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ABSTRACT

CAN LOCUS OF CONTROL AND METACOGNITIVE BELIEFS PREDICT OCD
SYMPTOMOLOGY; AN ANALYSIS WITHIN THE METACOGNITIVE MODEL

Keskinpala, Ecem

Master’s Program in Clinical Psychology

Advisor: Asst. Prof. Dr. Yasemin Meral Ogiitcii

January, 2024

This study aimed to investigate the predictive roles of metacognitive beliefs and locus
of control on obsessive-compulsive symptoms. 335 people between the ages of 18 and
76 participated. Demographic Form, Padua Inventory, Metacognitive Questionnaire-
30, and Locus of Control Scale were used and conducted via Google Forms. Five
different Stepwise Hierarchical Regression analyses were performed with
metacognitive beliefs and locus of control as independent variables for each OCD
symptom subtypes the dependent variable. The results revealed that while
uncontrollability and danger, and need to control thoughts beliefs predicted all
symptoms of OCD, positive beliefs predicted rumination, washing and urges. After the
variability of these factors is controlled, external control predicted rumination,
washing, checking and urges symptoms of OCD, and internal control only predicted
rumination symptom. These findings contribute to our understanding of the complex
structure of OCD in the context of metacognition and locus of control. This
underscores the significance of metacognitive beliefs related to obsessive-compulsive

symptoms, with external control playing a broader predictive role across various

v



symptoms compared to internal control, which predominantly influences rumination.
This study provides valuable information about the specific dynamics underlying
obsessive-compulsive symptoms. It provides implications for tailoring interventions
to address the distinct metacognitive patterns and locus of control associated with each
symptom subtypes. Further research is warranted to explore additional factors that may
influence this complex relationship and to replicate these findings in diverse

populations.

Keywords: Obsessive Compulsive Disorder, Metacognitive Beliefs, Locus of Control,

External Control, Internal Control



OZET

KONTROL ODAGI VE USTBILISSEL INANCLAR OKB SEMPTOMLARINI
YORDAR MI; METABILISSEL MODEL CERCEVESINDE BiR ANALIZ

Keskinpala, Ecem

Klinik Psikoloji Yiiksek Lisans Programi

Tez Danismant: Dr. Ogr. Uyesi Yasemin Meral Ogiitcii

Ocak, 2024

Bu caligmada iistbiligsel inanglarin ve kontrol odaginin obsesif kompulsif belirtiler
iizerindeki yordayici roliinlin arastirilmasi amaglandi. Calismaya 18-76 yas arasi 335
kisi katild.. Calismada Demografik Form, Padua Envanteri, Ustbilis Olcegi-30,
Kontrol Odag1 Olgegi kullanilmis ve Google Formlar araciligiyla uygulanmistir. Her
OKB semptomu i¢in iistbilissel inanclar ve kontrol odaginin bagimsiz degiskenler
oldugu bes farkli Asamali Hiyerarsik Regresyon analizi yapilmistir. Sonuglar, kontrol
edilemezlik ve tehlike ile diisiinceleri kontrol etme ihtiyaci inanglarinin OKB'nin tiim
semptomlarmi yordadigini, olumlu inanglarm ise ruminasyon, yikama ve diirtiileri
yordadigini ortaya ¢ikardi. Bu faktorlerin degiskenligi kontrol altina alindiktan sonra,
dis kontrol OKB'nin ruminasyon, yikama kontrol etme ve diirtiiler semptomlarini
yordarken, i¢ kontrol yalnizca ruminasyon belirtisini yordamusti. Bu bulgular
OKB'nin karmasik yapisini listbilis ve kontrol odag1 baglaminda anlamamiza katkida
bulunmaktadir. Sonuglar obsesif-kompulsif semptomlarla ilgili iistbiligsel inanglarin
oneminin altin1 ¢iziyor; dis kontrol, agirlikli olarak ruminasyonu etkileyen i¢ kontrole

kiyasla OKB semptomlar1 {izerinde daha genis bir 6ngoriicii rol oynuyor. Bu ¢aligma,

Vi



obsesif-kompulsif semptomlarin altinda yatan spesifik dinamikler hakkinda degerli
bilgiler saglar ve her semptom alt tipiyle iliskili farkli iistbiligsel kaliplara ve kontrol
odagina yonelik miidahalelerin uyarlanmasi konusunda ¢ikarimlar saglar, Bu karmasik
iligkiyi etkileyebilecek ek faktorleri aragtirmak ve bu bulgular1 farkli popiilasyonlarda

tekrarlamak i¢in daha fazla arastirmaya ihtiyag vardir.

Anahtar Kelimeler: Obsesif kompolsif Bozukluk, Ustbilissel inanglar, Kontrol Odagi,
I¢ Kontrol, Dis Kontrol.
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CHAPTER 1: INTRODUCTION

Obsessive-compulsive disorder (OCD) is characterized by the presence of either
obsessions, compulsions, or frequently both (APA, 2000). Obsessions are repetitive
and enduring thoughts, urges, or images (Abramowitz et al., 2009). Distinguishing
features of obsessions from everyday concerns include their intrusive nature and the
significant anxiety they cause. Individuals recognize that these thoughts originate in
their minds and attempt to alleviate the anxiety through alternative thoughts or actions,
known as compulsions. Compulsions involve repetitive behaviors or mental processes
undertaken to ease or prevent the anxiety triggered by obsessions (Abramowitz et al.,
2009). The manifestations of obsessions and compulsions are diverse, encompassing
concerns about contamination coupled with cleaning or washing, fears of causing harm
to oneself or others associated with checking, intrusive aggressive or sexual thoughts
linked to mental rituals, and concerns about symmetry connected with ordering or
counting (Stein et al., 2019). Multiple cognitive models seek to elucidate OCD within

the framework of the cognitive approach.

Findings about the distrust of memory, perception, attention, and decision ability and
their relation to different pathologies bring about the need for a further explanation for
OCD because, in this condition, cognitive abilities are intact. Still, functioning is
compromised by maladaptive metacognitive processes (Ben Shachar et al., 2013).
Metacognition is "thoughts about thoughts" relating to an individual's subjective
understanding of their cognitive processes to address performance (Koren et al., 2006;
Nelson and Narens, 1990, 1994). The metacognitive model of OCD accentuates beliefs
about the importance, meaning, and power of thoughts. Additionally, the model
focuses on the beliefs about the need to control thoughts and perform rituals (Wells,
1997, 2000; Wells and Matthews, 1994). Therefore, control is a concept frequently

taken into consideration while explaining OCD.

Concern regarding the possible loss of control over thoughts and actions while
maintaining the desire to control these through rituals can be utilized to understand
obsessive-compulsive (OC) symptomology (Clark, 2004; Purdon and Clark, 2002).
Locus of control (LOC) indicates if an individual's attribution is internal or external

(Rotter, 1966). It relates to a person's perception of how controllable circumstances



are, not their supposed capacity to influence an event's results (Inozu et al., 2012).
Discussing these concepts together might illuminate phenomena as diverse as OCD

and its symptoms.

Metacognitive beliefs (MCB) predict OCD symptomology, but LOC's characteristic
role, in addition to this relationship, is aimed to be discovered in this research.
Although there is extensive research on metacognition and OCD (Fisher, 2009; Fisher
and Wells, 2005; Gwilliam et al.,2004), and there is limited research on locus of
control. Although control is frequently mentioned in the literature when evaluating
OCD, locus of control is a relatively less studied concept in this context (Inozu et al.,
2012; Karanci and Altin, 2004). The literature review concluded that there is yet to be
any source on the concept of locus of control in the field of metacognition; the fact
that these two concepts are studied together in the context of OCD is unique to this
study. In the following, obsessive-compulsive symptomology, metacognitive beliefs
and their relation to OCD, locus of control will be discussed, and these concepts will

be introduced in detail.

1.1. Obsessive-Compulsive Disorder

In this chapter, the intricacies of Obsessive-Compulsive Disorder (OCD), a mental
health condition, is explored. The chapter further explores the epidemiology and
demography of OCD, investigating factors such as prevalence, gender variations, age
of onset, and associated risk factors. It addresses the disorder’s challenging course and
persistent nature, examining symptom subtypes. The classification of OCD within the
DSM-5, alterations in diagnostic criteria, and insight categories are discussed. The
chapter concludes by emphasizing the importance of considering the diverse nature of
OCD and its cognitive components for a comprehensive understanding related to the

disorder.

OCD involves recurring and distressing obsessions, compulsions, or both,
characterized by persistent thoughts, impulses, or images inducing anxiety.
Compulsions are efforts to ease this distress (Abramowitz et al., 2009). OCD is
associated with various distressing emotions, including guilt, shame, and
embarrassment. However, the most recognizable conflicting emotions are fear and
anxiety. Fear, being the fundamental emotion of anxiety, holds a pivotal position in

the human psyche and experience, stemming from its adaptive and survival function



that signals threat and imminent danger (Barlow, 2002).In some circumstances, fear is
not the result of probable or understandable events, but rather, it is related to one’s
thoughts or actions and events that are highly improbable, possibly impossible. The
distress caused by intense emotions brings the need for relief, and individuals achieve
this through performing rituals and habits seemingly unrelated to fear and anxiety
source. However, a decrease in anxiety reinforces the association between obsessional
fear and neutralizing response, which, as a result, creates a self-fulfilling cycle that is
referred to as OCD (Clark, 2019).

Before the release of the Diagnostic and Statistical Manual of Mental Disorders (DSM-
5; American Psychiatric Association [APA], 2013), obsessive-compulsive disorder
(OCD) was classified within anxiety disorders. However, in the most recent edition of
the DSM-5, it is now placed under the category of "obsessive-compulsive related
disorders.” In this grouping, OCD is identified as a representative disorder, alongside
other spectrum conditions like body dysmorphic disorder, hoarding disorder,
trichotillomania, and excoriation disorder (commonly known as skin picking). Despite
alterations in the diagnostic classification, the fundamental description of the disorder
remains consistent: the presence of recurring obsessions or compulsions that
significantly consume time and cause distress. Treating the disorder presents
challenges due to the distinctive and persistent nature of obsessional fear. While
obsessions and compulsions are unique to the disorder, they may also be observed to

varying degrees as part of normal human functioning.

Obsessions are regarded as unwanted, unacceptable, and recurring intrusive thoughts,
images, or urges that individuals find challenging to suppress or manage. Despite
recognizing these mental intrusions' excessive or senseless nature, these thoughts
cause distress (Rachman, 1985). The nature of these thoughts encompasses disturbing,
offensive, and sometimes nonsensical themes associated with dirt, contamination,
aggression, doubt, sexual acts, religion, or symmetry and precision. Compulsions are
the associated components manifested as behaviors or mental acts, often accompanied
by a compelling urge to perform the ritual (Rachman and Hodgson, 1980). The purpose
of this intense urge becomes apparent through a decrease in voluntary control. Despite
initial resistance, the individual eventually yields. The compulsive behaviors

encompass activities like washing, checking, repetitive actions or utterances,



arranging, and mental rituals like repeating specific words, phrases, and prayers (APA,

2013). Subsequently, the DSM-5 criteria for OCD will be explored in the following

section.

1.1.1.DSM-5 Diagnosis of OCD
Current diagnostic criteria for OCD according to the DSM-5 (American Psychological

Association, 2013) is presented in the following table (Table 1).

Table 1. The Diagnostic Criteria for Obsessive Compulsive Disorder (Source:
American Psychiatric Association, 2013).

A.

Presence of obsessions, compulsions, or both:

Obsessions are defined by (1) and (2):

1. Recurrent and persistent thoughts, urges, or impulses that are experienced,
at some time during the disturbance, as intrusive and unwanted, and that in

most individuals cause marked anxiety or distress.

2. The individual attempts to ignore or suppress such thoughts, urges, or
images, or to neutralize them with some other thought or action (i.e., by

performing a compulsion).

Compulsions are defined by (1) and (2):

1. Repetitive behaviors (e.g., hand washing, ordering, checking) or mental
acts (e.g., praying, counting, repeating words silently) that the individual
feels driven to perform in response to an obsession or according to rules that

must be applied rigidly.

2. The behaviors or mental acts are aimed at preventing or reducing anxiety
or distress, or preventing some dreaded event or situation; however, these
behaviors or mental acts are not connected in a realistic way with what they

are designed to neutralize or prevent or are clearly excessive.

Note: Young children may not be able to articulate the aims of these

behaviors or mental acts.




B. The obsessions or compulsions are time-consuming (e.g., take more than 1
hour per day) or cause clinically significant distress or impairment in social,

occupational, or other important areas of functioning.

C. The obsessive-compulsive symptoms are not attributable to the
physiological effects of a substance (e.g., a drug of abuse, a medication) or

another medical condition.

D. The disturbance is not better explained by the symptoms of another mental
disorder (e.g., excessive worries, as in generalized anxiety disorder;
preoccupation with appearance, as in body dysmorphic disorder; difficulty
discarding or parting with possessions, as in hoarding disorder; hair pulling,
as in trichotillomania [hair-pulling disorder]; skin picking, as in excoriation
[skin-picking] disorder; stereotypies, as in stereotypic movement disorder;
ritualized eating behavior, as in eating disorders; preoccupation with
substances or gambling, as in substance-related and addictive disorders;
preoccupation with having an illness, as in illness anxiety disorder; sexual
urges or fantasies, as in paraphilic disorders; impulses, as in disruptive,
impulse-control, and conduct disorders; guilty ruminations, as in major
depressive disorder; thought insertion or delusional preoccupations, as in
schizophrenia spectrum and other psychotic disorders; or repetitive patterns

of behavior, as in autism spectrum disorder).

Specify if:

With good or fair insight: The individual recognizes that obsessive-compulsive
disorder beliefs are definitely or probably not true or that they may or may not be

true.

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

are probably true.

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

that obsessive-compulsive disorder beliefs are true.

Specify if:

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




In the DSM-3 (APA, 1980), OCD was defined as an anxiety disorder. This
classification was accepted considering the accentuation of threat-based obsessions,
compulsions that can be viewed as anxiety reduction responses, and avoidance
behavior, which are some qualities of OCD linked to anxiety disorders (e.g., Brown,
1998; de Silva, 1986).

While DSM-5 introduces a reclassification with a designated category named
obsessive-compulsive related disorders, the alterations to the diagnostic criteria are
minimal (see Abramowitz and Jacoby, 2014; Van Ameringen, Patterson, and Simpson,
2014). In DSM-5, the term "poor insight" is more thorough, and there are sub-
categories of insight related to OCD. Individuals might have a "good or fair insight"
regarding their obsessions and compulsions by considering them unrealistic. Second,
they might have a significant perception that their beliefs regarding the obsessions are
probably realistic, suggesting "poor insight.” Finally, individuals with OCD might be
convinced that their obsessional concerns are accurate, and this explains the third type
of insight, which is "absent insight/delusional beliefs" (APA, 2013). This classification
is an improvement, as the absence of insight is associated with poorer therapy
outcomes. Also, this recognition prevents the misdiagnosis of OCD with schizophrenia
(Abramowitz and Jacoby, 2014). An additional criterion, labeled "tic-related,” is
introduced to determine if the individual currently has or has had a tic disorder. This
inclusion is essential as the coexistence of tic disorders presents distinct differences in
symptoms, comorbidity, course, and family history compared to individuals with OCD
without a history of tic-related disorder (APA, 2013).

There has been a debate about reclassifying OCD from anxiety disorders. Proponents
argue that OCD shares symptomatic similarities with other spectrum-related disorders
(Hollander, 1996) and has common neural circuitry, treatment response, and
comorbidity rates within this new grouping (Phillips et al., 2010). However, opponents
argue that focusing on compulsivity as the core feature overlooks the functional nature
of compulsions and lacks specificity (Storch et al., 2008). Additionally, concerns are
raised about inconsistencies in clinical courses, comorbidity rates, and neural circuitry
between OCD and spectrum disorders (see Abramowitz and Jacoby, 2014; Stein et al.,
2010; Storch et al., 2008). This argumentative approach suggests that while the

reclassification has valid reasons, it may neglect the role of cognition and



metacognition in OCD's pathogenesis and hinder diverse perspectives on
understanding the disorder. In the context of this study, it is important not to reduce

OCD to compulsivity and consider its diverse nature.

1.1.1.Epidemiology and Demography
This segment of the research will delve into the epidemiology of OCD, examining
factors such as the initiation, prevalence, gender variations, coexistence with other

conditions, and the utilization of treatment.
Prevalence

Due to differences in methodology among epidemiological studies, lifetime
prevalence assessments vary. The Epidemiologic Catchment Area (ECA) study,
conducted based on DSM-I11I criteria, reported a lifetime prevalence of 2.5% (Karno
et al., 1988). Subsequent studies, such as the National Comorbidity Study Replication
(NCS-R), found similar results, indicating a lifetime prevalence of 2.3% (Ruscio et al.,
2010). Discrepancies arise in 12-month prevalence estimates, with the NCS-R
indicating 1.2%, and a separate German National Health Interview and Examination
Survey reporting 0.7% (Adam et al., 2012). Despite these variations, it is reasonable

to infer that OCD has a 1 to 2 percent lifetime prevalence in the general population.

Nonetheless, these findings pertain to individuals meeting the classical criteria for an
OCD diagnosis. A more inclusive population exhibits subthreshold manifestations of
OCD or presents with specific symptoms only. The NCS-R investigation found that
28.2% of people acknowledged having dealt with obsessions or compulsions at some
stage in their lifetime (Ruscio et al., 2010). In the German research, the occurrence of
subthreshold OCD in the past 12 months was identified at 4.5%, and a higher
percentage, 8.5%, reported experiencing symptoms related to obsessive-compulsive
behavior (Adam et al., 2012).The likelihood of developing a diagnosable case of OCD
increases when obsessive-compulsive symptoms are present. This condition is also
associated with a higher incidence of other mental disorders, more pronounced
functional impairment, and increased utilization of healthcare services (Adam et al.,
2012; Fryman et al., 2014; Ruscio et al., 2010). While these subclinical conditions may
be perceived as less severe and disabling compared to diagnosed OCD, acknowledging
them is crucial as they indicate that obsessions and compulsions contribute to a broader

mental health burden beyond what prevalence rates suggest (Clark, 2019).



Gender, Age, Onset

Gender differences related to the prevalence of OCD vary across the studies done with
different age groups. According to a systematic review article (Mathes et al., 2019)
when examining the influence of gender, previous research involving child samples
has predominantly observed a higher percentage of males with OCD (Mathis et al.,
2011; Mancebo et al., 2008). However, studies on adult samples either report equal
distributions (Fullana et al., 2009) or a higher proportion of females (Rasmussen and
Eisen, 1990). Recent research continues to support these variations in both adults and
adolescents. A Longitudinal cohort study done by Fineberg and colleagues in 2013
reported that the cumulative prevalence rates of OCD were 5.3% for females and 1.7%
for males (Fineberg et al., 2013). Likewise, recent-month prevalence estimates for
OCD were elevated among girls (4.9%) compared to boys (1.4%) in an adolescent
sample (Vivan et al., 2014). Related to the symptom subtypes among adults, results of
a cross-sectional study reported that women tend to experience concerns about
contamination or feeling responsible for harm, while men are more likely to have
blasphemous thoughts (Torresan et al., 2013). Recent research conducted in 2020 by
Benatti and colleagues, examining symptom presentation, aligns with previous
findings, indicating that females exhibited heightened levels of cleaning and washing
compulsions compared to males. This is consistent with the outcomes of a study by
Tukel and colleagues in the Turkish population, where contamination obsessions were
significantly more prevalent in females, and aggressive and sexual obsessions were
notably more common in males (Tikel et al., 2004). It's worth noting that, in contrast
to these studies, recent research observed no gender-based variations in the dimensions

of OCD symptoms in a community-based sample of adults (Raines et al., 2018).

OCD predominantly impacts young individuals, with the average age of onset reported
as 19.5 in the NCS-R (Ruscio et al., 2010). The highest risk group is young adults
between 18 and 24 years old. Initial onset after the age of 40 is reported by less than
5% of individuals with the condition. The majority, around 65%, experience OCD
before the age of 25 (Rasmussen and Eisen, 1992; Rasmussen and Hodgson, 1980).
Children and adolescents facing severe OCD often face an increased risk of a chronic

prognosis, with many reporting onset during childhood or adolescence (Rettew et al.,



1992; Thomsen, 1995). Research indicates a potential decline in OCD rates with age
(Karno and Golding, 1991; Ruscio et al., 2010).

