, then their own

inner world, which becomes more and more bizarre, is the only place where they
can live. They can no longer live in any shared human experience’’ (p. 14).

Researchers believe that social interaction may temporarily alleviate affective distress
and may provide a healthy and therapeutic source of continuing support; therefore, this

issue should be addressed during individual therapy. Additionally, in some cases, the
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patient can direct his/her frustration at undeserving family members who are not aware
of the patient’s psychological distress, which may strain familial relationships and

create other secondary social problems.

1.3.3. Etiology of Scrupulosity: Cognitive Model of Scrupulosity

Several theoretical approaches exist to explain the potential origins of
scrupulosity, including psychodynamic psychology, existential, behavioral, cognitive,
and neurobiological perspective. Given the orientation of the present research, only the
cognitive model of scrupulosity is described (for detailed information see Miller and
Hedges, 2008).

As previously discussed, the cognitive-behavioral model of OCD proposed that
the misinterpretation of the occurrence of innocuous intrusions play an essential role in
the transformation of these intrusions into clinical obsessions. Ciarrocchi (1998) noted
that “scrupulosity fits this picture perfectly”. People with scruples believe, “if I have
this thought, image or impulse, I must be that kind of person or be willing to do those
things.” The person then focuses on religious statements about the importance of a
clean mind or a “pure spirit.” Furthermore, God knows what is in our hearts.” (pp.25).
Consistent with the cognitive model of OCD, research has aimed to understand why all
people of faith hear essentially the same messages, but only a few respond with
scrupulosity. It is proposed that scrupulous patients may exhibit dysfunctional thought
patterns regarding moral issues and religion.

Consistent with the theoretical description of Barlow (1988) and Wegner
(1994), and cognitive models of OCD (e.g., D.A.Clark, 2004; Rachman, 1998;
Salkovskis, 1985), Ciarrocchi (1998) described how the stage is set for scruples and
OCD. According to his model, first, the person believes that certain thoughts, images
and impulses are dangerous. Appraisal of thoughts, images and impulses as
unacceptable evokes significant distress and anxiety. The higher the anxiety increases
the more the person believes that these thoughts are important and significant. Anxiety

forces the person to perform some control efforts to get the thoughts out of his/her
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mind. Unfortunately, complete control is usually impossible, and in a paradoxical way,
these control efforts increase the frequency and intensity of these unacceptable
thoughts. Since the thought is unacceptable and violates the person is belief system,
the person cannot just ignore the intrusion. The person searches for the best way to
neutralize it. However, the neutralization acts relieve anxiety only temporarily, and this
transient decrease in anxiety reinforces the continual use of corrective action in the
future, which sets a vicious cycle of intrusions-anxiety-neutralizing-temporary elief
from anxiety- ..., and the scruples cycle is thus born. Figure 1 depicts how Ciarrocchi
(1998) conceptualized the cognitive process in scrupulosity.

Figurel. Model of Development of Scrupulosity

Strong belief that certain thoughts are
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In their study Abramowitz et al. (2002) proposed a similar process regarding
the phenomenology of scrupulosity; this condition can develop as individuals
misinterpret the occurrence of the innocuous intrusive thoughts and magnify their
importance. The authors suggested that scrupulous patients have remarkable guilt and
personal responsibility. This significant guilt and personal responsibility may motivate
the person to engage in obsessions and compulsions of scrupulosity to minimize the
feeling of guilt and doubt. However, in a paradoxical way, such neutralization efforts
may increase the frequency of these religious intrusions, and may evoke more intense
and persistent intrusions.

More recently, Abramowitz et al. (2006) found that scrupulosity was correlated
with obsessional symptoms and several cognitive domains of OCD, including beliefs
about the importance of and need to control intrusive thoughts, an inflated sense of
responsibility, and moral thought—action fusion. Subsequent research findings
suggested that religious obsessions may be associated with poorer insight, more
perceptual distortion, and more magical ideation than are most other types of
obsessions (Tolin, Abramowitz, Kozak, & Foa, 2001). Simiarly, individuals with
intense religious scruples scored significantly higher than those low in religiosity on
measures of obsessionality, overimportance of thoughts, control of thoughts,
perfectionism and responsibility (Sica et al., 2002; Tek & Ulug, 2001). Rassin and
Kosher (2003) proposed that Thought-Action Fusion may also contribute to the
inflation of moral responsibility in individuals with intense religious scruples. As
explained before, TAF is the assumption that inappropriate thoughts are equivalent to
actions. Such assumptions are more likely to result in the catastrophic appraisal of
sexual, aggressive, or other morally suspect fantasies, which trigger anxiety and strong

urge to control unwanted thoughts, as detailed above.

1.4. Culture and Psychopathology

Over the last two decades, understanding the intricate interplay between culture

and human behavior and experience has received great interest from contemporary
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psychology. Some research has focused on psychopathologic manifestations of a
specific disorder across cultures (Draguns & Matsumi, 2003), while other studies have
aimed to specify the differences and similarities in disorders and typical symptoms
across cultures (e.g., Kleinknecht, Dinnel, Kleinknecht, Hiruma, & Harada, 1997).
Herskovits (1949) equated culture with the part of the environment that was
created by human beings. Marsella (1988, pp. 8-9) provided a more elaborate,
psychologically oriented, description of the attributes of culture as follows:

“Shared learned behavior which is transmitted from one generation to another
for purposes of individual and societal growth, adjustment, and adaptation:
culture is represented externally as artifacts, roles, and institutions, and it is
represented internally as values, beliefs, attitudes, epistemology, consciousness,
and biological functioning.”

From a behavioral stand-point, Seiden (1999) defined culture as

“aspects of past learning common to members of a society, resulting in shared
patterns of behavior (including cognitive, affective, somatic, and motor
responses to intra-personal, inter-personal, and physical environmental stimuli)
that overlap more with the behavior of other members of that society than with
members of other societies” (p. 200).

The effect of culture on the manifestations of psychological disturbance has
been studied from two contrasting points of view, namely, the universalist and the
relativist perspective. Universalists have focused upon differences in degree and
number in preexisting, presumably worldwide, dimensions and categories. This
approach assumes cultural invariance of mental disorder and mostly compares the rates
of some psychiatric disorders defined according to classification systems developed in
the West. Epidemiological or phenomenological research of a psychiatric disorder is a
good example of this orientation. On the other hand, relativists have emphasized the
uniqueness of phenomena within any given culture and examine the meaning of illness
in that cultural context like in the cases of culturally bound syndromes such as koro
syndrome (an anxiety syndrome over imaginary penis shrinkage seen in Southern
China), Egytian kabsa (fear of reproductive infertility attributed to symbolic pollution),

or homophobia (fear of homosexuals) typical of Western and Latin countries
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(Ficarrotto, 1990; Inhorn, 1994) It has been emphasized that both of these orientations
have their strength and weaknesses (Cheung, 1998; Friedman, 1998).

Hofstede (2001) defined four national dimensions to provide a framework of
definition that can be used to examine the impact of culture on psychopathology : a)
Individualism-Collectivism focuses on the degree the society reinforces individual or
collective achievement and interpersonal relationships, b) Masculinity-Femininity
defines the degree the society reinforces, or does not reinforce, the traditional
masculine work role model of male achievement, control, and power, ¢) Power
Distance focuses on the degree of equality, or inequality, between people in the
country's society, d) Uncertainty Avoidance refers to the level of tolerance for
uncertainty and ambiguity within society. Hofstede found that countries differ from
each other on these four dimensions. For example, Turkey seems to be a more
collectivist, relatively masculine, and uncertainty avoidant society (low tolerance for
ambiguity) with inequalities of power. Canada, on the other hand, is a more
individualistic country that is also high in tolerance for uncertainty with low power
distance (Hofstede, 2001). Despite some methodological critiques about his work
(McSweeney, 2002), there are also studies that provide supporting evidence for these
cultural dimensions and psychopathological constructs. For example, Shupper et al.
(2004) examined Canadian and Japanese individuals and replicated Hofstede’s table of
national dimensions that Canadian participants were higher in uncertainty orientation,
and resolving uncertainty, while Japanese participants were higher in certainty
orientation. They found that uncertainty avoidant countries were more likely to have
collectivist tendencies characterized by willingness to maintain clarity and displeasing
ambiguity, while uncertainty oriented countries were more likely to have individualist
tendency which is characterized by more self-focus, preferring uncertain situations and
seeking discovery (Shupper et al., 2004). It is also asserted that high uncertainty
avoidant people experience more anxiety, distress and aggression (Hofstede, 2001).

Mesquita (2001) compared emotions in individualist cultures with emotions in
collectivist cultures, and he found that in collectivist cultures emotions “(a) were more

grounded in assessments of social worth and of shifts in relative social worth, (b) were
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to a large extent taken to reflect reality rather than the inner world of the individual,
and (c) belong to the self-other relationship rather than being confined to the
subjectivity of the self” (p. 73). He concluded that culture might provide a context for
emotions and might influence how anxiety symptoms are described and experienced.

Tseng (1997) proposed that culture may influence psychopathology in a variety
ways: (1) culture may shape phenomenology of psychopathology (i.e., when a person
becomes obsessive he/she may feel guilty for sins committed or ashamed for socially
non-compliant performance.); (2) cultural factors may affect not only the content of
symptoms but also the syndrome as a whole; (3) culture may cause the development of
unique psychopathology that can be observed only in a certain cultural environment
(i.e., fear of reproductive infertility is observed only in Egyptian [Ficarrotto, 1990]);
(4) culture may favor or hinder the development of psychopathology ( Tseng, 1997).

In sum, several researchers showed that cultural factors can influence
presentation, frequency and even occurrence of psychopathology. As stated by
Draguns and Tanaka-Matsumi (2003):

“Although culture has a considerable impact upon psychopathology, there is a
lack of knowledge about *‘kinds of features or dimensions of culture’’ that ‘are
implicated in generating the distinctive manifestations of disturbance of a given
time and place’’ (p. 767).

Therefore, we need more studies to clarify the effect of culture on psychopathology.
The following sections present a literature review regarding cultural differences in
OCD. The present study, especially, focuses on understanding the influence of
religious affiliations and strength of devoutness on OCD symptomatology,
scrupulosity as a symptom subtype of OCD, and obsessive related beliefs that play a
significant role in the etiology of OCD. The relevant information about these issues is
summarized in the following sections. Firstly, cultural differences in general OCD
symptomatology is examined, and then a review of the psychological literature on
religious beliefs and OCD, as well as scrupulosity is considered. Lastly, cultural

differences in unwanted intrusive thoughts in non-clinical samples are presented.
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1.4.1. Culture and OCD

The cross-cultural studies on OCD reveal that OCD and other anxiety disorders
may vary across cultures in prevalence and form of expression but not in essential
structure (e.g., Good & Kleinman, 1985). Cross-cultural epidemiological studies have
demonstrated that OCD has been found in all cultures that have been the subject of
epidemiological study (Greenberg & Witzum, 1994). Weissman, Bland, Canino, and
Greenwald (1994) examined the lifetime and annual prevalence rates, age at onset,
symptom profiles, and comorbidity of OCD in communities from seven industrialized
and developing countries. They found that the clinical picture of OCD is relatively
uniform. The OCD annual prevalence rates, age of onset, and comorbidity with major
depression and other anxiety disorders were quite consistent among these countries.
However, based on differences in the frequency of subtypes and predominance of
obsessive over compulsive symptoms across countries, the researchers concluded that
OCD is a valid diagnostic category cross-culturally, but the variability in symptom
presentations suggests that cultural factors may affect the frequency and symptom
presentation of OCD. These data were replicated by Sasson et al. (1997), they found
that the worldwide prevalence of OCD is approximately 2% of the general population
(Sasson et al., 1997). However, the researchers point out that when population
differences such as degree of urbanization, religiosity, and level of development are
taken into consideration, a tenfold degree of variation of OCD can be observed.

Cross-cultural epidemiological studies have been conducted in most western
cultures, as well as many other parts of the world including India, Pakistan, Hong
Kong, Taiwan, Egypt, Singapore, Saudi Arabia, Turkey and Sri Lanka (de Silva &
Rachman, 2004). Published case reports and epidemiological studies indicate that the
basic phenomenological features of OCD are similar across cultures. Fontenelle et al.
(2004) compared Brazil OCD patients with those from North and Latin America,
Europe, Africa, and Asia, and found that patients with OCD were almost universally
characterized by: (1) a predominance of females, (2) a relatively early age of onset,

and (3) a preponderance of mixed obsessions and compulsions. Consistent with these
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data, studies in Western and Eastern countries indicate that the frequency of obsessions
is quite similar across cultures. For example, dirt and contamination obsessions are the
most common obsessions in these countries and contamination obsessions is followed
by harm or aggression, somatic issues, religious issues, and finally sexual issues
(Mataix-Cols et al., 1999, 2002; Sasson et al., 1997). It is clear from these data that
OCD is not specific to one culture or one period of time. OCD is found in different
parts of the world, and in different cultures (Steketee, Quay, White, 1991).

Although their basic characteristics transcend cultures and eras, it can not be
concluded that OCD is entirely free from cultural influences (de Silva & Rachman,
2004; Steketee, Quay, White, 1991). de Silva (2006) proposed that people of a
particular culture, or particular era, share common concerns and these common
concerns can be seen in the obsessions and compulsions of the people. He defined four
possible pathways in which cultural factors are significant in OCD:

(a) The content of obsessions/compulsions may reflect common concerns
within a culture (e.g., while obsessions and compulsions related to possible
contamination by asbestos was a relatively common problem among OCD
patients in the UK two to three decades ago, in recent years, the obsessions
and associated compulsions related to HIV/AIDS have been the most
common theme of OCD symptoms)

(b) Obsessions/compulsions may be linked to religious beliefs and/or practices
(e.g., religious obsessions is more related to keeping kosher in the Jewish
OCD patients, while they are more concerned with fallowing certain rituals
in the Muslim patients with OCD)

(c) Those with strict religious beliefs may be more prone to developing clinical
obsessions, as a result of attaching high significance to unwanted intrusive
thoughts (e.g., highly religious individuals scored higher than the low
religious person on measures of obsessionality, perfectionism,
overimportance of thoughts and control of thoughts, and inflated

responsibility (Sica et.al., 2002)
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(d) Superstitions prevalent in a culture may be reflected in the OCD symptoms
in members of that culture (e.g., measures of superstition were correlated
with overall compulsiveness, compulsive checking, perfectionism and
responsibility (Frost, Krause, McMahon, Peppe, Evans, McPhee et.al.,
1993).

The findings of cross-cultural studies of OCD patients reveal an interesting fact
that OCD symptoms can act like a lens that magnifies certain aspects of culture that
have salience for individual experience (Lemelson, 2003). Subsequent studies support
this hypothesis that the content of OCD symptoms can be affected by certain aspect of
the culture. As compared to other countries, a predominance of aggressive and
religious obsessions was found only in Brazilian and Middle Eastern samples,
respectively (Fontenelle et al., 2004). Sexual themes is overpresented in Mexico
(Nicolini, 2002), whereas religious issues appeared more salient in the content of
obsessions in Egypt and India (Okasha et al., 1994), Saudi Arabia (Mahgoup & Abdel-
Hafciz, 1991), Israel (Greenberg, 1984; Zohar, Goldman, Calamary & Mashiah, 2005),
and Turkey (especially the eastern region; Tezcan & Millet, 1997).

Research on cross-cultural variability of OCD symptomatology has mainly
focused on examining how religion shapes obsessions and compulsions. The literature
examining the relationship between religion and OCD is presented in the following

section.

1.4.2. Research on the Relationship between Religion, Religiosity and OCD

One cultural factor that may play a role in OCD is religion. The association
between religion and mental health remains a complex and ambiguous area for
psychological research. Religion has been described by Geertz (1973) as “a system of
symbols which acts to establish powerful, persuasive, and long-lasting moods and
motivations by formulating conceptions with such an aura of factuality that the moods
and motivations seem uniquely realistic” (p. 90) Religion may be ‘exoteric’ which

emphasizes the public, concrete, outer form or doctrines, or ‘esoteric’ which focuses
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on a personal experience of the Divine reality (Smith, 1976). Exoteric religion is
concerned with outward observances, dogmas, and generally accepted beliefs. In other
words, exoteric religion is a social phenomenon that involves drawing people together
around a faith perfective. Esoteric religion is concerned with inner practices and with
teachings that are bestowed to elite or only discovered through inner explorations.
Esoteric religion can be distinguished from exoteric religion, and is assumed to be
more detrimental for mental health than the latter because it includes meditation and
other practices that can be misused and can cause many psychological disturbances,
including anxiety and mood disorders (Faiver, O’Brien, & Ingersoll, 2000).

Although religion represents and determines individuals’ beliefs, concerns and
behaviors, and it is expected that OCD can be influenced by one’s belief system, the
psychological literature on the relationship between OCD and religion is relatively
scarce and incomplete. The theoretical rationale for expecting such a positive
relationship between religion and OCD is derived from Freud’s writings about
similarity between religious practices and obsessive actions (1912/1953). He describes
the similarity between obsessive actions and religious practices by pointing out that
rituality is involved in both kinds of behaviors. According to Freud, both kinds of
behaviors may evoke guilt if these actions are neglected and not implemented in a
perfect and complete way. Furthermore, Freud argues that obsessional neurosis and
religious practices are both responses to instinctual demands. He concludes that “one
might venture to regard obsessional neurosis as a pathological counterpart of the
formulation of a religion, and to describe that neurosis as an individual religiosity and
religion as a universal obsessional neurosis”. (p. 126-127) However, Freud also
indicated that there are certain differences between the two constructs, noting “the
differences are equally obvious, and a few of them are so glaring that they make the
comparison a sacrilege” (p. 119). He stated that the person has recognized that the
neurotic rituals are excessive and unreasonable, whilst religious ceremony is
meaningful in every detail. Furthermore, in contrast to neurotic rituals, sacred rites are

performed in accordance with others. In light of the described similarities and
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differences, an empirical examination of the relationship between obsessive actions
and religious practices should be taken into consideration (Lewis, 1998).

Understanding the role of religious and cultural factors in the etiology of OCD
is a difficult process because it is not clear, of the extent that religious factors influence
OCD, nor is it certain whether they play a causal role or are only part of the
symptomatology. Furthermore, if religious factors play a significant role in the
development and persistence of OCD, it is still unclear whether their effects are limited
to secondary effects on family functioning or can also result in unique forms of the
disorder. Fitz (1990) reviewed studies that have examined this relationship and defined
three specific questions that studies have aimed to understand:

“(a) does religion predispose to the development of OCD? (b) what are the

familial factors involved in OCD and how do they interact with religious

factors to influence the onset and course of this disorder?and (c¢) what kinds of
studies need to be done to present us with a clearer picture of the relationship

between religion and OCD?” (p. 141).

Regarding the relationship between religiosity and OCD, Rachman (1997, p.
798) hypothesized that “people who are taught, or learn, that all their value-laden
thoughts are of significance will be more prone to obsessions — as in particular types
of religious beliefs and instructions”. He emphasized that the content of obsessions can
reflect religious themes.

Studies that aimed to examine the relationship between religion and OCD can
be classified in two main topics. One group examined the effect of religious affiliation
on OCD. They have been mainly interested in understanding whether different
religious doctrines and beliefs would make individuals more vulnerable to develop
OCD, while the other group has aimed to understand the impact of degree of
religiosity on OCD. Empirical studies that aim to understand the role of religious
affiliation are limited in that they only use data provided by demographic information.
For example, in a follow-up study of 150 patients, Welner et al. (1976) found that 33
% were Catholic, 51% Protestant, 11% Jewish, and 5% other religious or agnostic.
Similar findings were reported by Roy (1979) using a chart review of 51 OCD patients
seen in Canada. He found that 39% were Catholic, 23% Jewish, 6% Muslim or Hindu,
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and 4% had no religion. However, the meaning of these percentages is unclear,
because the authors did not compare these religious groups with the relative
distribution of these groups in the general population. The researchers concluded that
the findings of these studies suggest that if religious factors play a significant role in
OCD, it can not be discovered simply by looking at the religious affiliation of persons
with OCD (Fitz, 1990).

Subsequent data investigating OCD in different cultural settings provided
further evidence to support the hypothesis that religious values, customs and practices
may provide the content for obsessions, which in turn render the individual vulnerable
to develop certain types of OC symptoms (Greenberg & Shefler, 2002). For example,
Sharma (1968) reported that in Nepal, a predominantly Hindu country, the themes of
obsessions are mainly related to religious practice. Consistent with this finding, a
report by Mohamed and Abdel-Hafeiz (1991) showed that OCD sufferers from Saudi
Arabia reported a high frequency of obsessions and compulsions about religious
ritualistic worships and washing that has not been found in epidemiological studies of
non-Muslim Western countries (Mohamed & Abdel-Hafeyz, 1991). Similarly, in a
transcultural study, Okasha et al. (1994) showed that while OCD patients from Egypt
and Jerusalem were mainly concerned with religious content, the patients with OCD
from India and England very rarely reported religious content in OCD symptoms
(Okasha, Saad, Khalil, El-Dawla, and Yehia, 1994). They explained these differences
in terms of the religious nature of upbringing and education styles. The authors
proposed that the emphasis on religious rituals, the importance of getting rid of
blasphemous thoughts through repeated religious phrases, such as “I seek refuge with
the Lord from the accursed Satan” can explain the high prevalence of religious
obsessions and repeating compulsions among Egyptian OCD patients. Furthermore,
the ritualistic cleaning procedure, ritual purity, the importance of performing prayers in
an exact number and order, or the number of prayers and verbal content can be a
source of obsessions and compulsions about religious purity. This data was supported
by the reports from other Islamic countries such as Turkey. Teket, Ulusahin and Orhon

(1998) found that a Turkish sample resembled the western and Indian samples in the
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order of the frequency of symptoms (i.e. obsessions of contamination, aggressive,
symmetry/exactness and religious vs. compulsions of cleaning/washing, checking and
ordering). The magnitude of these frequencies was also similar to the reports from
other Islamic countries such as Egypt (Okasha et.al., 1994), and Eastern Saudi Arabia
(Mohamed & Abdel-Hafeyz, 1991). These data supported the findings of the
phenomenological studies that examined family history and characteristics of patients
with OCD and found that OCD appeared to be more prevalent in individuals who are
raised by rigid and strict religious or moral codes (Rasmussen & Tsuang, 1986;
Steketee, Quay, & White, 1991).

As stated above, the psychological literature on the relationship between OCD
and religion is relatively small and incomplete. However, some inferences about this
relationship may be obtained from the literature on cognitive beliefs/styles and
religion. There was some evidence that the differences in religious dogma were
responsible for the differences in moral judgment. Consequently, this may render one
to develop some dysfunctional beliefs that play an important role in the maintenance of
OC symptoms. For example, Cohen and Rozin (2001) found that American Jews and
American Protestants judged negative behavior equally harshly, whereas Protestants
showed a higher tendency to believe that thoughts about immoral actions are likely to
lead to action (i.e., TAF-Likelihood), and one has more control on immoral thoughts
than did Jews. Furthermore, American Jews and Protestants differed strongly in their
moral evaluations of thoughts about immoral actions. Specifically, American
Protestants are more disposed than are American Jews to believe that thoughts are as
morally important as actions. For example, a married man who thinks about having an
affair with the actress Julia Roberts is unlikely to act on this ambition, but Protestants
still consider such thoughts to be significantly more immoral than do Jews (Cohen,
Siegel & Rozin, 2003).

The researchers explained these findings by referring to the differences in
religious dogma between Judaism and Protestantism. Judaism teaches that people were
created with an inclination to do good and an inclination to do evil. Consequently,

inclinations to perform immoral acts are inherent in humans, and the requirement of
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being a moral person is to overcome the temptation. For example, the Talmud
(Kiddushin 40a) explained that “A good thought is regarded as a good deed...but that
the Holy One, blessed be He, does not regard a bad thought...as an actual deed”.
Therefore, there is no belief, in Judaism, that thoughts about immoral actions are
equivalent to actually performing out action in such thoughts. In contrast, Protestant
Christians believe that looking at a woman lustfully is the same as having an affair
with her (Matthew 5: 27-28). Cohen, Seigel, and Rozin (2003) found that Jews focus
much more on religious practice than on religious belief, whereas various
denominations of Christianity focus about equally on religious practice and faith.
Furthermore, Jewish participants’ self-rated religiosity was predicted by their extent of
practice but not knowledge of Judaism or religious beliefs. In contrast, Protestants’
self-rated religiosity was predicted both by their extent of practice and belief, but not
knowledge. In all, the results show that Jews and Protestants view the importance of
practice in being religious similarly, but that belief is more important for Protestants.
Cohen and Rozin (2001) noted that religious doctrines affect how individuals interpret
thoughts and intentions. Thus, research using participants from different specific
religions (i.e., Christian, Jewish, Muslim) may be able to provide more clarity on the
relationship between religion and OCD.

The different influence of religious affiliation on OCD related beliefs was
replicated by Rassin and Koster (2003). They found that religiosity was significantly
correlated with certain aspects of TAF; however, the correlation between religiosity
and TAF was different for Catholic and Protestant individuals. In the Catholic sample,
religiosity correlated moderately with morality, but also with TAF-Likelihood (for-
others), and MOCI total sum. However, in the Protestant sample, religiosity showed a
fairly strong correlation with morality, but was negatively correlated with TAF-
Likelihood (for-self), and there was no significant relationship between religiosity and
TAF total sum. Also the correlation with MOCI total sum did not reach a significant
level for Protestant individuals. As expected, no significant correlations were observed

in an Atheist group. These findings indicate that religious affiliation and strength of
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devotion are associated with cognitive biases about thoughts that may underlie the
development and maintenance of OCD symptoms

In addition to research investigating the impact of religious affiliation on OCD,
there are some studies examining the effects of degree of religiosity on OCD
symptoms and beliefs. For example, Steketee, Quay, and White (1991) examined the
relationships among type and severity of OC symptoms, degree of religiosity and guilt
in 33 OCD and 24 patients with other anxiety disorders. The OCD individuals were
not significantly more religious or guiltier than other anxious subjects. Nonetheless,
religiosity in OCD patients was significantly and positively correlated with measures
of obsessive—compulsive symptoms but not with measures of general and social
anxiety, and depression, which suggests a specific association of religiosity with OCD
symptoms. In addition, those with religious obsessions were more religious than those
who did not report such obsessions.

Abramowitz, Deacon, Woods, and Tolin (2004) carried out a study in order to
examine the relationship between Protestant religiosity, obsessive-compulsive
symptoms, and OCD-related beliefs by comparing highly religious Protestants with
moderately religious Protestants, and atheist/agnostic participants. They found that,
relative to moderately religious Protestants and atheists/agnostics, highly religious
Protestants reported more obsessional symptoms and compulsive washing. In addition,
high devoutness to Protestanism was found to be more related to intolerance for
uncertainty, need to control thoughts, beliefs about the importance of thoughts, and
inflated sense of responsibility as compared to non religious individuals. Similarly,
Sica, Novara, and Sanavio (2002) studied the relationship of religiosity and OC
behavior in a sample of Italian college students. They found that religious individuals
scored significantly higher on measures of OC symptoms, perfectionism,
responsibility, control of thoughts, and over-importance of thoughts than individuals
with a low degree of religiosity, even after controlling for the effects of anxiety and
depression. Furthermore, they found that the over-importance of thoughts and need to
control thoughts were the best factors to discriminate the high religious and low

religious subjects, because only these two variables were found to be related to OC
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symptomatology for highly religious individuals. These studies indicate that the degree
of religiosity may influence the maladaptive assumptions and beliefs which are
assumed to underline the development and maintenance of OCD.

In a recent cross-cultural study, the OCCWG collected data from several
countries, including students from Greece, Italy, and USA. Greek, Italian, and US
students were compared by using their scores on anxiety, depression, and OC
symptoms and belief measures (Sica, Frost, & Sanavio, 2001). Results revealed some
differences in beliefs among participants from three different countries based on
observed differences in cultural style. The authors expected to find that, given the
strong influence of Catholicism, when the Italian students were compared with US and
Greek students, Italian students would show more over-importance of thoughts and its
component thought-action fusion, as well as more desire for control of thoughts.
Furthermore, it was anticipated that US subjects would exhibit greater perfectionism.
The results were consistent with some of them expections with the cognitive domains
of Italian students consistently associated with depression and with all OCD symptom
scales. However, contrary to prediction, Importance of Thoughts and Responsibility
appraisals showed a weaker pattern of correlation with OC symptoms in Italians
compared to the US students. The results also revealed some other interesting findings.
For example, although the OCD domains identified by OCCWG are thought to be
relevant to OCD symptoms, in Greek students. The OCD cognitive domains were
unrelated to symptoms of contamination and checking, and each of the cognitive
domains showed the highest correlations with the Impaired Mental Control subscale of
the Padua Inventory and with depression. Lastly, the US students appeared more
concerned about their own thoughts compared to the other two groups. Overall, with
few exceptions, US students showed the highest correlations between OC cognitions
and symptoms, Greek students the lowest, with Italians are the middle. Thus, they
concluded that the effects of cognitions on OC symptoms moderated by cultural
factors (Sica, Frost, & Sanavio, 2001).

Kyrios et al. (2001) compared large, non-clinical, samples of Australian and

Italian college students on several dimensions of OCD. They focused on examining the
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cultural differences in OCD related beliefs, including inflated responsibility and
perfectionism, and in five types of symptoms: impaired mental control, contamination,
checking, urges/worries and overall obsessionality. The results indicated that the most
striking cross-cultural differences centered around self-oriented perfectionism and
urges/worries. Self-oriented perfectionism showed stronger correlations with
obsessive-compulsive phenomena in the Australian cohort, and for the Australian
students the Padua Inventory Urges/Worries scale exhibited consistently stronger
relationship with various affective and cognitive measures. The results suggested that
the Anglo-Celtic culture (represented by the Australian sample) might be more
concerned about the experience of urges and issues of personal control than the Italian
culture. Furthermore, with regard to obsessive related beliefs, inflated responsibility
for preventing harm and control, and all aspects of perfectionism were mostly related
to intrusive urges. The researchers concluded that the higher emphasis on an
individualist orientation in Anglo Celtic culture might increase concerns about high
personal standards (e.g. self control) more than the Italian culture. More specifically,
concerns with self oriented perfectionism are likely to lead to negative self appraisals
because of perceived imperfection due to the experience of intrusive urges and
contamination. In light of these results, the researchers suggested that the cognitive
formulations of OCD can be generalized across these two different cultural contexts,
although culture-specific factors must be taken into consideration in developing
cognitive-behavioral treatments.

Worthington et al. (2003) suggested that religious commitment may function as
a schema for highly religious individuals to determine how the person defines,
interprets, and responds to moral issues in their life. They defined religious
commitment as "the degree to which a person adheres to his or her religious values,
beliefs, and practices and uses them in daily living, evaluate the world through
religious schemas and thus will integrate his or her religion into much of his or her
life" (p. 85). As stated in previous sections, the cognitive theory of OCD states that a
catastrophic interpretation of intrusions plays a more significant role in the

transformation of intrusions into clinical obsessions than merely experiencing intrusive

58



thoughts. It has been suggested that highly religious commitment may facilitate the
formation of some vulnerability factors, (e.g., perception of increased threat), which
may underlie catastrophic interpretations of obsessions (Frost & Steketee, 2002;
Riskind, Williams, Gessner, Chrosniak, & Cortina, 2000; Sookman, Pinard, & Beck,
2001). Thus, research into how religious beliefs and practices shape schemas may
increase our understanding of the development of OCD.

In spite of the previously mentioned studies showing a positive relationship
between religiosity and OC symptoms, and cognitions, there are also some
contradictory findings which raise some questions about the impact of religiosity on
OCD and OC cognitions (Lewis, 1998). Steketee, Quay, and White (1991) found that
OCD individuals were not significantly more religious or guiltier than other anxious
subjects. Similarly, Rapheal, Rani, Bale, and Drummond (1996) compared the country
of birth and religious affiliation of three groups of 50 patients in order to investigate
the aetiological role played by religion in the development of OCD. In this study, three
different groups of participants were compared, including patients with OCD seeking
treatment, patients without OCD seeking general psychotherapy, and a non-clinical
adult sample. It was found that more patients with OCD affiliated themselves with a
religion as opposed to either of the other two groups. This difference, however,
disappeared when the type of religion was taken into account so that authors concluded
that it is quite difficult to qualify variations in religious beliefs, and there does not
seem to be strong relationship between religion and OCD. However, the findings do
not diminish the importance of religion in the development of OCD in some
individuals and suggest that future research in this area should examine the rigidity of
upbringing and personal perception of the experience of strict rules or imposed
religious practices. Consistently, Greenberg and Witztum (1994) noted that instead of
being a reason for the development of OCD, religion may just provide a context where
OCD expresses itself. In support of this view Greenberg and Witztum, Tek and Ulug
(2001) found no association between religious practices and obsessions and
compulsions. However, they noted that 42% of the patients with OCD reported

religious obsessions. This rate was nearly two times the rate reported in OCD samples
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from the U.S. In line with these findings, Ciarrocchi (1998) concluded that “telling
children to wash their hands before eating does not cause compulsive hand washing
any more than reading the Bible causes scrupulosity. Religious belief does not cause a
person with schizophrenia to have the delusion of being theVirgin Mary any more that
the study of European history causes the delusion of being Napoleon. (p. 567).”

In conclusion, in spite of some contradicting findings, cross-cultural studies
showed some association between religion, religiosity and OCD, and obsessive beliefs,
which encourages the future studies to systematically assess the effect of cultural

factors (e.g. religiosity, religion) on the OCD domains and symptoms.

1.4.3. Research on the Relationship between Religion and Scrupulosity

Studies have also shown that OCD patients with religious obsessions tend to be
significantly more religious than those who don’t experience such obsessions. The first
religious presentation of scrupulosity was described by Bishop John Moore (1962,
cited in Greenberg, et al., 1987) in his monograph of “Religious Melancholy” as *
naughty and sometimes blasphemous thoughts arose in the minds of certain
worshipers, despite their attempt to suppress them, and despite their being good moral
people.”(p. 29). The clearest examples of the scrupulosity-religiosity relationship can
be found in the personal lives of two of the giants of Christianity: Martin Luther and
John Bunyan (de Silva 2006). John Bunyan (1628-1988), the author of Pilgrim’s
Progress, suffered from severe distressing obsessional thoughts. His most distressing
was that, instead of words of praise for God, he might utter blasphemous words. In his
autobiographica book, Grace Abounding to the Chief of Sinners, following passage
vividly describes his unwanted intrusive thoughts:

“But it was neither my dislike of the thought, nor yet any desire and endeavour
to resist it, that at the least did shake or abate the continuation of force and
strength thereof; for it did always in almost whatever I thought, intermix itself
with, in such sort that I could neither eat my food, stoop for a pin, chop a stick,
or cast mine eye to look on this or that, but still the temptation would come,
Sell Christ for this, or Sell Christ for that; Sell him, Sell him.”
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The Protestant Reformer Martin Luther is another famous religious leader who
suffered from melancholia that was related to, and exacerbated by religious obsessions.
Even though he wanted to see religion as a secure place to alleviate his pathology, his
religion did not provide any relief for him. Instead his religion manifested obsessive-
compulsive features of its own, which in turn exacerbated his exiting pathology.
Smith’s translation of the Table Talk contains numerous passages of Luther’s own
thoughts, which suggests that not only did he struggle with OCD, but also, the locus of
his struggle was his religious faith and practices. For instance, when recalling his
experience in the monastery at Erfurt, beginning at age twenty two, Luther states that:

“When I was a monk I did not want to omit any of the prescribed prayers, and

when I was pressed by lecturing and writing I often could not to say the

appointed hours for a whole week , or sometimes two or three weeks. Then |
would take two or three days off, and would eat or drink nothing until I said all
prayers omitted. That made me head so crazy that for hours together I never
closed my eyes, and became deathly sick and went out my senses” (Smith,

1915, p. 13; cited in Cole, 2000)

Scrupulosity continues to draw attention from modern psychology. The studies
about the phenomenology of scrupulosity have shown that the content of the religious
symptoms in OCD reflects the beliefs of the sufferer. For example, Jewish OCD
patients are mainly distressed about keeping Kosher; Muslim patients with OCD have
obsessions about ritualized washing and prayers, and Catholic patients with OCD may
have a need to repeatedly confess the same sin over and over again (Greenberg &
Witztum, 1994). In spite of the diversity in the content of the religious obsessions,
Greenberg and Witztum (2001) proposed that scrupulosity symptoms can be classified
into two main areas: cleanliness and purity, and liturgy. Consistent with specific
doctrines of their religious theology and practices, Jewish and Islamic individuals tend
to exhibit scrupulosity symptoms related to cleanliness and purity (e.g., washing,
praying in the right way, avoiding eating certain foods) while Catholic and Protestant
patients with OCD tend to suffer from symptoms related to liturgy ( e.g., repetitive
confessions, intrusive blasphemous thoughts during prayers).

In line with research, indicating that culture and religion may play an important

role in the development and persistence of OCD, epidemiological studies are needed to
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determine if scrupulosity is seen more frequently within some religious groups than
others(Abramowitz, Huppert, Cohen, Tolin, & Cahill, 2002). Abramowitz et al. (2002)
developed a scrupulosity scale to assess the severity of religious obsessions. The
findings of this study indicated that religious obsessions could be classified into two
main symptom clusters, namely Fear of God and Fear of Sin. Results indicated that
regardless of religious affiliation, highly religious participants reported higher
scrupulosity symptoms as compared to less religious participants. Furthermore, the
authors compared three different religious affiliations, including Protestants, Catholics,
and Jews to understand whether scrupulosity symptoms were disproportionately
represented within some religious groups. They found that highly religious Protestants
in a non-clinical sample scored significantly higher on the Fear of Sin subscale than
Jews and Catholics. Jews had less Fear of God and Fear of Sin than did Catholics and
Protestants. Consistent with the specific tenets of their religious theologies and
practices, the authors suggested that this finding is evidence that scrupulosity
symptoms are sensitive to differences between religious doctrines. The explanation for
this pattern of results is that Jews may differ from Protestants and Catholics in how
much religious and moral importance they give to thoughts. This argument is
supported by Cohen and Rozin’s study (2001). They identified differences in how
Protestants and Jews appraise thoughts about immoral actions. They found that
Protestants considered unwanted negative intrusive thoughts are more controllable and
significant than did Jews. Moreover, Protestants were more likely to consider people
who had such thoughts as immoral.

Greenberg and Shepler (2002) conducted research with 28 ultra-orthodox
Jewish psychiatric patients with OCD in order to examine the relationship between
religiosity and religious symptoms of OCD. They compared patients’ experience of
their religious and non-religious symptoms of OCD. The most striking finding is that
when all of sample of OCD patients are from one very religious group, 93 % of the
sample reported religious symptoms. They reported twenty six religious symptoms,
and 18 non-religious symptoms. On average, each patient had three times more

religious symptoms than non-religious symptoms. The authors also reported that there
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was no significant difference between the distress, resistance, sense of irrationality and
hours spent daily on religious and non-religious symptoms. Further, there was no
significant difference between the age of onset, age when felt to be a disturbed, and
duration until help was sought. Based on these findings, it may be concluded that the
religious and non-religious symptoms of obsessive compulsive disorder in ultra-
orthodox Jews are experienced in markedly similar ways by the sufferers.

In conclusion, although some research differences were found, the religion-
scrupulosity relitionship has not been shown to apply consistently across religious
groups. Results suggest that the religion-scrupulosity relationship appears to be
specific to certain religious groups than to others. The researchers suggested that
examining the interaction between vulnerability factors (e.g., high moral standards,
inflexibility, prohibition, rigidity, guilt) and cognitive biases in different religious
groups may increase our understanding in the role of cross-cultural factors in

scrupulosity.

1.4.4. Cultural Differences in Unwanted Mental Intrusions

Intrusive distressing thoughts (obsessions) are one of the core features of
obsessive-compulsive disorder. These thoughts, images or impulses just pop into the
person’ mind without any deliberate intention. Although intrusions refer to a broad
category of cognitions, D.A. Clark and Rhyno (2005) defined five distinct
characteristics of obsession-relevant intrusive thoughts: (a) intrusive thoughts are
distinct identifiable cognitive events, (b) they are unwanted, unintended, and recurrent,
(c) they interrupt the flow of thought, (d) they interfere in task performance, (e) they
evoke negative affect, and (f) they are usually difficult to control.

Research has consistently shown that a majority of people experience
unwanted intrusive thoughts that usually appear suddenly, interrupt one’s stream of
thought, and provoke some anxiety or distress. For example, Rachman and deSilva
(1978; see also Clark & de Silva, 1985; Freeston, Ladouceur, Thibodeau, & Gagnon,
1992; Purdon & Clark, 1993) reported that almost 80% of non-clinical individuals
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experience unwanted intrusive thoughts that are similar to the content of the
obsessional thoughts that characterize obsessive compulsive disorder (i.e., themes of
dirt, contamination, uncontrolled aggression, unacceptable sex, religion, etc).
However clinical obsessions were found to be more frequent, intense, and longer in
duration and associated with more discomfort than intrusions experienced by non-
clinical persons. Related to compulsions, Muris et al. (1997) found that compulsions
performed by OC patients were more frequent and intense, evoked more discomfort
and were more often associated with distressing thoughts and negative mood state than
compulsions performed by non-clinical subjects.

The notion of “normal obsessions” or a continuity between clinical and
nonclinical obsessional phenomena has now become a fundamental assumption of
cognitive behavioral theories (CBT) of OCD. The cognitive models of OCD propose
that obsessions derive from unwanted intrusive thoughts, images and impulses that are
frequent in the normal population. As described in detail in previous sections,
contemporary psychological theories of OCD emphasize a crucial role for cognitive
variables in the etiology and maintenance of the disorder (e.g., D. A. Clark, 2004;
Rachman, 1993, 1997, 1998; Salkovskis, 1985, 1989). Therefore, accurate
measurement of key theoretical constructs is a critical process in the elaboration and
refinement of current theories of psychopathology (Clare, 2003).

Clark (2005) developed a structured interview for the assessment of
contamination/illness, harm/injury/aggression, doubt, religion, sex, and victim of
violence intrusions called the International Intrusive Thoughts Interview Schedule
(IITIS). Frequency, distress, and perceived control ratings are obtained on an
individual reported intrusion in each of these six domains. To understand what makes
the intrusions significant or important for the individual, the interview schedule
includes ratings on overestimated threat, importance, control, responsibility, and
intolerance of anxiety/distress, perfectionism, intolerance of uncertainty, thought-
action fusion and ego-dystonicity. It also examines individuals’ appraisals of their
lack of control over intrusions across 6 dimensions, and frequency of using different

thought control strategies.
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The interview schedule was first administered to 32 Canadian students, 10
Greek medical students, and 42 Italian students. Differences were evident on sex,
religion and victim of violence intrusions (D.A. Clark, Radomsky, Sica, Simos, 2005).
The Canadians had more “victim of violence” intrusions and the Greek medical
students had more sex and religion intrusions (however the sample sizes were small).
The authors selected out doubting intrusions to assess primary appraisals because
doubt had the highest number of endorsements. Italian students rated doubt as
significantly more distressing than the Canadians. There were few other group
differences in appraisal of doubt. There were differences in control, with the Italian
students reporting lower perceived control of doubt and lower appraisals on the
possibility of control. Finally the groups showed significant differences on 5/9 control
strategies. Italians used more positive thought replacement and neutralization in
response to doubt and the Greek medical students more rationalization. These results
provided some support for cultural differences in the content and in the control of
unwanted intrusive thoughts.

Kyrios, Nedeljkovic, McCarthy, Ahern, and O’Connor (2007) compared
Canadian and Australian students in order to investigate cultural differences in
frequency and nature of intrusive thoughts using a structural interview methodology
(i.e. IITIS). They also examined the nature and role of key appraisal constructs based
on the current cognitive theories of OCD. They found that the percent of Canadians
who reported specific intrusions (i.e., harm, doubt, sexual, victim & contamination)
were significantly higher than the Australian students. Results also revealed some
cultural differences in primary appraisal ratings of intrusions. For contamination and
harm intrusions, Australian students scored significantly higher on TAF and ego-
dystonicity appraisal than did Canadian students. In other words, Australian students
showed a higher tendency to believe that the experience of these intrusions imply that
these events may actually occur. They also rated the contamination and harm
intrusions as more ego-dystonic than Canadians. Furthermore, Australian students
found these intrusions more distressing, and used more control strategies to control

them. In terms of sexual intrusions, Canadian students rated responsibility,
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perfectionism, TAF and ego-dysntonicity appraisals as more significant than
Australians. They also used more control strategies to control sexual intrusions.
Overall, (a) OC-appraisals were moderately to highly associated with OC-intrusions,
distress and frequency for Australians and Canadians, (b) TAF demonstrated moderate
associations with OC-intrusions, distress and frequency for Australians and Canadians, (c)
control beliefs and strategies were moderately associated with frequency and distress in OC-
intrusions for Australians, while strategies associated with distress were higher for
Canadians. The authors concluded that the expected patterns of relationships between
OC intrusions, appraisal and control strategies were found supporting evidence for the
nomothetic model (i.e., CBT model of OCD). However, further research should be

conducted to understand whether these appraisals are specific to OC-intrusions.

1.5. Rationale for the Present Study

1.5.1. Need for research on the impact of cultural factors on obsessive beliefs and

OC Symptomatology

It is a well known fact that psychological phenomena are influenced by many
factors such as education, age, gender, socio-economic status and family background,
as well as ethic and cultural factors. Consistent with this argument, the research
indicated that there are some cultural differences in the form of expression of OCD, as
well as OCD cognitions and beliefs. However, when the relevant literature findings are
taken into consideration, although the rapid expansion and focus on cognitive theory
and therapy provides an exciting new field for OCD research, the literature that
specifically examines the impact of cultural factors on obsessive beliefs and appraisals,
and OCD has not grown at the same rate. Another shortcoming in the relevant
literature is that the samples of the majority of the studies were mostly drawn from
Western countries. Recently, Yorulmaz (2008) compared Canadian and Turkish
undergraduate students, and found significant differences between the two cultural

groups regarding vulnerability factors for OCD, OCD related beliefs, and control
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strategies. The present study will be the second study that compares Canadian and
Turkish samples using the same research design. It will help in identifying the
similarities and the differences between two different cultures in terms of the cognitive
components of OCD.

In conclusion, if there is consistency across cultures in the patterns of
interrelationships between cognitive, affective, and OC phenomena, a greater
confidence in the universality of the CB models and measures that have been mainly
developed in western countries can be advanced. In turn, evidence of cross-cultural
applicability can lend support for the generalization of CBT for OCD to other non-

western countries.

1.5.2. Need for Research on the Impact of Religious Affiliation and Degree of
Religiosity upon OCD, and OCD Relevant Beliefs and Appraisal

There is some evidence that religion is an important cultural factor that may alter
our emotional experiences, including beliefs and assumptions that play a role in
negative emotion (e.g., Sica, Novara, & Sanavio, 2002a). In spite of some
contradictory findings, there has been speculation in the literature that individuals with
high religiosity may be more vulnerable to develop OCD. For example, Rasmussen
and Tsuang (1986) found that if an individual had an inordinately strict or orthodox
religious upbringing, religious themes were subsequently involved in their obsessions
and compulsive rituals. Similarly, Sica et al. (2002a) found that after controlling for
anxiety and depression, highly religious groups scored higher than individuals with
low degree of religiosity on measures of obsessionality and OCD beliefs, such as
perfectionism, responsibility, and threat estimation. Recently, Yorulmaz (2008) found
that religiousness was a significant factor only for Turkish subjects as compared with
Canadian subjects, in OCD symptoms and contributed to several belief and control
factors toward these symptoms. Furthermore, the analyses of the religiousness
differences indicated that TAF more generally and TAF-Moral specifically were more

related to religiosity for Canadian Christians.
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The specific presentation of OCD symptoms may be different across religious
groups because each religious belief system holds specific worldviews and norms to
adherents. For example, different from Christianity, Islam is a more ritualistic religion
in which there are pre-defined behavioral requisites, rules and rituals. During ritual
prayers, the Muslims should follow strict religious rules in a certain sequence and
rituals with complete faith. In addition to the faith, salvation is attained by following
these rules and rituals. For instance, cleanliness, purity and regular prayers are
important issues in Islam (Ghassemzadeh et al., 2002; Karadag, Oguzhanoglu, Ozdel,
Atesci, Amuk, 2006; Okasha, 2002; Siev & Cohen, 2007). On the other hand,
Christianity tends to focus significantly less on religious ritual and church hierarchy. It
emphasizes higher value on individual conscience and maintaining certain beliefs.
Faith is proven by belief in Jesus (Favier et al., 2000; Sica, Novara & Sanavio, 2002;
Siev & Cohen, 2007). These different religious characteristics may favor or hinder the
development of certain beliefs and appraisals, which in turn may aggravate the severity
of the intrusions. Consistent with this argument, in an Italian sample, Sica et al. (2002)
found that highly and moderately religious Catholics showed higher scores on
measures of OCD-related cognitions relative to less religious Catholics. Similarly,
Rassin and Koster (2003) found that compared to Catholics, atheists, and members of
other religions, Protestants evidenced stronger religiosity and a greater tendency to
believe that their thoughts were morally equivalent to actions. Moreover, this cognitive
bias was more strongly related to OCD symptoms among Protestants. These findings
indicate that both religious affiliation and strength of devotion to a religion are
associated with cognitive biases thought to underlie the development and maintenance
of OCD symptoms.

In spite of some positive relationship between religiosity and OCD, Fitz (1990)
suggested that the role of religion in the development and maintenance of OCD
symptoms is not clear because many studies found no difference between low and high
religious individuals in the severity of OCD. However, the authors noted that many
studies failed to recognize the multi-dimensional aspects of religious phenomena and

are poorly designed to address this issue. Therefore, examining the impact of the
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degree of religiosity and religious affiliation on OCD symptoms and beliefs in two
different samples drawn from Muslim and Christian countries in the same research
design could provide deeper insight into the effect of religion, as a cultural diversity
factor, on the development of OCD symptoms. Furthermore, when we examine the
literature on OCD and religion, significantly less information is known about OCD and
OCD beliefs and appraisals in Muslim samples than in Christian samples.As a result,
the present study will offer some insight into the differential role of Christianity and

Islam in the manifestation of OCD beliefs, as well as symptoms.

1.5.3. Need for Research on Scrupulosity in Highly Devoted Christian and

Muslim Samples

Although religious obsessions and compulsions are a dominant symptom in only
10% of patients with obsessive compulsive disorder, prevalence rates and symptom
presentation does vary between countries depending on their religious values, customs
and practices. In the literature it has been suggested that individuals from conservative
religious groups, such as conservative Christians, may be more inclined to develop
scrupulosity than low religious individuals (Rasmussen & Tsuang, 1986; Steketee et
al., 1991). In addition, several researchers have noted that the emphasis on correctly
performed religious ritual in Catholic Christianity may play an important role in the
transformation of normal religious thoughts and behaviors into scrupulosity symptoms.
However, there is no study that directly examined scrupulosity in highly religious
Muslim samples. The Quran delineates five pillars of Islam (i.e., Shahadah, Salat,
Zakat, Sawm, and Hajj). Carrying out these obligations provides the framework of a
Muslim's life. No matter how sincerely a person may believe, Islam regards it as
pointless to live life without putting that faith into action and practice. Carrying out the
Five Pillars demonstrates that Muslims are putting their faith first, and not just trying
to fit it in around their secular lives. Therefore, persistent doubting about whether the
individual puts these obligations into action and practice perfectly, or denying Allah's

Decree and doubts about existence and uniqueness of God are significant sins in Islam,
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and some unwanted intrusive thoughts about these sin may generate significant
distress, and motivate the person to get rid of these thoughts from his/her mind or
suppress them. However, according to the literature, these efforts usually have a
paradoxical effect on the frequency and severity of these unwanted thoughts.

The present study will compare Christian and Muslim students from a Bible
School and a School of Divinity who can be regarded as highly devoted to their faith

this study will further our understanding of cross-cultural differences in scrupulosity.

1.5.4. Need for Research on Obsessive Beliefs Underlying Scrupulosity

In an attempt to overcome some limitations of behavioral therapy for the
treatment of OCD (Foa, Steketee, Grayson, & Doppelt, 1983), recent research has
focused on understanding the dysfunctional attitudes, beliefs, and assumptions that
may play an important role in the persistence of OCD ( Frost & Steketee, 2002).
Several studies have shown that different types of obsessional beliefs play an
important role in the generation and the maintenance of the various subtypes of OCD
(Emmelkamp & Aardema, 1999). To date, only two studies have been conducted on
obsessional beliefs in individuals with scrupulosity. Witzig (2004) found that
obsessional belief scores discriminated between individuals who are high and low in
scrupulosity even after controlling for the effects of trait anxiety and depression. While
each of the three subscales of the OBQ-44 (i.e., Importance/Control of Thoughts,
Responsibility/Threat Estimation, and Perfectionism/Certainty) significantly predicted
scrupulosity, only the Importance/Control of Thought remained significant when trait
anxiety was entered. Consistent with these findings, Nelson et al. (2006) examined the
relationship among scrupulosity symptoms, OCD symptoms and obsessional beliefs in
a large patient sample with OCD. Results indicated that scrupulosity was correlated
with obsessional symptoms and several cognitive domains of OCD, including beliefs
about the importance of, and need to control intrusive thoughts, an inflated sense of
responsibility, and moral thought—action fusion. However, to date no research has been

conducted on obessional beliefs in scrupulosity among Muslim and Christian samples
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in the same research study. The present study will enable an understanding on the
association between religious affiliations, degree of religiosity, scrupulosity and

obssesional beliefs.

1.5.5. Need for Constructing an Interview Methodology to Assess Unwanted

Intrusions, Their Appraisal and Control Strategies

Contemporary psychological theories of OCD emphasize a crucial role for
cognitive variables in the etiology and maintenance of the disorder (e.g., Clark, 2004;
Rachman, 1993, 1997, 1998; Salkovskis, 1985, 1989). Therefore, accurate
measurement of key theoretical constructs is a critical process in the elaboration and
refinement of current theories of psychopathology (Clare, 2003).

Most of the research on obsessional intrusive thoughts has relied on
questionnaires. The following is a sample of the better known instruments that
assessed obsessive like intrusions that they are in the literature: (1) Rachman & de
Silva Questionnaire was used by Rachman & de Silva (1978) and Salkovskis &
Harrison (1984); (2) Distressing Thoughts Questionnaire used by Clark and de Silva
(1985) assessed 6 types of depressive and anxious thoughts along 6 dimensions; (3)
Cognitive Intrusions Questionnaire developed by Freeston and Ladouceur (1993) to
assess whether individuals experienced any intrusive thoughts in six areas; and
(4)Intrusive Thoughts & Impulses Survey developed by Niler and S. Beck (1989) with
60 ITs presented in checklist form and based on Rachman and de Silva (1978) to name
but a few unfortunately we are not sure of the accuracy of responses given to these
self-report questionnaires. Researchers often point out that specific item presentation
may prompt or bias particular responses.

Very few studies have used an interview methodology to assess unwanted
intrusions. There are a number of advantages to interviews including the ability to use
probes to follow-up on individuals’ responses. Furthermore, the interviewer can ensure
that the participant is correctly targeting intrusive thoughts and not confusing them

with other types of cognitions. It also allows the participant to obtain further
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explanation and clarification, which may be particularly important when assessing the
complex constructs found in CBT theories of OCD.

There are two examples of interviews used for OCD and related cognitions in
the published literature. Parkinson & Rachman (1981) developed probably the most
thorough interview on appraisals of intrusive thoughts in a nonclinical sample.
However this work predates much of the later cognitive theorizing on OCD and it is
not clear how the interview was structured. The Structured Interview on Neutralization
(Ladouceur, Freeston, Rheaume, Dugas, Gagnon, Thibodeau et al., 2000) is a semi
used interview that assesses aspects of the control of intrusive thoughts and obsessions.
However the interview did not examine appraisals of intrusions.

Clark (2005) developed a structured interview for the assessment of
contamination/illness, harm/injury/aggression, doubt, religion, sex, and victim of
violence, called the International Intrusive Thoughts Interview Schedule (IITIS).
Frequency, distress, and perceived control ratings are obtained on individual’ reported
intrusion in each of these six domains. The interview schedule is used to obtain ratings
on overestimated threat, importance, control, responsibility, and intolerance of
anxiety/distress, perfectionism, intolerance of uncertainty, thought-action fusion and
ego-dystonicity. It also examines individuals’ appraisals of their lack of control over
intrusions across 6 dimensions, and frequency of using different thought control
strategies.

The present study will determine the prevalence of unwanted intrusive thoughts
in different cultures, the impact of cultural differences on the content of intrusions, the
effects of culture on appraisal and control of intrusions, and examinecultural
differences in the relationship between unwanted intrusive thoughts and
psychopathology. The results of the present study may enable an understanding of how
normal intrusions turn into abnormal obsessions, and whether there are cultural

differences in this process.
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1.6. The Aims of the Present Study and Its Unique Contribution to the OCD

Literature.

The present research mainly has three aims. First, it will adapt some instruments

into Turkish so that they can be used with Turkish samples (i.e., Religious

Fundamentalism scale, Guilt Scale, The Penn Inventory of Scrupulosity, and

International Intrusive Thoughts Interview Schedule). Second, it will investigate the

influence of religious beliefs and degree of religiosity on obsessive compulsive

symptoms, more specifically scrupulosity symptoms as a symptom subtype of OCD,

and OC like beliefs/appraisals. And, third, the study will examine cultural differences

in the prevalence, content, appraisal and control of intrusions, using an interview

methodology.

1.

The specific aims of the present study are;

To provide adaptations of some instruments into Turkish so they can be used
with Turkish samples (i.e., Religious Fundamentalism scale, Religious
Commitment Scale, Guilt Scale, The Penn Inventory of Scrupulosity).

To investigate the effect of religious affiliation and degree of religious
commitment on OCD symptoms and on the key appraisal constructs based on
the current cognitive theories of OCD.

To investigate whether the degree of religiosity is more related to scrupulosity
symptoms as an OCD symptom subtype rather than other OCD symptoms such
as cleaning, checking, or symmetry.

To investigate whether belonging to a specific religious affiliation is associated
with higher levels of scrupulosity symptoms by comparing Muslim and
Christian students..

To determine the prevalence of unwanted intrusive thoughts in different
cultures, and examine cultural differences in the content, appraisal and control
of intrusions using a structured interview methodology.

To examine cultural differences in vulnerability factors (i.e. guilt, worry, self-

esteem, depression, anxiety) and their interactions with religiosity and
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obsessive beliefs to produce OCD symptoms and more specifically
scrupulosity.
7. To investigate whether different obsessive beliefs underlie the development of

scrupulosity symptoms in Muslim and Christian university students.

1.7. Research Questions

Research question 1: Do religiosity and religious affiliation play a more specific role
in OCD as compared with their roles in general distress factors?

Research question 2: What role does religion and religious affiliation play in
obsessional symptoms and beliefs, and scrupulosity?

Research question 3: Do highly religious Christian and Muslim students report more
OCD symptoms (i.e., obsessions and compulsions) and OCD related beliefs than low
religious students?

Research question 4: Do highly religious Christian and Muslim students have more
distressing religious thoughts and feelings than low religious students?

Research question 5: Are there significant differences in OCD symptom presentation,
scrupulosity and OCD relevant beliefs between the Turkish Muslim and the Canadian
Christian students?

Research question 6: What factors are associated with increased obsessionality and
religious obsessions in highly religious participants? Are there differences in these
factors between the two religious affiliations?

Research question 7: Does a higher degree of religiosity result in higher OCD
symptoms, scrupulosity and OCD relevant beliefs? Are religious school students more
obsessional than high religious undergraduates?

Research question 8: Are there differences in the types of intrusive thoughts reported
by the Turkish Muslim and the Canadian Christian nonclinical samples?

Research question 9: Do highly religious Muslim students appraise their intrusive

thoughts differently than highly religious Christian Students?
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Research question 10: If highly religious individuals are more obsessional, how do
they deal with their troubling unwanted intrusive thoughts? Are there differences in

control strategies between Muslim and Christian samples?

1.7. Research Hypotheses

Hypothesis 1: High religious participants will score significantly higher than
low religious participants on OCD symptoms as measured by the total score on the
Clark Beck Obsessive Compulsive Inventory

Hypothesis 2: When the Turkish Muslim and the Canadian Christians are
compared, highly religious Muslim students will report a higher level of compulsive
symptoms, while highly religious Christian students will report higher obsessive
symptoms.

Hypothesis 3: Highly religious participants will score significantly higher than
low religious participants in scrupulosity symptoms, as measured by the Total Score on
the Penn Inventory of Scrupulosity. .

Hypothesis 4: Highly religious Muslim students will score significantly higher
than highly religious Christians on scrupulosity symptoms as measured by the Total
Score on the Penn Inventory of Scrupulosity?

Hypothesis 5: High religious Muslim students will score significantly higher
than highly religious Christians on Fear of God symptoms as measured by the Fear of
God subscale scores on the Penn Inventory of Scrupulosity.

Hypothesis 6: High religious participants will score significantly higher than
higher religious participants on obsessional beliefs, as measured by the total score on
the Obsessive Beliefs Questionnaire - 44.

Hypothesis 7: Highly religious Muslim students will appraise their intrusive

thoughts differently than highly religious Christian Students
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CHAPTER

METHOD

2.1. Overview

The aim of the present study was to examine the relative roles of religiosity and
religious affiliation in the maintenance and persistence of OCD symptoms, especially
in scrupulosity, and unwanted intrusive thoughts in samples of Turkish and Canadian
students. Furthermore, the present study aimed to understand whether different factors
(i.e. obsessive-like beliefs, guilt, worry, and self esteem) interact with religiosity to
produce more severe and persistent OCD symptoms by comparing two religious
affiliations (i.e., Islam and Christianity ) and three groups with different degrees of
religiosity (i.e., low religious, high religious and religious school students) from
Turkey and Canada. The Canadian sample was composed of two main groups. The
first sample consisted of high and low religious Christian undergraduates, and the
second sample was Bible school students. Similarly, the Turkish sample consisted of
high and low religious Muslim students, and a sample of students from a Muslim
Divinity school. To compose these groups, the study in the two countries mainly
consisted of three phases: screening study for identifying high and low religious
students, interview study, and religious school student evaluation study. In order to
make it easier to follow these phases of data collection, the methodology for the
Canadian and Turkish studies are presented separately. First, the method of the first
part of study conducted in Canada will be presented, and then the sample

characteristics and procedure of the Turkish study will be given. At the end of this
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section, the psychometric properties of the instruments will be presented. The
presentation of the data collection process on the method section is summarized in

Table 1.

Table 1. The Presentation order of the Stages in the Method Section

2.2. First Part :Canadian Study

2.2.1. The First Phase: Screening for High and Low Religious Undergraduates
2.2.1.1. Sample Characteristics of the Canadian Screening Study
2.2.1.2. Instrument
2.2.1.3. Procedure

2.2.2. The Second Phase: Interview Study
2.2.2.1. The Sample Characteristics of the Interview Study
2.2.2.2. Instrument
2.2.2.3. Procedure

2.2.3. The Third Phase: Canadian Religious School Students
2.2.3.1. Sample Characteristics of the Religious School Student Data
2.2.3.2. Instrument
2.2.3.3. Procedure

2.3. The Second Part :Turkish Study

The same phases were followed in Turkey

2.4. Psychometric properties of the instruments used in the present study.

Canadian Study Turkish Study

Phasel Phase2 Phase3 Phasel Phase2 Phase3

2.4.1. Background Information Sheet * * * * * *

2.4.2. Beck Anxiety Inventory * * * * *

2.4.3. Beck Depression Inventory * * * * * *

2.4.4. Clark Beck Obsessive Compulsive  * * * * * *
Inventory

2.4.5. Guilt Inventory * * * * *

2.4.6. International Intrusive Thoughts * ®
Interview Schedule

2.4.7. Obsessive Belief Questionnaire * * * *

2.4.8. Penn Inventory of Scrupulosity * * * *

2.4.9. Penn State Worry Questionnaire * * * *

% % * * % %

2.4.10. Religious Fundamentalism Scale

* The scale was used in this phase.
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2.2. FIRST PART: CANADIAN STUDY

As stated above, the Canadian part of the study consisted of three phases: a
screening study for identifying high and low religious students, an interview study, and
a religious school data collection phase. The details of these phases are presented

below.

2.2.1. The First Phase: Screening Study for High and Low Religious Commitment

As mentioned above, the purpose of this research is to better understand the
influences of religious beliefs on the experience of unwanted intrusive thoughts,
obsessive compulsive symptoms, beliefs, and appraisals. For this aim, an initial

screening study was performed to select students with high and low religious beliefs.

2.2.1.1. The Sample Characteristics of the Canadian Screening Study

The sample was composed of 107 male (32.6 %) and 219 female (66.8%)
students with the mean age of 19.56 (Sd = 3.24). Their Ethnic origins were mostly
Caucasian (94.5 %), with 5.7 % of the sample was composed of other ethnic groups,
including Asian (2.4%), Black (0.6%), Aboriginal (0.9%), and none specified (1.8%).
To control for the effect of ethnicity origins, only Caucasian participants were invited
to the second part of the study. Religious affiliation reported by this group consisted of
76% Christians (i.e., 39% Roman Catholic; 18% Evangelical Protestant; 19% Mainline
Protestants, and 6% others (i.e., 1% Jewish; 1% Greek/Russian Orthodox; 1% Islam;
and 3% none specified). Twenty one percent reported that they did not have any
religious affiliation. In order to control for the effect of religious affiliation, only
Christian participants were invited for the second part of the study. 6.4 % of the
participants reported that they had a current mental health problem (n = 21). The other

characteristics of the sample are summarized in Table 2.
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Table 2. Means, Standards Deviations and Ranges of the Main Variables of the
Sample of Screening Study

Variables Mean SD Range
Age 19.56 3.22 17-25
BDI 11.69 8.36 0-57
GI 128.77 20.64 74-208
RSES 30.67 5.10 10-40
CBOCI Total 16.62 9.68 0-58
CBOCI-Obsessions 8.89 5.63 0-35
CBOCI-Compulsions 7.73 5.36 0-24
RFS 61.47 8.06 35-89

Note: BDI: Beck Depression Inventory; GI: Guilt Inventory; RSES: Rosenberg Self
Esteem Scale, CBOCI-Obsessions: Clark Beck Obsessive Compulsive Inventory-
Obsessions Subscale; CBOCI-Compulsions: Clark Beck Obsessive Compulsive
Inventory-Compulsions Subscale; RFS: Religious Fundamentalism Scale

2.2.1.2. Instruments for the Screening Study

The instruments used in the screening study were the Background Information
Form, Beck Depression Inventory (BDI), Rosenberg Self Esteem Scale (RSES), Guilt
Inventory (GI), Clark Beck Obsessive Compulsive Inventory (CBOCI), and Religious
Fundamentalism Scale (RFS). Detailed information regarding psychometric properties

of the instruments is presented at the end of the method section.

2.2.1.3 Procedure

The first screening study was conducted with Canadian undergraduate students
from various departments of the University of New Brunswick, Fredericton. The
Canadian sample consisted of 326 voluntary undergraduates who were compensated

with one credit point by the Department of Psychology Research Participation System.
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An email announcement was used to inform students about the time and place of the
study. Voluntary participants signed-up for the study online and attended to complete a
questionnaire set on the announced time. Participants first read and signed two copies
of the consent form (see appendices, one consent form was signed for our records, and
the second consent form was for their own purposes). As mentioned above, the main
aim of the screening study was to select high and low religious participants. Therefore,
the participants were given an opportunity to record their names and telephone
numbers on the “Contact Information Sheet for Future Research” if they would like to
participate in a follow-up study. Then, they completed a set of questionnaires that
included Information Background Sheet, BDI, GI, RFS, and CBOCL.

Confidentiality of questionnaire responses was protected in the following
manner. First, the consent forms were stored separately from the completed
questionnaire packet. Second, a participant number was provided to all participants
who completed the “Contact Information Sheet for Future Research”, and the
participant number was entered into the data file along with questionnaire responses
and other data. The participants’ name and contact information were not shown on the

data file.

2.2.2. The Second Phase: Interview Study in Canada

As mentioned before, the main aim of the present study was to assess the effect
of religiosity and religious affiliation on the experience of OCD symptoms, especially
scrupulosity, and three types of unwanted intrusive thoughts, namely doubting,
religious, and sexual intrusions. During the second part of the study, high and low
religious participants (as identified in study 1) were interviewed individually using the
International Intrusive Thoughts Interview Schedule. These participants were selected
based on their response a 5-point rating scale that indicated “how important are
religious beliefs in guiding your decisions and behavior” (1 = Not at all, 1= Somewhat,

3 = Important, 4= Very Important, 5= Extremely Important). The selection criteria are
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described in detail in the procedure section. The procedure and sample characteristics

of the second phase are presented below.

2.2.2.1 Sample Characteristics of the Interview Study

High and low religious Christian groups were composed of 59 high and 55 low
religious Canadian undergraduate students. They were 76 female (67%) and 38 male
(33%) students with the mean age of 20.20 (Sd = 3.22). The ethnic origins reported
were Caucasian (96%), Asian (1 %), and Black (1%). Only Caucasian participants who
have spent their whole life in North America were included in the analyses. Religious
affiliation consisted of only Christians (i.e., 27% Roman Catholics; 19% Mainline
Protestants; 25% Evangelical Protestants). Twenty eight percent of the low religious
group reported that they did not have any religious belief. Other demographic
characteristics of the high and low religious groups are presented in Table 3. As can be
seen, there were no significant differences between high and low religious groups in

terms of their demographic characteristics.