The onset of the disorder varies widely, with some individuals experiencing a gradual
development. However, an acute onset, triggered by significant life events such as the
loss of a loved one, medical illness, or major financial problems, may be experienced
by some individuals. (Black, 1974; Lensi et al., 1996; Rachman and Hodgson, 1980).
The recent COVID-19 pandemic and the resulting quarantine considerably influenced
physical well-being and mental health, affecting both clinical and general populations
(Zaccari et al., 2021). Studies reveal that a surge in distress, worry, and fear has
influenced responses to current situations, intensifying certain pre-existing mental
health issues, notably OCD (Oosterhoff and Palmer, 2019; Shojaei and Masoumi,
2020). In this context, the health ramifications of the COVID-19 pandemic on OCD
cannot be underestimated. The preventive actions taken to combat COVID-19, like
frequent handwashing, maintaining elevated hygiene standards, and avoiding
handshakes, could have induced psychological distress in individuals with OCD,
leading to a subsequent escalation of their symptoms. The study reveals significant
alterations in the overall intensity of obsessions and compulsions when comparing the
pre-pandemic and post-pandemic periods (Davide et al., 2020). Specifically, in adults,
there is evident clinical deterioration in obsessive-compulsive (OC) symptoms (Storch
et al., 2021; Benatti et al., 2020; Kuckertz et al., 2019), a rise in contagion obsessions,
and washing compulsions (Jelinek et al., 2021; Davide et al., 2020; Matsunaga et al.,
2020). An increased need for psychiatric emergency services among OCD patients
with substance abuse and a heightened frequency of psychiatric emergency
consultations during the lockdown in OCD patients compared to the preceding year
(Davide et al., 2020). During the pandemic, children and adolescents experienced a
decline in mental health, particularly those with poor insight and obsessions featuring
aggressive content, as indicated by research findings (Nissen et al., 2020). Moreover,
another study that included individuals aged 6-18, incorporating those undergoing
psychological treatment or cognitive behavioral therapy, demonstrated a significant
increase in contamination obsessions and cleaning and washing compulsions during
the pandemic (Tanir et al., 2020). Grasping these dynamics is essential to customize
interventions and support systems that meet the specific requirements of individuals

with OCD within the global context.



Risk Factors

Although factors such as birth complications, reproductive history, and stressful life
events have been proposed as potential risk factors, systematic investigations have not
identified a substantial correlation between the initiation of obsessive-compulsive
disorder (OCD) and environmental risk factors (Brander et al., 2016). OCD is
discussed to be a family-related disorder. The study determined that having a first-
degree relative with OCD significantly elevates the likelihood of developing OCD,
making it about 4-5 times more probable (Mataix-Cols et al., 2013; Taylor, 2013).
Parental factors examined in a systematic review included concepts such as parental
rearing, overprotection, parental care, and rejection; however, research done on these
areas did not reach a consensus on whether they influence the evolution of the disorder.
While this might indicate genetic factors, little research has been done using
concordant twin studies, so it is expected to be an issue of confounding (Mataix-Cols,
2016). Family members who live with an individual with OCD are under much stress
because they are somehow involved with the disorder, whether they are trying to
prevent or cooperate with the rituals they witness. Usually, they make adjustments
according to members with OCD, which increases family dysfunction (Calvocoressi
et al., 1995).

The course of the disorder

The progression and result of the disorder are strongly linked to the timing of seeking
treatment. Usually, individuals with OCD rarely pursue treatment, and this delay can
range from 2 to 7 years (Lensi et al., 1996; Rasmussen and Tsuang, 1986). Those with
less severe symptoms are less inclined to seek treatment (Ruscio et al., 2010), and
seeking treatment is often more prevalent when there is a coexisting condition (Torres
et al., 2006). A small proportion of people with OCD undergo specialized treatment
for the disorder, potentially linked to the overlooked importance of disorder-specific
interventions for OCD, among other factors (Pollard et al., 1989; Ruscio et al., 2010;
Clark, 2019).

OCD has a persisting and constantly recurring nature, and symptoms increase and
decrease over time (Skoog and Skoog,1999). The typical course of the disorder cannot

be determined. Most OCD sufferers have a chronic, ongoing course of the condition.
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Others have obsessive-compulsive symptoms that wax and wane intermittently in
response to stressful life events (Demal et al., 1993; Lensi et al., 1996). It can be
concluded that the onset of the disorder is early and implicit usually coincides with
adolescence and symptoms are installed during stressful periods and simmer down
during comparably stable intervals. This can go on for years until it reaches a point of
intolerable symptom severity, and the individual finally seeks treatment (Clark, 2019).
The upcoming section will delve into comorbid disorders associated with OCD and

explore their respective comorbidity rates.

1.1.2.Comorbidity

Comorbidity is a prominent factor, often associated with heightened symptom
severity, reduced treatment effectiveness, and a more challenging course of the
disorder (Bronisch and Hecht, 1990; Brown and Barlow, 1992). OCD shows a
significant comorbidity rate, with 50% to 75% of patients having an additional
diagnosis (Antony et al., 1998; Brown et al., 2001; Karno and Golding, 1991; see
Yaryura-Tobias et al.). In terms of lifetime comorbidity, OCD occurring in isolation

constitutes less than 15% of cases (Brown et al., 2001; Crino and Andrews, 1996).

Although it is common for individuals with OCD to be diagnosed with depression or
anxiety disorders, the reverse pattern is less prevalent. In other words, individuals with
depression or anxiety disorders are less likely to receive an additional diagnosis of
OCD. (Antony et al., 1998; Brown et al., 2001; Crino and Andrews, 1996). The
sequence in which the disorders occur varies among disorders. In the case of
comorbidity of anxiety disorders, these tend to occur prior to OCD, but in the case of
depression, it follows the onset of the disorder (Brown et al., 2001). Having an
obsessive episode increases the likelihood of accompanying depression, anxiety,

eating, and tic disorders (Yaryura-Tobias et al., 2000).

Individuals with obsessive-compulsive disorder (OCD) often experience a low mood
or concurrent depression. Additionally, they share similar concerns related to feelings
of guilt, worthlessness, failure, and responsibility, resembling the characteristic
features of depression (Van Oppen and Arntz, 1994). Major depressive episodes are
prevalent among individuals with OCD, with rates ranging from 30 to 50% (Bellodi et
al., 1992; Brown et al., 1993; Karno and Golding, 1991; Lensi et al., 1996). Recent

epidemiological studies corroborate these initial findings, indicating that 25-50% of
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individuals with OCD have either a current or past history of depressive disorders
(Huang et al., 2014; Subramanian et al., 2012). The majority of research suggests that
depression is the most common coexisting condition, followed by Generalized Anxiety
Disorder (GAD) and substance use disorders. While there are conflicting findings on
the chronological sequence of these disorders, the prevailing pattern suggests that
OCD typically precedes the onset of depression (Demal et al., 1993; Rickelt et al.,
2016; Subramanian et al., 2012).

The DSM-5 reclassification of the disorder has sparked heated debates over the
association between OCD and anxiety disorders. Social anxiety disorder is identified
as having the highest comorbidity rate with OCD (35-41%), followed by specific
phobias (17-21%) initially. The status of panic disorder in relation to OCD is less
definitive, as certain studies report moderately high rates of comorbidity (29%), while
others suggest relatively low levels of co-occurrence (12%). The prevalence of co-
occurring Generalized Anxiety Disorder (GAD) is not clearly established, varying
from infrequent (7%) to somewhat less common (12-22%) based on different studies
(Antony et al., 1998; Brown et al., 1993, 2001). Recent investigations indicate that
social anxiety remains the most frequently observed comorbid disorder, with
separation anxiety emerging as the second most prevalent comorbid anxiety disorder
(Ruscio et al., 2010). Another study indicated that GAD has the highest comorbidity
rate among anxiety disorders with OCD (31.4%), followed by panic disorder (22.1%),
social anxiety (17.3%), and specific phobia (15.1%) (Torres et al., 2006).

1.1.3.Symptom Subtypes

OCD is diverse in content condition and constituted of various symptoms related to
various forms of obsessive thoughts and compulsive behaviors. While the DSM-V
description of OCD depicts a wide range of distinctive symptoms, clinicians have long
noted that certain symptom types show limited responsiveness to specific treatments.
This differentiation in treatment response, alongside symptom variety, brought about
the proposition that there are subtypes of OCD. Various methods to identify different
types of OCD were discovered to clarify possible differences in the treatment response
and etiology of the disorder (McKay et al., 2004).
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The existing literature on OCD subtypes primarily concentrates on overt symptom
manifestations. Some of these classifications are rooted in factor analyses, seeking the
latent structure of OCD symptomology, or cluster analyses, aiming to delineate distinct
groupings based on symptoms. Early attempts to classify symptoms of obsessive-
compulsive disorder (OCD) initially concentrated on compulsive behavior. Hoehn
Saric and Barksdale (1983) proposed an “impulsive" vs. "non-impulsive"
categorization, aiming to differentiate OCD patients with tics from those without.
Rasmussen and Eisen (1991) introduced a classification into three groups: (a) improper
risk assessment, (b) pathological doubt, and (c) incompleteness. While these
conceptual approaches were intriguing, they lacked empirical validation until later,
with the emergence of psychometrically validated tools. The Maudsley Obsessional
Compulsive Inventory (MOCI), formulated by Hodgson and Ranchman (1977),
identified three primary symptom dimensions through factor analysis: washing,
checking, and doubting conscientiousness. Another widely employed self-report
measure, the Compulsive Activity Checklist (CAC; Philpott, 1975), unveiled a two-
factor solution: washing and cleanliness, and checking, as proposed by Freund,
Steketee, and Foa (1987). The Padua Inventory (PI; Sanavio, 1988) marked a departure
by considering obsessional phenomena, covering irrational, distasteful thoughts, and
impermissible urges. Initial factor analyses uncovered dimensions such as becoming
contaminated, checking behavior, and impaired control over mental activities. In
subsequent analyses, an additional dimension, urges and loss of control over motor
behavior, surfaced, not previously designated as a subtype. The revised edition of PI
identified five factors: washing, checking, rumination, impulses, and precision (van
Oppen, Hoekstra, and Emmelkamp, 1995). These early efforts to classify OCD
symptom subtypes identified dimensions such as washing, doubting-checking, and
obsessional phenomena, which have persisted in analyses of clinical and nonclinical

samples.

Extensive research has been conducted on OCD symptoms, particularly contamination
obsessions and the corresponding rituals of washing and cleaning (decontamination)
(Ball et al., 1996). Additional investigations suggest that the washing subtype can be
subcategorized into two groups: individuals who fear causing harm to others or being
harmed through contamination and those who are troubled by specific substances

without expressing concern about harm (Calamari et al., 2004; Feinstein et al., 2003).
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The first set of individuals is frequently associated with obsessive beliefs related to the
potential for illness or infection due to contamination. This may involve a sense of
responsibility for transmitting contamination to others in certain circumstances. In
order to avoid this believed threat, washing procedures are performed. The second
group engaged in strong disgust reactions and performed decontamination on
compulsions to relieve discomfort associated with being contaminated. As a result,
they reported fewer obsessions (McKay and Tsao, 2005; Tsao and McKay, 2004).

Checking behaviors may be prompted by various obsessions, such as those related to
harm, aggression, or sexuality (Feinstein et al., 2003). The fundamental purpose of
obsessive-compulsive checking is to mitigate the discomfort linked to uncertainty or
doubt regarding anticipated negative outcomes for oneself or others (Rachman, 2003).
In some cases, checking is reinforced by concrete situations, for example, exiting the
house, or tangible prompts like light switches; in certain examples, it is performed as
a result of a sudden inner impulse or inclination (intrusive thoughts) and without
premeditation or external stimulus. These thoughts are seen as threatening. This
concept is strongly connected to thought-action fusion, where thinking about a
negative event is believed to increase its likelihood of happening (Shafran et al., 1996).
The diverse array of external and internal triggers leading to checking rituals
underscores the importance of thorough cognitive assessment, case conceptualization,

and personalized interventions for each individual (Sookman et al., 2005).

Obsessions without overt rituals are thought to affect about 25% of OCD sufferers
(Frost and Steketee, 2002). This subdivision has commonly received little attention
and was previously considered treatment-resistant (Rachman, 2003). Characteristics
of this subgroup can be defined as beliefs about the significance of thoughts and the
need to regulate painful or inappropriate intrusions (sexual, harmful, or religious
thoughts) (Rachman, 2003). Neutralizing strategies are passive and active avoidance
of the scenarios that trigger the distressing intrusions observed through covert rituals
and acts such as repeating certain words, thought suppression, and manipulating “bad”
thoughts to appear more positive. The function of these neutralizing acts is identical to
overt symptoms as they both serve the main goal of reducing obsessional distress
(Rachman, 2003). Performance of the covert rituals (neutralizing acts) is considered

essential as they prevent dealing with intrusions, reduce anxiety, guilt, and feelings of
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immorality, and reinforce mental control. Individuals might integrate the associated
meaning of the intrusion on the self (Sookman and Pinard, 1999); therefore, gaining
mental control over events is crucial while coping with the negatively perceived self.
Lee and Kwon (2003) classified obsessions into two categories: autogenous and
reactive. Autogenous obsessions lack identifiable external stimuli and are perceived as
involuntary and guilt-inducing. In contrast, reactive obsessions are prompted by
external stimuli and typically involve concerns about contamination, accidents, and

the pursuit of perfection.

Although the initial aim of creating symptom-based subtypes was to develop a
comprehensive understanding of the OCD phenomena, this method had limited utility.
Although symptom-based grouping has its advantages, specific symptoms may have
different underlying mechanisms. For example, performing washing compulsions
might be to compensate for anxiety created by possible disasters or to reduce disgust.
Thus, symptom-based subtypes might not be enough on their own. Discrepancies in
factors like neuropsychological functioning or beliefs related to OCD may be linked
to differences in OCD symptoms. Research from the Obsessive-Compulsive
Cognitions Working Group (OCCWG) [OCCWG, 1997, 2001, 2003, 2005] indicates
that the following cognitive domains are associated with obsessive fears and
compulsive urges: perfectionism, overestimation of threat, intolerance of uncertainty,
attaching excessive importance to thoughts, and the need to control intrusive thoughts
and feelings of responsibility. In cognitive-behavioral theories of OCD, negative
evaluations of intrusive thoughts and other OCD-related beliefs have grown in
significance (Frost and Steketee, 2002). As a result, efforts have been made to
comprehend the relationship between ideas and symptoms, to categorize people into
different categories based on their beliefs and evaluations, and to create therapeutic

procedures that specifically address these views.

The upcoming chapter will explore the belief domains of OCD and their connection to
various symptoms. The importance of thoughts and thought control, initially explored
in the cognitive approach to OCD, is also incorporated into the metacognitive
approach. These beliefs are discussed in detail to enhance comprehension of the basis

of metacognitive model and its connection to OCD.
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1.2. Belief Domains of OCD

In exploring the origin and variations of OCD, cognitive theorists have proposed
several domains of beliefs, encompassing responsibility (Salkovskis, 1985), the
inclination to control thoughts (Clark and Purdon, 1993), the significance of thoughts
(Rachman, 1997), perfectionism (Frost and Steketee, 1997), intolerance of
uncertainty (Dugas et al., 2001), and threat overestimation (Carr, 1974).

These beliefs can be divided into two categories: metacognitive and cognitive.
Cognitive beliefs are general or societal ideas, whereas meta-cognitive beliefs are
about the meaning and control of thoughts (Myers et al., 2008). These different types
of beliefs have been incorporated into cognitive and metacognitive models of OCD.
They have common ground on the idea that explaining the meaning of intrusive
thoughts is what enhances obsessive-compulsive problems (e.g., Shafran, 2005). Their
differences mainly focus on what type of beliefs are important and whether the
thought's content or function is considered to have an influence. The parts of these

beliefs that are considered cognitive will be briefly discussed in the following.

In 1985, Salkovskis introduced a cognitive-behavioral theory of OCD, asserting that
assessments of intrusive thoughts, especially those related to responsibility, were
instrumental in driving obsessive behaviors. The idea that inflated prediction of the
likelihood and consequences of danger is the central concept of OCD was created by
Carr (1974). Subsequently, McFall and Wollersheim (1979) proposed that focusing on
the appraisal of threat, rather than estimation, is crucial for comprehending OCD. The
threat-based model aimed to integrate with Salkovskis' model by asserting that the
impact of responsibility on OCD was contingent on the severity assessments of
negative outcomes (Menzies et al., 2000). Regarding intolerance to uncertainty (e.g.
Frost and Shows, 1993), it originates from concepts such as pathological doubt and
memory deficits. People diagnosed with obsessive-compulsive disorder (OCD)
frequently display excessive uncertainty concerning the characteristics of a stimulus,
situation, or behavior, which can be explained as pathological doubt (Rasmussen and
Eisen, 1989; Reed, 1985).

Regarding the need to control thoughts, Purdon and Clark (1999) emphasized the role
of thought control in OCD by stating the significance of faulty beliefs about controlling

one's thoughts and negative interpretations of the consequences of failing to control
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intrusive thoughts. These faulty beliefs include the belief that every thought, especially
negative ones, must be controlled, losing control over thoughts is equivalent to losing
control over behavior and controlling thoughts is crucial for self-control. Such beliefs
lead to heightened vigilance for intrusive thoughts and active resistance through
suppression. According to the model, the emphasis on managing negative thoughts is
underscored in both Salkovskis' and Rachman's frameworks. Attempts to suppress
unwanted thoughts can paradoxically increase their frequency, as though suppression
is often unsuccessful. Unsuccessful endeavors to control thoughts may result in
increased efforts to regain control, reinforcing convictions about the importance of the
thoughts and exacerbating mood. Additionally, failed attempts at thought control can
instigate catastrophic beliefs regarding personal responsibility and the significance of
the thoughts. Purdon (1999) proposed that individuals with OCD are more likely to
use thought suppression in comparison to those with other anxiety disorders. This
tendency is mainly attributed to the ego-dystonic nature of obsessions. Obsessive
thoughts provoke stronger resistance and a compelling desire to suppress or exert
control, in contrast to concerns, which are seen as more ego-syntonic and generate less
resistance. In essence, the thought control model of OCD posits that distorted beliefs
regarding the significance of controlling thoughts and negative expectations about the
consequences of failure contribute to obsessional difficulties. Efforts to suppress
intrusive thoughts paradoxically heighten their occurrence, reinforcing these beliefs
and exacerbating mood disturbances. The unique ego-dystonic nature of obsessions
leads individuals with OCD to engage in thought suppression more frequently than

individuals with other anxiety disorders.

The significance of thoughts was deliberated within the framework of OCD, drawing
inspiration from the contributions of Salkovskis (1985) and Clark (1986). Rachman
(1997) presented a cognitive interpretation of obsessions, asserting that "obsessions
arise from catastrophic misinterpretations of the significance of one's thoughts
(images, impulses)." This suggests that obsessions persist as long as these
misinterpretations persist and wane when the misunderstandings are reduced. These
misinterpretations may involve any perception that the intrusive idea holds personal
importance, disclosure, fearfulness, or even calamity. They are not just restricted to
responsibility assessments. Rachman (1997) explained this misinterpretation as

“transforming a commonplace nuisance into a torment” (Rachman,1997, p. 794). The
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intrusive idea is typically interpreted negatively and projected onto the subject’s self-
being "bad, mad, or dangerous." Hence the over importance of thoughts belief domain
was integrated into OCD phenomena. Examples, such as the idea that thoughts can
trigger anxiety (Clark, 1986), feedback from patients stating that their obsessions carry
significance (Freeston et al., 1993), and the existence of cognitive tendencies like
thought-action fusion (TAF; Shafran et al., 1996), substantiate Ranchman's (1997)

theory emphasizing the excessive significance of thoughts.

Wells and Matthews (1994) offered an explicit and completely metacognitive model
of OCD, which Wells (1997, 2000) expanded upon. The metacognitive model
emphasizes metacognitive views about the power and significance of ideas and the
necessity to undertake rituals to control thoughts and avoid perceived danger. Wells
(1997) argues that the primary predictor of obsessive-compulsive symptoms is
metacognitions, and responsibility is a repercussion of these and has no added
explanation to what is already available. Studies comparing the models have revealed
that when intercorrelations and worry are controlled, metacognitions uniquely
predicted OC symptoms but responsibility did not (Gwilliam et al., 2004; Myers and

Wells, 2005). In the following section metacognitive model will be discussed in detail.

The following section will initially provide details about the metacognitive model,
followed by a discussion of obsessive-compulsive disorder within the context of the

metacognitive framework.

1.3.Metacognitive Model of OCD

The significance of metacognition in obsessive-compulsive disorder (OCD) has
garnered growing attention. Metacognition pertains to the beliefs or understanding of
cognitive processes and the strategies employed to monitor and regulate cognition
(Flavell, 1979). Metacognition is the awareness, evaluation, and regulation of one's
cognitive processes and beliefs about those cognitive processes (Wells, 1995). The
metacognitive approach argues that the basis of psychopathology lies in the meanings
attributed to these thoughts rather than the thoughts a person has (Wells and Purdon,
1999). Cognitive perspectives on how OCD forms and persists focus on beliefs about
obsessions, such as an exaggerated sense of responsibility. These beliefs can be
considered metacognitive, involving the cognitive assessment of a cognitive element.

Clark and Purdon’s (1993) ideas about cognitive control align with the suggestions of
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the metacognitive model. However, these ideas weren't formally incorporated into a
model in the literature until Wells introduced them. Wells' research, particularly on the
metacognitive model of OCD (Wells, 1997), provides valuable insights. The
metacognitive model relies on a few theoretical approaches, and understanding these

approaches helps grasp the model's explanations for OCD.

Cognitive Attention Syndrome (CAS), the theoretical approach based on the
metacognitive model, focuses on the person's increased attention to threat and self
(Wells, 2011). CAS originates from positive beliefs about behaviors such as
rumination, worrying, and danger monitoring and negative beliefs about the
uncontrollability, danger, and meaning of thoughts (Wells and Matthews, 1994; 1996).
Examples of positive beliefs include “Focusing on danger keeps me safe.”, “If I worry
about my symptoms, I will not miss anything important.”, “If I analyze why I feel the
way I do, I will find answers.” and “I must control my thoughts, or I will do something
bad.” can be given. Negative beliefs can be as follows: “I have no control over my
worries/ruminations.” “Worrying can harm my body.”, “Some thoughts can cause bad
things to happen.”, “Thinking about something makes it real.”, “Feeling anxious.”
means | must be in danger.” (Wells, 2011). The beliefs that form the source of CAS
differ from those suggested by the cognitive-behavioral approach. These focus on the
third theoretical approach, the metacognitive beliefs model. These are metacognitive
beliefs about the meaning of thoughts, danger, attention, and control of thoughts
(Wells, 2011). Such metacognitions affect the selection of dysfunctional coping

strategies (Spada et al., 2008; Wells, 2011).

According to this, intrusive thoughts, a common experience for everyone, elicit
metacognitive beliefs centered on the significance and impact of thoughts. Under the
influence of metacognitions and CAS, individuals intensify their focus on intrusive
thoughts, attributing greater importance to them and thereby heightening their
perception of threat (Spada et al., 2008; Wells, 2011). This process leads individuals
to misinterpret these thoughts rather than viewing them as passing ideas.
Misinterpretations involve the belief that intrusive thoughts will manifest in reality
sourced by “thought fusion beliefs”. Thought fusion beliefs intertwine reality with

emotions and thoughts, categorized into three groups: Thought-action fusion, thought-
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event fusion, and thought-object fusion. These beliefs, deemed causative in OCD

development, contribute to heightened anxiety and distress (Wells, 1997; 2011).

Individuals may harbor metacognitive beliefs dictating the need to control intrusive
thoughts, potentially giving rise to specific behaviors aimed at exerting that control
(Wells, 2011). In response to emotions, intrusive thoughts, and perceived threats,
individuals with OCD might adopt repetitive behaviors and neutralizing rituals
(McNicol and Wells, 2012; Wells, 2011).
It is crucial to emphasize that, beyond metacognitive beliefs concerning thoughts and
emotions, there are also beliefs about performing rituals, constituting the second
essential element of the metacognitive model of OCD. Metacognitive beliefs about
rituals primarily function to regulate the psychological distress resulting from thought
fusion. Individuals may hold beliefs that performing rituals can alleviate anxiety and
distress or prevent feared events or situations, thus reinforcing ritualistic behaviors
(Wells, 2011).

In essence, the metacognitive model of OCD underscores the significance of two types
of metacognitive understanding: beliefs concerning the importance or meaning of
thoughts and feelings, and beliefs about engaging in rituals. All mechanisms within
the metacognitive model of OCD operate cyclically. In this cycle, heightened distress,
negative assessments, and maladaptive responses take precedence in the cognitive
system (Wells, 1997). Consequently, the metacognitive model not only elucidates the
onset of OCD but also elucidates its perpetuation. Metacognitive model of OCD is

presented in Figure 1.
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Figure 1. Metacognitive Model of OCD (Source: Wells, 1997)

1.3.1.Metacognitive Beliefs and OCD
General metacognitive beliefs can be summarized as positive beliefs about worry,

which individuals perceive worrying as beneficial; negative beliefs about worry, which
evaluates beliefs regarding the harmful effects of worrying on mental and physical
well-being, as well as beliefs about the uncontrollability of worry; cognitive
confidence, which measures individuals' lack of confidence in their own attention and
memory abilities; beliefs about the need to control thoughts, which assesses negative
beliefs about the consequences of not being able to control one's thoughts; and
cognitive self-consciousness, which measures the inclination to focus attention on

one's thought processes. (Cartwright-Hatton and Wells, 1997).

Drawing on prior research, a robust predictive association exists between
metacognitive beliefs and OCD (Wells, 1994). Negative beliefs about worry emerged
as the most influential predictor of OCD symptoms, followed by positive beliefs about
worry and the necessity to control thoughts. In contrast, cognitive control and cognitive

self-consciousness were noteworthy predictors in only a select number of studies
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(Cartwright-Hatton and Wells, 1997; Cho et al., 2012; Irak and Tosun, 2008; Sica et
al., 2007; Solem et al., 2009; Wells and Papageorgiou, 1998; Yilmaz et al., 2008).
Wells and Papageorgiou's (1998) research outcomes revealed that, after accounting for
commonalities between worry and obsessive-compulsive symptoms, distinct
metacognitive factors contribute to various subtypes of obsessive-compulsive
symptoms. Positive convictions concerning worry specifically correlated with
checking behavior, while both positive and negative beliefs about uncontrollability
were indicative of obsessive thoughts associated with harm. Health-related concerns
autonomously influenced obsessive thoughts, and negative beliefs concerning danger
and uncontrollability predicted washing compulsions. Concurrently, cognitive self-
consciousness was associated with dressing and grooming compulsions. Related to the
specificity of metacognitions to OCD, a study involving healthy participants aimed to
explore the relevance of certain metacognitions to OCD. The findings indicated that
the score for cognitive self-consciousness was higher in OCD patients compared to
both anxious individuals and the control group (Janeck et al., 2003). Individuals with
OCD exhibit significant negative beliefs about worry, which correlates with the
intensity of obsessions (Moritz et al., 2010). This aspect is considered a potential target
for therapeutic intervention. Another metacognitive dimension associated with OCD
is cognitive confidence. A study by Hermans et al. (2008) demonstrated that
individuals with OCD lack confidence in their cognitive functions, contributing to
distrust in their perceptions, increasing doubts, and leading to negative evaluations of
memory and attention efficiency. These mechanisms may contribute to the escalation
of checking compulsions. Also, the pronounced need to control thoughts in OCD
patients is identified by Solem et al. as a crucial factor reinforcing obsessive-

compulsive symptoms.

The MCQ-30's subscale related to the desire to control thoughts emerged as a notable
predictor, along with other commonly observed metacognitive factors, across various
subtypes of obsessive-compulsive symptoms (Tosun and Irak, 2008). Specifically,
positive beliefs about uncontrollability and danger, as well as the need to control
thoughts, stood out as significant metacognitive predictors for the checking subscale.
Similarly, for the washing and slowness subscales, the need to control thoughts,
uncontrollability, and danger played crucial roles as metacognitive predictors.

Moreover, the MCQ-30's uncontrollability and danger, cognitive self-consciousness,
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and need to control thoughts subscales were identified as meaningful predictors for the
doubting subscale. These findings underscore the idea that distinct metacognitive
predictors are linked to various forms of obsessive-compulsive symptoms, while
emphasizing the consistent importance of the desire to control thoughts as a shared
factor (Tosun and Irak, 2008).

While the metacognitive model of obsessive-compulsive disorder (OCD) is intended
to be distinct from cognitive models, it should be noted that traditional cognitive
models also incorporate elements of metacognition to some degree. The notion of
thought-action fusion (TAF) in the realm of beliefs was initially introduced by
Rachman (1997, 1998) as part of his cognitive-behavioral model of obsessions and has
been extensively examined in the context of obsessive issues (Berle and Starcevic,
2005). Additionally, the Obsessive-Compulsive Cognitions Working Group
(OCCWG), an international research collective, has not only concentrated on non-
metacognitive beliefs like perfectionism but has also incorporated the metacognitive
element of the significance and control of thoughts within the cognitive model
(Obsessive Compulsive Cognitions Working Group, 2005). The difference between
the two conceptualizations, however, was from a metacognitive standpoint; both
theoretical research and the practical application of theory revolve around
understanding the functioning of the cognitive attentional syndrome in OCD. This
perspective recognizes the various cognitive belief domains outlined in cognitive
theories as elements of the patients' persistent thinking, which they employ to
comprehend and manage their intrusive thoughts and emotions. Cognitive theories
primarily emphasize the content of the appraisal, whereas metacognitive theory
emphasizes the processes and knowledge that form the foundation of that negative
appraisal. In essence, while cognitive theories focus on what is being appraised,
metacognitive theory delves into the underlying processes and knowledge involved in
that appraisal (Fisher, 2009). The main finding in the study of Solem et al. (2009)
revealed that the change in the MCQ-30 (Metacognitions Questionnaire-30) accounted
for a significant portion of the variability observed in obsessive-compulsive
symptoms. Notably, changes in metacognitions demonstrated greater predictive power
in determining symptom levels compared to changes in beliefs regarding responsibility

and perfectionism. After accounting for the overlap between the predictors, it was
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observed that only metacognition remained a significant factor in predicting the

outcome.

Metacognition in the context of therapy varies across studies. In research, they
measured metacognitions and responsibility beliefs compared to post-treatment
outcomes of ERP. change in metacognition was a better predictor of the outcome levels
than responsibility (Solem et al., 2009). However, the study was not conducted in a
way that would imply a causal relationship. So, the authors concluded that maybe
changes in the symptom levels impacted the metacognition level. This might be a good
example to conclude the role of metacognition on treatment outcomes related to OCD.

Also, there is growing research related to the effect of metacognitive therapy on OCD.

The following section will initially provide information about the concept of Locus of
Control (LOC), followed by a discussion of obsessive-compulsive disorder within that

context.

1.3.Locus of Control

Control plays a significant role in psychological functioning, as supported by both
experimental and correlational research. Studies conducted throughout the lifespan,
from infancy to old age, have consistently demonstrated that individuals' perceived
control is associated with various favorable outcomes. These outcomes encompass
diverse areas such as health, achievement, optimism, persistence, motivation, coping
abilities, self-esteem, personal adjustment, and success and failure across different
domains of life (Skinner, 1996).

Rotter's social learning theory (Rotter, 1954) posits that an individual's behavior is
influenced by their expectations of reinforcement, the perceived value of that
reinforcement, and their specific circumstances (Kormanik and Rocco, 2009). Rotter
further developed the locus of control (LOC) construct, differentiating between
internal (internality) and external (externality) control of reinforcement (Rotter, 1966).
Internality reflects the belief that one's actions or enduring characteristics influence
reinforcement, while externality suggests that reinforcement results from luck, fate, or
external factors. Nevertheless, Frost and Clayson (1991), have construed the
conceptualization of internality as mastery over an individual's surroundings.

However, this interpretation appears flawed. For instance, while controlling whether
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it will rain is beyond one's capacity (pertaining to the environment), managing how
wet one gets in the downpour is within one's control (relating to the outcome). Bandura
(1977) and subsequently Gurin and Brim (1984) have illuminated the correlation
between internality and the environment, emphasizing that it entails "the person's
estimate of the extent to which a particular behavior will lead to a desired outcome in

a specific environment™ (Gurin and Brim, 1984, p. 286).

As previously mentioned, the concept of locus of control involves differentiating
between causes labeled "internal," which are connected to the individual, and causes
termed "external,” which are unrelated to the individual. Scholars have further broken
down internal causes into actions (such as behaviors, responses, or efforts) and
attributes (such as ability, personality, attractiveness, or genetic makeup) (Skinner,
1996). The category of actions can be more specifically subdivided into behavioral
actions and cognitive actions (or thoughts) as potential avenues or methods of control
(Awverill, 1973; Bandura, 1989). External causes are categorized as those controlled by
"powerful others" at various levels (such as task difficulty, the system, institutions, or
society) and those perceived as beyond human control (including chance, luck, fate,
God, nature, the cosmos, or unknown causes (Abeles, 1991; Connell, 1985; Levenson,
1973; Weisz, 1986).

Lefcourt (1976) presents an alternative perspective, introducing the concept of
perceived control. This notion proposes that individuals can decrease the impact of
predictable stressors, indicating a measure of control. In this context, perceived control
entails a broader anticipation of possessing internal control over reinforcement. While
the terms "LOC" (locus of control) and "SC" (sense of control) are often used
interchangeably to describe one's perceived control over life events, Skinner (1996)
highlights the fundamental conceptual distinctions between these two dimensions of
control. Specifically, LOC pertains to the belief an individual holds regarding the
controllability of situations, whereas SC encompasses both the belief in control over
situations and the perceived ability to influence the outcomes of events. Although
individuals with an external locus of control typically experience a diminished sense
of control, it should not be assumed that those with an internal locus of control always
have a heightened sense of control. Someone can believe that events are influenced by

their abilities (internal locus of control) while simultaneously feeling that they lack the
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necessary skills to exert control over those events (low sense of control). (Skinner,
1996, 2007)

Initially, researchers anticipated that beliefs regarding different categories of causes,
distinguished by factors like internal versus external, would conform to a bipolar
structure. However, contrary to these predictions, locus of control dimensions do not
exist as mutually exclusive. Although it might appear reasonable for beliefs concerning
the impact of internal causes (such as effort) and external causes (like powerful others)
to create a singular bipolar dimension, they actually represent distinct dimensions. The
perception of mutual exclusivity arises primarily in forced-choice questionnaires
(Skinner, 1996).

1.3.1.Locus of Control and OCD

The confusion surrounding control is due to the presence of numerous terms, which
has caused theoretical uncertainty. There are mixed approaches regarding the
connections between different ideas, and even which ideas should be considered when
studying control. Findings related to a particular concept under one designation are
seldom integrated with findings related to the same concept under alternative
designations. For example, even though locus of control and perceived non-
contingency both pertain to beliefs about the connection between one's actions and
outcomes, investigations on these concepts are infrequently consolidated in the same
analysis (Lefcourt, 1980). Moreover, given the abundance of constructs, establishing
the relative importance of specific perceptions for particular outcomes, domains, or
age groups can be a complex task. For instance, while numerous studies have
demonstrated the advantages of an internal LOC, certain studies propose that an

external orientation could be beneficial during severe illness (Burish et al., 1984).

In recent years, there has been a growing emphasis on exploring the connection
between the locus of control and self-reported mental health issues (Holder and Levi,
1988). A significant area of interest has focused on examining the connection between
locus of control and psychological distress. Several studies have presented results
supporting the notion that individuals in American society, attributing the control of
events in their lives to external factors, tend to report higher levels of psychopathology
and maladjustment compared to those who perceive themselves as having control over

their own reinforcements. In other words, research findings have indicated a
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significant association between an external locus of control and psychopathology
(Hale and Cochran, 1986). The concept of locus of control has garnered specific
attention in the realm of depression. It has been observed that individuals experiencing
depression often hold the belief that events in their lives are governed by external
factors. Research outcomes corroborate this observation, revealing a substantial and
moderately strong connection between locus of control orientation and the severity of
depression. Across various studies, a consistent finding is that an increased external
locus of control is associated with heightened levels of depression (Ganellen, 1984;

Burger, 1984; Benassi, Sweeney, and Dufour, 1988).

In obsessive-compulsive disorder (OCD), many typical symptoms can be viewed as a
manifestation of an individual's anxiety about losing control over their thoughts and
behaviors, coupled with a strong inclination to assert control through repetitive rituals.
This perspective is supported by the research conducted by Clark (2004) and Purdon
and Clark (2002). In the initial cognitive models of OCD (Carr, 1974; McFall and
Wollersheim, 1979), compulsive behaviors were interpreted as efforts to regain a sense
of control over undesirable outcomes. However, contemporary cognitive theories of
OCD incorporate the concept of mental control, where individuals misinterpret
ordinary thoughts as unacceptable or threatening. Clark's (2004) comprehensive
cognitive model of OCD emphasizes the role of distorted assessments of mental
control attempts in managing intrusive thoughts and the perceived negative
consequences when control is perceived to fail. Despite the well-established adverse
impacts of flawed thought control appraisals in OCD research, recent cognitive
theories of OCD have largely neglected individuals' beliefs about the controllability of
life events (Moulding and Kyrios, 2006).

Researchers were interested in studying the differences in locus of control between
individuals who engage in checking behavior due to anxiety and those who don't. They
speculated that locus of control, which refers to the belief in personal control over the
environment, may influence the tendency to engage in checking as a way to control
external threats. They proposed that individuals with a high internal locus of control,
who feel they have more personal control, might be more inclined to engage in
checking behavior even if it is dysfunctional. This could be seen as an active coping

strategy. To examine this concept, Gershuny and Sher (1995) carried out a study.
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However, their research did not reveal any noteworthy distinctions in locus of control
between individuals who engage in checking behaviors and those who do not.
Nevertheless, the findings did indicate that individuals with checking tendencies
demonstrated elevated levels of perfectionism, worry, and doubt in comparison to
other groups (anxious control and non-anxious control). The implication is that
heightened perfectionism, worry, and doubt might prompt checkers to exert more
control over perceived external threats through compulsive checking, aiming to

alleviate and prevent these perceived threats.

Kennedy et al. (1998) conducted a study examining locus of control (LOC) across
multiple clinical groups, encompassing individuals with depression, anxiety disorders,
and a control group with no diagnosed conditions. The research revealed that there
were no notable variations in internal LOC scores between the groups of patients and
the control group. However, the group diagnosed with obsessive-compulsive disorder
(OCD) exhibited the lowest scores indicating externality when compared to other
patients with anxiety and depressive disorders in the study. The authors posit that
individuals experiencing obsessive-compulsive disorder (OCD) acknowledge the
significance of maintaining internal control. They propose that obsessions and rituals
in OCD could function as ineffective strategies aimed at bolstering internal self-control
and diminishing dependence on external sources of control. Altin and Karanci (2008)
undertook a study involving a nonclinical group of Turkish adolescents, exploring the
connection between locus of control (LOC) and the assessment of responsibility. Their
findings indicated that while LOC didn't exhibit a direct correlation with obsessive-
compulsive (OC) symptoms, it played a moderating role in the influence of
responsibility assessments on OC symptoms, especially in relation to obsessive
symptoms. The study's outcome inferred that the most elevated levels of obsessive-
compulsive (OC) symptoms are linked to an inflated sense of responsibility and the
perception that control over one's life is predominantly external. Inozu et al., (2012)
conducted a study related to locus of control and OCD symptoms. Based on prior
research, they anticipated an interaction effect between LOC and obsessive beliefs,
particularly those related to importance of thought control. Additionally, the
conjecture proposed that an increased tendency for controlling thoughts, along with an
external locus of control (a diminished sense of control), would display a more

pronounced connection with particular obsessive-compulsive (OC) symptoms like
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checking and cleaning, as opposed to obsessional urges of harm. Results from the
research unveiled that the interaction of locus of control (LOC) with the importance
and control of beliefs anticipated the intensity of overall OC symptoms and checking

symptoms, although with a modest yet noteworthy correlation.

1.5.Aim of This Study

OCD is a multifaceted and diverse disorder. Therefore, the theories produced to
explain it include equally diverse and eclectic approaches. Although the literature on
OCD has been reviewed in this chapter, the current study was not conducted on the
clinical population, so from this point on, this concept will continue to be considered

as the level of OC symptomology.

Despite the effectiveness of exposure and response prevention (ERP) in treating
obsessive-compulsive disorder (OCD), certain clients do not experience the same
benefits from this therapeutic intervention (Abramowitz, 1997; Williams et al., 2014).
While there has been ongoing discussion about categorizing OCD into specific
symptom dimensions, there is agreement that OCD exhibits distinct symptom patterns
that generally align with broader dimensions. These dimensions typically respond
similarly to both psychological and pharmacological treatments (see Roswell and
Francis, 2015). Because of this reasoning, the DSM-5 hasn't formally classified
subtypes for OCD. However, identifying symptoms within common dimensions is
useful in guiding treatment approaches because therapeutic approaches must be
customized based on the specific issues and requirements presented by the individual.
For that reason, expanding on the conception of the disorder is crucial in the clinical

setting.