Table 3. Demographic Characteristics of the High and Low Religious Groups

Variables Low religious  High Religious
(n=155) (n=159)

M SD M SD Significance Test
Age 19.67 332 20.69 3.84 F(1.113) =2.91ns

N % N % df v
Gender 1 2.13 ns
Male 22 40 16 27.1
Female 33 60 43 72.9
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Table 3 (continued)

Variables Low religious  High Religious
(n=155) (n=159)
N % N % df Y

Relationship Status 2 1.27 ns
Single 51 92.7 52 98.1
Married 4 7.3 6 10.2
Separated/Divorced - - 1 1.7
Having Physical Health Problem 1 2.18 ns
Yes 2 3.6 ---
No 53 96.4 59 100
Ever been Officially Diagnosed with a Mental Disorder 1 0.70 ns
Yes 5 9.1 3 5.1
No 50 90.9 56 94.9
Types of Treatment for Mental Disorder 2 1.60 ns
No treatment --- -
Counseling 2 --- --- ---
Medication/psychotherapy 3 --- 3 ---

We also tested whether high and low religious individuals significantly differed
from each other in religiosity measurements. A series of One-way ANOVA analyses
were performed on the scores of the RFS, and frequency of Church attendance,
praying, reading religious book, and making donation to religious organizations. As
can be seen Table 4, high religious individuals had significantly higher scores on all
religiosity measurements than did low religious ones. The results of ANOVAs
demonstrated that high and low religious individuals differed significantly in several
different features of religiosity, namely religious practices, commitment and

fundamentalism.
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Table 4. Descriptive Data Regarding Religious Practices and Beliefs

Variables Low religious  High Religious
(n=155) (n=158)

Frequency of M SD M SD Significance Test
Attendance at place of 1.27  0.56 3.45 0.94 F (1,112) =220.52*
Worships
Prayer 1.22 046 431 0.86 F (1,112) =556.95*
Reading Religious Books 1.18  0.43 3.38 1.28 F(1,112) = 145.73*
Making Donation to 1.13  0.34 2.86 1.05 F (1,112) = 136.66*
Religious Organization
RFS 25.04 1330 7697 2145 F(1,112)=237.11*

p*<.001 Note: RFS: Religious Fundamentalism Scale
2.2.2.2. Instruments of the Interview Study

The instrument package consisted of the BDI (2" administration), CBOCI (2™
administration), RFS (2™ administration), Beck Anxiety Inventory, (BAI), Obsessive
Beliefs Questionnaire (OBQ-44), Penn Inventory of Scrupulosity (PIOS), and Penn
State Worry Questionnaire (PSWQ). Information on the psychometric properties of the

scales is presented at the end of the method Section.
2.2.2.3. Procedure

After completion of the screening study, high and low religious groups were
formed based on a 5-point rating scale that indicated “how important are religious
beliefs in guiding your decisions and behaviors” (1 = Not at all, 1 = Somewhat, 3 =
Important, 4= Very Important, 5= Extremely Important). Low religious group was
composed of the participants who indicated that religion was not important in guiding
their decisions and behaviors (i.e., ratings of 1), high religious group consisted of the
participants who reported that their religious beliefs were very important or extremely

important in guiding their decisions and behavior ( Ratings of 4 and 5).
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The examination of the scores on this item indicated that 27% of the sample (n
= 88) would be classified as low religious while 25% of them (n = 83) would be
classified as high religious. As mentioned before, to protect confidentiality, students
who met criteria for the high or low scoring groups were simply identified by a
previously given subject number. Furthermore, for interview the study, two lists of
participant numbers were generated for individuals who met the selection criteria. One
list was divided into participant numbers of the high scoring and low scoring groups.
Only the principal investigator (Dr. Clark) and research coordinator had access to this
list. The second list consisted of only participant numbers without categorization into
high and low scoring groups. This list was given to the research assistants who then
matched the participant number with the number recorded on the “Contact
Information” sheet so that the student could be contacted for the second part of this
study. Therefore, the research assistants were blind to the group assignment of
potential participants.

Finally, a standard e-mail message was sent to the participants who filled in the
Contact Information Sheet and met the specific selection criteria of the present study
(n=171). Students who agreed to participate in this study (n = 114) were provided an
e-mail address to contact the research assistant, and a private interview time was
arranged for each participant.

During the interview each participant was first interviewed using the
International Intrusive Thoughts Interview Schedule. After completing the interview,
students were given a questionnaire packet to complete. Students were debriefed and
provided the educational feedback information sheet when they finished the

questionnaires.

2.2.3. The Third Phase: Canadian Religious School Students

To further clarify the effect of religiosity, extreme religious groups were

included in the present study. For this, Religious School Christian students were
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selected from a Bible school in New Brunswick, Canada. The procedure and sample

characteristics are presented below.

2.2.3.1. Sample Characteristics of the Religious School Students

This sample consisted of 25 female (62%) and 41 male (38%), with the mean
age of 20.98 (1.38 SD - range: 18-32). Religious affiliations that were reported by this
group consisted of different denominations of Christianity, including Greek-Orthodox:
(2%), Mainline Protestants (9%), Evangelical Protestants (76%), and self- labeled
Christian (6%). All participants reported that they spent their whole life in Canada.

The ethnic origins reported were; Caucasian (94%), Black (5%), and other (1%).
Consistent with the undergraduate sample from Canada, only Caucasian participants
who spent their whole life in North America were included in the analyses. The sample
consisted of mainly single participants (88 %). Only eight participants (12.2%) were

married, and one participant reported to be diagnosed with a mental disorder.

2.2.3.2. Instruments for the Religious School Study

The same measures that are described in the second phase of the Canadian
university study were used including the Background Information Sheet, the Beck
Depression Inventory, Beck Anxiety Inventory, Obsessive Beliefs Questionnaire-44,
Penn Inventory of Scrupulosity, Penn State Worry Questionnaire, Guilt Inventory,

Clark Beck Obsessive Compulsive Inventory, and Religious Fundamentalism Scale.

2.2.3.3. Procedure

After obtaining required permission, an email announcement was sent to the

Bible School students, and the students were informed about day and time of the study.

Voluntary participants signed-up for the study online and attended to complete a
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questionnaire set on the announced day and time. Participants first read and signed two

copies of Consent Form, and completed the questionnaire set.

2.3. STUDY II: TURKISH PART OF THE RESEARCH

During the Turkish part of the study, the same procedure as applied and
described above in Canada was followed in Turkey. First, the Guilt Inventory,
Religious Fundamentalism Scale, Penn Inventory of Scrupulosity, and International
Intrusive Thoughts Interview Schedule were translated and adapted into Turkish.
During the adaptation process, the translation and back-translation method suggested
by Brislin, Lonner and Thorndike (1973) was followed. First, to establish the Turkish
versions, the items of the scales were initially translated into Turkish by two separate
graduate students in the Clinical Psychology Ph.D. Program of the Middle East
Technical University, Psychology Department who were fluently bilingual in English
and Turkish. Afterwards these two alternative translations, which were in fact quite
similar to each other with some minor differences, were given to three additional
judges having Ph.D. degrees in Clinical Psychology, who were asked either to choose
one of the translations as the best one or to make their own translation suggestions for
each item. Then, these three judges met together and decided on the final form.
Finally, the final forms of the Turkish version of the inventories were back translated
by an independent translator. The items of the back translated form was quite close to
the items of the original scale. Finally, the English and the back translated Turkish
version of the items was listed and they were compared by a professor of psychology
in the University of New Brunswick, Canada, who also supervised the first part of the
study. During this last assessment, very minor changes were suggested, and based on
these, the last form of the Turkish version of the scales were obtained. Then,
comprehensibility of the new Turkish versions of these three instruments was also
examined by administering them to 20 Turkish students, which proved that they had

adequate clarity.
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The second phase of data collection involved screening study to select high and
low religious Muslim students. After this, high and low religious participants were
interviewed to assess frequency, intensity, and duration of three types of unwanted
intrusive thoughts, as well as primary and secondary appraisals of intrusions and
control strategies used to dismiss intrusions with the low and high religious Turkish
Muslim students. Finally, religious school data were collected from the Divinity

School students. The procedure and sample characteristics are explained below.

2.3.1. The First Phase: Screening Study for High and Low Religious Commitment

As similar to the Canadian part of the study, to select high and low religious
students a screening study was performed among undergraduate students from various
departments of the Middle East Technical University. The procedure and sample

characteristics of the sample are presented below.

2.3.1.1. Sample Characteristics of the Turkish Muslim Screening Study

The Muslim sample consisted of 420 university students who were 243 male
(57.8%) and 177 female (42.2%), with the mean age of 21.73 (Sd = 1.87). They mostly
described themselves as Turkish (93.7%), and a minority of them reported their ethnic
origins as Kurdish (6.3 %). Seventy seven percent of the Turkish subjects (n = 322)
reported their religious affiliation as Islam. 16 % of this group (n = 68) reported that
they believe in God however, they did not have any religion, while 4 % of students (n
= 17) described themselves as Atheist. Finally, 2% of the sample (n = 10) stated that
they had religious belief but did not specify type of belief. 99% of the participants
were single (n = 418) and only four participants (1%) were married, and they did not
report any mental disorder. The other characteristics of the sample are presented in

Table 5.
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Table 5. Means, Standards Deviations and Ranges of the Main Variables of the

Screening Study
Variables M Sd Range
Age 21.73 1.88 2-32
BDI 8.01 7.04 0-46
BAI 12.33 9.52 0-49
GI 117.08 22.83 59-186
CBOCI Total 19.25 10.65 0-60
CBOCI-Obsessions 11.38 6.27 0-33
CBOCI-Compulsions 7.93 5.23 0-27
RFS 52.45 24.12 12-108

Note: BDI: Beck Depression Inventory; BAI, Beck Anxiety Inventory, GI: Guilt
Inventory, CBOCI-Obsessions: Clark Beck Obsessive Compulsive Inventory-
Obsessions Subscale; CBOCI-Compulsions: Clark Beck Obsessive Compulsive
Inventory-Compulsions Subscale; RFS: Religious Fundamentalism Scale.

2.3.1.2. Instrument of the Screening Study

As stated before, four instruments were newly adapted into Turkish. In order to
evaluate the psychometric properties of the adapted scales, as different from the
screening study in Canada; all scales were given to the students in the screening study.
The questionnaire packed consisted of the Background Information Sheet (BIS), the
Beck Depression Inventory (BDI), Beck Anxiety Inventory (BAI), Obsessive Beliefs
Questionnaire-44 (OBQ), Penn Inventory of Scrupulosity (PIOS), Penn State Worry
Questionnaire (PSWQ), Guilt Inventory (GI), Clark Beck Obsessive Compulsive
Inventory (CBOCI), and the Religious Fundamentalism Scale (RFS).

2.3.1.3. Procedure

Different from the study conducted in Canada, the instruments were

administered to the undergraduate students in their normal classroom settings. Each

88



administration took approximately 40-45 minutes. During classroom administration,
the aims and procedure of the study were first explained to the participants, and then
they were asked to record their name and contact information on the “Contact
Information Sheet” if they are willing to participate in a follow-up study. Then, they
completed the questionnaire battery.

Similar to the Canadian Study, a unique participant number was provided to all
participants who completed the “Contact Information Sheet for Future Research”, and
the participant number was entered into the data file along with questionnaire

responses and other data to protect confidentiality of questionnaire responses.

2.3.2. The Second Phase: Interview Study in Turkey

The interview study was conducted with high and low religious participants
who were selected from the screening study. The low and high religious participants
were selected based on their response to a 5-point rating scale that indicated “how
important are religious beliefs in guiding your decisions and behavior” (1 = Not at all,
2= Somewhat, 3 = Important, 4= Very Important, 5= Extremely Important). The detail

of the selection process and sample characteristics were explained below.

2.3.2.1 Sample Characteristics of the Interview Study

The high and low religious Muslim groups involved 47 male (57%) and 35
female (43%) students, with the mean age of 22.23 (Sd = 2.14; range: 17-32). Sixty
two of the Turkish subjects stated their religious affiliation as Islam; while 32 percent
of the Turkish sample reported that they did not have religion and 6 percent defined
themselves as Atheist. Except for three participants, all were single. Other
demographic characteristics of the sample are summarized in Table 6. Chi-square
analysis indicated that low and high religious groups only differed in gender, > (1, N
= 82) =6.76, p<.01. Low religious group consisted of more female participants than

the high religious group.
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Table 6. Frequencies and Percentages of Demographic Variables for Turkish Sample

Variables Low religious  High Religious
(n=45) (n=37)
M SD M SD Significance Test
Age 21.67 1.69 2292 214 F (1,80) =8.76*
N % N % df v

Gender 1 6.76*
Male 20 444 27 73
Female 25 556 10 27
Relationship Status 1 3.78 ns
Single 45 100 34 91.9
Married 0000 e 3 8.1
Separated/Divorced - - -
Having any Physical Health Problem 1 1.64 ns
Yes 8 178 3 8.1
No 37 222 34 91.9
Ever been Officially Diagnosed with a Mental Disorder 1 2.93 ns
Yes 6 133 2 54
No 39 86.7 35 94.6
Types of Treatment for Mental Disorder 2 4.44 ns
No treatment 3 50 1 50
Counseling 1 16.7 - -—--
Medication/ psychotherapy 2 333 1 50
Ever experienced Traumatic Event 1 0.04 ns
Yes 2 44 2 54
No 43 96.6 35 94,6

2.3.2.2. Instruments of the Interview Study

The interview study involved administration of the International Intrusive

Thought Interview Schedule (IITIS), BDI, BAI, OBQ-44, GI, PIOS, PSWQ, CBOCI

and RFS.
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2.3.2.3. Procedure

As explained in the Canadian study, after completion of the screening study,
high and low religious groups were formed based on their response to a 5-point rating
scale, that indicated “how important are religious beliefs in guiding your decisions and
behavior” (1 = Not at all, 2= Somewhat, 3 = Important, 4= Very Important, 5=
Extremely Important). The low religious group was composed of participants who
indicated that religion was “not at all important” (Rating of 1) in guiding their
decisions and behaviors, whereas the high religious group consisted of students who
reported that their religious beliefs were very important or extremely important in
guiding their decisions and behavior (ratings of 4 and 5). The examination of scores on
this item revealed that 27% of the participants would be classified as low religious (n =
114) while 18.6% of them would be classified as high religious (n = 78). Selected high
and low religious participants were invited to participate in the second part of the study
by e-mail announcements. 45 low religious participants (41%) and 37 high religious
participants (43%) volunteered to complete the interview study. During the second part
of the study, each participant was interviewed to assess their experience of unwanted
intrusive thoughts, images and impulses of doubt, sex and religion using IITIS, and
then they were asked to complete a questionnaire packet. All students were debriefed
and provided the educational feedback information sheet at the end of their individual

interview session.
2.3.3. The Third Phase: Turkish Religious School Student Data Collecting

As explained previously, to further clarify the effect of religiosity, extreme
religious groups were included in the present study. For this, Religious school students

were selected from a Muslim Divinity School. The sample characteristics and

procedure are presented below.
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2.3.3.1 Sample Characteristics of the Religious School Students

The religious school data were collected from 132 students, 59 of whom were
from the Division of Basic Islamic Sciences, and 73 were student from the Division of
Teacher Training for The Culture of Religion and Ethics for Primary School. As
mentioned before, conservative Christian data were collected from Bible School
students. Therefore, only data from the Division of Turkish Basic Islamic Sciences
students were included in the present analyses. Therefore, this sample consisted of 23
male (39 %) and 36 female (61%), with mean age of 21.8 (1.61 SD - range: 18-27). All
participants reported their religious affiliation as Islam. Only one participant was
married and two participants reported that they had been officially diagnosed with a
mental disorder, although, they did not receive any treatment for their disorder. All

participants reported that they spent their whole life in Turkey.

2.3.3.2. Instruments of the Religious School Study

The questionnaire packet was composed of Background Information Sheet
(BIS), the Beck Depression Inventory (BDI), Beck Anxiety Inventory (BAI),
Obsessive Beliefs Questionnaire-44 (OBQ), Penn Inventory of Scrupulosity (PIOS),
Penn State Worry Questionnaire (PSWQ), Guilt Inventory (GI), Clark Beck Obsessive
Compulsive Inventory (CBOCI), and Religious Fundamentalism Scale (RFS).

2.3.3.2. Procedure

After obtaining required official permission, Religious school Muslim students
were drawn from Ankara University Faculty of Divinity. Questionnaire sets were
administered to students in their regular clasroom setting. Participants first read and
signed two copies of the Consent Form (one consent form was signed for our records,
and the second consent form was for their own purposes), and students not willing to

take part left the classroom. Voluntary subjects completed the questionnaire battery,
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including the BDI, BAI, OBQ-44, P1IOS, CBOCI, PSWQ, and RFS. After completion
of the scales, students were debriefed and provided the educational feedback

information sheet.

2.4. Instruments Used in the Present Study.

2.4.1. Background information Form

The Background Information Form was designed for the present study. It was
used to collect demographic data about participants. It consisted of information about
gender, age, education, occupation, marital status, duration of marriage, and
psychiatric history. This form also included five questions on religiosity, including
religious affiliation, frequency of religious practices, attendance at religious services,
reading religious books, and making donations. Participants rated the frequency of
their religious practices using a five point rating scale (1 for “Not at all” and 5 for very
frequently [at least daily]). The last question assessed the importance of religious
beliefs in guiding of person’s behaviors and decisions (i.e., How important are your
religious beliefs in guiding your decision and behavior). Responses on this scale are
based on a 5 point Likert scale (1 = Not at all Important, 5 = extremely important). The
rating on this scale was used to differentiate high and low religious groups for the

second phase (See Appendix A).

2.4.2. Beck Anxiety Inventory (BAI)

The Beck Anxiety Inventory (BAI, Beck, Epstein, Brown, & Steer, 1988) is a
21-item self-report measure of general anxiety symptoms. The inventory has good
reliability and validity. The scale has high internal consistency and item-total
correlations ranging from .30 to .71 (median = .60). A subsample of patients (n = 83)
completed the BAI after 1 week, and the correlation between intake and 1-week BAI

scores was .75 (Beck et al., 1988).

93



To provide further information about the psychometric characteristics of the
BAI the BAI was administered to 470 outpatients with mixed psychiatric disorders
along with the revised Beck Depression Inventory (BDI) and the SCL-90-R (Beck et
al., 1988). The BAI's internal consistency was high (alpha = .92), and it was
significantly more correlated with the SCL-90-R Anxiety subscale (r = 81) than it was
with SCL-90-R Depression subscale (r = .62). However, it was also significantly
correlated with the BDI (r = .61). The mean BAI scores of the 141 (30.0%) outpatients
with mood disorders and the 86 (18.3%) outpatients with anxiety disorders were
comparable, but higher than the mean BAI score of the 243 (51.7%) outpatients with
other disorders.

The Beck Anxiety Inventory (BAI) was adapted into Turkish by Ulusoy, Sahin,
and Erkmen (1998) and found to have good reliability and validity coefficients
comparable to values of the original scale. In the present study, the Cronbach’s alpha
coefficient of the Turkish version was .90, and test-retest over four week reliability

was .68 (n=168; p <.01) (See Appendix A).

2.4.3. Beck Depression Inventory (BDI)

The Beck depression Inventory (BDI) is a 21-item scale. It was initially
developed in 1961 and revised in 1978 by Beck, Ward, Mendelsohn, Mock, and
Erlbaugh to measure emotional, somatic, cognitive, and motivational symptoms of
depression. Subjects answer how they felt over the last week by choosing the best
option. All items are rated between 0-3 points with 4 response options that indicates
the level or severity of depressive symptoms. The highest cumulative score is 63.

The internal consistency of the BDI is ranges from .73 to .95 and the test-retest
reliability ranges from .60 to .83 for non-psychiatric patients, and.48 to .86 for
psychiatric patients (Beck, Steer and Garbin, 1988).

Two independent adaptation studies were performed in Turkey one by Tegin
(1980) and the other by Hisli (1988, 1989). The first study was carried out on the
original BDI developed in 1961 and the second study used the revised form. The only

94



difference between the two forms is in the wording of some of the items. The
reliability and validity of both Turkish forms are similar. The split half reliability of
BDI was between .74 and .78 for university students, and .61 for depressive patients.
Test-retest reliability was .65 and .73 for students and patients respectively (Tegin,
1980; Hisli, 1988. 1989). The concurrent validity of the BDI, when correlated with
Minnesota Multiphasic personality Inventory Depression Scale was found .63, for the
psychiatric sample (Hisli, 1988) and .50 for the university sample (Hisli, 1989).
In the present study, the Cronbach’s alpha coefficient for the Turkish students

was .90, and test-retest reliability was .81 (n = 168; p <.01). (See Appendix A ).

2.4.4. Clark-Beck Obsessive Compulsive Inventory (CBOCI).

The Clark-Beck Obsessive Compulsive Inventory (CBOCI, Clark, Antony,
Beck, Swinson, Steer, 2005) is a 25-item self-report measure of obsessive-compulsive
symptoms. This questionnaire consists of two subscales. The item content of the
Obsessions Subscale is made up of 14 items that assesses the frequency, distress,
uncontrollability, salience, responsibility, insight for obsessions, effort to control
obsessions, and cognitive avoidance of obsessions. The item content of the
Compulsions Subscale consists of 11 items that assess frequency, precision and
uncontrollability of compulsions as well as distress caused by compulsions and
avoidance behavior used to deal with them. Responses are on a 5 point (0-4) Likert
scale with higher scores reflecting greater levels of obsessions and compulsions.

The psychometric properties of the scale were examined in a sample that
included OCD patients (n = 83), non-OCD patients with other anxiety disorders (n =
43), nonobsessional depressed patients (n = 32), nonclinical community adults (n =
26), and undergraduate students (n = 308). Analysis revealed that the CBOCI
subscales had satisfactory internal consistency. The 14-item CBOCI Obsessions
subscale had an a = .90 for the OCD sample, o = .93 for the combined clinical sample,
and o =.79 for the students sample. The internal cocsistency for the 11-item CBOCI

Compulsions subscale was .87 for the OCD sample, o = .93 for the combined clinical

95



sample, and o =.81 for the student sample. Reliability coefficients were also
satisfactory for the total score. Coefficients were .93 for OCD patients, .95 for
combined clinical sample, and .86 for the student sample. Although the students’ alpha
coefficients are lower, especially for the CBOCI Obsessions subscale, the range of the
latter alpha coefficients for the patients with OCD is considered to reflect good to
excellent internal consistency for clinical purposes.

To assess the stability of the scale score, 67 students completed the same
questionnaire battery a second time after a 1 month interval. After deletion of missing
data, the final sample consisted of 55 students. Test- retest correlation coefficients
revealed that the CBOCI Obsessions (r = .69, p <.001), Compulsions ( = .79, p <
.001), and Total Score (r = .77, p < .001) showed a moderate level of temporal
stability. Although there was a significant decline in the mean CBOCI Obsessions,
t(54) =4.66, p < .001, Compulsions, #(54) =3.79, p < .001, and Total, #(54) =5.01, p
<.001, scores, the CBOCI stability coefficients were comparable to those achieved by
other measures in the questionnaire battery such as the BDI-II (» = .81, p < .001),
PSWQ (r = .74, p < .001), and BAI (r = .65, p <.001). However, in comparison to
CBOCI Total Score, the PIE-WSUR Total Score achieved an unusually high test-retest
correlation (» = .93, p <.001), and the YBOCS Total Score produced a much lower
test—retest coefficient (» =.52, p <.001).

In terms of criterion-related validity, one-way MANOVA on CBOCI
Obsessions and Compulsions was significant. Scheffe’s post hoc comparisons
indicated that the OCD group scored significantly higher than all other groups on both
CBOCI subscales. Similarly, a one-way ANOVA on the CBOCI Total Score was
highly significant, with the OCD group scoring significantly higher than all other
groups. The depressed, anxious, and student groups scored at a similar level and the
community adults scored significantly lower than any other participants

In terms of the concurrent and discriminant-related validity, the squared eta
values associated with the ANOV As indicated that concurrent and discriminant
validity of the scale were comparable to the YBOCS and PI-WSUR. The CBOCI and

YBOCS total scores were able to differentiate OCD from nonclinical status better than
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the PI-WSUR or the nonobsessional symptom measures. Furthermore, the partial
correlations indicated that the CBOCI is more relevant to OC symptoms than to worry.
The results indicated satisfactory psychometric properties and that the CBOCI can be
used to assess symptom severity in a complex clinical condition like OCD with as
much discriminability as longer, more time-consuming measures.

The CBOCI has been translated and adapted into Turkish by Besiroglu, Yucel,
Boysan and Gulec (2007). The psychometric properties of the Turkish version of the
scale were examined in five different samples: OCD patients (n = 52), patients with
major depression (n = 36), patients with other anxiety disorders (n = 32), university
students (n=278) and non-clinical community sample (n = 75). They found reliability
and validity coefficients, as well as a two-factor structure that was comparable to the
values of the original study (Clark et al., 2005). The alpha coefficients were .86 for the
obsession subscale, .82 for the compulsion subscale, and .91 for the total score. The
test-retest correlations were .81 for the obsession subscale, .85 for the compulsion
subscale, and .85 for the total score. Furthermore, OCD patients scored significantly
higher on CBOCI obsessions, compulsions, and total score than non- obsessional
anxious, depressed patients, and healthy control subjects. In terms of concurrent
validity, the obsession, compulsion and total score of both the OCD and the
nonclinical sample were significantly correlated with obsessions and compulsions
subscales of the Yale Brown obsessions and compulsions scale, and the Padua
Inventory.

In the present study, the Cronbach alpha coefficient was .91 for the total score,
.89 for the obsessions subscale, and .83 for the compulsions scale. Furthermore, test-
retest reliabilities over a four week period were .75, .74, and .69 for total scores,

obsessions, and compulsions scores, respectively (n = 168; p <.01) (See Appendix A).

2.4.5. Guilt Inventory (GI)

The Guilt Inventory (GI, Kugler, & Jones, 1992) consists of 45 items which

assesses three domains of guilt, (a) trait guilt, which is defined as a continuing sense of
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guilt beyond immediate circumstances, (b) state guilt, which is defined as present guilt
feelings based on recent circumstances; and (c) moral standards, which is defined as
subscription to a core of moral principles without reference to either specific behaviors
or overly specific beliefs. In other words, the trait guilt items assess how one generally
or usually feels, the state guilt items assess how one is currently feeling, and the moral
standard items assess the degree to which one reports having a set of moral standards
and values that guide their behaviors. Responses on this scale are based on a 5 point
(0-4) Likert scale. The scale has shown good reliability, as measured by Cronbach’s
alphas, ranging from .81 to .89 for combined college students and adult samples. Test-
retest reliabilities were assessed by test-retest administrations in a student sample at
intervals of two weeks and 36 weeks. Results indicated that the moral standards scale
was most stable for both the 10-week, r (134) = .81, p <.01, and the 36-week, r (44) =
77, p < .01, period (Kugler, & Jones, 1992). Furthermore, consistent with expectation,
test-retest correlations were higher for trait guilt than state guilt at both the 10-weeks, r
(134)=.72,p < .01 vs. r (134) = .56, p < .01, and the 36-weeks r (44) =.75, p < .01 vs.
r (44) = .58, p <.0l. In terms of the intercorrelations of the three subscales, a
significant correlation was found between trait and state guilt, r (1040) = .67.
However, moral guilt did not show significant correlations with state and trait guilt.

In terms of convergent validity, the GI was found to significantly and positively
relate to a variety of other measures of guilt and shame. More specifically, both the
trait and state guilt subscales showed significant correlations with seventeen out of the
eighteen other measures of guilt and shame while the moral standards scale was found
to significantly relate to other measures that contain items that assess values standards
or behaviors, but not the emotion of guilt itself (Kugler & Jones, 1992). The GI was
adapted into Turkish for the present study. Relevant information is given in the result

section of the present research. (See Appendix A ).
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2.4.7. International Intrusive Thought Interview Schedule

The International Intrusive Thoughts Interview Schedule (IITIS) was developed
by Clark (2005). The IITIS assesses: (a) occurrence and frequency of intrusive
thoughts; (b) distress caused by intrusions; (c) the appraisals associated with six
different intrusive thoughts, (d) the secondary appraisals associated with unsuccessful
control attempts, and (e) dysfunctional control strategies when having intrusive
thoughts. The interview schedule originally consisted of six different intrusive
thoughts, namely contamination/illnesses, harm/aggression/injury, doubts, sex,
religion, and threats of violence intrusive thoughts. Interviewees provide demographic
information, medical and psychiatric history information. The interviewer first defines
and gives examples of unwanted intrusive thoughts to participants, and then
participants identify if they have experienced a specific unwanted intrusion type over

“«“

the past 3 months (e.g., doubt question- “... in which doubt suddenly and unexpectedly
entered your mind about some action, conversation or decision”). Participants then
describe the intrusion in more detail, and rate its frequency, distress, appraisals and
responses.

Participants are then asked to provide ratings on a 6-point scale from 0 “never”
to 5 “extremely true” on how important or relevant various appraisal constructs were
in making intrusions significant for them. The primary appraisal dimensions are
overestimated threat, importance of the thought, intolerance of distress, need to
control, responsibility, intolerance of uncertainty, perfectionism, thought-action fusion
and ego-dystonicity. These questions about primary appraisal allow for the assessment
of various interpretation biases that the CBT model of OCD purports as significant in
characterizing the obsessive qualities of intrusions.

It is generally accepted that obsessions and compulsions persist because of
individuals’ faulty and dysfunctional beliefs about complete control over unwanted
intrusive thoughts, as well as their ways of evaluating their unsuccessful attempts to
control them (Clark, 2004). Therefore it is important to assess secondary appraisal

processes to further understand the nature of OCD. IITIS consists of a number of
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questions on the paticipants’ perceived level of control over intrusions, and how they
appraised their difficulty in controlling their intrusions.

The last section of the IITI assesses the control strategies that individuals may
employ in response to an intrusion. This section makes it possible to assess the
dysfunctional control strategies that may play an important role in obsessional
tendencies. The IITIS consists of 9 control strategies ( i.e., distraction, replacement,
thought stopping, reassurance from others, reassuring self, neutralization, reasoning,
checking, do nothing) and asks participants to rate them on a 0 to 5 scale , on how
often they would use the specified mental control strategy in response to the unwanted
intrusive thought.

Kyrios et al., (2007) examined the psychometric properties of the interview
schedule in undergraduates. To assess reliability of the interview, internal reliability
and inter-rater reliability coefficients were examined. Two student researchers
independently identified the IITIS intrusion dimensions into autogenous (i.e.,
doubts/religious/sexual) or reactive groups (e.g., contamination/doubt), for which
inter-rater reliability was high (Kappa=.96).

The internal reliability of appraisals for main intrusions could be calculated
only for participants who reported at least one main type of intrusion (autogenous or
reactive). Therefore, internal reliability could not be calculated for IITIS primary
appraisal across all intrusions as too few participants reported experiencing all
intrusion types. Given the limitations of this approach, as can be seen from Table 7,
alpha coefficients were generally adequate, especially for the total primary appraisal

scores (Kyrios et al., 2007).

Table 7. Reliability Coefficients of the Primary Appraisal Items

IITIS Scales M Sd Alpha Theoretical
Ranges
Autogenous Total 22.29 9.46 72 0-30
Autogenous Resp/Threat 8.57 3.97 .60 0-12
Autogenous Perf/Certainty 8.23 4.18 .79 0-12
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Table 7 (continued)

IITIS Scales M Sd Alpha Theoretical
Ranges
Autogenous Imp/Contol Tht 5.53 2.58 .79 0-12
Reactive Total 19.28 9.57 81 0-30
Reactive Resp/Threat 6.57 3.71 .56 0-12
Reactive Perf/Certainty 8.23 4.18 .67 0-12
Reactive Imp/Control Tht 5.53 2.58 .64 0-12

Note: Resp/Threat: Responsibility/Threat estimation, Perf/Certainty:
Perfectionism/Certainty, Imp/Control Tht: Importance/Control Thoughts

Results provided evidence for the reliability of some IITIS appraisal domains.
Total scores for appraisals of the Autogenous and Reactive dimensions were
satisfactory (i.e., alpha coefficients > 0.70). However, individual appraisal dimensions
(i.e., responsibility/threat, perfectionism/uncertainty, and importance/control of
thoughts) were less satisfactory. It is suggested that the aggregated nature of the
specific appraisal dimensions across different intrusions, and low item numbers and
sample sizes may account for some unreliability.

Kyrios et al. (2007) examined the convergent validity of the IITIS in terms of
the correlation with the Obsessive Beliefs Questionnaire, and other symptom measures
(i.e., Vacouver obsessive Compulsive Inventory (VOCI), Depression, Anxiety, Stress
Scale (DASS) were examined. As can be seen from Table 8, there were moderate
associations between the appraisal dimensions of the IITIS and the OBQ, and
symptom measures. However, the IITIS appraisals did not show specificity with
respect to OBQ scales. It is suggested that this may be a reflection of the considerable
overlap or high intercorrelations of the OBQ subscales as noted in previous research

(OCCWG, 2003, 2005).
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Table 8. Correlations between IITIS Primary Appraisals (across all intrusions) and

other Cognitions/Symptom Measures

IITIS Scales OBQ Resp/  Import/ Perf/ VOCI  DASS
Total Threat  Cont.thgt Certainty Total

ITIS 37 e 31 36 40 s 32 #x 23
Responsibility/Threat
IITIS Importance / 30 = 33w 28w 26 * 39w 46w
Control Thoughts
IITIS Perfectionism/ A0 e 3T w35 s 38 A48 20
Certainty
IITIS Thought Action .26 * 29 24+ 24+ 36w 36 wxx
Fusion
IITIS Ego- 10 13 21 .08 18 16
Dystonicity
IITI Distress A8 e A3 w34 AT e S5 w55 v

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

Note: OBQ: Obsessive Beliefs Questionnaire; Resp/Threat: Responsibility/ Threat
estimation, Perf/Certainty: Perfectionism/Certainty, Imp/Control Thght:
Importance/Control Thoughts; VOCI: Vancouver obsessive Compulsive Inventory;
DASS: Depression, Anxiety, Stress Scale.

In conclusion, the IITIS is applicable to general research on intrusions, and
researchers can use IITIS to examine idiosyncratic appraisals and strategies for
personally meaningful intrusions using a nomethetic model (i.e. CBT model of OCD).
Kyrios et al. (2007) suggested that in spite of its satisfactory psychometric properties,
the IITIS still requires further development in order to overcome some of its inherent
limitations (e.g., length, internal reliability, non-specificity, lack of inter-rater data).

The IITIS was adapted into Turkish for the present study. Relevant information

is given in the resultssection of the present research (See Appendix A).

2.4.7. Obsessive Beliefs Questionnaire (OBQ)

The Obsessive Beliefs Questionnaire (OBQ-44, Obsessive-Compulsive
Cognition Working Group [OCCWG], 1992, 2002) is a 44 item self-report measure
that evaluates the cognitive belief domains underlying OCD. The OBQ-44 was derived
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from a factor analysis of the Obsessive Beliefs Questionnaire-87 (OBQ-87; OCCWG,
2001).

The OBQ-87 was derived from the cognitive theory of OCD and developed in
order to measure the presence and intensity of core belief domains underlying OCD.
To identify core obsessive-like beliefs, the OCCWG reviewed 16 established measures
specific to obsessive-compulsive cognitions, and first delineated 19 belief domains
related to OCD. After discussion, the expert panel narrowed down the list to six core
beliefs dimensions (Taylor, Kyrios, Thordarson, Steketee, & Frost, 2002) included
Overestimation of Threat, Tolerance for Uncertainty, Control of Thoughts, Importance
of Thoughts, Responsibility, and Perfectionism (OOCWG, 1997).

The results of the factor analysis of the OBQ-87 indicated that the six subscales
were highly intercorrelated (ranging from .59 to .81; OCCWG, 2001, 2003) and these
six theoretically derived scales actually fell into three subscales, Responsibility/Threat
Estimation, Importance/Control of Thoughts and Perfectionism/Uncertainty. Below is
a description of each factor as provided by the OCCWG (2003):

1. Responsibility/Threat Estimation (16 items) beliefs about “preventing
harm from happening to oneself or others, the consequences of
inaction, and responsibility for bad things happening.”

2. Perfectionism/Certainty (16 items): “high, absolute standards of
completion, rigidity, concern over mistakes and feelings of
uncertainty.”

3. Importance/Control of Thoughts (12 items): “concerned with the
consequences of having intrusive and/or distressing thoughts or
images, thought-action fusion, and the need to rid oneself of intrusive
thoughts”

The psychometric properties of the scale were examined in individuals with
OCD, non OCD anxious patients, healthy adult controls from community, and
undergraduate students (OCCWG, 2001, 2003). The results showed satisfactory
internal consistency and test-retest reliability values. Internal reliability of the three

OBQ-44 subscales ranged from 0.89 to 0.93 in clinical OCD samples, and 0.88 to 0.93
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in non-clinical control groups that included non-OCD anxious patients, community
controls and student controls. The results showed satisfactory internal consistency and
test-retest reliability values. However, the discriminant validity of the OBQ was
mixed. For example, the OBQ-44 scales exhibited significant correlation not only with
measures of OCD, but also with measures of worry, anxiety and depression. Cross-
cultural studies in patient and control groups supported satisfactory internal
consistency and test-retest reliability of the OBQ-44. However, low discriminatory
power of the scale has also been found in subsequent studies.

The OBQ scale was adapted into Turkish by two independent studies (Cag,
2006; Yorulmaz, 2008). There are some wording differences between the two
adaptations. Because of some methodological concerns (e.g., the change in the factor
structure of the scale and inability to make cross-cultural comparisons efficiently),
Yorulmaz (2008) performed a new adaptation as well as an examination of the
psychometric properties of the OBQ on the basis of factor congruency by comparing
the factor structures obtained from Turkish and Canadian samples via the Target
Rotation Technique (Vijver & Leung, 1997). A Proportionality agreement coefficient
or Tucker phi indicated that there was a high degree of similarity between the factors
of Importance and Control of Thoughts (ICT, Tucker phi = 0.88), Responsibility and
Threat estimation (RT, Tucker phi = 0.92), and Perfectionism and Certainty (PC,
Tucker phi = 0.93). These results supported the satisfactory construct validity of the
Turkish version of the scale. Moreover, in terms of the concurrent validity, the Turkish
version of OBQ-44 showed high to moderate correlations with OCD measures (e.g.
Padua Inventory).

In terms of the internal reliability of the scale, the Cronbach alphas and item-
total correlations’ indicated that the Turkish version of the OBQ-44 had satisfactory
psychometric properties. Cronbach Alpha coefficients were .92 for the total score and
.80, .86, .85 for ICT, PC, and RT, respectively. In the present study, the Cronbach’s
alpha coefficient of the Turkish version was .94 for the total score, .82, .85, .87 for
ICT, PC, RT, respectively. (See Appendix A)

104



2.4.8. Penn Inventory of Scrupulosity (PIOS)

PIOS is a 19 item self-report measure was developed by Abramowitz, Huppert,
Cohen, Tolin, Cahill, (2002) to assess religious obsessive-compulsive symptoms.
Responsesare measured on a five-point scale (0 (never) to 4 (Constantly)) that
indicates how frequently the participant experiences the phenomenon. During the
development of the PIOS, the authors first generated 77 items based on statements
taken from clinical patients with OCD who had religious obsessions and compulsions.
The results of factor and item analyses resulted in a 19 item scale. The scale has a two
factor structure, labelled Fear of God and Fear of Sin. The Fear of Sin factor is
composed of 12 items which assesses the frequency of fear about committing religious
or moral sin, whereas the Fear of God factor consisted of 7 items which assessed fears
related to God and punishment.This includes concerns about a poor relationship with
God, being an evil person, and future disobedience of religious commandments.

Abramowitz et.al. (2001) examined the psychometric properties of the PIOS.
Cronbach’s alpha coefficients were high for the full scale (o =.93), as well as for the
two subscales: Fear of Sin, o =.90; Fear of God, a = .88 (2001). In terms of
convergent and discriminant validity, the scale had good convergent validity with
significant positive correlations with the Maudsley Obsessive-Compulsive Inventory
total and subscale scores (Hodson & Rachman, 1977). Among the subscales, the
strongest correlation was observed between the PIOS-Fear of Sin subscale and MOCI
doubting subscale. Furthermore, a moderate significant relationship was found
between religiosity and PIOS. Discriminant validity of the scale was supported by a
nonsignificant correlation with the Anger Expression Inventory (Speilberger, 1988).

The psychometric properties of PIOS were also studied in clinical sample with
OCD (n =71). Analyses indicated that the PIOS had high reliability and validity. The
scale correlated with obsessional symptoms (i.e., r = .40 for Obsessive-Compulsive
Inventory—Revised neutralizing) and several cognitive domains of OCD, including

beliefs about the importance of (r = .44), and need to control intrusive thoughts ( r =
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.60), an inflated sense of responsibility ( r = .44), and moral thought—action fusion (r =
.44) (Nelson, Abromowitz, Whiteside, Deacon, 2006)
The PIOS was adapted into Turkish for the present study. Relevant information

is given in the result section of the present research. (See Appendix A).

2.4.9. Penn Sate Worry Inventory (PSWI)

The Penn Sate Worry Inventory (PSWQ, Meyer et al., 1990) is a 16-item
measure of the tendency to worry. Scores can range from 16 to 80. Several studies in
both clinical and nonclinical samples have reported high internal consistency, short-
term retest reliability, and convergent and criterion-related validity (e.g., Brown,
Antony, & Barlow, 1992; Davey, 1993).

The scale was adapted into Turkish by Yilmaz, Geng6z and Wells (submitted
for publication). To examine the construct validity of the scale, factor analysis was
performed. Consistent with the previous studies, the results of this analysis revealed a
two factor solution, namely presence of worry and absence of worry factors.
Cronbach’s alpha reliability coefficient for the presence of the worry factor was .92,
and it was .68 for the absence of worry factor. Furthermore, the positive significant
correlations of the PSWQ with the PI-WSUR, STAI-T, BAI, and the BDI supported
the concurrent validity of the scale. These coefficients were in parallel with previous
research findings. The reliability of the PSWQ was determined by computing the
internal consistency coefficient, split-half reliability, and test-retest correlations.
Cronbach’s alpha coefficient for the total score was.91, which is consistent with
published findings. Furthermore, the test-retest reliability of the PSWQ was assessed
via zero-oerder correlations on a sub-sample of twenty six participants. The retest
coefficient for the PSWQ was .88 (p <.01), and it was .88 for the positive items, and
.72 for the negative items. The researchers also performed paired samples #-tests to
examine any change of the PSWQ and its factors over the test-retest interval. The
result of this analysis revealed that there was no significant mean difference between

these two intervals for the PSWQ total scores and two factors of the scale. In the
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present study, for the Turkish students, the Cronbach’s alpha coefficient was .93. (See
Appendix A).

2.4.10. Revised Religious Fundamentalism Scale (RFS-R)

The Revised Religious Fundamentalism Scale (RFS-R, Altemeyer &
Hunsberger, 2004) consists of 12 items designed to measure “fundamentalist” attitudes
about one’s religious beliefs. Items are rated on a 9-point Likert scale, ranging from -4
(very strongly disagree) to +4 (Very Strongly Agree). In order to avoid response bias,
half of the items are reverse scored. The RFS-R was designed for use in a wide range
of religious groups and, therefore, does not contain items specific to any particular
religion. Subsequent research indicated that the scale had strong psychometric
properties across several religion, including Christian, Jewish, Muslim, and Hindu
groups (Hunsberg, 1996). Consistent findings across different religious groups have
provided some initial empirical support for the hypothesis that religious
fundamentalism may include essentially the same attitudes and beliefs across diverse
religions.

The RFS originally was composed of 20 items. Internal consistency of the RFS
was .91 for a student sample and .93 for an adult sample. In addition, the scale was
shown to have convergent validity as indicated by positive correlations with measures
of Christian orthodoxy, dogmatism, prejudice, and right wing authoritarianism
(Altemeyer & Hunsberger, 1992). In terms of criterion related validity, results
indicated that fundamentalist Protestants scored significantly higher on the RFS that
did other religious groups who would be expected to score lower on fundamentalism
Subsequent studies provided some additional data supporting that the RFS has good
discriminant validity. For example, Genia (1996) found that fundamentalism showed
significant negative correlation with a quest orientation to religiosity (i.e. an
exploratory, open-minded religiosity).

Despite its relatively good psychometric properties and the empirical validation

of the 20-item RFS, the researchers suggested that the scale has some problems
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(Altemeyer & Hunsberger, 2004). For one thing, at least half of the items involve the
"one true religion" theme, such as, "Of all the people on this earth, one group has a
special relationship with God because it believes the most in his revealed truths and
tries hardest to follow his laws,” and "No one religion is especially close to God, nor
does God favor any particular group of believers". The results of factor analysis and
exanimation of correlations between items suggest that six items were redundant and
could be omitted from the scale. Subsequent analyses indicated that the 12-item
revision is as reliable as the longer original scale, despite being 40% shorter, and at
least as empirically valid. The alpha reliability coefficient was .91 for the adult sample
and was .93 for the student sample. Furthermore, the revised version of the scale
showed significant positive correlations with right-wing authoritarianism (r = .79, and
72 for parents and students respectively), religious emphasis during childhood (r = .56,
and .42), belief in the traditional God (r = .56, and 63), frequency of church
attendance(r = .62, and 64), belief in creation science(r = .77, and 73), and
dogmatism(r = .75, and 70) (Altemeyer & Hunsberger, 2004).

The RFS-R was adapted into Turkish for the present study. Relevant

information is given in the result section of the present research. (See Appendix A ).

2.5. Statistical Analysis

Prior to the analyses, two sets of data were examined in terms of data accuracy,
missing values, univariate and multivariate outliers. Statistical analyses were
conducted with the Statistical Package for the Social Sciences (SPSS) Program (Green,
Salkind & Akey, 1997), and LISREL (Joreskog & So6rbom, 1996) was performed for
confirmatory factor analysis and model testing.

Psychometric properties of the newly adapted instruments were evaluated for
reliability and validity. Internal consistency was assessed by Cronbach alpha values.
Based on Nunnally (1978) criteria, values over than .70 were viewed as acceptable and
values more than .80 were accepted as good. Validation of the scales was indicated by

measurement of criterion-related, convergent, and discriminant validity.
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Factor congruency was evaluated with Target Rotation Analysis (van de Vijver
& Leung, 1997). A proportional agreement coefficient higher than .85 was accepted as
a good indicator for sufficient factor congruency (van de Vijver & Leung, 1997). This
value was also utilized as a sign for construct validity of the Turkish version of the
relevant instruments. For the criterion-related validity, extreme group comparisons
between high and low OCD symptoms scorers, and high and low religiosity scores
were contrasted in Turkish versions of the instrument. Moreover, zero-order
correlations between relevant and divergent measures were used for the assessment of
concurrent and discriminant validity. The criteria for the high correlation were
coefficients over than .50. The coefficients between .30 and .49 were accepted as
moderate, while values between .10 and .29 were viewed as low (Cohen, 1988). To
make group comparisons of Turkish and Canadian samples on the measures of the
present study, ANCOVA’s and MANCOVA'’s were performed respectively for the
total and subscale scores of the scales. Finally, separate hierarchical regression

analyses were conducted for the prediction of OCD and scrupulosity symptoms from
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CHAPTER

RESULTS

3.1. Overview

In this section, the results of the analyses that were performed to evaluate the
research hypotheses of the present study are presented. There are three sections. First,
the psychometric properties of the newly adapted instruments in the Turkish sample
are presented. Second, the impact of culture and religiosity on OCD symptoms and
cross-cultural differences in OCD-relevant belief measures are examined via group
comparisons between Canadian and Turkish samples. Then, predictors of OCD
symptoms and scrupulosity symptoms in Canadian and the Turkish data are examined
via hierarchical regression analysis. Finally, cross-cultural differences in the
frequency, distress, appraisal and control strategies of three types of intrusive thoughts

(i.e., doubting, religious, and sexual intrusions) are presented.

3.2. Psychometric Properties of the Turkish Versions of the Guilt Inventory, Penn
Inventory of Scrupulosity, Religious Fundamentalism Scale, and International

Intrusive Thought Interview Schedule

3.2.1. Psychometric Properties of the Turkish Version of the Guilt Inventory (GI)

The psychometric properties of the scales were examined in the screening
study. In order to obtain information about the psychometric properties of the scale,

110



first, reliability properties of the scale were examined via internal consistency, split-

half reliability, and re-test reliability coefficients.

Reliability Studies. The corrected item-total correlations for the total GI ranged from
.14 to .61. These correlations were between .12 and 58 for the Moral standards
subscale, .22 and .71 for the Trait Guilt subscale, and .46 and .65 for State Guilt
subscale. These coefficients demonstrated that the subscale consisted of acceptable
items as they were higher than the conventional level of 0.20 (Kline, 1986). The
reliability of the GI was determined by computing the internal consistency coefficient,
split-half reliability, and test-retest correlations. Cronbach’s alpha coefficient for the
total score was found .90, supporting the high reliability of the scale that is consistent
with past studies. The alpha coefficients were also high for the three subscales of the
inventory with .85, .76, .89 for State Guilt, Moral Standards, and Trait Guilt,
respectively. The Guttman split-half reliability for GI total score was .91, where the
Cronbach’s alpha coefficient for the first half composed of 23 items was .80, and the
second half which consisted of 22 items was .85. Moreover, the Cronbach alphas and
item-total correlations range for both the Turkish and the Canadian samples were
satisfactory (see Table 9)

The test-retest reliability of the GI total score was assessed via Pearson
correlation, on a sub-sample of 168 participants. The test-retest correlation after a 4-
week interval was .83 (N =168, p <.01). It was .74 for State Guilt (p <.01), and .82
for Moral standards (p < .01), and .77 for Trait Guilt (p <.01).

Validity Studies

Construct Validity. Consistent with the original study (Kugler & Jones, 1992),
construct validity of the GI was not examined by explanatory factor analysis. Instead,
the cross-cultural similarity of the GI was examined on the basis of factor congruency
by comparing the factor structures obtained with the Turkish (n = 420) and Canadian
(n = 326) samples using Target Rotation Technique (Vijver & Leung, 1997).

Proportionality agreement coefficient or Tucker phi was calculated with the criterion
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of 0.85 (Lorenzo-Seva & Ten Berge 2006). As can be seen from Table 9,
proportionality agreement coefficients showed that there was a high degree of
consistency in the factors of Trait Guilt (Tucker phi = 0.96), State Guilt (Tucker phi =
0.90), and Moral Standards (Tucker phi = 0.87) between Canadian and Turkish

samples.

Table 9. Factor Congruency, Internal Consistency and Item Total Range of the GI.

Guilt Inventory

Trait State Moral Total
Turkish Tucker phi 0.96 0.90 0.87
D Cronbach Alpha 0.90 0.86 0.78 0.91
ata
Item-Total Correlation 0.19-0.71  0.44-0.65 0.13-0.55 0.21-.66
Guilt Inventory
Trait State Moral Total
Canadian Cronbach Alpha 0.90 0.82 0.76 0.89

Data Item-Total Correlation 0.34-0.70  0.44-0.61 0.26-0.51 0.21-0.73

Criterion Validity. To evaluate the criterion related validity of the GI, the instrument
ability to discriminate people with low OC symptoms from those with high OC
symptoms was examined. Extreme group comparisons were performed for the total
and the subscale scores. High and low OC symptoms groups were generated based on
the CBOCI Total Scores. The sample scoring within the highest and lowest 25th
percentile formed the “high OC symptoms” (N = 114, M [Sd] = 32.88 [6.61], scores
over 26) and “low OC symptoms” groups (N =111, M [Sd] = 6.28 [3.14], scores below
11) respectively. Because of a high correlation between Guilt scores and symptoms of
anxiety and depression, for these analyses depression and anxiety scores were
employed as covariates. One way ANCOVA for the total scale score and one way
MANCOVA for the subscales were conducted.

As can be seen from Table 10, consistent with expectations, the high OCD
symptom group differed from the low OCD symptom group with higher scores on the
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GI Total Score (£ [1, 122] =42.30, p <.001) and its subscales (Wilks A = .64, F' (3,
212)=13.83, = .16, p < .001), indicating that the people with high OC symptoms
reported higher level of guilt and its dimensions than those with low OC symptom:s.
Thus, it can be asserted that the GI Total Score and Subscale scores successfully
discriminated people who reported low OC symptoms from those who experienced
high OC symptoms, even after controlling for the significant effect of depression
(Wilks A= .80, F'(3,212)=17.27, p <.001) and anxiety symptoms (Wilks A = .94, F’
(3,212)=4.49, p <.001).

Table 10. Means and Standard Deviations of the High and Low OCD Symptom

Groups on GI and its Subscales

Low OC High OC Significance Tests
Symptoms Smptoms
Variables M Sd M Sd
BDI 4.21 413 13.02 8.58 F(1,222)=21.78*
BAI 840 8.03 17.18 10.49 NS
GI 103.14 19.04 132.78 20.98 F(1,222)=42.30*
For Subscales
Trait 4293 11.13 5942 11.88 F(1,218)=36.13*%
State 19.04 597 2681 6.63 F(1,214)=14.17*
Moral 38.89 9.27 4323 920 F(1,218)=15.56*
*p <.001,

Note- BDI: Beck Depression Inventory, BAI: Beck Anxiety Inventory, GI: Guilt
Inventory

Criterion related validity of the GI was also assessed with high and low
religious group comparison. High and low religious groups were contrasted on GI to
understand whether the GI Total Score and its subscale scores significantly differed
between high and low religious individuals. As expected, after controlling for the
significant main effect of depression and anxiety, the high religious individuals
differed significantly from the low religious individuals with higher scores on GI Total

(F[1,192]=63.78, p <.001) and its subscales (Wilks A (3, 181)=41.77,= .41,p <
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.001). These results indicated that highly religious individuals have a greater tendency
to experience guilt than did low religious individuals. Means, standard deviations and

significance tests for the analyses are presented in Table 11

Table 11. Means and Standard Deviations of High and Low Religious Groups in GI

and Its Subscales

Low Religious  High Religious Significance Tests
Group Group

Variables M Sd M Sd
BDI 10.01  8.81 6.65 6.51  F(1,192)=74.59**
BAI 1431 10.81 10.71 8.01 NS
GI 111.88 2593 127.74 21.15 F (1, 187)=63.78%**
For Subscales
BDI F (3, 181) =25.80**
BAI F (3, 181)=2091*
Trait 49.09 1.09 34.00 820 F(1,183)=9.83**
State 21.66 597 24.67 055 F(1,183)=11.5%*

Moral Standards 3598 078  50.12 097 F (1, 183) = 124.06%**
k% p< 0001, ** p < .001, * p < .05.

Convergent Validity. To determine the convergent validity, the correlations of the GI
with the Beck Depression Inventory (BDI), Beck Anxiety Inventory (BAI), Clark Beck
Obsessive Compulsive Inventory (CBOCI), Penn Inventory of Scrupulosity (P1OS),
and Religious Fundamentalism Scale (RFS) were examined. Consistent with
expectations, the GI Total Score were significantly and positively correlated with the
CBOCI Total Score (r=.51), BDI (r =.52), BAI (» =.31), and PIOS (» = 55), and
RFS (r=.28).

Summary: The results of the present study indicated good reliability and validity
information for the Turkish version of the GI, supporting the cross-cultural validity of

the scale. Internal consistency coefficients for the scale and its subscales were highly
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acceptable. Similarly, test-retest reliability, assessed after 4-week interval,
demonstrated an acceptable level of temporal stability. In terms of construct validity,
cross-cultural similarity of the factor structure of the scale was examined. Results
revealed a high degree of consistency in the factor structure between the Canadian and
Turkish samples. The criterion-related validity of the GI was examined in terms of its
effectiveness in differentiating individuals with high OCD symptom severity from
those with low symptom severity on the basis of the CBOCI Total Score. Analyses
indicated that high and low obsessive symptoms groups were successfully
differentiated on the basis of the scores of GI. That is the GI successfully discriminated
people with higher OCD symptoms from those with lower OCD symptoms.
Furthermore, the scale scores successfully discriminated low religious from high
religious individuals, supporting the discriminant validity of the measure. Finally,
significant positive relationships of the GI with depression, anxiety, OCD symptoms,
and scrupulosity provided further support for the validity of the sale. In the light of all
these findings, this study presents acceptable test-retest and internal consistency
coefficients, and also good construct, concurrent, and criterion-related validity for the

Turkish version of the GI.

3.2.2. Psychometric Properties of the Turkish Version of the Penn Inventory of

Scrupulosity (PIOS)

Reliability Studies. In order to determine the reliability of the PUOS, the internal
consistency, split-half reliability, and test-retest reliability coefficients were examined
in the Turkish screenig study ( n = 420). Cronbach’s alpha for the PIOS Total Score
was .95, supporting its high reliability, where the corrected item-total correlations for
the inventory ranged from .34 to .81. Guttman split-half reliability was .93, with .89
Cronbach’s alpha coefficient for the first part (10-item) and .92 for the second part (9-
item) of the total scale. The test-retest correlation after a 4-week interval was .84 for
Total Score (N =168, p <.001), and .89 and .77 (N = 168, p <.001) for Fear of God

and Fear of Sin subscales, respectively.
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Validity Studies

Construct Validity. Construct validity of the PIOS was assessed by examining the
cross-cultural similarity based on factor congruency, as determined by the Target
Rotation Technique (Vijver & Leung, 1997). Proportionality agreement coefficient or
Tucker phi was calculated with the criterion of 0.85 (Lorenzo-Seva & Ten Berge
2006). As can be seen from Table 12, there was a high degree of similarity between the
factors of Fear of God (Tucker phi = 0.96), and Fear of Sin (Tucker phi = 0.98) for the
Canadian and Turkish samples. Moreover, the Cronbach alphas and item-total

correlations were satisfactory for both the Turkish and Canadian samples.

Table 12. Factor Congruency, Internal Consistency and Item Total Range of the
PIOS.

PIOS
Fear of God Fear of Sin
) Tucker phi 0.96 0.98
Turkish
Cronbach Alpha 0.93 0.93
Data
Item-Total Correlation 0.76-0.83 0.40-0.79
Canadian ~ Cronbach Alpha 0.92 0.93
Data Item-Total Correlation 0.42-0.82 0.70-0.83
*p <.001

Criterion-related Validity. To evaluate the criterion validity of the PIOS, extreme
group comparisons were performed for the PIOS Total Score and subscales. High and
low OC symptoms groups were generated based on the CBOCI Total Score. Because
depression and anxiety scores were significantly related to scrupulosity symptoms,
these variables were entered into the analysis as a covariate variable, and one way
ANCOVA for the Total Scores and one way MANCOVA for the subscales were
conducted.

The results of the ANCOVA and MANCOVA analyses revealed that after
controlling for the effect of the BDI and BAI, the PIOS Total Score significantly
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differed between high and low OCD symptoms groups (F'[1, 222] =36.58, 1= .14, p
<.001) and its subscales (Wilks A = .78, F' (2, 229) =27.96, = .20, p < .001). As can
be seen from Table 13, individuals with high OCD symptoms scored higher on PIOS

Total Score and its subscales than did individuals with low OCD symptoms.

Table 13. Means, Standard Deviations, and Group differences for High and Low OC
Symptoms Groups

Low OC Symptoms High OC Symptoms Significance Tests

Variables M Sd M Sd

BDI 4.21 4.13 13.01 8.58 F (1,222)=.04 ns
BAI 8.40 8.03 17.18 10.49 F(1,222)=1.51ns
PIOS 14.09 11.19 28.62 15.98 F (1,222)=36.58
For Subscales

BDI F(2,229)=1.99 ns
BAI F (2,229)=.3.36ns
FOS 8.30 0.84 17.40 0.83 F (1, 229) =50.16**
FOG 6.27 0.71 10.74 0.70 F (1,229) = 17.04**

¥k p <.001, * p <.05.
Note- PIOS: Penn Inventory of Scrupulosity, FOG: Fear of God Subscale; FOS: Fear
of Sin Subscale.

To further support the criterion-related validity of the PIOS, we investigated
whether scores on the measure varied by degree of religiosity (i.e., low religiosity and
high religiosity). One way ANCOVA for the Total Scores and one way MANCOVA
for the subscales were conducted, with the BDI and BAI scores as covariates. Results
showed that after controlling for effect of depression and anxiety, the main effect of
religiosity was significant on the PIOS Total Score (F'[1, 192] = 281.63, p <.001) and
subscale scores (Wilks A =.37, F' (2, 187) =162.70, 1 = .64, p < .001). As can be seen
from Table 14, Results revealed that high religious participants scored significantly
higher on the PIOS total and its subscales than did low religious participants. Thus, it

can be asserted that the PIOS total and subscale scores successfully discriminated high
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religious individuals from low religious individuals, even after controlling for the
depression (Wilks A = .90, F (2, 187) = 10.36, p < .001) and anxiety symptoms (Wilks
A=.97,F(2,187)=2.51 ns)

Table 14. Means, Standard Deviations, and Group differences for High and Low
Religious Groups

Low Religious High Religious Significance Tests
Group Group

Variables M Sd M Sd
BDI 10.01 8.81 6.65 651 F(1,192)=18.07*
BAI 14.31 10.81 10.71  8.01 F(1,192)=2.71ns
PIOS 9.21 1.07  37.83 1.30 F(1,192)=281.63*
For Subscales
BDI F (2,187)=10.36*
BAI F (2,187)=2.51
FOS 7.69 690 20.67 943 F(2,187)=187.11*
FOG 2.50 414 1573 6.76 F(2,187)=324.72*

$<.0001

Convergent Validity. As Table 15 shows, there were significant relationships between
the PIOS and the convergent measures. The PIOS Total Score was significantly
correlated with the CBOCI Total Score and subscales. Among the CBOCI subscales,
the strongest relationship was observed between the Fear of Sin subscale and the
CBOCI-Obsessions subscale. The PIOS and subscales also showed very strong
correlations with guilt and religious fundamentalism, but a minimal relationship with
WOITY.

To ensure that the relationship between the PIOS and CBOCI was not due to
the underlying construct of negative affect or distress, we calculated partial
correlations between these two measures by partialing out the BAI and BDI. Results

indicated that the relationships between the PIOS and CBOCI Total Score, and
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Obsessions and Compulsions subscales were small but remained significant (pr = .19

for total scale and pr = .17 for subscales).

Table 15. Means and Standard Deviations, and Correlations between the PIOS and

Validity Measures
PIOS
MS (SD) Total Score Fear of Sin  Fear of God
PIOS Total Score 21.74 (14.71) - 95% 93%*
Fear of Sin 12.99 (8.56) - - .80%*
Fear of God 8.75 (6.93) - - -
Convergent Validity Measures
CBOCI 19.19 (10.65) 83* A4%* 26%*
CBOCI-Obsessions 11.35 (6.28) 37* 44* 24*
CBOCI-Compulsions 7.90 (5.22) 33%* 37* 23*
GI 116.86 (22.91) .55% ST* A45%
RFS 18.49 (24.13) 67* S55% 74%
PSWQ 42.71(12.77) 19% 27* .08

*p <.001

Summary: The results of the present study revealed strong reliability and validity for
the Turkish version of the PIOS, supporting the cross-cultural generalizability of the
measure. Internal consistency coefficients for the scale and its subscales were highly
acceptable. Similarly, test-retest reliability, assessed after 4-week interval,
demonstrated a strong temporal stability. To evaluate the validity of the Turkish
version of the PIOS, construct, concurrent, and criterion validity information were
examined. In terms of construct validity, cross-cultural similarity of the factor structure
of the scale was examined. Analyses revealed a high degree of consistency in the PIOS
factor structure between the Canadian and Turkish samples. The PIOS Total Score
successfully discriminated people with higher OCD symptoms from those with lower
OCD symptoms in support of its criterion-related validity. Furthermore, high religious

participants were different from low religious ones on the basis of scores in the PIOS
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total and subscale scores. These results indicate that the PIOS is sensitive to group
differences. Furthermore, significant positive relationships of the PIOS with OCD
symptoms, guilt, and religious fundamentalism scales provide further support for the
validity of the measure. Thus acceptable test-retest and internal consistency
coefficients, and also good construct, concurrent, and criterion-related validity was
found for the Turkish version of the PIOS, indicating that it can be utilized in the

Turkish culture in order to evaluate individual differences in scrupulosity symptoms.

3.2.3. Construct Validity and Internal Consistency of the Turkish Version of the
Religious Fundamentalism Scale Revised Form (RFS-R)

Reliability Studies.

The reliability of the RFS-R was examined via internal consistency, split-half
reliability, and test-retest reliability coefficients. As for the internal consistency of the
RFS-R, Cronbach’s alpha coefficient was .93, and the corrected item-total correlations
for the inventory ranged from .64 to .80. Guttman split-half reliability was .93, with
.86 for the first half of the scale (6-items) and .87 for the second half (6-items). The

test-retest correlation after a 4-week interval was .94, p <.001.

Validity Studies

Construct Validity. Because the original scale is a unidimensional measure, Target
Rotation test could not be used to assess the construct validity of the RFS-R.
Therefore, the factor structure of the RFS was initially inspected using principle
components factor analysis with Varimax rotation. The Kaiser-Meyer-Olkin measure
of sampling adequacy showed that the coefficient was .95, which is higher than its
minimum required value of .60 (Tabachnick & Fidell, 2001). Bartlett’s test of
sphericity was significant (df = 66, p < .001), indicating the suitability of the
correlation matrix for factoring. The component analysis revealed only one factor with
eigenvalues greater than 1.0. Inspection of a scree plot of the eigenvalues (Cattell,

1966) also suggested a one-factor solution. Accordingly, one component was extracted
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with an eigenvalue of 6.73, which accounted for 56.07 % of the total variance. As can
be seen from Table 16, the factor loadings for this single factor ranged between .67
and .85. The one factor structure dimensional of the scale is consistent with the
findings of the original study (Altemeyer & Hunsberger, 2004), and subsequent
reliability and validity studies (e.g., Genia, 1996).

Table 16. Factor loadings of the RFS-R Items

Item and Item Number Loadings

1. To lead the best, most meaningful life, one must belong to the .85
one, fundamentally true religion.
8. God has given humanity a complete, unfailing guide to .83
happiness and salvation, which must be totally followed.
12. All of the religions in the world have flaws and wrong .80
teachings. There is no perfect true, right religion. 77
1. Whenever science and sacred scripture conflicts, science is
probably right. 76
5. There is a particular set of religious teachings in this world that
are so true; you can’t go any “deeper” because they are the
basic, bedrock message that God has given humanity 73
7. It is more important to be a good person than to believe in God
and the right religion. T2
2. No single book of religious teachings contains all the intrinsic,
fundamental truths about life. 72
3. The basic cause of evil in this world is Satan, who is still
constantly and ferociously fighting against God. .70
2. The fundamentals of God’s religion should never be tampered
with, or compromised with others’ beliefs. .70

6. When you get right down to it, there are basically only two
kinds of people in the world: the Righteous, who will be
rewarded by God; and the rest, who will not.
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Table 16 (continued)

Item and Item Number Loadings

7. Scriptures may contain general truths, but they should NOT be
considered completely, literally true from beginning to end. .69
4. To lead the best, most meaningful life, one must belong to the

one, fundamentally true religion. .67

Criterion-related Validity. To evaluate the criterion-related validity of the RFS-R, the
ability of the RFS-R to discriminate low from high religious groups was examined.
The procedure followed to form high and low religious group was presented above.
Because depression and anxiety scores showed a weak relationship with RFS-R scores,
these variables were not entered as covariates. One way ANOVA indicated that there
was a significant difference between groups (F' [1, 190] = 605.71, p < 0.001). As
expected, high religious students scored significantly higher on the RFS-R (M = 79.87,
Sd = 11.59) than did low religious students (M = 27.46, Sd = 19.12). These results
supported the the criterion-related validity of the RFS-R showing that it is sensitive to

differences in degree of religiosity.

Convergent Validity. The convergent and discriminant validity of the RFS-R was
assessed by computing Pearson correlation coefficients between RFS scores and scores
on measures of related and unrelated constructs. Means and standard deviations for
each measure, and the results of the correlation analyses are presented in Table 17.
RFS-R showed moderate to high positive significant correlations with PIOS, frequency
of attending places of worships, reading religious book, praying, and being voluntary
or giving money to religious organizations. Consistent with some research findings,
religious fundamentalism showed a slight negative correlation with depression and
anxiety. Interestingly, the RFS-R scores did not have significant relationship with

obsessions and compulsions scores.
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Table 17. Means and Standard Deviations, and Correlations between the RFS-R and

Validity Measures

Convergent Validity Measures M Sd r
Frequency of Attending Place of Worship 1.85 1.17 65%*
Frequency of Reading Religious Book 3.14 1.46 S3%*
Frequency of Praying 1.68 1.04 .68%*
Frequency of Being Voluntary or Giving Money to 1.29 72 33H*

Religious Organization
Importance of Religiosity in Defining Person’s Decision 237 1.19 JISH*
and Behaviors

PIOS 21.74 937 O7H*
GI 116.86 2291 28%*
CBOCI-O 11.90  6.28 .09
CBOCI-C 7.90 5.22 .08
BDI 7.97 7.03 -.10*
BAI 1230  9.53 - 11*

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

Note: GI. Guilt Inventory, PIOS: Penn Inventory of Scrupulosity, CBOCI-O: Clark-
Beck Obsessive Compulsive Inventory Obsessions Subscale, CBOCI-C: Clark-Beck
Obsessive Compulsive Inventory Compulsions Subscale, BDI: Beck Depression
Inventory, BAI: Beck Anxiety Inventory.

Summary: The results of the present study revealed a satisfactory reliability and
validity for the Turkish version of the RFS-R. Internal consistency coefficients for the
scale were highly acceptable. Similarly, test-retest reliability revealed that the scale
produced reliable scores overtime. To evaluate the validity of the Turkish version of
the RFS-R, construct and concurrent validity studies were carried out. In terms of
construct validity, the factor structure of the RFS-R was examined through principle
components analysis and the results supported a one factor solution which was
consistent with the findings of the original study (Altemeyer & Hunsberger, 2004).
Considering the concurrent validity of the scale, RFS-R scores were found to be

significantly and positively correlated with various religious practices and
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commitment, and scrupulosity symptoms. The criterion-related validity of the scale to
distinguish low from high religious individuals provided further evidence for the
validity of the measure. In conclusion, the results of the present study indicated
satisfactory reliability and validity for the Turkish version of the RFS, supporting the

cross-cultural generalizability of the scale.

3.2.4. Psychometric properties of the International Intrusive Thoughts Interview

Schedule

Reliability Studies. In order to assess the reliability of the IITIS, first inter-rate
reliability was assessed to determine whether the interviewers correctly unwanted
intrusive thoughts which were reported by participants. Two researchers independently
classified reported intrusions into doubting, religious and sexual intrusions, for which
inter-rater reliability was high. Inconsistent ratings between the researchers (n = 3)
were not used in the analysis.

To further assess the reliability of the interview schedule, internal consistency
coefficients of the primary and secondary appraisal items were examined for each
intrusive thought. As can be seen from Table 18, internal consistency coefficients were
satisfactory (i.e., alpha coefficients > 0.70). However, for the Turkish sample,
Cronbach’s alpha coefficient for the secondary appraisal of sexual intrusions was less

satisfactory. Low sample sizes (n = 10) may have influenced this result.