While studies regarding the locus of control and OC symptomology done before did
not include the metacognitive beliefs construct as a predictor variable, in addition,
there is very little literature regarding the construct of locus of control within OC
symptomology (Inozu et al., 2012; Karanct and Altin, 2004). Although studies
incorporated different control beliefs and beliefs related to thought control in OCD,
they did not incorporate LOC with its subscales, which are internal (personal) control
and external control. Rather, studies incorporated only the overall LOC score and
considered it as reflecting external control. The confusion surrounding certain ideas

has negatively affected the research on control, both in theory, practice, and
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experiments. By including dimensions of LOC in relation to metacognitive beliefs,
confusion related to the description of control is aimed to be minimized in the current
study. Another objective of the study is to investigate variations in the levels of
metacognitive beliefs, locus of control, and obsessive-compulsive symptoms between

females and males.

The heterogeneity of OCD is an important obstacle related to the treatment of OCD;
therefore, new constructs such as locus of control and their incorporation into the
conceptualization of the disorder might be beneficial. Doing this with metacognitive
beliefs seems to be a comprehensive approach, as cognitive theories of OCD
concentrate on what thoughts and beliefs are being evaluated, whereas metacognitive
theory delves deeper into the underlying processes and knowledge that are involved in
this evaluation (Fisher, 2009). Bringing these two different concepts together in a study

may contribute to shedding more light on a heterogeneous concept such as OCD.

By investigating the MCB, LOC, and OC symptomology in a shared context, a new
conceptualization of the disorder might be made, and a better understanding of the
disorder can be incorporated into the literature. As a result, treatment of the disorder

might be modified to generate better outcomes.

1.6.Hypotheses

Exploratory Analysis
The level of MCB, LOC, and OC symptoms will differ across females and males.
Main analysis

HI: Participants’ level of OC symptoms will be positively correlated with the MCB

levels.

H2: Participants’ level of OC symptoms will be positively correlated with their level
of external LOC.

H3: Participants’ level of OC symptoms will be positively correlated with their level
of decreased internal LOC.
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H4: MCB will be significant predictors for OC rumination. External and internal LOC
will significantly predict OC rumination after the variance caused by MCB is

controlled (H4a).

H5: MCB will be significant predictors for OC washing. External and internal LOC
will significantly predict OC washing after the variance caused by MCB is controlled
(H5a).

H6: MCB will be significant predictors for OC checking. External and internal LOC
will significantly predict OC checking after the variance caused by MCB is controlled
(Hé6a).

H7: MCB will be significant predictors for OC urges. External and internal LOC will
significantly predict OC urges after the variance caused by MCB is controlled (H7a).

HS8: MCB will be significant predictors for OC preciseness. External and internal LOC
will significantly predict OC preciseness after the variance caused by MCB is

controlled (H8a).
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CHAPTER 2: METHOD

In the following chapter, participant characteristics will be described, and
measurements used in the present study will be presented. Then the procedure and

statistical analysis used in the present study will be explained.

2.1. Participants

In this research, data collection exclusively took place through online means. The
participants were selected using a convenience sampling method, with a total of 335
individuals aged 18 and above recruited for participation. The study employed a
convenient sampling method for participant selection. The data consists of 197 female
(58.8 %), 137 male (40.9 %), and 1(0.3%) non-binary participant. Non-binary
participant’s data was excluded from the study in the t-test analyses done based on
gender. Related to the level of education, 6 participants graduated from elementary
school (1.8 %); 3 participants graduated from middle school (0.9 %); 83 participants
graduated from high school (24.8 %). 181 participants had a bachelor's degree (54 %);
42 participants had a master's degree (12.5 %); 20 participants had a Ph.D. (6%).
Regarding the socioeconomic status of the sample, 21 (6.3%) participants stated their
level of income as low, 65 (19.4) as lower-middle, 180 (53.7%) as middle, 64 (19.1)
as higher-middle and 5 (1.5%) as high. When the marital status of the participants is
examined 108 (32.2 %) participants are single, 44 (13.1 %) participants are not married
but, in a relationship, 163 (48.7 %) participants are married, 12 (3.6 %) participants
are divorced/separated, 8 (2.4 %) participants lost their spouse. Out of 335
participants, 105 (31.3%) of them stated that they got psychological help in the past or
are still getting psychological help however 230 (68.7%) of them did not seek
psychological help in the past, in addition to this 38 (11.3%) participants stated to have
a psychiatric diagnosis. The ages of the participants ranged from 18 to 76 (M = 39.89,
SD = 17.14). The mean age of female participants is 41.67 (SD = 16.16) and for males
it is 37.45 (SD = 18.24). Demographic descriptives of the sample can be viewed in
Table 2 and Table 3.

Table 2. The Demographics of the Participants

Variables Levels N %
Gender Female 197 58.8
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Male 137 409

Non-binary 1 0.3
Elementary School 6 1.8
Middle School 3 0.9
_ High School 83 24.8
Education Status -
University 181 54
Postgraduate 42 12.5
Doctorate 20 6
Low 21 6.3
Lower middle 65 19.4
Socioeconomic Status Middle 180  53.7
Higher middle 64 19.1
High 5 1.5
Single 108 322
In a relationship 44 13.1
Marital Status Married 163 48.7
Widow 8 2.4
Divorced 12 3.6
Yes 38 11.3
Psychiatric Diagnosis
No 297  88.7
Yes 105 313
Previous Psychological Help
No 230  68.7
Table 3. Descriptive Statistics of Age
Female Male Non-binary
M SD M SD M
Age
41.67 16.16 37.45 18.25 25

2.2. Measurements
In the following, measurement tools used in the present study will be presented. To
collect data, three scales and a demographic form are used. At the very beginning of

the data collection process, an Informed Consent was presented to participants. After
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signing the informed consent (Appendix B), participants filled out the demographic
information form (Appendix C), Padua Inventory (Appendix D), Metacognition
Questionnaire (Appendix E), and Locus of Control Scale (Appendix F), respectively.

Details related to the properties of these scales are separately explained below.

2.2.1. Demographic Information Form

The demographic information form was developed by the researcher to obtain
information related to the sociodemographic qualities of the sample such as age,
vocation, education, and income status. Furthermore, questions about if they had any
prior psychiatric diagnosis or sought any psychological help at any point in their life
were asked in this part as this information is necessary and could interfere with the

results of the study (see appendix C).

2.2.2. Padua Inventory

To be able to measure the type and severity of the obsessive-compulsive symptoms
Padua Inventory (PI) was administered to the participants (Appendix D). This scale is
originally developed by Sanavio (1988) and it was adapted to the Turkish population
by Besiroglu et al (2005). It is a self-report questionnaire, containing 41, 5-point likert
type questions. The degree of disturbance for each item is graded on a scale of 0 to 4,
with 0 indicating that the item is not at all troubling and 4 indicating that it is extremely
distressing. The total score that can be acquired from the scale varies between 0 and
164 points and expresses the degree of discomfort caused by obsessive-compulsive

symptoms.

This scale, initially devised by Sanavio (1988) and subsequently refined by Van Oppen
et al. (1992) to its present version, has its origins in studies involving both ordinary
individuals and those with neuroses and obsessive-compulsive disorders. A factor
analysis of data from 967 healthy adults yielded a four-component solution: (1)
impaired control over mental activities; (2) contamination; (3) checking behaviors; and
(4) impulses and concerns about losing control over motor behavior (Sanavio, 1988).
Preceding the PI, self-report scales focusing on obsessive-compulsive symptoms
adequately gauged various checking and contamination compulsions. However, the PI
offers the advantage of two additional obsessional scales beyond the conventional
checking and contamination subscales (Burns et al., 1996). The first obsessional factor,

termed impaired control over mental activities, encompasses queries about the struggle
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to halt distressing thoughts and ruminations. The second obsessional factor involves
urges and concerns about losing control over motor behavior, encompassing fears of
impulsive thoughts of a sexual or violent nature translating into actions. The two
compulsive factors remain as washing and checking, aligning with prior research,
originating from concerns about becoming contaminated and the fear of failing to
prevent or cause harm (Abramowitz, 2009). The PI stands out as an instrument that
extends the exploration of obsessive-compulsive symptomology in both clinical and
non-clinical samples. Notably, it includes robust obsessional dimensions distinct from

compulsive dimensions (Sternberger and Burns, 1990).

A problem was discovered related to the obsessional subscales of PI. These subscales
rather than measuring only obsessions also measured worry (Freeston et al., 1994).
Revision done by Van Oppen, Hoekstra, and Emmelkamp (1995), demonstrated to
have a robust factor structure across samples of OCD patients, patients with other
anxiety disorders, and normal subjects. According to evidence for the PI-R's construct
validity, it has been demonstrated that obsessive-compulsives can be distinguished
from panic patients, social phobics, and normal people (Van Oppen et al., 1995). As a
result of this revision short form of the scale includes items that are more specific to
obsessive-compulsive symptomology. The short form consists of 5-factor structures.
Except for the 19 questions removed and a sub-factor added, the factor structure is
mostly suitable for the original scale (Van Oppen, 1992). The 5-factor solution can be
interpreted as (I) impulses (8 items), (II) washing (10 items), (III) checking (8 items),
(IV) rumination (11 items), and (V) precision (6 items). This study's "precision"
component is a novel, undiscovered dimension. The scale was found to have high test-
retest reliability (r=0.79-0.83). The total scale and other subscales had high internal
consistency, ranging between .81-.94, except for the impulses subscale, which ranged
between .57-.77 for different samples (Van Oppen et al., 1995). The impulses subscale
had variable internal consistency in separate studies (Sanavio, 1988; Sternberger and
Burns, 1990; Kyrios et al, 1996; Macdonald and Silva, 1999; Goodarzi and
Firoozabadi, 2005).

It was adapted to the Turkish population by Besiroglu et al. (2005). As a result of
Exploratory Factor Analysis, Principal Components Method, and Varimax
transformation, 6-factor structures were obtained that explained 62% of the total

variance. While item 45 was included in the impulses subscale in the original form, it
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was included in the rumination subscale in the adaptation. The precision subscale
consisting of 6 items in the PE short form was divided into two-factor structures
consisting of three questions each. Initially, these factorial constructs were named
counting and repetitive behaviors. The Cronbach's alpha coefficient of the internal
consistency of the total and subscales of the scale is .95. Internal consistency for the
rumination subscale is .92, for the washing subscale it is .88, for the checking subscale
it is .91, and for the precision subscale it is .80. The impulse subscale has the lowest
internal consistency which is .79. The values of the other subscales and the impulse
subscale are also considered quite reliable. As a result of the statistical analysis for the
test-retest reliability of the scale, the correlation coefficients between the item scores
obtained in two different periods ranged from .59 to.84 The test-retest reliability
coefficient of the total scale is reported to be .91. Statistically significant high
correlation coefficients (7= 0.81-0.92, p < .001) were obtained for the form in all

domains (Besiroglu et al., 2005).

The Cronbach’s alpha level in the present study was .95. For the subscales the
Cronbach alpha values were found to range from .79 to .94 (.94 for rumination, .89 for

washing, .91 for checking, .79 for urges, and .81 for precision).

2.2.3. Metacognitive Beliefs Questionnaire

To measure metacognitive beliefs which can be described as processes that evaluate,
control, and organize the content of the cognitions, Metacognition Questionnaire-30
(MCQ-30) was administered (Appendix E). The original of Metacognitions
Questionnaire was developed by Cartwright-Hatton and Wells (1997) and it was
adapted to the Turkish population by Tosun and Irak (2008).MCQ-30 contains a 4-
point likert type, 30 questions with 5 subscales. The points on the scale were defined
as follows: 1 (do not agree), 2 (agree slightly), 3 (agree moderately), and 4 (agree very
much). The total score is 120 and a high score on the MCQ-30 implies a high level of

dysfunctional or unfavorable metacognitive beliefs.

The questionnaire assesses domains of positive and negative metacognitive attitudes,
metacognitive monitoring, and judgments of cognitive confidence, which includes five
interrelated but conceptually separate components. The five subscales are (1) positive
beliefs about worry, (2) negative beliefs about uncontrollable and dangerous thoughts,

(3) cognitive confidence (measuring trust in attention and memory), (4) negative
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beliefs about consequences of not controlling thoughts, and (5) cognitive self-
consciousness (the tendency to concentrate attention on thought processes). The alpha
reliability values of the five subscales range from .72 to .89 (Cartwright-Hatton and
Wells, 1997).

The original version 65-item Metacognitions Questionnaire was developed by
Cartwright-Hatton and Wells (1997). In 2004, Wells and Cartwright-Hatton created an
adaptation of the scale, the MCQ-30. The adaptation was done by selecting six items
representative of each five sub-factors in the original MCQ, which resulted in a thirty-
item version. The highest-loading items were selected from each subscale, if the
meaning of the items was questioned by the participants they were not included. (Wells
and Cartwright-Hatton, 2004).

The scale's overall Alpha value is.93, while the factors' Alpha values range from .72
to .93. All the inter-subscale correlations were significant, and they were consistent
with those found in the long version of the MCQ-30. The construct validity comparator
fit index (CFI) is .90, which denotes a good fit of the constructed model. On the other
hand, the structure testing analysis's root mean square residual (RMSR), is .04. As this
coefficient falls below .05, a good model fit is indicated. When MCQ-30 was
compared to trait anxiety, obsessive-compulsive symptoms, and pathological worry
for convergent validity, MCQ-30 significantly correlated with each of these three
measures (Wells and Cartwright-Hatton 2004).

The scale is adapted to Turkish by Tosun and Irak (2008). The MCQ-30's inter-item
correlations were similar to the original form and varied from .09 to 76. The entire
scale and the subscales for the Turkish version's test-retest reliability ranged from.40
to 94 for scale items and.70 to .85 for subscales, respectively. For the complete scale,
the Cronbach Alpha coefficient was .86, which indicated good internal consistency.
The MCQ-30 has appropriate psychometric qualities in a Turkish sample, per the
reliability and validity analyses of the scale's Turkish translation. The Turkish version
of the scale included five components, which matched the original version's factor
structure, according to an exploratory factor analysis, which also revealed that the scale
is consistent with the original form. Additionally, fit indices from confirmatory factor
analysis indicated a good match to a five-component model in line with the initial
MCQ-30 (Tosun and Irak, 2008).
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The Cronbach’s alpha level in the present study was found as .91.The Cronbach alpha
levels for positive beliefs about worry is found to be .84, for cognitive confidence it is
.88, for negative beliefs about uncontrollable and dangerous thoughts it is .83, for
cognitive self-consciousness it is .72, for negative beliefs about consequences of not

controlling thoughts it is .73.

2.2.4. Locus of Control

The Locus of Control Scale (LCS) was administered to the participants (appendix F).
It was originally developed by Rotter (1966) and this original scale was first adapted
for the Turkish population by Dag (1991) and in a later study developed by Dag (2002).

This scale aims to measure if individuals attribute the results of their actions to internal
or external factors. The scale was developed by expectation theory and as a concept it
aims to describe specific attribution patterns based on the results of actions and their
reinforcements. LCS contains 47 questions which are 5-point likert scale 1 stands for
“totally inappropriate”, whereas 5 stands for “totally appropriate”. 25 items of the scale
are scored straight, and 22 items are scored in reverse. The questions consist of 5
subscales one of these subscales is positioned under the concept of internal locus of
control and 4 of them are positioned under the concept of external control. All the
items under the personal control/internal locus of control subscale are coded in reverse.
Lower scores reflect an internal locus of control, whereas higher levels indicate an

external locus of control. The possible score range is between 47 and 235.

The original scale named Rotter’s Internal and External Locus of Control Scale
(Rotter, 1966) had 29 items and the statement responses consisted of only two choices.
Thus, the scale scores vary between 0 and 23, and a rising score indicates an increase
in belief in the external control. The Cronbach Alpha coefficients for this version of
the scale were found to be between the values of .65 and .79 and test-retest reliability

values were found to be between .49 and .83 (Rotter, 1966).

The first adaptation to the Turkish population was done by Dag in 1991 with the same
format as the original. Cronbach Alpha coefficient of the scale was found to be a=.70
and the test-retest reliability coefficient was r=.83 for this scale. In this research, factor
analysis showed 7 sub-dimensions and these factors, which can explain 47.7% of the

total variance. (Dag, 1991).
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In the most recent adaptation study done by Dag aim was to create a simple and
meaningful scale that describes the concept of Locus of Control comprehensively.
Dichotomy regarding the answers of the scale brought a complaint from the samples
based on none of the two items being suitable for them. Therefore, the scale is updated
to a 5-point likert form. Apart from that factor analyses of the original scale were found
to be very complicated in the adaptation study done by Dag (1991). Thus, while
creating the latest adaptation scale expression pool of 80 items, they were selected
from scales previously developed for measuring the concept of Locus of Control. 42
out of 46 items from the Rotter’s Internal and External Locus of Control Scale’s
Turkish adaptation (Dag, 1991a; Rotter, 1966) have been chosen, and other 38 items
that were not in the Rotter’s scale were selected from various Locus of Control related
scales. The scale has two unique items that the researcher created based on his own
experiences. This expression pool of 80 items is given to 272 University students with
the data collected an item analysis was conducted to determine which items were
statistically functional from the 80-item scale. For each item of the scale, item-total
correlations were calculated with the item dropout technique. Items that could not
distinguish the upper and lower-end groups from each other significantly were
eliminated. Thus, 47 items were kept in the scale in the scale. The scores obtained in
the original 80-item scale for these 47 items were taken into factor analysis. In this
analysis, it was revealed that there were 13 factors with an eigenvalue above 1
explaining 60.8% of the total variance. However, by taking the first 5 of these factors
(explaining 40.1% of the total variance), it was decided that the remaining majority
were non-significant technical factors. According to this analysis, LCS consisted of
five factors: (I) to believe in internal control or personal control (18-items), (II) to
believe in luck (11-items), (II1) meaninglessness to strive (10-items), (IV) fatalism (3-

items), (V) belief in an unfaithful world (5-items).

Cronbach's alpha =.92 was found to be the internal consistency coefficient for the latest
adaptation (Dag, 2002). Which is higher than the internal consistency of the first
adaptation study done by Dag (1991) a = .70. Indeed, the Likert format is expected to
produce a more reliable scale than a format that forces answers with two options
(Gorsuch, 1997). Considering that the scores of the dimension formed by each factor
can be calculated as if it were a subscale. The alpha coefficients of the “to believe in

internal control or personal control”, “to believe in luck”, “meaninglessness to strive”,
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“fatalism”, and “belief in an unfaithful word” subscales were found to be .87, .79, .76,
.74, .61 respectively. The test-retest reliability coefficient of the scale is Pearson's r =
.88 (sd = 89; p <.0001). The test-retest reliability coefficients of the subscales of the
scale were found as .83, .81, .61, .89, and .74, respectively (Dag, 2002).

According to the findings of the convergent validity research, the LCS significantly
correlated with the Rotter's I-E scale (Dag, 1991a; Rotter, 1966) (r=.67), Rosenbaum's
Learned Resourcefulness Schedule (Dag, 1991c; Rosenbaum, 1980) (r=-.39), the
Symptom Check List (SCL-90-R) (Dag, 1991b; Derogatis, 1977) (r=.25), and the
Paranormal Beliefs Scale (Dag, 1999; Tobacyk ve Milford, 1983; Tobacyk, 1988)
(r=.46). These findings concluded that LCS was a trustworthy and appropriate

measurement for Turkish university students.

The Cronbach’s alpha level in the present study was found as .88 for the total scale. It
is .89 for personal control which stands for internal locus of control and for external
locus of control which consists of luck, meaningless to strive, fatalism, and unfaithful

world subscales Cronbach alpha coefficient is .82.

2.3. Procedure

At the outset, the current study obtained ethical approval from the Ethics Committees
of Izmir University of Economics (Appendix A). Participants consisted of people aged
above 18 who were proficient in the Turkish language as native speakers and had
access to the online forms created and shared by the researcher through social media
and other online resources such as WhatsApp, Instagram, Twitter, and mail lists. The
research was conducted through Google Forms and the study was conducted on a

completely voluntary basis.

Initially, eligible participants began by reviewing the Informed Consent document,
containing details about the researchers, the study's objectives, and general process
information. Subsequently, they provided their voluntary consent and were able to
proceed in that regard. (Appendix B). Afterward, participants proceeded with the
study, completing the Demographic Form, Padua Inventory, Metacognition
Questionnaire-30, and Locus of Control Scale in that order. Overall, the entire study
took participants approximately 10-15 minutes to complete and each question that
belonged to the scales was programmed to be “necessary” to ensure the research’s

integrity and avoid missing data.
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2.4. Analyses

The data obtained from the participants are analyzed through the statistical analyses
were conducted using version 21 of the Statistical Package for Social Sciences (SPSS)
program. Various statistical methods are used to test the research hypothesis.
Preliminary analyses involved calculating descriptive statistics, assessing normality
for continuous variables, and conducting reliability analyses for the scales. Before any
analyses Kolmogorov-Smirnov test is used to analyze the data distribution with
skewness and kurtosis coefficients and the results determined the use of parametric
and non-parametric tests. In this study, all skewness and kurtosis values fell within the
range of (-1.50) to (+1.50), which are considered critical values for normality testing
according to Tabachnick and Fidell (2007). Cronbach's alpha values for all scales were
compared with the original studies, confirming that the reliability scores in this study

aligned with those reported in the original research.

To assess gender-based group differences, an independent samples t-test analysis was
utilized. Additionally, Pearson correlation analyses were carried out to investigate the
associations among the study variables, including obsessive-compulsive symptoms
(OC-symptoms), metacognitive beliefs (MCB), locus of control (LOC) dimensions,

and age.

For the main analysis, Multiple Hierarchical Regression Analysis (Stepwise) was
conducted between MCB, LOC, and obsessive-compulsive symptom variables. This
was done to examine the predictive power of MCB and LOC on OC symptoms. Five
different analyses were conducted for each symptom. In the first step of the
hierarchical method, the subscales of MCB were included in the analysis. In the second
step, the subscales of the LOC scale were included in the analysis as internal and

external LOC by using the stepwise method.
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CHAPTER 3: RESULTS

The results of this study will be presented in two stages. In the first phase, descriptive
qualities will be presented such as the Mean (M), standard deviation (SD), maximum
(Max), and minimum (Min) values of the variables. In the second phase, the
exploratory and main hypotheses will be tested; therefore, they will contain group

differences, Pearson correlation analysis, and hierarchical regression analysis.

3.1. Descriptive Statistics
To obtain descriptive statistics, the mean, standard deviation, maximum, and minimum
scores were calculated for age, all scales, and their subscales, and they are presented

in Table 4

Table 4. Descriptive Statistics of the Measures (N=335)

Variable Name SD M Range
Age 17.14 39.89 18-76
PADUA 28.35 46.45 0-141
PADUA Rumination 10.52 13.76 0-44
PADUA Washing 8.46 14.18 0-39
PADUA_Checking 7.48 10.35 0-31
PADUA_ Urges 4.50 3.91 0-21
PADUA Preciseness 4.37 3.91 0-23
MCQ30 15.50 64.38 30-110
MCQ30 PosiBeliefs 4.19 11.48 6-24
MCQ30 CogConfidence 4.73 12.60 6-24
MCQ30 Uncontrollability 4.57 12.82 6-24
MCQ30 _CogCons 3.90 12.90 6-24
MCQ30 NeedCont 3.93 12.58 6-24
LOC 19.75 121.38 47-166
LOC PersCont 11.94 47.22 18-90
LOC_ExternalCont 15.20 74.16 29-120
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3.2. Preliminary Analysis

3.2.1. Gender Differences

An independent samples t-test was conducted to examine differences between female
and male participants for MCB, OC symptoms, LOC, and all of their subscales (Table
5).

Related to gender differences in participants' total score of OC symptoms, the
analysis's findings showed that there was no significant gender difference, between
female (M = 45.88; SD = 28.85) and male (M = 46.88; SD = 27.42) participants #332)
=-.32, p=.75. Furthermore, there was no significant gender difference in the washing
subscale between female (M = 14.15; SD = 8.95) and male (M = 14.07; SD = 7.55)
participants #319.85) = .90, p = .93. There were no significant gender differences
between the scores of rumination #(332) = .90, p = .37, checking #(332) =-.79, p = .43,
urges #332) = -1.75, p = .08, and preciseness #(332) = -1.18, p = .24.subscales.
However, there was a significant gender difference in the uncontrollability and danger
subscale between female (M = 13.22; SD = 4.51) and male (M = 12.17; SD = 4.55)
participants #(332) = 2.10, p = .04. There was no significant difference for positive
beliefs about worry #332) = -1.21, p = .23, cognitive confidence #332) = 1.45, p =
.15, cognitive self-consciousness #264.47) = .44, p = .66, need to control thoughts
#(332) =-1.62, p = .11 or the total score #(332) = .43, p = .67.There was no gender
difference for total score of LOC scale #(332) = .27, p = .79, external control #332) =
-.01, p = .99 or internal control #253.67) = .44, p = .66 subscale.

Table 5. Independent t-test Results Comparing Participants in Terms of Gender

Variables Male Female
M SD M SD t P d

PADUA 46.88 27.42 4588 28.85 -0.32 0.75 0.04
PADUA_ Rumination 11.74 926 1298 9.87 1.16 0.25 0.10
PADUA _ Washing 14.07 7.55 1415 895 0.90 093 0.01
PADUA_Checking 10.67 7.06 10.03 7.67 -0.79 0.43 0.09
PADUA_Urges 5.76 5.60 4.69 492 -1.86 0.06 0.20
PADUA Preciness 4.26 4.46 3.69 430 -1.18 0.24 0.01
MCQ30 63.87 1636 64.61 14.84 0.43 0.67 0.05
MCQ30 _PosiBeliefs 11.83 434 11.27 4.08 -1.21 023 0.13
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MCQ30 CogConfidence 12.13 443 1288 488 145 0.15 0.16
MCQ30 Uncontrollability 12.17 4.55 13.22 451 210 0.04 0.23

MCQ30_CogCons 1477 423 1496 3.66 0.44 0.66 0.05
MCQ30 NeedCont 1298 396 1227 387 -1.62 0.11 0.18
LOC 121.15 20.49 121.74 19.12 0.27 0.79 0.03
LOC PersCont 4691 1330 47.52 10.87 0.44 0.66 0.05
LOC_ExternalCont 74.23  15.72 7421 14.85 -0.01 0.99 0.00

3.3. Main Analyses
3.3.1. Correlation Analyses

Pearson correlation analysis was conducted to investigate the relationships between
the total score of OC symptoms, rumination, washing, control, urges, preciseness, total
MCB score, positive beliefs about worry, cognitive confidence, cognitive self-
consciousness, need to control thoughts, uncontrollability and danger, LOC total score,

internal LOC, external LOC (Table 6).

Result of the analysis indicated that there was significant positive correlation between
rumination and positive beliefs about worry (r = .39, p =.00), cognitive confidence (
= .38, p = .00), negative uncontrollability and danger thoughts (» = .70, p = .00),
cognitive self-consciousness (r = .43, p =.00), need to control thoughts (» = 53, p =
.00), and external LOC (r = .41, p = .00). There was also statistically significant
positive correlation between washing and positive beliefs about worry (r = .28, p =
.00), cognitive confidence (» = .14, p = .00), uncontrollability and danger (» = .36, p =
.00), cognitive self-consciousness (» = .31, p =.00), need to control thoughts (» = 35,
p =.00), and external LOC (r=.27, p =.00). Between the checking factor of obsessive
compulsive symptomology and positive beliefs about worry (r = .29, p = .00),
cognitive confidence (» = .19, p = .00), uncontrollability and danger (» = .42, p = .00),
cognitive self-consciousness (r = .33, p = .00), need to control thoughts (» = .38, p =
.00), and external LOC (r = .30, p = .00) there was a significant positive correlation.
This was repeated for the remaining symptoms. There was a significant positive
correlation between Urges and positive beliefs about worry (r = .27, p =.00), cognitive
confidence (r = .28, p = .00), uncontrollability and danger (» = .48, p = .00), cognitive
self-consciousness (r = .27, p = .00), need to control thoughts (» = .40, p = .00), and
external LOC (r = .31, p = .00). Also with the preciseness factor of obsessive-

compulsive symptomology there was significant positive correlation with positive
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beliefs about worry (» = .31, p = .00), cognitive confidence (» = .21, p = .00),
uncontrollability and danger (» = .32, p =.00), cognitive self-consciousness (»=.31, p
=.00), need to control thoughts (» = .34, p =.00), and external LOC (» = .22, p =.00).
The highest correlation coefficient was between rumination and uncontrollability and

danger.
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Table 6. Pearson Correlation Analysis Between Variables

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
1.PADUA 1 0.86%*  0.74**  0.85%*  0.70%*  0.72*¥*  0.62**  0.40%*  031*%  0.61%*  0.43*%  0.52%¥*%  0.33*%* 0.04 0.40**
2.PADUA_Rumination 1 0.45%%  0.64**  0.65%*  047**  0.66*¥*  039%*  036**  0.70%*  0.43*%*  0.53%¥*  0.35%* 0.06 0.41%*
3.PADUA_Washing 1 0.54*%  0.37*%  047*%  0.39%*  0.28%* 0.14* 0.36**  031*%F  0.35%*%  0.20%* -0.01 0.27**
4. PADUA_Checking 1 0.51%%  0.63*%*  0.44%*  0.29%*  0.19%*  0.42%*  (0.33%  (0.38*%*  (.25%* 0.04 0.30%**
5.PADUA_Urges 1 0.44**  047*%%  0.27*%  0.28%*  048*%*  027¥*  0.40%*  0.25%* 0.03 0.31**
6.PADUA_Preciness 1 0.40**  0.31**  0.21*%  032%  031**  034%¥*  0.19%* 0.04 0.22%*
7.MCQ30 1 0.70**  0.66**  0.78**  0.70%*  0.81*¥*  0.17¥*  -0.15%* 0.34%*
8.MCQ30_PosiBeliefs 1 0.36**  037**  036**  0.46%*  0.16%* -0.03 0.23**
9.MCQ30_CogConfidence 1 0.36%*  0.19%*  0.39%* 0.12* -0.06 0.20%**
10.MCQ30_Uncontrollability 1 0.52%*  0.57%%  (0.22%* -0.02 0.30%**
11.MCQ30_CogCons 1 0.56** -0.03 -0.27** 0.18**
12.MCQ30_NeedCont 1 0.13* -0.19%** 0.32%*
13.LOC 1 0.64** 0.80%**
14.LOC_PersCont 1 0.05
15. LOC_ExternalCont 1

**p <0.01, *p <0.05

PADUA_TotalScore: Padua Inventory total score, PADUA Ruminatiion: Padua Inventory rumination subscale, PADUA_ Washing: Padua Inventory washing subscale,
PADUA_Checking: Padua Inventory control subscale, PADUA_Urges: Padua Inventory urges subscale, PADUA_Preciseness: Padua Inventory preciness subscale, MCQ30:
Metacognition Questionnaire-30 total score, MCQ30_PosiBeliefs: Metacognition Questionnaire-30 positive beliefs subscale, MCQ30_CogConfidence: Metacognition
Questionnaire-30 cognitive confidence subscale, MCQ30_ Uncontrollability: Metacognition Questionnaire-30 uncontrollability and danger, MCQ30_CogCons: Metacognition
Questionnaire-30 cognitive self-consciousness subscale, MCQ30 NeedCont: Metacognition Questionnaire-30 need to control thoughts subscale, LOC: Locus of Control total

score, LOC_PersCont: Locus of Control Personal Control subscale, LOC ExternalCont: Locus of Control External Control subscales.



3.3.2. Hierarchical Regression Analyses

In this section, hierarchical regression analysis was conducted to examine the
relationship between MCB and LOC in predicting different types of OC symptoms. In
the first step of the hierarchical regression analysis, five different subscales of MCB
were included with the stepwise method. In the second step of the hierarchical
regression analysis, the LOC was included in the model as internal and external control
using the stepwise method. By repeating this procedure for each obsessive-compulsive
symptom, the aim was to understand the type of variance occurring within the

symptom better.

3.3.2.1. Hierarchical Regression Analysis for Rumination Subscale

Statistical results of the hierarchical regression conducted with rumination as the
dependent variable are reported in the Table 7. In the first step, five different subscales
of MCB were included in the analysis. In the second, the LOC was included in the

model as internal and external control.

The results of the analysis concluded that MCB such as uncontrollability and danger
(p=.58, 1(333) = 12.38, p = .00), need to control thoughts (f = .15, #332)=3.02, p =
.00), and positive beliefs about worry (f = .11, #331)= 2.42, p = .02) significantly
predicted rumination subscale. As the predictive qualities for the LOC, both subscales
external LOC (f = .17, #330) = 4.49, p = .00) and internal LOC (f = .10, #(329) =
2.55, p = .01) significantly predicted rumination. According to the final model, %49
of the total variance of rumination was explained by uncontrollability and danger
(Fehange(1, 333) = 322.70, p = .00), additional %2 was explained by need to control
thoughts (Athange(1, 332) = 16.12, p = .00). Additional %1 of variance of rumination
was explained by positive beliefs about worry (Achange(1, 331) = 5.86, p = .02). After
controlling the variance explained by the variables in the first stage, external LOC
explained (Achange(1, 330) =22.25, p =.00) %3; internal LOC explained ( Achange(1, 329)
= 6.50, p = .01) %1 of the additional variance. The model tested in the analysis
explained a total of 56% of the variance of rumination.

Table 7. Hierarchical Regression Analysis Results for Predictive Variables of
Rumination

Predictive Variable R? FChange p

Step 1: Metacognitive Beliefs
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MCQ_Uncontrollability 0.492 322.70 0.58
MCQ_ NeedContTho 0.516 16.12 0.15
MCQ PosiBeliefs 0.524 5.86 0.11

Model 2: Locus of Control
LOC External 0.554 22.25 0.17
LOC _Internal 0.563 6.50 0.10

3.3.2.2. Hierarchical Regression Analysis for Washing Subscale

Another hierarchical regression was conducted on the washing subscale of OC
symptoms. The results of the analysis concluded that MCB such as uncontrollability
and danger (f = .22, #(333) = 3.62, p = .00), need to control thoughts (5 = .16, #332)
= 2.52, p = .01), and positive beliefs about worry (f = .12, #(331) = 2.08, p = .04)
significantly predicted washing subscale. As the predictive qualities for the LOC,
external LOC (f = .14, #«330) = 2.65, p = .01) significantly predicted washing.
According to the model summary %13 of the total variance of washing is explained
by uncontrollability and danger (/#thange(1, 333) = 49.74, p = .00), additional %3 is
explained by need to control thoughts (#thange(1, 332) = 11.44, p =.00). Additional %1
of variance of washing is explained by positive beliefs about worry ( Aehange(1, 331) =
4.32, p = .04). After controlling the variance explained by the variables in the first
stage external LOC (Achange(1, 330) = 7.00, p = .01) explained %2 of the additional
variance. The model tested in the analysis explained a total of 19% of the variance of

washing.

Table 8.Hierarchical Regression Analysis Results for Predictive Variables of Washing

Predictive Variable R? Fhange p
Step 1: Metacognitive Beliefs

MCQ_Uncontrollability 0.130 49.74 0.22
MCQ_NeedContTho 0.159 11.44 0.16
MCQ_PosiBeliefs 0.170 4.32 0.12

Step 2: Locus of Control
LOC_External 0.187 7.00 0.14
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3.3.2.3. Hierarchical Regression Analysis for Checking Subscale

The results of the hierarchical regression analysis done with checking subscale as the
dependent variable concluded that MCB such as uncontrollability and danger (£ = .30,
#(333) = 5.03, p = .00), need to control thoughts (f = .21, #(332) = 3.57, p = .00),
significantly predicted checking subscale. As the predictive qualities for the LOC, the
external LOC (B = .17, #(331) = 3.23, p = .00) significantly predicted checking.
According to this %18 of the total variance of checking was explained by
uncontrollability and danger (/Athange(1, 333) = 71.94, p = .00), additional %3 was
explained by need to control thoughts (/Athange(1, 332) = 12.77, p = .00). After
controlling the variance explained by the variables in the first stage external LOC
(Fehange(1, 331) = 10.44, p = .00) explained %2 of the additional variance. The model

tested in the analysis explained 23% of the checking variance.

Table 9. Hierarchical Regression Analysis Results for Predictive Variables of Checking

Predictive Variable R? Fchange B
Model 1: Metacognitive

Beliefs

MCQ_Uncontrollability 0.178 71.94 0.30
MCQ NeedContTho 0.208 12.77 0.21

Model 2: Locus of Checking
LOC External 0.232 10.44 0.17

3.3.2.4. Hierarchical Regression Analysis for Urges Subscale

Next, the urges subscale is taken into the regression analysis as the dependent variable.
The results of the analysis concluded that MCB such as uncontrollability and danger
(B = .37, 1(333) = 6.40, p = .00), need to control thoughts (f = .19, #(332)=3.24,p =
.00) significantly predicted urges subscale. As the predictive qualities for the LOC, the
external LOC (f = .16, #331) = 3.13, p = .00) significantly predicted urges. According
to this %23 of the total variance of urges is explained by uncontrollability and danger
(/change(1, 333) = 98.56, p = .00), additional %2 percent is explained by need to control
thoughts (Achange(1, 332) = 10.49, p =.00). After controlling the variance explained by
the variables in the first stage external LOC (#thange(1, 331) = 9.79, p = .00) explained
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%?2 of the additional variance. The model tested in the analysis explained a total of

27% of the variance of urges.

Table 10.Hierarchical Regression Analysis Results for Predictive Variables of Urges

Predictive Variable R? Fchange p
Model 1: Metacognitive Beliefs

MCQ_ Uncontrollability 0.228 98.56 0.37
MCQ_NeedContTho 0.252 10.49 0.19
Model 2: Locus of Control

LOC External 0.273 9.79 0.16

3.3.2.5. Hierarchical Regression Analysis for Preciseness Subscale

Finally, hierarchical regression analysis was conducted on the preciseness subscale as
the dependent variable, with the subscales of MCB and LOC as the independent
variable. The results of the analysis concluded that MCB such as uncontrollability and
danger (f = .17, t(333) = 2.53, p = .01), positive beliefs about worry (S = .18, #332)=
3.10, p=.00) and need to control thoughts (5 =.16, #(331) =2.52, p =.01) significantly
predicted preciseness subscale. According to this %11 of the total variance of
preciseness was explained by uncontrollability and danger (/#thange(1, 333) =42.47, p
=.00), additional %3 was explained by positive beliefs about worry (#change(1, 332) =
11.97, p = .00). Additional %2 of variance of preciseness was explained by need to
control thoughts (/#thange(1, 331) = 6.36, p = .01). The model tested in the analysis
explained a total of %16 of the variance of preciseness.

Table 11. Hierarchical Regression Analysis Results for Predictive Variables of
Precision

Predictive Variable R? Fhange p
Model 1: Metacognitive Beliefs

MCQ_Uncontrollability 0.113 42.47 0.17
MCQ PosiBeliefs 0.144 11.97 0.18
MCQ_NeedContTho 0.160 6.36 0.16
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CHAPTER 4: DISCUSSION

This study investigated the predictive power of metacognitive beliefs (MCB) and locus
of control (LOC) on obsessive-compulsive (OC) symptoms. Initially, gender
differences across various aspects of OC symptoms, including subfactors like
rumination, washing, checking, urges, and precision, will be discussed. Metacognitive
beliefs will then be delved into, examining subfactors according to gender, such as
positive beliefs about worry, cognitive confidence, uncontrollability and danger,
cognitive self-consciousness, and need to control thoughts. Finally, internal and

external LOC will be examined according to gender.

Results of the study suggested no significant gender differences in OC symptoms,
LOC and their subfactors. Also, there was no gender difference in the MCB and their
subfactors except for uncontrollability and danger. Subsequently, the correlational
relationships between the subscales of OC symptoms, MCB, and LOC will be
discussed. Results showed that participants’ rumination, washing, checking, urges, and
precision scores significantly correlated with the subscales of MCBin a positive
direction. While rumination, washing, checking, urges, and precision significantly
correlated with external LOC positively, there was no significant correlation between
internal LOC and OC symptoms. Finally, the predictive role of MCB and LOC on OC
symptoms will be discussed. After examining these findings, the subsequent sections
will address the study's limitations and propose recommendations for future research.
According to the results of the study predictive power of the different MCB, the

internal and external LOC varied for each symptom level.

4.1. Gender Differences

The results showed that only the uncontrollability and danger subscale of MCB had
significant gender differences between male and female participants. However, there
were no significant gender differences for other subscales of MCB and for the

subscales of LOC, and OC symptoms.