Table 18. Means, Standard Deviations and Internal Consistency Coelfficients of the

Primary and Secondary Appraisal Ratings

Turkish Muslims Canadian Christians

N M Sd o N M Sd o

PAR of Doubting Intrusions 50 22.18 792 .78 98 20.20 8.4 .84
PAR of Religious Intrusions 26 2273 839 .76 49 2351 959 .87
PAR of Sexual Intrusions 25 1796 800 .75 39 18.66 7.85 .79
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Table 18 (continued)

Turkish Muslims Canadian Christians

N M Sd a N M Sd a

SAR of Doubting Intrusions 21  16.00 6.80 .84 49 14.08 648 .82
SAR of Religious Intrusions 12 15.50 597 .76 25 16.72 623 .75
SAR of Sexual Intrusions 10 17.60 424 61 21 1395 629 83

Note. PAR: Primary Appraisal Ratings, SAR: Secondary Appraisal Ratings

Validity Studies. In order to obtain information about the validity of the IITIS,
convergent validity of the interview schedule was assessed by examining the
relationship between primary appraisal ratings and three subscales of the Obsessive
Beliefs Questionnaire (i.e., Responsibility/Threat Estimation, Importance/Control
Thoughts, and Perfectionism/Certainty). As can be seen from Table 19, there was
weak to moderate significant associations between the appraisal dimensions of the
IITIS and the OBQ. This is generally consistent with cognitive theory, in that
dysfunctional beliefs may influence appraisals and appraisals may influence
dysfunctional beliefs. However, IITIS appraisals did not show specificity with respect
to OBQ scales. For example, for sexual and religious intrusions, IITIS
Perfectionism/Certainty appraisal dimension showed significant correlations with the
three subscales of OBQ. This may be a reflection of the considerable overlap or high
intercorrelations of the OBQ domains as noted in contemporary research (OCCWG,
2003, 2005). Interestingly, IITIS Importance/Control Thoughts appraisals did not
exhibit a significant relationship with the Importance/Control Thought dimensions of
the OBQ-44. Except for sexual intrusions in the Turkish sample, this appraisal had a
significant positive correlation with OCD symptoms measured by CBOCI. As
expected, the distress ratings of intrusions showed significant positive relationships
with the total and subscale scores of OBQ. For doubting intrusions, the distress scores

were also significantly related to OCD and anxiety symptoms.
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Table 19. Correlations between IITIS Primary Appraisals (across all intrusions) and

other Cognitions/Symptom Measures

OBQ Resp/  Imp/Con Perf/ CBOCI BAI
Total Threat Thght Certanity
Turkish Data Doubting Intrusions
IITIS Resp/Threat 18 25% .04 14 -01 .03
IITIS Imp/ConThght  .30%* 26%* 13 34% 36%* 18
IITIS Perf/Certainty 31* 21%* A1 A2H* 22% 26%
IITIS Ego Dystonicity .17 17 13 12 24 -.10
IITIS Distress 25% 14 22% 31* S1H* 31*
Canadian Data Doubting Intrusion
IITIS Resp/Threat 13 15 .09 .10 19%* A2
IITIS Imp/ConThght .19 A7* .08 21%* J35%* 22 %%
IITIS Perf/Certainty 32% 22%% 0 D4xx 35%* 35%* 33k
IITIS Ego Dystonicity .13 .10 14 12 .06 24%%
IITIS Distress 34% 30%* 30%* 28%* A46%* ATH*
Turkish Data Religious Intrusions
IITIS Resp/Threat 29% 25% 30* 17 35% 19
IITIS Imp/ConThght  .35* 28% A2 A3H* 36%* 34%
IITIS Perf/Certainty 35% 37* 27% 22% A2 A1
IITIS Ego Dystonicity .04 -.11 -.09 28 35 .30
IITIS Distress A4xx 0 34% 31* A43H* .07 A2
Canadian Data Doubting Religious Intrusions
IITIS Resp/Threat 28% 23% 34%* .20 36%* 26%*
ITIS Imp/ConThght ~ .29* 25% 25% 26% A40%* .20
IITIS Perf/Certainty 30%* 29% 29% 22 30%* 23%
IITIS Ego Dystonicity .05 -.07 .04 .16 36%* 27*
IITIS Distress 25% 21 .20 23% 27* .19
Turkish Data Sexual Intrusions

IITIS Resp/Threat 24 .26 31 14 -.02 .01
ITIS Imp/ConThght .11 .10 -.01 17 A2 A1
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Table 19 (continued)

OBQ Resp/  Imp/Con Perf/ CBOCI BAI
Total Threat  Thght Certanity
Turkish Data Sexual Intrusions
IITIS Perf/Certainty STxk S1F*x 53 37* S0** 34%
IITIS Ego Dystonicity .30* 23% 21% 35% .09 12
IITIS Distress 28% 28% 16 28%* .01 .04
Canadian Data Sexual Intrusions
IITIS Resp/Threat 36k 33Fx 4] H* 24 28%* 16
IITIS Imp/ConThght .19 22 21 .08 31 16
IITIS Perf/Certainty A4xx 3% S58%* J33H* 37%* 31*
IITIS Ego Dystonicity .31* 30%* 24 22 22 .05
IITIS Distress 28% 26% 25% 29% 31* .19

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

Note: IITIS Resp/Threat: International Intrusive Thoughts Interview Schedule
Responsibility /Threat Appraisal; Imp/ConThght: Importance/ Control of Thought;
Perf/Certainty: Perfectionism/ Certainty; OBQ: Obsessive Beliefs Questionnaire;
CBOCI: Clark Beck Obsessive Compulsive Inventory, BAI: Beck Anxiety Inventory.

3. 3. Internal Consistency of other Instruments for Turkish and Canadian Data

As can bee seen in Table 20, the internal consistency and item-total
correlations of other measures were evaluated with for both Canadian and Turkish

samples.

Table 20. Internal Consistency Coefficients of the Instruments used for Turkish and

Canadian Subjects

Cronbach Alpha
(Item Total Correlation Range)
Measures Canadian Data Turkish Data
BDI 0.90 ( 0.37-0.65) 0.87 (0.18-0.63)
BAI 0.91 (0.23-0.69) 0.89 (0.35-0.59)
CBOCI Total 0.89 (0.15-0.68) 0.91 (0.31-0.60)
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Table 20 (continued)

Cronbach Alpha
(Item Total Correlation Range)

Measures

Canadian Data

Turkish Data

CBOCI-Obsessions Subscale
CBOCI-Compulsions Subscale
PSWQ

OBQ-44 Total

OBQ-ICT

OBQ-44-PC

OBQ-44-RT

0.82 (0.14-0.59)
0.85 (0.27-0.57)
0.95 (0.57-0.85)
0.95 (0.27-0.64)
0.88 (0.35-0.69)
0.89 (0.39-0.71)

0.89 (0.57-0.85)

0.86 (0.30-0.60)
0.83 (0.44-0.60)
0.93 (0.43-0.75)
0.94 (0.33-0.63)
0.82 (0.28-0.61)
0.89 (0.25-0.64)

0.87 (0.39-0.61)

Note- BDI: Beck Depression Inventory, BAI: Beck Anxiety Inventory, CBOCI: Clark
Beck Obsessive Compulsive Inventory; PSWQ: Penn State Worry Questionnaire,
OBQ-44: Obsessive-Beliefs Questionnaire, ICT: Importance/Need for Control of
Thoughts, PC: Perfectionism/Uncertainty, RT: Responsibility/Threat Estimation.
Analyses indicated that all of the reliability coefficients were satisfactory and

in the acceptable range (Nunnally, 1978).

3.4. Main Study

In this section the results of the study are divided into three sections. First,
comparisons of Turkish high and low religious, and religious school student groups
with Canadian groups are provided in order to understand the effect of religious
affiliations and degree of religiosity on the measures of general psychopathology (e.g.,
depression, anxiety, guilt, and worry), and OCD-symptoms but especially scrupulosity
symptoms and obsessive beliefs. The second section contains the statistical analyses
that examine the predictors of OCD and scrupulosity symptoms in both Canadian and
Turkish samples. Finally, the third section presents the findings of the cultural
differences in three types of intrusive thoughts (i.e., doubting, religious, and sexual),

appraisals of these intrusions and association control strategies.
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3.4.1. Correlations between OCD Symptoms and Measures for both Canadian

and Turkish Subjects

Before examining the group differences in general distress, OCD symptoms,
scrupulosity, and OC-like beliefs, a correlational analysis was performed to examine
the relationships among religiosity, general distress, obsessive beliefs, and scrupulosity
and OCD symptoms separately in Turkish and Canadian data. Tables 21 and 22
present the interrelationships among the variables.

First, RFS-R scores had different relationship with the CBOCI, in the Christian
and Muslim samples. While the RFS-R scores showed a significant but slight positive
correlation with OCD symptoms total and compulsion scores in the Christian Canadian
students, the RFS-R was unrelated to OCD symtomatology in the Turkish Muslim
students. However, consistent with previous research findings, in both sets of data,
there were positive and significant relationships between OCD-relevant beliefs and
OCD symptoms.

In terms of general distress measures (i.e., depression, anxiety, worry, and
guilt), these variables were positively related to CBOCI total and subscales, and
scrupulosity scores for both Turkish and Canadian samples. It was also observed that
scrupulosity symptoms were positively associated with OCD total and subscale scores
with the magnitude, direction of the relationship between these variables quite similar
in the. In spite of the weak relationship between religiosity (i.e. religious
fundamentalism) and OCD symptoms, this variable had a very strong relationship with
scrupulosity symptoms, such as fear of God and fear of sin. In conclusion, the
correlation coefficients revealed that there were some slight cross cultural differences
between the Canadian and Turkish samples in the relationship between religiosity and
other variables. However, overall the direction and magnitude of the relationships
among OCD symptoms and the other variables were fairly similar in the Turkish and

Canadian sample.
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Table 21. Correlation Coefficients among Measures in Turkish Sample

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
1- BDI
2- BAI S
3-PIOS 20%% 17H*
4- PIOS-FOS 2THE 23HE QOH*
5-PIOS-FOG .09 .08  .94%* 8O**
6- OBQ-44 29%% 28¥E JTHE 3gHk D9k
7- OBQ-44 -RT 20%F Q7HE 33wk JTHE 5%E QQ**
8- OBQ-44 -PC 21%% 24%% %%k D3HE ]9*E Lo*E 64**
9- OBQ-44-ICT = .25%% 22%% A3#% AS5%* 35%% 70%% 5%* 48**
10- PSWQ S2%E AS¥E 19¥Ek 27k 08 32H 29%H 2Qk* 21k
11- CBOCI S3E 3HE JTHE J4HE Q4R AOHE 44 FRE ADRE 53k
12- CBOCI-O ATEE 35HE 3 YA DAk ATHE Q4w FPRE JQEE ASKE TR
13- CBOCI-C S4xE 3k BREA QxR oHE 4OrH ARHH FTHE Q4x S53Ekx Q4kx Q]
14- RFS - 10% - 10% .67%% 56%* 74%* 17** 13* 09 27**-11* .09 .09 .08
15- GI S2HE JHE S5HE SHE 44HH A]Hx JOwE QQEE JORE ATHE SEE Qk* S|k* 28**

* Correlation is significant at the 0.05 level (2-tailed),

**Correlation is significant at the 0.01 level (2-tailed)

Note: BDI: Beck Depression Inventory, BAIL: Beck Anxiety Inventory, PIOS: Penn Inventory of Scrupulosity, PIOS-FOS: Penn
Inventory of Scrupulosity Fear of Sin Subscale, PIOS-FOG: Penn Inventory of Scrupulosity Fear of God subscale, OBQ-44:
Obsessive Beliefs Questionnaire-44, OBQ-44-RT: Obsessive Beliefs Questionnaire Responsibility/Threat Estimation Subscale;
44-PC: Obsessive Beliefs Questionnaire Perfectionism/Certainty Subscale, OBQ-44-ICT: Obsessive Beliefs Questionnaire
Importance/Control of Thoughts, CBOCI: Clark-Beck Obsessive Compulsive Inventory Total Score; CBOCI-O: Clark-Beck
Obsessive Compulsive Inventory Obsessions Subscale, CBOCI-C: Clark-Beck Obsessive Compulsive Inventory Compulsions
Subscale; RFS: Religious Fundamentalism Scale, GI: Guilt Inventory.



Table 22. Correlation Coefficients among Measures in Canadian Sample

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

1- BDI

2- BAI S4xE

3- PIOS 23#* 49%*

4- PIOS-FOS 27%% - S1FF . 96**
5-PIOS-FOG 1% 39%k gk 5%

6- OBQ-44 AQ*E 5%k 53k SQkx FTHk

7-OBQ-44 -RT ~ .25%% 39%* Ae** 52%*  3J** gR**

8-0OBQ-44 -PC  35%*% 46** 36%* 309%* 25%* go** 64%**

9- OBQ-44-ICT  .39%* .52%* [ 58** @3#* 42%* Q2¥* 59%** 63%**

10- PSWQ S6*E - O1F*F 49%Ek 49Rx APRE o]F* S50%* 58%F*F 49

11- CBOCI 60%H  55%* - 4Q¥Ek AQERx FOkk Dok 21k 15% 3%k 53

12- CBOCI-O O7*E  QOFx 33k FBEx Dok 21Kk 20%* 12%  2]%* 53%* Rork

13- CBOCI-C S8 50%* S56%F 55K 4oFk 26%* 18F  15%  34%F 43%Ek g7k S5%*

14- RFS .02 A8% 65%* 42%*%  81** 04 -.07 -.07 .29%* 10* .14* 06 .19**

15- GI H2%H  ASkk 5Q¥Ek S5kx S5ME ASuk 3Ak B5Hk 4Tk S5¥A 53k S7wA JSwE 52H*

* Correlation is significant at the 0.05 level (2-tailed)

**Correlation is significant at the 0.01 level (2-tailed)

Note: BDI: Beck Depression Inventory, BAIL: Beck Anxiety Inventory, PIOS: Penn Inventory of Scrupulosity, PIOS-FOS: Penn
Inventory of Scrupulosity Fear of Sin Subscale, PIOS-FOG: Penn Inventory of Scrupulosity Fear of God subscale, OBQ-44: Obses
Beliefs Questionnaire-44, OBQ-44-RT: Obsessive Beliefs Questionnaire Responsibility/Threat Estimation Subscale; OBQ-44-PC:
Obsessive Beliefs Questionnaire Perfectionism/Certainty Subscale, OBQ-44-ICT: Obsessive Beliefs Questionnaire Importance/Cor
Thoughts, CBOCI: Clark-Beck Obsessive Compulsive Inventory Total Score; CBOCI-O: Clark-Beck Obsessive Compulsive Inven
Obsessions Subscale, CBOCI-C: Clark-Beck Obsessive Compulsive Inventory Compulsions Subscale; RFS: Religious Fundament:
Scale, GI: Guilt Inventory.



3.4.2. Group Differences in General Distress Scales: BDI, BAL, PSWQ, and GI.

The present study first examined of the influence degree of religious
devoutness and religious affiliation on general distress scales by comparing Turkish
Muslim and Canadian Christian samples. The aim of these analyses was determine
whether the effect of religion and religiosity is specific to OCD symptomatology, or
whether religiosity and religious affiliation are also related to other general
psychopathology measures. Due to the high correlation among BDI, BAI, PSWQ, and
GI, group differences were examined by 2 (Nationality: Turkish and Canadian) by 3
(levels of religiousness: Low, High and Religious School Groups) MANOVA.
Because of the large number of comparison, a Bonferroni- corrected significance level
of p <.01 (.05/4) was used. Separate ANOV As on each dependent variable were
conducted as follow-up tests to the MANOVA. Similar to MANOVAs, each ANOVA
was tested at the .01 level.

A 2 by 3 MANOVA conducted on the BDI, BAI, PSWQ and GI Total Score
yielded main effects of religious affiliaiton (Wilks A = .86, F' (4, 310) = 15.06, 1 = .16,
p <.001) and of religiousness (Wilks A =.77, F' (8, 620) = 10.34, 7= .12, p < .001).
The interaction between religion and degree of religiosity was also significant (Wilks A
=.93, F (8, 620) =2.89, 1 = .04, p < .01). Univariate analysis indicated Nationality
differences in depression (F (1, 320) = 10.26, 1= .03, p <.01), anxiety (¥ (1, 320) =
7.42,M1=.03, p <.01), and guilt scores (F (1, 320) =9.57, 1= .03, p <.01). Results
indicated that while Turkish students reported higher level of depression (M [Sd] =
9.03 [.58] and anxiety symptoms (M [Sd] = 14.96 [0.84] in comparison with Canadian
students (M [Sd] = 6.55 [50] and M [Sd] = 11.03 [0.73], respectively), Canadian
students experienced a higher level of guilt (M [Sd] = 135.04 [1.64] than did Muslims
(M [Sd] =127.59 [1.89]).

The main effect of degree of religiosity (F (2, 319) =22.60,M = .13, p <.001)
was only significant for guilt. As expected, regardless of Nationality, high religious
participants reported higher degree of guilt (M [Sd] = 134.84 [2.29] for high religious
students, M [Sd] = 138.10 [1.97] for religious school students) than did low religious
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participants (M [Sd] = 118.98 [2.20]). There were no significant differences between

high religious students and religious school students in terms of level of guilt.

Table 23. Interaction of Nationality and Levels of Religiousness on BAI

Religiousness
Low High Religious School
M Sd M Sd M Sd
Turkish sample 15.37a 146 11.35a 1.61 15.77a 1.28
Canadian sample 11.07ab 132 13.50ab 1.27  8.78b 1.21

Note: Different subscripts on the same row or on the same column represent
significant difference between groups (p < .05)

The interaction effect was significant only for anxiety (¥ (2,319)=5.82,1 =
.04, p <.01). As can be seen from Table 23 that includes post-hoc comparisons with
Bonferroni test, there were no significant differences in the level of anxiety of the three
religiousness groups for the Turkish and Canadian samples. The unique difference was
observed between Christian and Muslim Religious School student groups. That is
Muslim religious school students reported a significantly higher level of anxiety (M =
15.77) than did the Christian religious school group (M = 8.78). The group differences

are depicted in Figure 2.

Figure 2. Interaction Effect of Religiosity and Nationality on Anxiety Symptoms
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Summary: These results indicated that nationality resulted in significant differences on
all general distress measures, including depression, anxiety, and guilt. The findings
suggested that while Turkish students reported higher levels of depression and anxiety
symptoms than Canadian, Canadian students experienced a higher degree of guilt as
compared with Turkish students. The degree of religiosity only significantly affected
feelings of guilt in both the Canadian and Turkish samples. That is, the higher a
person holds religious beliefs the higher he/she experiences guilt. However, there were
no significant differences between high religious and religious school participants.
More importantly, the interaction of religiosity and nationality was significant only for
anxiety symptoms, with religious school Muslim students experiencing a higher degree
of anxiety as compared with Christian religious school students. Overall, then
significant differences were evident on measures of general psychopathology between
Canadian and Turkish samples, with both guilt and anxiety is influenced by high level

of religiosity.

3.4.3. Group Differences in OCD Symptoms, Scrupulosity and Obsessive Beliefs

As stated before, the main aim of the present study was to understand the effect
of nationality and degree of religiosity on the experience of OCD symptoms and OCD
related beliefs and appraisals that play an important role in the maintenance and
exacerbation of the OCD symptoms. Thus group comparisons were made in the
CBOCI Total score, obsession and compulsion subscales. Then the effect of
nationality and religiosity on the experience of scrupulosity, as an OCD symptom
subtype, was examined. Finally, the groups were compared on the OBQ Total Score
and its subscales to understand the role of culture and religiosity in the maintenance

and persistence of obsessive like beliefs.
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3.4.3.1. Group Differences in OCD Symptoms

The groups were compared on the CBOCI Total Score and CBOCI obsession
and compulsion subscales. A 2 (nationality : Canadian and Turkish by 3 (levels of
religiousness: Low, High and religious school student groups) ANCOVA and
MANCOVA were performed for the total CBOCI and subscale scores with Bonferroni
correction and post-hoc comparison with Tukey HSD (where appropriate), in which
BDI scores were entered as a covariate.

The results of univariate analysis demonstrated only a significant main effect of
religiosity (£ (2, 313) =22.24,1=.12, p <.001) after controlling for the significant
effect of depression (F' (2, 313) = 102.61, 1 = .25, p < .001. Post-hoc comparison
found that regardless of nationality, religious school students had the highest score on
total OCD symptoms (M [Sd] = 23.35 [.80]), low religious students the lowest (M [Sd]
= 14.51[.91]), and highly religious ones the middle (M [Sd] = 18.82 [.86]). The
severity of OCD symptoms did not change according to nationality. That is, there was
no significant difference between Turkish and Canadian groups on the CBOCI Total
Score (F (2,313)=1.08, p > .05).

Similarly, MANCOVA on CBOCI obsession and compulsion subscales
revealed a significant main effect of religiosity (Wilks A = .85, F' (4, 622) = 12.79, 1 =
.08, p <.001) as well as an interaction effect (Wilks A =. 95, F' (4,622) =3.59, 1= .02,
p < .01), after controlling the significant main effect of BDI (Wilks A =.72, F'(2,311)
=58.01,=.27, p <.01). However, the main effect of nationality was not significant
(Wilks A=.99, F (2,311) =.91,1 = .01, p > .05). That is severity of obsessions and
compulsions did not differ significantly between the Canadian and the Turkish
students. Univariate ANCOV As indicated that degree of religiosity differed on
obsessions (F' (2,312) =25.09,1=.14 p <.001), and compulsions. (F (2,321) =12.91,
N =.08, p <.001). According to post-hoc comparisons, for the CBOCI obsessive
subscale, a higher level of religiosity was found to be associated with a higher level of
obsession symptoms. To put it another way, religious school students reported a higher

level of obsessive symptoms (M [Sd] = 14.01 [.45]) than both highly religious (M [Sd]
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=10.78 [.53]) and low religious individuals (M [Sd] = 8.69 [.51]). Moreover, highly
religious individuals suffered from higher severity of obsessive symptoms than those
who had low religiosity. In terms of compulsions, religious school group (M [Sd] =
9.53 [.45]) and highly religious participants (M [Sd] = 8.03 [.53]) scored higher on the
CBOCI compulsions subscale compared to the low religious students (M [Sd] = 5.87

[.51]).

Figure 3. Interaction of Nationality and Levels of Religiousness on Compulsions
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In terms of the interaction effect, univariate ANOV As revealled that the
interaction effect was significant only for CBOCI compulsions, F' (2,312) =4.60, 1 =
.03, p <.01, (depicted in Figure 3). As presented in Table 24, according to the post-
hoc test for interaction effect on compulsions, for the Canadian sample, there were no
significant differences among the three levels of religiosity, while there was only a
significant difference between the religious school students and low religious students
in the Turkish sample. Religious school Muslim students reported a higher degree of
compulsive symptoms than did low religious Turkish students. There was no
significant difference between high religious and low religious Turkish students.
Furthermore, religious school Muslim students had higher scores (M = 11.32) on the
CBOCI compulsions subscale than religious school Christian students (M = 7.74).
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Table 24. The Interaction Effect of Religiosity and Nationality on CBOCI Compulsion

Subscale
Religiousness
Low High Religious School
Religious Affiliaiton M Sd M Sd M Sd
Canadian 5.85a 0.76 8.47a 0.83 7.74a 0.65
Turkish 5.80a 0.67  7.59ab 0.65 11.32b 0.62

Note: Different subscripts on the same row or on the same column represent
significant differences between groups (p < .01)

Summary: Regardless of nationality, a higher degree of religiosity was related to a
higher degree of OCD symptoms. In other words, religious school students presented
with the highest OCD symptoms in both the Muslim and the Christian samples. The
low religious participants had the lowest level of symptom and the high religious
students reported moderate levels of OCD symptoms. In terms of OCD symptom
presentation, again regardless of nationality, heightened religiosity resulted in more
severe obsessive and compulsive symptoms in Canadian and Turkish sample.
Moreover, degree of religiosity affected Christian and Muslim participants differently
in terms of presentation of OCD symptoms. Religious school Muslim students
presented with a higher degree of compulsions than religious school Christians
students. These results suggest that religiosity can have a negative effect on the
severity of the OC symptoms in both the Christian and Muslim students, irrespective
of nationality. Furthermore, only the highly religious Muslim students had elevated
levels of compulsivesymptoms, whereas both Canadian and Turkish religious students

had highest levels of obsessionality.
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3.4.3.2. Group Differences in Scrupulosity Symptoms

As stated in previous sections, another aim of the present study was examine
the effect of nationality and degree of religiosity on scrupulosity. Thus, a 2
(nationality) by 3 (degree of religiosity) ANCOVA and MANCOVA was conducted
on the total and subscale scores of the PIOS (i.e., Fear of God and Fear of Sin) to
determine whether scrupulosity scores were different among undergraduates who had a
different degree of religiosity and nationality, when adjusted for depression scores.

First, a 2 x 3 between subjects analysis of covariance was performed on the
PIOS Total Score, with BDI Total Score as the covariate. After adjusting for the by
covariate (F (1, 330) =92.54, = .21, p < .001), the results for PIOS Total Score
revealed a significant main effect of religiosity (£ (2, 330) = 140.58, 1 = .46, p < .001)
and nationality (F (1,330) =4.45, p < .01), and an interaction effect /' (2, 330) = 4.36,
N =.03, p <.01). The strength of the relationship between nationality and scrupulosity
symptoms was weak, however, with 1] = .01. The adjusted marginal means showed that
Turkish students reported a higher degree of scrupulosity symptoms (M [Sd] = 28.76
[.94]) as compared with Canadian students (M [Sd] = 23.07 [.87]). In terms of the
significant effect of religiosity, the strength of the association between degree
associaiton between degree of religious devotion and severity of scrupulosity was very
strong, as indicated by the partial eta square with degree of religiosity accounting for
46 percent of the variance in the dependent variable holding constant depression
scores. Post hoc comparisons using Tukey HSD revealed that religious school students
(M [Sd] = 34.45 [1.03]) and highly religious individuals (M [Sd] = 31.59 [1.09])
reported more severe scrupulosity symptoms compared with low religious students (M
[Sd] =9.89 [1.16]). However, there was no significant difference between high
religious and religious school groups.

Finally, the nature of the significant interaction effect was examined by post
hoc test with Tukey HSD. As can be seen from Table 25, results revealed that for both
Christian and Muslim students, a higher degree of religiosity was associated with a

higher level of scrupulosity symptoms. That is high religious undergraduate and
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religious school students scored significantly higher on the PIOS than did low religious
students, but there was no significant differences between high religious and religious
school students. Among Turkish and Canadian groups, only the religious school
groups differed from each other, with the Turkish Muslim religious school groups
reporting a higher degree of scrupulosity (M = 37.82) than the Canadian Christian
religious school group (M = 31.08).

Table 25. Interaction of Nationality and Degree of Religiosity on the PIOS Total Score

Religiousness
Low High Religious School
M Sd M Sd M Sd
Canadian 11.08a 1.56 29.70b 1.50 31.08b 1.43
Turkish 870a 1.76 33.49bc 1.60 37.82c 1.49

Note: Different subscripts on the same row represent significant difference between
groups (p <.001).

A 2 x3 between-subjects multivariate analysis of covariance was performed on
the PIOS. Fear of God and Fear of Sin subscale with the BDI entered as a covariate.

After adjusting for differences on the covariate, the MANCOVA revealed a
main effect of religion (Wilks A = .87, F' (2, 329) =24.68,1= .13, p <.001),
religiousness (Wilks A = .48, F' (4, 628) =72.19, = .30, p < .001), as well as an
interaction effect (Wilks A = .94, F' (4, 630) =5.02,11=.03, p <.01). Analyses of
variance on each dependent variable were conducted as follow-up tests to the
MANCOVA by using the Bonferroni correction. In terms of nationality , as can be
seen from Table 26, the ANOVASs on Fear of God and Fear of Sin scores revealed that
only the ANOVA on the Fear of God scores was significant, F' (1, 330) =25.81, p <
.001. There was a modest association between nationality and Fear of God, with 1} =
.12. Analyses indicated that Turkish students reported significantly higher Fear of God

than Canadian students. Then, the effect of religiosity was examined by performing
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ANOVA on both subscales. The ANOVAs on the Fear of God and Fear of Sin scores
were significant, F' (2, 330)=171.97,=.51,p < .00, F (2,330)=88.52,1=.35,p <
.001, respectively. Post hoc comparison with Tukey HSD to the univariate ANOVA
for the Fear of Sin and Fear of God scores consisted of pairwise comparisons to
determine which degree of religiosity affected scrupulosity symptoms most strongly.
As can be seen from Table 26, both the religious school and the high religious groups
reported higher Fear of Sin and Fear of God than did low religious groups. However,
the religious school students group and the high religious group did not differ
significantly on either of the PIOS subscales

Table 26. Main Effect of Religiosity and Nationality on PIOS Subscales

Religiousness
Low High Religious School
PIOS Subscales M Sd M Sd M Sd
Fear of Sin 7.80a  0.84 18.54b 0.87 20.72b 0.74
Fear of God 2.09a 050 13.05b 0.55 13.73v 0.47
Nationality

Turkish Canadian
Fear of Sin 15.62a 0.61 15.77a 0.56
Fear of God 11.05a 0.41 8.19b 0.38

Note: Different subscripts on the same row represent significant difference
between groups (p < .001)

Finally, the nature of the significant interaction between religiosity and
nationality was examined. As can be seen from Figure 4, the univariate ANOVAs
revealed that the interaction effect was significant for Fear of God subscale, with
religious school (M = 16.52) and highly religious Muslim students (M = 14.65)
reporting significantly higher levels of fear of God than did religious school (M =
10.94) and highly religious Christian Students (M = 11.45). There was no significant
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difference for low religious Turkish and Canadian students. Means and standard

deviation are presented in Table 27.

Table 27. Interaction of Nationality and Levels of Religiousness on Fear of God

Religiousness
Low High Religious School
M Sd M Sd M Sd
Turkish 2.0la 1.14 14.65b 1.04 16.52b 0.97
Canadian 2.17a 1.01  11.45c 0.98 10.95¢ 0.93

Note: Different subscripts on the same row or on the same column represent

significant difference between groups (p < .001)

Figure 4. Interaction of Nationality and Levels of Religiousness on Fear of God
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Summary: These results indicated that nationality and religiosity had a significant
association with scrupulosity. Overall, Turkish students reported higher scrupulosity
symptoms in comparison with Canadian students. As expected, a high degree of
religiosity was associated with higher levels of scrupulosity. That is, regardless of
nationality, religious school students and highly religious individuals experienced
more scrupulosity than low religious participants. Furthermore, there were significant
differences between group in terms of Fear of Sin and Fear of God. Religious school

and highly religious Muslim groups reported higher PIOS Fear of God than religious
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school and high religious Christian groups. Furthermore the findings suggest that the
cognitive basis of scrupulosity may differ between Christians and Muslims, with the
latter more concerned about Fear of God than the former. In terms of Fear of Sin,
Turkish Muslim amd Canadian Christian students reported higher score than low
religious students. Overall the findings indicate that religious values may influence

which beliefs and attitudes characterize the cognitive basis of religious obsessions.

3.4.3.3. Group Differences in OCD-relevant beliefs and appraisals: OBQ
Responsibility/Threat Estimation (RT), Perfectionism/Certainty (PC), and
Importance /Control of thoughts (ICT)

After investigating the effect of religiosity and nationality on OCD
symptomatology, the effect of religiosity and nationality on obsessive beliefs was
examined. A, 2 (nationality) by 3 (levels of religiousness) ANCOVA and MANCOVA
with Bonferroni-corrected significance level of P <.02 (.05/3) were performed for the
total score and subscales of the OBQ-44 with the BDI Total Score as a covariate.

The results of univariate analysis on the OBQ Total Score demonstrated that
after holding constant the significant main effect of depression (¥ (1, 326) =98.14, 1 =
.23, p <.001), only the main effect of degree of religiosity (¥ (2, 326) =33.44,M = .17,
p <.001) was significant. Post-hoc comparison with Tukey HSD revealed that
religious school subjects had the highest scores (M [Sd] = 164.88 [2.79]), low religious
participants the lowest (M [Sd] = 130.15 [3.18]), and high religious participants (M
[Sd] = 150.78 [3.02]) middle. In terms of nationality, there was no significant
difference between Turkish and Canadian students in OBQ Total Score

Similarly, after controlling for the significant effect of depression (Wilks A =
7, F (3,324)=32.98,1=.23, p <.01),a MANCOVA on the three OBQ-44
subscales revealed a main effect of nationality (Wilks A = .97, F' (3, 324) =3.31,1=
.03, p <.02) as well as a main effect of religiousness (Wilks A = .78, F' (6, 648) =
14.12,=.12, p <.001), but no significant interaction effect. Analyses of variances

(ANOVA) on each dependent variable were conducted as follow-up tests to the
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MANOVA by using the Bonferroni correction. In terms of the effect of nationality , as
depicted in Figure 5, the ANOVA on OBQ PC scores was significant, F' (1, 332) =
12.69,1=.09, p <.001, while the ANOVA on OBQ the R/T and I/CT were not
significant. That is, Turkish students reported a higher level of perfectionism and
intolerance for uncertainty (M [Sd] = 64.29 [1.14]) in comparison to Canadian students
(M [Sd] = 58.10 [1.15]).

Figure 5. The Main Effect of Nationality s on OBQ Subscales.
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Separate analyses of variance were conducted to examine the significant effect
of religiosity on the OBQ-44 subscales. The ANOVA on the three subscales was
significant, (F (2, 330) = 13.75,1=".08, p <.001 for RT; F (2,331)=6.48, M= .04, p
< .01 for PC, and F (2, 330) =29.97,1= .15, p < .001 for ICT). As presented in Table
28, post hoc analyses of ANOVA for the OBQ RT scores consisted of conducting
pairwise comparisons to determine which degree of religiosity affected the experience
of beliefs about RT most strongly. Low religious individuals (M = 49.10) experienced
significantly lower inflated sense of responsibility and threat estimation in comparison
with both of the other two religious groups. There were no significant differences
between the religious school (M = 59.42) and high religious (M = 55.39) groups, as

depicted in Figure 6. Post hoc comparison for PC demonstrated that there was only a
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significant difference between low religious and religious school participants. To put it

differently, Religious School students (M = 64.85) had higher scores on the OBQ PC

subscale than low religious students (M = 57.28).

Table 28. Main Effect of Religiosity on OBQ Subscales

Religiousness
Low High Religious School
OBQ Subscales M Sd M Sd M Sd
RT 49.10a 1.49 55.3%9%  1.55 5942 1.31
PC 57.28a 1.57 60.41ab  1.63 64.85p  1.38
ICT 27.25a 1.12 34270  1.16 38.56c .98

Note: Different subscripts on the same row represent significant difference between
groups (p < .01). RT: Responsibility/Threat Estimation, PC: Perfectionism/Certainty,
ICT: Importance /Control of thoughts.

Figure 6. The Main Effect of Religiosity on OBQ Subscales.
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Finally, pairwise comparisons were conducted to examine mean differences on

ICT subscale scores in terms of religiosity. Results revealed that the religious school

group (M = 38.55) reported a higher degree of importance and need to control thoughts

in comparison with both of the other two groups. Furthermore, the high religious
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group (M = 34.27) had an elevated tendency to give importance to their thoughts and
to control their unwanted thoughts than the low religious group (M = 27.25).

Summary: These findings indicated that the experience of obsessive related beliefs
was affected only by the degree of religiosity. High religious individuals reported
higher obsessive like beliefs than did low religious individuals. However, Canadian
and Turkish students did not differ in their endorsement obsessive beliefs. Consistent
with a significant effect of religiosity on OCD symptoms, three degrees of religiosity
were significantly different from each other in the OBQ total score and its subscales.
That is, religiosity has an increasing effect on appraisals of RT, PC, and ICT. Religious
school students reported a higher degree of RT, PC, and ICT as compared with low
religiosity participants. While there were significant differences between the high and
low religious group in responsibility/threat estimation, and importance/control of
thoughts, they did not differ in perfectionism/certainty beliefs. However, Turkish
students reported higher level of perfectionism and intolerance for uncertainty in

comparison with Canadian students.

3.4.4. Predictors OCD Symptoms in Canadian Christian and Turkish Muslim
Data

To answer the questions of what predicts OCD symptoms and whether the
predictors of OCD symptoms differ in Canadian Christian and Turkish Muslim
samples two separate hierarchical regression analyses were conducted on the Turkish
and Canadian samples. Depression and anxiety symptoms constituted general distress
factors and were entered in the first block. As mentioned in the method section, the
Guilt Inventory consisted of three subscales; Trait Guilt, State Guilt, and Moral
Standards. Because the items of Moral Standards subscales and items of rthe Religious
Fundamentalism Scale are highly overlapping, moral guilt items were excluded from
the GI Total Score, so that the guilt score consisted of only trait and state guilt items.

Then guilt and religious fundamentalism scores (RFS) were included in the second
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block. Three subscales of OBQ as obsession related beliefs were entered in the third

step. Finally, PIOS scores were entered into the analyses.

3.4.4.1. Predictors of Obsessive Symptoms in the Canadian and Turkish Sample

The first regression analysis was performed to examine the predictors of
CBOCI-obsession subscale score in the Turkish sample. Variables were entered into
the analyses in the same order as previously described. After step one, anxiety and
depression explained 31% of the total variance in obsessive symptoms (Fchange [2, 365]
= 84.80, R?= .31, p <. 001). The addition of GI and RFS scores in the second step
accounted for a significant portion of the variance and they explained an additional 9
% of the variance (Fchange [2, 363] = 27.22, R = .09, p <. 001). In the third step, the
three subscales of OBQ explained an additional 6 % variance; F change was
statistically significant (¥ [3, 360] = 12.69, R? = .06, p <. 001). In the last step, entering
PIOS scores accounted for a significant portion of the variance, and increased the
explained variance to 44% (Fchange [1, 359] = 5.45, R?= .01, p <. 01).

As presented in Table 29, examination of the beta weights for individual
predictors revealed that the BAI and BDI were significant predictors of CBOCI-
obsession symptoms (pr =.19, f=. 19, ¢t [365] =3.78, p <.001; pr= .41, =.43,¢
[365] = 8.60, p <.001, respectively). In the second step, both guilt and religiosity
significantly contributed to the prediction of obsessive symptoms (pr = .26, f =. 28, ¢
[363]=5.31,p <.001; pr=.18, f = .15, ¢ [363] = 3.68, p <.001, respectively). Higher
level of religiosity and guilt scores was associated with a greater higher degree of
obsessive symptoms. In the third step, among the three obsessive beliefs, only
importance of thought and need to control thoughts (OBQ-ICT) was significant
predictor of obsessive symptoms (pr = .14, f=. 15, £ [360] =2.69, p < .01.) Finally, on
the last step, scrupulosity symptoms significantly predicted severity of obsessions (pr
=.14, f=.16,t[359] = 2.33, p <.05) with all variables in the equation scrupulosity,
depression, guilt, and importance/control of thoughts scores were still significantly

related to obsessive symptom severity in the Turkish sample.
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Table 29. Predictors of Obsessive Symptoms in the Turkish Muslim Students.

Turkish Data
Steps Variables B t pr. R*A (df) F change
1 Control Variables 31 (2.365) 84.80%**
Depression 43 8.60*** 4]
Anxiety A9 3.78**F* 19
2 Vulnerability Variables 09  (2.363) 27.22%%*
RFS A5 3.68%*F* 18
GI 28 531*Fx 26
Turkish Data
Steps Variables B t pr. R*A  (df) F change
3 Obsessive Beliefs 06 (3.360) 12.69%**
OBQ-RT .08 133 .07
OBQ-PC .08 1.43 .07
OBQ-ITC A5 2.69%* 14
4 Scrupulosity .01 (1. 359) 5.45*
PIOS Jd6 2.33* 14
Depression 254 4.73* .09
Anxiety .085 1.81 -.01
RFS -018 -30 18
GI 181 3.39%* .06
OBQ-RT 078 1.19 .08
OBQ-PC .080 1.44 12
OBQ-ITC 135 2.35% A2
Total R> .47

w5k < 001, ** p < 01, * p < .05.

Note: GI: Guilt Inventory, RFS: Religious Fundamentalism Scale, OBQ: Obsessive
Beliefs Questionnaire, RT: Responsibility/Threat Estimation, PC:
Perfectionism/Certainty, ICT: Importance /Control of thoughts; PIOS: Penn Inventory
of Scrupulosity.
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The second regression analysis was performed to examine the predictors of
CBOCI-obsession subscale in the Canadian sample. The result of the regression
analysis (see Table 30.) revealed a significant association between the control variables
and obsessive symptom severity, and explained 27 % of the total variance in obsessive
symptoms (Fepange [2, 205] = 37.82, p <. 001). GI and RFS scores were the second set
of variables entered into the equation, that explained 16 % of the variance (Fepange [1,
203] = 29.38, p <.001), and both of them had a significant association with obsessive
symptom severity (pr = .29, f=.28, ¢t [203] = 4.28, p<.001; pr =35, f=.29, ¢ [203] =
5.28, p <.001, respectively). In the third step, the OBQ were subscales entered into the
equation and the explained variance increased to 48% (Fepange [3, 200] = 6.10, p <.01),
with OBQ-RT and OBQ-ITC having a significant association with obsessive
symptoms (pr = .14, f = .15,¢(200) =2.03, p < .05; pr=_15, f=.17,¢t (200)=2. 11, p
< .05, respectively). Finally PIOS scrupulosity increased the explained variance to
51% (Fehange [1, 199] = 11.88, p <. 01) and this variable showed a significant
association with obsessive symptom (pr = .24, = .26, ¢ (199) = 3.44, p < .01). In the
final step with all variables entered into the regression equation, only the BDI, GI, and

PIOS were still significant predictors of the obsession symptoms.

Table 30. Predictors of CBOCI-Obsession Subscale in the Canadian Students

Canadian Data

Steps Variables B t pr. R*A (df) F change
1 Control Variables 27 (2,205) 37.82%**
BDI 34 4.45%*% 29
BAI 23 2.98%** 20
2 Vulnerability Variables Jd6  (2,203) 29.38***
GI 28 4.28%x*% 29
RFS 29 5.28%** 35
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Table 30 (continued)

Canadian Data

Steps Variables B t pr. R*A (df) F change
3 Obsessive Beliefs 01 (1, 200) 6.10**
OBQ-RT 15 2.03* .14
OBQ-PC -.05 -.62 -.04
OBQ-ITC 17 2.11*% 15
4 Scrupulosity 02 (1,199) 11.88%*
PIOS 26 3.44%* 24
BDI 20 2.90%* .20
Canadian Data
Steps Variables B t pr. R*A (df) F change
BAI 09 1.33 .09
GI d6  2.47* 17
RFS 10 1.68 12
OBQ-PC -.03 -.55 -.03
OBQ-RT A1 1.54 .10
OBQ-ITC 10 1.35 .09
Total R .51

*Hk p <.001, *¥* p < .01, * p <.05.

Note: GI: Guilt Inventory, RFS: Religious Fundamentalism Scale, OBQ: Obsessive
Beliefs Questionnaire, RT: Responsibility/Threat Estimation, PC:
Perfectionism/Certainty, ITC: Importance /Control of thoughts; PIOS: Penn Inventory
of Scrupulosity.

In conclusion, after controlling for the effect of depression and anxiety,
religious fundamentalism, guilt, OBQ-I/CT and scrupulosity were significant
predictors of the obsessive symptom scores. However, belief about the importance and
control of unwanted thoughts (OBQ-ITC) was significant only in the Turkish sample.
Thus cultural differences may be apparent in the certain belief and appraisals about the

control of unwanted intrusive thoughts.
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3.4.4.2. Predictors of Compulsive Symptoms in Canadian and Turkish Sample

Similar to the previous analyses, as can be seen from Table 31, depression and
anxiety scores were the first variables entered into the equation, and explained 28 % of
the variance (Fepange [2, 363] = 68.14, p <. 001), and these variables had a significant
association with CBOCI- compulsions (pr = .32, f=. 34, ¢ [363] = 6.58, p <.001; pr =
24, p=.25,t[363] =4.84, p <.001, respectively). On the second step, GI and RFS
scores were entered into the equation and explained a further 5% of the total variance
(Fehange [2, 3611 = 14.60, p <.001), and these variables had a significant positive
association with CBOCI-compulsion (pr =. 15, f=.16, ¢ [361] =2.89, p <.001; pr =.
19, f=.16,1[358] =3.72, p <.001, respectively). In the third step, OBQ subscales
scores significantly improved the explained variance (Fepange [3, 358] = 14.84, p <.05),
and only responsibility that beliefs had a significant association with compulsive
symptoms. That is a higher level of responsibility that had a significant positive
relationship with compulsive symptoms in Muslim students. In the last step,
scrupulosity scores weakly but significantly increased explained variance to 41%
(Fehange [1, 357] = 4.85, p <.05), and this variable had a significant relationship with
compulsive symptoms (pr =. 12, f= .16, ¢ [357] =2.55, p <.05).

Table 31. Predictors of CBOCI-Compulsions Symptoms in the Turkish Muslim

Students
Turkish Data
Steps Variables B t pr. R’ A (df) F change
1 Control Variables 28  (2,363) 68.14***
BDI 34 6.58**F* 32
BAI 25 4.84%*%x 24
2 Vulnerability Variables 05  (2,361) 14.60%**
RFS Jd6  3.72%F% 19
GI 16 2.89%* 15

150



Table 31 (continued)

Turkish Data
Steps Variables B t pr. RZA (df) F change
3 Obsessive Beliefs 07 (3,358) 14.84%**
OBQ-RT A8 2.69%* 14
OBQ-PC 11 1.87 .09
OBQ-ITC .06 .95 .05
4 Scrupulosity .01 (1, 357) 4. 85*
PIOS d6  2.55% A2
BDI 22 3.92% .20
BAI 14 2.96* 15
RFS .00 .05 .00
GI .05 1.01 .05
OBQ-RT A7 2.56%* 13
OBQ-PC 11 1.89 .10
OBQ-ITC .04 .66 .04
Total R* .41

*Ex p <.001, ** p < .01, * p <.05.
Note: GI: Guilt Inventory, RFS: Religious Fundamentalism Scale, OBQ: Obsessive
Beliefs Questionnaire, RT: Responsibility/Threat Estimation, PC:
Perfectionism/Certainty, ITC: Importance /Control of thoughts; PIOS: Penn Inventory
of Scrupulosity

The second regression analysis was performed to examine the predictors of
CBOCI-compulsion in the Canadian sample. The result of the regression analysis (see
Table 32) revealed a significant association between the control variables and
compulsive symptoms that explained 23% of the total variance in compulsive
symptoms (Fepange [2, 205] = 29.76, p <. 001). Different from the Muslim sample, only
anxiety had a significant relationship with compulsive symptoms (pr =. 33, f=.39, ¢

[205] =4.95, p <.001). GI and RFS scores were the second set of variables entered
into the equation, and explained a further 4 % of the variance (Fepange [1, 203] =5.99, p
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<.01), but only guilt had a significant association with compulsive symptoms (pr =

A8, =19, ¢ [203] = 2.54, p< .05). In the third step, OBQ subscales were entered into

the equation the explained variance increased to 34 % (Fepange [3, 200] = 7.47, p <

.001), but only OBQ-ITC had a significant association with compulsive symptoms (pr
=.19, f=.25,1(200) = 2. 77, p < .01). Finally, the addition of the PIOS did not

significantly improve explained variance in compulsive symptoms. In the last step with

all variables in the equation, only anxiety and importance and control of thought

appraisals maintained significant associations with compulsive symptoms in the

Canadian students.

Table 32. Predictors of CBOCI-Compulsions Symptoms in the Canadian Christian

Students
Canadian Data
Steps Variables B t pr. R2 A (df) F change
1 Control Variables 23 (2,205) 29.76%**
BDI A2 1.46 .10
BAI 39 4.95%*%* 33
2 Vulnerability Variables .04 (2,203) 5.99**
GI 19 2.54% 18
RFS A1 1.74 12
3 Obsessive Beliefs .07 (3, 200) 7.47%**
OBQ-RT 01 15 01
OBQ-PC .10 1.23 .09
OBQ-ITC 25 2.77** 19
4 Scrupulosity .00 (1, 199) 6.53ns
PIOS .04 44 .03
BDI -01  -18 -.01
BAI .29 3.71%*%* 25
GI A1 1.42 .10
RFS .01 .06 01
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Table 32 (continued)

Canadian Data

Steps Variables B t pr. R2 A (df) F change
OBQ-RT .01 .08 .01
OBQ-PC 10 1.24 .09
OBQ-ICT 24 2.61*% .18
Total R® .34

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

Summary: there were more familiraties than differences in the predictors of OCD
symptoms in the Turkish and Canadian students. For both Christian and Muslim
individuals, obsessions was best accounted for by the occurance of (a) religiosity, (b)
feeling of guilt, (c) beliefs about the importance and the necessity of controlling
unwanted intrusive thoughts, and (d) scrupulosity. Results also revealed some hint of
cultural differences. Different from the Muslim sample, severity of obsessional
symptom was also associated with beliefs about responsibility and overestimated threat
estimation in the Christian sample. Thus, a high degree of religiosity and excessive
guilt may increase the possibility of experiencing of unwanted mental intrusions,
which may arise from the fear of negative religious consequences (e.g., punishment
from God, eternal damnation) which result in distress and anxiety, and motivate the
person to control intrusive thoughts (e.g., sexual, sacrilegious) that are perceived as
sinful and morally unacceptable. However, these purposeful control efforts usually
provide transient relief, and paradoxically increase the frequency and severity of
obsessions. Overall, these results support the cognitive model of OCD.

When the predictors of compulsive symptoms were examined, the analyses
revealed more cross-cultural differences. After excluding the effects of depression and
anxiety, the severity of compulsive symptoms in the Turkish Muslim sample was
accounted by religiosity, guilt, beliefs about responsibility and threat estimation, and
scrupulosity. Different from obsessive symptoms, beliefs about importance and need to

control thoughts was not related to severity of compulsive symptoms. However, in the
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Canadian sample strength of religious devotion and severity of scrupulosity were not
related to compulsive symptoms. In terms of maladaptive cognitive biases, beliefs
about importance and control of thoughts was a significant predictor of compulsive

symptoms.

3. 4.5. Predictors of Scrupulosity in Canadian and Turkish Sample

The present study also sought to examine the role of religiosity and nationality
in scrupulosity. Analyses are specifically aimed to understand whether scrupulosity
and obsessions and compulsions share common feature or whether different factors are
associated with scrupulosity as compared to OCD symptoms. To achive this aim two
seperate two separate regression analyses were conducted on the PIOS Fear of Sin and
Fear of God subscales in the Canadian and Turkish samples.

Given the relationship between OCD and general distress, depression and
anxiety scores were entered in step 1. Based on a significant relationship between
religiosity, guilt, and scrupulosity symptoms, Step 2 incorporated guilt and Religious
fundamentalism scores. The cognitive measures found to be significantly related with
scrupulosity (i.e., Responsibility/Threat Estimation, Importance/ Control of Thought,
Perfectionism/Intolerance of Uncertainty subscales) were entered in the Step 3 of the
model. Finally, the CBOCI-obsessions and compulsions subscales were included in

Step 4.

3.4.5.1. Predictors of PIOS Fear of Sin in Turkish and Canadian Samples

The first multiple regression analysis was conducted to predict the PIOS- Fear
of Sin score in the Turkish sample. Table 33 shows the results of this analysis.

As expected, the depression and anxiety scores were entered into the equation
and explained 14% of the variance (Fchange [2, 365] = 28.45, p <. 001), and these
variables had a significant association with the fear of sin scores (pr=. 19, f = 21,1t

[365]=3.73,p <.001; pr=.18, p=.21,¢[365] = 3.66, p <.001, respectively). In Step
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2, the RFS and Guilt Inventory scores contributed significantly to the explanatory
power of the model (Fenange [2, 363] = 119.75, p <. 001), and explained a further 34%
of the total variance. Examination of the beta weights for individual predictors
revealed that both guilt and religious fundamentalism were significant predictors of
fear of sin symptoms (pr =. 54, f = .48, ¢t [363] = 12.30, p <.001; pr=.34, f = .33, ¢
[363] =6.97, p <.001, respectively). In Step 3, OBQ subscales added significantly to
the regression model (Fechange [3, 360] = 14.29, p <. 001), and the explained variance
increased to 54%. Analysis revealed that only the OBQ- ICT subscale had a significant
association with fear of sin (pr =. 21, f=.22, ¢t [360] =4.16, p <.001). In the final
regression model, the CBOCI obsession subscale (pr=. 15, f=.17,¢[358] =2.94, p <
.001), but not the compulsions Subscale, was significant predictor (Fehange [3, 358] =
8.52, p <. 001). At the final step, all variables accounted for 56% of the variance in the

Fear of Sin subscale score.

Table 33. The Predictors of Fear of Sin scores in the Turkish Muslim Students

Turkish Data
Steps Variables B t pr. R°A (df) F change
1 Control Variables 14 (2, 365) 28.45%*
1 BDI 21 3.73%* 19
BAI 21 3.66%** 18
2 Vulnerability Variables 34 (2,363) 119.75%**
GI A48 12.30%*%* 54
RFS-R 33 6.97F* 34
3 Obsessive Beliefs .06 (3,360) 14.29%**
OBQ-RT .09 1.46 .08
OBQ-PC -.03 -54 -.03
OBQ-ITC 22 4.06%*F 21
4 OCD Symptoms 02 (2,358) 8.52*
CBOCI- Compulsions .04 74 .04
CBOCI- Obsessions A7 0 2.94%* 15
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Table 33 (continued)

Turkish Data
Steps Variables B t pr. RA (df) F change
BDI -.01 =37 -.02
BAI A2 291 15
RFS-R 40 10.62 49
GI 23 4.99 26
OBQ-RT .06 1.06 .06
OBQ-PC -.04 -.87 -.05
OBQ-ICT 18 3.53 18
Total R* .54

w6k p < 001, ** p < .01, * p < .05.

Note: BDI: Beck Depression Inventory, BAI: Beck Anxiety Inventory; GI: Guilt
Inventory, RFS: Religious Fundamentalism Scale, OBQ: Obsessive Beliefs
Questionnaire, RT: Responsibility/Threat Estimation, PC: Perfectionism/Certainty,
ITC: Importance /Control of thoughts; PIOS: Penn Inventory of Scrupulosity; CBOCI:
Clark Beck Obsessive Compulsive Inventory.

The second multiple regression analysis was conducted to predict the PIOS-
Fear of Sin score in the Canadian Christian sample. Table 34 presents the results of
this analysis. The results were very consistent with the findings of Turkish Muslim
sample. in the first step, the depression and anxiety scores significantly predicted
scores on the Fear of Sin subscale, and accounted 17 % of the total variance (Fchange [2,
206] =20.94, p <.001). In Step 2, the RFS and Guilt inventory contributed
significantly to the explanatory power of the model, and explained a further 25% of the
variance (Fehange [2, 204] = 42.71, p <.001). In Step 3, the OBQ subscales were
entered into the equation and explained an additional 12 % of the variance (Fechange [3,
2011=16.89, p <.001). In the final regression model, the addition of the two CBOCI
subscales explained an additional 4% of the variance (Fchange [2, 199] = 8.81, p <.001).
When all variables were entered into the analysis, the accounted total variance was

55%.
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Examination of the beta weights for individual predictors revealed that anxiety
and depression were significant predictors of fear of sin (pr = .23, = .28, ¢ [205] =
344, p<.001; pr=.14, = .17, [205] = 2.07, p < .001, respectively). In the second
step, both guilt and religiosity significantly contributed to the prediction of fear of sin
(pr=.23,=.24,1[203]1=3.45, p <.001; pr=.37, f=.35,¢[203] =5.70, p < .001;
respectively). Higher level of religiosity and guilt scores were associated with elevated
fear of sin. In the third step, OBQ- ICT and RT subscales, but not OBQ- PC, added
significantly to the regression model (pr = .26, f = .29, ¢ [200] = 3.88, p <.001; pr=
A8, =19, 1[200] = 2.65, p <.001, respectively). Finally, on the last step, the
CBOCI obsession subscale (pr = .28, f=.28,¢[198] =4.17, p <.001), but not

compulsions subscale, was a significant predictor of fear of sin scores.

Table 34. The Predictors of Fear of Sin scores in the Canadian Christian Students

Canadian Data

Steps Variables B t pr. R2 A(df) F change
1 Control Variables A7 0 (2,206) 20.94%**

Depression A7 2.07* 14
Anxiety 28 3.44%* 23

2 Vulnerability Variables 25 (2,204) 42.71%**
Guilt 24 3.45%* 23
Religiousness 35 5.70%*F* 37

3 Obsessive Beliefs A2 (3,201) 16.89%**
OBQ-RT 19 2.65%* 18
OBQ-PC -04  -58 -.04
OBQ-ITC 29 3.88%* 26

4 OCD Symptoms .04 (2, 199) 8.81***
CBOCI- Compulsions -.06 -.95 -.07
CBOCI- Obsessions 28  4.17**Fx 28
Depression -.02 -42 -.03
Anxiety d6  2.50% 17
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Table 34 (continued)

Canadian Data

Steps Variables B t pr. R2 A(df) F change
GI .10 1.66 A1
RRS 23 4.36%* .29
OBQ-RT 13 1.86 13
OBQ-PC -.02 -.30 -.02
OBQ-ICT 25 3.51%* 24
Total R* .55

¥ p<.001,* p<.05

3.4.5.2. Predictors of Fear of God Symptoms in Turkish Muslim and Canadian

Christian Samples

Similar to the previous analysis, predictors of PIOS Fear of God symptoms
were examined for the Turkish Muslim sample. In Step 1, depression and anxiety
were entered into the regression model and explained 3 % of the total variance in Fear
of God symptoms (Fechange [2, 365] = 5.99, p <. 01). Examination of the beta weights
for individual predictors revealed (see Table 35) significant association between
anxiety and fear of God scores (pr =. 10, f=.12,¢[365] =2.01, p <.01), but not for
depression. GI and RFS scores were the second set of variables entered into the
equation, and explained 49% of the variance (Fchange [2, 363] = 186.30, p<.0001), and
both religious fundamentalism and guilt had a significant association with Fear of God
(pr=.67, p=.64,1[363]=17.29, p<.0001; pr=.27, f = .24, t [363] = 5.25, p<
.0001). In step 3, the OBQ subscales were entered into the equation and the explained
variance increased to 51% (Fchange [3, 360] = 5.83, p<.01). In spite of a significant
increase in explained variance, none of the OBQ subscales had a significant unique
association with Fear of God. In other words, in the third step, the OBQ subscale
scores significantly increased the explained variance; even though, their individual

weights were not significant. Finally, the addition of the CBOCI subscale scores
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significantly improve explained variance in the Fear of God scores (Fechange [2, 358] =
5.84, p<.01). Examination of the beta weights for individual predictors revealed that
only the CBOCI compulsions subscale had a significant association with Fear of God

scores (pr=. 15, f= .16, t[358] =2.83, p <.01).

Table 35. The Predictors of Fear of God scores in the Turkish Muslim Students

Turkish Data
Steps Variables B t pr. R*A (df) F change
1 Control Variables .03 (2. 365) 5.99**
BDI .08 1.36 .07
BAI A2 2.01%* .10
2 Vulnerability Variables 49 (2.363) 186.30***
GI 24 5.25%** 27
RFS .64 17.29%** 67
3 Obsessive Beliefs .02 (3.360)5.83*
OBQ-RT .07 1.15 .06
OBQ-PC .05 .98 .05
OBQ-ITC .08 1.44 .08
4 OCD Symptoms 01 (1.358) 5.84%**
CBOCI- Compulsions .16~ 2.83** 15
CBOCI- Obsessions .00 -.01 .00
BDI -05 -1.0 -.06
BAI .06 1.41 .07
RFS .60 15.9%*% .64
GI A9 4.0%%* 21
OBQ-RT .04 .66 .04
OBQ-PC .03 .65 .03
OBQ-ICT .06 1.20 .06
Total R .55

p <.05, ¥ p < 01, ***p < 001
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A second hierarchical regression analysis was performed to examine the
predictors of PIOS Fear of God in the Canadian Christian sample. As can be seen from
Table 36, the results were very similar to the findings with the Muslim data. In set 1,
depression and anxiety explained 11 % of the total variance in Fear of God (Fchange [2,
206] = 12.03, p <. 001). GI and RFS scores were the second set of variables entered
into the equation, and explained 38 % of the variance (Fehange [2, 204] = 74.88, p<.01),
and both religiosity and guilt had a significant positive association with Fear of God
(pr=.27, p=.24,1[204] =3.97, p< .001; pr=.56, p = .55, ¢ [204] = 10.70, p< .001).
On the third step, the OBQ subscales were entered into the equation and the explained
variance increased to 51 % (Fehange [3, 201] = 3.27, p<.05), although none of OBQ
subscales had significant unique association with Fear of God. Finally, the addition of
the two CBOCI subscales did not significantly improve explained variance in PIOS

Fear of God.

Table 36. The Predictors of Fear of God scores in the Canadian Christian Students

Canadian Data

Steps Variables B t pr.  R® A (df) F change

1 Control Variables A1 (2.206) 12.03%**
BDI 14 1.66 A2
BAI 21 2.52% 17

2 Vulnerability Variables 38 (2.204) 74.88%**
GI 24 3.97%x* 27
RFS S5 10.70%**% 56

3 Obsessive Beliefs .02 (3.201) 3.27*
OBQ-RT .10 1.24 .08
OBQ-PC .01 .03 .00
OBQ-ITC 10 1.35 .09

4 OCD Symptoms 01 (1.199) 1.91
CBOCI- Compulsions -.02 -.28 -.02
CBOCI- Obsessions 14 1.89 A3
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Table 36 (continued)

Canadian Data

Steps Variables B t pr.  R® A (df) F change
BDI .01 14 .01
BAI 14 2.12%* 15
GI A7 2.65%* 18
RFS A7 8.30%** .50
OBQ-RT .07 .95 .06
OBQ-PC .01 13 .01
OBQ-ICT .09 1.09 .07
Total R* .52

**p < 001, * p<.05

All findings of the questionnaire data were summarized in Table 37.

Table 37. Summary of the Findings of the Group Comparisons

Variables Group 1 Group 2 Group 3 Covariance Post-Hoc
Low High Religious Analysis outcome  Outcome
Religiosity Religiosity School
Students
BDI 11.08 (1.03)  7.81(0.07) 6.75 (0.62) F(2,3.19 =649 -
BAI 15.37 (1.51) 1243 (1.06) 1228 (0.91) F(2,319)=1.66 -
PSWQ 4329 (1.98) 45.82(1.39) 44.20(1.19) F(2,319)=.66 -
GI 118.98(2.20) 134.84 (2.34) 138.10(2.01) F(2,319)=22.60 2,3>1
p <.001
CBOCI-Total  14.51 (.91) 18.82 (0.86) 23.35(.080) F(2,328)=2224 2,3>1
p <.001
CBOCI-O 8.69 (0.51) 10.78 (0.53) 14.01 (0.45) F (2,312)=25.09 3>2>1
p <.001
CBOCI-C 5.87 (0.51) 8.03 (0.53) 9.53 (0.45) F(2,312)=1291 2,3>1
p <.001
PIOS-Total 9.89 (1.16) 31.59 (1.09) 34.45(1.03) F(2,330)=140.58 2,3>1
p <.001
PIOS-FOS 7.80(0.84) 18.54(0.87)  20.72(0.74)  F(2,330)=88.52 2,3>1

p <.001
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Table 37(continued)

Variables Group 1 Group 2 Group 3 Covariance Post-Hoc
Low High Religious Analysis outcome  Outcome
Religiosity Religiosity School
Students
PIOS-FOG 2.09(0.50) 13.05(0.55)  13.73(0.47)  F(2,330)=171.97 2,3>1
OBQ-44 Total 130.15(3.18) 150.78 (3.02) 164.88 (2.79) pF?2.,O§)216) =33.44 3>2>1
OBQ-RT 49.10(1.49)  55.39(1.55)  59.42(1.31) 112?2-’0%10) =13.75 2,3>1
OBQ-PC 57.28 (1.57)  60.41(1.63)  64.85(1.38) pF?2.,O;)311) =6.48 3>1
OBQ-ICT 27.25(1.12)  34.27(1.16)  38.56(0.98) 1137?2‘,0;)330) =2997 3>2>1
p <.001
Nationality
Variables Group 1 Group 2 Covariance Analysis outcome Post-Hoc
Canadian Turkish Outcome
BDI 6.55 (0.50) 9.03 (0.58) F(1,320)=10.26,p <.01 2>1
BAI 11.03 (0.73)  14.96 (0.84) F(1,320)=742,p<.01 2>1
PSWQ 46.09(1.19)  43.51(1.14) F(1,320)=2.26,p<.01 -
GI 135.04 (1.64) 127.59 (1.89) F (2,260)=16.33, p <.001 1>2
CBOCI-Total 19.91(0.68)  20.95(0.73) F(2,313)=1.08, NS -
CBOCI-O 11.95(0.37) 12.24(0.43) F(2,312)=.52,NS -
CBOCI-C 8.00(0.37) 8.77(0.43) F(2,312)=1.77,NS -
PIOS-Total 23.07 (.87) 28.76 (0.94) F (1,330)=4.45,p < .01 2>1
PIOS-FOS 15.77(0.56) 15.62(0.61) F (1,330)=.03,NS -
PIOS-FOG 8.19(0.38) 11.05(0.41) F(1,330)=25.81,p<.001. 2>1
OBQ-44 Total  147.04 (2.35) 150.17 (2.57) F (2,326)=.79,NS -
OBQ-RT 5438 (1.01)  54.75(1.10) F (2,330)=.06, NS -
OBQ-PC 58.10(1.15) 64.29(1.14) F(2,331)=12.69 p<.01 2>1
OBQ-ICT 33.82(0.75) 32.82(0.83) F (2,330)=.58,NS -
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Table 37 (continued)

Predictors of Obsessive Symptoms

Canadian Christians Turkish Muslim

I. Step : Control Variables  Depression Depression
Anxiety Anxiety

II. Step: Vulnerability GI RFS

Factors RFS GI

II1. Step: Obsessive Beliefs OBQ-ITC OBQ-ITC
OBQ-RT

IV. Step: Scrupulosity PIOS PIOS

Predictors of Compulsive Symptoms

Canadian Christians Turkish Muslim
I. Step : Control Variables  Anxiety Depression
Anxiety
I1. Step: Vulnerability Gl RFS
Factors GI
I11. Step: Obsessive Beliefs OBQ-ITC OBQ-RT
IV. Step: Scrupulosity NS. PIOS
Predictors of Fear of Sin
Canadian Christians Turkish Muslim
I. Step: Control Variables Depression Depression
Anxiety Anxiety
I1. Step: Vulnerability GI RFS
Factors RFS GI
I11. Step: Obsessive Beliefs OBQ-ITC OBQ-ITC
OBQ-RT

IV. Step: OCD Symptoms

CBOCI-Obsessions

CBOCI-Obsessions
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Table 37 (continued)

Predictors of Fear of God

Canadian Christians Turkish Muslim
I. Step : Control Variables  Depression Anxiety
Anxiety
II. Step: Vulnerability GI RFS
Factors RFS GI
II1. Step: Obsessive Beliefs ~ NS. NS.
IV. Step: OCD Symptoms  NS. CBOCI-Compulsions

Note:, PIOS: Penn Inventory of Scrupulosity, PIOS-FOS: Penn Inventory of
Scrupulosity Fear of Sin Subscale, PIOS-FOG: Penn Inventory of Scrupulosity Fear of
God subscale, OBQ-44: Obsessive Beliefs Questionnaire-44, OBQ-44-RT: Obsessive
Beliefs Questionnaire Responsibility/Threat Estimation Subscale; OBQ-44-PC:
Obsessive Beliefs Questionnaire Perfectionism/Certainty Subscale, OBQ-44-ICT:
Obsessive Beliefs Questionnaire Importance/Control of Thoughts, CBOCI: Clark-Beck
Obsessive Compulsive Inventory Total Score; CBOCI-O: Clark-Beck Obsessive
Compulsive Inventory Obsessions Subscale, CBOCI-C: Clark-Beck Obsessive
Compulsive Inventory Compulsions Subscale; RFS: Religious Fundamentalism Scale,
GI: Guilt Inventory.

3.5. Group Differences in Intrusive Thoughts, Appraisals, and Control Strategies:

Results of the Interview Data (IITIS)

As stated before, intrusive distressing thoughts (obsessions) are one of the core
features of obsessive-compulsive disorder. They usually pop into a person’s mind
without any deliberate intention. It has now become a fundamental assumption of
cognitive behavioral theories (CBT) of OCD that obsessions derive from unwanted
intrusive thoughts, images and impulses that are frequent in the normal population
(e.g., Salkovskis, 1985, Rachman, 1997, Clark & Purdon, 1993). A major objective of
the present study was to examine the effect of nationality and degree of religiosity on

the experience, content, appraisal and control of intrusive thoughts using a structured
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interview methodology (i.e., International Intrusive Thoughts Interview Schedule).
This section presents the results of the individual interview data. This research mainly
focuses on three types of intrusive thoughts; doubting, religious and sexual intrusions.
The analyses were performed to examine four research questions:

1. Are there differences in the types of intrusive thoughts reported by the
Turkish and the Canadian nonclinical samples?

2. Are there significant differences between Turkish and Canadian
individuals in terms of the beliefs and appraisals associated with
intrusive thought subtypes (i.e., primary appraisals)?

3. Do highly religious Muslim students appraise their intrusive thoughts
differently from highly religious Christian students?

4. 1If highly religious individuals are more obsessional, how do they deal
with their troubling unwanted intrusive thoughts? Are there differences
in the control strategies used by between Turkish and Canadian
students?

Because only high and low religious participants were interviewed, subsequent
analyses only included these two groups as a level of religiosity. Religious school

student group was not included in the analyses.

3.5.1. Group Differences in Doubting Intrusions

The first part of the interview focused on doubting intrusions. After giving
participants a definition and examples of doubting intrusions, they were asked: “In the
last three months, did you experience unwanted intrusive thoughts, images or impulses
in which doubt suddenly and unexpectedly entered your mind about some action,
conversation or decision?.” If the participant answered yes, then he/she was asked to
give two or three examples of doubt to determine whether the reported intrusion could
be classified as a doubting intrusion.

To examine whether there was significant difference between Christian and

Muslim students in terms of the experience of doubting intrusions, a chi-square test
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was performed. As presented in Table 38, results indicated that there was a significant

difference between Canadian Christian and Turkish Muslim groups in experiencing

doubting intrusions, with significantly more Christian students reporting doubting

intrusions than Muslims (% (1, N =196) = 18.92, p <.0001). While 86.84 % of the

Canadian sample reported they experienced at least one doubting intrusions in the last

three months, the rate was 59% in the Turkish sample. However, there was no

significant difference between high and low religious participants in the experience of

doubting intrusions.

Table 38. The Experience of Doubting Intrusions

Experience of Doubting Intrusion

No Yes Total
15 99
Canadian 114
(13.16%) (86.84%)
Participant Group
33 49
Turkish 82
(40.24%) (59.76%)
Experience of Doubting Intrusion
24 76
Low 100
e of Relioioc (24 %) (76%)
egree of Religiosit
s SIS 24 72
High 96
(25%) (75%)
Total 48 148 196

Examples of Doubting Intrusions Mentioned.

Group differences in the content of reported doubting intrusions were

examined. Table 39, presents examples and the percentage of doubting intrusions

reported by Canadian and Turkish students.