In the current study, female participants’ scores were higher than males in the
uncontrollability and danger subscale, meaning the perception of dangerous acts or
thoughts with uncontrollable content caused more distress for females than males. A

similar result was found in the Greek version of the MCQ-30 validation investigation.
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Results revealed that women exhibited notably higher scores than men in
uncontrollability and danger (Typaldou et al., 2014). The Turkish adaptation study of
the MCQ-30 showed gender differences across multiple subscales. In the adaptation
study done by Tosun and Irak (2008), it was observed that men had a higher mean in
the positive beliefs subscale; women had a higher mean in the uncontrollability and
danger subscale and the need to control thoughts subscale. However, in the present
study, no gender difference was observed across subscales other than the
uncontrollability and danger. It is important to note that the number of male and female
participants in the current study is unequal, and the age range (18-76) is wider than in
the Turkish adaptation (17-36), which should be considered when interpreting these
discrepancies. In the original version of the scale’s study (Wells and Cartwright-
Hatton, 2004), gender did not show a notable impact on any MCQ-30 scores, and the
age range was similar to the current study (18-69). The Turkish adaptation study
concluded that overall MCB score and some subscales had a significant negative
relationship with age. While investigating these associations between metacognition
and age across various age groups is believed to hold significant implications,
additional research is warranted. Also, examining metacognition in relation to gender
requires further investigation to enhance diagnostic accuracy and treatment

approaches.

Contrary to expectations, there was no gender difference in the obsessive-compulsive
symptom levels. Despite this, various findings in the literature highlight gender
disparities in OC symptoms. For example, in multiple studies, females displayed more
intense washing symptoms or hygiene and contamination obsessions than males
(Benatti et al., 2020; Labad et al., 2008; Tiikel et al., 2004). Also, in various studies,
sexual/religious obsessions or obsessions related to urges factor are found to be higher
for males compared to females (Labad et al., 2008; Tiikel et al., 2004). In the current
study, although scores for washing were higher for females, the difference was slight
and insignificant. Similarly, scores for urges were higher for males; however, there
was no significant difference related to this subscale. The absence of gender
differences in our study may be attributed to uneven participant numbers or the non-
clinical nature of the sample. It is worth noting that typically, studies investigating
gender differences in OC symptoms involve clinical samples and employ different

measurement tools. In research done by Tiikel et al. in 2004, contamination obsessions
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were found to be significantly more prevalent in the female group, while aggressive
and sexual obsessions were notably more common in the male group. A more recent
study conducted by Benatti et al. in 2020 concluded that the female subgroup exhibited
higher levels of cleaning and washing compulsions than the male subgroup (28.7% vs.
12.6% in the male group). Clinical samples were employed in both groups, and the
symptom display-based tools often used in clinical studies, such as the Yale-Brown
Obsessive Compulsive Scale (Y-BOCS; Goodman et al., 1989) and Dimensional Yale-
Brown Obsessive-Compulsive Scale (DY-BOCS, Rosa'rio-Campos et al., 2006. The
current research used a self-report measure, the Padua Inventory. The discrepancy in
measurement tools and employment of a community sample may contribute to the

variation in gender difference results.

Gender differences in internal and external LOC were not observed in the current
study. While literature commonly suggests that men tend to have a higher internal LOC
and women exhibit a higher external LOC (Strickland and Haley, 1980; Dixon et al.,
1976; Doherty and Baldwin, 1985), the findings of this study differ from these general
patterns. Results of the research Zaidi and Mohsin (2013) conducted on graduate
students reported that males scored higher in personal control, while females scored
higher in external control, contributing to the discourse on gender differences in
internality and externality. Another study by Akhtar and Saxena (2014) on adolescents
(age range 14-18 ) concluded that boys strongly believe in personal control. On the
other hand, girls in similar situations are more likely to rely on external factors. These
findings are attributed to women's broader social support networks and active
engagement with them, linking social phenomena with personal control. LOC is
discussed to be influenced by the lifespan or domain differences (Lachman, 1988).
Therefore, it is essential to acknowledge that these studies focused on a younger and
more restricted age range than the present study (18-76). Also, there are contradicting
findings, such as those reported by Dag (2002) in an adaptation study, indicating no
gender differences in internal and external LOC. Given these inconsistencies, further
research is warranted to better understand the nuanced relationship between gender

and LOC.

4.2. Correlation Analyses
Consistent with the hypothesis, the correlation analysis result indicated a significant

positive correlation between all subscales of MCB and OC symptoms, as the
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hypothesis suggested. This indicates that higher levels of the metacognitive belief
subscales predict higher levels of obsessive-compulsive symptomology or vice versa.
This is supported by various research conducted based on metacognitions and OC
symptoms. The study conducted by Clark et al. (2003) to further investigate the
relationship between maladaptive metacognitive control beliefs and obsessional
symptoms revealed positive correlations between metacognitions and obsessional
symptoms. A handful of studies examine the relationship between MCB and different
obsessive-compulsive dimensions (Pazvantoglu et al., 2013; Tumkaya et al., 2018;
Jiirgens et al., 2019; Nance et al., 2018) and found correlations between MCB and
different OC symptoms. In the current study, uncontrollability and danger and need to
control thoughts were the only two subfactors that showed high to moderate
correlations with all symptoms; other MCB and OC symptoms showed weak to
moderate correlations. Therefore, these factors and symptom types will be discussed

in detail for this part of the correlational relationships.

In a study done by Tumkaya et al. (2018), they examined the MCB according to
subfactors of OC symptoms both in clinical and control groups. They only reported a
significant difference between the groups for the scores of uncontrollability and
danger, need to control thoughts and cognitive confidence. The highest correlation was
found between uncontrollability and danger and rumination across all the correlations
between subscales of MCB and symptom types. Among all the correlations examined
between MCB and OC symptoms, the strongest correlation was observed between
uncontrollability and danger and rumination. In other words, these two factors are
more strongly related than those studied. The study done by Tumkaya et al. (2018) is
concordant with this finding as they also find strong positive correlations between
these two factors for both clinical and control groups. The present study found
moderate correlations between uncontrollability and danger subscale and washing,
checking, urges, and preciseness symptoms. The correlational relationship between
uncontrollability and danger and washing is supported by the study conducted by
Tumkaya et al. (2018), as they also found significant moderate correlations between
these factors for both clinical and control groups. For preciseness symptoms, a study
conducted by Nance et al. (2018) concluded a significant moderate correlation between

uncontrollability and danger and preciseness.
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In the present study, need to control thoughts subscale correlated positively with all
the symptom types to a moderate degree. Research done by Wells and Cartwright-
Hatton (2004) concluded that there were positive correlations between need to control
thoughts and rumination, washing, checking, urges, and preciseness subscales;
however, correlation degrees were weak to moderate. Jiirgens et al. (2019) also found
moderate relationships between need to control thoughts and checking and preciseness
symptoms. Because obsessive-compulsive disorder is a heterogeneous condition,
studies conducted show different results related to different correlational relationships
between MCB and OC symptoms. This might be due to different measurement tools
used to evaluate OCD in the studies, as their definitions of the symptom subtypes
differ. So, studies usually conducted research on overall OC symptoms severity. Also,
studies differed in whether they observed this relationship in a clinical or community
sample. Thus, it is challenging to form a consensus regarding how specific MCB and

obsessive-compulsive symptom dimensions relate.

Consistent with the hypothesis, the results of the correlation analyses between OC
symptoms and external LOC presented that there was a significant positive correlation
between rumination, washing, checking, urges, precision symptoms, and external
LOC. The positive correlation indicates that as the intensity of OC symptoms
increases, the external LOC also tends to increase. In their research, Inozu et al. (2012)
found no significant correlations between OC symptoms and overall LOC score.
However, a study by Altin and Karanci (2008) found positive correlations between
overall LOC score and checking and obsession symptoms. The discrepancy might be
because LOC is not included as a multidimensional concept like the current study.
Although research regarding LOC and OC symptoms is limited, external LOC is
associated with higher levels of OC symptoms. Research done by Altin and Karanci
(2008) indicated that the highest level of OC symptoms occurred when there was a
combination of elevated responsibility and a diminished sense of control, indicated by
an external LOC. Also, another research done by Akbarikia and Gasparyan (2012)
revealed a significant connection between powerful others (external LOC) with both
the overall severity of OCD symptoms and specific sub-scales such as aggression,

checking, and collecting.

Inconsistent with the hypothesis, no significant correlations were found between

internal LOC and rumination, washing, checking, urges, and preciseness symptoms.

55



Except for the washing subscale, OC symptoms were positively correlated with the
internal LOC; however, correlations were statistically insignificant. It is important to
note that the internal LOC subscale questions are reverse-coded in the calculation
process. Therefore, the scores reflect a diminished sense of internal control. A positive
correlation between these variables can be interpreted as a diminished sense of internal
control associated with higher levels of OC symptoms or vice versa. There is very
limited research regarding internal LOC and OC symptoms. Typically, in these studies,
researchers included overall LOC scores and interpreted high scores as external control
and low scores as internal control. However, as discussed earlier, LOC is not a bipolar
dimension, implying you have one or the other. Rather, it is a perceived control over
external events, and both can be present within the same individual but differentiate
according to different domains. Although there is limited research regarding LOC and
OC symptoms, Kennedy et al. (1998) investigated the LOC in different clinical groups
with depression or anxiety disorders, comparing them to a normal control group. The
study revealed that, although there were no differences in internal LOC scale scores
between patient and control groups, the group with OCD had the lowest externality
scores compared to other patients with anxiety and depressive disorders. The authors
propose that individuals with OCD recognize the importance of internal control, and
their obsessions and rituals may function maladaptively to enhance internal control

while diminishing external control.

4.3. Hierarchical Regression Analyses

The hierarchical regression analysis conducted in this study aimed to explore the
predictive power of different MCB, internal LOC, and external LOC on various OC
symtoms. The findings revealed variability in the influence of these factors across

different symptom levels.

4.3.1. Hierarchical Regression Analysis for Rumination Subscale

A stepwise hierarchical regression analysis was conducted for rumination symptoms
by including subscales of MCB in the first step and dimensions of the LOC in the
second step. Results of the analysis indicated that uncontrollability and danger, need
to control thoughts, positive beliefs about worry, external LOC, and internal LOC

significantly explained the variance in the rumination subscale.
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Different relationships regarding rumination and MCB were explored in previous
research. Uncontrollability and danger was a common predictor for various OC
symptoms such as neutralizing, washing, and doubt (Irak and Tosun, 2008; Tumkaya
et al., 2018; Jiirgens et al., 2019). However, there was no finding regarding the
predictive relationship between uncontrollability and danger, and rumination
symptoms. The rumination subscale is described as impaired control over mental acts
and contains items like “When doubts and worries come to my mind, I cannot rest until
I have talked them over with a reassuring person.” Research done by Tumkaya et al.
(2018) revealed that there was a relationship between need to control thoughts and
rumination. In this research, need to control thoughts belief explained the second
largest amount of variance. Also, positive beliefs about worry were not found to be a
predictor for rumination in the previous literature. Results of the current study reported
that uncontrollability and danger, the need to control thoughts, and positive beliefs
significantly predicted rumination. This finding suggests that the more individuals
believe their thoughts are uncontrollable and dangerous, the more likely they are to
engage in rumination symptoms. Individuals who feel a strong need to control their
thoughts are more prone to engaging in rumination symptoms. Also, individuals with
positive attitudes or beliefs about the usefulness or effectiveness of worry might
present rumination symptoms or feel like they have impaired control over their mental
activities. In summary, the conclusion suggests that certain MCB, specifically
uncontrollability and danger of thoughts, the need to control thoughts, and positive
beliefs, play a significant role in predicting the occurrence of rumination symptoms.
This subscale is considered the hardest to differentiate from worry symptoms (Freeston
et al., 1994). In the revised version, this problem was fixed (Burns et al., 1995).
However, it is crucial to acknowledge the obsessional and worry-evoking nature of
rumination, primarily characterized by covert symptoms that do not manifest through
explicit compulsive rituals. Understanding these associations can potentially inform
therapeutic interventions and strategies aimed at addressing and alleviating symptoms

related to impaired control over mental acts within OCD.

After the variations caused by metacognitive belief subscales were controlled, internal
and external LOC were included in the analysis simultaneously. In the research
conducted by Moulding and Kyrios (2006, 2007), it was demonstrated that elevated

levels of desired control and reduced levels of sense of control, which indicates an
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external LOC, were notably associated with OC symptoms. The current study showed
that after the variations related to thought control were controlled, the external LOC
significantly predicted rumination. This shows that the perception of external sources

exerting control over certain outcomes is associated with ruminative symptoms.

Including the internal LOC in the model significantly explained an additional %1 of
the variance in the rumination subscale. This finding aligns with research done by Altin
and Karanci (2008) in which they observed that LOC only predicted the variance in
the rumination subscale independent of the level of the other predictive variable in the
research. This specific finding concludes that the diminished perception of internal
sources of control over life events is associated with the rumination symptom.
Therefore, internality and externality in the presence of rumination play a significant
role. Also, rumination was the only subscale in which internal LOC significantly

predicted any variance in this study.

The largest variance was explained for this subscale in the current model. This might
suggest that, in understanding rumination symptoms, the interplay between MCB,
internal LOC, and external LOC holds a substantial influence. Specifically, the unique
contribution of both internal and external LOC is included as predictors of the
rumination subscale, emphasizing the importance of considering both cognitive factors
(metacognitive beliefs) and the perceived control over outcomes (locus of control) in

comprehending the complexities of rumination symptom.

4.3.2. Hierarchical Regression Analysis for Washing Subscale

A hierarchical regression analysis was performed using the stepwise method for
washing symptoms, where the first step included subscales of MCB, and the second
step involved dimensions of the LOC. The findings revealed that the variance in the
washing subscale was significantly explained by uncontrollability and danger, need to

control thoughts, positive beliefs about worry, and external LOC.

Different relationships regarding washing and MCB were explored in previous
research. Uncontrollability and danger (Irak, 2008), and need to control thoughts (Irak,
2008; Tumkaya, 2018) were previously associated with washing symptoms. Positive
beliefs about worry were not found to be a specific predictor for the washing subscale
in the previous literature; however, in this study explained significant variance. Results

of the current study display that individuals with more uncontrollability and danger

58



tended to exhibit more severe washing symptoms. Those who believed that there were
severe consequences associated with not controlling their thoughts also showed more
pronounced washing symptoms. Also, individuals with positive MCB about the
usefulness or effectiveness of worrying tended to have more severe washing

symptoms.

After accounting for the variations caused by metacognitive belief subscales, both
internal and external LOC were simultaneously introduced in the analysis. The results
of this study uncovered a distinctive predictive association between the external LOC
and the washing symptom. What this entails is that the perception of external sources

exerting control over certain outcomes is associated with washing symptoms.

4.3.3. Hierarchical Regression Analysis for Checking Subscale
For checking symptoms, uncontrollability and danger, need to control thoughts, and

external control emerged as significant predictors.

Previous research pointed out the predictive power of uncontrollability and danger,
and need to control thoughts related to checking symptoms (Irak, 2008). The findings
from the present study indicate that individuals with more uncontrollability and danger
tended to exhibit more severe checking symptoms. Additionally, those with more need

to control thoughts demonstrated more pronounced checking symptoms.

After adjusting for the variations attributable to metacognitive belief subscales, both
internal and external LOC were concurrently incorporated into the analysis. The
external LOC was observed to contribute significantly to additional variance after
accounting for the variances explained by MCB. Notably, this investigation unveiled
a unique predictive association between the external LOC and checking symptoms.
Although there are previous findings related to a stronger desire for control (DC) and
a lower sense of control (SC), which is also defined as external control, it would be
more closely connected to checking symptoms (Moulding and Kyrios, 2007).
However, there is a difference related to concepts, as the external LOC does not give
any information related to the desire for control. By differentiating subscales of LOC,
a clear description of the external LOC related to checking symptoms is discovered in
the current study. This finding suggests that the perception of external sources exerting

control over certain outcomes is linked to checking symptoms.
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4.3.4. Hierarchical Regression Analysis for Urges Subscale
For the urges symptoms, uncontrollability and danger, need to control thoughts, and

external control emerged as significant predictors.

Urges symptom is defined by the inability to stop unpleasant thoughts and ruminations.
In the previous literature, uncontrollability and danger and the consequences of not
controlling thoughts were not found to be a specific predictor for the urges subscale;
however, in this study, both beliefs explained significant additional variance. The
findings from the present study reveal that individuals with more negative beliefs about
uncontrollability and danger tend to experience more severe urges and symptoms.
Moreover, those harboring more negative beliefs about the consequences of their

thoughts exhibit more pronounced urges and symptoms.

After metacognitive belief subscales are added, in the second step, internal and
external LOC are added to the model, to examine their potential impact on urges
symptom beyond what is accounted for by MCB. This step allows for an examination
of whether the LOC, both internal and external, significantly predicts additional
variance in urges symptoms after considering the influence of MCB. Notably, the
external LOC significantly contributed to additional variance. This suggests that the
perception of external sources exerting control over certain outcomes is linked to

manifesting urges symptoms.

4.3.5. Hierarchical Regression Analysis for Precision Subscale

Uncontrollability and danger, positive beliefs about worry, and need to control
thoughts significantly predicted the preciseness subscale. Interestingly, the LOC
displayed no predictive power after controlling for the variance caused by these three

factors.

In the previous literature, uncontrollability and danger, positive beliefs and the
consequences of not controlling thoughts were not found to be specific predictors for
the precision subscale; however, in this study, these beliefs explained significant
additional variance. The LOC, which reflects a person's belief in their ability to control
events in their life, does not provide an additional explanation regarding preciseness

symptoms once the effects of the specified belief factors are considered.

To be more general, people with OCD symptoms attribute outcomes of life events to

external factors and powerful others. They rarely attribute control to personal variables
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only in more covert-natured symptoms. Symptoms might be interpreted as their
attempt at trying to gain a sense of control over what they evaluate as uncontrollable.
Only in ruminative symptoms decreased personal control contributes to the symptom
severity but in other situations, it does not play a role. This might be due to the cyclical
nature of the disorder, as overt symptoms which might be interpreted as symptoms
related to factors outside of the self, maintain relief and a sense of control, and this
might direct focus to the factors that are unrelated to self. However, in more covert-
natured symptoms individuals are aware of their possible personal contribution to life

events.

4.4. Limitations and Future Suggestions
In addition to the insights provided to the current body of knowledge and clinical
application, it is crucial to identify the limitations of the study and offer suggestions

for future research.

Significant gender differences were found only in uncontrollability and danger
subscale of MCB. The uneven distribution of male and female participants and a
broader age range may have influenced these results. Future studies could strive for
gender balance and a narrower age range, using consistent measurement tools to

explore gender differences in OC symptoms more comprehensively.

The study found positive correlations between MCB, external LOC, and various OC
symptoms. However, the cross-sectional design limits our ability to conclude
causation. Longitudinal studies are needed to reveal the temporal relationships

between MCB, LOC, and OC symptoms.

The hierarchical regression analysis discovered that the predictive power of MCB and
LOC varied across symptom subtypes, highlighting the complexity of their influence.
Further research could explore the interplay of these factors in various theoretical
contexts related to control or different populations to enhance our understanding of
their differential impact on OC symptoms. There has also been very little research
conducted on MCB and LOC, and there is no research in the clinical domain. For
future studies mediating and moderating role of locus of control can be examined for
metacognitive beliefs and OC symptoms. Examining the relationship between these
two factors might also contribute to understanding OCD and the difference between

its subtypes.
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The study's sample was non-clinical, potentially limiting the generalizability of
findings to clinical populations. The study might be replicated with clinical OCD
samples, ensuring comparability with previous studies using consistent measurement

tools and methodologies.

In conclusion, addressing these limitations and pursuing the suggested avenues for
future research will contribute to a more comprehensive understanding of the intricate
relationships among MCB, LOC, and OC symptoms, thereby enhancing the

effectiveness of interventions in clinical settings.
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CHAPTER 5: CONCLUSION

The current study was the first to examine the relationship between metacognitive
beliefs (MCB) and obsessive-compulsive symptoms (OC symptoms) with locus of
control (LOC). The results of the study concluded that metacognitive predictors of OC
symptoms differed according to symptoms. Uncontrollability and danger, as well as
need to control thoughts, predicted all OC symptoms. Positive beliefs predicted
rumination, washing, and precision symptoms. This concludes that negative beliefs
about thought control and uncontrollability and danger predicted all symptom subtypes
of OCD. Also, after the variance caused by MCB is controlled, external control
predicted all symptom types except for preciseness. However, internal control only

predicted rumination symptoms.

The results of the study emphasize that the inclination of MCB are linked to OC
symptoms. After this relationship is controlled, the external control predicts washing,
checking and urges symptoms. However, internal control only predicts the rumination
scale. In addition to that, preciseness was not predicted with any of the LOC
dimensions. Perception of personal control only plays a role in rumination symptoms
but does not change the severity of washing, checking urges, and preciseness.
However, external control influences symptom severity across washing, cleaning, and
urges symptoms. According to these results, examining LOC related to symptoms and
seeing it differentiate between subtypes can alter our understanding of the nature of
these subtypes related to control. It can be argued that while people with low internal
control and high external control present more rumination, however high external
control is related to symptom severity of washing, checking, and urges. Also, external
and internal control does not have an impact on the severity of preciseness symptoms.
Given the fact that the LOC is domain-specific, differences in the presence of one, two,
or none of its dimensions related to symptoms contribute to our understanding of

subtypes.

This integrated model provides valuable insights into the multifaceted nature of
rumination and contributes to a more nuanced understanding of the factors influencing

this particular symptomatology within the broader spectrum of OCD symptoms.
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5.1. Clinical Implications

The study's results emphasize the role of metacognitive beliefs in understanding the
manifestation of obsessive-compulsive symptoms. Importantly, even after accounting
for metacognitive beliefs, the external locus of control continues to predict the severity
of all obsessive-compulsive symptoms. This suggests that the perception of external
control has a broad and enduring impact on the overall symptomatology of obsessive-
compulsive.  Interventions  targeting  metacognitive  beliefs, particularly
uncontrollability and danger and the need to control thoughts, can be crucial in

addressing a wide range of obsessive compulsive symptoms.

Given the specificity of the internal locus of control to rumination, therapeutic
approaches focusing on enhancing internal control perceptions may be particularly
beneficial for individuals struggling with rumination symptoms. Therapeutic strategies
that address external locus of control perceptions may hold promise in alleviating the
severity of obsessive-compulsive symptoms across various dimensions such as
washing, checking, and urges. This highlights the importance of considering perceived

external control in comprehensive treatment planning.

Moreover, the current study has important clinical implications for the understanding
and treatment of obsessive-compulsive symptoms. The identified metacognitive
predictors, such as uncontrollability and danger, need to control thoughts, and positive
beliefs about worry, can serve as valuable targets for therapeutic intervention. Early
recognition of individuals demonstrating these metacognitive patterns may enable
timely and effective intervention, potentially preventing the escalation of obsessive-

compulsive symptoms.

Mental health professionals should consider incorporating interventions that
specifically address and modify these metacognitive beliefs. Therapeutic approaches
aimed at challenging and restructuring uncontrollability and danger, as well as beliefs
about need to control thoughts, may prove beneficial in reducing the severity of OCD
symptoms. Additionally, interventions targeting positive beliefs about worry could

contribute to mitigating symptomatology.

In practical terms, mental health practitioners and treatment programs should consider
tailoring interventions based on the specific metacognitive profiles of individuals with

OCD symptoms. Early intervention strategies could involve psychoeducation to
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increase awareness of maladaptive metacognitive beliefs and provide tools to
challenge and modify them. Integrating such targeted interventions into existing
treatment protocols may enhance the overall efficacy of therapeutic approaches for
OCD. Overall, the study's findings offer valuable insights for clinicians, educators, and
mental health professionals in developing targeted interventions to address

metacognitive factors associated with OCD symptomatology.

To be specific, while working with people who display ruminative symptoms,
interventions can be modified to target metacognitive beliefs, and techniques regarding
the enhancement of personal control and replacement of external control might
improve the treatment results. Also, employing interventions aimed at metacognitive
beliefs combined with reducing external control for the treatment of washing,
checking, and urges symptoms might yield more favorable results. However,
metacognitive treatments for precision symptoms may provide better results than

treatments targeted at personal or external control.

The results of this study might be interpreted for therapeutic relationships as well.
External control is present in all of the symptom types except for preciseness. It might
disclose to us that while working with people with OCD especially those with more
overt symptoms, they might attribute the outcome of the treatment to factors other than
themselves, so this external factor might be the therapist in the clinical setting. Rather
than being aware of their personal control over life events or their healing process,
they might be inclined to attribute those to "the powerful other in the therapy room".
People with more covert symptoms (those who present rumination) possess the same
attribution about the life events controlled by external factors, therefore attributions
about their clinical progress might be on the therapist but in addition to that aiding the
awareness of personal control might contribute to their clinical prognosis. These
factors related to therapeutic relationships might be taken into consideration while

working with OCD.

In summary, the study's findings contribute valuable insights into the nuanced
relationships between metacognitive beliefs, locus of control, and the diverse
symptomatology of OCD. These results have implications for tailoring therapeutic
interventions based on the specific metacognitive and control-related factors

influencing individual experiences of OCD.

65



REFERENCES

Abeles, R. P. (1991) Sense of control, quality of life, and frail older people. In The
concept and measurement of quality of life in the frail elderly (pp. 297-314), Academic
Press.

Abramowitz, J. S. (1997) Effectiveness of psychological and pharmacological
treatments for obsessive-compulsive disorder: a quantitative review. Journal of
consulting and clinical psychology, Vol. 65(1), pp. 44.

Abramowitz, J. S., McKay, D. and Taylor, S. (2009) Obsessive-compulsive
disorder. The Lancet, Vol. 374(9688), pp. 491-499.

Abramowitz, J. S. and Jacoby, R. J. (2014) Obsessive—compulsive disorder in the
DSM-5. Clinical Psychology: Science and Practice, Vol. 21, pp. 221-245.

Adam, Y., Meinlschmidt, G., Gloster, A. T. and Lieb, R. (2012) Obsessive—compulsive
disorder in the community: 12-month prevalence, comorbidity and impairment. Social
psychiatry and psychiatric epidemiology, Vol. 47, pp. 339-349.

Akbarikia, H. and Gasparyan, K. (2012) Schema and locus of control as predictors
of obsessive compulsive disorder. Iranian Journal of Psychiatry, Vol. 7(4), pp. 170.
Altin, M. and Karanci, A. N. (2008).How does locus of control and inflated sense of
responsibility  relate  to  obsessive-compulsive  symptoms  in  Turkish
adolescents?. Journal of anxiety disorders, Vol. 22(8), pp. 1303-1315.

American Psychiatric Association. (2013) Diagnostic and statistical manual of
mental disorders, 5th edition. Arlington, VA: American Psychiatric Publishing.
American Psychiatric Association. Diagnostic and statistical manual of mental
disorders, 4th edition. Washington, DC, 2000.

Antony, M. M., Downie, F. and Swinson, R. P. (1998) Diagnostic issues and
epidemiology in obsessive-compulsive disorder. Obsessive-compulsive disorder:
Theory, research, and treatment, pp. 3-32.

Averill, J. R. (1973) Personal control over aversive stimuli and its relationship to
stress. Psychological bulletin, Vol. 80(4), pp. 286.

Ball, S. G., Baer, L. and Otto, M. W. (1996) Symptom subtypes of obsessive-compulsive
disorder in behavioral treatment studies: A quantitative review. Behaviour Research
and Therapy, Vol. 34(1), pp. 47-51.

Bandura, A. (1977) Self-efficacy: toward a unifying theory of behavioral
change. Psychological review, Vol. 84(2), pp. 191.

66



Bandura, A. (1989) Human agency in social cognitive theory. American
psychologist, Vol. 44(9), pp. 1175.

Barlow, D. H. (2002) Anxiety and its disorders: The nature and treatment of anxiety
and panic. 2nd edition. Guilford Press.

Barlow, D. H. (2004) Anxiety and its disorders: The nature and treatment of anxiety
and panic. Guilford press.

Bellodi, L., Sciuto, G., Diaferia, G., Ronchi, P. and Smeraldi, E. (1992) Psychiatric
disorders in the families of patients with obsessive-compulsive disorder. Psychiatry
research, Vol. 42(2), pp. 111-120.

Benassi, V. A., Sweeney, P. D. and Dufour, C. L. (1988) Is there a relation between
locus of control orientation and depression?. Journal of abnormal psychology, Vol.
97(3), pp. 357.

Benatti, B., Albert, U., Maina, G., Fiorillo, A., Celebre, L., Girone, N. and Dell’Osso,
B. (2020) What happened to patients with obsessive compulsive disorder during the
COVID-19 pandemic? A multicentre report from tertiary clinics in northern
Italy. Frontiers in Psychiatry, Vol. 11, pp. 720.

Benatti, B., Celebre, L., Girone, N., Priori, A., Bruno, A., Vigano, C. and Dell’Osso,
B. (2020) Clinical characteristics and comorbidity associated with female gender in
obsessive-compulsive disorder. Journal of Psychiatric Research, Vol. 131, pp. 209-
214.

Berle, D. and Starcevic, V. (2005) Thought—action fusion: Review of the literature and
future directions. Clinical psychology review, Vol. 25(3), pp. 263-284.

Berrios, G. E. (1989) Obsessive-compulsive disorder: its conceptual history in France
during the 19th century. Comprehensive Psychiatry, Vol. 30, pp. 283e295.

Brander, G., Perez-Vigil, A., Larsson, H. and Mataix-Cols, D. (2016) Systematic
review of environmental risk factors for obsessive-compulsive disorder: a proposed
roadmap from association to causation. Neuroscience and Biobehavioral
Reviews, Vol 65, pp. 36-62.

Bronisch, T. and Hecht, H. (1990) Major depression with and without a coexisting
anxiety disorder: social dysfunction, social integration, and personality
features. Journal of Affective Disorders, Vol. 20(3), pp. 151-157.

Brown, T. A. (1998). The relationship between obsessive-compulsive disorder and
other anxiety-based disorders. Obsessive-compulsive disorder: Theory, research, and

treatment, pp. 207-226.

67



Brown, T. A. and Barlow, D. H. (1992) Comorbidity among anxiety disorders:
Implications for treatment and DSM-IV. Journal of consulting and clinical
psychology, Vol. 60(6), pp. 835.

Brown, T. A., Campbell, L. A., Lehman, C. L., Grisham, J. R. and Mancill, R. B. (2001)
Current and lifetime comorbidity of the DSM-1V anxiety and mood disorders in a large
clinical sample. Journal of abnormal psychology, Vol. 110(4), pp. 585.

Brown, T. A., Moras, K., Zinbarg, R. E. and Barlow, D. H. (1993) Diagnostic and
symptom distinguishability of generalized anxiety disorder and obsessive-compulsive
disorder. Behavior Therapy, Vol. 24(2), pp. 227-240.

Burger, J. M. (1984) Desire for control, locus of control, and proneness to
depression. Journal of personality, Vol. 52(1), pp. 71-89.

Burish, T. G., Carey, M. P., Wallston, K. A., Stein, M. J., Jamison, R. N. and Lyles, J.
N. (1984) Health locus of control and chronic disease: An external orientation may be
advantageous. Journal of Social and Clinical Psychology, Vol. 2(4), pp. 326-332.
Calamari, J. E., Wiegartz, P. S., Riemann, B. C., Cohen, R. J., Greer, A., Jacobi, D. M.
and Carmin, C. (2004) Obsessive—compulsive disorder subtypes: an attempted
replication and extension of a symptom-based taxonomy. Behaviour research and
therapy, Vol. 42(6), pp. 647-670.

Calvocoressi, L., Lewis, B., Harris, M., Trufan, S. J., Goodman, W. K., McDougle, C.
J. and Price, L. H. (1995) Family accommodation in obsessive-compulsive
disorder. The American Journal of Psychiatry, Vol. 152(3), pp. 441-443.

Carr, A. T. (1974) Compulsive neurosis: a review of the literature. Psychological
bulletin, Vol. 81(5), pp. 311.

Cartwright-Hatton, S. and Wells, A. (1997) Beliefs about worry and intrusions: The
Meta-Cognitions Questionnaire and its correlates. Journal of anxiety disorders, Vol.
11(3), pp. 279-296.

Cho, Y., Jahng, S. and Chai, S. (2012) The factor structure and concurrent validity of
the Korean version of the Metacognitions Questionnaire 30 (K-MCQ-30). Journal of
clinical psychology, Vol. 68(3), pp. 349-391.

Clark, D. A. (2019) Cognitive-behavioral therapy for OCD and its subtypes. Guilford
Publications.

J. Hunsley, E. J. Mash (Eds.), 4 guide to assessments that work (pp. 367-389). Oxford

University Press.

68



Clark, D. M. (1986) A cognitive approach to panic. Behaviour research and therapy,
Vol. 24(4), pp. 461-470.

Clark, D.A. (2004) Cognitive-behavioral therapy for OCD. New York: Guilford.
Connell, J. P. (1985) A new multidimensional measure of children's perceptions of
control. Child development, pp. 1018-1041.

Crino, R. D. and Andrews, G. (1996) Obsessive-compulsive disorder and axis 1
comorbidity. Journal of Anxiety Disorders, Vol. 10(1), pp. 37-46.

Davide, P., Andrea, P., Martina, O., Andrea, E., Davide, D. and Mario, A. (2020) The
impact of the COVID-19 pandemic on patients with OCD: Effects of contamination
symptoms and remission state before the quarantine in a preliminary naturalistic
study. Psychiatry research, Vol. 291, pp. 113-213.

de Silva, P. (1986) Obsessional-compulsive imagery. Behaviour Research and
Therapy, Vol. 24(3), pp. 333-350.

Demal, U., Lenz, G., Mayrhofer, A., Zapotoczky, H. G. and Zitterl, W. (1993)
Obsessive-compulsive disorder and depression: A retrospective study on course and
interaction. Psychopathology, Vol. 26(3-4), pp. 145-150.

Dixon, D.N., McKee, C.S. and McRae, B.C. (1976) Dimensionality of three adult,
objective locus of control scales. Journal of Personality Assessment, Vol. 40, pp. 310-
319.

Doheny, W.J. and Baldwin, C. (1985) Shifts and stability in locus of control during the
1970s: Divergence of the sexes. Journal of Personality and Social Psychology, Vol.
48(4), pp.1048-1053.

Dugas, M. J., Gosselin, P. and Ladouceur, R. (2001) Intolerance of uncertainty and
worry: Investigating specificity in a nonclinical sample. Cognitive therapy and
Research, Vol. 25, pp. 551-558.

Dugas, M. J., Gosselin, P. and Ladouceur, R. (2001) Intolerance of uncertainty and
worry: Investigating specificity in a nonclinical sample. Cognitive therapy and
Research, Vol. 25, pp. 551-558.

Feinstein, S. B., Fallon, B. A., Petkova, E. and Liebowitz, M. R. (2003) Item-by-item
factor analysis of the Yale-Brown obsessive compulsive scale symptom checklist. The
Journal of neuropsychiatry and clinical neurosciences, Vol. 15(2), pp. 187-193.
Fineberg, N. A., Hengartner, M. P., Bergbaum, C. E., Gale, T. M., Gamma, A., Ajdacic-
Gross, V. and Angst, J. (2013) A prospective population-based cohort study of the

prevalence, incidence and impact of obsessive-compulsive

69



symptomatology. International Journal of Psychiatry in Clinical Practice, Vol. 17(3),
pp. 170-178.

Fineberg, N. A., Hengartner, M. P., Bergbaum, C., Gale, T., Roessler, W. and Angst, J.
(2013) Lifetime comorbidity of obsessive-compulsive disorder and sub-threshold
obsessive-compulsive symptomatology in the community: impact, prevalence, socio-
demographic and clinical characteristics. International journal of psychiatry in
clinical practice, Vol. 17(3), pp. 188-196.

Fisher, P. L. (2009) Obsessive compulsive disorder: a comparison of CBT and the
metacognitive approach. International Journal of Cognitive Therapy, Vol. 2(2), pp.
107-122.

Fisher, P. L. (2009) Obsessive compulsive disorder: a comparison of CBT and the
metacognitive approach. International Journal of Cognitive Therapy, Vol. 2(2), pp.
107-122.

Fisher, P. L. and Wells, A. (2005) Experimental modification of beliefs in obsessive—
compulsive disorder: A test of the metacognitive model. Behaviour research and
Therapy, Vol. 43(6), pp. 821-829.

Flavell, J. H. (1979) Metacognition and cognitive monitoring: A new area of
cognitive—developmental inquiry. American psychologist, Vol. 34(10), pp. 906.
Freeston, M. H., Ladouceur, R., Gagnon, F. and Thibodeau, N. (1993) Beliefs about
obsessional thoughts. Journal of Psychopathology and Behavioral Assessment, Vol.
15, pp. 1-21.

Freund, B., Steketee, G. S. and Foa, E. B. (1987) Compulsive Activity Checklist (CAC):
Psychometric analysis with obsessive-compulsive disorder. Behavioral assessment.
Frost, R. O. and Shows, D. L. (1993) The nature and measurement of compulsive
indecisiveness. Behaviour Research and Therapy, Vol. 31(7), pp. 683-IN2.

Frost, R. O. and Steketee, G. (1997) Perfectionism in obsessive-compulsive disorder
patients. Behaviour research and therapy, Vol. 35(4), pp. 291-296.

Frost, R. O. and Steketee, G. (2002) Cognitive approaches to obsessions and
compulsions: Theory, assessment, and treatment. Oxford University Press.

Frost, T. F. and Clayson, D. E. (1991) The measurement of self-esteem, stress-related
life events, and locus of control among unemployed and employed blue-collar

workers. Journal of Applied Social Psychology, Vol. 21(17), pp. 1402-1417.

70



Frydman, 1., do Brasil, P. E., Torres, A. R., Shavitt, R. G., Ferrao, Y. A., Rosario, M.
C. and Fontenelle, L. F. (2014) Late-onset obsessive-compulsive disorder: risk factors
and correlates. Journal of psychiatric research, Vol. 49, pp. 68-74.

Fullana, M. A., Mataix-Cols, D., Caspi, A., Harrington, H., Grisham, J. R., Moffitt, T.
E. and Poulton, R. (2009) Obsessions and compulsions in the community: prevalence,
interference, help-seeking, developmental stability, and co-occurring psychiatric
conditions. American Journal of Psychiatry, Vol. 166(3), pp. 329-336.

Ganellen, R. J. and Blaney, P. H. (1984). Stress, externality, and depression. Journal of
Personality, Vol. 52(4), pp. 326-337.

Geller, D. A. (2006) Obsessive-compulsive and spectrum disorders in children and
adolescents. Psychiatric Clinics, Vol. 29(2), pp. 353-370.

Gershuny, B. S. and Sher, K. J. (1995) Compulsive checking and anxiety in a
nonclinical sample: Differences in cognition, behavior, personality, and affect. Journal
of Psychopathology and Behavioral Assessment, Vol. 17, pp. 19-38.

Goodman, W. K., Price, L. H., Rasmussen, S. A., Mazure, C., Fleischmann, R. L., Hill,
C. L. Charney, D. S. (1989) The Yale-Brown obsessive compulsive scale: 1.
Development, use, and reliability. Archives of general psychiatry, Vol. 46(11), pp.
1006-1011.

GroupT, O. C. C. W. (2005) Psychometric validation of the Obsessive Beliefs
Questionnaire and Interpretation of Intrusions Inventory—Part 2. Factor analysis and
testing of a brief version. Behaviour Research and Therapy, Vol. 43, pp. 1527-1542.
Gurin, P. and Brim, O. G. (1984) Change in self in adulthood-the example of sense of
control. Life-span development and behavior, Vol. 6, pp. 281-334.

Gwilliam, P., Wells, A. and Cartwright-Hatton, S. (2004) Dose meta-cognition or
responsibility predict obsessive—compulsive symptoms: a test of the metacognitive
model. Clinical Psychology and Psychotherapy: An International Journal of Theory
and Practice, Vol. 11(2), pp. 137-144.

Gwilliam, P., Wells, A. and Cartwright-Hatton, S. (2004) Dose meta-cognition or
responsibility predict obsessive—compulsive symptoms: a test of the metacognitive
model. Clinical Psychology and Psychotherapy: An International Journal of Theory
and Practice, Vol. 11(2), pp. 137-144.

Hale, W. D. and Cochran, C. D. (1986) Locus of control across the adult
lifespan. Psychological Reports, Vol. 59(1), pp. 311-313.

71



Hermans, D., Engelen, U., Grouwels, L., Joos, E., Lemmens, J. and Pieters, G. (2008)
Cognitive confidence in obsessive-compulsive disorder: Distrusting perception,
attention and memory. Behaviour research and therapy, Vol. 46(1), pp. 98-113.
Hodgson, R. J. and Rachman, S. (1977) Obsessional-compulsive
complaints. Behaviour Research and Therapy, Vol. 15(5), pp. 389-395.

Hoehn-Saric, R. and Barksdale, V. C. (1983) Impulsiveness in obsessive-compulsive
patients. The British journal of psychiatry, Vol. 143(2), pp. 177-182.

Holder, E. E. and Levi, D. J. (1988) Mental health and locus of control: SCL-90-R and
Levenson's IPC scales. Journal of clinical psychology, Vol. 44(5), pp. 753-755.
Hollander, E. (1996) New developments in impulsivity and compulsivity. European
Neuropsychopharmacology, Vol. (6), pp. 91.