166



Table 39. Content of Doubting Intrusions Reported by Muslim and Christian Data

Examples of Doubting Intrusions Turkish Canadian
Muslims Christians
N (%) N (%)
Doubt Whether She/He Locked The Door 21 (44 %) 34 (34 %)
Doubt Whether Left Appliances Or Lights On 7 (14 %) 33 (33 %)
Doubts About Conversation (Offend Someone) 1(2%) 4 (4 %)
Doubts About Actions (Forget Assignment, 10 (20 %) 20 (20 %)

Answer Exam Question Correctly, Etc.)
Doubts About Forgetting to Take personal 10 (20 %) 909 %)
things (Mobile Phone, Key, or Wallet, etc.)

It would appear from these data that the content and the most frequent type of
doubting intrusions seem to be universal. In both samples, doubt about locking the
door is the most frequent intrusion. However, this finding might be due to interview
style or to the nature of the samples (i.e., students). When probing for this type of
intrusion, the interviewer gave the example. “You may have doubted whether you
locked the door to your room or apartment even though you are quite certain that you

locked it”. This may have increase of the frequency of reporting this type of intrusion.

3.5.1.2. Group Differences in Frequency and Distress of Doubting Intrusions

Separate, 2 (Nationality: Canadian, Turkish) by 2 (degree of religiosity: Low,
High) ANOVAs were performed to evaluate the effect of nationality and degree of
religiosity on the frequency and distress of doubting intrusions. As can be seen from
Table 40, the analysis revealed that the groups did not differ significantly in frequency
and distress of doubting intrusions. Most rated them as happening at least monthly and

as slightly distressing.
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Table 40. Group Differences in Frequency and Distress of Doubting Intrusions

Frequency of Doubting Intrusions

M SD F
Canadian 3.13 A1
Participant Group Turkish 3.46 15 F (1, 144)= 24 ns
Low 3.34 A2
Degree of Religiosity High 3.25 14  F(1,144)=3.33ns
Distress Caused by doubting Intrusions
M SD F
Canadian 1.81 10
Participant Group Turkish 2.12 A5 F (1, 144) = .09 ns
Low 1.83 A2 F(1,144)=2.22ns
Degree of Religiosity High 2.09 13

3.5.1.3. Primary Appraisals of Doubt

Participants were next asked to provide ratings on a 6-point scale from 0
“never” to 5 “extremely true” on how important or relevant various appraisal
constructs were in making doubting intrusions significant for them. The appraisal
dimensions were overestimated threat, importance of the thought, intolerance of
distress, need to control, responsibility, intolerance of uncertainty, perfectionism,
thought-action fusion and ego-dystonicity.

Perfectionism, thought importance, need to control, intolerance of distress, and
intolerance of uncertainty were moderately correlated (7 ’s ranged .50 to .30).
Therefore, these variables were analyzed with 2x 2 MANOVA, whereas responsibility,
overestimation of threat, TAF and ego-dystonicity were not highly correlated and
therefore were analyzed separately with 2 by 2 ANOVAs.

MANOVA for perfectionism, thought importance, need to control, intolerance
of distress, and intolerance of uncertainty revealed only a main effect of nationality
(Wilks A= .84, F (5, 141) =3.15,7=".10, p <.01). The main effect of degree of
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religiosity and the interaction term were not significant. Analyses of variances

(ANOVA) on each dependent variable were conducted as follow-up tests to the

MANOVA. As presented in Table 41, in terms of the effect of nationality , only the

ANOVA on intolerance of anxiety/distress was significant, F (1, 145) = 14.20, 1= .09,

p <.0001. The Turkish students reported more intolerance of anxiety and distress as a

response to doubting intrusions (M = 2.61) than the Canadian (M = 1.74) sample.

Table 41. Group Differences in Primary Appraisals of Doubting Intrusions

Canadian Turkish Significance Test
Primary Appraisals M Sd M Sd

Perfectionism 2.34 155 2.8 22 F(1,145)=3.19ns
Intolerance of anxiety/distress 1.74 A3 261 .19 F(1,145)=14.20%*
Importance of thought 2.44 A5 245 21 F (1, 145) =.004ns
Need to control 1.57 .14 1.87 .20  F(1,145)=1.48ns
In tolerance of Uncertainty 2.66 A1 2.83 .16 F (1,145)= 77ns
Over Estimation of Threat 3.06 A5 295 21 F(1,145)=.19 ns
TAF 2.48 15 267 .21 F (1,144)= .53 ns
Ego-dystonicity 1.61 15 149 21 F(1,145)=.19 ns
Responsibility 243 15 250 .21 F (1,144)=.09 ns

Degree of Religiosity Significance Test

Low High
Primary Appraisals M Sd M Sd

Perfectionism 2.35 182 282 200  F(1,145)=3.09ns

Intolerance of anxiety/distress 2.06 A55 228 171 F (1,145)=.89ns
Importance of thought 2.24 169 2,66 187  F(1,145)=2.80ns
Need to control 1.67 Jde65  1.77 182 F(1,145)=.14ns
In tolerance of Uncertainty 2.67 133 283 147 F (1,145)= .62ns
Over Estimation of Threat 2.92 17 3.09 .19 F(1,145)= .51 ns
TAF 2.31 18 283 20 F(1,145)=3.71ns
Ego-dystonicity 1.59 17 1.51 19 F (1,145)=.11ns
Responsibility 2.16 17 277 19 F (1, 148) = 5.65*

*p<.05, **p < .001
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ANOVAs for overestimation of threat, TAF and ego-dystonicity there were no
significant group differences, however; differences were apparent on responsibility,
(1, 144) =12.21, = .09, p < .05). For responsibility, only the main effect of
religiosity was significant with high religious students rating these appraisals as
moderately true in making the doubting intrusion significant for them (M = 2.16)
whereas low religious students tended to rate responsibility slightly to somewhat

relevant for their doubting (M = 2.16).

Summary: Overall there is little evidence that cultural difference on nationality and
degree of religiosity influence primary appraisals of doubting intrusions. In terms of
cultural, Turkish students reported a higher degree of intolerance of anxiety and
distress than Canadian students. Furthermore, degree of religiosity revealed a
significant difference only on responsibility. The results indicate that most of the
primary appraisals may generalize across cultural and religious differences. In other
words, except for intolerance of anxiety / distress and responsibility, appraisals of

doubt appear quite similar across cultures and religious differences.

3.5.1.3. 1. Primary Appraisals Predict Distress of Doubting Intrusions

As mentioned above, the previous analyses revealed few differences between
the Turkish Muslim and the Canadian Christian students in their appraisals of doubting
intrusions. For CBT theory, a more important question is how these appraisals relate
to the frequency and subjective distress of doubting intrusions. Consistent with
previous research in non-clinical samples, the frequency of intrusions was somewhat
low in nonclinical Turkish and the Canadian samples.Therefore, prediction of distress
is a more relevant variable to examine the role of appraisals in the exacerbation of the
intrusions.

Two separate stepwise multiple regression analyses were conducted with the 9
primary appraisals entered simultaneously as independent variables regressed onto the

subjective rating of distress for doubting intrusions (DV). Because data were collected
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from extreme groups (i.e., high and low religious students), degree of religiosity was

entered into the equation in the first step as a control variable.

The first stepwise regression analysis was performed to examine the predictors

of distress rating for doubting intrusions in the Turkish sample. As presented in Table

42, in the first step, degree of religiosity did not significantly predict the distress level

experienced as a response to intrusions. In the second step, appraisal of need to control

(“was the doubt more noticeable because you were having difficulty controlling it?”)

was the significant predictor of distress with 31 % of the variance in distress accounted

for by this appraisal (F (1, 46) = 20.75, p < .001). In the third step, ego-dystonicity

emerged as a significant unique predictor of distress (F (1, 45) = 8.93, p <.001), and

explained an additional 11 % of the variance (“did the doubt seem important because it

was inconsistent or different from how you see yourself?”).

Table 42. Primary Appraisals Predict Distress of Doubting Intrusions in the Turkish

Muslim and the Canadian Christian Samples

Turkish Data
Steps Variables B t pr. RZA (df) Fchange
1 Religiosity A2 .80 12 (1,47) .42
2 Need to Control 554 455 .56 (1, 46) 20.75%*
3 Ego Dystonicity 352 298 41 (1,45)8.3*
Total R .44
Canadian Data
Steps Variables B t pr. R*A (df) Fchange
1 Religiosity 17 1.72 17 .03 (1,96)2.98
2 Intolerance of Anxiety 52 5.87** Sl 26 (1,95)34.53**
Distress
3 Importance of Thoughts 31 3.60* 35 09 (1,94) 12.95*
Total R> .38

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

These results suggest that individuals, who believe they should have perfect

control over their doubting intrusions, and who find their doubting intrusions
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inconsistent or different from their real character, will find their doubting intrusions
more distressing.

The second stepwise regression analysis with was performed to examine the
predictors of distress for doubting intrusions in the Canadian sample. In the first step,
degree of religiosity did not significantly predict the degree of distress experienced as
a response to intrusions. In the second step, intolerance of anxiety (“did the doubt seem
important because it make you feel upset?”’) emerged as a significant variable and
explained 26% of the variance in distress caused by intrusions (F (1, 96) = 34.53, p <
.001). In the third step, importance of thought emerged as a significant factor to predict
degree of distress, and explained variance increased to 38 %.

These results indicated that the Canadian students, who tend to pay attention
drawn to doubting thoughts because they make them feel upset, will find their
doubting intrusions more distressing. Furthermore, the results indicate that for the
Canadian and the Turkish students, different factors seem to be related to the
subjective distress of doubting intrusions. While need to control and ego dystonicity
were important factors related to distress levels of intrusions in the Turkish students,
importance of thought and intolerance of anxiety were the significant appraisals related

to distress level of intrusions in the Canadian sample.

3.5.1.4. Control of Doubting Intrusions

An important facet of CBT theories of OCD is the issue of control. During the
interview, students were asked a number of questions to assess their perceived level of
control over doubting intrusions, including how they appraised their difficulty in

controlling doubts, and the type of control strategies used in response to doubts.

3.5.1.4.1. Group Differences in Control

First, students were asked to rate on a scale of 0 (“not at all”’) to 5

(“extremely”) how successful they were at controlling their doubts. Results of 2
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(Nationality ) by 2 (Degree of Religiosity: Low and High) ANOVA analysis revealed
that there were no significant group differences between two different nationality and
religiosity groups on this single rating scale. All participants reported that their
intrusions somewhat difficult to control (M = 2.01 for Canadian Christian, M = 2.20
for Turkish Muslim).In other words, all reported that they moderately successful in
controlling doubts

The second ANOVA analysis was performed to examine the effect of
religiosity and nationality on the importance of controlling doubting intrusions. Results
revealed that there were no significant group differences on this single rating scale.
Regardless nationality and degree of religiosity, all participants reported that

controlling their doubting intrusion was slightly important.

3.5.1.5.2. Group Differences in Secondary Appraisals

The students were also asked to rate how important a variety of secondary
appraisal variables might be in contributing to a failure or difficulty in controlling
doubting intrusions. The appraisals included misinterpretations of control
significance, TAF, the possibility of thought control, unrealistic control expectations,
inflated responsibility for control and faulty inference of control. Except for the
possibility of thought control, all appraisals were moderately intercorrelated so a
MANOVA with Bonferroni correction was performed to examine group differences in
secondary appraisal dimensions. Results revealed no significant group differences in
TAF, unrealistic control expectations, and inflated responsibility. Thus, nationality and
degree of religiosity did not have a significant effect on the control and faulty
inference of control. Because the appraisal of possibility of thought control was not
highly intercorrelated group differences an appraisal rates was examined by a separate
running 2 by 2 ANOVA. Similar to the other appraisals, the results indicated that
nationality and degree of religiosity did not significantly affect individuals’ appraisals
of the possibility of control. All subjects rated this appraisal as somewhat to

moderately relevant for their doubting intrusions.

173



3.5.1.5.3. Secondary Appraisals Predict Perceived Better Control of Doubting

Intrusions

This analysis examined whether individual’s evaluations or appraisals of their
control efforts (i.e., secondary appraisals) are associated with an overall perceived
success at control over doubting intrusions. This study interested in understanding the
role of secondary appraisals of control (i.e., beliefs about the possibility of control and
the consequences associated with failed thought control) in the perceived success at
control over doubting intrusions. The appraisals included misinterpretations of control
significance, TAF, the possibility of thought control, unrealistic control expectations,
inflated responsibility for control and faulty inference of control. The secondary
appraisal ratings were obtained from only individuals who reported at least one
occasion that they had difficulty dismissing a doubting intrusion from their mind. As
expected, the sample size reporting difficulty dismissing a doubting getting rid of their
intrusive doubts was very low. Therefore, the total sample of students reporting
difficulty in controlling doubt intrusions was (N = 70). Because this is a low variable: a
subject ratio the results must be interpreted with caution.

A standard multiple regression analysis was conducted with the 6 secondary
appraisals entered simultaneously as independent variables (IVs) regressed onto rating
of success in controlling doubt (DV). To control for the effects of degree of religiosity
and nationality, these variables were entered in the analysis on the first step.

Degree of religiosity and nationality were the first variables entered into the
equation as control variables, and explained 2 % of the variance, but these variables
did not significantly predict overall perceived success at control over doubting
intrusions (F' [2, 67] = .87, p >.05). As can be seen from Table 43, the addition of the
6 secondary appraisals scores in the second step accounted for a significant portion of
the variance and explained 27 % of the total variance (¥ [6, 61] =4.46, R?=32,p <
.01). Results revealed that only two variables emerged as a significant unique
predictors of control at p <.01; the possibility of control (“do you believe it is entirely

possible to control your doubt?”, pr= .36, f=-.33,¢[67] =2.86, p <.01) and
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TAF/threat appraisal (“When you had difficulty controlling the doubt, were you
concerned this might increase the chance of a negative consequence or outcome as a
result of your action or decision?”, pr=-.29, f=-.40, ¢t [67] = -2.40, p <.05).
Contrary to expectations, the greater the belief that one can actually exercise control
over his/her doubts and the less the belief that failure to control doubt might increase
chance of a negative consequence or outcome were predictive of better subjective
control over doubting intrusions.

The analyses suggest that all second appraisals are not equally associated with
perceived success; that is some lead to better perceived control (believing you can
control your thoughts) whereas others are associated with poorer control (believing

that failed control might increase the probability of a negative outcome).

Table 43. Secondary Appraisals Predict Control of Doubting Intrusions

Steps Variables B greégr_ Partial R*A (df) F change
1 RELGRP 05 43 06 .05 .02 (2,66) .78
Nationality -14 -1.16 -14 -14
2 Misinterpreted significance .19 1.02 -14 .13 27  (6,60) 3.76**
TAF/threat -40 -2.38* -31 -.29
Possibility of control 33 2.86%* .26 .35
Unrealistic standards -12 -74 =22 -10
Inflated responsibility -16 -90 -30 -.12

Faulty inference of control .04 .28  -17 .04
Total R> .29

**p<.01,*p<.05.
Note: RELGRP = Degree of religiosity (High and Low)

3.5.1.5.4. Group Differences in Control Strategies

In the final analysis of possible cross-cultural differences, it was aimed to

investigate whether there might be differences in how the groups responded to their
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doubting intrusions. Students were presented 9 control strategies and asked to rate
them on a 0 to 5 point scale on how often they would use the mental control strategy in
response to unwanted intrusive thoughts of doubt. Because they were moderately
intercorrelated seven of the control strategies were entered in a 2 x 2 MANOVA
whereas the “repeated checking” and “do nothing” strategies were analyzed in separate
ANOVAs because they had weak correlations with the other response strategies.

As seen in Table 44, the MANOVA test revealed that the main effect of degree
of religiosity (Wilk’s A= .85, F (7, 137) =3.33, p <.01, n %= .15) and nationality
(Wilk’s A= .90, F(7, 137) =2.16, p < .01, n > =.10) was significant for the 7 control
strategies. Follow-up univariate F' tests indicated that the main effect of nationality was
only significant for reassuring yourself. The Canadian students used reassuring
yourself (“try to reassure myself that everything will be fine”) significantly more (M =

2.99) than Turkish students (M =2.51).

Figure 7. The Main Effect of Nationality s on Control Strategies.

DChristian
BMuslim

Similarly, separate ANOV As on the do nothing and repeated checking revealed
only a significant main effect of nationality on doing nothing (# (1, 144) =5.57, M =
.04, p <.05), with Muslim students employing this strategy significantly more often
than Canadian students (See Figure 7)
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Table 44. The Group Differences in Control Strategies Used to Control Doubting

Intrusions
Nationality
Dependent Variables Christian Muslim Significance Test
Primary Appraisals M Sd M Sd
Distraction 231 15 221 .20 F (1, 145)=.14
Replacement 295 .14 253 .19 F (1, 145)=3.05
Thought Stopping 237 .15 259 21 F (1, 145)=.71
Reassuring Self 3.00 .13 251 .19 F (1, 145) = 4.47*
Seeking Reassurance from others 1.58 .13 148 .19  F (1, 145)=.22
Repeated Checking 237 15 218 21 F(1,145)=.53
Neutralization 206 .14 196 .19 F (1,145 =.17
Reasoning 261 .13 3.02 .18 F (1, 145)=3.62
Doing Nothing .11 .11 154 .15 F(,145)=5.51*%
Degree of Religiosity

Dependent Variables Low High Significance Test

Primary Appraisals M Sd M Sd
Distraction 2.12 .17 240 .19 F (1, 145)=.1.22
Replacement 2.64 .16 2.83 .18 F (1, 145)=.59
Thought Stopping 241 .18 254 19 F(1,145)=.27
Reassuring Self 239 .15 3.10 .17 F (1, 145) = 9.50**
Seeking Reassurance from 1.23 .15 1.82 .17 F (1, 145) = 6.08**
others
Repeated Checking 213 17 243 19  F(1,145)=1.34
Neutralization 1.62 .16 239 .18 F (1,145) =10.10**
Reasoning 2.68 .14 294 16  F(1,145)=1.38
Doing Nothing 1.16 .12 1.16 .13  F(1,145)=3.48

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

In terms of the significant main effect of religiosity, ANOVAs on the
reassuring yourself, ask reassurance from other people (“ask other people whether they
think everything will be fine”), and neutralization (“think certain thoughts or phrases
to neutralize the doubt”) were significant. As can be seen from Figure 8, analysis
indicated that high religious individuals used reassuring yourself (M = 3.10), provide
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reassurance from others (M = 1.82), and neutralization (M = 2.39) significantly more
frequently than low religious participants (M = 2.39, M = 1.24, M = 1.69,

respectively). Results are summarized in Table 44.

Figure 8. The Main Effect of Religiosity on Control Strategies

3,5
3-
2,51 m
2_/
1,51
17 @ low Relgiosity
0,5-:L B high religiosity

Summary: These analyses indicated that cuntural differences are associated with some
differences in how people try to control intrusive doubt. Differences on 5 out of the 9
control strategies are summarized as follows:

(a) The Turkish students employed reassuring yourself significantly less than
Canadians, while Canadian students used do nothing less frequently than the
Turkish students.

(b) Highly religious students employed reassuring yourself, ask reassurance from
others and neutralization significantly more often than did low religious

participants.

3.5.2. Group Differences in Religious Intrusions:

The effect of religiosity and nationality on religious intrusions was examined

by conducting a series of analyses. Similar to the previous section, group differences in
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frequency and distress of religious intrusions were examined first. Then, the group
differences in primary appraisals of religious intrusions were investigated. After this,
the effect of nationality and religiosity on secondary appraisals of control was
examined. Finally, group differences in actual control strategies were examined to
understand how the groups responded to their religious intrusions

Similar to the first part of the interview, the experience of religious intrusions
was assessed by asking the question “over the last three months, had you had thoughts,
images or impulses that you felt were very wrong or sinful. That is that the thought,
image or impulse involved something that was a violation of your moral or religious
beliefs”. If the participant said yes, then he/she was asked to give two or three
examples of religious intrusions to determine whether the reported intrusion could be
classified as religious intrusions.

To examine whether there were significant differences in the experience of
religious intrusions, a chi-square test was performed. As expected, the results revealed
there was a significant difference between high religious and low religious individuals,
with high religious individuals reporting they experienced more religious intrusions in
the last three months as compared to the low religious individuals, ¥* (1, N =194) =
74.76, p <.0001. While 69.79 % of the high religious students reported they
experienced at least one religious intrusion in the last three months, the rate was 9.18%
for the low religious group. A second chi-square analysis revealed there was no
significant difference between Canadian and Turkish students, ¥* (1, N = 194) = 3.32,

p > .05. The findings are summarized in Table 45.

Table 45. Experience of Religious Intrusions

Experience of Religious Intrusion

No Yes Total '
89 9 98  *(1,N=194)=74.76, p <.0001.
Religious Low
(90.82%) (9.18%)
Groups
29 67 96
High

(30.20%) (69.79%)
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Table 45 (continued)

Experience of Religious Intrusion

No Yes Total P
2 = =
Canadian 226(V 44561W 113 ¥ (1,N=194)=3.32 Ns.
Nationality (5. 0) (44. 0)
56 28 82
Turkish

(68.29%) (31.70)

Content of Religious Intrusions. The present research also examined whether the
content of religious intrusions is different across Canadian and Turkish sample. As can
be seen from Table 46, the results revealed that the content of religious intrusions is
remarkably similar in Canadian and Turkish samples. For both samples, thoughts
against God or doing immoral things were the most frequently reported religious
intrusion. However, there were some differences in the frequency of other reported
intrusions. For example, doubts about the existence of God and accuracy of person’s
religious beliefs were the second most common religious intrusion in the highly
religious Canadian sample whereas doubts about living up to the perfect life and
complete faith were the second most reported religious intrusions in the highly

religious Muslim sample.

Table 46. Content of Religious Intrusions in Christian and Muslim Samples

The Content of intrusions HR Christians HR Muslims
(n=151) (n=128)

Thoughts against God or doing immoral things (e.g., 16 (31 %) 9(32 %)

Immoral sexual thoughts, cheating, lying, etc.)

Doubts about complete faith in God and performing 6(12 %) 7 (25%)

enough religious duties

Questions of existence of God and accuracy of 12 (24 %) 5(18 %)

his/her religion

Doubts about God is right with him/her 4 (8 %) -

Doubts about committing sin 4 (8 %) 5(17 %)

Blasphemous thoughts 4 (8 %) 1 (3 %)

Doubts about forgetting confession 3(5 %) -

Doubts about performing correctly religious activities 2 (4 %) 1 (3 %)
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3.5.2.1. Group Differences in the Frequency and Distress of Religious Intrusions

Because only 9 low religious participants reported they experienced religious
intrusions, group comparisons were conducted using only highly religious Canadian
and highly religious Turkish students. Therefore, only the effect of nationality on the
experience, appraisal, and control of religious intrusions was examined. Thus one way
ANOVA was performed on the frequency and distress items. High religious Christians
and Muslims did not differ significantly in the frequency of religious intrusions. All
rated them as happening often (more than monthly but less than weekly).

There were significant group differences in the rated level of distress (F (1, 64)
=5.04, p <.05). Highly religious Muslim students rated the religious intrusions as
significantly more distressing (M = 2.73; somewhat to moderate distressing) than the
Canadian Christian students (M = 2.07; somewhat distressing).

Summary: The present analyses revealed some cultural differences in the perceived
distress but not in the frequency of religious intrusions. Muslim students reported they
felt higher levels of distress are response to religious intrusions. The results suggest
that holding specific religious beliefs may not make individuals more vulnerable to
experience religious intrusions, but it may affect their level of distress as a response to

intrusions.

3.5.2.2. Primary Appraisals of Religious Intrusions

Participants were next asked to provide ratings on a 6-point scale from 0
“never” to 5 “extremely true” on how important or relevant various appraisals
constructs were in making religious intrusions significant for them. As stated above,
because only nine low religious participants reported religious intrusions, group
comparisons was performed only for high religious Christians and Muslims.
Correlation coefficients revealed that all measures were moderately correlated (s
ranged .50 to .20), therefore; a one way MANOVA with Bonferroni- corrected

significance level of P <.005 (.05/9) analysis were performed on nine primary
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appraisal. Separate ANOVAs on each dependent variable were conducted as follow-up
tests to the MANOVA. Similar to the MANOVA, each ANOVA was tested at the .01
level.

Analyses revealed significant group differences between high religious
Muslim and Christian students (Wilks A = .66, F (9, 56) = 3.26, 1 = .34, p < .005). As
presented in Table 47, an ANOVA on each dependent variable indicated that only the
ANOVAs on responsibility and TAF were significant, £ (1, 65)=4.85,1=.09, p <
.05; F (1, 65)=18.05,1=.09, p <.0001, respectively.

On responsibility the high religious Turkish students rated this appraisal more
relevant to the significance of their religious intrusions (M = 3.27; moderately to very
much relevant for their religious intrusions) than the Canadian students (M = 2.36;
somewhat to moderately relevant). For TAF, the Canadian students rated this
appraisal as higher (M = 2.69; somewhat to moderately true in making their intrusions
significant for them) than highly religious Muslim students (M = 1.14; slightly relevant

for making their religious intrusions important.

Table 47. Primary Appraisals of Religious Intrusions in Turkish Muslim and Canadian

Christian Data

High Religious High Religious  Significance Test

Christians Muslims

Primary Appraisals M Sd M Sd
Over Estimation of Threat = 2.84 23 332 32 F(1.64)=1.46
Importance of Thought 2.73 23 259 32 F(1.64)=.12
Intolerance distress 2.93 22 323 31 F(1.64)=.63
Need to control 2.50 23 1.96 .33 F(1.64)=1.81
Responsibility 2.36 24 327 34 F (1.64)=4.66*
Intolerance uncertainty 2.73 22 236 31 F(1.64)= 091
Perfectionism 3.09 .26 3.05 .36 F(1.64)=.01
Thought-action fusion 2.66 21 1.14 .30 F(1.64)=17.21**
Ego-dystonicity 2.48 23 1.96 .32 F(.64)=1.73

p <.05, **p<.01
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Summary: Overall, the results revealed that the degree of religiosity significantly
increases the experience of religious intrusions. That is a greater number of highly
religious individuals indicated they experienced at least one religious intrusion as
compared to low religious individuals. However, there was no evidence to that certain
types of religious beliefs make individuals more vulnerable to experience more
frequent intrusions because there was no significant difference between Christians and
Muslim students in terms of experience and frequency of religious intrusions.
Furthermore, the results revealed some indication of cultural differences in the
perceived distress but not frequency of religious intrusions. In other words, highly
religious Muslim students found their intrusions significantly more distressing than
highly religious Christian students. Findings also indicated some significant cultural
differences on the ratings of primary appraisals of religious intrusions. While the
highly religious Muslim students found their religious intrusions significant because
they feel higher level of responsibility related to the religious intrusion, highly
religious Christian students exhibited a greater tendency to believe that their unwanted
religious intrusions were significant and important for them because they may actually

make them sinful or unfaithful.

3.5.2.2.1. Primary Appraisals Predict Distress of Religious Intrusions

The role of appraisals in the exacerbation of the distress of the religious
intrusions was examined via two separate stepwise regression analyses with the 9
primary appraisals entered simultaneously as independent variables regressed onto
subjective rating of distress for religious intrusions (DV).

The first stepwise regression analysis was performed to examine the predictors
of degree of distress for religious intrusions in the high religious Turkish Muslims (n =
28; note that this is a low variable: subject ratio and so results must be interpreted with
caution.). Findings revealed that in the first step, only the appraisal of perfectionism
(“did the religious intrusion make you feel like you needed to be perfect or complete in

your faith?”’) entered into the equation as a significant predictor of distress (F (1, 28) =
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12.93, p <.01) with 39 % of the variance in distress accounted for by this appraisal. In
the second step, appraisal of intolerance of anxiety/distress emerged as a significant
variable, and explained 14% of the variance. These two appraisal dimensions
explained a total of 53 % of the variance in distress of religious intrusions. These
results suggest that individuals, who believe they need to perform perfect control over
their unwanted religious intrusions, and who believe they should be perfect or
complete in their faith will find their religious intrusions more distressing. (See Table

48)

Table 48. Primary Appraisals Predict Distress of Religious Intrusions

Turkish Data
Steps Variables B t pr. R’A  (df) F change
1 Perfectionism .62 3.59 .62 39 (1,28) 12.93**
2 Intolerance of Anxiety/Distress .41 2.41 48 14 (1,26)5.81*
Total R* .53
Canadian Data
Steps Variables B t pr. R*A  (df) F change
1 Need to control ST 4.54%* 57 33 (1,44)26.61%*
Total R® .33

The second stepwise regression analysis was performed to examine the
predictors of distress of religious intrusions in the Canadian Christians (n = 51).
Results revealed that only appraisal of need to control emerged as a significant unique
predictor of distress in the Canadian Christian students (F (1, 44) = 26.61, p < .001).
This result suggests that the Canadian Christian individuals, who believe they should
perform complete control over their religious intrusions, will experience a higher
degree of distress as a result of their intrusions.

These findings suggest that different appraisals seem to play a significant role
in defining the distressing qualities of the religious intrusions in Muslim and Christian

students. Perfectionism and intolerance of anxiety/distress were important factors
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associated with distress of intrusions in the high religious Turkish Muslim students,
whereas need to gain perfect control over intrusions was a significant appraisal in the
high religious Canadian Christian students. However, because of the low

variable:subject ratio, the results must be interpreted with caution.

3.5.2.3. Secondary Appraisals of Control

In this section, analyses examinedwhether highly religious Muslims and
Christians would be different from each other in how they appraised their difficulty in
controlling religious intrusions, and the type of control strategies they used in response

to these intrusions.

3.7.2.5.1. Group Differences in the Control of Religious Intrusions

Students were asked to rate on a scale of 0 (“not at all”) to 5 (“extremely”’) how
important it is to get religious intrusions out of their mind, and how successful they
were at controlling their religious intrusions. One-way analysis of variance was
conducted group differences between high religious Muslims and Christians. Results
revealed that there were no significant group differences on these two single rating
scales (F (1, 66) = .00, p > .05 for importance of control; F (1, 66) =1.17, p > .05 for
perceived success). All participants reported that controlling their religious intrusions
was moderately important (M = 3.31 for Canadian Christian, M = 3.32 for Turkish
Muslim). Furthermore, Christian (M = 3.06) and Muslim students (M = 3.36) reported

they were moderately successful at controlling their religious intrusions.

3.5. 2. 3. 2. Group Differences in Control Appraisals

In order to understand whether nationality is associated with a significant
differences in a variety of secondary appraisal variables, students were asked to rate

their appraisals of difficulty in controlling their intrusions. Correlations among the
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secondary appraisal items revealed that two set of appraisals showed moderate
correlations with each other. The first set of variables consisted of misinterpretations
of control significance, TAF/threat appraisal and faulty inference of control (»’s
ranged .49 to .47) whereas the second set included unrealistic control expectations and
inflated responsibility for control (r = .45), thus two one-way MANOV As were
conducted on these variables. Appraisals of possibility did not show a significant
relationship with other appraisal dimensions; therefore, this variable was analyzed
separately in a oneway ANOVA.

The first MANOVA was conducted to examine differences on the three
appraisals of difficulty in controlling religious intrusions: misinterpretations of control
significance, TAF/threat appraisal and faulty inference of control. As can be seen from
Table 49, Significant differences were found between high religious Christian and high
religious Muslim students on the dependent variables (Wilk’s A= .75, F' (3, 29) = 3.22,
p <.01,*=.25). The multivariate 1> based on Wilk’s A was moderate. Analyses of
variance (ANOVA) on each dependent variable were conducted as follow-up tests to
the MANOVA. The ANOVA on the TAF/threat appraisal scores was significant, F' (1,
31)=6.60, p <.01, 1> = .18, while the ANOVAs on the misinterpretations of control
significance and faulty inference of control were not significant (¥ (1, 31) =.06, p

=.89,*=.001; F (1, 31) =.65, p =43, 7> = .02, respectively).

Table 49. Group Differences in Secondary Appraisals of Failure at Control Religious

Intrusions

Canadian Turkish Significance Test

Primary Appraisals M Sd M Sd

Misinterpreted significance  2.57 .30  2.70 .46 F(1,31)=.06ns
TAF/threat 3.04 29 170 .44 F (1,31)=6.60%
Possibility of control 274 .29 320 44 F (1,31)=.76ns
Unrealistic standards 391 24 3.60 .37 F(1,31)=.50ns
Inflated responsibility 2.78 .35 330 .53 F(1,31)=.67ns

Faulty inference of control 2.61 .35 2.10 .53 F(1,31)=.65ns

*p<.01
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The second one-way MANOVA analysis was conducted on unrealistic control
expectations and inflated responsibility for control appraisal scores, and significant
differences were not found between highly religious Muslim and Christians on the
dependent measures (Wilk’s A= .93, F(2,30)=1.08, p = .35, eta2 =.07).

Finally a one-way ANOV A was conducted on appraisals of possibility scores.
The results revealed nonsignficant group differences between Muslim and Christian

students in appraisals of possibility scores (£ (1, 31) =.76, p =39, 1> =.02).

Summary: Overall there were few cross-cultural difference in ratings of secondary
appraisals of religious intrusion. There was only a hint of differences on TAF/threat
appraisal scores. Highly religious Christian students rated this appraisal as more
relevant for their failure of control than highly religious Muslims. These findings
suggest that except for TAF/threat appraisal, appraisals of difficulty in controlling
intrusions are generalizable Canadian Christians and the Turkish Muslims. Both rated
other appraisals are somewhat to moderately relevant in their failure at controlling

religious intrusions.

3.5.2.3.3. Secondary Appraisals Predict Control of Religious Intrusions

This analysis examined whether individual’s evaluations or appraisals of their
control efforts are associated with overall perceived success at control over religious
intrusions. A standard multiple regression analysis was conducted with the 6 secondary
appraisals entered simultaneously as independent variables (IVs) regressed onto rating
of success in controlling religious intrusions (DV). To control the effect of degree of
religiosity and nationality, these variables were entered into the analysis on the first
step. The total sample of students reporting religious intrusions was N = 30 (note that
this is a low variable: subject ratio and so results must be interpreted with caution).

Degree of religiosity and nationality were the first variables entered into the
equation, and explained 2 % of the variance. These variables did not significantly

predict overall perceived success at control over religious intrusions (F' [2, 44] = .49, p
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>.05). After excluding this variance, the addition of the 6 secondary appraisals scores
in the second step did not significantly increase explained variance, (¥ [6, 38] = 1.58,
R?=24, p>.05. In other words, individual’s evaluations or appraisals of their control
efforts were not associated with overall perceived success at control over religious

intrusions. (See Table 50)

Table 50. Secondary Appraisals Predict Control of Religious Intrusions

Steps Variables B t pr. R*A  (df) F change

1 Nationality 62 3.59 .62 .04 (1.31) 1.41
2 Misinterpreted significance 22 .93 18

TAF/threat -11 -.47 -.09

Possibility of control -34  -1.67 -32

Unrealistic standards A1 .53 A1

Inflated responsibility 21 1.01 .20

Faulty inference of control 25 1.20 .23 24 1.40

Total R* .28

Summary: These analyses found showed that appraisals were not important factors in
defining subjective control over intrusions. However, these results should be
interpreted with caution because of the low variable: subject ratio. When questioned
“Do you recall an occasion when you had difficulty getting rid of your unwanted
religious intrusive thoughts, images or impulses, only 30 subjects reported to
experience difficulty controlling their intrusions. Therefore, the regression analysis

was performed on 30 subjects’ ratings.

2.5.2.3.4. Group Differences in Control Strategies of Religious Intrusions

Finally, group difference in control strategies was examined. Students were
presented 9 control strategies and asked to rate on a 0 to 5 scale how often they would

use the mental and overt control strategy in response to unwanted religious intrusive
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thoughts. “Replacement”, “thought stopping”, “neutralization”, and “repeated
checking “ were entered in a one-way MANOVA because these control strategies were
moderately intercorrelated, whereas the other five strategies were analyzed in separate
ANOVAs because they had weak or no correlations with the other response strategies.

The MANOVA for the 4 control strategies was significant (Wilk’s lambda =
78; F(4,61)=4.31, p<.01 eta2 = .22) with follow-up univariate F tests indicating
significant group differences only on repeated checking (“Engage in a compulsive
ritual like repeatedly crossing yourself, washing, bathing, or repeatedly reciting a
comforting phrase or prayer of forgiveness”). As depicted in Figure 9, results revealed
that highly religious Turkish Muslim students used significantly more repeated
checking to control their religious intrusions (M = 2.96) than highly religious Canadian
Christians (M = 1.39).

There were no significant group differences on the ANOVAs in the other

control strategies (see Table 51).

Figure 9. The Main Effect of Nationality s Repeated Checking

2,5-

M Canadian
B Turkish

1,51 (
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Table 51. Group Differences in Control Strategies

Nationality

Dependent Variables Canadian Turkish Significance Test

Primary Appraisals M Sd M Sd
Distraction 220 23 236 32  F(l,64)=.17
Replacement 327 20 3.14 28  F(1,64)=.29
Thought Stopping 266 22 286 31 F(1,64)=.69
Reassuring Self 266 22 323 32  F(1,64)=.94
Seeking Reassurance from others 1.34 .20 132 29  F(1,145)=.22
Repeated Checking 1.39 23 296 .33 F(1,64)=14.8*
Neutralization 200 21 214 30 F(1,64)=.13
Reasoning 227 24 232 34  F(1,64)=.091
Doing Nothing 1.07 .16 1.09 23 F(1,64)=.94

*p<.001

3.5. 3. Group Differences in Sexual Intrusions:

Similar to the first two sections, group differences in the experience of sexual
intrusios were examined to determine if there was a significant difference between
Canadian and Turkish students in terms of experiencing sexual intrusions, Chi-square
analysis revealed that there was no significant difference between Canadian and
Turkish students in the experience of sexual intrusions (y* (1, N =196) = .95, p>.05).
As can be seen from Table 52, approximately the same number of Canadian and
Turkish students reported at least one sexual intrusion in the last three months. The
rate of participants reporting sexual intrusions was 34 % in the Christian sample and
30 % in the Muslim sample. Furthermore, there was no significant difference between

high and low religious participants in the experience of sexual intrusions.
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Table 52. Experience of Sexual Intrusions

Experience of Sexual Intrusion

No Yes o
Canadian 750 390
Participant group (66 %) (34 %) (1, N =196) = .95 ns.
Turkish >0 24
70%) (30 %)
2
Low 6280/ 3; %
Degree of Religiosity (68 %) (32 %) (1, N=196) = .97 ns.
) 65 31
High
67%) (33 %)
Total 133 63

Content of sexual Intrusions. As presented in Table 53, when the content of sexual
intrusions was examined results revealed some nationality differences in the frequency
of reported intrusions between Cnanadian and Turkish students. Sexual thoughts about
having sex with unattractive and repulsive person was the most frequently reported
intrusion in the Canadian students, whereas for the Turkish students, the most common
sexual thoughts was about having sex with best friends. Overall there was a high
consistency in the content of the intrusions, although the most frequent sexual

intrusion was different in the Canadian and Turkish students.

Table 53. Content of Sexual Intrusion in Turkish Muslim and Canadian Christian Data

The Content of intrusions Christians Muslims
(n=39) (n=31)
Sexual thoughts about unattractive, repulsive person 10 (25 %) 6(19 %)
Sexual thoughts about forcing sex and raping 8(21 %) 3 (10 %)
Sexual thoughts about Sex with best friends 7 (18 %) 8 (26 %)
Sexual thoughts about sex with same gender 4 (10 %) 5(16 %)
Repulsive sexual thoughts and images (e.g. anal sex 513 %) 3 (10 %)
as a punishment, oral sex etc.)
Sexual images of ex-boyfriend 2(5%) 13 %)
Skip question 3(8 %) 5(16 %)
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3. 5. 3. 1. Group Differences in Frequency and Distress of Sexual Intrusions

Two separate 2 (Nationality) x 2 (degree of religiosity) ANOVAs were
performed to evaluate the effect of nationality and degree of religiosity on the
frequency and distress of sexual intrusions. First, group differences in the frequency of
sexual intrusions were examined. As can be seen from Table 54, there was no
significant main effects of group or degree of religiosity, or an interaction effect.
Second group differences in perceived distress because of sexual intrusions were
examined. Results indicated only a significant main effect of religiosity (¥ (1, 61) =
6.27, p <.02,*=.09). There were significant group differences in the rated levels of
distress between low and high religious participants. As expected, highly religious
students rated their sexual intrusions as significantly more distressing (somewhat to
moderate distressing) than did low religious students (slightly to somewhat

distressing).

Table 54. Group Differences in Frequency and Distress of Sexual Intrusions

Frequency of Sexual Intrusions

M SD F
Canadian 243 15
Participant Group Turkish 1.97 .19 F(1,61)=3.66ns
Low 2.08 .16
Degree of Religiosity High 2.31 18 F(1,61)=.98ns

Distress Caused by sexual Intrusions

M SD F
Canadian 1.89 21
Participant Group Turkish 2.55 27 F(1,144)=3.79 ns
Degree of Religiosity Low 1.79 23 F(1,144)=6.27*
High 2.65 25

p*<.01
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3. 5. 3. 2. Primary Appraisals of sexual Intrusions

To assess primary appraisals of sexual intrusions, participants were next asked
to provide ratings on a 6-point scale from 0 “never” to 5 “extremely true” on how
important or relevant various appraisals constructs were in making their sexual
intrusions significant for them. All appraisals were moderately correlated; therefore a 2
x 2 MANOVA was performed on the nine primary appraisal scores. Results revealed a
non significant effect of group (Wilk’s A =.78, F' (9, 52) =2.42, p = .06, n* = .25),
degree of religiosity (Wilk’s A = .82, F' (9, 52) = 1.24, p=.29, 1> = .17), as well as the
interaction effect (Wilk’s A = .95, F' (9, 52) = .33, p = .96, )* = .05)

Overall, this analysis revealed that degree of religiosity and cultural differences
had no significant effect on the appraisals of occurrence and content of sexual
intrusions. Based on these results it is apparent that appraisal of sexual intrusions has

broad generalizability across cultural and religious groups.

3.5.3.2.1. Primary Appraisals Predict Distress of Sexual Intrusions

In order to understand how primary appraisals relate to the subjective distress
of sexual intrusions, two separate stepwise regression analyses were performed in the
two samples. Nine primary appraisals were entered simultaneously as independent
variables regressed onto subjective rating of distress for sexual intrusions (DV). As
explained previously, because only high and low religious students were interviewed,
in the first step degree of religiosity (i.e., 1 for low religiosity, 2 for high religiosity)
was entered in the analysis as a control variable.

The first stepwise regression was conducted to predict the degree of distress for
sexual intrusions in the Turkish Muslim students (n = 28; note that this is a low
variable: subject ratio and so results must be interpreted with caution.). Analysis
revealed that in the first step, the degree of religiosity significantly predicted subjective
distress of sexual intrusions (£ (1, 23) =5.07, p <.05), and explained 18 % of the

variance. In the second step, appraisal of need to control entered into the equation as a
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significant predictor of distress (F (1, 22) = 14.27, p <.01) with 32 % of the variance
in distress accounted for by this appraisal. In the third step, appraisal of intolerance of
anxiety/distress emerged as a significant variable, and explained 9 % of the variance.
These two appraisal dimensions explained a total of 59% of the variance in distress for
sexual intrusions. These results suggest that individuals who believe they need to
perform complete control over their unwanted sexual intrusions, and who can not
tolerate distress and anxiety experienced as a result of sexual intrusions, will find their

sexual intrusions more distressing (See Table 55)

Table 55. Primary Appraisals Predict Distress of Sexual Intrusions

Turkish Data
Steps Variables B t pr. R*A (df) F change
1 Degree of religiosity 62 3.59 43 A8 (1,23)5.07*
2 Need to control .63 320 (1,22) 14.27%*
3 Intolerance of Anxiety/Distress .41 2.41 42 .09 (1,21)4.39%
Total R® .59
Canadian Data
Steps Variables B t pr. R’A  (df) F change
1 Importance of thoughts 69 4.84*% 69 A7 (1,37)32.76%*
2 Intolerance of Anxiety/Distress .28  2.31%* .36 07  (1,36)5.32*
Total R* .54

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

The second stepwise regression analysis was performed to examine the
predictors of distress of sexual intrusions in the Canadian sample. Analyses revealed
that appraisals of importance of thought (“did the sexual intrusion seem important
because it kept coming back into your mind?”) and intolerance of anxiety (‘did the
sexual thought seem important because it made you feel upset) were important
variables that significantly explained variance in distress of sexual intrusions (F (1, 37)

= 32.76, p < .001; F (1, 36) = 32.76, p < .001, respectively). These two appraisal
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constructs explained 54 % of the variance in distress. Based on these results, for the
Canadian students, beliefs about the importance of thought and low tolerance of
anxiety appear to be better predictors of the distress of sexual intrusions.

These results suggest that whereas intolerance of anxiety/distress seems to be a
common factor that increases the level of distress in both the Canadian and Turkish
samples, need to control and importance of thought might play a differential role in the
experienced distress However, it is important to note that because of low variable:

subject ratio, the results must be interpreted with caution.

3.5.3.3. Secondary Appraisals of Control

3.5.3.3.1. Group Differences in Control

First, students were asked to rate on a scale of 0 (“not at all”) to 5
(“extremely”) how important it is to get sexual intrusions out if their mind. The aim
was to determine whether the importance of controlling unwanted intrusions would
differ between different cultures and religiosity. Thus a 2 (Nationality: Turkish and
Canadian) x 2 (Degree of Religiosity: Low and High) ANOVA was performed, and the
results indicated that only the main effect of degree of religiosity (# (1, 61)=4.27,p <
.05, > =.06). As expected, high religious individuals rated that dismissing their
intrusions out of mind was more important (M = 3.79, Sd = .19) than low religious
students (M = 3.19, Sd = .21).

The second ANOVA analysis was performed to examine the effect of
religiosity and nationality on their perceived level of control over religious intrusions.
Results revealed that there were no significant group differences The Muslim (M =
3.46, Sd = .18) and Christian students were moderately successful in controlling sexual

intrusions (M = 3.16, Sd = .14).
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3.5.3.3.2. Secondary Appraisals of Control

To understand group differences in person’s appraisals of difficulty in
controlling sexual intrusions, participants were asked to rate 6 secondary appraisal
items in terms of particular characteristics of the thought that were associated with
his/her control efforts.

The misinterpretations of control significance, unrealistic control expectations,
inflated responsibility for control and faulty inference of control were highly
intecorrelated (r’ ranged .57 to .75), Therefore these variables were analyzed together
ina 2 x 2 MANOVA, whereas TAF and the possibility of thought control were not
highly correlated so these appraisals were analyzed in separate 2 x 2 ANOVA:s.

As presented in Table 56, the MANOVA revealed only a significant main
effect of religiosity (Wilk’s A= .55, F' (4, 24) = 4.88, p < .01, n?> = .44). Follow-up
univariate F tests indicated that the main effect of religiosity was only significant for
the responsibility appraisal (F (1, 27) =9.46, 1> = .26, p <.01). Highly religious
students rated this appraisal more relevant for their sexual intrusions (M = 3.67) than
low religious participants students (M = 2.16).

The ANOVAs for TAF and possibility of control were not significant with all
students rating these appraisals as somewhat true in making the sexual intrusion

significant for them.

Table 56. Group Differences in Secondary Appraisals of Difficulty in Controlling

Sexual Intrusions.
Canadian Turkish Significance Test
Secondary Appraisals M Sd M Sd
Misinterpreted significance ~ 1.55 29 275 43 F (1,27)= 5.07ns
TAF/threat 1.12 33 229 49 F (1,27)=3.76ns
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Table 56. Cont.

Canadian Turkish Significance Test

Possibility of control 2.97 22 291 32 F(1,31)=.02ns
Unrealistic standards 3.38 22 391 .33 F(1,31)=.1.73ns
Inflated responsibility 2.50 27 333 .40 F(1,31)=2.93ns
Faulty inference of control 1.97 36 241 .53 F(1,31)= .47 ns

Degree of Religiosity
Low High Significance Test
Secondary Appraisals M Sd M Sd

Misinterpreted significance  1.64 36 267 .39 F(1,27)= 3.75ns
TAF/threat 1.42 41 2.00 .44 F (1,27)= .94ns
Possibility of control 3.31 27 2.58 .29 F(1,31)=.3.28ns
Unrealistic standards 3.31 27 4.00 .30 F(1,31)=.3.00ns
Inflated responsibility 2.17 33 3.67 .36 Fa1,31)=.947*

Faulty inference of control 2.14 44 2.25 .48 F(1,31)=.03 ns

*p<.01

3.5.3.3.3. Secondary Appraisals Predict Perceived Control of Sexual Intrusions

This analysis examined whether individual’s evaluations or appraisals of their
control efforts, and beliefs about the possibility of control and the consequences
associated with failed thought control would be associated with overall perceived
success at control over sexual intrusions.

A stepwise regression analysis was conducted with the 6 secondary appraisals
entered simultaneously as independent variables (IVs) regressed onto rating of success
in controlling sexual intrusions (DV). To control for the effects of degree of religiosity
and cultures, these variables were entered in the analysis on the first step. The total
sample of students reporting sexual intrusions was employed (N = 65).

Degree of religiosity and nationality were the first variables entered into the
equation, and explained 18 % of the variance with only degree of religiosity
significantly predicting overall perceived success at control over sexual intrusions (£
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[1,29] = 6.43, R?= 18, p <05). Higher degree of religiosity was found to be associated
with less degree of perceived success over sexual intrusions. After excluding this
variance, the addition of the 6 secondary appraisals scores in the second step accounted
for a significant portion of the variance and explained 14% of the total variance (£'[1,
28] =5.62, R?=32, p <.01). Table 57, presents the zero-order correlation between the
IV and DV, standardized beta weight, and partial correlation coefficient. Analysis
revealed that only appraisal of failure of control in terms of responsibility emerged as a
significant unique predictor of control at p <.05. A decreased sense of responsibility
for gaining better control over the thoughts was predictive of better subjective control

over sexual intrusions.

Table 57. Secondary Appraisals Predict Control of Sexual Intrusions

Steps Variables B greégr_ Partial R*A (df) F change
1 Religiosity 43 253 43 43 A8 (1,29)6.43
2 Inflated responsibility 43 -237 53 -40 14 (1,28)5.62
Total R® 32

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

Summary: These results indicate that some appraisals were important in defining
subjective control over intrusions. Furthermore, the results suggest that not all
appraisals play the same role in the perceived subjective control over sexual intrusions
with only feeling less responsibility was the predictor of better perceived control. The
findings indicated that a greater sense of responsibility for gaining better control is

predictive of less subjective control over sexual intrusions.

3.5.3.3.4. Group Differences in Control Strategies

In the final analysis of possible cross-cultural differences the investigation
focused on whether there are differences in how the groups responded to their sexual

intrusions. Students were again presented 9 control strategies and asked to rate them on
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a 0 to 5 scale of how often they would use a mental control strategy in response to
unwanted intrusive thoughts of sex. Because they were moderately intercorrelated, six
of the control strategies were entered in a 2 x 2 MANOVA whereas the “ask
reassurance”, “reasoning” and “do nothing” strategies were analyzed in separate
ANOVAs because they had weak correlations with the other response strategies.

The MANOVA revealed that the main effects of religiosity (Wilk’s A= .68, F’
(6, 56) =4.40, p < .01, n?=.32) and group (Wilk’s A= .80, F (6, 56) =2.53, p < .05, n?
=.19) were significant for the six control strategies. Follow-up univariate F' tests were
performed to examine significant main effect of religiosity. As depicted in Figure 10,
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the main effect of religiosity was significant for “neutralization”, “repeated checking”,
“thought stopping”, “and “distraction”. As can be seen from Table 58, highly religious
students reported they used four control strategies significantly more compared to low
religious participants. Furthermore, the main effect of group was only significant for
“engage in compulsive rituals”, (F (1, 61) = 5.84, 1 =.08, p <.05). Turkish students
used repeated checking (M = 1.63) much more in response to their sexual intrusions
than the Canadian sample (M = .84).

Finally, 2 by 2 ANOVAs on “ask reassurance”, “reasoning” and “do nothing”

were performed. Analyses revealed that degree of religiosity and nationality was not

significant for these control strategies.

Figure 10. The Main Effect of Religiosity on Control Strategies of Sexual Intrusions
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Table 58. Group Differences in Actual Control Strategies Used to Control Sexual

Intrusions
Degree of Religiosity
Dependent Variables Low High Significance Test
Primary Appraisals M Sd M Sd
Distraction 228 22 298 24  F(1.61)=4.60%
Replacement 303 22 356 .25 F(1.61)=2.55
Thought Stopping 255 .26 345 29  F(1.61)=5.20%
Reassurance Self 1.98 25 256 28  F(1.61)=2.39
Repeated Checking 39 22 2.09 .24  F(1.61)=27.38**
Neutralization 1.99 24 273 .27 F (1. 61) =4.23%
Seeking Reassurance from others .74 A8 91 20 F(1.61)=.38
Reasoning 1.87 24 186 .26 F(1.61)=.00
Doing Nothing 143 21 145 24 F(1,61)=.00
Nationality
Dependent Variables Canadian Turkish Significance Test
Primary Appraisals M Sd M Sd
Repeated Checking 84 Jd9 1.63 .26  F(1.61)=5.89*

Summary: These findings indicated that degree of religiosity may be more important
factor in defining how individuals try to control intrusive sexual thoughts than cultural
differences. Highly religious individuals differed on four out of the 9 control strategies
as summarized below:

(a) Highly religious individuals used significantly more distraction, thought
stopping, compulsive rituals, and neutralization than low religious
individuals. As stated before, highly religious individuals found their sexual
intrusions more distressing. Consistent with this result, examination of
group differences in control strategies suggests that the occurrence and
content of sexual intrusions increases anxiety in highly religious
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individuals, which in turn motivates them to engage in some active coping

strategies to dismiss these thoughts.

(b) Cultural differences were appearent in compulsive rituals. Turkish students

reported they used significantly more in response to their sexual intrusions

than Canadian students.

All findings related to unwanted intrusions are summarized in Table 59

Table 59. Summary of Group Differences in Three Types of Intrusions in terms of

Religiosity and Cultural Differences

Doubting Intrusions

Nationality Degree of Religiosity

Frequency and Distress of
Doubting Intrusions

There was no significant ~ There was no group difference
group difference

Primary Appraisals of
Doubt

Turkish students reported Degree of religiosity revealed

higher degree of significant difference only on

intolerance of anxiety responsibility. High religious

and distress than students found these appraisals

Canadians. related more to the
significance of doubting
intrusion.

Primary Appraisals predict
Distress of Doubting
Intrusions

For Turkish sample, appraisals of need to control and ego
dystonicity were significant predictors of distress, whereas
for Canadian students, appraisals of intolerance of anxiety
and importance of thought were significantly associated
with distress of doubting intrusions.

Perceived Success of
Control Doubting
Intrusions

There was no significant There was no significant
group difference group difference

All participants reported that they were moderately
successful in controlling doubts

Importance of controlling
doubting intrusions

There was no significant group There was no significant
difference group difference

All participants reported that controlling their doubting
intrusion was slightly important.
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Table 59 (continued)

Doubting Intrusions

Nationality Degree of Religiosity
Group Differences in There was no significant group  There was no significant
Control Appraisals difference group difference
These results suggest that person’s appraisal of failing to
control doubting intrusions may not be affected by degree
of religiosity and culture. Individuals’ secondary appraisals
of control are generalizable.
Secondary Appraisals The beliefs about possibility of control and TAF
Predict Perceived Better significantly predicted perceived success over intrusions.
Control of Doubting The greater belief that one can actually exercise control
Intrusions over his/her doubts and less belief that failure to control

doubt might increase chance of a negative consequence or
outcome were predictive of better subjective control over
doubting intrusions.

Actual Control Strategies

The Turkish students employed Highly religious students

reassuring yourself employed reassuring

significantly less than yourself, ask reassurance

Canadianstudents, while the from others and

latter used do nothing less neutralization

frequently than Turkish significantly more often

students than did low religious

participant
Religious Intrusions
Nationality Degree of Religiosity

Experience of Religious  There was no significant =~ More high religious individuals
Intruaions group difference reported to experience religious

intrusion in the last three months
as compared to low religious
individuals

***Because only 9 low religious participants reported to experience religious intrusions,
group comparisons were conducted by using only high religious Canadian Christian and
high religious Turkish Muslim data

Frequency and Distress of
Religious Intrusions

There was no significant group difference in terms of
frequency of religious intrusions. However, there were
significant group differences in rated level of distress.
High religious Muslim students rated the religious
intrusions as significantly more distressing
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Table 59 (continued)

Religious Intrusions

Primary Appraisals of
Religious Intrusion

There were significant differences in responsibility and
TAF appraisals. Muslim students found their religious
intrusions significant because they feel a higher level of
responsibility related to religious intrusions whereas
highly religious Christian students showed higher
tendency to believe that their unwanted religious
intrusions are significant and important for them because
they may actually make them sinful or unfaithful.

Primary Appraisals predict
Distress of Religious
Intrusions

Appraisals perfectionism and intolerance of anxiety were
significantly related to severity of distress of religious
intrusions in the Turkish Muslim students, whereas need
to control was a unique significant appraisal that
predicted degree of distress in the Canadian Christians

Perceived Success of Control
Religious Intrusions

There was no significant group difference. Christian and
Muslim students was somewhat to moderately successful
at controlling their intrusions

Importance of controlling
Religious intrusions

There was no significant group difference. All
participants reported that controlling their religious
intrusions were moderately important.

Group Differences in Control
Appraisals

There was only a hint of differences on TAF/threat
appraisal scores. Highly religious Christian students rated
this appraisal as more relevant for their failure of control
than highly religious Muslims. Results suggest that
except for TAF/threat appraisal, appraisals of difficulty
in controlling intrusions had broad generalizability.

Actual Control Strategies

Significant group differences emerged only on repeated
checking (“Engage in a compulsive ritual like repeatedly
crossing yourself, washing, bathing, or repeatedly
reciting a comforting phrase or prayer of forgiveness).
Results revealed that highly religious Turkish Muslim
students used significantly more repeated checking to
control their religious intrusions than highly religious
Canadian Christians

Secondary Appraisals Predict
Perceived Better Control of
Religious Intrusions

Individuals’ evaluations or appraisals of their control
efforts were not associated with overall perceived
success at control over religious intrusions.
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Table 59 (continued)

Sexual Intrusions

Nationality Degree of Religiosity
Experience of Sexual There was no significant There was no significant
Intrusion group difference group difference

Frequency and Distress of

Sexual Intrusions

There was no significant
group difference

There was a significant
group difference in
perceived distress. High
religious students rated
their intrusions
significantly more
distressing than did low
religious students.

Primary Appraisals of Sexual

There was no significant
group difference

There was no significant
group difference

Based on these results it can be suggested that appraisal
of sexual intrusions may have broad generalizability.

Perceived Success of Control

Sexual Intrusions

There was no significant

group difference

There was no significant
group difference

The Turkish and Canadian students were moderately
successful in controlling sexual intrusions.

Group Differences in Control

Appraisals

There was no significant
group difference

High religious students
rated responsibility
appraisal more relevant
for their sexual intrusions
than low religious
participants students

Actual Control Strategies

Culture only resulted in
significant differences in

compulsive rituals. Turkish
students reported they used

significantly more
compulsive rituals as a

response to their intrusions.

Highly religious
individuals used
significantly more
distraction, thought
stopping, compulsive
rituals, and neutralization
than low religious
individuals.
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Table 59 (continued)

Sexual Intrusions

Secondary Appraisals Predict
Perceived Better Control of
Sexual Intrusions

Nationality Degree of Religiosity
Higher degree of religiosity was associated with poor
perceived control over sexual intrusions. In terms of
appraisals, only appraisal of failure of control in terms of
responsibility emerged as a significant unique predictor
of control. A reduced sense of responsibility for gaining
better control over the thoughts was predictive of better
subjective control over sexual intrusions.
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CHAPTER

DISCUSSION

4.1. Overview

The aims of the present study were to examine the effect of nationality s as a
cultural factor and degree of religious devotion on OCD symptoms, specifically
scrupulosity, and obsessive beliefs and appraisals using Muslim and Christian students
who show different degrees of religiosity. Furthermore, the present study also aimed to
examine cultural differences in unwanted mental intrusions using a structured interview
schedule. For this aim, the current study firstly adapted and examined initial
psychometric properties of four instruments to evaluate the interrelationships among
religiosity, OCD symptoms, OCD-relevant appraisal, and unwanted mental intrusions.
First, the results of the analyses that were performed to examine psychometric
properties of the newly adapted Turkish versions of the scales will be discussed. Then,
the findings of the main study about the present research hypotheses will be discussed.
Finally, the limitations of the study, clinical implications and directions for future

studies will be provided.

4.2. Psychometric Properties of the Turkish Versions of the Guilt Inventory Penn
Inventory of Scrupulosity, Religious Fundamentalism, and International

Intrusive Thoughts Interview Schedule.

In line with the aims of the current study, Guilt Inventory (GI, Kugler & Jones,
1992), Penn Inventory of Scrupulosity (PIOS, Abramowitz et. al., 2002), Religious
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Fundamentalism Scale (RFS; Altemeyer & Hunsberger, 2004), and International
Intrusive Thoughts Interview Schedule (IITIS, OCCW cross-cultural studies
subgroups, 2005) were adapted into Turkish in order to evaluate the religious
fundamentalism, guilt, scrupulosity and intrusive thoughts in OCD symptoms with the
final aim of making cross-cultural comparison.

Psychometric properties of the Guilt Inventory. Although the role of guilt in
OCD has been frequently noted, relatively few studies have specifically studied guilt
as a significant factor in this disorder. Mental health is referred to as “a state of balance
that allows one to grow while maintaining contact with consensual reality (Wilber,
1997; cited in Faiver, O’Brien, and Ingersoll, 2000), and intense sense of guilt is
assumed to be source of various forms of psychopathology (Gilbert & Miles, 2000).
Furthermore, several authors have described guilt as the place where psychology and
religion meet (Narramore, 1974). Therefore, assessing this construct, and examining its
relationship with psychopathology is very important to develop an efficient treatment
model.

Kugler and Jones (1992) developed the Guilt Inventory which assesses three
domains of guilt, including trait guilt, state guilt and moral standards. Previous
research has shown that guilt shows strong relationship with both religiosity and OCD
(e.g., Shafran et al., 1996; Skeketee et al., 1987). In light with the previous research,
the present study aimed to understand the role of guilt and its relationship with
religiosity in the persistence and maintenance of OCD and scrupulosity symptoms. For
this aim, this scale was adapted into Turkish, and the psychometric properties of the
scale were assessed by checking its reliability and validity in Turkish university
students. The results indicated good reliability and validity information for the Turkish
version of the GI, supporting the cross-cultural validity of the scale. Internal
consistency coefficients for the scale and its subscales were highly acceptable.
Similarly, test-retest reliability, assessed after 4-week interval, demonstrated a good
correlation coefficient, implying that the scale is reliable overtime. To evaluate the
validity of the Turkish version of the GI, construct, concurrent, and criterion validity

information were examined. In terms of construct validity, cross-cultural similarity of
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the factor structure of the scale was examined by the factor structure of the scales (i.e.,
GI and PIOS) via Target Rotation (Vijver & Leung, 1997). When proportionality
agreement coefficient or Tucker phi was considered with the criterion of 0.85, as a sign
of high factor congruency (Lorenzo-Seva & Ten Berge 2006), results revealed that the
item distributions under three factor of GI (i.e., trait and state guilt, and moral
standards) showed a high degree of similarity in the item distributions under factors of
the original scale, supporting construct validity of the scales. In relation to the criterion
validity, the GI was studied in terms of its effectiveness in differentiating individuals
with high OCD symptom severity from those with low symptom severity on the basis
of the measures of CBOCI. Results indicated that high and low obsessive symptoms
groups were successfully differentiated on the basis of the scores of GI. That is the GI
scores successfully discriminated people with higher OCD symptoms from those with
lower OCD symptoms. Furthermore, the scale scores successfully discriminated low
religious individuals from high religious ones, supporting satisfactory discriminant
power. These results supported the proposed relationships among OCD, guilt, and
religiosity (Greenberg, 1984; Greenberg & Witztum, 1994; Rassin & Koster, 2003)
Steketee et al. (1991) noted that greater religious devotion was correlated with greater
inappropriate guilt in clients suffering from OCD, but not clients with other anxiety
disorders. They reported that in religious people not suffering from OCD, confession
usually relieved guilt, whereas in clients suffering from OCD, confession is not
effective in relieving guilt. Lastly, significant positive relationships of GI with
depression, anxiety, OCD symptoms, and scrupulosity, provided further support for the
validity of the sale.

In the light of all these findings, this study presents acceptable test-retest and
internal consistency coefficients, and also good construct, concurrent, and criterion
validity information for the Turkish version of the GI, which can be utilized in the
Turkish culture in order to evaluate individual differences in terms of experiencing
guilt.

Psychometric properties of the Religious Fundamentalism Scale. Religious

fundamentalism has been cited as a potential risk factor for the development of OCD
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and/or scrupulosity (Steketee et al., 1991). However, to date, only one study has
attempted to measure the relationship between religious fundamentalism, cognitive
belief domains, and scrupulosity in a fundamentalist protestant sample (Witzig, 2005).
Furthermore, the interrelationships among these construct have not been investigated
in a Muslim sample yet. Therefore, the main aim of the present study was to examine
the interrelationships among religious fundamentalism, OCD, scrupulosity, and
obsessive related appraisals in the Canadian Christian and the Turkish Muslim
students. Religious fundamentalism was defined as “the belief that there is one set of
religious teachings that clearly contains the fundamental, basic, intrinsic, essential,
inerrant truth about humanity and deity; that this essential truth is fundamentally
opposed by forces of evil which must be vigorously fought; that this truth must be
followed today according to fundamental, unchangeable practices of the past; and that
those who believe and follow these fundamental teachings have a special relationship
with the deity" (Altemeyer & Hunsberger, 1992; p. 118). Altemeyer and Hunsberger
(1992) developed the Religious Fundamentalism scale to a "fundamentalist" mindset in
terms of how an individual views his or her religious beliefs. In Turkey, however, there
are only a limited number of religiosity scales which usually assess mainly religious
practices (e.g., Yaparel, 1987). In line with the aims of the current study, this scale is
decided to be adapted into Turkish to assess fundamentalist tendency in religious
beliefs in Turkish sample. Examining the psychometric properties of the scale revealed
satisfactory reliability and validity information for the Turkish version of the RFS.
Internal consistency coefficients for the scale were highly acceptable. Similarly, test-
retest reliability revealed that the scale produced reliable scores overtime. In terms of
validity of the scale, a one factor solution which is consistent with the findings of the
original study (Altemeyer & Hunsberger, 2004) supported the construct validity of the
Turksh version. Considering the concurrent validity, RFS scores were found to be
significantly and positively correlated with various religious practices (i.e., frequency
of praying, reading religious book, visiting place of worships), and scrupulosity
symptoms. The scale also showed significant negative correlation with depression and

anxiety scores. Discriminative power of the scale to distinguish low religious
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individuals from high religious ones provided further evidence for the validity of the
sale.

In conclusion, the results of the present study indicated a satisfactory reliability
and validity information for the Turkish version of the RFS-R, supporting the cross-
cultural utility of the scale.

Psychometric properties of the Guilt Inventory. Scrupulosity is a feature of
obsessive-compulsive disorder which is characterized by obsessions and compulsions
containing religious themes, hypermorality, pathological doubt/worry about sin, and
excessive religious behavior (Abramowitz et al., 2002; Greenberg & Witztum, 2001).
Epidemiologic studies reported that obsessions with religious themes were the fifth
common type of obsessions identified in the DSM-IV field trials for OCD (Foa et al.,
1995). Abramowitz et al. (2002) developed the Penn Inventory of Scrupulosity to
assess the severity religious obsessions. Based on their findings, they suggested that
religion and OCD may each contribute to scrupulosity independently. Thus,
subsequent research may need to consider models that include the roles of multiple
independent factors on the development of scrupulosity, including guilt, obsessive
beliefs, and family background. During the present study, we aimed to understand the
differences between Christian and Muslim samples in terms of predictors of
scrupulosity symptoms. For this aim the Penn Inventory of scrupulosity was adapted
into Turkish.

The results of the present study revealed a good reliability and validity
information for the Turkish version of the PIOS. Internal consistency coefficients for
the scale and its subscales were highly acceptable. Similarly, test-retest reliability,
assessed after 4-week interval, demonstrated a good correlation coefficient, implying
that the scale is reliable overtime. To evaluate the validity of the Turkish version of the
PIOS, construct, concurrent, and criterion validity information were examined. In
terms of the construct validity, cross-cultural similarity of the factor structure of the
scale was examined. Results of the Target rotation analysis revealed a high degree of
consistency in the factor structure between Canadian and Turkish samples supporting

the construct validity of the Turkish version of the scale. In relation to the criterion
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validity, the PIOS was studied in terms of its effectiveness in differentiating
individuals with high symptom severity from those with low symptom severity on the
basis of the measures of CBOCI. Results indicated that PIOS score successfully
discriminated people with higher OCD symptoms from those with lower OCD
symptoms. Furthermore, low religious participants were different from low religious
ones on the basis of the scores of PIOS total and subscale scores. Recently,
Abramowitz and his colleagues (2002) noted that individuals with higher level of
scrupulosity reported higher level of OCD symptoms than did those with low
scrupulosity symptoms. Furthermore, highly scrupulous individuals also reported
greater religious devotion than low scrupulous ones. Consistent with these findings,
the effectiveness of the scrupulosity scales in differentiating individuals with high
OCD symptom severity from those with low symptom severity on the basis of the
measures of Clark Beck Obsessive-Compulsive Inventory (CBOCI) supported the
discriminative power of the scales. Furthermore, significant positive relationships of
PIOS with OCD symptoms, guilt, worry and religious fundamentalism scales provided
further support for the validity of the sale. In the light of all these findings, this study
presents supporting evidence of the cross-cultural nature of the scale which can be
utilized in the Turkish culture in order to evaluate individual differences in terms of
presenting scrupulosity symptoms.

Psychometric Properties of the International Intrusive Thought Interview
Schedule (IITIS). Unwanted mental intrusions are one of the core features of OCD.
They usually suddenly appear into person’s mind and interfere what he/she does. To
understand how normal intrusive thoughts turn into clinical obsessions has been the
main interest of the recent research and models of OCD. Accurate measurement of key
theoretical constructs is a critical process in the elaboration and refinement of current
theories of psychopathology (Clare, 2003). Contemporary psychological theories of
OCD emphasize a crucial role for cognitive variables in the etiology and maintenance
of the disorder (e.g., D.A. Clark, 2004; Rachman, 1993, 1997, 1998; Salkovskis, 1985,

1989). Therefore, precise measurement of intrusions, appraisals of their meaning or
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significance, and dysfunctional beliefs and assumptions is important for understanding
the psychological basis of OCD.

One group of researchers developed International Intrusive Thoughts Interview
(IITIS). Overall, there appear to be several advantages to the IITIS. First, the
interview allows us to capture a very diverse intrusive thought content which provides
a better basis for understanding the nature of intrusive thoughts and appraisals. The
ITIIS includes several sets of questions that assess (a) the frequency and distress
associated with unwanted thoughts, images and impulses; (b) appraisals of the
significance or meaning of the intrusions; (c) the need to control unwanted intrusions
and appraisals of ineffective attempts to control the unwanted thoughts; and (d) the
various control strategies that individuals use in response to unwanted intrusions. Data
are collected on six different types of intrusive thoughts (e.g. contamination/illnesses,
harm/aggression/injury, doubts, sex, religion and threats of violence intrusive
thoughts).

Second, the IITIS allows researcher to collect both qualitative and quantitative
data that provides in-depth information on the nature and frequency of this thinking,
how people respond to the thoughts, and how they try to control their unwanted mental
intrusions. Both quantitative and qualitative analyses are possible. Third, the IITIS is a
highly structured interview schedule. This feature makes it more amenable to reliable
administration across multiple interviewers. Interviewers are given training and
instruction on the interview methodology and procedures. All interview instructions
are read verbatim to participants in order to improve inter-rater reliability. In addition
a “Participant Rating Scale Sheet” is given to students so they can visually process the
various questions and rating scales that comprise the IITIS. This interview schedule
was translated and adapted into Turkish.

In order to assess the reliability of the IITIS, firstly inter-rated reliability was
assessed to determine whether interviewer classified correctly intrusive thoughts which
were reported by participants. For this aim, two researchers independently classified
reported intrusions into doubting, religious and sexual intrusions, for which inter-rater

reliability was high. Two researchers showed inconsistency only on three intrusions.
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The reliability of the interview schedule was assessed by examining the internal
consistency coefficients of the primary and secondary appraisal items. Results revealed
that internal consistency coefficients were satisfactory (i.e., alpha coefficients > 0.70)
for primary and secondary appraisal items. However, Cronbach’s alpha coefficients for
some secondary appraisal items were less satisfactory (i.e. sexual intrusions). Some
intrusions were reported less frequently by the participants and it was thought that low
sample sizes may have influenced this result. In order to obtain information about the
validity of the IITIS, convergent validity of the interview schedule was assessed by
examining the relationship between primary appraisal ratings and three subscales of
the Obsessive Beliefs Questionnaire (i.e., Responsibility/Threat Estimation,
Importance/Control Thoughts, and Perfectionism/Certainty). Results revealed that
IITIS-primary appraisal items showed moderate relationship with three belief subscale
of the Obsessive Beliefs Questionnaire. Consistent with Kyrios et al’ study (2005), the
Turkish version of the IITIS appraisals did not show specificity with respect to OBQ
scales. For example, for sexual and religious intrusions, IITIS perfectionism/Certainty
appraisal dimension showed significant correlations with the three subscales of OBQ,
The authors suggested that this may be a reflection of the considerable overlap or high
intercorrelations of the OBQ domains as noted in contemporary research (OCCWG,
2003, 2005).

Overall, the results of the present study suggested that the Turkish version of
the IITIS can be used as an interview tool that can distinguish between the intrusive
subtypes, and is applicable to general research on intrusions. However, the IITIS still
requires further development in order to overcome some of its inherent limitations
(e.g., internal reliability, non-specificity, lack of inter-rater data). Future revisions may
improve its psychometric properties and practical utility

In consequence, the findings about reliability, and construct, criterion and
concurrent validity showed that the Turkish versions of the GI, RFS, PIOS and IITIS
were all psychometrically reliable and valid instruments for Turkish university
students. This information provided additional support for the cross-cultural utility of

these measures.
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4.3. Nationality, Religiosity, OCD Symptoms, Scrupulosity and Obsessive Beliefs

Research on cross-cultural variability of OCD symptomatology has mainly
focused on examining religious shaping in obsessions and compulsions. Although
religion represents, and determines person’ beliefs, concerns and behaviors, and it is
expected that OCD can be influenced by one’s belief system, the psychological
literature on the relationship between OCD and religion is relatively scarce and
incomplete. The theoretical rationale for expecting such a positive relationship
between religion and OCD is derived from Freud’s writings about similarity between
religious practices and obsessive actions (1912/1953). However, understanding the
intricated role of religious and cultural factors in the etiology of OCD is a quite
difficult process than it is assumed, because it is still not clear, neither, to what degree
of religious factors influence OCD, nor is it certain whether they play a causal role or
are only part of the symptomatology. Furthermore, if religious factors play significant
role in the development and persistence of OCD, it remains unclear position whether
their effects are limited to deteriorating existing dysfunctional family characteristics or
can also result in unique forms of the disorder. Fitz (1990) reviewed the studies that
have examined this relationship and defined three specific questions that studies have
aimed to understand: “(a) Does religion predispose to the development of OCD? (b)
What are the familial factors involved in OCD and how do they interact with religious
factors to influence the onset and course of this disorder? (c) What kinds of studies
need to be done to present us with a clearer picture of the relationship between religion
and OCD?” (p. 141).

Therefore, the present study mainly aimed to understand the influence of
nationality and religiosity on OCD symptoms, scrupulosity, and obsessive related
beliefs using the Canadian Christian and Turkish Muslim students who have different
degree of religiosity. In this section, firstly, the main findings of the present study
about the effect of religiosity and nationality on the OCD and scrupulosity symptoms
severity, and obsessive beliefs are summarized and discussed by comparing the

Turkish Muslim and the Canadian Christian data. Secondly, the detailed discussion of
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the findings is provided. Then, the findings of the interview data are discussed in terms
of the different roles of primary and secondary appraisals, and dysfunctional control
strategies in defining frequency and distress of intrusions by comparing the Turkish
Muslim and the Canadian Christian samples. Finally, limitations of the study, clinical

implications and directions for future studies are provided.

4.3.1. Summary of the Hypotheses of the Present Study

Before the examination of the specific relationship between religion, religiosity
and OCD, the present study firstly focused on the examination of the influence of the
degree of religious devoutness and nationality on general distress scales in order to
understand whether the effect of religion and religiosity is specific to OCD
symptomatology, or whether religiosity and nationality are also related to other general
psychopathology symptoms. The results indicated that the nationality resulted in
significant differences in all general distress measures, including depression, anxiety,
and guilt. The findings suggested that Turkish students reported they experienced
higher levels of depression and anxiety symptoms than Canadian whereas Canadian
ones experienced higher degrees of guilt as compared with the Muslims. More
importantly, the interaction of religiosity and nationality was significant only for
anxiety symptoms; with Muslim religious school students experiencing higher degrees
of anxiety as compared with Christian religious school students. The degree of
religiosity only significantly affected feeling of guilt. That is, irrespective of
nationality, the higher a person holds religious beliefs the higher he/she experiences
guilt. However, there were no significant differences between the high religious
sample and religious school participants.

This study is consistent with previous research reporting that individuals higher
on trait-guilt are more likely to have higher score on measures of religious orthodoxy
and religious values (Demaria & Kassinove, 1988; Fehr & Stamps, 1979). Likewise,
Quiles and Bybee (1997) found that predispositional compared to chronic guilt was
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more strongly associated with lowered hostility and increased volunteerism as well as
participation in religious activities and religiosity. Consistent with the present study,
Demaria and Kassinova (1988) examined the relationship of the core irrational beliefs,
nationality and religiosity to guilt in Catholics, Protestants, Jews, and persons of no
nationality and found that guilt was not different among the religions; however,
religiosity was found to be a significant guilt predictor. However, inconsistently, the
present study found significant differences between Muslim and Christian students in
the level of guilt. To explain this significant difference is quite difficult because guilt
scale consists of three different dimensions (trait, state, and moral standards), and one
of the three dimensions could be increase the guilt scores in the Christian sample.
Therefore, this result should be replicated by subsequent studies. In conclusion, the
results revealed some minor differences in general distress symptoms between the
Muslim and Christian students. While Turkish students reported higher degree of
depression and anxiety, the Canadian students experienced higher level of guilt.
Furthermore, degree of religiosity only affected severity of guilt. These results suggest
that except for guilt, other general distress variables may not be affected by person’s
degree of religiosity, and the relationship between religiosity and psychopathology
may be specific to certain types of psychopathology measures (i.e., guilt, OCD).
After the examination of the religiosity-general distress measures relationship,
the present study focused on the examination of religiosity, nationality and OCD
relationship. Hypothesis 1 suggested that participants high in religiosity would score
significantly higher than participants low in religiosity on the total OCD symptoms as
measured by the total score on the Clark Beck Obsessive-Compulsive Inventory.
Results revealed that regardless of nationality, higher degree of religiosity was related
to higher degree of OCD symptoms. That is, religious school students received the
highest OCD symptoms in both Muslim and Christian samples. The low religious
participants had the lowest and high religious ones reported moderate level of OCD
symptoms. These results supported the first hypothesis of the present study, as well as

previous research findings that indicated exaggerated role of religiosity in OCD
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symptoms (Rasmussen & Tsuang, 1986; Salkovskis et al., 1999; Steketee et al., 1991;
Sica et al., 2002).

The present study also aimed to understand whether belonging to specific
nationality would make the individual more vulnerable to develop OCD symptoms
than belonging to another one by comparing the Turkish Muslim students with
Christian ones. In terms of the effect of nationality, because of high emphasis on
religiosity in Muslim sample, Hypothesis 2 suggested that high religious Muslim
students would suffer from higher degree of OCD symptoms than did the high religious
Canadian Christian students. Results indicated that there was no significant difference
between the Turkish and Canadian groups in total OCD symptoms. Therefore, the
second hypothesis was rejected. These results suggested that degree of religious
devoutness may be more important factor to exacerbate OCD symptom severity than
belonging to a specific nationality because regardless of nationality, increase in
religiosity resulted in more severe OCD symptom presentation.

In terms of the OCD symptom type, Hypothesis 3 suggested that because of
higher emphasis on thinking and beliefs in Christianity, and higher emphasis on rituals
in Islam, while highly religious Christian students would report higher degree of
obsessionality as compared to highly religious Muslims, highly religious Muslim
students would suffer from higher degree of compulsive symptoms than highly
religious Christian students. Analyses of OCD symptoms revealed that, again
regardless of nationality, increase in religiosity resulted in more severe obsession and
compulsion symptoms in both the Canadian Christian and the Turkish Muslim
samples. Religious school students reported the highest level of obsessive and
compulsive symptoms; that is they scored higher than both high religious and low
religious students. Moreover, the degree of religiosity affected Canadian and Turkish
participants differently in terms of the presentation of OCD symptoms. To put it
differently, religious school Turkish Muslim students presented higher degrees of
compulsions than religious school Canadian Christian students. Furthermore, in the
Canadian students, there were no significant differences among the three different

religiosity groups, whilst religiosity resulted in significant differences in the severity of
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compulsive symptoms in the Turkish students. As expected, religious school Turkish
students suffered from higher degree of compulsive symptoms than low religious
Turkish. Therefore, the hypothesis claiming Turkish students would suffer from higher
degree of compulsive symptoms than Canadian students was supported. Nevertheless,
religiosity has not created a significant difference for Turkish or Canadian students on
the obsessive symptom level. This proves that the hypothesis claiming that Canadian
students would perform more obsessive symptoms is not supported.

Fourth hypothesis stated that high religious participants would score
significantly higher than low religious participants in scrupulosity symptoms, as
measured by the total score on the Penn Inventory of Scrupulosity. Furthermore,
because of differences in the tenets of Christianity and Islam, it was also expected that
high religious Muslim students would report higher level of scrupulosity symptoms
than high religious Christian students. To test these hypotheses, firstly group
differences in total scrupulosity symptoms, assessed by PIOS, were examined via
analysis of variance. The results indicated that nationality and religiosity had
significant effects on the experience of scrupulosity symptoms. As expected, high
degree of religiosity was associated with higher degree of scrupulosity symptoms. That
is, regardless of nationality, religious school students and highly religious students
experienced higher degree of scrupulosity than low religious participant. Therefore, the
fourth hypothesis was supported. This finding is consistent with previous findings. For
example, Greenberg and Shepler (2002) conducted a research in 28 ultra-orthodox
Jewish psychiatric patients with OCD in order to examine the relationship between
religiosity and religious symptoms of OCD. They compared patients’ experience of
their religious and non-religious symptoms of OCD. The most striking finding was that
when all the sample of OCD patients are from one very religious group, 93% of the
sample reported they experience religious symptoms. Consistent with this result,
authors (Rasmussen & Tsuang, 1986; Steketee et al., 1991) suggested that individuals
from conservative religious groups, such as fundamental Christians, may be more

inclined to develop scrupulosity than low religious individuals.
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The present study also aimed to examine whether scrupulosity is
disproportionately represented within some religious groups. Because of differences in
the tenets of Christianity and Islam, it was also expected that high religious Muslim
students would report higher level of scrupulosity symptoms than high religious
Christian students. The results of the present study also revealed that Turkish students
reported higher scrupulosity symptoms than Canadian students; therefore the fifth
hypothesis of the present study was supported. Therefore, significant differences
between the Christians and Muslims in the severity of scrupulosity symptoms suggests
that because of the content of the obsessions and compulsions, scrupulosity may be
more sensitive to the influence of religious doctrine, different from other OCD
symptom subtypes. This finding seems to be consistent with the previous findings
from other Muslim countries (Mahgoub & Abdel-Hafeiz, 1991, Okasha et al., 1994).

Because Islamic doctrine, which stresses fear of God as an important attitude,
alongside with hope and trust in God, and fear is a cherished attitude in Muslim
worship, sixth hypothesis proposed that high religious Muslim students will score
significantly higher than high religious Christians on fear of God symptoms as
measured by the Fear of God subscale scores on the Penn Inventory of Scrupulosity.
Results revealed that religious school and high religious the Turkish Muslim groups
reported higher fear of God than religious school and high religious Christian groups.
These findings suggested that the cognitive basis of scrupulosity may differ between
Christians and Muslims, with the latter more concerned about fear of God than the
former. Overall the findings indicated that cultural values may influence which beliefs
and attitudes might characterize the cognitive basis of religious obsessions. Therefore,
the sixth hypothesis was supported.

The cognitive theories of OCD (e.g., Purdon & Clark, 1993; Rachman, 1997,
Salkovskis, 1985) propose that misinterpretations of the content and occurrence of
intrusive thoughts play a significant role in the transformation of these intrusions into
abnormal clinical obsessions. Furthermore, previous studies indicated that cultural
factors, such as religious doctrines, rituals or customs may influence how person

appraise and response to his/her intrusive thoughts. Therefore, hypothesis 7 stated that
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high religious participants will receive significantly higher score than low religious
participants on obsessional beliefs, as measured by the total score on the Obsessive
Beliefs Questionnaire - 44. Furthermore, because of different values in two nationality
s, we expected to find significant differences between high religious Muslims and
Christians in scores on the three subscales of OBQ: Responsibility/threat Estimation
(RT), Perfectionism/Certainty (PC), and Importance/Control of Thought (ICT).

In terms of the total OBQ score, results showed that after holding constant the
significant main effect of depression, the experience of obsessive related beliefs was
affected only by degree of religiosity. Religious school students obtained the highest
scores on obsessive beliefs questionnaire. The low religious participants had the lowest
and the high religious ones reported moderate level of OCD relevant beliefs. That is,
high degree of religious devoutness was found to be associated with higher degree of
dysfunctional beliefs; therefore, sixth hypothesis was supported. However, consistent
with OCD symptoms, nationality did not have a significant effect on the severity of
obsessive beliefs. Based on these results, it can be concluded that type of nationality
may not have an increasing effect on the severity of the obsessive like beliefs, that is
holding specific religious beliefs seems not to render a person more vulnerable to
develop more severe dysfunctional beliefs and appraisals that may play important roles
in the maintenance and persistence of OCD. However, results showed that the content
of the appraisal may be influenced by the nationality and degree of religiosity. When
the three subscales of OBQ were examined separately, religiosity has had an
increasing effect on the three dimensions of obsessive beliefs questionnaire (OBQ).
Religious school students scored higher on the three subscales of the OBQ (i.e.,
appraisals of RT, PC, and ICT) as compared to low religious students. Three religious
groups only differed from each other in terms of the scores on the Importance/Control
of Thoughts (ICT) subscale. Because this appraisal was more sensitive to differences
in religious devoutness, it can be suggested that degree of religiosity may play a more
significant role in the exacerbation of the beliefs about importance and need to gain
complete control over unwanted mental intrusions, as compared to

Responsibility/Threat Estimation (RT) and Perfectionism/ Certainty (PC) appraisals.
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Furthermore, cultural differences affected obsessive beliefs differently. Turkish
students reported higher levels of perfectionism and intolerance for uncertainty in
comparison with Canadian students. Rather than emphasis on religious beliefs, this
result may be explained, in the best way, by referring to Hofstede’ study (2001) that
defined countries using four national dimensions. According to this study, Turkey
seems to be a more collectivist, relatively masculine, uncertainty avoidant (low
tolerance for ambiguity) with inequalities of power. Canada, on the other hand, is a
more individualistic country that also has higher tolerance for uncertainty with low
power distance. Thus, the differences between the Canadian and the Turkish students
may be also related to cultural characteristics of the two countries, rather than purely
religious differences. In order to explore these difference further, future studies need to
examine differences between different religion groups from the same country.

The following section presents the discussions of these findings in light with

the specific facets of Islam and Christianity, as well as previous literature findings.

4.3. 2. General Discussion: Nationality, Religiousness, OCD and Scrupulosity

Symptoms, and OCD-Relevant Beliefs

Over the last two decades, understanding the complicated interrelationship
between culture, and human behavior and experience has received great interest in
contemporary psychology. Some research has focused on psychopathologic
manifestations of a specific disorder across cultures (Draguns & Matsumi, 2003),
while other studies have aimed to specify the differences and similarities in disorders
and typical symptoms across cultures (e.g., Kleinknecht, Dinnel, Kleinknecht, Hiruma,
& Harada, 1997). The cross-cultural studies on OCD revealed that OCD and other
anxiety disorders may vary across cultures in terms of prevalence and form of
expression but not in their essential structures (e.g., Good& Kleinman, 1985). Cross-
cultural epidemiological studies have shown that OCD is found in all cultures that

have been the subject of epidemiological studies, and its clinical picture is relatively
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uniform, with similar annual prevalence rates, age of onset, symptom subtypes and
comorbidity with major depression and other anxiety disorders (Greenberg & Witzum,
1994; Weissman et al., 1994). However, based on differences in the frequency of
subtypes and predominance of obsessive over compulsive symptoms across countries,
or vice versa, researcher concluded that in spite of its valid diagnostic category across
cultures, the variability in symptom presentations suggests that cultural factors may
affect the frequency and symptom presentation of OCD (Sasson et al., 1997;
Weissman et al., 1994).

De Silva (2006) proposed that cultural factors can influence obsessions and
compulsions in four ways: (a) content of obsessions/compulsions may reflect common
concerns within a culture; (b) obsessions/compulsions may be linked to religious
beliefs and/or practices (c) those with strict religious beliefs may be more prone to
developing clinical obsessions, as a result of attaching high significance to unwanted
intrusive thoughts and (d) superstitions prevalent in a culture may be reflected in the
OCD symptoms of members of that culture (e.g., measures of superstition were
correlated with overall compulsiveness, compulsive checking, perfectionism and
responsibility) (Frost et.al., 1993).

Researchers suggested that OCD symptoms can act like a lens that magnifies
certain aspects of the culture that have salience for individual experience (Lemelson,
2003). For example, OCD sufferers from Saudi Arabia exhibit a high frequency of
obsessions and compulsions about the performing ritualistic prayers and washings in a
predetermined strict order that has not been found in epidemiological studies of non-
Muslim countries (Mahgoub & Abdel-Hafeiz, 1991). In a transcultural study Okasha et
al. (1994) found that clinical samples of OCD patients from India and England very
rarely reported religious content in OCD symptoms, whilst culturally bound religious
content in OCD symptoms was observed very frequently in Egyptian (e.g., 60%) and
in Jewish OCD samples (e.g. 50%). Different from religious content in OCD
symptoms in the Muslim countries, studies in Western and Eastern countries indicated
that, dirt and contamination obsessions are the most common obsessions in these

countries and contamination obsessions is followed by harm or aggression, somatic

222



issues, religious issues, and finally sexual issues (Mataix-Cols et al., 1999, 2002;
Sasson et al., 1997). These findings suggest OCD symptoms can act like a lens that
magnifies certain aspects of culture that have salience for individual experience
(Lemelson, 2003).

Religion is an important cultural factor that may play a role in the maintenance,
development and course of OCD. On the other hand, the association between
religiosity and mental health remains complex and an ambiguous area for
psychological research. Despite some inconsistent findings which raise some questions
about the impact of religiosity on OCD and OC cognitions (Lewis, 1998, Rapheal et
al., 1996; Steketee et al., 1991; Rapheal et al., 1996), recent research has indicated that
degree of religiosity and nationality can influence the severity and the content of OCD
symptoms, as well as OCD relevant beliefs and appraisal (e.g., Abramowitz et al.,
2004; Cohen, 2003, Greenberg & Shefler, 2002; Rassin & Koster, 2003). Furthermore,
another shortcoming in the relevant literature is that the samples of the majority of the
studies examined relationship between religiosity and OCD were mostly drawn from
mainly Christian or Jewish cultures. To date, there is no study directly examined the
influence of nationality and religiosity on the OCD symptomatology, scrupulosity
symptoms and OCD related beliefs by comparing high religious Muslim samples with
high religious Christian samples. Therefore, the present study mainly aimed to
understand the influence of nationality as a cultural diversity and religiosity on OCD
symptoms, scrupulosity, and obsessive related beliefs using the Canadian Christian and
Turkish Muslim students who have different degree of religiosity.

As discussed before, the cognitive models of OCD underlie the three tenets of
the etiology of OCD: (a) clinical obsessions drawn from normal, unwanted intrusive
thoughts, (2) dysfunctional assumptions and appraisals (e.g., responsibility,
overimportance/control of thoughts, overestimation of threat) play and important role
in the transformation of normal intrusions into clinical obsessions and compulsive
behaviors to reduce anxiety caused by obsessions, and (¢) compulsions as neutralizing
acts provide only temporary relief, however, in the long term, they increase the

frequency and intensity of the intrusions. In his cognitive theory of OCD Rachman
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(1997) proposed that the catastrophic misinterpretation of the occurrence and content
of intrusions plays a significant role in OCD, and high religiosity may serve a function
in appraising the intrusive thoughts as personally significant and important. Regarding
the relationship between religiosity and OCD, Rachman (1997, p. 798) hypothesized
that “people who are taught, or learn, that all their value-laden thoughts are of
significance will be more prone to obsessions — as in particular types of religious
beliefs and instructions”. He emphasized that the content of obsessions can reflect
religious themes.

The results of the present study greatly supported the role of increased
religiosity in obsessions, compulsions, scrupulosity, and OCD relevant appraisals and
beliefs. Results revealed that regardless of nationality, higher degree of religiosity was
related to higher degree of OCD symptoms. That is, religious school students received
the highest OCD symptoms in both Muslim and Christian samples. The low religious
participants had the lowest and high religious ones reported moderate level of OCD
symptoms. These results supported to the previous research findings that indicated
exaggerated role of religiosity in OCD symptoms (Rasmussen & Tsuang, 1986;
Salkovskis et al., 1999; Steketee et al., 1991; Sica et al., 2002). However, contrary to
expectation, there was no significant difference between the Turkish and Canadian
groups in total OCD symptoms. These results suggested that degree of religious
devoutness may be more important factor to exacerbate OCD symptom severity than
belonging to a specific religious affiliaiton because regardless of nationality, increase
in religiosity resulted in more severe OCD symptom presentation. This non significant
difference between the Canadian and the Turkish university students can be explained
by different characteristics of Turkey as a Muslim country. Different from other
Muslim samples, Turkey has removed Islamic practices from public life throughout the
last century, and many Turkish Muslims are very secular in their lifestyle. Because of
this secular state structure, Turkey has different realities of political and religious life,
which may render the characteristics of Turkey similar to Western countries, rather
that other Muslim samples. The secular characteristics of Turkey, as different from

other Islamic countries have been supported by a series of studies. For example,
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among the Muslim samples, Saudi Arabian and Egyptian patients with OCD had
religious symptoms in 60%o0f the cases. In contrast, Egrilmez et al. (1997) found
religious symptoms in only 11% of their Muslim sample in Turkey. Similarly, Teket,
Ulusahin and Orhon (1998) found that the Turkish sample resembled the western and
Indian samples in the order of the frequency of symptoms (i.e. obsessions of
contamination, aggressive, symmetry/exactness and religious vs. compulsions of
cleaning/washing, checking and ordering).Thus, the lack of differences between
Turkish Muslims and the Canadian Christians may not generalize to other Muslim
groups from other cultures.

Analyses of OCD symptom subtypes (i.e., obsessions and compulsions)
revealed that, again regardless of nationality, increase in religiosity resulted in more
severe obsession and compulsion symptoms in Canadian and Turkish sample.
Religious school students reported the highest level of obsessive and compulsive
symptoms; and they scored higher than both high religious and low religious students.
Moreover, the degree of religiosity affected Christian and Muslim participants
differently in terms of the presentation of OCD symptoms. To put it differently,
religious school Muslim students presented higher degrees of compulsions than
religious school Christian students. Furthermore, in Canadian Christian students, there
were no significant differences among the three different religiosity groups, whilst
religiosity resulted in significant differences in the severity of compulsive symptoms in
the Turkish Muslim students. As expected, religious school Muslim students suffered
from higher degree of compulsive symptoms than low religious Muslims. These results
suggest that regardless of nationality, religiousness has a detrimental effect on the
severity of the OC symptoms in both Christian and Muslim students. However,
elevated OC symptoms in religious students were due to compulsions in the Muslim
religious school students. The reason of this difference may be explained by the
difference of emphasis in these two. While Islam is a religion with rituals which are
expected to be performed in a specific order, Christianity is a religion which
emphasizes liturgy, intentions and strives for excellence and there are relatively few

behavioral rituals that should be followed strictly during the religious worships (Favier
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et al., 2000; Sica, Novara & Sanavio, 2002; Siev & Cohen, in press). For Christians,
faith is proven by belief in Jesus. However, in Islam, in addition to the emphasis on
beliefs, Muslims should follow very strict rituals to prove one’s faithfulness to
“Allah”.

Different from the Canadian Christian students, the significant positive
relationship between religiosity and compulsive rituals in the Turkish Muslim sample
was further supported by the findings of the subsequent regression analyses. To better
understand the common and distinct nature of the factors that may increase the severity
of compulsive symptoms in the Canadian and the Turkish students, two separate
hierarchical regression analyses were performed on the compulsive subscale of the
CBOCI in the Canadian and the Turkish. In these regression analyses, depression and
anxiety symptoms were used as control factors and were entered in the first block.
Then, guilt and religious fundamentalism scores were included in the second block.
Three subscales of OBQ as obsession related beliefs were entered in the third step.
Finally, scrupulosity scores were entered into the analyses as OCD subtypes. Results
indicated that after controlling for the effects of depression and anxiety, the severity of
guilt was significantly and positively related to compulsive symptoms for both the
Turkish and the Canadian samples. However, person’ strength of religious devotion
and severity of scrupulosity symptoms were only related to compulsive symptoms in
the Turkish students. The significant association with religiosity, scrupulosity and
compulsive symptoms in the Turkish Muslim students further supported the influence
of Islamic laws on the symptom presentation. For example, in Islamic law, menstrual
impurity is very significant; women are forbidden to fast or pray during menstruation,
and their underwear should be washed separately. The importance of menstrual purity
may compel high religious individuals to check themselves repeatedly during the days
before prayer. To start praying again after the end of menstruation, she should clean
herself in a ritual bath, and after the taking bath, even in the presence of a drop of
blood, she must stop prayer and restart bathing rituals. Furthermore, while performing
an ablution before five time salaat in a day, it is essential that certain parts of body

should be washed in a specific order and in specific number of times. Otherwise, it is
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obligatory that the rituals should be repeated since the breaking of the order would
destroy the value of the worship. Even contaminating very small drop of urine can
break the ablution, and before praying each Muslim should check everything that can
violate the purity. Similarly, Okasha (1970) noted that because of high emphasis on
cleanliness of the anal region, Muslim patients with OCD spent hour’s cleaning
themselves before prayer. These concerns are consistent with the high frequency of
compulsive symptoms in the high religious Muslim students. Furthermore, in Islam,
doubts and/or religious intrusions about religious practices are accepted as
“vesvese/waswas”, which refers to the temptation by the Devil forces as a test for
faithfulness, or excessive doubts about proper and orderly completion of any religious
practice (Al Issa & Qudji, 1998). According to Islam, by means of “waswas”, Devil
continuously tries to flummox the person’s mind during performing his/her daily
worships to weaken the person’s faith during religious worships. The occurrence of
waswas may increase doubts about the correctives of religious rituals, which in turn
may increases the frequency of compulsive symptoms in Muslim religious school
students.

In terms of the predictive values of OCD related beliefs for compulsive
symptoms, results indicated that different appraisals played significant roles in the
severity of compulsive symptoms for the Christian and Muslim students. Beliefs about
importance and need to control thoughts were related to severity of compulsive
symptoms in the Canadian sample whereas beliefs about responsibility and increased
threat estimation were significantly related to severity of compulsive symptom in the
Turkish sample. These results suggest that for Turkish and Canadian samples, different
appraisal factors play a significant role in the severity of compulsive symptoms. For
the Canadian students, the occurrence of a high level of guilt and the higher tendency
to believe the importance of thought (i.e., believing that having a thought about an
immoral act is morally equivalent of committing the act and thinking about an event
can make it happen) and to believe the necessity of complete control (i.e., one can and
should control unwanted thoughts) increase distress and motivate the person to

perform overt or covert compulsive behaviors to decrease feeling of distress. However,
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non significant relationship between religiosity and compulsive symptoms suggests
that compulsive rituals may not be influenced religious issues in the Canadian
students. For the Turkish students, religiosity and guilt seem to increase the frequency
of intrusions related to religious issues which may increase anticipated threat, and
sense of responsibility to prevent feared outcome, and the person performs
compulsions to prevent harm and decrease sense of responsibility. It can be suggested
that in Islam, person has complete responsibility for his/her behaviors. Salkovskis
(1985, 1999) placed inflated responsibility at the core of his cognitive model of OCD.
The model is based on the assumption that individuals feel distressed because they feel
responsible for some potential harm to others or themselves. Compulsions are a result

an

of the person's "perception" of responsibility and are a way of either "preventing harm
or preventing responsibility for harm" (Salkovskis, Forrester, Richards et al., 1998).
However, the authors noted that performing compulsions actually serves to reinforce
the strength of the belief that the person is really responsible and must do something to
prevent harm.

Nevertheless, different from compulsions, religiosity has not created a
significant difference for Turkish or Canadian on the obsessive symptom level. That is,
being Muslim or Christian did not create any significant differences in obsessive
symptom severity. Because Christianity emphasizes liturgy, intentions and derives for
excellence (Favier et al., 2000; Sica, Novara & Sanavio, 2002; Siev & Cohen, in
press), it was expected that Christians would suffer from higher levels of obsessions
than would Muslims. However, the results prove that the hypothesis claiming that
Christian students would perform more obsessive symptoms is not supported. The fact
that Islam emphasizes the rituals does not minimize the significance and the meaning
that the religion gives to the thinking and faith. In other words, Islam is a religion that
also emphasizes the purity of thinking and faith in addition to the rituals. In Islam, as
stated above, highly religious individuals believe that involuntary negative thoughts
are created deliberately by the Devil in order to undermine one’s faith. During and/or
before prayer, the person can experience various doubts about his religious practices

and can not easily get rid of these doubts; thus, this condition causes distress. Koran
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states that these doubts are a kind of temptation from the devil that distracts the faithful
person from carrying out daily religious duties and aims to undermine one’s faith (Al
Issa & Qudji, 1998). High religious Muslims may try to dismiss “waswas” from their
minds to prove the strength of their faith to Allah by praying more than usual, or
thought suppression efforts which increase the obsessive qualities of normal intrusions.
Therefore, the level of religiousness in Muslims seems to be important both in
obsessive and also in compulsive symptoms.

The universality of the etiological factors that may increase the severity of
obsessions in the Canadian Christians and the Turkish Muslims was further supported
by regression analysis. After controlling the significant effect of depression and
anxiety, for both Canadian and Turkish samples, obsessions was best accounted for by
the occurrence of four factors: (a) religiosity, (b) feeling of guilt, (c) beliefs about the
importance and the necessity of controlling unwanted intrusive thoughts, and (d)
scrupulosity symptoms. Results also revealed some hint of cultural differences; that is,
the OBQ-RT appraisal appeared as a significant belief only in the Canadian sample.
Accordingly, when the findings of analyses of variance and regression analyses are
assessed together, even though mediational anaysis was not performed, it can be
suggested that high degree of religiosity and experience of high degree of guilt may
increase the possibility of experiencing unwanted mental intrusions, which may arise
from the fear of negative religious consequences (e.g., punishment from God, eternal
damnation, committing a sin) which may in turn result in distress and anxiety, and
motivate the person to attempt control of intrusive thoughts (e.g., sexual, sacrilegious)
that are perceived as sinful and morally unacceptable. However, these purposeful
control efforts usually provide transient relief, and paradoxically increase the
frequency and severity of obsessions. The role of beliefs about the importance of
thoughts and the necessity of exerting complete control over them in OCD has already
been described in the cognitive theory of OCD by Rachman (1993, 1989) and D. A.
Clark (2004).

Responsibility and threat estimation beliefs was only significantly associated

with obsessive symptom severity in the Canadian students. This finding can be
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explained by specific tenets of Christianity. Muslims tended to place higher priority on
religious practice than on religious belief, whereas Christians placed higher priority on
religious belief over religious practice (Cohen, Seigel, and Rozin, 2000). Over
emphasis on thoughts and belief in the Christianity may increase the perceived threats
as a result of experienced thought which may in turn increase sense of responsibility to
do something to prevent feared outcome by controlling unwanted intrusive thoughts.
Furthermore, in Christianity a person is also responsible for his/her thoughts. For
example, using a sample of Catholic and Protestant college students, Rassin and Koster
(2003) found that high religious individuals reported higher degrees of thought-action
fusion (TAF) (i.e., a cognitive bias that thoughts are morally equivalent to actions).
Furthermore, the results showed that the religiosity-TAF relationship was different for
Catholics and Protestants. Protestants believed that thoughts were significantly more
likely to lead to actions, and that some thoughts were equivalent to actions.
Consistently, the previous studies indicated that TAF, thought suppression, and
inflated sense of responsibility are closely connected concepts in relation to OCD
symptoms. It is suggested that people experiencing TAF tend to either feel inflated
responsibility over causing and preventing some negative consequences, or in order to
relieve the distress they try to suppress these fusion-like thoughts, which in turn seem
to aggravate the OC symptoms (OCCWG, 2001, 2003; Rachman et al., 1996). In
contrast, according to basic tenets of Islam, Muslims are responsible for only their
behaviors, but not their thoughts. Therefore, inflated sense of responsibility and threat
estimation might not be directly related to severity of obsessions in Muslims. In other
words, for Muslims, it can be suggested that if one does not appraise his/her intrusive
thoughts in terms of responsibility and threat estimation appraisal, and he/she just
believes importance of thoughts, and wants to gain complete control, he may
experience higher level of obsessions, however, if he/she feels responsible
himself/herself for negative outcome he/she may probably suffer from higher level
compulsive symptoms, because responsibility/threat estimation subscale of OBQ was
the unique obsessive belief that predicted compulsive severity in the Turkish Muslim

students. These results suggest that different from universal feature of obsessionality,
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compulsive symptoms may be more open to the influence of cultural factors, such as
religious doctrines, rituals and customs.

Because scrupulosity is a subtype of OCD, it should be related to several
factors that are associated with the etiology of OCD. Greenberg (1984) suggested that
the phenomenology of scrupulosity closely mirrors that of other subtypes of OCD in
that sufferers experience obsessions that create distress, and then perform compulsions
in order to decrease the distress. Abramowitz et al. (2002) developed a scrupulosity
scale to assess the severity of the religious obsessions. The findings of this study
indicated that religious obsessions could be classified into two main symptom clusters,
namely Fear of God and Fear of Sin. They found that regardless of religious affiliation,
highly religious participants reported higher fear of sin and fear of God symptoms as
compared to less religious participants. Consistent with the specific tenets of their
religious theologies and practices, protestant participants reported higher degree of
scrupulosity symptoms than both Catholics and Jews. Based on these results,
researchers concluded that these findings are evidence that the scrupulosity symptoms
are sensitive to differences between religious doctrines, and subsequent
epidemiological studies are needed to see if scrupulosity is seen more frequently
within some religious groups (Abramowitz, Huppert, Cohen, Tolin, & Cabhill, 2002).
Therefore, the present study aimed to examine the effect of nationality and degree of
religiosity on the experience of scrupulosity symptoms in the Canadian Christian and
the Turkish Muslim students. It was aimed to investigate whether belonging to specific
culture makes the individual more vulnerable to develop scrupulosity symptoms than
belonging to another one by comparing Turkish students with Canadian ones.

Results indicated that nationality and religiosity had significant effects on the
experience of scrupulosity symptoms. As expected, high degree of religiosity was
associated with higher degree of scrupulosity symptoms. That is, regardless of
nationality, religious school students and highly religious students experienced higher
degree of scrupulosity than low religious participant. This finding is consistent with
previous findings (Greenberg & Shepler, 2002; Abramowitz et al., 2002). The results
of the present study also revealed that Turkish reported higher scrupulosity symptoms
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than the Christians. This difference can best be explained by the basic tenets of Islam.
The Quran delineates five pillars of Islam (i.e., Shahadah, Salat, Zakat, Sawm, and
Hajj). Carrying out these obligations provides the framework of a Muslim's life. No
matter how sincerely a person may believe, Islam regards it as pointless to live life
without putting that faith into action and practice. Carrying out the Five Pillars
demonstrates that the Muslim is putting their faith first, and not just trying to fit it in
around their secular lives. Therefore, persistent doubting about whether the individual
puts these obligations into action and practice perfectly, or denying Allah's Decree and
doubts about existence and uniqueness of God are big sins in Islam, and some
unwanted intrusive thoughts, consisting of these big sins, may generate remarkable
distress, and motivate the person to get these thoughts out of his/her mind or suppress
them. However, according to the cognitive models of OCD, these efforts usually have
a paradoxical effect on the frequency and severity of these thoughts. Therefore,
significant differences between the Christians and Muslims in the severity of
scrupulosity symptoms suggests that because of the content of the obsessions and
compulsions, scrupulosity may be more sensitive to the influence of religious doctrine,
different from other OCD symptom subtypes. This finding seems to be consistent with
the previous findings from other Muslim countries (Mahgoub & Abdel-Hafeiz, 1991,
Okasha et al., 1994). For example, OCD sufferers from Saudi Arabia exhibit a high
frequency of obsessions and compulsions about ritualistic prayers and washings that
has not been found in epidemiological studies of non-Muslim countries (Mahgoub &
Abdel-Hafeiz, 1991). In a transcultural study Okasha et al. (1994) found that culturally
bound religious content was observed in OCD symptoms 60% of the time in Egyptian
OCD samples and 50% of the time in Jewish OCD samples. They found that clinical
samples of OCD patients from India and England very rarely reported religious
content in OCD symptoms.

Furthermore, in the present study there were significant differences between
Canadian and Turkish students in terms of Fear of sin and Fear of God. Religious
school and high religious Muslim groups reported higher fear of God than

religious school and high religious Christian groups. These findings suggested
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that the cognitive basis of scrupulosity may differ between Christians and
Muslims, with the latter more concerned about fear of God than the former.
Overall the findings indicated that cultural values may influence which beliefs
and attitudes might characterize the cognitive basis of religious obsessions. This
finding is understandable based on the Islamic doctrine, which stresses fear of
God as an important attitude, alongside with hope and trust in God. Fear is a
cherished attitude in Muslim worship. For example, the Qur’an states: “it is only
the Devil who would make (men) fear his partisans. Fear them not; fear Me, if
you are true believers’ (Qur’an 3: 175). So if you desire good and not evil, fear
God in whatever you do”. Similarly, in other Sura, Qur’an states that: “then your
hearts hardened after that, so that they were like rocks, rather worse in hardness;
and surely there are some rocks from which streams burst forth, and surely there
are some of them which split asunder so water issues out of them, and surely there
are some of them which fall down for fear of Allah, and Allah is not at all
heedless of what you do. (Qur’an 2:74). In spite of strong emphasis on God’s
mercifulness and benevolence, for example the first verse of the Qur’an begins
“In the name of Allah, the Beneficent, and the Merciful” (Qur’an 1:1), Islam is
mainly based on fear of God which may increase the fear of God scores in the
Muslim students as compared with the Christian ones. In contrary, Christianity
emphases love of God more strongly than Islam. For example, Benson and Spilka
(1973) examined people’s perception of God and found that participants’
individual items can be classified into Stern Father, Allness, Distant, Supreme
Ruler, and Kindly Father factors. Consistently, Kunkel et al (1999) found that
Patterns of salience ratings suggest that participants tended to view God as
masculine, powerful, nurturant, and comforting rather than punitive (Kunkel,
Cook, Meshel, Daughtry, Hauenstein, 1999)

To better understand the factors that play an important role in the maintenance
and persistence of scrupulosity in Canadian and Turkish students, a series of regression
analyses performed. The predictors of the two dimensions of scrupulosity symptoms

were examined separately for the Canadian and Muslim samples. Firstly, predictors of
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Fear of Sin scores were examined. Results revealed that except Responsibility/Threat
appraisals, same factors were significantly associated with the severity of fear of sin
symptoms. After controlling the significant effect for depression and anxiety, guilt and
religious fundamentalism were significantly and positively associated with fear of sin
scores. In terms of OCD related beliefs, beliefs about the importance and necessity of
control the thoughts showed significant positive relationship with fear of sin in the
Canadian and Turkish students. However, different from the Turkish students, inflated
responsibility and threat estimation were significantly related to fear of sin in Christian
students. These differences can be explained by the basic principles of Islam. As stated
before, according to Islam, Muslims are not responsible for their thoughts unless they
put into action their thoughts. For example, Quran states that “Allah does not call you
to account for what is vain in your oaths, but He will call you to account for what your
hearts have earned and insist to do them, and Allah is Forgiving, Forbearing”. Related
to this verse, Al-Bukhari who was a famous Sunni Islamic scholar of Persian ancestry
stated that “you are not responsible for your thoughts unless you put them into action”
Therefore, different from the Canadian Christians, the Turkish Muslim students may
not feel responsibility for their involuntary unwanted intrusive thoughts, which may in
turn decrease the perception of threat. However, similar to the Canadian Christians,
they still show a tendency to believe their thoughts are important and one can and
should control his/her unwanted thoughts. This result still seems to be consistent with
tenets of the Islamic doctrines. For example, Koran states that “Whatever is in the
heavens and whatever is in the earth is Allah's; and whether you manifest what is in
your minds or hide it, Allah will call you to account according to it; then He will
forgive whom He pleases and chastise whom He pleases, and Allah has power over all
things (Al-Baqarah, 2:284). Also, the other verse states that “And pursues not that of
which thou hast no knowledge; for surely the hearing, the sight, the heart, all of those
shall be questioned of (on the Day of Reckoning)” (Qur’an 17:36), Therefore, Muslims
are not completely free from their thoughts, and because they believe the God knows

what he/she thinks, they may try to dismiss their sinful thoughts.
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Secondly, the predictors of Fear of God subscale of scrupulosity inventory were
examined. Again as expected, after controlling for the significant effect of anxiety,
religious fundamentalism and guilt showed significant relationship with Fear of God for
both the Canadian and Turkish students. However for both samples, interestingly, none
of the obsessive belief dimensions was significantly predicted fear of God scores.
Furthermore, for both samples, depression and obsessive scores were not related to
severity of fear of God. Based on these results it can be suggested that fear of God may
be quite an acceptable general attitude for both religions, and that this may weaken the
relations of such kind of thoughts with OCD by reducing the probability of people’s
feeling a need to control their thoughts about fear of God. In contrary, fear of sin may
be quite an ominous experience for members of both religions, and thus they may
increase the probability of performing their neutralization efforts in order to achieve
purity of thought by removing these thoughts from their minds. As it has already been
mentioned, strong motivation to control thoughts increases the transformation of
normal intrusive thoughts into clinical abnormal obsessions. In brief, these findings
suggest that transformation of fear of sin into scrupulosity is more probable than the
thoughts about fear of God. In other words, fear of sin may be a more pathological
component of scrupulosity. However, for higly religious Turkish students, compulsive
symptoms severity showed significant positive relationship with Fear of God. These
findings suggest that, different from highly religious Canadian Christian students, fear
of God may increase their level of compulsive symptom by motivating highly religious
Muslim students to pray more than usual to prove their devotion to Allah, to perform
religious rituals more strictly, and to be more careful while performing religious
rituals.

As stated above, Importance/Control of Thoughts was the unique cognitive
bias that significantly related to fear of sin and obsessional in both the Canadian and
Turkish students. Furthermore, the predictors of obsessions and fear of sin symptoms
were compared; results indicated that the vulnerability factors of obsessions and fear of
sin are remarkably similar in Canadian and Turkish samples. Obsessions and fear of

sin were explained by the occurrence of four factors for both the Canadian Christian
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and the Turkish Muslim samples: (a) depression and anxiety, (c) elevated guilt, (c)
religious fundamentalism, and (d) elevated beliefs about the overimportance of
thoughts and need to control thoughts. These findings support Rachman's (1997, 1998,
and 2003) and Clark’s cognitive theory of obsessions (2004) which posits that the
catastrophic interpretation of intrusive thoughts and the importance given controlling
thoughts leads to obsessive-compulsive phenomena. Indeed, the results confirm
Rachman's hypothesis noting the significant role of Thought-Action Fusion (TAF;
Rachman, 1993; Rachman & Shafran, 1999) for religious individual with obsessive
thoughts. Thought-Action Fusion is one of the main components of the
Importance/Control of Thoughts subscale of the OBQ-44.

The findings of the present study highlight the universal role of beliefs about
Importance/Control of Thoughts in OCD, and fear of sin dimension of scrupulosity.
The results of the present study revealed that importance/control of thoughts appraisal
dimension of Obsessive Beliefs Questionnaire was the unique subscale that
significantly differentiated the three groups differing on level of religiosity. Consistent
with this finding, Sica, Novara, and Sanavio (2002) have shown that the effects of
overimportance of thoughts and need to control thoughts (the two components of
Importance/Control of Thoughts) were found to be related to obsessive-compulsive
phenomena only for highly religious individuals. One explanation is that if the content
of intrusions is interpreted as slightly important or relevant to the person, he or she will
not intentionally try to dismiss these thoughts out of his/her minds, and is able to
dismiss them easily and move forward. However, when the content of the intrusions is
highly salient for the individual, beliefs about importance/control of thoughts may
become extremely pathological.

Rachman (1997) proposes that highly religious individuals may be more prone
to appraise their blasphemous thoughts as being more important, personalized, ego-
alien, and have potential and serious consequences. Consistent with this argument,
based on his research, Witzing (2005) has exampled Rachman’ arguments as following:
the presence of thoughts of blasphemy of having sex with a religious icon can be

interpreted as an indicator of loss of salvation, judgment by God, and eternal
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punishment, and then, for a Christian or Muslim who is highly fundamental and highly
religiously committed would appraise the mere presence of these thoughts as a flaw in
their complete faith, and then would experience remarkable distress and anxiety. Thus,
the person will engage in attempts to control the thoughts through thought suppression
and/or neutralization of some kind. However, regardless of an individual's ability to
suppress or rid himself of an obsessional thought, the most damaging aspect of trying
to control intrusive thoughts is that perfect control usually impossible and transient and
quick reductions in anxiety as a result of control efforts in turn reinforces and
strengthens the "validity" of the obsession (Purdon, 1999; Purdon & Clark, 2000,
2001).

Clark (2004) suggested that individuals who are vulnerable to obsessional
thinking might misinterpret their unsuccessful thought control efforts as highly
significant and threatening. The interpretation of failure to achieve complete control
over the unwanted intrusive thoughts as highly significant and threatening could
eventually lead to predictions of dire negative consequences for the self and others.
Vulnerable individuals may also believe that perfect suppression or prevention of the
occurrence of an unwanted intrusion is not only possible but also highly desirable and
may be even necessary. As well, the obsession-prone individuals may feel an inflated
sense of responsibility to gain complete control over his or her mental activities and
may develop a number of faulty inferences about the consequences of failed control
over the intrusive thoughts. This faulty secondary appraisal process might lead a
vicious cycle between control and return of the unwanted thought into conscious
awareness because if a thought is so "dangerous" that one needs to suppress it, the
interpretation and resulting neutralization serves to reinforce the obsessive-compulsive
cycle and leads the person to be even more vigilant for the next intrusion (Purdon &
Clark, 2002). Consistently, Tolin at el. (2002) found that patients with OCD showed a
higher tendency to interpret their failure to completely suppress thoughts as a
characterological flaw significantly more often than do either normal or anxious

controls.
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Witzig (2005) adapted Rachman's (1997, 1998, 2003) and Clark’s cognitive
theories of obsessions to scrupulosity. According to him, the major themes of
obsessions (aggression, sex, and blasphemy) are all about issues of morality (Rachman
& Hodgson, 1980). Thus, highly devout Christian or Muslim individuals who
experience sexual thoughts or blasphemous images of sex with a sacred person are
likely to interpret the content of intrusions in a catastrophic manner due to moral
objections about having such thoughts. Consequently, religious individual who have
obsessions of blasphemy during prayer, easily meets all the five criteria for defining
personal significance of obsessions, as defined by Rachman (1997): (a) the person
perceives the content of religious intrusions as important, (b) he/she has personalized
meaning of obsessions as revealing their "true" or "hidden" selves, (¢) the individual
experiences the religious obsessions as ego-dystonic, (d) the individual perceives that
the obsession has potential consequences, such as committing a serious sin and
displeasing God, and (e) the individual perceives that the consequences are serious,
such as condemnation from God. Meeting these five criteria results in feelings of guilt
and distress which then usually leads the individual to try to neutralize (e.g., suppress,
undo, etc.) the thoughts in order to regain a feeling of purity and right standing with
God; therefore, scrupulous individuals are often consumed by their quest for "purity in
thought. The items on the Penn Inventory of Scrupulosity (Abramowitz et al., 2002)
have mainly content related to distress about immoral/unwanted thoughts. Therefore,
the finding of the present study supported the important role of importance and control
of thoughts in scrupulosity and obsessions by obtaining consistent findings from the
Canadian and the Turkish students.

The findings regarding significant relationship between fear of sin,
obsessionality, guilt, and religious fundamentalism supported the previous research
findings, which have shown that guilt, which is often intensely felt by highly religious
individuals with scrupulosity, increases the distress and intrusiveness of obsessions
(Niler & Beck, 1989). These findings were supported in a phenomenological study by
Savoie (1996) who found that feelings of guilt may precede, motivate, and be a

consequence of symptoms of OCD. Research has shown that people with anxiety
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disorders, and OCD in particular, tend to use emotional reasoning to come to a
conclusion about their obsessions ("I feel guilty and anxious; I must have done
something wrong;" Amtz, Rauner, & van den Hout, 1995; Shafran, Thordarson, et al.,
1996). Unfortunately, guilt experienced by an individual with scrupulosity is likely to
be both a result of the obsessions and a source of additional obsessions and
compulsions (Savoie, 1996; Shafran, Watkins et al., 1996). Their compulsions serve a
function as a “quick" ways of temporarily relieving their guilty feelings. However,
quick relief in anxiety as a result of compulsions increases the beliefs about usefulness
of these behaviors, and then these compulsions become more and more intense;
however, at the same time they provide lesser short-term relief and become more of a
guilt-provoking stimulus. As people begin to feel guilty about feeling guilty, the
intensity of their compulsions increase dramatically, and their feelings intensify even
more. They become extremely preoccupied with their disorder. Consequently, they
have difficulty in connecting with others in intimate ways, unable to form genuine,
caring relationships because they are so caught up in their own and others' standards.
Furthermore, elevated guilt may increase the catastrophic misinterpretations of
intrusions, which intensifies the obsessive qualities of intrusions. In line with the
previous findings, the present study showed that irrespective of religious affiliation,
guilt is an important vulnerability factor.

Therefore, findings of the present study showed full support for Rachman's
(1997, 2003) proposal of four vulnerability factors for developing OCD: (a) elevated
moral standards (e.g., religious fundamentalism), and guilt, (b) particular cognitive
biases (c) depression, and (d) anxiety proneness. The results of this study show that in
this sample of the Canadian and the Turkish students, elevated moral standards (i.e.,
religious fundamentalism and guilt for both sample), cognitive biases (i.e., obsessional
beliefs: importance/control of thoughts for Canadian and the Turkish students,
perfectionism/need certainty for only Canadian sample), depression and anxiety
proneness are the main sources of obsessions. Consistently, it has been pointed out that
depressive schemas may make individuals more vulnerable to interpret obsessions

more negatively and/or catastrophically (Shafran, Thordarson et al, 1996). So the only
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effect of religious affiliation seems to be in the type cognitive biases. Since religious
affiliation and culture are taken together in the present study, it is not possible to rule
out general cultural factors in the formation of the cognitive biases. Future studies with
different religious affiliation from the same culture will help to address this issue more
clearly.

Overall, the present study suggests that religiosity and cultural diffferences can
influence the symptom presentation and severity of OCD and scrupulosity. However,
in spite of some differences, common etiological factors may play significant role in
the maintenance and persistence of the OCD and scrupulosity symptoms. Furthermore,
the significant role of dysfunctional obsessive beliefs in OCD symptoms and
scrupulosity seen-only in the fear of sin dimension- provides further supporting
evidence for the universality of cognitive models of OCD (Rachman, 1997, Clark,
2004). Based on the results, it can be suggested that religiosity is more salient than
culture. Cultural differences seem to have an effect on shaping dysfunctional beliefs,
and as stated before, this can be a cultural effect which needs to be explored further.

It is important to note that parallel to the aims of the present study, the
differences between the Canadian and the Turkish students are explained in terms of
differences in the basic tenets of the Islam and Christianity. However, these differences
may be also related to cultural characteristics of the two countries, rather than purely
on religious differences. In order to explore these difference further, future studies

need to examine differences between different religion groups from the same country.

4. 4. Nationality and Religious Devoutness Effects on the Intrusive Thoughts:

Discussion of the Interview Findings

Unwanted mental intrusions are the main feature of OCD. These thoughts,
images or impulses are recurrent and cause significant distress for the afflicted
individual. Subsequent research offers support for Salkovskis' hypotheses that intrusive
thoughts are a common experience in nonclinical populations and provides evidence that the

occurrence and frequency of intrusions is linked to their appraisal (e.g., Purdon & Clark,
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1993; Niler & Beck, 1989; Rachman & de Silva, 1978; Rachman & Hodgson, 1980).
Many authors have speculated that those from strict religious backgrounds may be
particularly prone to misinterpret the content of intrusive thoughts, which may increase
the obsessive qualities of the intrusions. Furthermore, basic tenets of the religious
doctrines may influence person’ response to unwanted mental intrusions. As stated
previous sections, Islam and Christianity have different facets that the individuals must
meet. Therefore, the second main aim of this study was to test the hypothesis that the
occurrence, frequency and appraisal of unwanted mental intrusions is determined by
individuals’ nationalityand degree of religiosity. It was aimed to explore whether
perceived success of controlling intrusions and individuals’ appraisals regarding
failure in control of intrusions would be affected by nationality and the strength of
devoutness. Lastly, the present study examined if highly religious individuals are more
obsessional, how they deal with their troubling unwanted intrusive thoughts. In other
words, we aimed to understand whether there are differences in control strategies
between the Turkish and Canadian students.

Very few studies have used an interview methodology to assess unwanted
intrusions (e.g., Ladouceur et.al., 2000; Parkinson & Rachman, 1981). There are a
number of advantages of interviews including the ability to use probes to follow-up on
individuals’ responses. Furthermore, the interviewer can ensure that the participant is
correctly targeting intrusive thoughts and not confusing them with other types of
cognitions. It also allows the participant to obtain further explanation and clarification,
which may be particularly important when assessing the complex constructs found in
CBT theories of OCD.

Clark (unpublished manuscript) developed a structured interview for the
assessment of contamination/illness, harm/injury/aggression, doubt, religion, sex, and
victim of violence, named as International Intrusive Thoughts Interview Schedule
(IITIS). Frequency, distress, and perceived control ratings were obtained on
individual’ reported intrusion in each of these six domains. The interview schedule
also assesses the ratings on overestimated threat, importance, control, responsibility,

and intolerance of anxiety/distress, perfectionism, intolerance of uncertainty, thought-
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action fusion and ego-dystonicity, which are important appraisals for determining
obsessive qualities of intrusions. It lastly examines individuals’ appraisals of their lack
of control over intrusions across 6 dimensions, and frequency of using different
thought control strategies.

Because of the expected relationship with religiosity, the present study focused
on three types of intrusive thoughts, including doubting, religious and sexual
intrusions. The findings regarding effect of religiosity and nationalityon intrusions are
discussed with relevant literature findings in the following sections in this order: group
differences in (a) frequency and distress caused by the three types of intrusions, (b)
primary appraisals of intrusion, (c) given importance and perceived success in control

intrusions, (d) differences in secondary appraisals, and (e) actual control strategies.

4. 4. 1. Effect of Nationality and Religiosity on the Experience, Frequency and

Distress of Intrusive Thoughts

Firstly, the group differences in the experience of doubting intrusions were
examined. Results revealed that significantly more the Canadian students reported to
experience doubting intrusions as compared to the Turkish students. While 86.84 % of
the Canadian sample reported to experience at least one doubting intrusions in last
three months, the rate was 59.76% in the Turkish sample. However, there was no
significant difference between them in experiencing sexual and religious intrusions.

The significant differences between the Canadian and Turkish students in
experiencing doubting intrusions may be explained by Hoffstade’ dimensions.
According to Hofstede’ study (2001), Canada is a society with a more individualistic
attitude and relatively loose bonds with others, while Turkey seems to be a more
collectivist (e.g., interpersonal relationships) country. Therefore, Turkish students may
spread personal responsibility to others and experience less doubting intrusions, while
Canadian students may feel more responsible for the result of their behaviors. This
finding is consistent with previous studies. For example, Kyrios et al (2007) compared

Canadian and Australian students in order to investigate cultural differences in
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frequency and nature of intrusive thoughts using the same structural interview
methodology (i.e. IITIS), and they found that the percent of Canadians reporting
doubting intrusions were significantly higher than the Australian students. However,
Clark et al. (2005) used the same interview schedule and compared Canadian, Greek
and Italian students to examine cross cultural differences in intrusive thoughts. They
found that the majority of Canadian, Greek and Italian students indicated that in the
last 3 months they had at least one intrusions of doubt with no significant group
differences.

When high and low religious Muslim and Christian students were compared,
results revealed only significant group differences in the experience of religious
intrusions. As expected, significantly more high religious individuals indicated that
they experienced religious intrusive thoughts than the low religious ones. However,
degree of religiosity did not affect the experience of sexual and doubting intrusions.
These results are parallel to previous research findings that point out that the essential
distinction exists between viewing religion as the “cause” of the obsessions and
compulsions, versus religion being the “context” in which individuals may develop
propensities toward certain interpretations of intrusions. The results of the present study
suggest that religiosity may provide only the context for intrusive thoughts.

To decide whether individuals understood the definition of intrusive thoughts
which were under investigation, each participant was asked for 2-3 examples of doubts,
religious and sexual intrusions. Interestingly, the examination of the content of the
reported intrusions by Canadian and Turkish students revealed that the content of
intrusions were almost universal. Doubts about locking the door was the most
frequently reported intrusions in the Canadian (34%) and the Turkish students (44%),
and doubts about letting appliances or lights on was the second one (33% for Canadians
and 14% for the Turkish). Similarly, thoughts against God or doing immoral things
were the most frequent religious intrusion in the Canadian Christian (31%) and the
Turkish Muslim students (32 %). Doubts about having complete faith in God and
performing enough religious duties was the second most reported intrusion in he

Turkish Muslims (25%), while doubts about the existence of God and principle of
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person’ religious beliefs were the second one (24%). When the content of sexual
intrusions was examined results revealed some cultural differences in the frequency of
reported intrusions between Canadian and Turkish students. Sexual thoughts about
having sex with unattractive and repulsive person was the most frequently reported
intrusion in the Canadian sample, whereas for Turkish students, the most common one
was about having sex with best friends. These results indicated that except for sexual
intrusions, the frequency and the content of the intrusions are almost universal.
Conservative attitudes and repression of sexuality may change the content of the
intrusions.

Results also showed that there were no any significant differences between
Canadian and Turkish students in terms of the frequency of doubting, sexual and
religious intrusions. Consistent with these results, Ladouceur et al. (2000) conducted
structured interviews with 38 people with obsessive-compulsive disorder, 38 people
with another anxiety disorder, and 19 healthy volunteers. They identified that the
clinical groups reported significantly greater intensity of the thought and their
emotional response and lower efficacy for the strategies used for coping with distress.
These results suggest that the frequency of experiencing intrusions may almost be
universal, and the frequency of intrusions may be more sensitive to the existence of an
anxiety disorder, including OCD, rather than to degree of religiosity or other cultural
factors.

When the degree of distress caused by intrusive thoughts was examined, the
Turkish and the Canadian students found their doubting and sexual mental intrusions
slightly to somewhat distressing. They did not report to experience high levels of
distress as response to their intrusions. These findings are consistent with previous
findings which have shown that non-clinical participants frequently endorse the
experience of OCD-like symptoms (MacDonald & DeSilva, 1999; Stemberger &
Bums, 1990) and that the content in clinical and non-clinical groups tend to be
structurally similar (MacDonald & DeSilva, 1999; Stemberger & Bums, 1990), while
clinical and non-clinical groups differ from each other in the severity level and distress

resulting from intrusions. Rachman (1998) pointed out that the fact that everyone can
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experience unwanted intrusive thoughts in daily life may, at times, be hard for clinical
patients with OCD to believe, due to the significance and negativity they attach to the
content of their symptoms (Rachman, 1998).

However, the results revealed some cultural differences between Turkish and
the Canadian students in experienced distress as a response to religious and sexual
intrusions. While nationality only influenced the degree of distress associated with the
religious thoughts, degree of religiosity caused a significant difference in the distress
level of sexual intrusions. High religious Muslim students experienced higher degrees
of distress associated with their religious intrusions than the high religious Christian
students. Regardless of nationality; high religious individuals perceived their sexual
intrusions more distressing than low religious participants. This is an expected finding
because high religious participants may have a higher tendency to interpret their sexual
intrusions as immoral, or content of sexual intrusions may easily violate their moral

values and thus evoke higher distress as compared to low religious participants.

4. 4. 2. Primary Appraisals of Doubting, Religious and Sexual Intrusions

As stated in several places, appraisal of intrusions plays a significant role in the
transformation of normal intrusions into clinical distressing obsessions. Therefore,
during the interview we also examined what makes intrusions significant or remarkable
for them. Specifically, it was aimed to examine how degree or religiosity and
nationality influences primary appraisal of intrusions. When group differences in
primary appraisals of doubting intrusions was examined, it was found that while
nationality was related to intolerance of anxiety and distress, degree of religiosity
resulted in significant differences in responsibility appraisals. That is the Turkish
students reported that their doubting intrusions is significant or remarkable for them
because these intrusions made them more upset than the Canadian students. In other
words, Turkish students showed lower degree of tolerance of anxiety and distress than
Canadian students. This finding is quite consistent with Hofstede’ (2001) national

dimensions. As stated before, he found that Turkey is a more collectivist (e.g.,
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interpersonal relationships), relatively masculine (e.g., high degree of gender
differentiation), uncertainty avoidant (low tolerance for ambiguity) country. Subsequent
studies showed that uncertainty oriented countries were more likely to have a
collectivist tendency which is characterized by willingness to maintain clarity and
dislike for ambiguity (Shupper et al., 2004). It is also asserted that high uncertainty
avoidant people experience more anxiety, distress and aggression (Hofstede, 2001).
Results also showed that religiosity may increase dysfunctional beliefs regarding
personal responsibility as a result of doubting intrusions.

When group differences in primary appraisal were examined for religious
intrusions, results revealed that there were significant differences in responsibility and
TAF appraisals. While Muslim students found their religious intrusions significant and
remarkable because they feel higher levels of responsibility related for the religious
intrusions, highly religious Christian students showed higher tendency to believe that
their unwanted religious intrusions are significant and important for them because they
may actually make them sinful or unfaithful.

In sexual intrusions, there was no significant group difference between
Canadian and Turkish, and high and low religious groups. These results suggest that
appraisal of sexual intrusions may be almost universal.

When the findings of questionnaire and interview data are assessed together,
these results seem to be quite consistent. As discussed in the previous sections, when
group differences in Obsessive Beliefs Questionnaire subscale scores, the Turkish
students scored significantly higher on the perfectionism and intolerance of
uncertainty subscale of obsessive Beliefs Questionnaire than the Canadian students.
Consistently, they rated intolerance of uncertainty appraisal as somewhat to
moderately relevant for their doubting intrusions. Consistent with this result, recently,
Yorulmaz (2008) compared Canadian students with the Turkish students to examine
cross-cultural differences in appraisals and thought control strategies. He found that
Turkish subjects reported more distress owing to the intrusions, more immediate
problematic appraisals, more emphasis on the importance and control of thoughts, and

more fusions of thoughts and actions in general. Moreover, there was a more salient
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interaction effect in the morality fusion. Again, highly religious Canadian subjects
expressed more morality fusion than those Canadians who had low level of
religiousness; but, there were no differences in the level of religiousness among
Turkish sample. So, the results of the present study underlined the important role of
intolerance of uncertainty and distress appraisals in the Turkish students, whilst
thought action fusion may play a more salient role in the Canadian students.

Parallel to the findings of the present study, Cohen and Rozin’ study (2001)
confirmed the significant role of TAF in Christian individuals. They found that
relative to Jews, Protestants held significantly stronger beliefs that mental states were
controllable and reflected the individual's true moral state. In addition, Protestants
believed that thoughts were significantly more likely to lead to actions, and that some
thoughts were equivalent to actions. The authors explained this difference by referring
to main characteristics of two religions. Judaism teaches that people were created with
an inclination to do good and an inclination to do evil. Consequently, inclinations to
perform immoral acts are inherent in humans, and the requirement of being a moral
person is to overcome the temptation. For example, The Talmud (Kiddushin 40a)
explained that “A good thought is regarded as a good deed...but that the Holy One,
blessed be He, does not regard a bad thought...as an actual deed”. Therefore, there is
no sense, in Judaism, to believe that thoughts about immoral actions are equivalent to
actually performing out action in such thoughts. In contrast, Protestantism indicates
that membership in Protestantism is determined by one’s belief structure. It is a
Christian religious notion that looking at a woman lustfully is the same as having an
affair with her (Matthew 5: 27-28, cited in Cohen & Rankin, 2004). Cohen, Seigel,
and Rozin (2000) found that similar to Muslims, Jews tended to place higher priority
on religious practice than on religious belief, whereas Protestants placed higher priority
on religious belief over religious practice.

For CBT theory, a more important question is how these appraisals relate to the
frequency and subjective distress of doubting intrusions. Given that frequency of
intrusions tends to be somewhat low in nonclinical samples, we felt that prediction of

distress was a more relevant variable to examine in these samples. A series standard
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multiple regression analyses were conducted with the 9 primary appraisals entered
simultaneously as independent variables (IVs) regressed onto subjective rating of
distress for doubting, religious and sexual intrusions (DV). Results revealed some
significant differences between Canadian and Turkish students in primary appraisal
predicting the distress of intrusions. Furthermore, results indicated that different
primary appraisals were associated with different types of intrusions. To illustrate, for
doubting intrusions intolerance of anxiety and TAF were significantly associated with
doubting intrusions in Canadian sample, while for the Turkish students, need to
control thoughts and ego-dystonicity were significant factors for defining distress level
of doubting intrusions. When we examined the differences in religious intrusions,
results again revealed different appraisal factors for Canadian and Turkish university
students, with need to control being significant for Canadians while perfectionism was
significant predictor for Turks. Lastly, in terms of sexual intrusions, intolerance of
anxiety (“did the sexual thoughts make you feel uncertain about an action or
decision?”’) was common primary appraisal dimension defining the distress of sexual
intrusions. Furthermore, while appraisals of importance of thought (“did the sexual
thoughts seem important because it kept coming back into your mind?”’) was
particularly important variables for Canadians, appraisals of need to control ( “was the
thought more noticeable because you were having difficulty controlling it”’) was
important for the Turkish students.

The findings of the present study highlight the importance of examining
response patterns of participants from different religious groups to understand which
appraisals are salient. Significant role of appraisals in defining the distress level of
intrusions in the both samples suggests that the cognitive model of OCD may be
universal; however, the salience and types of appraisals may vary across different
cultures. In overall, in tolerance of anxiety seems to be salient in the Turkish students,

whereas thought-action fusion may play more important role in the Canadian students.
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4. 4. 3. Secondary Appraisals of Doubting, Religious and Sexual Intrusions

In their elaboration on previous meta-cognitive models, D.A.Clark (2004)
propose that ego-dystonicity of intrusions and excessive thought-control are important
in the etiology of obsessional problems. In their 2002 review, Purdon and Clark
outline the four central features accompanied with the need to control one's thoughts:
(1) tracking of mental events and hypervigilence; (2) moral consequences of failing to
control intrusive thoughts (control as a virtue); (3) psychological and behavioral
consequences of failing to control intrusive thoughts; and (4) efficiency of thought
control (i.e., efforts should result in immediate and prolonged control). Therefore, the
interview schedule also assessed the given importance of controlling thoughts,
perceived control, and person’ appraisals of failing to control intrusive thoughts.

Results revealed that there were no significant group differences in perceived
success of controling doubting, religious and sexual intrusions. All participants
reported that they were moderately successful at controlling their intrusions. Group
differences in the given importance of controlling one's thoughts were examined, the
unique difference was found in sexual intrusions, with high religious individuals rating
dismissing their intrusions out of mind as more important that low religious
participants. This finding was consistent with the perceived distress associated with
sexual intrusions. It can be suggested that high religious participants perceive higher
level of distress associated with their sexual intrusions because they have greater
tendency to attach overimportance to control their sexual intrusions.

Clark and Purdon (1993) proposed that OCD patients have unrealistic beliefs
about personal capacity to control unwanted mental intrusion and failed thought
control efforts. They proposed that obsession-prone individuals have a greater
tendency to make catastrophic misinterpretations of occurrences and consequences of
unwanted mental intrusions, which in turn results in a remarkable distress and an
active resistance to think about them. Furthermore, they noted that obsession-prone
individuals hold unrealistic beliefs about failed thought control efforts, and have a

great tendency to appraise their lack of control as a catastrophic experience. Therefore,
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person’ appraisals of failing control of intrusive thoughts plays a significant role in the
defining significance and the persistence of this kind of intrusions.

The results revealed that for doubting intrusions there was no significant
difference between the Canadian and the Turkish students. These results suggest that
person’s appraisal of failing control of doubting intrusions may not be influenced by
the degree of religiosity and religious affiliation. Individuals’ secondary appraisals of
failing in control doubting intrusions seem to be universal. However, the results
indicated a hint of cultural differences in secondary appraisals of intrusions. For
religious intrusions, high religious Christian students rated TAF/threat appraisals as
more relevant for their failure of control than high religious Muslims. That is, they
reported that when they have difficulty controlling their religious intrusions they are
more concerned that failed thought control efforts might increase the chance that you
might actually be sinful or unfaithful. For sexual intrusion, there were only significant
differences between high and low religious participants, but not between Turkish and
Canadian students. High religious individuals rated responsibility appraisals were more
associated with their control attempts. That is, when they had difficulty controlling the
unwanted sexual intrusions they experienced high level of personal responsibility for
gaining better control over the thoughts. Consistent with the significant role of TAF as
a primary appraisal in Canadian students, these results suggest that TAF also plays a
significant role as a secondary appraisal (i.e. believing that difficulty controlling the
unwanted religious intrusions might increase the chance that you might actually be
sinful or unfaithful) in Canadians. These results provide some evidence about the
influence of cultural diversity. Furthermore, based on these results, it can be suggested
that except for TAF and responsibility person’s appraisal of failing control doubting
intrusion seem to be almost universal.

The present study also examined whether individual’s evaluations or appraisals
of their control efforts are associated with overall perceived success at the control over
intrusions. Results showed that all appraisals did not play the same the role in the
perceived success of control over intrusions; some lead to better perceived control

whereas others are associated with poorer control. Furthermore, results revealed that
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different appraisals were associated with poor or better perceived control for different
intrusions. For doubting intrusions, the beliefs about possibility of control and TAF
significantly predicted perceived success over intrusions. The greater belief that one
can actually exercise control over his/her doubts and less belief that failure to control
doubt might increase the chances of a negative consequence or outcome were
predictive of better subjective control over doubting intrusions. This results are
consistent with Spinhoven and van der Does’ study (1999). Based on the findings of
their study, the authors suggested that thought suppression is commonly used by
patients with a wide range of psychological disorders. However, clinical obsessions and
intrusive thoughts likely are the product of failed attempts at thought suppression
(Wegner, 1989). These failed attempts may decrease the patient's confidence that they
can master such thoughts, setting the stage for future failure (Wegner & Pennebaker,
1993). Therefore, the degree of belief about actual control over thoughts is more
probably related to the degree of person’ confidence in his/her ability to control
intrusions, and therefore, it seems to be logical to expect the positive relationship
between perceived control and perceived success at controlling doubting intrusions.
Similarly, the negative relationship between the degree of belief that failure to control
doubt might increase the chances of a negative consequence or outcome and better
subjective control over doubting intrusions is consistent with CBT model of OCD.
Clark (2004) noted that obsessions result from patients' beliefs that they must or should
be able to control intrusive thoughts. An inability to do so induces anxiety, making
thought suppression more difficult. According to Clark, OCD patients' beliefs about
self-blame and personal responsibility stem from their burden to control their thoughts.
If a person believes that failure in control doubt might increase the probability of the
feared negative consequences, he/she will try harder to dismiss these intrusions out of
mind, as defined by cognitive theory; however, these control efforts will increase the
persistence and maintenance of intrusions, and obsessive qualities. Therefore, the
current study's findings offer insight into appraisals of control efforts in OCD by
showing the significant role of the secondary appraisals in predicting perceived success

at the control over intrusions, and by showing some hint of cultural differences.
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The perceived success in controlling religious intrusions was related to faulty
inference of control (i.e., believing that poor control over the thoughts reflected a
weakness or something negative about person’ character). The less the person believed
that failing in control is not a sign of any weakness about the person’s character, the
less he/she experienced difficulty in getting rid of unwanted religious intrusive thoughts
out of mind. Consistent with this finding, Purdon and Clark (2002) noted that
“individuals who believe that mental control is an important part of self-control will
have a high stake in being able to control thoughts. Individuals who believe that
unwanted thoughts represent a lapse in mental control and who strive for perfect
control will be invested in regaining mental control after such a thought occurs, (p. 31).
Patients with OCD also tend to interpret their failure to completely suppress thoughts as
an evidence of personal weakness rather than effort or situational factors significantly
more often than do either normal or anxious controls (Tolin, Abramowitz, Hamlin, Foa,
& Synodi, 2002). The cognitive—behavioral theory (e.g., Salkovskis, 1996) suggests
that such interpretations will lead to an increased perceived importance of the thought
and a decreased perceived ability to cope with the thought. This, in turn, might be
expected to increase OCs’ perceived need to intensify their suppression efforts, thus
creating a self-maintaining cycle of suppression, intrusion, and attribution.

Lastly, the predictors of perceived success to gain control over sexual
intrusions was examined, and results indicated that only appraisal of failure of control
in terms of responsibility emerged as a significant unique predictor of control. Less
sense of responsibility for gaining better control over the thoughts was predictive of
better subjective control over sexual intrusions. This result suggests that lower degree
of personal responsibility for gaining better control over the sexual thought probably
decreases anxiety, which in turn decreases the difficulty in dismissing the intrusions
out of the person’s mind.

Overall, these results suggest that in spite of some hint of differences, the
person’s appraisal of failing in control of intrusions seems to be almost universal.
Furthermore, consistent with cognitive model of OCD, individual’s evaluations or

appraisals of their control efforts is associated with overall perceived success at control

252



over doubting intrusions. Results also revealed that all appraisals are not associated
equally with perceived success at control over intrusive thoughts; some lead to better
perceived control (i.e., believing you can control your thoughts) whereas others are
associated with poorer control (i.e., believing that failed control reflects a character
flaw).

As explained before, primary appraisal of the content of intrusive thoughts starts
a faulty appraisal process which evokes distress and leads to some effort to control the
unwanted mental intrusion and its associated distress. Unfortunately, even under the
best of circumstances, intentional suppression or control efforts do not provide perfect
control over unwanted thoughts. Paradoxically, they may lead to more frequent and
persistent, even distressing intrusions. Therefore, regardless of an individual's ability to
suppress or rid himself of an obsessional thought, the most damaging aspect of trying to
control intrusive thoughts is that, efforts will most likely fail with the eventual return of
the unwanted though into conscious awareness. The reexperiencing of the unwanted
intrusive thought will then trigger a secondary appraisal process in which the individual
evaluates the consequences of his/her failure in perform complete control over
intrusions. Recently, Clark (2004) suggested a number of secondary appraisals which
may involve in a person’s evaluation of his/her failure to control an unwanted intrusive
thought or obsession. The results of the present study supported the role of person’s

dysfunctional appraisal in perceived success at control over intrusive thoughts.

4.4.4. Group Differences in Control Strategies

The dysfunctional appraisals of the unwanted mental intrusions evoke
remarkable distress and anxiety which motivates the person to perform control efforts
to dismiss their intrusions out of their minds. In order to examine the use of thought
control strategies in OCD, Amir, Cashman and Foa (1997) compared OCD patients
with non-anxious controls and reported that OCD patients used distraction less
frequently, and the other four strategies (i.e. worry, punishment, reappraisal, and social

control) more frequently, than non-patients. Punishment and worry most clearly
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differentiated OCD patients from non-patients, mostly because non-patients used these
methods very little. The high frequency of the maladaptive control strategies in OCD is
replicated by Abramowitz et al. (2003). They found that even when controlling for
depression and trait anxiety, OCD patients more frequently employed dysfunctional
(i.e. worry and punishment), and less frequently employed functional thought control
strategies, (i.e. distraction), than did patients with panic disorder and non-anxious
volunteers, when attempting to control unwanted unpleasant intrusive thoughts.
Therefore, the last section of the interview schedule examines the control strategies
that may be used to control one’s unwanted mental intrusions.

The results of the present study showed that nationality and degree of religiosity
cause some differences in how people try to control intrusive thoughts. For doubting
intrusions, differences emerged on 5 out of the 9 control strategies. The Canadian
students employed reassuring themselves significantly more often than the Turkish,
while the Turkish used do nothing more frequently than the Canadian. Furthermore,
results revealed significant main effect of religiosity on control strategies. High
religious students employed reassuring themselves, asking reassurance from others and
neutralization significantly more often than did the low religious participant.

When group differences in religious intrusions were examined, a significant
group difference only emerged on repeated checking (“Engage in a compulsive ritual
like repeatedly crossing yourself, washing, bathing, or repeatedly reciting a comforting
phrase or prayer of forgiveness”). Results revealed that High religious Turkish Muslim
students used significantly more repeated checking to control their religious intrusions
than did High religious Canadian Christians.

In terms of sexual intrusions, while religiosity caused differences in four out of
the 9 control strategy, nationality revealed only significant differences in repeated
checking strategy. Results indicated that high religious individuals used significantly
more frequently distraction, thought stopping, engage in compulsive rituals, and
neutralization than low religious individuals. As stated before, high religious
individuals found their sexual intrusions more distressing. Consistent with this result,

examination of group differences in control strategies suggests that the occurrence and
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content of sexual intrusions increase anxiety in high religious individuals, which in
turn motivates them to engage in some active coping strategies to dismiss these
thoughts out of their minds. Nationalityonly resulted in a significant difference in
compulsive rituals. Turkish students reported to use significantly more compulsive
rituals as a response to their intrusions. These results suggest that the degree of
religiosity may be a more important factor to define how a person tries to control
intrusive sexual thoughts than having certain religion. This result confirmed the
findings of the questionnaire data indicating high religious Muslim students reporting
higher compulsive rituals than the Canadian Muslim Students.

These results suggest that individuals’ nationalityand degree of religiosity may
cause some significant differences in how they respond or try to control their
intrusions. While the Turkish Muslim students used repeated checking, compulsive
rituals, and do nothing strategies more frequently, the Canadian Christian students
reported to use reassurance yourself

Consistent with the present study, Yorulmaz (2008) compared Canadian
students with Turkish students, and found that as for control factors, Turkish
participants seemed to spend more control efforts and to utilize more distraction, social
control, self-punishment and reappraisal than Canadian subjects. However, Canadian
participants seemed to utilize thought suppression more as a strategy to control their
thoughts. Furthermore, results revealed some significant differences between high and
low religious individuals in the frequency of control strategies. To illustrate, high
religious individuals employed reassuring themselves, ask for reassurance from others,
neutralization, distraction, thought stopping, and engage in compulsive rituals more
frequently than low religious individuals. These results suggest that high religiosity
may increase the frequency of dysfunctional control strategies for controlling mental
intrusions which may increase the distress as a response to intrusions.

In conclusion, the results of the present study suggest that:

(a) except for the frequency of the intrusions, the content of the

intrusions is almost universal
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(b) frequency and distress as a response to intrusions is very low in the
normal population

(©) The nationalityand degree of religiosity may provide content for
intrusions, rather being a causal factor. These factors may
specifically influence religious and sexual intrusions

(d) The results support the cognitive model of OCD, indicating a
significant role of faulty primary and secondary appraisals and in
dysfunctional control strategies in defining degree of distress
associated with intrusions. However, religious doctrines may
influence the types of the appraisals.

The integrated model of intrusions (Clark, 2004), based on the results of the

present study, can be depicted as seen in following figures.
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Vulnerability Factors
e High negative affect
e Anxious apprehension
e FElevated moral standards
e Faultvy metacognitive beliefs

Trigger/Context
External or internal
e Sitnational context

Occurrence of unwanted
Doubting Intrusion
e Primary inference of
doubt

e Inferential confusion

!

Faulty Primary
Appraisal

In tolerance of Anxiety
Need to Control

Ego dystonicity

! &

Initial thought control Effort
and Subsequent Failure

2

Faulty Secondary Appraisal
e Appraisal of Possibility
e Thouet-Action Fusion

: 2

Maladaptive Control
e Do nothing

Figure 11. Integrated Inferential and Appraisal Model of Doubting Intrusions of the Turkish Muslims
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Vulnerability Factors
e High negative affect
e Anxious apprehension
e Elevated moral standards
e Faultv metacognitive beliefs

e Trigger/Context
e External or internal
e Sifnational context

Occurrence of unwanted
Doubting Intrusion
e Primary inference of
doubt

e Inferential confusion

!

Faulty Primary
Appraisal
In tolerance of Anxiety

Though-Action Fusion

! &

Initial thought control Effort
and Subsequent Failure

2

Faulty Secondary Appraisal
e Thougt-Action Fusion

¥

Maladaptive Control
e Reassuring yourself

Figure 12. Integrated Inferential and Appraisal Model of Doubting Intrusions of the Canadian Christians
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Vulnerability Factors
e High negative affect

e Trigger/Context
e External or internal
e Sitnational context

e Anxious apprehension
e Flevated moral standards
e Faultv metacognitive beliefs

Occurrence of unwanted
Religious Intrusion
e Primary inference of
doubt

e Inferential confusion

!

Faulty Primary
Appraisal

o Inflated Responsibility
e Perfectionism

! &

Initial thought control Effort
and Subsequent Failure

: 2

Faulty Secondary Appraisal
No significant predictor

¥

Maladaptive Control
e Compulsive rituals

Figure 13. Integrated Inferential and Appraisal Model of Religious Intrusions of the Turkish Muslims
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Vulnerability Factors
e High negative affect
e Anxious apprehension
e Flevated moral standards
e Faultv metacognitive beliefs

e Trigger/Context
e External or internal
e Sitnational context

Occurrence of unwanted
Religious Intrusion
e Primary inference of
doubt

e Inferential confusion

!

Faulty Primary
Appraisal
Thought-Action Fusion

Importance of Control

! &

Initial thought control Effort
and Subsequent Failure

: 2

Faulty Secondary Appraisal
Faulty inferences of Uncontrollability

¥

Maladaptive Control
e Thought stopping
e Reasoning

Figure 14. Integrated Inferential and Appraisal Model of Religious Intrusions of the Canadian Christians
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Vulnerability Factors
e High negative affect
e Anxious apprehension
e Flevated moral standards
e Faultv metacognitive beliefs

e Trigger/Context
e External or internal
e Sitnational context

Occurrence of unwanted Sexual
Intrusion
e Primary inference of
doubt

e Inferential confusion

!

Faulty Primary
Appraisal

In tolerance of Anxiety
Need to Control

! &

Initial thought control Effort
and Subsequent Failure

: 2

Faulty Secondary Appraisal
No significant variable because
of low sample size (n =10)

¥

Maladaptive Control
e Neutralization
e Compulsive rituals

Figure 15. Integrated Inferential and Appraisal Model of Sexual Intrusions of the Turkish Muslims

261



Vulnerability Factors
e High negative affect
e Anxious apprehension
e FElevated moral standards
e Faultv metacognitive beliefs

e Trigger/Context
e External or internal
e Situational context

Occurrence of unwanted Sexual
Intrusion
e Primary inference of
doubt

e Inferential confusion

!

Faulty Primary
Appraisal
In tolerance of Anxiety

Though-Action Fusion

! &

Initial thought control Effort
and Subsequent Failure

Faulty Secondary Appraisal
e Faulty inferences of
Uncontrollability
e Threat Appraisal

¥

Maladaptive Control
e Neutralization
e  Comnulsive rituals

Figure 16. Integrated Inferential and Appraisal Model of Sexual Intrusions of the Canadian Christians
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4.5. Limitations of the Present Study and Directions for Future Research

The present study revealed some significant differences and similarities
between the Canadian and the Turkish students in the experience of the general
distress variables (i.e., depression, anxiety, worry, and guilt), OCD symptoms,
scrupulosity and obsessive related beliefs, as well as intrusive thoughts. The present
study is the first study to examine the effect of religiosity and nationality on OCD
symptoms, appraisals, and scrupulosity beliefs by comparing the Muslims in Turkey,
as a non-Western, predominantly Muslim-secular country, and Christian in Canada, as
a Western country, predominantly Christian-secular country. Furthermore, the
inclusion of the Bible school and the Divinity School students as a extreme religious
group helped the clarify the effect of religiosity and religion on the OCD
symptomatology. The present study provided some insights into understanding the
detrimental effect of religiosity on the experience of OCD symptoms, specifically
scrupulosity symptoms. Lastly, International Intrusive Thought Interview Schedule
provided an in depth information source to test the integrated inferential and appraisal
models of obsessions.

Nevertheless, there are some limitations that require attention and should be
taken into consideration during the interpretation of these findings. Firstly, the external
validity of the findings of this study is limited to this group of university students from
the Middle East Technical University, Turkey, and University of New Brunswick,
Canada. Even though the inclusion of Bible school and Divinity school students in the
sample of the present study as extreme religious groups might have increased the
external validity of the findings of the present study, these students are in a very
limited age range, which prevents the generalization of the results to other samples.
Thus, the study needs to be replicated in adult samples with a wider age range.
Particularly, the effects of religiosity and religious affiliation on OCD symptomatology
in the different age and education groups needs to be examined, because the literature
indicates that the relationship between religiosity and psychopathology may vary

according to demographic variables such as age, sex, and education, family
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background, parent’ child rearing styles. Considering the issue of generalization, it is
important to examine the relationship between religiosity and OCD in different age
groups, education levels and in clinical OCD groups.

Furthermore, while consistent with the findings of the presents study,
Abramowitz et al. (2002) found that religion and OCD may each contribute to
scrupulosity independently; the present study only included limited factors that are
assumed to play a significant role in the maintenance and persistence of the OCD,
scrupulosity and dysfunctional beliefs. For example, the present study did not examine
the family background, and the parents’ degree of religious devoutness, and this
factors may have important influence on the etiology of OCD, especially scrupulosity.
For example, Rasmussen and Tsuang (1986) studied the family history and
characteristics of patients with OCD and found that OCD appeared to be more
prevalent in individuals from rigid and strict religious backgrounds. This observation
was echoed by Steketee, Quay, and White (1991) who noted “ Particularly susceptible
to the development of OCD symptoms may be those who are raised by parents and
religious teachers to believe that "thinking is the same as doing," that sexual and
aggressive ideas and urges are bad (sinful), and that such thoughts can and should be
controlled. Such teachers may be especially problematic for those raised in
perfectionistic, as well as strictly religions, homes. (p. 366). Therefore, research may
need to consider models that include the roles of multiple independent factors on the
development of OCD and scrupulosity.

Furthermore, the present study only compared Christian and Muslim students
to understand the effect of religious doctrines on the OCD symptomatology, however,
the possible differences in OCD and scrupulosity between the denominations of
Christianity and Islam were not examined. The previous research has indicated that
there are significant differences between different denomination of Christianity in
OCD symptoms, scrupulosity and obsessive related beliefs. For example, Rassin and
Koster (2003) found that the religiosity-TAF relationship was different for Catholics
and Protestants and that differences in theological beliefs appeared to moderate how

TAF was expressed. Similarly, Abramowitz et al. (2002) compared three different
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religious affiliations, including Protestants, Catholics, and Jews, and found that highly
religious Protestants in a non-clinical sample scored significantly higher on the Fear of
Sin subscale than Jews and Catholics. Furthermore, there are a number of Islamic
religious denominations, each of which has significant theological and procedural
differences from each other. The major branches are Sunni, Shi'a and Sufi Islam.
Therefore, the findings of the present study should be interpreted very cautiously.
Sunni Islam comprises the majority of all Muslims (about 90%). It is broken into four
schools of thought (madhhabs) which interprets specific pieces of Islam, such as which
foods are halal (permissible) differently. They are named after their founders Maliki,
Shafi'l, Hanafi, and Hanbali. Different from Sunni and Shi'a, Sufism is not a strict
denomination; Sufism is a mystical-ascetic form of Islam. By focusing on the more
spiritual aspects of religion, Sufis strive to obtain direct experience of God by making
use of "intuitive and emotional faculties" that one must be trained to use. Sufism and
Islamic law are usually considered to be complementary, although Sufism has been
criticized by some Muslims for being an unjustified religious innovation. Most Sufi
orders, or tariqas, can be classified as either Sunni or Shi'a. The present study did not
examined differences in these Islamic religious denominations. Therefore, the findings
of the present study can not be generalized to all sects in Islam and Christianity, and
the results should be interpreted very cautiously. Future studies should include
participants with different religious affiliations and denominations, such as Judaism,
Protestantism, Catholicism, Sufism, Sunni and Shi'a. Furthermore, as stated in the
previous sections, since religious affiliation and culture are taken together in the
present study, it is not possible to rule out general cultural factors in the formation of
cognitive biases and presentation of the OCD symptoms, specifically scrupulosity. It is
difficult to answer whether these differences are purely due to differences in religious
affiliations, or other cultural factory may influence OCD relevant factors. Therefore,
future studies with different religious affiliations from the same culture will help to
address this issue more clearly.

To overcome the restriction of self report measurement tools used in previous

research, the present study also used the interview method to assess the occurrence,
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frequency, appraisal, and secondary appraisal and control strategies. Self-report
assessment is based on the person’s own report, and it requires awareness to some
extent. For the present study, The International Intrusive Thought Interview Schedule
(IITIS) was adapted into Turkish. Before the present study, this interview schedule was
used only in two studies, and the reliability and validity coefficients were examined by
Kyrios (2005). He suggested some improvements for the interview and the authors are
still working on it to improve its psychometric properties. Therefore, the findings of
the present study should be replicated by subsequent studies.

Finally, whatever alterations are made, this study should be replicated using a
sample of patients who have been diagnosed with OCD. Though interesting results
were obtained concerning a particular undergraduate population (and these results
warrant a somewhat unique form of further investigation and clarification), the goal of
better understanding the disorder can best be accomplished by studying those who
suffer with it on a daily basis. The greater overall focus on the disorder's emotional
components, and the consequent increased emotional understanding of OCD, could

lead to more integrative, holistic, beneficial treatment approaches and directions.

4.6. Clinical Implications

The present study indicated that regardless of nationality, religiousness showed
a detrimental effect on the severity of the OC symptoms in both the Canadian
Christian and the Turkish Muslim students. Consistently, culture and strength of
religious devoutness influenced the symptom presentation and severity of scrupulosity
symptoms. In other words, the results suggest that scrupulosity symptoms are sensitive
to differences between culture/religious doctrines, as well as strength of religious
devoutness. Furthermore, the results of the present study revealed that the degree of
religiosity was significantly associated with the severity of OCD related beliefs and
appraisals. These findings have a significant implication for therapy protocol.

First, as stated before, Rachman's (1997, 1998, 2003) cognitive theory of

obsessions underlines four vulnerability factors for the development and maintenance
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of OCD and scrupulosity, including: (a) elevated moral standards, (b) particular
cognitive biases, (c) depression, and (d) anxiety. Consistent with this model, the
present study found that OCD and scrupulosity was related to (a) elevated moral
standards (i.e. religious devoutness), (b) particular cognitive biases, especially,
overimportance/control of thoughts, and (c) negative affects, including depression,
anxiety, and guilt.

These results can be assessed as guidelines in the prevention programs
designed for preventing the development of vulnerability factors which are related to
OCD, as well as both assessment and treatment of the OCD symptoms. Rasmussen
and Tsuang (1986) studied the family history and characteristics of patients with OCD
and found that OCD appeared to be more prevalent in individuals from rigid and strict
religious backgrounds. This observation was supported by Steketee, Quay, and White
(1991) who noted that "such problems may be prevalent in any group with strict
religious or moral codes, including fundamentalist Protestant sects and some eastern
religious movements" (p. 364). The authors noted “Particularly susceptible to the
development of OCD symptoms may be those who are raised by parents and religious
teachers to believe that "thinking is the same as doing," that sexual and aggressive
ideas and urges are bad (sinful), and that such thoughts can and should be controlled.
Such teachers may be especially problematic for those raised in perfectionist, as well
as strictly religions, homes.” (p. 366). Therefore, preventive mental health programs
should be include some training packages that aim to alert parents about the
detrimental effect of strict religious conducts, behaviors and beliefs on the mental
health, as well as change their child raising styles.

The present study also provided some supporting evidence about the role of
dysfunctional beliefs and appraisals in OCD and scrupulosity. Furthermore, using
interview method enabled the deep investigation of the role of appraisals, individual’
response to failure in control and control strategies in perceived distress associated
with unwanted intrusive thoughts. The results suggest that different OCD relevant
beliefs may play different roles in the different types of intrusions. These findings

argue for a focus on responses in intrusive thoughts and dysfunctional beliefs in the
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development of comprehensive assessment and treatment of OCD. Narrowly focusing
assessment on symptom severity and its impact on functioning can no longer be
considered adequate. The same is true of treatment. Pre-treatment assessment should
address beliefs, thought control and affect. In this way, the mechanisms of change in
therapy may be more clearly understood, and secondary appraisals and control
strategies need to be taken as targets in the treatment.

According to Salkovskis (1985, 1989) and Rachman (1997, 1988) treatment of
OCD should focus on changing the misinterpretations of the significance of the
intrusive thoughts. According to them, treatment techniques derived from the
behavioural analysis of OCD (exposure, response prevention, thought- stopping,
habituation training) with some exceptions are unsuccessful techniques, because the
main aim of these techniques is to block or reduce only the manifestation of the
problems neglecting the underlying problems. Therefore, the catastrophic
misinterpretations of the significance of the intrusive thought are left unchanged. They
have suggested that these attempts failed because they did nothing to change the
distressing misinterpretations of the intrusive thoughts and they merely focused on the
effects of the catastrophic misinterpretations. As the misinterpretations presumably
persisted, the stressing obsessions soon re-appeared. They concluded that without
denial of the success of behavioral techniques, attempts at cognitive modification of
obsessions should concentrate not only on modification of intrusions, which might
have only transient effects on the belief system of the individual, but also on the
automatic thoughts which are the consequences of the intrusions, and beliefs.

As discussed earlier, an important proportion of patients experience a
considerably inflated sense of responsibility, particularly for potentially negative
events, and inflated responsibility can influence their interpretation of the obsessions.
In these cases cognitive therapy of OCD should aim to deflate the responsibility to
more realistic and rational levels. The findings of the present study supports these
suggestions related to treatment procedure. For example, during assessment sessions,
simply probing client’ frequency of washing his/her hands too much or checking (e.g.,

door, stove) may cause missing case conceptualization and treatment protocol. While
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individuals with scrupulosity may also exhibit these symptoms of OCD, many will not.
If practitioners who have not been trained in the latest developments of cognitive-
behavioral theory and treatment of OCD, he/she may focus on behavioral rituals too
much and exclude questions on repetitive, intrusive, and distressing thoughts and
mental rituals. Therefore, clinicians should understand the role of obsessional beliefs,
control perception and dysfunctional strategies and should consult a manual such as
Clark (2004) or Rachman (2003).

Results also supported the hypothesis that individuals with high religiosity
strongly endorse certain dysfunctional beliefs. In every domain of belief assessed using
the OBQ (tolerance for uncertainty, threat estimation, control of thoughts, importance
of thoughts, responsibility and perfectionism), individuals with high religiosity scored
significantly higher than the individuals in the low religious group. The greatest
differences between the three religious groups were observed on the subscales assessing
beliefs related to importance of thoughts and the necessity of controlling one's
thoughts. These results suggest that increase in religiosity may increase the belief that
one’s thoughts have significant implications about real life and therefore, one should
exercise complete control over them Therefore, it should be noted that changing
individual’ beliefs about the importance of thoughts and the necessity of controlling
one's thoughts should be a also primary treatment target in the cognitive therapy
protocols for highly religious participants with OCD.

Although the majority of the quantitative research that has explored the role of
guilt in OCD has found a positive correlation between questionnaire measures of guilt
and self-reported symptoms of the disorder (Shafran et al., 1996; Steketee, Grayson, &
Foa, 1987; Steketee, Quay, & White, 1991), it has been relatively infrequently studied
as a significant factor in its own right. Guilt results from the violation of one's internal
rules and, similar to other emotions, it serves as a positive social and interpersonal
function by inhibiting potentially unlawful or amoral behavior However,
inappropriately high guilt levels can be dysfunctional, and cause behaving according to
strict and rigid rules that consists of how they believe they "should" or "ought to" act

rather than acting how they want to act (Kugler & Jones, 1992). In other words, high

269



guilt levels result in seemingly unavoidable internal standards that are strictly followed
as a way of avoiding addition guilt feelings. Savoie (1996) notes that:

“Sufferers experience guilt as an additional horror accompanying their
disorder...An intense anticipatory fear of guilt motivates the initiation, as well as
the continuation of, their rituals. However, prolonged rituals in and of
themselves are sources of guilt, as sufferers helplessly witness their loss of
control and reflect on the excessive time and energy dedicated to completing a
ritual...Sufferers also feel guilt and disappointment about having "let
themselves down," as well as about the excessive waste the disorder has
caused...They tend to want to hide away and isolate themselves, to reject offers
of help from others, feeling they are undeserving of sympathy and support.
These acts of rejection create yet more guilt, which further fuels the desire to be
alone and to exclude others from the pain. (p. 211)

The present study indicated that regardless of nationality, guilt is a very important
factor that plays a significant role in the exacerbation of OCD symptoms, and
scrupulosity. As expected, this construct showed a ery strong relationship with
religiosity. Therefore, treatment protocols should take into consideration of intense
feeling of guilt in OCD patients, especially if they also hold strong religious beliefs.
The present study suggests that mental health practitioners working with clients
dealing with scrupulosity must be careful about clients’ religious beliefs and values,
and he/she should avoid pathologizing the clients' religious and spiritual beliefs
(Greenberg & Witztum, 2001; Richards & Bergin, 1998). The need for caution is
especially important when a practitioner's worldview and values differ widely from
those of the client' (Redding, 2001). Bergin and Jensen (1990) have shown that, as a
group, mental health practitioners are significantly less religious than individuals in the
general public and may tend to neglect involving clergy as part of the treatment team
(Meylink & Gorsuch, 1988). Some authors suggested that when necessary, mental
health professionals should receive additional training, supervision, and/or
consultations in order to increase their understandings the spiritual and religious needs
of their clients (Richards & Bergin, 1998a; Weaver, 1998). This may increase mental
health professionals’ ability to understand the source of patient’ distress and anxiety.
Furthermore, practitioners must familiarize themselves with their clients' religious

beliefs because the religious worries and behavioral rituals involved in scrupulosity
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will often be the regular practices of a religious group that are taken to the extreme
(Ciarrocchi, 1995,1998; Greenberg & Witztum, 2001). Throughout the therapy process
clinicians should communicate with the client and his or her clergy in order to
distinguish obsessional beliefs and scrupulous symptoms from the beliefs and practices
of those in the client's faith tradition. The respect and desire to learn more about the
patient’ religious beliefs and values may increase the clients’ collaboration in the
therapy process.

Scrupulosity presents a unique challenge to pastors, pastoral counselors, and lay
counselors because of its religious and spiritual content. In addition, the findings of this
study show that the mental health of individuals decreases as the presence of
obsessional beliefs increases. As research has shown that individuals with OCD often
first present their symptoms to clergy (Greenberg & Shefler, 2002; Pollard et al., 1989),
churches and mosques may be a good place to provide early intervention (Weaver,
1998; Weaver, Samford, & Koenig, 1997). Pollard et al. (1989) found that
approximately 28% of people in the general population with OCD seek help for their
symptoms and almost of them half turn to clergy or a non-psychiatric medical
profession. However, clergy need to be educated about the symptoms of OCD and
scrupulosity (Collie, 1997). If the religious workers mistakenly assess a scrupulous
individual's symptoms as an indication of strong and complete faith, they may
inadvertently accelerate a scrupulous individual's problem (e.g., by encouraging
repetitive confessions, or repent). When working with struggling congregation
members, religious workers should take into account the level of distress, presence of
chronic doubt/guilt, and repetitive/excessive religious rituals, and in the case of the
existence of these conditions, clergy should also have access to mental health
professionals in order to consult and collaborate. Therefore, instead of excluding the
presence of each other, both professional groups should work together in a mutual

collaboration.
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APPENDICES

QUESTIONNAIRES

BACKGROUND INFORMATION FORM

Bu calisma, inang, duygu, diisiince ve davranislarla ilgili olas1 kiiltiirel
farkliliklar1 incelemek amaciyla yiiriitiilen kiiltlirler arasi1 bir ¢calismanin ikinci kismin
olusturmaktadir. Arastirmanin sonuglar1 agisindan, saglikli bilgiler elde edilmesi i¢in
yonergelerin  dikkatlice okunmasi, verilen cevaplarda samimi olunmasi ve
cevaplandirilmamis soru birakilmamasi son derece dnemlidir. Sorular i¢in dogru yada
yanlis cevap yoktur. Cevaplar grup halinde degerlendirilecegi i¢in isim belirtilmesine
gerek yoktur.

Bu calisma iki asamadan olusmaktadir. Arastirmanin ilk kismini, sizden
simdi doldurmaniz istenen Olgek setinin cevaplandirilmasi; ikinci kisminm ise simdi
cevaplayacaginiz sorulara benzer sorulardan olusan, diinyanin c¢esitli iilkelerinde
kullanilmakta olan, yapilandirilmis bir  gorlisme formunun uygulanmasi
olusturmaktadir. Arastirmanin ikinci kismina katilmay1 kabul etmeniz durumunda,

eger Psikoloji Boliimii’'nden herhangi bir ders aliyorsaniz katilim puani, almiyorsaniz

kattliminiz_icin kiiciik hediveler( sinema bileti gibi) verilecektir. Bu nedenle eger

caligmanin ikinci kismina da katilmak isterseniz sizinle iletisim kurabilmemize olanak
verecek e-mail yada telefon numaranizi asagida belirtilen yerlere yazmanizi rica
ediyoruz. Bize vermis oldugunuz iletisim bilgileri sadece bu arastirma i¢in size
ulagilmak icin kullanilacak ve kesinlikle aragtirmanin ylriitiiclileri olan Prof. Dr.
Nuray Karanci ve Uzm. Psk Miijgan Altin tarafindan gizli tutulacaktir.

Arastirmaya katilmak tamamen istege baghdir. Istediginiz her noktada

arastirmadan c¢ekilebilir ve istemediginiz sorulara cevap vermeyebilirsiniz. Bu sayfa
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sizin teslim etmenizin hemen ardindan diger 6l¢ek setlerinden ayrilacak ve ayri bir
yerde saklanacaktir. Sorulara vermis oldugunuz cevaplar size bir katilimc1 numarasi

verilerek girilecek ve hicbir yerde isminiz ge¢cmeyecektir. Yardimlarinizdan dolayi

simdiden tesekkiir ederiz. Eger arastirmaya katilmaya kabul ediyorsunuz, liitfen

asagidaki bolimii doldurunuz.

Uzm. Psk. Mujgan Altin
Prof. Dr. Nuray Karanci
Orta Dogu Teknik Universitesi
Psikoloji Bolimii

Prof. Dr. Nuray Karanci ve Uzm. Psk Miijgan Altin tarafindan yiiriitiilen
bu arastirma ile ilgili bilgileri okudum ve katilmay: kabul ediyorum.

Imza:
E-mail Adresiniz (eger ikinci kismu igin iletisim kurulmasini kabul ediyorsaniz):

Telefon:
Tarih:
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Katillmer Kodu:

Liitfen kendinize arastirmada kullanilmak iizere bir nickname seciniz yada daha
sonra da hatirlayabileceginiz bir numara yaziniz:

DEMOGRAFIK BILGILER:

Tarih:

Yonerge: Sizden, diger Olgekleri cevaplandirmadan Once oncelikle asagida kisisel
bilgilerinizle ilgili olan sorular1 cevaplandirmanizi rica ediyoruz. Kisisel bilgilerinizin
ardindan ayrica sizin dini inanciniz, tutumlariniz ve davranislariniz hakkinda da bazi
sorular yer almaktadir. Liitfen bu sorular sizi en iyi ifade eden sayiyr yuvarlak igine
alarak cevaplayimniz.

Cinsiyetiniz: Erkek Kadin

Yasimz: ( Y1l olarak)

Universitede Okudugunuz Alan:

Mesleginiz:

Medeni Durumuz:

(1) Bekar (2) Evli/Birlikte Yastyor (3) Ayrilmig/ Bosanmis (4) Dul
Annenizin en son bitirdigi okul:

(1) Okuma-yazma bilmiyor ~ (2) Okur-yazar  (3) ilkokul  (4) Ortaokul
(5)Lise (6)Universite (7)Universite Uzeri

Babanizin en son bitirdigi okul:

(1) Okuma-yazma bilmiyor ~ (2) Okur-yazar  (3) ilkokul  (4) Ortaokul
(5)Lise  (6)Universite (7)Universite Uzeri

Ailenizin gelir diizeyi:

(1)Diistik (2)Orta (3)Yiiksek

Kardes sayisi:

Siz Kaciner Cocuksunuz?

Etnik kimliginiz nedir?

Hi¢ uzun siireli yurtdisinda yasadiniz nm?
EVET (liitfen siiresini belirtiniz) HAYIR
1- Su anda sizi profesyonel bir yardim almaya yonlendiren ruh saghginizla ilgili

bir probleminiz var mi? EVET HAYIR
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Eger cevabiniz “evet” ise liitfen ruh saghiginizla ilgili su anki problemi/ problemleri

yaziniz:

2-Dini inancimiz nedir?
(1) Hig bir dine inanmiyorum (2) Islam (3) Protestan  (4) Ortodoks (5) Yahudi
(6) Katolik

(7) Ateist (8) Diger (Liitfen Belirtiniz):

Kendinizi ne kadar dindar biri olarak tamimlarsiniz?

1 2 3 4 5
Hig Oldukga Fazla
Annenizi ne kadar dindar biri olarak tammmlarsiniz?
1 2 3 4 5
Hig Oldukga Fazla
Babanizi ne kadar dindar biri olarak tanimlarsimz?
1 2 3 4 5
Hig Oldukga Fazla
Anne-babanizin ¢ocuk yetistirme tarzim nasil tanimlarsiniz?
1 2 3 4 5
Asirt Hosgoriilii Asirt Sert- Tutucu
Serbest Mubhafazakar

3-Son bir yilda, dini ibadetinizin yapildig1 yerlere ne sikhkla gittiniz? (Cami, Kilise,

Sinagog vb.) (Genelde yaptiklarmiza en yakin cevab1 isaretleyin)

(1) () 3) “4) (%)
Hig Ara sira Cogu kez Siklikla Oldukga sik
(Ayda bir (Ayda en az (Haftada en az bir) ( Giinde en az
defadan az) bir) bir)

4- Son bir yilda, ne siklikla dua ettiniz? (Genelde yaptiklarimiza en yakin cevabi isaretleyin)

(1) () 3) “4) (%)
Hig Ara sira Cogu kez Siklikla Oldukga sik
(Ayda bir (Ayda en az (Haftada en az bir) ( Giinde en az bir)
defadan az) bir)
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5- Son bir yilda, dininize gonderilmis olan kutsal kitab1 ne siklikla okudunuz? (Kuran,

Incil, Tevrat vb.) (Genelde yaptiklariniza en yakin cevabr isaretleyin)

(1) () 3) “4) (%)
Hig Ara sira Cogu kez Siklikla Oldukga sik
(Ayda bir (Ayda en az (Haftada en az bir) ( Giinde en az bir)
defadan az) bir)

6- Dini dernek, vakif, yada organizasyonlara ne sikhkla maddi bagis yaparsimz yada
etkinliklerine katilmak i¢in goniillii olarak zaman ayirirsimz? (Genelde yaptiklariniza en

yakin cevabi isaretleyin)

(1) () 3) “4) (%)
Hig Ara sira Cogu kez Siklikla Oldukga sik
(Ayda bir (Ayda en az (Haftada en az bir) ( Giinde en az bir)
defadan az) bir)

7- Dini inancimizin davrams ve kararlarimzi belirlemede ne kadar onemli bir rolii

vardir? (Genelde yaptiklariniza en yakin cevabi isaretleyin)

(1) (2) 3) 4) (5)
Hig 6nemli degil ~ Biraz Onemli Cok 6nemli Son derece
Onemli onemli
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BECK ANXIETY INVENTORY (BAI)

Asagida insanlarin kaygili ya da endiseli olduklar1 zamanlarda yasadiklar1 bazi
belirtiler verilmistir. Liitfen her maddeyi dikkatle okuyunuz. Daha sonra, her
maddedeki belirtinin bugiin dahil son iki haftadir sizi ne kadar rahatsiz ettigini
asagidaki 6lgekten yararlanarak maddelerin yanindaki uygun yere (x) isareti koyarak
belirleyiniz.

0. Hig 1. Hafif derecede 2. Orta derecede 3. Ciddi derecede

Sizi ne kadar rahatsiz etti?

Hig Ciddi

1. Bedeninizin herhangi bir yerinde uyusma veya karincalanma ....0 @ @ ©
2. Sicak / ates basmalari.........cc.coovveeeeeiieeeeieeeeeeeee e © 0 6 ©
3. Bacaklarda halSizlik, tiTeme. ......cocvveeeeeeeeeeeeeeeeeeeeeeee e ©O 0 8 ©
4. GEVSCYCIMCINC. .....veveenerenreenreerrenseenseeseesseessesseenseessesseessesssesseese seen 0O 0 & ©
5. Cok kotii seyler olacak KOTKUSU.........cccvveierieriieieciieieeie e O 0 6 6
6. Bas donmesi veya Sersemlik ..........cccoceeeveeiieieiieiieiieeieeieeees e 0O 0 6 ©
7. Kalp GarpINtISL....ccuecuieieeiieeiieieeeieete et eete e 0O 0 6 ©
8. Dengeyi kaybetme duygusU........ccceecveeeierieeiieeienienieeieeeesie e 0O 0 & ©
9. Dehsete Kapilma..........ccoevevieiiieierieieeieseee e ©O 0 & ©
1O, STNTTTTK .o ®© 0 @ ©
11. Boguluyormus gibi olma duygusu...........ccceeceevveeeevreeieereeieennnn. ©O 0 6 ©
12. Ellerde titreME........ceverueeieeeieiieeieiieieiete e © 0 © ©
13, THICKIIK. ...veeeieiieie ettt © 0 © ©
14. Kontrolii kaybetme korkusu..........ccccoovieiiiiiiiiniiiiie 0O 0 © ©
15. Nefes almada gUGliK.........cccoevieiiiiiiiieiiciecicceceee e ©O 0 6 ©
16. QLM KOTKUSU.........oeceivieiicececieeeecece e, © 0 8 ©
17. Korkuya Kapilma..........ccoceeviiiiiniiniiiiiiieeicneeeeeeeeseeee 0O 0 © ©
18. Midede hazimsizlik ya da rahatsizlik hissi.........ccceecereiniincnnnen. ©O 0 & ©
19. Bay@INIiK.....cveoiiiieiieieeicceee e ©O 0 6 ©
20. YUZUN K1IZAMASTL...c.viuieieiesiieieeieeieeieeee et © 0 © ©
21. Terleme (sicaga bagli olmayan) ...........ccccceecvervenieniesienienieenens ©O 0 & ©



bulundurarak, size en uygun ifadeyi bulunuz. Daha sonra o maddenin yanindaki

BECK DEPRESSION INVENTORY (BDI)

Asagida, kisilerin ruh durumlarimi ifade ederken kullandiklar1 bazi climleler
verilmigtir. 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 géz 6niinde

harfi yuvarlak i¢ine aliniz.

1-

a- Kendimi {izgiin hissetmiyorum

b- Kendimi {izgiin hissediyorum

c- Her zaman i¢in lizgliniim ve kendimi bu duygulardan kurtaramiyorum
d- Oylesine iizgiiniim ve mutsuzum ki dayanamiyorum

a- Gelecekten umutsuz degilim.

b- Gelecege biraz umutsuz bakiyorum

c- Gelecekten bekledigim higbir sey yok

d- Benim i¢in gelecek yok ve bu durum diizelmeyecek

a- Kendimi basarisiz gérmiiyorum.

b- Cevremdeki bir¢ok kisiden daha fazla basarisizliklarim oldu sayilir.

c- Geriye doniip baktigimda, ¢ok fazla basarisizligimin oldugunu goériiyorum
d- Kendimi tlimiiyle basarisiz bir insan olarak goriiyorum.

a- Her seyden eskisi kadar zevk alabiliyorum

b- Her seyden eskisi kadar zevk alamiyorum.

c- Artik higbir seyden gergek bir zevk alamiyorum.

d- Bana zevk veren higbir sey yok. Her sey ¢ok sikici.

a- Kendimi suclu hissetmiyorum

b- Arada bir kendimi suglu hissettigim oluyor.
c- Kendimi ¢ogunlukla suclu hissediyorum.
d- Kendimi her an i¢in suglu hissediyorum.

a- Cezalandirildigimi diistinmiiyorum

b- Bazi seyler i¢in cezalandirilabilecegimi hissediyorum.
c- Cezalandirilmay: bekliyorum.

d- Cezalandirildigimi hissediyorum

a- Kendimden hosnutum.

b- Kendimden pek hosnut degilim.
c- Kendimden hi¢ hoslanmiyorum.
d- Kendimden nefret ediyorum.
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8- a- Kendimi diger insanlardan daha kétii gérmiiyorum
b- Kendimi zayifliklarim ve hatalarim i¢in elestiriyorum.
c- Kendimi hatalarim i¢in ¢ogu zaman su¢luyorum.
d- Her kotii olayda kendimi sugluyorum.

9- a- Kendimi 6ldiirmek gibi diislincelerim yok
b- Bazen kendimi 6ldiirmeyi diislinliyorum, fakat yapmadim.
c- Kendimi 6ldiirebilmeyi isterdim.
d- Bir firsatin1 bulursam kendimi 6ldiirtiriim.

10- a- Her zamankinden daha fazla agladigimi sanmiyorum.
b- Eskisine gore su siralarda daha fazla agliyorum.
c- Su siralarda daha fazla agliyorum.
d- Eskiden aglayabilirdim, ama su siralarda istesem de aglayamiyorum

11- a- Her zamankinden daha sinirli degilim.
b- Her zamankinden daha kolayca sinirleniyor ve kiziyorum.
c- Cogu zaman sinirliyim.
d- Eskiden sinirlendigim seylere bile artik sinirlenemiyorum.

12- a- Diger insanlara kars1 ilgimi kaybetmedim.
b- Eskisine gore insanlarla daha az ilgiliyim.
c- Diger insanlara kars1 ilgimin ¢ogunu kaybettim.
d- Diger insanlara kars1 hi¢ ilgim kalmadi.

13- a- Kararlarimi eskisi kadar kolay ve rahat verebiliyorum.
b- Su siralar kararlarimi vermeyi erteliyorum.
c- Kararlarimi vermekte ¢oklukla gii¢liik ¢cekiyorum.
d- Artik hi¢ karar veremiyorum.

14- a- D1s goriiniisiimiin eskisinden daha kotli oldugunu sanmiyorum.
b- Yaslandigimi ve gekiciligimi kaybettigimi diisliniiyor ve tizliliiyorum.
c- Dig gorlinisimde artik degistirilmesi mimkiin olmayan olumsuz
degisiklikler oldugunu hissediyorum.
d- Cok c¢irkin oldugumu diisiiniiyorum.

15- a-Eskisi kadar 1yi galigabiliyorum
b-Bir ise baslayabilmek i¢in eskisine gére kendimi daha fazla zorlamam
gerekiyor.
c- Hangi 15 i¢in olursa olsun, yapabilmek i¢in kendimi zorluyorum.
d- Higbir i yapamiyorum.
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16- a- Eskisi kadar rahat uyuyabiliyorum.
b- Su siralarda eskisi kadar rahat uyuyamiyorum.
c- Eskisine gore 1 veya 2 saat erken uyaniyor ve tekrar uyumakta zorluk
cekiyorum..
d- Eskisine gore ¢ok erken uyaniyor ve tekrar uyuyamiyorum.

17- a- Eskisine kiyasla daha ¢abuk yoruldugumu sanmiyorum.
b- Eskisinden daha ¢abuk yoruluyorum.
c- Su siralarda neredeyse her sey beni yoruyor.
d- Oyle yorgunum ki higbir sey yapamiyorum

18- a- Istahim eskisinden pek farkli degil.
b- Istahim eskisi kadar iyi degil
c- Su siralar igtahim epey kotii
d- Artik hi¢ istahim yok

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

20- a- Sagligim beni pek endiselendirmiyor.
b- Son zamanlarda agri, s1z1, mide bozuklugu, kabizlik gibi sorunlarim var.
c- Agn s1z1 gibi sikintilarim beni epey endiselendirdigi i¢in baska seyler
diistinmek zor geliyor.
d- Bu tiir sikintilar beni 6yle endiselendiriyor ki, artik baska higbir sey
diisiinemiyorum.

21-a- Son zamanlarda cinsel yasamimda dikkatimi ¢eken bir sey yok.
b- Eskisine oranla cinsel konularla daha az ilgileniyorum.
c- Su siralarda cinsellikle ilgili konularla daha az ilgileniyorum.
d- Artik cinsellikle higbir ilgim kalmada.

307



CLARK-BECK OBSESSIVE COMPULSIVE INVENTORY (CBOCI)

Yonerge: Bu anket formu 25 grup ifadeyi i¢ermektedir. Liitfen her grupta yer alan ifadeleri
dikkatlice okuyunuz ve sonrasinda bu ifadelerin i¢inden bugiin de dahil olmak iizere son iki
hafta icindeki diisiince, duygu ve davraniglarinizi en iyi tanimlayan yalnizca bir ifadeyi segerek,
sectiginiz ifadenin basindaki rakami yuvarlak igine aliniz. Eger ayni grup iginde birkag ifadenin
sizin i¢in esit sekilde uygun oldugunu diisliniiyorsaniz, o grup icin en yiiksek rakami tastyan ifadeyi
yuvarlak i¢cine alimiz. Eger secenekler arasinda karar vermekte zorlanirsaniz, o zaman size en uygun
oldugunu tahmin ettiginiz ifadeyi isaretleyiniz. Dogru veya yanlis cevap yoktur, sadece hangi
durumun sizi en iyi tanimladigimi diisiindiigiiniiz 6nemlidir. Hizl1 bir sekilde formu doldurmaniz ve
ifadelerin tam anlamiyla ne demek istedigi iizerinde diisiinerek fazla zaman harcamamaniz
gerekmektedir. Gegen iki hafta boyunca hangi ifadenin sizi en iyi tamimladigi hakkindaki ilk
izleniminiz en dogru yanit olacaktir.

OBSESYONLAR ALT OLCEGI

anmm: Asagidaki ifade gruplari, obsesyon olarak adlandirilan giinliik yasamda saplanti ya
takintt olarak da tamimladigimiz zihinde istem dis1 olarak beliren, bir dizi 6zel (spesifik) diisiince,
fikir, zihinsel zihinsel goriintii yada diirtiilerden bahsetmektedir. Hemen hemen herkes giinliik

yasaminda az ya da ¢ok bu tiir diislincelere sahip olabilir.
Obsesyonlar (saplantilar ya da takintilar):

) fstenmeyen, kabul edilemez, sikinti veren, hatta tiksinti uyandwran diisiince zihinsel
gortintii veya diirtiilerdir,

o [stememenize ragmen tekrar tekrar akliniza gelirler .

o Gergekte sahip oldugunuz kisiliginize ozgii olmayabilirler ya da ona uygun degillerdir;
diger bir deyisle, zihninizde isteginiz disinda beliren bu diisiinceler, sahip olmay:
istediginiz yada beklediginiz tiirden diisiinceler degildir.

o Size sagma veya mantiksiz gelse de genellikle kontrol edilmeleri giictiir.

Obsesyonlara (saplantilar yada takintilar), kazara veya kasten birine zarar vermek, hata yapmak,

pislenmek veya kirlenmek, yaptigimiz seyler hakkinda kesin veya emin olmamak, ahlakdisi

davranmak, kabul edilemez cinsel aktivitelerde bulunmak, kontrolii kaybetmek ve utang verici bir

seyler yapmak, kapiy1 kilitlemeyi veya cihazlar1 kapatmay1 unutmak gibi diisiince, zihinde belire
oriintii veya diirtiiler 6rnek olarak verilebilir.

1. 0 HICBIR ZAMAN kirlenme veya pis bir seyin bulasmasi ile ilgili istegim disinda
tekrarlanan takmtili diisiince, zihinsel goriintii veya diirtiilerim olmaz, ya da NADIREN
olur

1 BAZEN (yani haftada bir defadan daha az) kirlenme veya pis bir seyin bulagmasi ilgili
istegim disinda tekrarlanan takintili diisiince, zihinsel goriintii veya diirtiilerim olur

2 SIK SIK (yani haftada birka¢ defa) kirlenme veya pis bir seyin bulagmasi ilgili istegim
disinda tekrarlanan takintili diisiince, zihinsel zihinsel goriintii veya diirtiilerim olur

3 OLDUKCA SIKLIKLA (yani her giin) kirlenme veya pis bir seyin bulagmasi ilgili
istegim diginda tekrarlanan, diisiince zihinsel goriintii veya diirtiilerim olur
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2. 0 HICBIR ZAMAN kendimin veya baskalarmin zarar gérmesine veya yaralanmasina
neden olacagima iligkin istegim disinda tekrarlanan takintili diisiince, zihinsel goriintii
veya diirtiilerim olmaz ya da NADIREN olur.

1 BAZEN (yani haftada bir defadan daha az) kendimin veya bagkalarinin zarar gérmesine
veya yaralanmasina neden olacagima iliskin takintili diisiince, zihinsel goriintii veya
diirtiilerim olur

2 SIKLIKLA (yani haftada birka¢ defa) kendimin veya bagkalarinin zarar gérmesine veya
yaralanmasina neden olacagima iliskin takintili diigiince, zihinsel goriintii veya diirtiilerim
olur

3 OLDUKCA SIKILIKLA (yani her giin) kendimin veya bagkalarinin zarar gérmesine veya
yaralanmasina neden olacagima iliskin takintili diigiince, zihinsel goriintii veya diirtiilerim
olur

3. 0 HICBIR ZAMAN cinsel veya dini (yani dini degerlerinize aykir1) konularla ilgili istegim
diginda tekrarlanan rahatsiz edici takintili diisiince, zihinsel goriintii veya diirtiilerim
olmaz ya da NADIREN olur.

1 BAZEN (yani haftada bir defadan daha az) cinsel veya dini (yani dini degerlerinize aykir1)
konularla ilgili rahatsiz edici takintili diislince, zihinsel goriintii veya diirtiilerim olur

2 SIKLIKLA (yani haftada birka¢ defa) cinsel veya dini (yani dini degerlerinize aykir1)
konularla ilgili rahatsiz edici takintili diislince, zihinsel goriintii veya diirtiilerim olur

3 OLDUKCA SIKILIKLA (yani her giin) cinsel veya dini (yani dini degerlerinize aykir1)
konularla ilgili rahatsiz edici takintili diislince, zihinsel goriintii veya diirtiilerim olur

4. 0. Eger istegim diginda tekrarlanan takintili diisiince, zihinsel goriintii veya diirtiilerim olursa
bu durumdan rahatsiz OLMAM veya kendimi su¢lu HISSETMEM.
1. Takitili diisiince, zihinsel goriintii veya diirtiilerim oldugunda, olsa olsa BIRAZ rahatsiz
olurum veya sugluluk hissederim.
2. Takmtili diigiince, zihinsel goriintii veya diirtilerim oldugunda OLDUKCA rahatsiz
olurum veya sugluluk hissederim.
3. Takintili diigiince, zihinsel goriintii veya diirtiilerim oldugunda COK FAZILA rahatsiz
olurum veya sugluluk hissederim.

5. 0. Genellikle istegim disinda tekrarlanan takintili diigiince, zihinsel goriintii veya diirtiileri
zihnimden BASARIYLA uzaklastirabilirim.
1. Takintili diisiince, zihinsel goriintii veya diirtiileri zihnimden uzaklagtirmakta SIKLIKLA

zorlanirim.

2. Takintili diisiince, zihinsel goriintii veya diirtiileri zihnimden uzaklastirmakta COGU
ZAMAN zorlanirim.

3. Takmtili diisiince, zihinsel goriintii veya diirtiileri zihnimden COK NADIREN basariyla
uzaklastirabilirim

6. 0. Istegim disinda tekrarlanan takintih diisiince, zihinsel goriintii veya diirtiilerim olursa

KOLAYCA bagka seyle diisiinebilirim.

1. Takmtili diisiince, zihinsel goriintii veya diirtiilerim oldugunda baska seyler diisiinmekte
COK AZ ZORLANIRIM.

2. Takintili diisiince, zihinsel goriintii veya diirtiilerim oldugunda bagka seyler diisiinmekte
OLDUKCA ZORLANIRIM.

3. Takintili diigiince, zihinsel goriintii veya diirtiileri oldugunda bagka seyler diisiinmekte
COK FAZILA ZORLANIRIM.
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7. 0

10. o.

p—

11.

PN =D

12. 0.

HiCBIiR ZAMAN diger insanlarin talihsizliklerine veya zarar gérmelerine neden oldugum
veya buna engel olamadigim i¢in kisisel olarak sorumlu oldugum diigiincesi beni rahatsiz
etmez ya da NADIREN eder.

BAZEN (yani haftada bir defadan az) bagka insanlarin talihsizliklerine veya zarar
gormesine neden oldugum veya buna engel olamadigim igin kisisel olarak sorumlu
oldugum diislincesi beni rahatsiz eder.

SIKLIKLA (yani haftada birka¢ defa) baska insanlarin talihsizliklerine veya zarar
gormesine neden oldugum veya buna engel olamadigim igin kisisel olarak sorumlu
oldugum diislincesi beni rahatsiz eder.

OLDUKCA SIKLIKLA (yani her giin)Baska insanlarin talihsizliklerine veya zarar
gormesine neden oldugum veya buna engel olamadigim igin kisisel olarak sorumlu
oldugum diislincesi beni rahatsiz eder.

HICBIR ZAMAN evdeki veya is yerindeki giinliik islerimi tamamen veya dogru bir
sekilde yerine getirip getirmedigim hakkinda siiphe duymam ya da NADIREN duyarim.
BAZEN evdeki veya is yerindeki giinliik iglerimi tamamen veya dogru bir sekilde yerine
getirip getirmedigim hakkinda giiphe duyarim.

SIK SIK evdeki veya is yerindeki giinliik islerimi tamamen veya dogru bir sekilde yerine
getirip getirmedigim hakkinda siiphe duyarim.

NEREDEYSE SUREKLI bir sekilde evdeki veya is yerindeki giinliik islerimi tamamen
veya dogru bir sekilde yerine getirip getirmedigim hakkinda siiphe duyarim.

. Eger istegim diginda tekrarlanan takintili diisiince, zihinsel goriintii veya diirtiileri aklimdan

uzaklastirmaya ¢aligsaydim, COK AZ dikkat ve ¢aba harcamam gerekirdi.

. Takintih diisiince, zihinsel goriintii veya diirtiileri aklimdan uzaklastirmaya caligsaydim, BIRAZ

dikkat ve ¢aba harcamam gerekirdi.

. Takintili diigiince, zihinsel goriintii veya diirtiileri aklimdan uzaklagtirmaya ¢aligsaydim,

OLDUKCA dikkat ve caba harcamam gerekirdi.

. Takintil diislince, zihinsel goriintii veya diirtiileri aklimdan uzaklastirmaya ¢aligsaydim COK

FAZILA dikkat ve ¢aba harcamam gerekirdi.

HICBIR ZAMAN soyledigim veya yaptigim seylerde hatali oldugum hakkinda
endiselenmem ya da NADIREN endiselenirim.

. ARA SIRA soyledigim veya yaptigim seylerde hatali oldugum hakkinda endigelenirim.
. SIKLIKLA soyledigim veya yaptigim seylerde hatali oldugum hakkinda endiselenirim.

HEMEN HEMEN HER SEYDE soyledigim veya yaptigim hatali oldugum hakkinda
endiselenirim.

Evdeki veya is yerindeki giinliik islerim hakkinda karar vermekte HIC ZORLANMAM.
ZAMAN ZAMAN bazi giinliik iglerim hakkinda kararsiz kalabilirim

SIKLIKLA basit giinliik islerim hakkinda karar vermekte zorlanirim.

COGU ZAMAN rutin, giinliik islerimi yapmaya galisirken karar vermekte zorlanirim.

Istegim disinda tekrarlanan takintili diistince, zihinsel goriintii veya diirtiiler, ¢alisabilmemi
veya sosyal iliskilerimi ENGELLEMIYOR.

. Takmtili diigiince, zihinsel goriintii veya diirtiiler calismami veya sosyal aktivitelerimi

BIiRAZ ENGELLIiYOR.

. Takmtili diigiince, zihinsel goriintii veya diirtiilerin, ¢aligmami veya sosyal iliskilerimi

ONEMLI DERECEDE ENGELLEMESINE ragmen ¢aba sarf ederek idare edebilirim.
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3. Caba sarf ettigim halde, istem dis1 takintili diigiince, zihinsel goriintii veya diirtiiler
nedeniyle ¢alisma yasantimi ve sosyal iliskilerimi siirdirmekte COK
ZORLANIYORUM.

13. 0 Istegim disinda tekrarlanan takintih diisiince, zihinsel goriintii veya diirtiilerin,
ZARARSIZ olduklarina inanirim.

1. Takntili diigiince, zihinsel goriintii veya diirtiilerimin, ger¢ege doniisiip, olumsuz veya
zarar verebilecek sonuglar dogurup dogurmayacagina dair, ARASIRA endiselenirim

2. Takintili diisiince, zihinsel gorintii veya dirtilerimin ger¢ege doniismesi halinde olumsuz
veya fena sonuclar dogabileceginden OLDUKCA ENDISELENIRIM.

3. Takmtili diigiince, zihinsel goriintii veya diirtiilerin gergege doniismesi halinde olumsuz
veya fena sonuglar dogabileceginden COK FAZLA ENDISELENIRIM

14. 0. istegim disinda tekrarlanan takmtili diisiince, zihinsel goriintii veya diirtiilerin aklima

gelmesini engellemeye CALISMAM.

1. Takintili diislince, zihinsel goriintii veya diirtiillerin aklima gelmesini ARA SIRA
engellemeye ¢aligirim.

2. Takmtili diislince, zihinsel gorlintii veya dirtiilerin aklima gelmesini engellemek igin
BiRAZ CABA SARFEDERIM.

3. Takintili diigiince, zihinsel goriintii veya diirtiilerin aklima gelmesini engellemek igin
OLDUKCA COK CABA SARFEDERIM.

KOMPULSIYONLAR ALT OLCEGI

/ Tamim: Asagida yer alan ifadeler “kompulsiyon” olarak adlandirdigimiz diisiince veya \
davranmislardan bahsetmektedir

Kompulsiyonlar :

. Tekrar tekrar yinelemek zorunda hissettiginiz diistince veya davramiglardr,

. Bu diisiince veya davranmiglar olduk¢a anlamsiz veya abartili olabilir,

. Bircok insan zaman zaman kompulsif tarzda diisiince veya davraniglar
sergileyebilir.

Kompulsif davraniglara, kendinizi rahat hissedene kadar ellerinizi tekrar tekrar yikamak,
evden ayrilmak icin kendinizi rahat hissedinceye kadar ocagi tekrar tekrar kontrol etmek,
dogru bir sekilde hatirladiginizdan emin oluncaya kadar kelimeleri veya ciimleleri tekrar
etmek, ihtiya¢ duymadiginiz seyleri atmanin kendinizi kot hissettirmesi nedeniyle (6rnegin,
eski telefon faturalari, gazeteler v.b.) abartili bir sekilde biriktirmek , rahat hissettirene kadar
belli bir say1ya kadar tekrar tekrar saymak, esyalara belli bir sayida hafif¢e vurma ve benzeri
davraniglar 6rnek olarak verilebilir.

Eger kompulsif diisiincelerden siklikla bahsedeceksek (yani kompulsif davranig ve diisiince
Qlinde) kisa bir parantezle kompulsif diisiince ve obsesif diisiincenin farkini yazabiliriz /

15. 0. HICBIR ZAMAN kirlenme, pis oldugunu diisiindiigiim bir seyin bulagsmas1 veya diger
nedenlerden 6tiirli kendimi, giysilerimi veya evimi temizleme (yikama) zorunlulugu
hissetmem ya da NADIREN hissederim.

1. BAZEN (yani haftada bir defadan daha seyrek) kirlenme, pis oldugunu diisiindiigiim bir
seyin bulagmasi veya diger nedenlerden 6tiirii kendimi, giysilerimi veya evimi temizleme
(yikama) zorunlulugu hissederim.
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2. SIKLIKLA (yani haftada birka¢ defa) kirlenme, pis oldugunu diisiindiigiim bir seyin
bulagsmas: veya diger nedenlerden otiirii, kendimi, giysilerimi veya evimi temizleme
(yikama) zorunlulugu hissederim.

3. OLDUKCA SIKLIKLA (yani her giin) kirlenme, pis oldugunu diisiindiigiim bir seyin
bulagsmas: veya diger nedenlerden otiirii, kendimi, giysilerimi veya evimi temizleme
(yikama) zorunlulugu hissederim.

16. 0. HICBIR ZAMAN, yapmis oldugum siradan giinliik isleri (6rn, kap1 kilitleme, 1s1klari,
musluklart veya cihazlari1 kapatma, formlart doldurma, postalamadan dnce mektuplart
gbzden gegirme) tekrar tekrar kontrol etme zorunlulugu hissetmem ya da NADIREN
hissederim.

1. BAZEN (yani haftada bir defadan seyrek), dogru yaptigimdan emin olmak i¢in siradan
giinliik islerimi tekrar tekrar kontrol etme zorunlulugu hissederim.

2. SIKLIKLA (yani haftada birka¢ defa) dogru yaptigimdan emin olmak i¢in siradan
giinliik islerimi tekrar tekrar kontrol etmek zorunlulugunu hissederim.

3. OLDUKCA SIKLIKLA (yani her giin) dogru yaptigimdan emin olmak igin siradan
giinliik islerimi tekrar tekrar kontrol etmek zorunlulugu hissederim.

17. 0. HICBIR ZAMAN soylediklerimin veya yaptiklarimin dogrulugundan emin olamadigim igin
tekrar okuma, tekrar yazma veya sdylediklerimi tekrar ifade etme zorunlulugu hissetmem veya
NADIREN hissederim.

1. BAZEN (yani haftada bir defadan daha seyrek) sdylediklerimin veya yaptiklarimin
dogrulugundan emin olamadigim i¢in tekrar okuma, tekrar yazma veya sdylediklerimi tekrar
ifade etme zorunlulugu hissederim

2. SIKLIKLA (yani haftada birka¢ defa)soylediklerimin veya yaptiklarimin dogrulugundan emin
olamadigim i¢in tekrar okuma, tekrar yazma veya sdylediklerimi tekrar ifade etme zorunlulugu
hissederim

3. OLDUKCA SIKLIKLA (yani her giin) sdylediklerimin veya yaptiklarimin dogrulugundan emin
olamadigim icin OLDUKCA SIK (yani her giin) tekrar okuma, tekrar yazma veya
sOylediklerimi tekrar ifade etme zorunlulugu hissederim

18. 0. HICBIR ZAMAN giinliik islerimde kaliplasmuis belirli bir siray1 (6rn, belirli bir sira ile
giyinmek veya yikanmak) izlemem veya esyalarin belirli bir diizen iginde kalmasina
(6rn, evde veya is yerinde esyalarin her zaman belirli bir yerinin olmasi) 6zen gostermem
ya da NADIREN gésteririm.

1. BAZEN (yani haftada bir defadan daha seyrek) giinliik islerimi yaparken kaliplagmis
belirli bir siray1 takip ederim veya esyalarin belirli bir diizen iginde kalmasina 6zen
gdsteririm.

2. SIKLIKLA (yani haftada birka¢ defa) giinliikk islerimi yaparken kaliplasmis belirli bir
siray1 takip ederim veya esyalarin belirli bir diizen i¢inde kalmasina 6zen gosteririm.

3. OLDUKCA SIKLIKLA (yani her giin) giinliik islerimi yaparken kaliplagmis belirli bir
siray1 takip ederim veya esyalarin belirli bir diizen i¢inde kalmasina 6zen gdsteririm.

19. 0. HICBIiR ZAMAN rahatsizlik hissinden korunabilmek veya olumsuz bir seyin olmasini
engelleyebilmek i¢in say1 saymak, belirli ifadeleri kendi kendime tekrarlamak, 6nemsiz
seyleri akilda tutmak yada diger zihinsel aktiviteler ile mesgul olmak zorunda hissetmem
veya NADIREN hissederim.

1. BAZEN (yani haftada bir defadan daha seyrek) rahatsizlik hissinden korunabilmek veya
olumsuz bir seyin olmasini engelleyebilmek i¢in sayi sayar, belirli ifadeleri kendi
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20.

21.

22.

kendime tekrarlar, 6nemsiz seyleri akilda tutmaya galisir veya bunlara benzer bagka
zihinsel aktivitelerle mesgul olurum.

SIKLIKLA (yani haftada birka¢ defa) rahatsizlik hissinden korunabilmek veya olumsuz
bir seyin olmasini engelleyebilmek i¢in say1 sayar, belirli ifadeleri kendi kendime
tekrarlar, onemsiz seyleri akilda tutmaya calisir veya bunlara benzer baska zihinsel
aktivitelerle mesgul olurum

OLDUKCA SIKLIKLA (yani her giin) rahatsizlik hissinden korunabilmek veya
olumsuz bir seyin olmasimi engelleyebilmek icin sayi1 sayar, belirli ifadeleri kendi
kendime tekrarlar, dnemsiz seyleri akilda tutmaya galisir veya bunlara benzer bagka
zihinsel aktivitelerle mesgul olurum

HiICBIR ZAMAN yapmakta oldugum seylerin detaylarina takilip kalmaktan dolayz,
siradan giinliik islerimi (6rn, giyinmek, evden veya is yerinden ayrilmak, yemekleri
hazirlamak, ig veya okul ile ilgili seyler) bitirebilmek i¢in uzun zaman harcamam veya
NADIREN uzun zaman harcarim.

BAZEN (yani haftada bir defadan daha seyrek) yapmakta oldugum seylerin ayrintisiyla
fazlaca ugrastigimdan dolay1 giinliik siradan iglerimi bitirebilmek i¢in gerekenden fazla
zaman harcarim.

SIKLIKLA (yani haftada birka¢ defa) yapmakta oldugum seylerin ayrintisiyla fazlaca
ugrastigimdan dolay1, giinliik siradan islerimi bitirebilmek i¢in gerekenden fazla zaman
harcarim.

HER ZAMAN (yani her giin) yapmakta oldugum seylerin ayrintistyla fazlaca
ugrastigimdan dolay1, giinliik siradan islerimi bitirebilmek i¢in gerekenden fazla zaman
harcarim.

Tekrar tekrar yineleme zorunlulugu hissettigim bir davranisi yada diislinceyi (yani
kompulsiyonlar) yapmam engellense bile bu durumdan dolay1 herhangi bir sikinti
HISSETMEM.

Tekrar tekrar yineleme zorunlulugu hissettigim bir davranist yada diisiinceyi (yani
kompulsiyonlar) yapmam engellenirse bundan dolay1 COK AZ SIKINTI hissederim..
Tekrar tekrar yineleme zorunlulugu hissettigim bir davranisi yada diislinceyi (yani
kompulsiyonlar) yapmam engellenirse bundan dolayr EPEYCE SIKINTI hissederim.
Tekrar tekrar yineleme zorunlulugu hissettiim bir davranisi yada diigiinceyi (yani
kompulsiyonlar) yapmam engellenirse bundan dolayt COK FAZLA SIKINTI
hissederim.

Tekrar tekrar yineleme zorunlulugu hissettigim davranig yada diisiinceler ( yani
kompulsiyonlar) c¢alisabilmemi veya sosyal iligkilerimi ENGELLEMEZ.

Tekrar tekrar yineleme zorunlulugu hissettigim davramis yada diisiinceler (yani
kompulsiyonlar) yiiziinden c¢alisma yasamum veya sosyal faaliyetlerim BIRAZ
ENGELLENIR.

Tekrar tekrar yineleme zorunlulugu hissettigim davranig yada diisiinceler ( yani
kompulsiyonlar) yiiziinden caligma yasamim veya sosyal faaliyetlerim Onemli
derecede ENGELLENDIGI halde ¢aba sarf ederek idare edebilirim.

Tekrar tekrar yineleme zorunlulugu hissettigim davranis yada diisiinceler ( yani
kompulsiyonlar) yiiziinden ¢aligmay1 yada diger insanlarla olan sosyal iligkilerimi
siirdiirmeyi COK GUC bulurum.
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23. 0.

24. 0.

25. 0.

Takintilt diisiince, zihinsel goriintii veya diirtiilerimi (yani obsesyonlar) ya da
tekrarlamak zorunda hissettigim davraniglarimi/diisiincelerimi (yani kompulsiyonlar)
baslatacag1 korkusuyla belirli yerlerden, kisilerden, faaliyetlerden veya nesnelerden
uzak durmam.

Takintili diisiince, zihinsel goriintii veya diirtiilerimi (yani obsesyonlar) ya da
tekrarlamak zorunda hissettigim davranislarimi/diigiincelerimi (yani kompulsiyonlar)
baglatacag1 korkusuyla belirli yerlerden, kisilerden, faaliyetlerden veya esyalardan
ARA SIRA (yani haftada bir defadan daha seyrek) uzak dururum/kaginirim.

Takintili diisiince, zihinsel goriintii veya diirtiilerimi (yani obsesyonlar) ya da
tekrarlamak zorunda hissettigim davranislarimi/diigiincelerimi (yani kompulsiyonlar)
baslatacagi korkusuyla belirli yerlerden, kisilerden, faaliyetlerden veya esyalardan
SIKLIKLA (yani, haftada birka¢ defa) uzak dururum/kaginirim.

Takintili diisiince, zihinsel goriintii veya diirtiilerimi (yani obsesyonlar) ya da
tekrarlamak zorunda hissettigim davraniglarimi/diisiincelerimi (yani kompulsiyonlar)
baslatacagi korkusuyla belirli yerlerden, kisilerden, faaliyetlerden veya esyalardan
OLDUKCA SIK (yani her giin) uzak dururum/kaginirim.

Tekrar tekrar yineleme mecburiyeti hissettigim davranig yada diislinceler ile (yani
kompulsiyonlar) mesgul olma zorunlulugu hissetsem bile onlar1t YAPMAMAYA
karar verebilirim.

Tekrar tekrar yineleme mecburiyeti hissettigim davranis yada diisiinceler ile (yani
kompulsiyonlar) mesgul olma zorunlulugu hissettigim zaman COK ZOR da olsa,
kendi istegimle bu davraniglarimi kontrol edebilirim

Tekrar tekrar yineleme mecburiyeti hissettigim davranis yada diisiinceler ile (yani
kompulsiyonlar) mesgul olma zorunlulugu hissettigim zaman kendi iste§imle bu
davraniglarimi ancak BIRAZ kontrol edebilirim

Tekrar tekrar yineleme mecburiyeti hissettigim davranis yada diisiinceler ile (yani
kompulsiyonlar) mesgul olma zorunlulugu hissettigim halde kendi istegimle bu
davraniglarimi ancak COK AZ kontrol edebilirim

Tekrar tekrar yineleme zorunlulugu hissettigim davranis yada diisiinceler ile (yani
kompulsiyonlar) mesgul olsam bile kaygi veya sikint1 hissetmem

Tekrar tekrar yineleme zorunlulugu hissettigim davranis yada diigiinceler ile (yani
kompulsiyonlar) mesgul olsam bile bu durumdan dolayi, COK AZ KAYGI veya
SIKINTT hissederim.

Tekrar tekrar yineleme zorunlulugu hissettigim davranis yada diisiinceler ile (yani
kompulsiyonlar) mesgul oldugum zaman, bu durumdan dolayi1 KAYGI veya
SIKINTT hissederim.

Tekrar tekrar yineleme zorunlulugu hissettigim davranis yada diisiinceler ile (yani
kompulsiyonlar) mesgul oldugum zaman, bu durumdan dolay1r olduk¢a FAZLA
KAYGI veya SIKINTI hissederim

Bu anketi doldurmak igin zaman ayirdiginiz i¢in size tesekkiir ederiz.
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GUILT INVENTORY (GI)

Yonerge: Anketin bu boliimiinde, liitfen agsagidaki cevap formatini kullanarak sorulari
cevaplayiniz

1 = Hi¢ Katilmiyorum

2 = Katilmiyorum

3 = Kararsizim

4 = Katiliyorum

5 = Tamamen Katiliyorum

1. Nelerin dogru, nelerin yanlis oldugunun kesin ve net olarak tanimlanmasi
gerektigine inanityorum.

2. Hayatimda bir¢ok hata yaptim.
3. Her zaman, bir dizi kesin ahlaki-etik ilkelere, kuvvetle inanmisimdir.

4. Son zamanlarda, kendimle ve yaptiklarimla ilgili olarak kendimi iyi
hissediyorum.

5. Eger bazi seyleri yeniden yapabilseydim, omuzlarimdan biiyiik bir yiik
kalkarda.

6. Higbir zaman ¢ok biiyiik bir vicdan azabi ya da sugluluk hissetmedim.

7. Hayattaki amacim, soyut birtakim ahlaki kurallara ulagsmaya ¢alismak yerine,
hayattan zevk almaktir.

8. Geg¢misimde derinden pismanlik duydugum bir sey var

9. Siklikla, yaptigim bir seyden dolay1 kendimden nefret ederim.

10. Ebeveynlerim bana kars1 ¢cok katiydilar.

11. Asla yapmayacagim sadece birkag sey vardir.

12. Yaptigim bir seyden dolay1 siklikla kendimle ilgili hognutsuzluk yasarim.
13. Dogru ve yanlisa iliskin fikirlerim oldukc¢a esnektir

14. Eger hayatimi yeni bastan yasayabilseydim, bir¢ok seyi farkli sekilde
yapardim.

15. Yanlis olduklarina inandigim icin hayatta asla yapmayacagim bircok sey
vardir.
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16.

17.

18.

19.

20.

21.

22,

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

3s.

Son zamanlarda, ¢ok pisman oldugum bir sey yaptim.

Son giinlerde, benim yerimde olmak hi¢ de kolay degildi.
Ahlak, bir¢ok insanin ileri siirdiigii gibi siyah-beyaz degildir.
Son zamanlarda sakin ve endisesizim.

Hatirlayabildigim kadartyla sugluluk ve pismanlik, hayatimin bir pargasi
olmustur.

Bazen, gecmiste yaptigim bazi seyleri diisiindiigiimde ¢ok rahatsiz oluyorum
Belirli durumlarda, neredeyse, yapmayacagim higbir sey yoktur.

Hayatim boyunca ¢ok fazla hata yaptigimi diistinmiiyorum.

Ciddi bir ahlaksizlik yapmaktansa 6lmeyi tercih ederim.

Ahlaki degerlerime uygun yasamak i¢in gii¢lii bir istek duyuyorum.

Sik sik derin bir pigmanlik duyarim.

Gegmiste yaptigim seylere dair ¢ok endiselenirim.

Insanlarm icinde bulunduklar1 durumu ve onlar1 davranisa yonlendiren itici
giicli bilmeden, bir seyin dogru ya da yanlis olup olmadig1 hakkinda bir
yargtya varilamayacagina inaniyorum.

Hayatimda, yapmis olmaktan 6tiirii pismanlik duydugum ¢ok az sey var.

Eger son birkag haftay1 ya da ay1 yeniden yasayabilseydim, degistirmek
isteyecegim kesinlikle hi¢bir sey olmazdi

Bazen, ge¢cmiste yaptigim seylerden dolay1 yemek yemekte zorlaniyorum.

Yaptigim seylerle ilgili asla endiselenmem; ¢iinkii hayat zaten bir sekilde
devam eder.

Su anda kendimi, yaptigim hig¢bir seyden 6tiirii, 6zellikle suclu
hissetmiyorum

Bazen, yanlis yaptigima inandigim seyler hakkinda diistinmekten kendimi
alikoyamiyorum

Higbir zaman uyumakta zorlanmam.
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36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

Bir sekilde geriye doniip, son zamanlarda yanlis yaptigim bazi seyleri
diizeltebilmek i¢in, her seyimi verirdim.

Yakin gegmisimde, degistirmek isteyecegim en azindan bir sey var.
Ahlaki olarak yanlis bir sey yaptigimda, bunu aninda fark ederim.
Neyin dogru ya da yanlis oldugu, duruma baghdir.

Sucluluk, benim i¢in 6zel bir problem degildir.

Gegmisimde ¢ok pigsmanlik duydugum higbir sey yok.

Ahlaki degerlerin kesin olduguna inaniyorum..

Eger yaptigim seyleri yapmasaydim, son zamanlarda hayatim ¢ok daha iyi
olabilirdi

Eger hayatima yeniden baglayabilseydim, ya hi¢ yada ¢ok az seyi
degistirirdim.

Son zamanlarda endiseli ve sikintiliyydim.
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INTERNATIONAL INTRUSIVE THOUGHT INTERVIEW SCHEDULE
(IITIS)

Goriismeciler i¢cin Yonergeler: Bu goriismenin amaci, obsesif-kompulsif
bozuklugun [obsesif-kompulsif Bozukluk (OKB)] kokeni ile ilgili oldugu diisiiniilen,
bireylerin zihinlerinde istemdis1 beliren diisiinceleri, gortintiileri ve diirtiileriyle ilgili
deneyimleri hakkinda bilgi edinmektir. Her yeni katilimer i¢in ayr1 bir goriisme formu
uygulanmal1 ve gorlisme, katilimer diger 6l¢ekleri doldurmadan 6nce uygulanmalidir.
Bu, yar1 yapilandirilmig bir goriisme oldugundan, arastirmacilar dogru bir
derecelendirme yapmak i¢in cevaplarda netlik saglayana kadar katilimcilara ek sorular
sormakta serbesttirler. Ayrica arastirmacilarin, katilimcilarin yanitlarini kaydetmeleri
ve katilimcilarin verdigi yanitlara dayanarak istenilen derecelendirmeyi yapmalari
gerekmektedir. Katilimcilara, goriismeciyi takip edebilmeleri ve goriigmecinin
kaydetmesi gereken gerekli derecelendirmeyi onerebilmeleri i¢in “Katilimci

=199

Degerlendirme Olgegi” verilmelidir.

Goriigsmenin ozellikle son 3 ay icinde gerceklesmiy zihinde istemdist beliren
diisiincelere odaklandigin liitfen goz oniinde bulundurunuz. Bu yiizden kattlimcilar
son zamanlarda, ozellikle son 3 ay icinde zihinlerinde istemdisi beliren diisiinceleri
soylemeleri yoniinde tesvik edilmelidir. Goriigsmeyi yaptiginiz tarihten ii¢ ay
oncesinde olan bir tarih belirleyin ve bunu, goriisme boyunca sizin icin gecerli olan
zaman araligi olarak kullanin (6rnek: “...1 Ekim’den su ana kadar, hig ....... ilgili
zihninizde istemdist beliren diisiinceleriniz oldu mu?”). LUTFEN BOLUMLERI
A’DAN C’YE DOGRU GORUSME PROGRAMINDA VERILDiGI SIRADA
TAMAMLAYIN.

Goriismeci katihmcilara okur: Bu arastirma projesi, diinyanin gesitli
tilkelerindeki iiniversite 6grencilerinde, zihinde istemdist beliren diisiinceler iizerine
yiiriitiilen uluslararasi bir calismanin pargasidir. Oniimiizdeki yaklasik 45 dakika
boyunca size, son ii¢ ay igerisinde, fazla bir ¢aba harcamaksizin zihninizde beliren
stiphe, cinsellik ya da din olmak iizere {i¢ tiir istemdis1 diisiince, goriintli (imge) ya da
diirtiilerinizin olup olmadig1 hakkinda sorular soracagim. Klinik ve kisisel
deneyimlerin yani sira yapilan arastirmalardan, insanlarin biiyiik cogunlugunun (%
80’den fazlas1) bu tiir diisiinceleri oldugunu ve bu diisiincelerin zaman zaman oldukca
rahatsiz edici olabildigini biliyoruz. Zihinde istemdis1 beliren diisiincelerin oldukca
yaygin olmasi1 nedeniyle, bu sekilde diistinmenin igerigi, niteligi, insanlarin bu
diisiincelere nasil karsilik verdikleri ve bu tiir diisiinceleri nasil kontrol etmeye
calistiklar1 hakkinda daha fazla bilgi sahibi olmak istiyoruz. Bu yiizden size, bu
diistincelerin sikli8i, ne tiir diisiincelerinizin oldugu, bu diisiincelerin sizin i¢in anlaml
ya da 6nemli olup olmadig1 ve bunlar1 nasil kontrol etmeye ¢alistiginizla ilgili sorular
soracagiz. Size kendinizle ilgili genel sorular sorarak baslayacagim. Zihinde istemdis1
beliren diisiincelerle ilgili goriismemizi tamamladiktan sonra, sizden bazi 6l¢eklerden
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olusan bir 6l¢ek setini doldurmanizi isteyecegim. Uygulamanin tiimii, yaklagik 30-45
dakika arasi siirecektir.

Sormak istediginiz bir sey var mi1? Goriigmeye baslamak ister misiniz? Unutmayiniz ki
istemediginiz soruya cevap vermeyebilirsiniz ya da goriismeye istediginiz zaman son
verebilirsiniz.

A. GORUSME BILGILERI

1. Goriismecinin Adi:

2. Goriisme Tarihi:

3. Gorlismenin yapildig: yer (sehir & iilke):

B. KATILIMCIYA AIT DEMOGRAFIK BiLGILER

4. Katilimc1 Kodu (arastirmaci tarafindan belirlenen):

5. Cinsiyet: ERKEK KADIN (birini yuvarlak i¢ine alin)

6. Yas: (y1l olarak)

7. Etnik kimliginiz nedir? (Gorlismeci, katilimeinin kendisinin tanimladig: etnik
kimligi kaydeder):

8. Kag yildir Tiirkiye’de yasiyorsunuz?

9. Kag y1l egitim gordiiniiz?

10. Medeni hali(hi¢ evlenmemis, evli, dul veya bosanmis, birlikte yasiyor):

C. KATILIMCININ TIBBI & PSiKiYATRIK GECMISi
11. Kendinizi saglikli hissediyor musunuz?  EVET HAYIR

Eger cevap “Hayir” ise liitfen saglik problemine isaret eden rahatsizliklar1 veya
hastaliklar1 yaziniz:

12. 11. soruda belirttiginiz rahatsizliklar veya hastaliklarin her birini ne kadar
stiredir yasamaktasiniz?

13. 11. soruda belirttiginiz rahatsizliklar veya hastaliklar i¢in hig ila¢ kullantyor
musunuz? (Su an kullandig: ilaglar1 yaziniz):

14. Su anda sizi profesyonel bir yardim almaya yonlendiren, ruh saghiginizla ilgili
bir
sorununuz var mi1? EVET HAYIR
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Eger cevap “evet” ise ruh saghigiyla ilgili su anki problemleri yaziniz:

15. Belirttiginiz ruh saglig1 sorunlarinin her birine ne zaman ve hangi profesyonel
tarafindan teshis konuldu? (6rn: psikiyatrist, psikolog, aile doktoru, hemsire)?

16.  Buruhsal problem i¢in hangi tedavileri (6rn: ilag, psikolojik tedavi, danigma)
aldiniz?

17. S6z konusu ruhsal problemin su anki durumunu nasil degerlendirirsiniz?

(0) ARTIK MEVCUT DEGIL
(1) OLDUKCA IYILESTI
(2) DEGISIKLIK YOK

(3) DAHA KOTULESTI

(4) SIMDIYE KADAR OLDUGUNUN EN
KOTUSI.

18. Gegtigimiz 12 ay icerisinde hayatinizi tehdit eden herhangi bir terdr olay1, siddet ya da
saldir1 yasadiniz mi, ya da yakinlarimizin bu tiir bir olay yasadigini gordiiniiz veya
duydunuz mu?

EVET HAYIR

Eger cevabiniz “EVET” ise liitfen olay(lar)1 anlatiniz:

D. ZiHiINDE iSTEM DISI BELIREN DUSUNCELERIN TANIMI VE ORNEKLERI
(ZIBD’ler)
Goriismeci, katilmeiya okur: Son ii¢ ay icerisinde, zihninizde birdenbire beliren ve
hemen dikkatinizi ¢eken belirli diisiince, imge ya da duygulariniz oldu mu? O sirada
baska bir sey yapiyor ya da diisiinliyor olabilirsiniz; ancak dikkatiniz birdenbire bu
istem dis1 zihninizde beliren diisiinceye kayar. Bu diislinceyi gergekten istemiyor ve
onu gérmezden gelmek i¢in yogun bir ¢aba harciyor da olabilirsiniz, ancak o zihninize
geri gelmeye devam eder. Bu diisiinceler kiigiik veya dnemsiz seyler hakkinda olabilir
(6rn: diistinmeye engel olamadiginiz bir sarki gibi) ya da rahatsiz edici hatta duygusal
anlamda gergekten tiziicii seyler hakkinda da olabilir (6rn: kotii ya da ahlak dist
oldugunu diislindiigiiniiz bir diisiince ya da imge gibi). Zihinde istemdis1 beliren
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diistinceler siklikla, kontrol kaybiyla ve asla yapmayi istemediginiz bir seyle (6rn:
igren¢ oldugunu diisiindiigiiniiz bir cinsel eylemde bulunmak) ilgilidir. Daha 6nce de
belirtildigi gibi, bu tiir zihninizde istem dis1 beliren diisiinceler son derece yaygindir;
insanlarin bilyilik bir ¢ogunlugu, oldukca sik, olumsuz, korkutucu, hatta bazen tuhaf ya
da igreng olabilen diisiincelerin zihinlerinde belirdigini belirtmektedirler. Simdi size bu
tiir diistincelere birkag¢ 6rnek verecegim:

e evden c¢iktiktan sonra kapiyi kilitleyip kilitlemediginizle ilgili siipheler

e birden bire dikkatleri lizerinize ¢ekecek, kaba ya da utandiric1 bir seyi
sOyleme diirtiisii

e sizin ya da diger insanlarin bagina korkung seyler gelmesine neden
olabilecek bir hata yapmis ya da dikkatsizce davranmis olabileceginize dair
bir diisiince

e ahlaki degerlerinize aykir1 olan ve hatta sizi igrendiren bir cinsel davranista
bulunmayla ilgili diisiinceler

Simdi de size son li¢ ayda yasadiginiz zihinde istemdis1 beliren diisiincelerle
ilgili sorular soracagim. Siipheyle/emin olamamayla ilgili diisiincelerle
baslayalim.

A. SUPHEYE BAGLI ZIHINDE iSTEMDISI BELIREN
DUSUNCELER

19. Gériismeci, katihmelya okur: Gegtigimiz son ii¢ ay icerisinde, BIR DAVRANIS/
EYLEM, KONUSMA YA DA KARAR HAKKINDA ANSIZIN VE
BEKLENMEDIK BIR SEKILDE ZIHNINIZDE SUPHE YARATAN istem dis1
diisiince, goriintii ya da diirtiileriniz oldu mu? Ornegin kilitlemis oldugunuzdan
olduk¢a emin olmaniza ragmen, odanizin ya da evinizin kapisim kilitleyip
kilitlemediginizle ilgili siiphe duymus olabilirsiniz.

Goriismeciye yonelik yonerge: Bir diisiincenin ger¢ekten zihinde istemdisi beliren bir
diisiince (ZIBD) olup olmadigina karar verebilmeniz icin, siipheye bagli istenmeyen
diisiince ve diirtiilerle ilgili yeterli bilgi edinmeniz onemlidir. Bir diisiincenin ZIBD
olarak degerlendirilebilmesi icin, “siiphe "nin iginde bulunulan duruma gore belirgin
bir sekilde mantiksiz ve asirt olmasi gerekir. Cok onemli olaylar hakkindaki siipheler
ZIBD olarak degil, endise olarak kabul edilir (6rn: “bu benim icin dogru iiniversite
mi”, ya da “bu ev arkadasiyla yasayp yasayamayacagimdan emin degilim”, “acaba
dogru bir ¢calisma alanminda(béliimde) miyim”) Bunlarin yerine, istemdisi stipheler
onemi abartilan, ancak aslhinda kiigiik ve 6nemsiz konularla ilgilidir (orn: “Kapiy
gergekten kilitledim mi?” ya da” O olay: tamamen ve dogru olarak hatirlyyor
muyum?”) .
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20.

Yeterince sorgulanmasina ragmen, katilimcini, zihinde istem dis1 beliren siiphe ile
ilgili herhangi bir diisiince belirtmemesi olduk¢a miimkiindiir. Bu kisiler icin “Hayir”1
yuvarlak igine alin ve 20 ile 43 arasindaki sorulart atlayarak “dini” istemdist
diistinceler hakkindaki bir sonraki boliim ile devam edin.

EVET HAYIR

Katilimcidan, siipheye bagli zihinde istemdisi beliren bir diisiince ya da diirtii ile ilgili
bir 6rnek vermesini isteyiniz. Verilen 6rnegin ZIBD tanimiyla értiistiigiinden emin
olun. Ornegi buraya yazin:

Katilimciya “Siipheye bagli olarak zihninizde istemdisi beliren diisiince ya da diirtiileri
ne siklikla yasarsiniz ?” diye sorun.

0 1 2 3 4 5
Higbir Ara sira Bazen Sik Sik Oldukea S1k Cok Siklikla
Zaman (yilda 1-2 defa) (yilda 5-6 defa) (ayda bir) (haftada bir) (her giin)

21.

Katilimciya sorun: “Genel olarak, zihinde istemdis1 beliren slipheye bagl diisiince ya
da diirtiiler size ne derece sikint1 verir ve giinliik hayatinizi ne 6l¢iide engeller?”
Ornegin: bu siiphelerden dolay: bazi seyleri yapmaktan kaginiyor musunuz?
Stiphelerinizi gidermek i¢in bazi seyleri kontrol ederek ya da tekrar ederek fazla zaman
harciyor musunuz ya da bir seyi dogru sdylediginiz veya dogru yaptiginizla ilgili
baskalarindan onay aliyor musunuz? [Goriismeci: siipheye bagl zihinde istemdisi
beliren diisiincelerden ne derece rahatsizlik duyduguyla ilgili yeterince fikir sahibi
olabilmek icin katilimcrya ek sorular sorun.]

0 1 2 3 4 5
Hig Cok az Biraz Orta derecede Cok fazla Asiri

22. Siipheyi tetikleyen (baslatan) nedir (yani, dissal ya da i¢sel uyaranlar)? Bu
diisiinceler nerede, ne zaman ve kiminleyken daha ¢ok akliniza gelir?
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[Goriismeci: Katilimcinmin siipheyi ortaya ¢ikaran dissal bir tetikleyiciyi fark
edememesi son derece olasidir. Béyle durumlarda, siipheyi tetikleyen bagka bir
diistince, duygu ya da duyum olup olmadigini belirleyin. Belli bir ortam veya durum da
stipheyi tetiklemis olabilir.

Birincil Degerlendirme Olciimleri

[Goriigmeciler icin Yonergeler: Kisi icin anlamli olan, siipheye bagl istemdisi
bir diistince ile ilgili detayli bilgi edindikten sonra, katilimci agisindan bu diigiinceyi
kendisi i¢in onemli kilan seyin ne oldugunu anlamak igin belirtilen temalardaki
degerlendirmeleri ilgili sorular sorun. Arastirilan her boyutta derecelendirme
yapabilmeleri icin, katilimcilara “Katilimci Derecelendirme Olgegi” vermelidir.]

Goriismeci katihmciya okur: Size siipheye bagli istemdisi diislincelere karsi
verdiginiz tepkilerle ilgili baz1 sorular soracagim. Bu tip istemdis1 diisiincelerinizi
hatirliyor olmaniz, bu diislincelerin sizin i¢in dikkatinizi ¢ekecek kadar 6nemli ya da
anlamli oldugunu gostermektedir. Baska bir deyisle, bu siiphe sizin i¢in yeterince
onemli ki onu fark ettiniz. Asagidaki sorular, bu siiphenin sizin i¢in 6nemli ya da fark
edilebilir olmasina iligkin ¢esitli nedenlere isaret etmektedir.

Arastirma Sorulari

Cok az
Biraz
Orta
derecede
Cok fazla
Tamamen

Hic¢

[S—
\S]
(98]
AN
()}

23. Bu siiphe, bagkalar1 ya da sizin i¢in olumsuz birtakim | ()
sonuglar dogurabilecek bir sey ile ilgili oldugu i¢in
mi dikkatinizi ¢ekti?(@bartili tehdit algisi)

24. Bu siiphe, devamli zihninize geri geldigi i¢in mi 0 1 2 3 4 5
dikkatinizi ¢ekti? (diisiincenin onemi)

25. Bu siiphe sizi rahatsiz ettigi i¢in mi dikkatinizi ¢ekti? | () 1 2 3 4 5
(kayginin ve sikintinin tolere edilememesi)

26. Bu siipheyi kontrol etmekte zorlandiginiz i¢in mi 0 1 2 3 4 5
dikkatinizi ¢ekti?(kontrol etme ihtiyaci)

27. Bu siiphe size biiyiik bir sorumluluk duygusu 0 1 2 3 4 5
hissettirdigi i¢in mi 6nemli goriindii? (sorumluluk)

28. Bu siiphe akliniza geldiginde, yapmis oldugunuz bir
hareket ya da almig oldugunuz bir kararla ilgili emin
olamamaktan dolay1 ne kadar sikintt duydunuz?
(belirsizligin tolere edilememesi)

29. Bu siiphe, davranislarinizda ya da kararlarinizda
eksiksiz/ kusursuz bir bigimde kesin veya dogru
olmaniz gerektigini diislindiirdigii i¢in mi
dikkatinizi ¢ekti? (miikemmeliyet¢ilik)

30. Bu slipheyi duymanin, sizin gergekten de bir hata
yapma ya da bir seyi yapmay1 unutma olasiliginizi 0 1 2 3 4 5
arttirabileceginden dolay1 kaygilandiniz mi?
(diistince-davranis karmasast)
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Arastirma Sorulari

Cok az
Biraz
Orta
derecede
Cok fazla
Tamamen

Hic¢

31. Busiiphe, sizin kendinizi gordiigliniizden daha farkli
ya da onunla tutarsiz oldugu i¢in mi dikkatinizi 0
cekti? (kabul edilemezlik, ego-distonik)

[S—
\S]
(8]
AN
(9]

Kontroliin ikincil Degerlendirmeleri:

32. Siipheye bagli istemdis1 diisiinceleriniz oldugunda, bu diisiinceyi ya da diirtiiyii
zihninizden uzaklastirmak sizin i¢in ne kadar énemlidir?

0 1 2 3 4 5
Hi¢ 6nemli Cok az Biraz  Orta Derecede Cok Son derece
Degil Onemli Onemli Onemli Onemli  Onemli

33. Bu siipheyi zihninizden uzaklagtirmak sizin i¢in ne kadar zor ?

0 1 2 3 4 5
Zor Cok az Biraz  Orta Derecede Cok Son derece
Degil Zor Zor Zor Zor Zor

34. Istemdis1 bir siipheyi zihninizden uzaklastirmakta giicliik ¢ektiginiz bir durum
hatirliyor musunuz?
EVET HAYIR
Eger cevabiniz “Evet” ise liitfen kisaca, bunun nasil oldugunu, nerede ve ne zaman
yasadiginizi anlatiniz:

Goriigmeciler icin Yonergeler: Eger kanlimci bir onceki soruya “EVET”
yanmitini verdiyse asagidaki sorular (a’dan e’ye kadar) yoneltilmelidir. Katilimci,
“Katilime1 Derecelendirme Olgegi”ni kullanarak sorulara cevap vermelidir. Katilimct
bir onceki soruya “HAYIR” cevabini verdiyse 35. soruya gecilmelidir.

Goriismeci katihmeiya okur: Size simdi, az 6nce bahsettiginiz durumda, slipheye
bagl istemdis1 diisiincelerinizi kontrol altina almakta yasadiginiz giigliik karsisindaki
tepkinizle ilgili 6 soru sormak istiyorum. Diigiincenin belli bir 6zelliginin onu kontrol
etmek icin gosterdiginiz ¢cabayla ne kadar iliskili oldugunu anlatmak i¢in yine “0” dan
“5” e kadar olan derecelendirme 6lgegini kullaniniz.
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Arastirma sorulari

Hic¢

Cok az

Biraz

Orta
Derecede

Cok fazla

Tamamen

a. Siipheye bagli istemdis1 diisiincenizi kontrol
etmekte zorlandiginizda, bunun sizin igin 6nemli bir
basarisizlik oldugunu diisiindiiniiz mii? (kontroliin
oneminin yanlis yorumlanmasi)

—

[\

(O8]

B

)]

b. Siipheye bagl diislincenizi kontrol etmekte
zorlandiginizda, bunun, davranisiniz ya da
karariniza etkisiyle olumsuz bir sonucun ortaya
¢ikma olasiligini artirabileceginden dolayi
kaygilandimiz m1? (DDK/Tehdit degerlendirmeleri)

c. Stipheye bagl istemdis1 diisiinceyi kontrol etmenin
miimkiin olabilecegine ne kadar inandimz? (olasilik
degerlendirmeleri)

d. Stipheye bagli istemdis1 diislincenizi daha iyi
kontrol edebilmek sizin igin ne kadar 6nemliydi?
(gergekg¢i olmayan kontrol beklentileri)

e. Istemds1 siiphenizi kontrol etmekte zorlandiginizda,
diislincelerinizi daha fazla kontrol etmeniz gerektigi
ile ilgili biiylik bir sorumluluk duygusu hissettiniz
mi? (abartilmis sorumluluk)

f. Istemdis1 siiphenizi kontrol etmekte zorlandiginizda,
kontrol edememenizin kisiliginizle ilgili bir zayiflig
ya da olumsuzlugu yansittigini diisiindiiniiz mii

(kontrol hakkinda yanhs ¢ikarsama)

As1l Kontrol Stratejileri

Goriismeci: Katilimcuya, siipheye bagli istemdist diigiinceler aklina geldiginde,

asagidaki zihinsel kontrol stratejilerini ne siklikla kullandigini sorunuz.

Kontrol Stratejisi

Hig¢bir zaman

Nadiren

Bazen

Sik Sik

Cok sik

Cogu zaman

35. Bir sey yaparak, dikkatimi dagitmaya ¢aligmak

36. Siipheye bagl diisiincenin yerine daha hos baska bir
diisiinceyi koymaya ¢aligmak.

37. Kendime “dur” demek

38. Her seyin iyi olacagina dair kendi kendimi ikna etmeye

calismak
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Kontrol Stratejisi

: :
R £
= § = = = S
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= Z =] n O O
39. Bagkalarina her seyin iyi olacagini diisiiniip 0 1 2 3 4 5
diistinmediklerini sormak
40. Tekrar tekrar kontrol etmeye devam etmek 0 1 2 3 4 5
41. Stipheyi etkisiz hale getirmek (silmek) i¢in belli bazi 0 1 2 3 4 5
diisiinceler ya da ciimleler diistinmek
42. Bir hata yaptigima ya da bir sey yapmay1 unuttuguma dair 0 1 2 3 4 5
bir kanitin olup olmadigina dair kendimi ikna etmeye
caligmak
43. Siipheye bagl istemdis1 bir diisiince aklima ne zaman 0 1 2 3 4 5

gelirse gelsin hi¢ bir sey yapmamak

. DINE BAGLI iSTEMDISI ZiHINDE BELiREN DUSUNCELER
44,

Goriismeci katihhmcilara okur: Gegtigimiz son {i¢ ay igerisinde, COK YANLIS

YA DA GUNAH oldugunu hissettiginiz, zihninizde istemdis1 ansizin beliren
diisiince, imge ya da diirtiileriniz oldu mu? Bu diisiince, imge ya da diirtii, SIZIN
AHLAKI YA DA DINI INANISLARINIZIN IHLALI bi¢imindedir. Ornegin, bu
diistince, imge ya da diirtii glinah oldugunu diislindiigiiniiz bir seyi yapmak olabilir
ya da bu, glinahlariniz i¢in tévbe edip etmediginiz, kendinizi tlimiiyle
giinahlarimizdan arindirip arindirmadiginiz, dogru duayi okuyup okumadiginiz,
Tanr1’ya biitliniiyle inanip inanmadiginiz gibi, sizin inanciniz i¢in énemli olan
konulardaki siipheler de olabilir. Ayrica giinahkar diigiincelerin ya da Allah’a kars:
kiifiirlii sozciiklerin birdenbire istemdisi olarak zihninizde belirmesi de olabilir.
Dindar, manevi yonii ya da ahlaki degerleri gii¢lii olan insanlarin bu tiir, zihinde
istemdis1 beliren diisiincelerinin olmasi sik¢a yasanilan bir durumdur.

Gortismeci Talimati: Bir diisiincenin ger¢ekten zihinde istemdisi beliren bir
diisiince (ZIBD) olup olmadigina karar verebilmeniz icin dine bagl diisiinceler ve
siipheler ile ilgili yeterli bilgi edinmeniz énemlidir. Bir diisiincenin ZIBD olarak
degerlendirilebilmesi i¢in dinsel diisiince, imge ya da diirtiiniin belirgin bir sekilde
aswi, mantiksiz ya da kiginin dini ve/veya ahlaki degerlerine aykirt olmasi gerekir.
Dinsel, zihinde istemdis1 beliren diistinceler siklikla insanlarin giinah isleyip
islemediklerini, Tanri’ya bagl kalip kalmadiklarini, tiim giinahlarint itiraf edip
etmediklerini, dua etmeden once tamamen temizlenip temizlenmediklerini
sorgulatan israrci stipheler halini alir. Dinsel, zihinde istemdist beliren
diistinceler, aniden beliriveren ve ahlak dis1 diistinceler olarak goriilebilir. Zihinde
istemdis1 beliren dinsel diistinceler siklikla cinsellik ya da zarar verme ve
saldirganlik konulariyla ilgilidir. Zihinde istemdisi beliren diisiince cinsellik ya da
zarar verme/saldirganlik ile ortiistiigiinde, sadece, kigi bu diisiincenin en rahatsiz
edici yonitiniin dini inanglarina aykiri olmasi seklinde degerlendiriyorsa bunu
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dinsel zihinde istemdist beliren diisiince olarak kaydedin. Eger dinsel inanglara
aykiwrilik, ikincil bir konu gibi goriiniiyorsa, o zaman zihinde istemdisi beliren
diistince cinsellik ya da zarar verme/saldirganlik kategorisi altinda
sniflandiriimalidir.

Yeterince sorgulanmasina ragmen, katilimcinin, zihinde istem disi beliren dinsel
herhangi bir diisiince belirtmemesi olduk¢a miimkiindiir. Bu kisiler icin “Haywr™1
yuvarlak igine alin ve 45 ile 68 arasindaki sorulart atlayarak “cinsel istemdist
diistinceler” hakkindaki bir sonraki boliim ile devam edin.

EVET HAYIR

Katilimcidan zihinde istemdist beliren, sikint1 veren dini bir diisiince ya da diirtii
ile ilgili bir 6rnek vermesini isteyiniz. Verilen 6rnegin ZIBD tanimiyla
ortiistiigiinden emin olun. Ornegi buraya yazin:

45. Katilimciya “Ne siklikla dini igerikli, zthinde istemdis1 beliren olumsuz
diistinceleriniz, imgeleriniz ya da diirtiileriniz oluyor? ” diye sorun.

0 1 2 3 4 5
Hi¢bir  Arasira Bazen Sik Sik Oldukga Sik  Cok Siklikla
Zaman (yilda 1-2 defa) (yilda 5-6 defa) (ayda bir) (haftada bir)

46. Katilimciya sorun: “Genel olarak, zihinde istemdis1 beliren, sikint1 veren, dini
diisiince, goriintii ya da diirtiiler size ne derece sikint1 veriyor ya da giinliik
hayatiniz1 ne derece engelliyor? Ornegin, bu diisiinceler akliniza gelir korkusuyla
belli seyleri yapmaktan ya da belirli yerlere gitmekten kaciniyor musunuz? Bu
istenmeyen, rahatsizlik verici dini diisiinceleri ya da siipheleri zihninizden
uzaklastirmak i¢in fazla zaman harciyor musunuz? [ Gériismeci: zihinde istemdisi
beliren istenmeyen, olumsuz dinsel diisiincelerden ve siiphelerden ne derece
rahatsizlik duyduguyla ilgili yeterince fikir sahibi olabilmek icin katilimcrya ek
sorular sorun.]

0 1 2 3 4 5
Hig Cok az Biraz Orta derecede Cok fazla Asirt

47. Zihinde istemdis1 beliren dinsel diisiinceleri ne tetiklemektedir (baslatmaktadir)
(yani i¢sel ya da digsal uyaranlar)? Bu diisiinceler nerede, ne zaman ve kiminleyken
daha ¢ok akliniza gelir?
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[Goriismeci: Katilimcinin zihinde istem dist beliren dini diisiinceyi ortaya ¢ikaran
dissal bir tetikleyiciyi fark edememesi son derece olasidir. Boyle durumlarda,
stipheyi tetikleyen baska bir diistince, duygu ya da duyum olup olmadigini
belirleyin. Belli bir ortam veya durum da diisiinceyi tetiklemis olabilir.

Birincil Degerlendirme Olciimleri

Goriismeciler icin Yonergeler: Kisi icin anlamli olan, dinsel istemdisi bir
diisiince ile ilgili detayli bilgi edindikten sonra, katilimci igin bu diisiinceyi 6nemli
kilan seyin ne oldugunu anlamak amaciyla, katilimcini, belirtilen temalardaki
degerlendirmeleri ilgili sorular sorun. Arastirilan her boyutta derecelendirme
yapabilmeleri icin, katilimcilara “Katilimci Derecelendirme Olgegi” vermelidir.]

Goriismeci katihmeiya okur: Size zihinde istemdis1 beliren dini diislincelere karsi
verdiginiz tepkilerle ilgili baz1 sorular soracagim. Bu tiir istemdis1 diisiincelerinizi
hatirliyor olmaniz, bu diislincelerin sizin i¢in dikkatinizi ¢ekecek kadar 6nemli ya
da anlamli oldugunu gostermektedir. Baska bir deyisle, zihinde istem dis1 beliren
bu dini diisiince sizin i¢in, farkina varmaniza yol acacak kadar 6nemli. Asagidaki
sorular, bu diisiincenin ni¢in az da olsa sizin i¢in 6nemli ya da fark edilebilir
olduguna iligkin ¢esitli nedenlere isaret etmektedir.

Arastirma Sorulan ol s
N AR £
N @ - <
o2 |F |gElz |E
| o & J-J e =
48. Bu dini diisiince, kisisel ya da manevi anlamda baz 0|1 2 3 4 5
olas1 olumsuz sonuglar igerdigi i¢in mi dikkatinizi
cekti? (abartilmis tehdit)
49. Bu dini diisiince, devamli zihninize geri geldigi igin 0|1 2 3 4 5
mi dikkatinizi ¢ekti? (diisiincenin énemi)
50. Bu dini diigiince sizi rahatsiz ettigi i¢in mi dikkatinizi | ) | ] 2 3 4 5
cekti? (kaygimin ve sikintinin tolere edilememesi)
51. Bu dini diigiinceyi kontrol etmekte zorlandigimzigin | ) | | 2 3 4 5
mi dikkatinizi ¢ekti? (kontrol etme ihtiyacr)
52. Bu diisiince size biiyiik bir sorumluluk duygusu 0|1 2 3 4 5
hissettirdigi i¢in mi 6nemli gorindi? (sorumluluk)
53. Zihinde istemdis1 beliren bu dini diisiince akliniza 0 |1 2 3 4 5
geldiginde, gergekten gilinah isleyip islemediginiz,
inanciniza sadik kalip kalmadigimiz ya da ahlaksiz
olup olmadiginizla ilgili emin olamamaktan dolay1
ne kadar sikintt duydunuz?
54. Bu diisilince, size inancinizda daha mitkkemmel veya 0 |1 2 3 4 5
eksiksiz olmaniz gerektigini diisiindiirdiigl igcin mi
dikkatinizi ¢ekti? (miikemmeliyetcilik)
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Arastirma Sorulari ol = =
3 . HERE
2| % £ | £5| %2 | &
== o -] ol © =
55. Zihinde istem dis1 beliren bu dini diigiince, goriintii 0|1 2 3 4 5
ya da siipheye sahip olmanin sizin ger¢ekten
giinahkar ya da inangsiz olmaniza neden
olabileceginden dolay1 kaygilandiniz m1? (diistince-
davranis karmasasi)
56. Bu dini diisiince ya da siiphe, sizin kendinizi 0|1 2 3 4 5
gordiigiintizden daha farkli ya da onunla tutarsiz
oldugu i¢in mi dikkatinizi ¢cekti? (kabul edilemezlik,

ego-distonik)
Kontroliin ikincil Degerlendirmeleri: (Secondary Appraisals of control)

57. Zihinde istemdis1 beliren olumsuz dini bir diisiince, imge ya da siiphe yasadiginizda
bunu zihninizden uzaklastirmak sizin i¢in ne kadar onemlidir?

0 1 2 3 4 5
Hi¢ 6nemli Cok az Biraz Orta Derecede  Cok Son
derece

58. Bunlari zihninizden uzaklastirmak sizin i¢in ne kadar zor?

0 1 2 3 4 5
Zor Cok az Biraz  Orta Derecede Cok Son derece
Degil Zor Zor Zor Zor Zor

59. Istemdis1 zihninizde beliren dini diisiincelerinizi zihninizden uzaklastirmakta giicliik
¢ektiginiz bir durum hatirliyor musunuz?

EVET HAYIR
Eger cevabiniz “Evet” ise liitfen, kisaca bunun nasil oldugunu, nerede ve ne zaman

yasadiginizi anlatiniz:

Goriigsmeciler icin Yonergeler: Eger katilimci bir onceki soruya “EVET”
yamtim verdiyse asagidaki sorular (a’dan f’ye kadar) yoneltilmelidir. Katilimct,
“Katilimct Derecelendirme Olgegi ' ni kullanarak sorulara cevap vermelidir. Katilimci

bir onceki soruya “HAYIR” cevabini verdiyse 60. soruya gecilmelidir.
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Goriismeci katihmceiya okur: Size simdi, az 6nce bahsettiginiz durumda, siipheye
bagl istemdis1 diisiincelerinizi kontrol altina almakta yasadiginiz gii¢liik karsisindaki
tepkinizle ilgili 6 soru sormak istiyorum. Diisiincenin belli bir 6zelliginin onu kontrol
etmek i¢in gosterdiginiz ¢cabayla ne kadar iligkili oldugunu anlatmak i¢in yine “0” dan
“5” e kadar olan derecelendirme 6lgegini kullaniniz.

Arastirma Sorular: o=
3 I
g o S| E5| % 5
= o3 g | oR/| O | &
a. Zihninizde istemdis1 beliren bu olumsuz dini 0 1 2 13 4 |5
diislinceyi/imgeyi kontrol etmekte zorlandiginizda,
bunun sizin i¢in 6nemli bir basarisizlik oldugunu
diistindiiniiz mi? (kontroliin 6neminin yanlyg
yorumlanmast))
b. Zihninizde istemdis1 beliren dini bu diisiinceyi kontrol 0 1 2 13 4 |5
etmekte zorlandiginizda, bunun gergekten giinahkar ya
da inangsiz biri olma olasiligini artirabileceginden dolayi
kaygilandimiz mu? (DDK/Tehdit degerlendirmeleri)
c. Bu istemdis1 dini diisiinceleri ya da siipheleri kontrol 0 1 2 13 4 |5
etmenin miimkiin olabilecegine ne kadar inandiniz?
(olasilik degerlendirmeleri)
d. Bu istemdis1 dini diisiinceleri, imgeleri ya da siipheleri 0 1 2 13 4 |5
daha iyi kontrol edebilmek sizin i¢in ne kadar 6nemliydi?
(gergekg¢i olmayan kontrol beklentileri)
e. Bu istenmeyen dinsel diisiinceleri kontrol etmekte 0 1 2 13 4 |5
zorlandiginizda, diigiincelerinizi daha fazla kontrol
etmeniz gerektigi ile ilgili olarak kendinizi her bakimdan
sorumlu hissettiniz mi? (abartilmig sorumluluk)
f. Zihninizde istemdis1 beliren bu istenmeyen dinsel 0 1 2 13 4 |5
diistince, goriintii ya da diirtiileri kontrol etmekte
zorlandiginizda, kontrol edememenizin kisiliginizle ilgili
bir zayiflig1 ya da olumsuzlugu yansittigini diigiindiiniiz
mii? (kontrol hakkinda yanhs ¢ikarsama)

Asil Kontrol Stratejileri

Goriismeci:Katilimciya dinse,l istemdist olumsuz diisiince, imge(gériintii) ya da siiphe
aklina geldiginde, asagidaki zihinsel kontrol stratejilerini ne siklikla kullandigin
sorunuz.
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Kontrol Stratejisi

Hic¢bir zaman

Nadiren

Bazen

Sik Sik

Cok sik

Cogu zaman

60

. Bir sey yaparak, dikkatimi dagitmaya ¢aligmak

61

. Zihninde istemdis1 beliren dinsel diisiince ya da siiphenin
yerine dini inancimi giiglendirecek baska bir diigiinceyi
koymaya caligmak.

62.

Kendime “dur” demek

63.

Her seyin iyi olacagina dair kendi kendimi ikna etmeye
caligmak

64.

Bagkalarma her seyin iyi olacagin diisiiniip
diistinmediklerini sormak

65.

Stirekli besmele ¢cekmek, temizlenmek, banyo yapmak, ya
da siirekli rahatlatici bir ciimleyi veya bagislatici bir
duay1 yinelemek gibi defalarca tekrarlamak zorunda
oldugumu hissettigim térensel bazi davranislar yapmak

66.

Dinsel bu istenmeyen diisiince ya da siipheyi etkisiz hale
getirmek (silmek) i¢in belli baz1 diisiinceler ya da
ciimleler diistinmek

67.

Bu sekilde diigsiinmenin yanlis ya da ahlaksizca olup
olmadigina dair kendimi ikna etmeye ¢aligmak

68.

Zihninde istemdis1 beliren bu dinsel diisiinceler ne zaman
aklima gelirse gelsin hi¢bir sey yapmamak

C. CINSELLIiGE BAGLI iSTEMDISI DUSUNCELER

69. Goriismeci katihmeilara okur: Son {i¢ ay icerisinde, istenmeden, ansizin

zihninizde beliren HOS OLMAYAN, HATTA SiZE IGRENC GELEBILEN CINSEL
ICERIKLI diisiince, imge ya da diirtiileriniz oldu mu? Ornegin, bu diisiince biriyle
samimi olma (6pmek) ya da fiziksel olarak size igreng gelen biriyle cinselligi yasamak

olabilir veya bu, 18ren¢ ve ahlaksiz buldugunuz bir cinsel davranista bulunma
diistincesi, imgesi de olabilir. Unutmayiniz ki bunlar, isteginiz disinda birdenbire
akliniza geliveren cinsel diisiincelerdir; hos (zevk veren) ya da istenen cinsel
diistinceler veya fanteziler degildir. Cinsel konular hakkinda kuvvetli ahlaki degerleri
olan insanlarda bu tip diisiincelerin olmasi sik¢a yasanilan bir durumdur.

Gortismeci Talimati: Bir diigiincenin gergekten zihinde istemdist beliren bir diisiince

(ZIBD) olup olmadigina karar verebilmeniz icin cinsellik iceren, istenmeyen diirtii ve

diisiinceler ile ilgili yeterli bilgi edinmeniz énemlidir. Bir diisiincenin ZIBD olarak

degerlendirilebilmesi igin cinsellik iceren diistince, goriintii ya da diirtiiniin belirgin
bir sekilde kiginin degerlerine, kisiligine ve yagsam kosullarina gore asiri, mantiksiz ya
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70.

da siradisi olmasi gerekir. Cinsel fantezilerle, cinsellige bagl istemdisi diistinceleri
birbirine karistirmamak son derece énemlidir. Cinsel fanteziler kiginin hosuna giden,
arzu edilir diisiinceler ya da goriintiilerdir (orn: fiziksel olarak ¢ekici olan biriyle
cinselligi yasamak, ani bir erotik fantezi diiglemek). Cinsellige bagl istemdist
diistinceler daha ¢ok, olumsuzdur ve kigi tarafindan kabul edilemez, hatta igreng
bulunur (orn: “igreng buldugunuz bir insanla cinsel iliskide bulunmak”, ¢irkin
buldugunuz ya da hayvanlarla veya ¢ocuklarla oldugu gibi yasa disi olan bir cinsel
eylemde bulunmak”, ya da “igren¢ buldugunuz ve sizin cinsel yoneliminize ters olan
bir diisiinceye sahip olma”).

Yeterince sorgulanmasina ragmen, katilimcinin cinsel istemdist olumsuz herhangi bir
diistince belirtmemesi olduk¢a miimkiindiir. Bu kisiler icin “Hayiwr” 1 yuvarlak igine

alin ve 70-93 arasindaki sorulart atlayin ve gériismenin son boliimiine devam edin
(béliim D)

EVET HAYIR

Katilimcidan, zihinde istemdisi beliren, olumsuz cinsel bir diisiince ya da diirtiisii ile
ilgili bir 6rnek vermesini isteyiniz. Verilen érnegin ZIBD tanimiyla drtiistiigiinden
emin olun. Ornegi buraya yazin:

Katilimciya : “Zihinde istemdis1 beliren cinsel icerikli olumsuz diisilince, imge ya da
diirtiileri ne siklikla yasarsiniz?

0 1 2 3 4 5
Asla  Arasira Bazen Sik Sik  Oldukc¢a S1k  Siirekli
(yilda 1-2 defa) (yilda 5-6 defa) (ayhk) (haftahk) (giinliik)

71.

Katilimciya sorun: “Genel olarak, zihinde istem dis1 beliren, olumsuz cinsel diisiince,
goriintii ya da diirtiiler size ne derece sikint1 verir veya giinliik hayatinizi ne 6l¢iide
engeller? Ornegin, bu diisiinceleri yasama korkusuyla belli seyleri yapmaktan ya da
belirli yerlere gitmekten ka¢iniyor musunuz? Bu istenmeyen, rahatsiz eden cinsel
diisiinceleri zihninizden uzaklastirmak i¢in fazla zaman harciyor musunuz?
[Gorlismeci. zihinde istemdisi beliren, istenmeyen, olumsuz dinsel diisiincelerden ve
stiphelerden ne derece rahatsizlik duyduguyla ilgili yeterince fikir sahibi olabilmek
igin katilimciya ek sorular sorun.]

0 1 2 3 4 5
Hig Cok az Biraz Orta derecede Cok fazla Asirt
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72. Zihinde istemdis1 beliren bu cinsel diisiinceleri tetikleyen (baslatan) nedir (yani, dissal
ya da i¢sel uyaranlar)? Bu diisiinceler en ¢cok nerede, ne zaman ve kiminleyken ortaya

cikiyor?

[Goriismeci: Katilimcinin cinsel diisiinceyi ortaya ¢ikaran digsal bir tetikleyiciyi fark
edememesi son derece muhtemeldir. Boyle durumlarda, diistinceyi tetikleyen bagka bir
diistince, duygu ya da duyum olup olmadigini belirleyin. Belli bir ortam veya durum da
stipheyi tetiklemis olabilir.

Birincil Degerlendirme Olciimleri

Goriismeciler icin Yonergeler: Kisi i¢in anlamli olan, istenmeyen olumsuz cinsel
diistince ile ilgili detayl bilgi edindikten sonra, katilimci igin bu diisiinceyi 6nemli
kilan seyin ne oldugunu anlamak amaciyla, katilimcinin, belirtilen temalardaki
degerlendirmeleriyle ilgili sorular sorun. Arastirilan her boyutta derecelendirme
yapabilmeleri icin, katilimcilara “Katilimci Derecelendirme Olgegi” vermelidir.]

Goriismeci katihmceiya okur: Size zihinde istemdisi beliren cinsel diisiincelere karsi
verdiginiz tepkilerle ilgili baz1 sorular soracagim. Bu tip istemdis1 diisiincelerinizi
hatirliyor olmaniz, bu diislincelerin sizin i¢in dikkatinizi ¢ekecek kadar 6nemli ya da
anlaml oldugunu gostermektedir. Baska bir deyisle, zihinde istem dis1 beliren bu
cinsel diisiince sizin i¢in farkina varmaniza yol agacak kadar 6nemli. Asagidaki
sorular, bu diisiincenin ni¢in az da olsa sizin i¢in 6énemli ya da fark edilebilir olduguna

iliskin ¢esitli nedenlere isaret etmektedir.

Arastirma Sorulari . -
N 3 |% | g
e |2 |F |gf |3 |&
== o & oA < =
73. Bu diisiince bagkalar1 ya da sizin i¢in olumsuz 0 1 2 3 4 5
birtakim sonuglar dogurabilecek bir sey ile ilgili
oldugu i¢in mi dikkatinizi ¢ekti? (abartil tehdit
algisi)
74. Bu cinsel diislince ya da imge, devamli zihninize 0 1 2 3 4 5
geri geldigi i¢in mi dikkatinizi ¢ekti? (diisiincenin
onemi)
75. Bu istenmeyen cinsel diisiince ya da imge sizi 0 1 2 3 4 5
rahatsiz ettigi icin mi dikkatinizi ¢ekti? (kayginin
ve stkintimin tolere edilememesi)
76. Bu diisiince, kontrol etmekte zorlandiginiz i¢in mi | () 1 2 3 4 5
dikkatinizi ¢ekti?(kontrol etme ihtiyact)
77. Bu diisiince, size biiyiik bir sorumluluk duygusu 0 1 2 3 4 5
hissettirdigi i¢in mi 6nemli goriindii?
(sorumluluk)
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Arastirma Sorular: R
y | RERE
g | % | E g5 | % | B
= o -] oN= o =
78. Zihinde istemdis1 beliren bu cinsel diigiince 0 1 2 3 4 5
aklmiza geldiginde, cinsel diirtiileriniz ya da
isteklerinizin kontroliinii kaybedip
kaybetmeyeceginizle ilgili emin olamamaktan
dolay1 ne kadar sikint1 duydunuz? (belirsizligin
tolere edilememesi)
79. Bu diisiince, cinsel diirtiileriniz ve istekleriniz 0 1 2 3 4 5
iizerinde tam ve mutlak kontrol sahibi olmaniz
gerektigini diisiindiirdiigi icin mi dikkatinizi
cekti? (miikemmeliyetgilik)
80. istem dis1 zihinde beliren bu cinsel diisiince, 0 1 2 3 4 5
gorilintii ya da diirtiilere sahip olmanin sizin
gercekten uygunsuz bir cinsel davranista
bulunma olasiliginizi arttirabileceginden dolay1
kaygilandimiz m1? (diisiince-davranis karmasasi)
81. Zihinde istem dis1 beliren bu cinsel diisiince sizin | () 1 2 3 4 5
kendinizi gordiigiiniizden daha farkli ya da
onunla tutarsiz oldugu i¢in mi dikkatinizi ¢ekti?
(kabul edilemezlik, ego-distonik)

Kontroliin ikincil Tahminleri:

82. Zihinde istem dis1 beliren olumsuz cinsel bir diislince, imge ya da siiphe
yasadiginizda bunu zihninizden uzaklastirmak sizin i¢in ne kadar 6nemli?

0 1 2 3 4 5
Hi¢ 6nemli Cok az Biraz  Orta Derecede  Cok Son derece
Degil Onemli Onemli Onemli Onemli  Onemli

83. Bunlar1 zihninizden uzaklastirmak sizin i¢in ne kadar zor?

0 1 2 3 4 5
Zor Cok az Biraz  Orta Derecede Cok Son derece
Degil Zor Zor Zor Zor Zor

84. Zihninizde istemdisi1 beliren cinsel diislincelerinizi zihninizden uzaklastirmakta
giicliik ¢ektiginiz bir durum hatirliyor musunuz?
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EVET HAYIR
Eger cevabiniz “Evet” ise liitfen kisaca bunun nasil oldugunu, nerede ve ne zaman

yasadiginizi anlatiniz:

Goriismeciler i¢cin Yonergeler: Eger kanilimci bir onceki soruya “EVET”
yanitint verdiyse asagidaki sorular (a’dan f’ye kadar) yoneltilmelidir. Katilimci,

“Katilme1 Derecelendirme Olgegi”ni kullanarak sorulara cevap vermelidir. Katilimct

bir onceki soruya “HAYIR” cevabini verdiyse 85 numarali soruya gegilmelidir.

Goriismeci katihmciya okur: Simdi size az dnce soziinii ettiginiz olayda, kontrol
altina almakta giicliik ¢ektiginiz zihninizde istemdisi beliren cinsel diisiincelerinizi

kontrol altina almakta yasadiginiz giicliik karsisindaki tepkinizle ilgili 6 soru sormak
istiyorum. Diislincenin belli bir 6zelliginin onu kontrol etmek i¢in gosterdiginiz

cabayla ne kadar iliskili oldugunu anlatmak i¢in yine “0” dan “5” e kadar olan

derecelendirme 6l¢egini kullaniniz.

Arastirma Sorulari

Hic¢

Cok az

Biraz

Orta

Derecede

Tamamen

a. Zihninizde istemdis1 beliren bu olumsuz cinsel
diistinceyi, goriintiiyl, diirtiiyli diisiincenizi kontrol
etmekte zorlandiginizda, bunun sizin i¢in énemli bir
basarisizlik oldugunu diigiindiiniiz mii? (kontroliin
oneminin yanliy yorumlanmast)

—

[\S)

w

- Cok fazla

(9]

b. Zihninizde istemdis1 beliren bu cinsel diisiinceyi
kontrol etmekte zorlandiginizda, bunun sizin gergekten
de uygunsuz bir cinsel davranista bulunma olasiliginizi
arttirabileceginden dolay1 kaygilandiniz mi? (diistince-
davranig karmagasi)

c. Bu istenmeyen cinsel diisiinceleri, goriintiileri ya da
diirtiileri kontrol etmenin miimkiin olabilecegine ne
kadar inandiniz? (olasilik degerlendirmeleri)

d. Bu istenmeyen, olumsuz cinsel diisiince, goriintii ya da
dirtiileri daha iyi kontrol edebilmek sizin i¢in ne kadar
onemliydi? (gergek¢i olmayan kontrol beklentileri)

e. Bu istenmeyen cinsel diisiinceleri kontrol etmekte
zorlandiginizda, diisiincelerinizi daha fazla kontrol
etmeniz gerektigi ile ilgili biiyiik bir sorumluluk
duygusu hissettiniz mi? (abartilmis sorumluluk)

f. Zihninizde istemdis1 beliren bu diisiince, goriintii ya da
diirtiileri kontrol etmekte zorlandiginizda, kontrol
edememenizin kisiliginizle ilgili bir zayiflig1 ya da
olumsuzlugu yansittigini disiindiiniiz mii? (kontrol
hakkinda yanlis ¢ikarsama)

335




Asl1l Kontrol Stratejileri

Goriismeci:Katilimciya, zihinde istemdist beliren olumsuz cinsel diistince,
imge(goriintii) ya da diirtii yasadiginizda, asagidaki zihinsel kontrol stratejilerini ne
siklikla kullandigini sorunuz.

Kontrol stratejisi

=
: :
g £
= § = = -;) S
= = S « -~ )Eﬁ
= ] s = o )
= z -] @A (&) (&)
85. Bir sey yaparak, dikkatimi dagitmaya caligmak 0 1 2 3 4 5
86. Zihninde istemdisi beliren bu cinsel diislince yerine 0 1 2 3 4 5
daha hos, cinsel olmayan bagka bir diisiinceyi
koymaya ¢aligmak.
87. Kendime “dur” demek 0 1 2 3 4 5
88 Her seyin iyi olacagina dair kendi kendimi ikna etmeye | 0 1 2 3 4 5
caligmak
89 Bagkalarina her seyin iyi olacagin diistiniip 0 1 2 3 4 5
diistinmediklerini sormak
90. Yikanmak, kontrol etmek ya da bir duay1 siirekli 0 1 2 3 4 5
okumak gibi belirli bazi davraniglari tekrar tekrar
yapmak
91. Buistenmeyen cinsel diislince, goriintii veya diirtiiyii 0 1 2 3 4 5

etkisiz hale getirmek (silmek) igin belli bazi
disiinceler ya da cimleler diigiinmek

92. Bu sekilde diisiinmenin yanlis ya da ahlaksizca olup 0 1 2 3 4 5
olmadigina dair kendi kendimi ikna etmeye calismak

93. Zihninde istem dig1 beliren bu olumsuz cinsel 0 1 2 3 4 5
diistince, goriintii ya da diirtiiler aklima ne zaman
gelirse gelsin hi¢ bir sey yapmamak

D. GORUSMECi YORUMLARI

94. Buraya gériismeyle ilgili, bu katilimcidan toplanan bilgileri anlamada onemli
olacagim diisiindiigiiniiz yorumlarinizi ya da gozlemlerinizi yazin.

GORUSMENIN SONU
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OBSESSIVE BELIEFS QUESTIONNAIRE (OBQ-44)

Bu envanterde, insanlarin zaman zaman takindiklari_bir dizi tutum ve inanis
siralanmistir. Her bir ifadeyi dikkatlice okuyunuz ve ifadeye ne kadar katilip
katiimadiginizi belirtiniz.

Her bir ifade icin, nasil disindgiindzi en iyi tanimlayan cevaba karsilik
gelen rakami seginiz. Insanlar birbirinden farkli oldugu igin envanterde dogru veya
yanlig cevap yoktur.

Sunulan ifadenin, tipik olarak yasama bakis aginizi yansitip yansitmadigina

karar vermek igin sadece ¢ogu zaman nasil oldugunuzu g6z énitinde bulundurunuz.

Derecelendirme igin agsagidaki dl¢egdi kullaniniz:

1 2 3 4 5 6 7
Kesinlikle Katilmiyorum  Biraz Ne katiliyorum Biraz Katiliyorum Tamamen
Katiimiyorum Katilmiyorum Ne katiimiyorum Katiliyorum
Katiliyorum

Derecelendirme yaparken, dlcekteki orta degeri isaretlemekten (4) kaginmaya

calisiniz; bunun yerine, inanis ve tutumlarinizla ilgili ifadeye genellikle katilip
katiimadiginizi belirtiniz.

1. Siklikla gevremdeki seylerin tehlikeli oldugunu disindriim 123 4 5 6 7
2. Birgeyden tamamiyla emin degilsem, kesin hata yaparim? 1234 5 6 7
3. Benim standartlarima gore, hersey mukemmel olmalidir 1234 5 6 7
4. Degerli biri olmam i¢in yaptigim herseyde mukemmel 1234 5 6 7
olmaliyim

5. Herhangi bir firsat buldugumda, olumsuz seylerin 1234 5 6 7
gerceklesmesini 6nlemek icin harekete gegmeliyim

6. Zarar verme/gorme olasili§i cok az olsa bile, bedelineolursa |1 2 3 4 5 6 7
olsun onu engellemeliyim

7. Bana gore, kétl/uygunsuz dirtllere sahip olmak aslinda 1234 5 6 7
onlari gerceklestirmek kadar kotudur

8. Bir tehlikeyi 6nceden gérmeme karsin bir harekette 1234 5 6 7
bulunmazsam, herhangi bir sonug i¢in suglanacak kisi konumuna

ben diserim

9. Birseyi mukemmel bicimde yapamayacaksam hi¢ 123 4 5 6 7
yapmamaliyim

10. Her zaman sahip oldugum tiim potansiyelimi kullanmaliyim 1234 5 6 7
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11. Benim igin, bir durumla ilgili tim olasi sonuglari diisinmek
¢ok 6nemlidir

12. En ufak hatalar bile, bir isin tamamlanmadigi anlamina gelir

13. Sevdigim insanlarla ilgili saldirgan disuncelerim veya
durtllerim varsa, bu gizlice onlari incitmeyi istedigim anlamina
gelir

14. Kararlarimdan emin olmaliyim

15. Her turlu gunluk aktivitede, zarar vermeyi engellemede
basarisiz olmak kasten zarar vermek kadar kotudir

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

17. Benim igin, zarari 6nlememek zarar vermek kadar kétudur

18. Bir hata yaparsam uzuntula olmaliyim

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

20. Benim igin, hersey mikemmel olmazsa isler yolunda
saylimaz

21. Mistehcen distncelerin aklimdan gegmesi ¢ok kéti bir
insan oldugum anlamina gelir

22. ilave 6nlemler almazsam, ciddi bir felaket yasama veya
felakete neden olma ihtimalim, diger insanlara kiyasla daha
fazladir

23. Kendimi glivende hissetmek i¢in, yanlis gidebilecek herhangi
bir seye karsi olabildigince hazirlikli olmaliyim

24. Tuhaf veya igreng dusuncelerim olmamali

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

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

27. Din karsiti bir dislinceye sahip olmak, kutsal seylere karsi
saygisiz davranmak kadar kotudur

28. Zihnimdeki tum istenmeyen duslncelerden kurtulabilmeliyim

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

30. Kétu dusuncelere sahip olmak tuhaf veya anormal biri
oldugum anlamina gelir

31. Benim i¢in 6nemli olan seylerde en iyi olmaliyim

32. istenmeyen bir cinsel diisiince veya goriintinin aklima
gelmesi onu gergekten yapmak istedigim anlamina gelir

33. Davranislarimin olasi bir aksilik Gzerinde en klguk bir etkisi
varsa sonugtan ben sorumluyum demektir
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34. Dikkatli olsam da kétu seylerin olabilecegini siklikla
disUndrim

35. istenmeyen bigcimde zihnimde beliren diistinceler, kontroll
kaybettigim anlamina gelir

36. Dikkatli olmadigim takdirde zarar verici hadiseler yasanabilir

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

38. Siddet igerikli duslUncelere sahip olmak, kontroli
kaybedecegim ve giddet gosterecegim anlamina gelir

39. Benim igin bir felaketi dnlemekte basarisiz olmak ona sebep
olmak kadar kétudur

40. Bir isi mukemmel bicimde yapmazsam insanlar bana saygi
duymaz

41. Yasamimdaki siradan deneyimler bile tehlike doludur

42. Koétu bir dislinceye sahip olmak, ahlaki agidan kéti bir
sekilde davranmaktan ¢ok da farkh degildir

43. Ne yaparsam yapayim, yaptigim is yeterince iyi olmayacaktir

44. Dusuncelerimi kontrol edemezsem cezalandirilirim
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PENN INVENTORY OF SCRUPULOSITY (PIOS)

Asagidaki ifadeler, insanlarin zaman zaman aklindan gecen baz1 diislinceleri
icermektedir. Liitfen asagidaki derecelendirmeyi kullanarak bu durumlari ne siklikla
yasadiginizi isaretleyiniz.

0= Hig¢ bir zaman

1= Neredeyse hicbir zaman

2= Bazen

3= Siklikla

4= Her zaman

1. Diirlist olmayan art niyetli diigiincelerim olabileceginden Gtiirii
endiseleniyorum.

. Glinahkar bir insan olabilecegimden korkuyorum.

. Ahlaksizca davranacagimdan korkuyorum.

. Glinahlarim ig¢in, tekrar tekrar tovbe etmek zorunda hissediyorum.

. Cennet ve cehennem beni endiselendiriyor

AN L kW

. Her zaman ahlakli davranmaliyim, aksi takdirde cezalandirilirim diye
endiseleniyorum.

7. Zevk almak istedigim bir seyi yaparken, kendimi suglu hissettigim i¢in o
seyden zevk alamiyorum.

8. Aklima ahlaksiz diisiinceler geliyor ve onlardan kurtulamiyorum.

9. Davranislarimin Allah tarafindan kabul edilemeyecek olmasindan
korkuyorum.

10. Farkinda olmadan, uygun olmayan bir sekilde davranmis olmaktan
korkuyorum.

11. Baz1 ahlaksiz diisiincelerden kaginmak icin ¢ok ugrasmaliyim.

12. Diiriist olmayan seyler yapmis olabilecegimden ¢ok endiseleniyorum.

13. Allah’in emirlerine kars1 ¢ikmaktan korkuyorum.

14. Cinsel icerikli diisiincelere sahip olmaktan korkuyorum.

15. Allah ile asla iyi bir bagim olmayacagindan 6tiirii endigeleniyorum.

16. Ahlaks1z diistincelerimden dolay1 kendimi su¢lu hissediyorum.

17. Allah’in benden hognut olmamasindan endigeleniyorum.

18. Ahlaksiz diistincelere sahip olmaktan korkuyorum.

19. Diisiincelerimin Allah tarafindan kabul edilemez olmasindan

korkuyorum.
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PENN STATE WORRY QUESTIONNAIRE (PSWQ)

Her bir ifadenin sizi ne dlgiide tanimladigini, asagida verilen 6lgekten yaralanarak
degerlendiriniz ve uygun olan numarayi ilgili maddenin yanindaki bosluga yaziniz.

1 2 3 4 5

Beni hig Beni biraz Beni ¢ok iyi
tanimlamiyor tanimliyor tanimliyor
I Herseyi yapmaya yeterli zamanim yoksa, bunun i¢in endiselenmem.
2. Endiselerim beni bunaltir.
3. Yasamakta oldugum seyler hakkinda endiselenme egiliminde

degilimdir.

4 Bir ¢ok durum beni endiselendirir.
5. Yasamakta oldugum seyler hakkinda endiselenmemem gerektigini

biliyorum ama kendime engel olamiyorum.
Baski altinda oldugumda ¢ok endiselenirim.
Her zaman birseyler hakkinda endiseleniyorum.

Endise verici diisiinceleri aklimdan kolaylikla atarim.

A )

Bir isi bitirir bitirmez, yapmak zorunda oldugum tiim diger seyler
hakkinda
endiselenmeye baslarim.

10.  Asla herhangi bir sey icin endiselenmem.

11.  Bir konu ile ilgili olarak yapabilecegim daha fazla bir sey olmadiginda,
artik o konu
hakkinda endiselenmem.

12.  Tiim yasamim boyunca endiseli biri olmusumdur.

13.  Yasamakta oldugum seyler hakkinda endiseleniyor oldugumu
farkederim.

14.  Bir kez endiselenmeye basladigimda, bunu durduramam.

15.  Siirekli olarak endiseliyimdir.

16. Tamamen yapip bitirene kadar tasarladigim isler hakkinda

endiselenirim.
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RELIGIOUS FUNDAMENTALISM SCALE (RFS)

Bu anket, c¢esitli sosyal konularla ilgili insanlarin genel goriisiinii ele almaktadir.
Asagidaki ifadeleri okudugunuzda, muhtemelen, bazi ifadelere katildiginizi, bazilaria
ise katilmadiginiz1 goreceksiniz. Liitfen her bir ifadeyi okuyarak, asagida verilmis olan
derecelendirmeye gore, bu ifadenin sizin i¢in ne kadar gegerli oldugunu ifadenin

yanindaki say1y1 yuvarlak i¢ine alarak belirtiniz.
Isaretleyin: -4 eger ifadeye kesinlikle karsiysaniz
-3 eger ifadeye ¢ok karsiysaniz
-2 eger ifadeye karsiysaniz
-1 eger ifadeye biraz karsiysaniz
Isaretleyin:  +1 eger ifadeye biraz katiliyorsaniz
+2 eger ifadeye katiliyorsaniz
+3 eger ifadeye ¢ok katiliyorsaniz
+4 eger ifadeye tamamen katiliyorsaniz
Eger bir madde hakkinda kesinlikle ve tamamen tarafsiz iseniz “0” 1 yuvarlak
icine alimz.
Bazen bir ifadenin gesitli boliimlerine farkli tepkilerde bulunabilirsiniz. Ornegin; bir
ifadeye bir kismina kesinlikle katilmiyor olabilirsiniz (“-4”), ama ayni ifadenin bagka
bir kismina katilabilirsiniz (“+17). Bdyle bir durum oldugunda, liitfen tepkilerinizi
birlestirin ve her iki tavrinizi dengeleyen bir se¢enegi isaretleyin (bu durumda “-37).

-4 eger ifadeye kesinlikle karsiysaniz

-3 eger ifadeye ¢ok karsiysaniz

-2 eger ifadeye karstysaniz

-1 eger ifadeye biraz karsiysaniz
kesinlikle ve tamamen tarafsiz iseniz “0”
+1 eger ifadeye biraz katiliyorsaniz

+2 eger ifadeye katiltyorsaniz

+3 eger ifadeye ¢ok katiliyorsaniz

+4 eger ifadeye tamamen katiliyorsaniz

Eger ifadeye karstysaniz
[Eger ifadeye biraz karsitysaniz

+ |[Eger ifadeye kesinlikle karsiysaniz

w [Eger ifadeye ¢ok karsiysaniz

< [Kesinlikle ve tamamen tarafsiz iseniz
& [Eger ifadeye ¢ok katiiyorsaniz

5 [Eger ifadeye katiliyorsaniz

1. Allah insanliga, eksiksiz takip edilmesi
gereken, takip edilirse onlar1 mutluluga
ve kurtulusa gotiirebilecek, tam ve
hatasiz bir yol gostermistir.

= T |Eger ifadeye biraz katihyorsaniz

£ [Eger ifadeye tamamen katiiyorsamiz

2. Hicbir kutsal kitap hayatin 6ziiniin ve 4 3 - - 0 + +2 +3 +
temel dogrularinin hepsini i¢ermez. 2 1 1

3. Diinya tlizerindeki kotiiliiklerin temel 4 3 - -0 + 42 43 +4
2 1 1

nedeni, halen siirekli ve vahsice, Allah’a
kars1 miicadele eden Seytan’dir.
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-4 eger ifadeye kesinlikle karstysaniz

-3 eger ifadeye ¢ok karsiysaniz

-2 eger ifadeye karsiysaniz

-1 eger ifadeye biraz karstysaniz
kesinlikle ve tamamen tarafsiz iseniz “0”
+1 eger ifadeye biraz katiliyorsaniz

+2 eger ifadeye katiliyorsaniz

+3 eger ifadeye ¢ok katiliyorsaniz

+4 eger ifadeye tamamen katiliyorsaniz

Eger ifadeye biraz karsiysaniz

katilivorsamz

4. lyi bir insan olmak, Allah’a ve dogru
dine inanmaktan ¢ok daha 6nemlidir.

I [Eger ifadeye kesinlikle karsiysamz

w [Eger ifadeye ¢ok karstysaniz

v [Eger ifadeye karstysamz

1
[y

< [Kesinlikle ve tamamen tarafsiz

i [Eger ifadeye biraz katiliyorsamz

l—\i_) [Eger ifadeye katiliyorsamz

d‘_, [Eger ifadeye ¢cok katiliyorsaniz

_,"; [Eger ifadeye tamamen

S. Diinyada, son derece dogru olan
birtakim belirli dini 6gretiler vardir;
bunlarin daha derinine inilemez, ¢linkii
bunlar Allah’n insanliga verdigi temel
mesajlardir.

1
(U8

1
—_—

(=]

*

+
[\

+
W

+
AN

6. Aslinda 6ziine bakildiginda, diinyada
yalnizca iki tiir insan vardir: Allah
tarafindan ddiillendirilecek olan erdemliler
ve Odiillendirilmeyecek olan digerleri.

+1

+2

+3

+4

7. Kutsal kitaplar genel dogrular igerebilir,
ancak bastan sona tamamiyla kelimesi
kelimesine dogru olarak kabul
edilmemelidir.

4

-2

+1

+2

+3

+4

8. En iyi ve en anlamli hayat1 siirdiirmek
icin kisi, temelde dogru olan tek dine
bagli olmalidir..

+1

+2

+3

+4

9. “Seytan” sadece insanlarin kendi kotii
diirtiilerine verdikleri bir isimdir.
Gergekte, “Karanliklar
Prensi/Kétiiliiklerin Anas1” gibi bizi
bastan ¢ikaran seytani bir sey yoktur.

+1

+2

+3

+4

10. Ne zaman, bilim ve kutsal kitap birbiri
ile gelisirse, bilimin dedikleri
muhtemelen dogrudur.

4

-2

+1

+2

+3

+4

11. Allah’1n insanlara gonderdigi dinin
temelleri asla kurcalanmamali veya
fedakarlik edilerek baskalarinin inanglari
ile uzlastirllmamalidir.

+1

+2

+3

+4

12. Diinya iizerindeki biitiin dinlerin
kusurlar1 ve yanlis 6gretileri vardir.
Miikemmel olan, hakiki ve dogru bir din
yoktur.

4

-3

-2

+1

+2

+3

+4
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APPENDIX

TURKISH SUMMARY

1. GIRIS

Obsesif -Kompulsif Bozukluk (OKB), zihinde istem-dis1 olarak beliren ve
kiside rahatsizlik ve sikinti1 uyandiran obsesyonlar ile bu obsesyonlarin ortaya ¢ikardigi
kaygiy1 azaltmak i¢in istemli olarak belirli ritiieller seklinde sergilenen zihinsel yada
davranigsal tepkiler olan kompulsiyonlarin eslik ettigi kaygi bozuklugudur. OKB
semptomlar1 kisinin giindelik yasamda aksamalara neden olacak kadar zaman alir
(glinde 1 saatten fazla) ve kiside belirgin bir kaygi ve sikintiya yol agar. Obsesyon ve
kompulsiiyonlar genellikle birlikte gozlenmesine ragmen klinik gézlemler obsesyonlar
yada kompulsiyonlarin tek basina goriilebilecegini de belirtmektedir (Rachman,
1993).0KB bir ¢ok semptom alt grubundan olusan bir kaygi bozuklugudur. En yaygin
ikililer arasinda bulagma/kirlenme obsesyonu ve temizlik kompulsiiyonlari, patolojik
stiphecilik ve kontrol etme, say1 sayma, diizenleme ve simetri, biriktirme ve dinsel
obsesyon ve kompulsiyonlar rapor edilmistir (Rasmussen & Eisen, 1991, 1992). Son
donemki epidemiolojik ¢aligsmalar, bir zamanlar nadir bir bozukluk olarak kabul edilen
OKB’nin sanilanin aksine yagam boyu goriilme sikliginin ortalama % 2.5 oldugunu ve
bu sikligin farkli bir¢ok iilkede de benzer oranda oldugunu gostermistir (Weissmann
ve ark., 1994). Bozuklugun goriilme sikliginda cinsiyetler arasindaki farklilik
incelendiginde, epidemiolojik ¢alismalar genel olarak kadin ve erkeklerde ayni orana
isaret ederken alt tiplerde bazi cinsiyet farkliliklari bulundugunu gostermistir.
Kadinlarin temizlik, erkeklerin ise kontrol alt tipinde cogunlukta oldugu bilinmektedir
(Rasmussen & Eisen, 1991; Weissmann ve ark., 1994). Ayrica, erkeklerin kadinlara
gore daha erken baslangi¢ yasina sahip oldugu belirtilmistir. Bozuklugun tipik

baslangic doneminin, ge¢ ergenlik ya da erken yetiskinlik donemi oldugu bildirilse de,
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cocuklukta da tan1 almak miimkiindiir (Rasmussen & Tsuang, 1986). Hastaligin ortaya
cikmasinda ve siddetlenmesinde stresli yasam olaylarinin roliine iliskin yiiriitiilen
caligmalar bir dizi ¢eliskili bulgu ortaya koymasina ragmen ¢ocuk sahibi olma, iste
yiikselme ve travmatik yasam olaylar1 gibi stres yaratan yasam olaylarinin hastaligi
tetikleyebilecegi bildirilmistir (Rasmussen & Tsuang, 1986). Ulkemizde yapilan birgok
arastirma OKB’nin goriilme sikliginin, semptom 6zelliklerinin ve esit cinsiyet
dagiliminin diger iilkeler ile benzer 6zellikler rapor etmistir (Cilli ve ark., 2004;
Karadag ve ark., 2006, Egrilmez ve ark., 1997, Tiikel ve ark., 2004, 2006).

OKB iizerine son yillarda yiiriitiilmiis olan arastirmalar, normal popiilasyonda
insanlarin biiylik ¢ogunlugu zaman zaman istem dis1 olumsuz igerikli diisiince, imge ve
diirtiiler yasayabilirken (yaklasik %80; Salkovskis & Harrison, 1984), neden sadece
%?2 gibi ¢ok kii¢iik bir oraninin klinik anlamda obsesyon ve kompulsiyon gelistirdigini
aciklamaya odaklanmistir. Bunu agiklamaya yonelik olarak gelistirilmis olan biligsel
modeller, tipki diger kaygi bozukluklarinda oldugu gibi OKB i¢in de olayin
kendisinden daha ¢ok yorumlanis bi¢iminin 6nemli olduguna iliskin temel biligsel
varsayim tizerine temellendirilmistir (Beck ve ark., 1985).

OKB’nin ilk genis kapsamli bilissel modeli Salkovskis (1985, 1989) tarafindan
gelistirilmistir. Salkovskis’e olasi bir tehlikeyi dnlemeye iliskin hissedilen abartilmis
sorumluluk algis1 hem hastaligin olusmasinda hem de siirdiiriilmesinde 6énemli bir rol
oynamaktadir. Ona gére OKB hastalar1 hem bir tehlikeye yol agma hem de olasi bir
tehlikeyi onlemeye iliskin biiyiik bir potansiyellerinin olduguna yonelik giiclii bir
inanca sahiptirler. Bu fonksiyonel olmayan abartilmig sorumluluk semalari, olumsuz
diisiinceler ve bunlarin olas1 sonuglarina iliskin abartilmis tehdit beklentisi bireyin bu
diisiinceler nedeniyle sikint1 duymasina yol acar. Birey, hissettigi sorumluluk algisini
azaltarak kaygisini diisiirmeye yonelik diislinceyi bastirma ve kaginma gibi zihinsel
veya davranigsal notrleme davraniglar: yani kompulsiiyonlar sergilemeye baglar.
Ancak, bu nétrleme davraniglari bireyin kaygi ve sikintisini kisa siireligine ortadan
kaldirsa da bireyin diisiincesinin gecerli olmadigi ile yiizlesmesini engelleyerek uzun
vadede diisiincelerin ortaya ¢ikma sikligini ve siddetini artir. OKB’ de abartilmig

sorumluluk algisinin gegerligi, ¢esitli anket ¢alismalar1 (Freeston ve ark., 1992; Foa ve
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ark., 2001), klinik g6zlemler (Rachman, 1993), deneysel manipiilasyonlar (Arntz ve
ark., 2007) ve tedavi etkinlik calismalar1 (Freeston ve ark., 1996) ile desteklenmistir.

Rachman (1997, 1998), Salkovskis’in biligsel modelini biraz daha genisleterek,
hastaligin gelisiminde rol oynayan diger bir fonksiyonel olmayan inanca dikkat
cekmistir. Rachman’a gore bireyin yasadig: diisiincelerin icerigini ahlak dis1, glinah,
delilik, igreng ve tehdit edici bulmasi; kisiliginin kontrol edemedigi ya da bilmedigi bir
parcasinin iirlinii olarak yorumlamasi, diisiinceye ve olast sonuglarina iliskin hissedilen
tehdit algisin1 ve buna eslik eden kaygiyi artirir. Artan bu kaygi diizeyi diisiincenin
onemine iligkin inanc1 daha da gii¢lendirir ve bireyin kaygisint azaltmaya yonelik
cesitli kontrol davraniglar1 sergilemesine yol agar. Ancak daha dnce belirtildigi gibi bu
kontrol davranislar kisa bir siire rahatlama saglasa bile uzun vadede diisiincelerin
sikligini ve siddetini artirarak, normal olan bu diistincelerin klinik obsesyonlara
doniisme olasiligini artirir. Rachman (1997), diisiincenin kisi i¢in 6nemli olmasini
“diislince-davranis karmasas1” adi verilen fonksiyonel olmayan bir inang ile
acgiklamaktadir. Diislince-davranis karmasasi “olasilik™ ve “ahlak’ olmak tizere iki
boyuttan olugsmaktadir. Olasilik boyutu, kisinin olumsuz, tehlikeli bir sey
diistinmesinin bu olayin ger¢eklesme olasiligini artirdigina iligkin inanci, ahlak boyutu
ise ahlak dis1 bir sey diisiinmenin bu seyi yapmak ile ayn1 sey olduguna dair inanci
ifade etmektedir. Ornegin, gocuguna zarar verme ihtimali aklina gelen bir anne, bu
diisiinceyi cocuguna zarar verme olasiligini artirabilecegi, diger bir degisle bunu
diistinmesinin bunu gercekten yapabilecegine isaret ettigi seklinde yorumlayabilir. Bir
slire sonra bigagin yani sira ¢evredeki bircok uyaran da bu diisiinceyi tetikleyen birer
uyarana doniisiir ve birey bu diislinceden uzaklasmak icin bir siire sonra bir ¢ok
uyarandan kaginma baglar. Kaginma ise hatali yorumlar1 dogrulayan bir mekanizmaya
doniisiir, ¢linkii bireyin bu diislincenin gegersizligini gorme olasiligini engeller.
Sonugta, diisiincelerin duydugu rahatsizlikla birey, olasi olumsuz sonuglar1 6nlemek
iizere kompulsiiyonlar sergilemeye baglar. Obsesyonlar, kisisel olarak anlamli ve
onemli degerlendirildigi siirece devam edecektir.

Clark (2004) ise, abartilmis sorumluluk algis1 ve diislinceye asirt onem

atfedilmesinin OKB’de ki gegerliligini kabul ederken, bireyin diislince kontroliine ve
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bunu kontrol etmede yasadig1 basarisizliga atfettigi anlamin ¢cok daha 6nemli
olduguna dikkat cekmektedir. Wegner’in (1994) ¢alismalart ile ilk olarak ortaya
konulan diisiinceyi bastirmaya ¢alismanin paradoksal etkisi, Clark’in modelinde
ozellikle vurgu yapilan bir olgudur. Ona gore bireyin diisiincelerinden rahatsizlik
duymasi bireyde bu diisiinceleri kontrol etmeye yonelik gii¢lii bir motivasyon
olusturmakta ancak en elverisli kosulda bile miikemmel kontrol miimkiin olmamakta
ve kontrol ¢abalarinin basarisizlikla sonuglanmasi kaginilmaz olmaktadir. Ayrica,
bireyin bu basarisizligi kisiligi ile ilgili herhangi bir zayifliga, miikemmel kontroliin ise
giiclii ve basarili olmak gibi daha olumlu 6zelliklere isaret ettigine iligkin hatali
yorumlama egilimi diisiincenin etkinligini ve hatali yorumun dogrulugunu ve
olumsuzlugunu pekistirirerek daha fazla kontrol ¢abasina yol agmakta ve istem dis1
diistincenin siddetini artirarak diisiincenin klinik obsesyonlara doniisme olasiligini
artirmaktadir.

Uluslararasi bir aragtirma grubu olan Obsesif -Kompulsif Biligsel Calisma
Grubu, OKB ilgili literatiirii gozden gecirerek OKB’de etkili alt1 temel hatali inang
alan1 belirlemistir: abartili sorumluluk algisi, abartili tehdit 6ngoriisii, diisiincelerin ve
kontroliiniin asir1 derecede 6nemsenmesi, mitkkemmeliyetgilik, belirsizlige
tahammiilstizliik. OKB ile iligkili bu fonksiyonel olayan inan¢ ve yorumlamalari
degerlendirmek igin istem Dis1 Diisiince Yorumlar1 Envanteri’ni (OKBCG, 2001)
hazirlamislardir. Olgegin psikometrik 6zelliklerini degerlendirmek iizere yapilan
caligmalar 6lgegin 3 temel alt boyurttan olustugunu (sorumluluk/tehdit 6ngoriisii,
milkemmeliyetcilik/belirsizlik & diislincelerin 6nemi/ kontrolii) ortaya koymus ve bu
ol¢tim aracinin psikometrik 6zellikleri farkli batili tilkelerde klinik olan ve olmayan
orneklemlerde desteklenmistir (Faul ve ark., 2004;Julien ve ark., 2006; OKBC, 2003,
2005; Sica ve ark., 2004; Tolin ve ark., 2003).

Hastaliga temel olusturan fonksiyonel inanglarin yani sira, son donemde OKB
izerinde ylirtitiilmekte olan caligmalar OKB’deki yatkinlik faktorlerini aragtirmaya
odaklanmistir. Yiriitiillmekte olan ¢calismalar temel olarak bozuklugun etiolojisinin
kiiltiire 6zgii bir farklilik gosterip gostermedigini anlamaya ¢aligsmaktadir. Kiginin

tasidig kiiltlirel degerlerin onun duygu, diisiince ve davranislarini etkileyebilecegi
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yadsinamaz bir gergektir. Ornegin, ejekiilasyonun kisirlasmaya yol agacagina iliskin
korkunun sadece Misirli erkeklerde goriilmesi gibi bazi patolojilerin sadece belirli bir
kiiltiire 6zgii olmasi kiiltiirtin pataloji lizerindeki etkisini destekler niteliktedir. de Silva
(20006) kiiltiirel degerlerin OKB’yi etkilemesi olas1 olan dort teme siire¢
tanimlamaktadir: (a) obsesyon ve kompulsiyonlarin igerigi kiiltiire 6zgii ortak kaygilari
igerebilir. Ornegin, 30 yil dnce Ingiltere’de en yaygin obsesyon asbest denilen bir
maddenden zehirlenme iken son yillarda AIDS’e yakalanma olarak degismesi, (b)
dinsel inang ve uygulamalar dbsesyonlarin igerigini etkileyebilir. Ornegin, Yahudi
OKB hastalarinin daha ¢ok “kosher” denilen belirli yiyecekleri birbiri ile
karistirmamak gibi bir obsesyon ve kompulsiyon sergilerken Miisliman OKB
hastalarinin daha ¢ok ibadet 6ncesi temiz olup olmamaya iliskin obsesyon ve siirekli
temizlenme kompulsiyonlar1 sergilemeleri, (¢) kati1 ve sert dinsel, ahlaki inanglar,
bireylerni klinik obsesyonlar segileme yakinliklarini artirabilir. Yiiksek dindar
bireylerin daha yiiksek sorumluluk/tehdit 6ngériisti, miikkemmeliyetcilik/belirsizlik ve
diisiincelerin 6nemi/ kontrolii gibi fonksiyonel olmayan diisiince, ve OKB semptomu
sergilemelerinde oldugu gibi (Sica ve ark., 2002). Diger patolojiler gibi OKB’deki
yatkinlik faktorlerini de uzak/6zgiil olmayan ve yakin/6zgiil degiskenler olarak
gruplamak miimkiindiir (Riskind & Alloy, 2006). Ozgiil olmayan faktdrler arasinda
ebeveyn tutumlar ve yaklasimlar1 (Aygigegi ve ark., 2002; Doron & Kyrios, 2005),
0z-gliven (Fennel, 1997), norotisizm (Bienvenu ve ark., 2000; Clark, 2004; Fullana ve
ark., 2004), psikotisizm (Fullana ve ark., 2004; Mataix-Coles ve ark., 2000) ve
dindarlik (Steketee ve ark., 1991; Sica ve ark., 2002) yer almaktadir. Bu degiskenler
0zgiil olmasa da, diger spesifik biligsel yatkinlik faktorlerine katkida
bulunabilmektedir.

Kiiltiir, belirli bir toplumda yada toplulukta yetisen insanlarin ortak diisiinme,
hissetme ve davranis Oriintiileri ya da bir arada yasayan bireyler i¢in zihinsel yazilim
olarak tanimlanabilir (Hofstede, 2001). Diger bir degisle kiiltiir, bireylerde ortak bir
beklenti ve standart olusturarak onlarin olaylara nasil tepki vereceklerini ve neler
hissedeceklerini etkileyen 6nemli bir olgudur (Draguns & Matsumi, 2003; Sica ve ark.,

2002). Bu anlamda, psikopatoloji ile kiiltiir arasindaki iligkiyi anlamak arastirmacilarin
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ilgi duyduklar1 temel arastirma alanlarindan birini olusturmaktadir. Kiiltiir ve OKB
arasindaki iliski incelendiginde, epidemiolojik ve olgusal 6zellikler agisindan
iilkemizin de dahil oldugu kiiltiirler aras1 bir tutarligin yan1 sira semptomlarin
iceriginin ve siddetinin kiiltiirel deger ve aliskanliklardan etkilendiginden s6z etmek
mimkiindiir (Cilli ve ark., 2004; Tiikel ve ark., 2004; Howarth & Weissmann, 2000)
Ornegin, , Meksika’da cinsel obsesyonlar (Nicolini, 2002) daha ¢ok rapor edilmesine
karsin, Mistr, Israil, Suudi Arabistan ve Tiirkiye’de (Greenberg, 1984; Mahgoup &
Abdel-Hafciz, 1991; Millet & Tezcan, 1997; Okasha ve ark., 1994; Zohar ve ark.,
2005) dini obsesyonlarda artis gdzlenmektedir. Benzer sekilde, Islamiyet’te ibadet
oncesinde temizlik ritiiellerinin eksiksiz olarak uygulanmasinin 6nemli olmasi
nedeniyle Misirli OKB hastalarinin namaz 6ncesinde tam olarak temizlenip
temizlenmediklerinden emin olamadiklari i¢in stirekli yitkanma davranisi sergiledikleri
gozlenmistir (Okasha ve ark., 1994).

Bireyin hem diisiince hem de davranis stilleri {izerinde 6nemli bir belirleyicilige
yol acabilen din 6nemli kiiltiirel faktorlerden biridir. Din, dindarlik ve OKB arasindaki
olasi iliskiye duyulan ilgi Freud’un (1912/1953) dinsel ritiieller ile obsesif davranislar
arasindaki benzerlige dikkat cekmesine dayandirilabilecek kadar eskilere
dayanmaktadir. Rachman (1997) kati1 bir ahlaki inang ve dinsel 6gretilerin bireyleri
istemdis1 diisiincelerden rahatsiz olma ve tekrarlayan ritiiel nitelikteki uygulamalar
sergileme olasiligini artirarak onlar1 OKB gelistirmeye daha yatkin bir hale getirdigini
belirtmektedir. Bu temel varsayim bir ¢cok caligma tarafindan desteklenmistir
(Greenberg & Wtiztum, 1991; Greenberg & Shefler, 2002; Schultz & Searlman, 2002;
Shafran ve ark., 1996). Ayrica dindarligin OKB semptom diizeyini ve ilgili inanglari
etkiledigine isaret eden arastirma bulgular1 da bulunmaktadir (Abramowitz ve ark.,
2004; Hutchinson ve ark., 1998). Abramowitz ve ark.(2004) yapmis olduklar1 bir
caligmada yiiksek dindarlik diizeyine sahip olan bireylerin diigiik dindar bireylerle
karsilastirildiginda, sorumluluk algisi, diisiince ve kontroliine asir1 6nem verilmesi ve
milkemmeliyetcilik basta olmak iizere OKB ile ilgili fonksiyonel olmayan inang ve

OKB semptomu sergiledigini ortaya koymustur.
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Dindarlik diizeyinin semptomlarinin siddetini artirarak OKB’ye bir yatkinlik
faktorii olusturabilecegine isaret eden aragtirma bulgularina ek olarak dinlerin
niteliksel farkliliklarinin da hastaligin etiolojisinde bazi kiiltiirler aras1 farkliliklar
ortaya cikarabilecegi diisiiniilmektedir. Islamiyet, tipki Yahudilik gibi ibadetlerin
onceden belirlenmis bir formda ve sekilde, belirli zaman dilimleri iginde belirli bir sira
ile yerine getirilmesinin 6nemli oldugu ritiiellere dayali bir din iken Hiristiyanlik,
inanglar1 6n plana ¢ikaran bir dindir. Diger iki dinde inancin yani sira davranigsal
gereklilikler de bulunmaktadir (Greenberg & Witztum, 2001; Karadag ve ark., 2006).
Islam dininde ayrica, Seytan tarafindan test edilme, kisinin Allah’a bagliligin1 ve
imaninin zayiflatma girisimleri olarak da degerlendirilen vesvese denilen dini siipheler
varken (Al Issa & Qudji, 1998; Okasha, 2002); Hiristiyanlikta, kisinin diisiince ve
niyetlerinden dahi sorumlu oldugu inanci ve giinahlarindan kurtulmak i¢in yapilan
giinah ¢ikarma seremonisi vardir (Greenberg & Witztum, 1991). Ornegin, DDK-Ahlak
alt boyutunun Hiristiyanlarda Yahudilere oranla daha belirgin olmasi, bu inang
vurgusu ile agiklanmistir ( Rozin ve Cohen, 1998).

Dinsel obsesyon ve kompulsiyonlar (scrupulosity) OKB hastalarinin yaklasik
%35’1in de goriilen OKB alt tiplerinden biridir(Tolin, Abramowitz, Kozak, & Foa,
2001). Dinsel obsesyonlar yogun sekilde giinah isleyip isemedigine iliskin siiphe,
bireyin dini ve ahlaki degerlerini tehdit eden diisiince, imge ve diirtiilerden olusurken,
kompulsiyonlar siirekli dua etmek, tovbe etmek, giinah ¢ikarmak gibi tekrarlayan agsirt
davraniglardan olugmaktadir. Semptomlarinin igeriginden dolay: dinsel obsesyonlar ile
dindarlik ve din arasindaki iligkiyi anlamaya yonelik yiiriitiilmiis olan ¢aligmalar
dindarlik diizeyi ile dinsel obsesyon siddeti arasinda anlamli pozitif bir iligkinin
oldugunu bildirmistir. Ayrica bu iligkinin farlikl1 dine mensup bireyler arasinda
farklilik gosterdigi vurgulanmistir (Abromowitz ve ark., 2002). Kiiltiirler arast bulunan
bu farkliliklar dinsel obsesyonlarin siddetinin ve semptom igeriginin dinin yaratti3
beklenti ve standartlardan etkilenebilecegini diislindiirmiistiir. Biitiin bunlarin yani sira
dinler arasindaki niteliksel farkliliklarin dinsel obsesyonlarin igerigini etkileyebildigini
diisiindiiren arastirma bulgulari elde edilmistir. Din ve ahlak arasindaki yakin iliskiden

dolayt, farkl1 din ve mezheplerde bu iliskinin igerigi degismektedir. Ornegin,
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Miisliiman OKB hastalar1 daha ¢ok temizlenme seremonilerinden, Yahudiler yeme
siirlamalarindan, Hiristiyanlar ise tekrarlayan giinah ¢ikarmadan sikayetci oldugu
(Greenberg & Witztum, 2001) vurgulanmistir. Ancak literatiirdeki ¢ok az ¢alisma bu
kavramlarin Miisliimanlardaki durumunu karsilagtirmali ele almistir.

Igili literatiirde biligsel alanda ise yine kiiltiirler aras1 farklar bulunmustur.
Ornegin, Kyrios ve ark. (2001), Avusturyali 6rneklemde italyanlarla
karsilagtirildiginda sorumluluk, miikemmeliyetcilik ve OKB semptomlar1 arasinda
benzer yonde iligki bulunsa da ilk grupta iliskinin daha giiclii oldugu bildirilmistir.
Kyrios ve ark. (2001), Anglo-Sakson kiiltiiriin kisisel kontrol konularina daha ¢ok
vurgu yaptigini belirtmistir. Sica ve ark. (2001) yapmis oldugu kiiltiirlerarasi
caligmada, bilissel degiskenler ve OKB semptomlar arasinda iligki en cok Amerikali
orneklemde ve ardindan Italyanlarda ve en az Yunanlilarda gézlemistir. Ulkemizde ise
ahlak boyutunda Diisiince-Davranis Karmasasi’nin (DDK) OKB ile daha kuvvetli bir
iligkisi oldugunu bulunmustur (Yorulmaz ve ark., 2006).

Sonug olarak, OKB ile din ve dindarlik arasindaki iliski agirlikli olarak bati
iilkelerinden se¢ilmis Hiristiyan yada Yahudi katilimcilar ile gerceklestirilmistir ve
Miisliiman katilimcilar ile gergeklesen karsilastirmali cok az ¢alisma bulunmaktadir.
Bu ¢aligmada, oncelikle dindarlik diizeyi ile OKB semptomlari, 6zellikle dinsel
obsesyon ve kompulsiyonlar ve istemdis1 diisiincelerin icerigi, degerlendirilmesi,
kontrolii arasindaki iliski Kanadali ve Tiirk 6grenciler karsilagtirilarak anlagilmasi

amaclanmustir.

2. YONTEM

Arastirma iki ana asamadan olusmustur. Arastirmanin birinci kism1 Kanada’da
University of New Brunswick’ te ¢esitli boliimlerde okuyan Kanadali iiniversite
ogrencileri ile tamamlanirken, ikinci kismi1 Ortadogu Teknik Universitesi’nde,
Turkiye, ¢esitli boliimlerde okuyan Tiirk {iniversite 6grencilerinden olugsmustur. Her
iki iilkede de yiiksek ve diistik dindarlik gruplarini olusturmak tizere bir 6n ¢alisma,

sadece yiiksek ve diislin dindar liniversite 6grencilerinin bire bir gériisme yapilmasinin
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olusturdugu ana ¢aligma ve her iki iilke de dogal olarak ayrismis daha yiiksek bir
dindarlik diizeyini temsil etmek amaciyla ilahiyat Fakiiltesi ve Teoloji okulunda (Bible
School) okuyan 6grencilerin katildig1 dini okul verisinin toplandigi son agsama olmak
iizere li¢ asamada gergeklestirilmistir. Her {ic asamanin da katilimcilar ve islemi su
sekilde 6zetlenebilir:

On calisma:

Katihmer: On ¢aligman ilk kism1 107 erkek (32.6 %) and 219 kadin (66.8%)
Kanadali tiniversite 68rencisinden olmustur (yas ortalamasi: 19.56, Sd = 3.24)
Kanadal1 6grencilerin %76’s1 dinsel inancin1 Hiristiyanlik olarak tanimlamistir ve
dinin etkisini kontrol etmek amaciyla sadece Hiristiyan dgrenciler arastirmaya dahil
olmustur. Ikinci 6n ¢alisma orta Dogu Teknik iiniversitesi’nde gesitli boliimlerde
okuyan 420 Tiirk katilimcidan olusmustur (%57.8 kadin ve %42.2 erkek; yas
ortalamasi 21.73 (Sd = 1.87), %77’si dinini Islamiyet olarak belirtmistir)

Islem: Kanada’ da, dgrencileri arastirmanin yer ve saati ile bilgilendirmek
amaciyla standart bir e-mail duyurusu kullanilmistir. Goniilli olan katilimcilar,
arastirmaya katilacaklarini interaktif katilim sistemi ile internet araciligi ile belirtmisler
ve belirtilen giin ve saatte arastirmanin yapilacagi yere gelerek ilgili aragtirma
olgeklerini doldurmuglardir. Tiirkiye’de ise ¢alisma 6grencilerin normal sinif
oturumlari sirasinda gercgeklestirilmistir. Ancak her iki tlilkede de sadece goniillii
katilimecilar arastirmaya dahil edilmistir.

Olciim Araclari: Katilimcilara demografik bilgi formu dahil Beck Depresyon
Envanteri(BDE), Clark-Beck Obsesif-Kompulsif Envanteri (CBOKE), Asir1 Dindarlik
Olgegi (ADO), Sugluluk Envanteri (SE) olmak iizere 4 6lgek set halinde
uygulanmustir. Tiirk katilimcilar ayrica Penn Dinsel Obsesyonlar Olgegi (PDOO),
Obsesif Inanislar Olgegini de (OIO) doldurmuslardir.

2. Calisma: Bireysel Goriisme

Arastirmanin ikinci asamasina dindarlik diizeyinin OKB semptomlari, dinsel

obsesyonlar, OKB ile ilgili fonksiyonel olmayan inanglar ve intrusif diisiincelerin

ortaya ¢ikmasi, yorumlanmasi ve kontrol edilmesi iizerindeki etkisinin incelenmesi
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amaciyla 6n ¢alismadan sonra belirlenen sadece yiiksek ve diislik dindarlik diizeyine
sahip {liniversite 6grencileri dahil edilmistir.

Katilimcilar: Kanadali yiiksek ve diisiik dindarlik gruplar1 59 yiiksek ve 55
diisiik olmak tizere toplam 114 katilimcidan olugsmustur (76 kadin (67%) ve 38 erkek
(33%), yas ortalamalari: 20.20 (Sd = 3.22), yiiksek dindarlik diizeyine sahip
katilimcilarin hepsi dinini Hiristiyan olarak belirtmis, diisiikk dindarlik grubunun
%28’s1 herhangi bir dine ait olmadiklarini belirtmislerdir). Tiirk yiiksek ve diistik
dindarlik gruplar ise 45 diisiik 37 yiiksek dindarlik diizeyine sahip toplam 82 Tiirk
katilimcidan olusmustur (47 erkek (%57) ve 35 kadin (%43) yas ortalamalari: 22.23
(Sd =2.14), %62’ dinini islamiyet olarak belirmis, %32’si bir dine ait olmadiklarin1
belirtmistir).

Islem: Diisiik ve yiiksek dindarlik gruplar1 6n calismaya katilan katilimcilarin
demografik bilgi formunda bulunan dindarlik ile ilgili bes sorudan biri olan ““ dini
inanciniz glinliik yasamda kararlarinizi ve davraniglariniz1 belirlemede ne kadar
onemlidir” sorusuna vermis olduklari cevap dogrultusunda belirlenmistir. Eger birey
dini inancinin davranig ve kararlarini belirlemede hi¢ 6nemli olmadigini ( 0 = hig
onemli degil) belirtmisse diisiik dindarlik grubuna, ¢ok 6nemli yada asir1 6nemli (4 =
cok onemli, 5 = agir1 6nemli) oldugunu belirtmisse yiiksek dindarlik grubuna dahil
edilmistir. On calisma sirasinda eger katilimci arastirmaci ikinci kismina katilmak
istedigini belirtmisse, goniillii katilimci1 formuna doldurmus oldugu iletisim bilgileri
dogrultusunda kendisi ile elektronik posta yoluyla iletisime gecilmis ve arastirmanin
ikinci kismina davet edilmistir. Goniillii her katilimciya bireysel bir goriisme saati
diizenlenmis ve calisma sirasinda dnce Uluslararasi Istem Dis1 Zihinde Beliren
Diisiinceler Goriisme Formu kullanilarak goriisme yapilmis ve ardindan 6lgek setini
doldurmasi istenmistir.

Ol¢iim Araclari: Arastirmanin ikinci kismimin veri seti Uluslararasi Istem Disi
Zihinde Beliren Diisiinceler Goriisme Formu, Beck Depresyon Envanteri(BDE),
Clark-Beck Obsesif-Kompulsif Envanteri (CBOKE), Asir1 Dindarlik Olgegi (ADO),
Sugluluk Envanteri (SE), Penn Dinsel Obsesyonlar Olgegi (PDOO), Obsesif Inanislar
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Olgegini (OIO) ve Penn Kayg1 Envanteri (PKE) olmak iizere 8 dlgek seti
uygulanmistir.
3. Calisma: Din Okulu Ogrencilerinden Veri Toplanmasi

Din ve Dindarlik diizeyinin OKB semptomlari, inanglari, dinsel obsesyonlar ve
intrusif diisiinceler lizerindeki etkisinin daha iyi anlasilabilmesi i¢in dindarlik diizeyi
acisindan dogal olarak ayrigmis daha ug bir dindarlik grubu olusturmak amaci ile
Kanada’da Teoloji Okulu 6grencilerinden (Bible School), Tiirkiye’de ise Ilahiyat
Fakiiltesi 6grencilerinden veri toplanmistir.

Katilmcilar: Aragtirmanin bu agsamasi, 66 Hristiyan Ruhban Okulu 6grencisi
(25 kadin (%62) ve 41 erkek (%38), yas ortalamasi: 20.98 (SD = 1.38) ve Ankara
Universitesi Ilahiyat Fakiiltesi’nde okuyan 59 Miisliiman iiniversite grencisinden
olusmustur (23 erkek (%39) ve 36 kadin (%61), yas ortalamasi: 21.8 (SD = 1.61).

Olciim Araclari: Arastirmanin ikinci kism ile tutarl olarak Beck Depresyon
Envanteri(BDE), Clark-Beck Obsesif-Kompulsif Envanteri (CBOKE), Asir1 Dindarlik
Olgegi (ADO), Sugluluk Envanteri (SE), Penn Dinsel Obsesyonlar Ol¢egi (PDOO),
Obsesif Inanislar Olgegini (OIO) ve Penn Kaygi Envanteri (PKE) olmak iizere 7

Olgekten olusan set halinde uygulanmustir.

Arastirmada Kullanilan Ol¢ekler:

Aragtirmanin biitiin asamalarina Demografik bilgi formu, Beck Depresyon
Envanteri(BDE), Beck Kaygi Envanteri, Clark-Beck Obsesif-Kompulsif Envanteri
(CBOKE), Asir1 Dindarlik Olgegi (ADO), Sugluluk Envanteri (SE), Penn Dinsel
Obsesyonlar Olgegi (PDOO), Obsesif Inanislar Olgegi (OIO), Penn Kayg1 Envanteri
(PKE) ve Uluslararasi istem Dis1 Zihinde Beliren Diisiinceler Gériisme Formu olmak
iizere toplam 10 6lgek uygulanmistir. Veri toplama araglariin 6zellikleri kisaca
asagidaki gibi 6zetlenebilir:

Demografik Bilgi Formu (DBF): Arastirmanin yiiriitliciileri tarafindan cinsiyet,
yas, medeni durum, ge¢mis psikiyatrik 6ykii gibi demografik bilgileri toplamak
amaciyla gelistirilmistir. Ayrica form katilimecilarin, ibadet etme, dinlerine gonderilmis

olan kutsal kitab1 okuma, ibadet yerlerine gitme, dini organizasyonlara bagis yapma
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siklig1 ve dinin giinliik yagam karar ve davranislarini belirlemedeki etkisini
degerlendirmek amaciyla 5 dereceli bes maddelik soru setini de igermektedir.

Beck Depresyon Envanteri (BDE). 21 maddelik deprefif semptom siddetini
degerlendirmek amaciyla kullanilan bir 6l¢ektir (Beck, Ward, Mendelsohn, Mock, ve
Erlbaugh, 1961). Olgegin dilimize uyarlanmis iki formu bulunmaktadir (Tegin, 1980;
Hisli, 1988. 1989). Hem orijinal form hem de Tiirk¢e formu psikometrik agidan gegerli
ve giivenilir 6zelliklere sahiptir.

Beck Kaygi Envanteri (BKE). 21 Maddelik olan 6l¢ek bireylerin kaygi
diizeylerini degerlendirmek amaciyla gelistirilmistir (Beck, Epstein, Brown, & Steer,
1988). Dilimize Ulusoy, Sahin ve Erkmen (1998) tarafindan adapte edilmis olan
Olcegin gecerlilik ve giivenirlik degerleri orijinal 6lgekle tutarli bulunmustur.

Clark-Beck Obsesif-Kompulsif Envanteri (CBOKE). Clark ve ark. (2005)
tarafindan obsesif ve kompulsif semptom siddetini degerlendirmek tizere gelistirilmis
25 maddelik bir 6lgektir. Olgek 14 maddelik obsesyon ve 11 maddelik kompulsiyon
olmak iizere iki alt boyuttan olusmaktadir. Ulkemizde Tiirk¢e versiyonunun
psikometrik 6zellikleri hem klinik gruplarda hem de klinik olmayan 6rneklemde
desteklenmistir (Besiroglu, Yucel, Boysan & Gulec, 2007).

Asir1 Dindarlik Olgegi (ADO). Orijinali 20 maddeden olusan dlgek daha sonra
revize edilerek 12 maddeye diisiiriilmiistiir. Bireyin sahip oldugu dinin temel
prensiplerine iligkin tutum ve inanglarini1 degerlendirmektedir. Olgek spesifik bir dine
ait maddelerden olusmamaktadir. Bu 6l¢ek bu arastirma i¢in dilimize ¢evrilmistir.
Psikometrik 6zellikleri orijinal 6l¢ekle oldukea tutarli bulunmustur.

Sucluluk Envanteri (SE). Olgek bireylerdeki durumluk ve siirekli sucluluk ve
ahlaki degerleri degerlendirmek iizere 45 maddeden olusmaktadir (Kugler, & Jones,
1992). Olgek bu ¢alisma icin dilimize cevrilmis, i¢ giivenirlik katsayisi, gecerlilik
degerleri ve faktorleri olusturan madde dagilimi orijinal form ile oldukga tutarl:
bulunmustur.

Penn Dinsel Obsesyonlar Olgegi (PDOO). Olgek Giinah Isleme ve Allah
Korkusu ile ilgili 19 maddeden olugmaktadir. Bu arastirma i¢in dilimize gevrilen

6lcegin biitiin psikometrik 6zellikleri tatmin edici bulunmustur.
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Obsesif Inamislar Olcegi (OIO). Orijinali 7°1i Likert tipe sahip 87 madde olan
bu anket (OKBCG, 2001) daha sonra arastirmacilar tarafindan yeniden gdzden
gecirerek 44 maddelik versiyonunu hazirlamistir (OKBCG, 2005). Olgegin OKB
semptomlarinin baglangicinda ve siirdiiriilmesinde etkin olan islevsel olmayan
inaniglart degerlendirmek iizere olusturulmus olan maddeleri 3 alt boyutu
olusturmustur: sorumluluk/tehdit 6ngoriisii, miikemmeliyetcilik/belirsizlik &
diisiincelerin 6nemi/ kontrolii. Olgek dilimize de gevrilmistir (Yorulmaz ve ark., 2008).

Penn Kaygi1 Envanteri (PKE): Meyer ve ark. (1990) tarafindan gelistirilen likert
tipi Olcek, endise egilimini 6lcen 16 sorudan olusmaktadir. Olgegin Tiirkge’ye
uyarlamasi1 Yilmaz ve ark. (2008) tarafindan test edilmistir.

Uluslararasi Istem Dusi Zihinde Beliren Diistinceler Goriisme Formu
(UIDZBDGF). Goriisme formu zihinde istem dis1 beliren diisiincelerin sikligimi,
diistinceler sonucunda hissedilen stres diizeyini, fonksiyonel olmayan birincil
degerlendirme stillerini, kontrol etme ihtiyacini, kontrol etmeye verilen 6nemi, ve
fonksiyonel olmayan basa ¢ikma stratejilerini degerlendiren yar1 yapilandirilmis bir
gorlisme formudur. Goriisme formu orijinalde 6 farkli istem dis1 diisiinceyi
degerlendiren 6 alt forma sahiptir. Ancak bu arastirmada, slipheye bagl istem dist
diistinceler, dinsel istem dis1 diisiinceler ve cinsellik igerikli istem dis1 diisiinceler
olmak {izere goériisme formunun ii¢ alt 6lcegi kullanilmistir. Gorlisme formu bu

arastirma i¢in dilimize ¢evrilmistir.

2. TEMEL BULGULAR VE TARTISMA

Olgeklerin psikometrik dzelliklerini degerlendirmek iizere yapilan analizlerde,
Tiirk¢e versiyonu bulunan tiim 6lgeklerin giivenilirliginin bu arastirma da kullanilan
Tiirk 6rnekleminde de kabul edilebilir degerlere sahip oldugu bulunmustur. Bu ¢aligma
kapsaminda cevrilen SE, ADO, PDOE nin, igsel tutarlilik ve madde-toplam
korelasyon ranjlarinin hem Tiirk hem de Kanadali 6grencilerde istatiksel olarak tatmin
edilebilir oldugu gozlenmistir. Bu ¢aligmanin temel amaci psikometrik ¢aligma

olmadigindan ve faktdrler arasi iligkilerin incelenmesi hedeflendiginden, SE ve DOE
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icin ayr1 faktor analizi yapilmamis ve 6lgeklerin faktor yapisinin orijinal 6lgekle ne
derece Ortiistligiinii degerlendirmek amaciyla Hedef Dontistlirme Analizi (Vijver &
Leung, 1997) kullanilmistir. Orantisal uzlasma katsayi kriteri 0.85 alindiginda
(Lorenzo-Seva & Ten Berge 2006), SE’nin Durumluk Sucluluk, Stirekli Sugluluk ve
ahlaki degerler alt dlgekleri ile PDOE’nin Giinah Isleme Korkusu ve Allah Korkusu
faktorlerindeki madde dagilimlarinin biiytlik oranda ortiistiigli gézlenmistir. Bu
sonuglar iki 6l¢egin kavramsal gecerlilik gosterdigini destekler nitelikte oldugunu
gostermistir. ADO tek boyutlu bir dlgek olmasi nedeniyle faktdr analizi kullanilmis ve
olgegin tek boyutlu yapisi Tiirk 6rnekleminde de desteklenmistir.

ADO, SE ve PDOE’nin kriter gecerliligi, CBOKE nin OKB semptom diizeyi
yiiksek ve diisiik olan grup karsilastirmalariyla test edilmistir. Analiz sonuglari, yiiksek
diizey semptom gosterenlerin diisiiklere oranla daha fazla sugluluk, dinsel obsesyon ve
daha yiiksek dindarlik diizeyine sahip olduklar1 bulunmustur. Ayrica 6lgeklerin OKB
semptom, Obsesif inanclar, endise ile anlamli pozitif iliski gosterdigi bulunmustur.
Biitiin bunlara ek olarak, ¢evrilen 6lgeklerin i¢ glivenilirlik ve test-tekrar test
giivenirlik katsayilar1 tatmin edilebilir diizeyde bulunmustur. ZIDBDUGF nin
psikometrik 6zellikleri degerlendirildiginde, birincil degerlendirme, ikincil
degerlendirme ve kontrol stratejileri i¢ gegerlilik katsayilari orta derecede tatmin
edilebilir bulunmustur. Ayrica gériisme formunun birincil degerlendirme maddelerinin
kendisi ile tutarl ayn alt Slgeklerle degil, Obsesif Inanislar Olgegi’nin alt 6lgeklerinin
hepsiyle anlamli pozitif korelasyon gostermesi, goriisme formunun psikometrik
ozelliklerinin gelistirilebilmesi i¢in goriigme formu lizerinde bazi ¢aligsmalar
yapilmasinin faydali olabilecegini diigiindlirmiistiir.

Ana ¢alisma bulgularina bakildiginda, Kanadali ve Tiirk gruplar
karsilagtirildiginda (total ya da tekil skorlarda ANOVA, alt boyutlarda MANOVA),
Kanadali ve Tiirk 6grenciler arasinda toplam OKB semptom ve obsesif inaniglar
diizeyleri arasinda anlamli bir fark bulunmadig1 gézlenmistir. Ancak, Tiirk
ogrencilerin Kanadali 6grencilerle karsilastirildiginda daha fazla dinsel obsesyon
sergiledigi bulunmustur. Alt boyutlar arasindaki grup farklar1 incelendiginde, obsesyon

ve kompulsiyon semptom diizeyleri arasinda Tiirk ve Kanadali 6grenciler arasinda bir
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fark bulunmazken, obsesif inanislar ve dinsel obsesyonlar 6l¢egi alt boyutlar1 arasinda
kiiltiirler aras1 anlamli farklar oldugu bulunmustur. Analiz sonuglar1 Tiirk 6grencilerin
Kanadali 6grencilerden daha fazla miikemmeliyetgilik ve belirsizlige tahammiilsiizliik
egilimi gosterdiklerini ortaya koymustur. Ayrica dinsel obsesyonlar ile ilgili olarak
Tiirk 6grencilerin daha fazla Allah Korkusu icerikli dinsel obsesyon yasama
egiliminde oldugu bulunmustur. Dindarlik diizeyinin ilgili degigkenler iizerindeki
etkisi incelendiginde analiz sonuglari, beklentilerle tutarli olarak, yiiksek dindarlik
diizeyine sahip bireylerin, diisiik dindarlik grubundakilerle karsilastirildiginda daha
fazla obsesyon, kompulsiyon, dinsel obsesyon ( Allah Korkusu ve Giinah Isleme
Korkusu) ve obsesif inanis (sorumluluk/tehdit 6ngoriisii, miikemmeliyetcilik/belirsizlik
& diisiincelerin 0nemi/ kontrolii) sergiledigine isaret etmistir. Bu analiz sonuclari,
OKB semptomatolojisi dikkate alindiginda, bireylerin dindarlik diizeyinin hangi dine
yada kiiltiire ait olduklarindan ¢ok daha 6nemli bir unsur oldugunu diisiindlirmiistiir.
Aragtirma bulgulari, dindarlik diizeyi ile OKB semptom ve inaniglar, ve dinsel
obsesyon siddeti arasinda anlamli pozitif bir iliski olduguna isaret eden daha 6nceki
arastirma bulgularin1 destekler niteliktedir (6rn., Abramowitz ve ark., 2002, 2004;
Rasmussen & Tsuang, 1986; Shafran ve ark., 1996; Steketee ve ark., 1991). Bu
arastirma bulgular ile tutarli olarak, Rachman (1997) Kat1 dinsel ve ahlaki degerler ile
biiyiitiilmiis bireylerin yetiskinlikte daha fazla OKB ile ilgili fonksiyonel olmayan
inan¢ ve OKB semptomu gosterebilecegini belirtmistir. Ayn1 sekilde, Sica ve ark.
(2002) yiirtitmiis oldugu calismada yiiksek dindar bireylerin diisiik dindar bireylerden
daha fazla sorumluluk/tehdit 6ngdriisii, mitkemmeliyet¢ilik/belirsizlik & diisiincelerin
onemi/ kontrolii sergileme egiliminde oldugunu ve daha yiiksek OKB semptomu
sergiledigini bulmuslardir.

Bu arastirma bulgular1 dindarligin OKB semptomatolojisi tizerindeki etkisinin
yani sira din ve dindarlik diizeyinin ortak etkilesiminin kompulsif semptom ve dinsel
obsesyonlar semptom siddeti tizerindeki etkisinin anlamli olduguna isaret etmistir.
[lahiyat Fakiiltesinde okuyan Miisliiman 6grenciler, Teoloji Okulu’nda okuyan
Hiristiyan 6grencilerden daha fazla kompulsif semptom sergilemistir. Benzer sekilde

kompulsif semptom diizeyi Hiristiyan 6grencilerde farkli dindarlik diizeyleri arasinda
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bir farklilik gdstermezken, Ilahiyat Fakiiltesi’nde okuyan Miisliiman dgrenciler,
yiiksek dindar Miisliiman tiniversite 6grencilerinden daha fazla kompulsif semptom
sergiledigi gozlenmistir. Bu arastirma bulgular1 bireylerin ait oldugu dinin temel
prensiplerinin genel semptom siddeti agisindan bir farklilik yaratmamasina karsilik
semptomlarin icerigi iizerinde etkili olabilecegini diisiindiirmiistiir. Islamiyet,
Hiristiyanlik ile karsilastirildiginda inang ve diisiincenin yani sira ritiiellerin agirliklt
oldugu bir dindir. Bireyin Allah’a olan inancini ve bagliligin1 6nceden belirlenmis
ritiieller dogrultusunda yapmasi son derece onemlidir. Ibadet éncesinde ve sirasinda
gerekli ritiiellerin eksik yapilmas1 yada sirasinin degistirilmesi yapilan ibadeti
topyekiin gegersiz kilabilir. Ayrica ibadet dncesi temizlik islamiyet’te son derece
onemlidir, kiginin camasirlarina ya da viicudunun her hangi bir yerine idrar bulagsmasi
abdesti bozar ve kisinin yeniden ibadete baglayabilmesi i¢in temiz olmasi gerekir.
Temizlige ve belirli ritiiellere yapilan vurgu Miisliiman 6grenciler arasinda kompulsif
semptom siddetini artirmis olabilecegi diisiiniilmiistiir. Bu arastirma bulgular ile
tutarli olarak, Okasha (1970) Misirli Miisliiman OKB hastalarinin Islam’daki &zellikle
anal bolgenin temizligine yiiklenen 6nem nedeniyle, namaz 6ncesinde kendilerini
temizlemek icin saatlerce siirebilen temizlik ritiielleri sergiledigini belirtmistir. Bu
arastirma bulgular1 OKB semptomlarinin igeriginin dine 6zgii deger, aligkanlik ve
ritiiellerden etkilenebilecegini belirten arastirma bulgular ile tutarli gériinmektedir
(Greenberg & Shefler, 2002; Lemelson, 2003).

Kompulsif semptom diizeyindeki iki din arasindaki farkliligin yani sira, yliksek
dindar Miisliiman iiniversite 6grencileri ve Ilahiyat Fakiilteli Miisliiman iiniversite
ogrencileri ayni gruplardaki Hiristiyan 68rencilerden daha fazla dinsel obsesyon ve
ozellikle Allah korkusu igerikli dinsel obsesyon sergiledigi bulunmustur. Bu bulgular
da yine Islamiyet’in dayandig1 temel prensiplerle tutarl goriilmektedir. Islamiyet
Allah’in bagislaticiligi ve onun merhametinin siklikla vurgulandigi bir din olmasinin
yani sira Allah korkusunun Kuran’daki bir ¢ok ayette siklikla vurgulandigi ve gercek
inananlarin Allah’in gazabindan mutlaka korkmasi gerektiginin siklikla altinin ¢izildigi
bir dindir. Ornegin, Kuran’da yer alan Hasr suresi “Eger biz, bu Kuran’1 bir daga

indirseydik, elbette sen onu Allah Korkusundan basin1 egerek parca parca olmus
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goriirdiin. Iste misaller! Biz onlar1 insanlara diisiinsiinler diye veriyoruz (Hasr: 21)”
Allah korkusunun biiyiikliiglinii vurgulayan yiizlerce ayetten sadece biridir.
Islamiyet’te ki bu vurgudan farkli olarak, Hiristiyanlar arasinda Allah’in nasil
algilandigina iligkin ¢caligmalardan birinde Kunkel ve ark.(1999), katilimcilarin
Tanr1’y1 cezalandirict olmaktan daha ¢ok erkeksi, giiclii, rahatlatict ve koruyucu olarak
algiladigin1 bulmusglardir. Bu bulgular, dinin dayandig: temel prensiplerin dinsel
obsesyonlarin biligsel boyutunu ve icerigini hangi inang ve degerlerin olusturacagini
etkileyebilecegini diisiindiirmektedir.

Kiiltiir diizeyinde yapilan regresyon analizlerinde Obsesyon semptom
siddetinin yordayicilar incelendiginde her iki katilime1 grubu i¢in, depresyon ve
kayginin anlaml etkisi kontrol edildikten sonra dindarligin, suglulugun, obsesif inanig
envanteri diisiincelerin 6nemi ve kontrolii alt 6l¢ek skorlarinin ve dinsel obsesyon
siddetinin anlaml1 ve pozitif olarak obsesif semptom diizeyi ile iliskili oldugu
bulunmustur. Ayrica Tiirk katilimceilardan farkli olarak Kanadali 6grenciler igin
sorumluluk ve tehdit 6ngoriisiiniin de obsesif semptom siddeti ile anlama iliskisi
oldugu bulunmustur. Obsesif semptom diizeyinde goriilen kiiltiirler aras1 bu tutarliliga
ragmen kompulsif semptom siddetinin yordayicilarinin Tiirk Miisliiman ve Kanadali
Hiristiyan 6grenciler arasinda farlilik gosterdigi bulunmustur. Depresyon ve kaygi
kontrol edildikten sonra sucluluk siddetinin her iki katilimc1 grubu i¢in ortak yordayici
oldugu bulunurken, Kanadali 6grencilerde sadece diisiincenin 6nemi ve kontroliiniin,
Tiirk katilimcilar i¢in ise dindarlik diizeyi, dinsel obsesyon siddeti ve
sorumluluk/tehdit 6ngoriisii inanglarinin kompulsif semptom siddeti ile anlamli iliski
gosterdigi bulunmustur. Bu bulgular kompulsif semptom siddetinde ytiksek dindarlik
diizeyine sahip Miisliiman ve Hiristiyan 6grenciler arasindaki anlamli farklilig
destekler niteliktedir.

Bu aragtirma bulgular her iki kiiltiirde de diisiincenin 6nemi ve kontroliine
iliskin fonksiyonel olmayan inanglarin obsesif semptom siddeti lizerinde etkili bir rol
oynadigini gostererek, Clark (2004) ve Rachman (1997) tarafindan gelistirilmis olan
OKB’nin Bilissel-Davranis¢1 teorisinin kiiltiirler arasi gecerliligini desteklemistir.

Ancak, dinin niteliginin obsesif semptomlar ile iliskili obsesif inan¢larin niteligini
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degistirebilecegini diisiindliirmiistiir. Tiirk katilimcilardan farkli olarak Kanadali
katilimcilar i¢in sorumluk algisi obsesif semptom siddeti ile iliskili bulunmustur. Bu
farklilik, Siev ve Cohen’in (yayinda) belirttigi gibi, Hiristiyanliktaki inang diizeyine ve
zihinsel olgular1 kontrol etme olasiligina yapilan vurgudan kaynaklanabilir.
Hiristiyanligin temel prensiplerine gore, Hiristiyanlar sadece davraniglarindan degil
ayn1 zaman da diistincelerinden de sorumludurlar ve bu sorumluluk algis1 belki
istenmeyen igerikli obsesyonlarin sonucunda hissedilen tehdit algisini yiikselterek
bireyi bu diisiincelerini kontrol etmek i¢in ¢esitli kontrol stratejileri sergilemeye daha
fazla motive etmekte ve diisiincelerin Obsesif niteligini artirmaktadir.

Penn Dinsel Obsesyonlar Olgeginin iki alt 6lgegi olan Allah Korkusu ve Giinah
Isleme Korkusu boyutlarinin yordayicilari her iki kiiltiir i¢in incelendiginde sonuglar
obsesyon ve kompulsiyonlarin yordayicilari ile oldukca yiiksek tutarlilik gostermistir.
Giinah Isleme Korkusunun sucluluk, dindarlik, diisiincenin kendisinin tek basina cok
onemli olduguna ve istenmeyen diisiinceler {izerinde tam bir kontroliin saglanmasina
atfedilen 6neme iligkin degerlendirmeler hem Miisliiman hem de Hiristiyan
katilimcilarda “giinah isleme korkusuna” dayali obsesyonlarin siddetini artiric1 yonde
rol oynamistir. Miisliiman 6grencilerden farkli olarak, sorumluluk ve abartilmis tehdit
algis1 sadece Hiristiyan 0grencilerde “gilinah isleme korkusuna” iligskin semptom
siddeti ile iliskili bulunmustur. Bu farklilik iki din arasindaki niteliksel fark ile tutarl
goriinmektedir. Obsesif inanglar hem tiirk hem Kanadali katilimcilar i¢in Tanri
Korkusu ile iliskili bulunmazken, kompulsif semptom siddeti sadece Tiirk katilimcilar
i¢cin Tanr1 korkusu ile iliskili bulunmustur. OKB’nin biligsel modeli ile tutarli olarak
Obsesif inanis ve degerlendirmeler dinsel obsesyon siddeti ile anlaml1 bir iligki
gostermistir (Rachman, 1993, 1989; Clark, 2004). Ancak, arastirma bulgulari obsesif
inaniglarin iki temel alt semptom gurubunda farkli bir rol oynadigina isaret etmektedir.
Her iki 6rneklem gurubu i¢inde, obsesif inanislar “Tanr1 korkusu” ile bir iligki
gdstermezken “Giinah Isleme Korkusu” ile anlaml1 bir iliski gdstermistir.

Sonug olarak, Rachman’ in 6nermis oldugu dort temel yatkinlik faktorii ile
tutarli olarak (1997) Dinsel obsesyonlardan giinah iseleme korkusu ve obsesif

semptom siddeti en iyi dort temel faktoriin varligi ile agiklanmastir: (a) kati ahlaki
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standartlar (6rn., asirt dindarlik), (b) abartilmis sugluluk; (c) fonksiyonel olmayan
inang ve degerlendirmeler, (d) depresyon ve kaygi. Sonug olarak, gruplar arasinda
kiiltiirler aras1 tutarliliklar ilgili literatiir bulgular1 ve biligsel modeller ile paralellik
gosterirken, kiiltiirler arasi farkin gozlendigi durumlar da mevcuttur.

Kiiltiir ve dindarlik diizeyinin siiphe, dinsel ve cinsel igerikli intrusif
diisiinceler, bu diislinceler sonucunda hissedilen stres diizeyi, bu diisiincelerin
igceriginin yorumlanis tarzi, bu diisiinceleri kontrol etmeye verilen 6nem, basarisiz
kontrol girisimlerine yliklenen anlam ve bu diisiinceleri kontrol etmede kullanilan basa
cikma stratejileri tizerindeki etkisi anlamak amactyla yapilan goriisme teknigi
sonuglar1 bir arada degerlendirildiginde ti¢ tiir intrusif diisiincenin de yasanma siklig
ve bu diisiincelerin ortaya ¢ikardigi stres diizeyi arasinda Tiik ve Kanadal1 6grenciler
arasinda anlamli bir fark bulunmamistir. Beklentilerle tutarli olarak, dindarli diizeyi
sadece dinsel intrusif diisiincelerin frekans diizeyi lizerinde anlamli bir etki yaratmigtir.
Dinden bagimsiz olarak, dindar bireyler dindar olmayan bireylerle karsilagtirildiginda
daha fazla dinsel igerikli intrusif diisiince yasadiklarini belirtmislerdir. OKB’nin
biligsel teorisi ile tutarli olarak bireylerin intrusif diisiincelerin icerik ve ortaya cikisini
yorumlayis tarzi intrusif diislinceler ile iligkili hissedilen stres diizeyini anlamli olarak
yordadigi bulunmustur. Farkli birincil degerlendirme odlgiitlerinin farkli intrusif
diistincelerle iliskili olmasinin yani sira ayrica birincil degerlendirme 6lgiitlerinin
iceriginin kiiltiirel degerlerden etkilenebilecegi bulunmustur. Diislince—davranis
karmasas1 Kanadali1 6grencilerde daha yaygin olarak kullanilan birincil degerlendirme
olgiitli iken kaygi ve strese diisiik tolerans gdsterme Tiirk 6grenciler arasinda daha
yaygin olarak kullanilan birincil degerlendirme 6lgiitii oldugu bulunmustur. Bu
bulgular daha 6nceki arastirma bulgulari ile tutarli gériilmektedir. Diislince davranig
karmasasinin Hiristiyan toplumlarda daha baskin olarak gézlenen bir olgu oldugu daha
onceki arastirma bulgulari ile gosterilmistir. Ornegin, Cohen ve Rozin (2003) Yahudi
katilimcilarla karsilastirildiginda, Hiristiyan bireylerin ahlaksiz bir sey diisiinmenin bu
seyi yapmak ile ayni sey olduguna daha fazla inanma egilimi gosterdiklerini
bildirmistir. Tiirk 6grenciler de belirsizlige ve kaygiya tahammiilsiizliik egilimi ile

tutarli olarak, Hofstede’in (2001) kiiltiir tanimlarina iliskin yiiriitiilmiis olan bazi
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caligmalar, belirsizlikten kaginmanin yogun oldugu toplumlarin daha fazla sikinti,
kayg1 ve 6fke yasadigini bulmustur. Bu toplumlarda insanlarin belirsizlikten
hoslanmadig1 ve daha ¢ok kollektif/toplumcu egilimler gosterdigi gézlenmistir
(Shupper ve ark., 2004). Hofstede’in (2001) tilke degerleri listesine gore, Tiirkiye
kisiler aras1 iligkilerin 6nemsendigi daha toplumcu, daha erkeksi, belirsizlikten daha
fazla rahatsiz olan ve bir an 6nce belirsizligi ortadan kaldirmaya calisan ve gii¢
esitsizliginin daha ¢ok oldugu kiiltiirel 6zelliklere sahipken Kanada bireyin
bagimsizligina vurgu yapan daha bireyci bir iilkedir. Dolayisiyla bu bulgular, kiiltiirel
ozellikler ve OKB inanglar1 arasindaki iliskiyi destekler niteliktedir.

Zihinde Istem Dis1 beliren Diisiinceler Uluslararas1 Goriisme formundan elde
edilen bulgular ayrica Clark’in (2004) bilissel davranis¢t modeli ile tutarli olarak
bireylerin intrusif diisiinceleri kontrol etmede yasadiklar1 basarisizlia atfettikleri
olumsuz degerlerin bireylerin hissettikleri kayg1 diizeyini artirarak normal intrusif
diistincelerin frekans ve siddetini artirici yonde rol oynayabilecegini diisiindiirmiistiir.
Ayrica ikincil degerlendirme 6l¢iitlerinin bazi ufak farkliliklara ragmen Tiirk ve
Kanadali 6grenciler arasinda ortak 6zellikler gosterdigi bulunmustur.

Son olarak intrusif diislinceleri kontrol etmede kullanilan stratejiler arasindaki kiiltiirler
aras1 farkliliklar incelendiginde, bazi farkliliklara ragmen kontrol stratejilerinin
kiiltiirler aras1 ortak 6zellikler gosterdigi bulunmustur. Tiirk 68rencilerin daha ¢ok
kontrol etme ve kompulsif ritiieller kullanirken Kanadali 6grencilerin daha ¢ok emin
olmak i¢in ¢cevreden onay arama ya da kendini ikna etmeye c¢alisma stratejilerini daha
cok kullandiklarin1 ortaya koymustur

Sonug olarak, gruplar arasinda kiiltiirler arasi tutarliliklar ilgili literatiir
bulgular1 ve biligsel modeller ile paralellik gosterirken, kiiltiirler aras1 farkin gozlendigi

durumlar da mevcuttur.

4. KATKILAR, SINIRLILIKLAR VE ONERILER

Bu ¢aligma ilk defa, farkli dindarlik diizeyine sahip Miisliiman ve Hiristiyan

ogrencilerin ayn1 ¢aligmada karsilastirarak kiiltiir, dindarlik diizeyi ve OKB
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semptomatolojisi arasindaki ilskiyi inceleyen ilk ¢alismadir. Ayrica Ilahiyat F,akiiltesi
ve Teoloji Okulu 6grencilerin arastirma desenine dahil edilmesinin dindarlik diizeyinin
OKB iizerindeki etkisinin daha iyi anlasilmasina 6nemli katkilar sagladigi
distintilmektedir. Ayrica, arastirmada goriisme tekniginin kullanilmasi self-
degerlendirme Slg¢eklerine verilen yanl cevap verme olasiliini en aza indirerek daha
saglikli veriler elde edilmesine yardimer oldugu diisiiniilmektedir. Uyarlanan dort yeni
Olclim araci uluslararasi literatiire iilkemizden yapilabilecek katkilara ve ilgili literatiirii
takip etmeye olanak saglanmistir. Daha da 6nemlisi, yatkinlik faktorlerindeki kiiltiirler
aras1 benzerlik ve farkliliklar, OKB’ye yonelik hazirlanacak psiko-egitim ve miidahale
programlarinda ve OKB semptomlarinin degerlendirilmesi ve terapisinde kullanilmak
iizere onemli ipuclart sunmustur. Dindarlik diizeyinin OKB semptomatolojisi, istem
dis1 diistinceleri olumsuz yorumlama ve dolayisiyla kontrol egilimi tizerindeki olumsuz
etkisi Onleyici ruh saglhigi programlarinda aileleri ¢ocuk yetistirme siirecinde kullanilan
kat1 dinsel ve ahlaki tutumlarin ruh saglig1 iizerindeki olumsuz etkilerine iligkin
bilgilendirilmesinin 6nemli oldugu izlenimi vermektedir. Ayrica, 6zellikle dindarlik
diizeyi ile diisiincenin 6nemli olmasi/kontrol degerlendirmeleri ve OKB arasindaki
anlaml iligki 6zellikle yiiksek dindar hastalarla ¢alisirken uygulanacak terapi
programlarda hastanin kontrol egilimi mutlaka g6z 6niine alinmasi gerektigini
diistindiirmektedir.

Ote yandan, bu ¢alismanin da bazi smirliliklar1 mevcuttur. Yonteme dair
siirliliklarin basinda, ¢alismada sinirli bir yas ranjinda bulunan {iniversite
ogrencilerinin kullanilmasi, yetiskin 6rneklem kullanilmamasi, arastirilan olgu klinik
bir olgu olmasina ragmen saglikli normal popiilaston kullanilmas1 sayilabilir. Ayrica,
iki farkli tilkeden iki farkli din grubunun secilmis olmasi, din ile diger kiiltiirel
faktorlerin etkisinin birbirinden ayristirilmasini imkansiz hale getirmistir. Bu nedenle
gelecekteki arastirmanin ayni lilkede yasayan farkli din gruplarindan bireylerin
secilmesinin dinin OKB {iizerindeki etkisinin daha iyi anlagilmasina yardime1

olabilecegi diislintilmektedir.
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