Huang, L. C., Tsai, K. J., Wang, H. K., Sung, P. S., Wu, M. H., Hung, K. W. and Lin,
S. H. (2014) Prevalence, incidence, and comorbidity of clinically diagnosed
obsessive—compulsive  disorder in Taiwan: A national population-based
study. Psychiatry research, Vol. 220(1-2), pp. 335-341.

Inozu, M., Yorulmaz, O. and Terzi, S. (2012) Locus of control in obsessive-
compulsive (OC) and depression symptoms: the moderating effect of externality on
obsessive-related control beliefs in OC symptoms. Behaviour Change, Vol. 29(3),
pp. 148-163.

Inozu, M., Yorulmaz, O. and Terzi, S. (2012) Locus of control in obsessive-compulsive
(OC) and depression symptoms: the moderating effect of externality on obsessive-
related control beliefs in OC symptoms. Behaviour Change, Vol. 29(3), pp. 148-163.
Irak, M. and Tosun, A. (2008) Exploring the role of metacognition in obsessive—
compulsive and anxiety symptoms. Journal of anxiety disorders, Vol. 22(8), pp. 1316-
1325.

Janeck, A. S., Calamari, J. E., Riemann, B. C. and Heffelfinger, S. K. (2003) Too much
thinking about thinking?: metacognitive differences in obsessive—compulsive
disorder. Journal of Anxiety disorders, Vol. 17(2), pp. 181-195.

Jelinek, L., Moritz, S., Miegel, F. and Voderholzer, U. (2021) Obsessive-compulsive
disorder during COVID-19: Turning a problem into an opportunity?. Journal of
anxiety disorders, Vol. 77, pp. 102-329.

Jiirgens, C., Rupp, C., Doebler, P., Andor, F. and Buhlmann, U. (2019) Metacognition

in obsessive-compulsive disorder symptom dimensions: Role of fusion beliefs, beliefs

72



about rituals and stop signals. Journal of Obsessive-Compulsive and Related
Disorders, Vol. 21, pp. 102-111.

Karno, M. and Golding, J. M. (1991) L. N. Robins and D. A. Regier (Eds.), Psychiatric
disorders in America: The Epidemiologic Catchment Area Study. pp. 204-219. New
York: Free Press.

Karno, M., Golding, J. M., Sorenson, S. B. and Burnam, M. A. (1988) The
epidemiology of obsessive-compulsive disorder in five US communities. Archives of
general psychiatry, Vol. 45(12), pp. 1094-1099.

Kennedy, B. L., Lynch, G. V. and Schwab, J. J. (1998) Assessment of locus of control
in patients with anxiety and depressive disorders. Journal of clinical Psychology, Vol.
54(4), pp. 509-515.

Koren, D., Seidman, L. J., Goldsmith, M. and Harvey, P. D. (2006) Real-world
cognitive and metacognitive dysfunction in schizophrenia: a new approach for
measuring (and remediating) more “right stuff”’. Schizophrenia Bulletin, Vol. 32,
pp. 310-326.

Kormanik, M. B. and Rocco, T. S. (2009) Internal versus external control of
reinforcement: A review of the locus of control construct. Human Resource
Development Review, Vol. 8(4), pp. 463-483.

Kormanik, M. B. and Rocco, T. S. (2009) Organizational Behavior in a Global
Context. Routledge.

Kuckertz, J. M., Van Kirk, N., Alperovitz, D., Nota, J. A., Falkenstein, M. J., Schreck,
M. and Krompinger, J. W. (2020) Ahead of the curve: responses from patients in
treatment for obsessive-compulsive disorder to coronavirus disease 2019. Frontiers in
Psychology, Vol. 11.

Labad, J., Menchon, J. M., Alonso, P., Segalas, C., Jimenez, S., Jaurrieta, N. and
Vallejo, J. (2008) Gender differences in obsessive—compulsive symptom
dimensions. Depression and anxiety, Vol. 25(10), pp. 832-838.

Leckman, J. F., Bloch, M. H. and King, R. A. (2009) Symptom dimensions and
subtypes of obsessive-compulsive disorder: a developmental perspective. Dialogues in
clinical neuroscience, Vol. 11(1), pp. 21-33.

Lee, H. J. and Kwon, S. M. (2003) Two different types of obsession: autogenous
obsessions and reactive obsessions. Behaviour research and Therapy, Vol. 41(1), pp.

11-29.

73



Lefcourt, H. M. (1976) Locus of control and the response to aversive events. Canadian
Psychological Review/Psychologie Canadienne, Vol. 17(3), pp. 202.

Lefcourt, H. M., Martin, R. A., Fick, C. M. and Saleh, W. E. (1985) Locus of control
for affiliation and behavior in social interactions. Journal of Personality and Social
Psychology, Vol. 48(3), pp. 755.

Lensi, P., Cassano, G. B., Correddu, G., Ravagli, S., Kunovac, J. L. and Akiskal, H. S.
(1996)  Obsessive—compulsive  disorder:  Familial-developmental  history,
symptomatology, comorbidity and course with special reference to gender-related
differences. The British Journal of Psychiatry, Vol. 169(1), pp. 101-107.

Levenson, H. (1973) Multidimensional locus of control in psychiatric patients. Journal
of consulting and clinical psychology, Vol. 41(3), pp. 397.

Mancebo, M. C., Garcia, A. M., Pinto, A., Freeman, J. B., Przeworski, A., Stout, R.
and Rasmussen, S. A. (2008) Juvenile-onset OCD: Clinical features in children,
adolescents and adults. Acta Psychiatrica Scandinavica, Vol. 118(2), pp. 149-159.
Mataix-Cols, D., Boman, M., Monzani, B., Riick, C., Serlachius, E., Langstrém, N.
and Lichtenstein, P. (2013) Population-based, multigenerational family clustering
study of obsessive-compulsive disorder. JAMA psychiatry, Vol. 70(7), pp. 709-717.
Mataix-Cols, D., de la Cruz, L. F., Nordsletten, A. E., Lenhard, F., Isomura, K. and
Simpson, H. B. (2016) Towards an international expert consensus for defining
treatment response, remission, recovery and relapse in obsessive-compulsive
disorder. World Psychiatry, Vol. 15(1), pp. 80.

Mataix-Cols, D., do Rosario-Campos, M. C. and Leckman, J. F. (2005) 4
multidimensional model of obsessive-compulsive disorder. American Journal of
Psychiatry, Vol. 162(2), pp. 228-238.

Mathes, B. M., Morabito, D. M. and Schmidt, N. B. (2019) Epidemiological and
clinical gender differences in OCD. Current psychiatry reports, Vol. 21, pp. 1-7.
Mathis, M. A. D., Alvarenga, P. D., Funaro, G., Torresan, R. C., Moraes, 1., Torres, A.
R. and Hounie, A. G. (2011) Gender differences in obsessive-compulsive disorder: a
literature review. Brazilian Journal of Psychiatry, Vol. 33, pp. 390-399.

Matsunaga, H., Mukai, K. and Yamanishi, K. (2020) Acute impact of COVID-19
pandemic on phenomenological features in fully or partially remitted patients with
obsessive—compulsive disorder. Psychiatry and clinical neurosciences, Vol. 74(10), pp.

565.

74



McFall, M. E. and Wollersheim, J. P. (1979) Obsessive-compulsive neurosis: A
cognitive-behavioral formulation and approach to treatment. Cognitive Therapy and
Research, Vol. 3, pp. 333-348.

McKay, D. and Tsao, S. D. (2005) 4 treatment most foul: Handling disgust in
cognitive-behavior therapy. Journal of Cognitive Psychotherapy, Vol. 19(4), pp. 355-
367.

McKay, D., Abramowitz, J. S., Calamari, J. E., Kyrios, M., Radomsky, A., Sookman,
D.and Wilhelm, S. (2004) A4 critical evaluation of obsessive—compulsive disorder
subtypes: Symptoms versus mechanisms. Clinical psychology review, Vol. 24(3), pp.
283-313.

McNicol, K. and Wells, A. (2012) Metacognition and obsessive-compulsive symptoms:
The contribution of thought-fusion beliefs and beliefs about rituals. International
Journal of Cognitive Therapy, Vol. 5(3), pp. 330-340.

Menzies, R. G., Harris, L. M., Cumming, S. R. and Einstein, D. A. (2000) The
relationship between inflated personal responsibility and exaggerated danger
expectancies in  obsessive—compulsive  concerns. Behaviour Research and
Therapy, Vol. 38(10), pp. 1029-1037.

Moritz, S., Peters, M. J., Laroi, F. and Lincoln, T. M. (2010) Metacognitive beliefs in
obsessive-compulsive patients: a comparison with healthy and schizophrenia
participants. Cognitive neuropsychiatry, Vol. 15(6), pp. 531-548.

Moulding, R. and Kyrios, M. (2006) Anxiety disorders and control related beliefs: The
exemplar of obsessive—compulsive disorder (OCD). Clinical Psychology Review, Vol
26(5), pp. 573-583.

Mpyers, S. G. and Wells, A. (2005) Obsessive—compulsive symptoms: the contribution
of metacognitions and responsibility. Journal of Anxiety Disorders, Vol. 19, pp. 806—
817.

Myers, S. G., Fisher, P. L. and Wells, A. (2008) Belief domains of the Obsessive Beliefs
Questionnaire-44 (OBQ-44) and their specific relationship with obsessive—compulsive
symptoms. Journal of Anxiety Disorders, Vol. 22(3), pp. 475-484.

Nance, M., Abramowitz, J. S., Blakey, S. M., Reuman, L. and Buchholz, J. L.
(2018) Thoughts and Thoughts about Thoughts: the Relative Contribution of
Obsessive Beliefs and Metacognitive Beliefs in Predicting Obsessive-Compulsive
Symptom Dimensions. International Journal of Cognitive Therapy, Vol. 11(2), pp. 234—
248.

75



Nissen, J. B., Hojgaard, D. R. M. A. and Thomsen, P. H. (2020) The immediate effect
of COVID-19 pandemic on children and adolescents with obsessive compulsive
disorder. BMC psychiatry, Vol. 20(1), pp.1-10.

Obsessive Compulsive Cognitions Working Group (1997) Cognitive assessment of
obsessive-compulsive disorder. Behaviour Research and Therapy, Vol. 35(7), pp. 667-
681.

Obsessive Compulsive Cognitions Working Group. (2003). Psychometric validation
of the Obsessive Beliefs Questionnaire and the Interpretation of Intrusions Inventory:
Part 1. Behaviour Research and Therapy, Vol. 41, pp. 1245-1264.

Oosterhoff, B. and Palmer, C. A. (2020) Attitudes and psychological factors associated
with news monitoring, social distancing, disinfecting, and hoarding behaviors among
US adolescents during the coronavirus disease 2019 pandemic. JAMA pediatrics, Vol.
174(12), pp. 1184-1190.

Pazvantoglu O, Algul A, Ates MA, Sarisoy G, Ebrinc S, Basoglu C and Cetin M.
(2013) Metacognitive functions in obsessive compulsive disorder in a Turkish clinical
population: the relationship between symptom types and metacognition
subdimensions. Bulletin of Clinical Psychopharmacology, Vol. 23, pp. 65-71.
Phillips, K. A., Stein, D. J., Rauch, S. L., Hollander, E., Fallon, B. A., Barsky, A. and
Leckman, J. (2010) Should an obsessive—compulsive spectrum grouping of disorders
be included in DSM-V?. Depression and anxiety, Vol 27(6), pp. 528-555.

Philpott, M. R. (1975) Effect of surface plasmons on transitions in molecules. The
Journal of chemical physics, Vol. 62(5), pp. 1812-1817.

Pinciotti, C. M., Riemann, B. C. and Abramowitz, J. S. (2021) Intolerance of
uncertainty and obsessive-compulsive disorder dimensions. Journal of Anxiety
Disorders, Vol. 81, pp. 102-417.

Pollard, C. A., Henderson Jr, J. G., Frank, M. and Margolis, R. B. (1989) Help-seeking
patterns of anxiety-disordered individuals in the general population. Journal of
Anxiety Disorders, Vol. 3(3), pp. 131-138.

Purdon, C. (1999) Thought suppression and psychopathology. Behaviour research and
therapy, Vol. 37(11), pp. 1029-1054.

Purdon, C. and Clark, D. A. (1993) Obsessive intrusive thoughts in nonclinical
subjects. Part I. Content and relation with depressive, anxious and obsessional

symptoms. Behaviour research and therapy, Vol. 31(8), pp. 713-720.

76



Purdon, C. and Clark, D. A. (1999) Metacognition and obsessions. Clinical
Psychology and Psychotherapy: An International Journal of Theory and Practice, Vol.
6(2), pp. 102-110.

Purdon, C., and Clark, D. A. (2002) The need to control thoughts. Cognitive
approaches to obsessions and compulsions, pp. 29-43.

R.O. Frost and G. Steketee (2002) Cognitive approaches to obsessions and
compulsions: Theory, assessment and treatment, pp. 29—43. Oxford: Elsevier.
Rachman, S. (1993) Obsessions, responsibility, and guilt. Behaviour Research and
Therapy, Vol. 31(2), pp. 149-154.

Rachman, S. (1998) 4 cognitive theory of obsessions. Behavior and cognitive therapy
today, pp. 209-222. Pergamon.

Rachman, S. (2003) The treatment of obsessions. New York: Oxford University Press.
Rachman, S. J. (1985) An overview of clinical and research issues in obsessional-
compulsive  disorders. Obsessive-compulsive  disorder:  Psychological and
pharmacological treatment, pp. 1-47.

Rachman, S. and Hodgson, R. J. (1980) Obsessions and compulsions. (No Title).
Raines, A. M., Oglesby, M. E., Allan, N. P, Mathes, B. M., Sutton, C. A. and Schmidt,
N. B. (2018) Examining the role of sex differences in obsessive-compulsive symptom
dimensions. Psychiatry research, Vol. 259, pp. 265-269.

Rasmussen, S. A. and Eisen, J. L. (1989) Clinical features and phenomenology of
obsessive-compulsive disorder. Psychiatric Annals, Vol. 19(2), pp. 67-73.

Rasmussen, S. A. and Eisen, J. L. (1990) Epidemiology of obsessive-compulsive
disorder. The Journal of clinical psychiatry, Vol. 51, pp. 10-3.

Rasmussen, S. A. and Tsuang, M. T. (1986) Clinical characteristics and family history
in DSM-III obsessive-compulsive disorder. The American journal of psychiatry, Vol.
143(3), pp. 317-322.

Reed, G. F. (1985) Obsessional experience and compulsive behaviour: A cognitive
structural approach. Orlando, FL: Academic Press.

Reed, G. F. (1985) Obsessional experience and compulsive behaviour: A cognitive-
structural approach. Personality, psychopathology, and psychotherapy, Vol. 34.
Rickelt, J., Viechtbauer, W., Lieverse, R., Overbeek, T., Van Balkom, A. J., Van Oppen,
P. and Schruers, K. R. (2016) The relation between depressive and obsessive-
compulsive symptoms in obsessive-compulsive disorder: results from a large,

naturalistic follow-up study. Journal of affective disorders, Vol. 203, pp. 241-247.

77



Rosario-Campos, M. C., Miguel, E. C., Quatrano, S., Chacon, P., Ferrao, Y., Findley,
D. and Leckman, J. F. (2006) The Dimensional Yale—Brown Obsessive—Compulsive
Scale (DY-BOCS): an instrument for assessing obsessive—compulsive symptom
dimensions. Molecular psychiatry, Vol. 11(5), pp. 495-504.

Roswell, M. and Francis, S. E. (2015) OCD subtypes: Which, if any, are valid?.
Clinical Psychology Science and Practice, Vol. 22(4), pp. 414-435.

Rotter, J. B. (1954) Social learning and clinical psychology. Englewood. Clifts, NJ:
Prentice-Hall.

Ruscio, A. M., Stein, D. J., Chiu, W. T. and Kessler, R. C. (2010) The epidemiology of
obsessive-compulsive  disorder in  the  National  Comorbidity  Survey
Replication. Molecular psychiatry, Vol. 15(1), pp. 53-63.

Salkovskis, P. M. (1985) Obsessional-compulsive problems: A cognitive-behavioural
analysis. Behaviour research and therapy, Vol. 23(5), pp. 571-583.

Salkovskis, P. M. and Warwick, H. M. (1985) Aspects of the clinical presentation of
obsessionals: A pilot study. Behaviour Research and Therapy, Vol. 23(3), pp. 271-279.
Shachar, A. B., Lazarov, A., Goldsmith, M., Moran, R. and Dar, R. (2013)
Exploring metacognitive components of confidence and control in individuals with
obsessive-compulsive tendencies. Journal of behavior therapy and experimental
psychiatry, Vol. 44(2), pp. 255-261.

Shafran, R. (2005) Cognitive-behavioral models of OCD. Concepts and controversies
in obsessive-compulsive disorder, pp. 229-260. Boston, MA: Springer US.

Shafran, R., Thordarson, D. S. and Rachman, S. (1996) Thought-action fusion in
obsessive compulsive disorder. Journal of Anxiety disorders, Vol. 10(5), pp. 379-391.
Shapiro, D. (1965) Neurotic styles. NY: Basic Books.

Sherman, A. C., Higgs, G. E. and Williams, R. L. (1997) Gender differences in the
locus of control construct. Psychology and Health, Vol. 12(2), pp. 239-248.

Shojaei, S. F. and Masoumi, R. (2020) The importance of mental health training for
psychologists in COVID-19 outbreak. Middle East Journal of Rehabilitation and
Health Studies, Vol. 7(2).

Sica, C., Steketee, G., Ghisi, M., Chiri, L. R. and Franceschini, S. (2007)
Metacognitive beliefs and strategies predict worry, obsessive—compulsive symptoms
and coping styles: A preliminary prospective study on an lItalian non-clinical
sample. Clinical Psychology and Psychotherapy: An International Journal of Theory
and Practice, Vol. 14(4), pp. 258-268.

78



Skinner, E. A. (1996) A guide to constructs of control. Journal of Personality and Social
Psychology, Vol. 71(3), pp. 549-570.

Skinner, E. A. (2007) Secondary control critiqued: is it secondary? is it control?
Comment on Morling and Evered (2006).

Skoog, G., and Skoog, 1. (1999) A 40-year follow-up of patients with obsessive-
compulsive disorder. Archives of general psychiatry, Vol. 56(2), pp. 121-127.

Solem, S., Hiland, A. T., Vogel, P. A., Hansen, B. and Wells, A. (2009) Change in
metacognitions predicts outcome in obsessive—compulsive disorder patients
undergoing treatment with exposure and response prevention. Behaviour research and
therapy, Vol. 47(4), pp. 301-307.

Sookman, D. and Pinard, G. (1999) Integrative cognitive therapy for obsessive-
compulsive disorder: A focus on multiple schemas. Cognitive and Behavioral
Practice, Vol. 6(4), pp. 351-362.

Sookman, D., Abramowitz, J. S., Calamari, J. E., Wilhelm, S. and McKay, D. (2005)
Subtypes of obsessive-compulsive disorder: Implications for specialized cognitive
behavior therapy. Behavior Therapy, Vol. 36(4), pp. 393-400.

Spada, M. M., Mohiyeddini, C. and Wells, A. (2008) Measuring metacognitions
associated with emotional distress: Factor structure and predictive validity of the
metacognitions questionnaire 30. Personality and Individual differences, Vol. 45(3),
pp. 238-242.

Stein, D. J. (2002) Obsessive-compulsive disorder. The Lancet, Vol. 360(9330), pp.
397-405.

Stein, D. J., Costa, D. L., Lochner, C., Miguel, E. C., Reddy, Y. J., Shavitt, R. G.
and Simpson, H. B. (2019) Obsessive—compulsive disorder. Nature reviews Disease
primers, Vol. 5(1), pp. 52.

Storch, E. A., Abramowitz, J. and Goodman, W. K. (2008) Where does obsessive—
compulsive disorder belong in DSM-V?. Depression and anxiety, Vol. 25(4), pp. 336-
347.

Storch, E. A., Sheu, J. C., Guzick, A. G., Schneider, S. C., Cepeda, S. L., Rombado, B.
R. and Goodman, W. K. (2021) Impact of the COVID-19 pandemic on exposure and
response prevention outcomes in adults and youth with obsessive-compulsive
disorder. Psychiatry research, Vol. 295, pp. 113-597.

Strickland. B.R. and Haley, W.E., (1980) Sex differences on the Rotter I-E Scale.
Journal of Personality and Social Psychology, Vol. 39, pp. 930-939.

79



Subramanian, M., Abdin, E., Vaingankar, J. A. and Chong, S. A. (2012) Obsessive—
compulsive disorder: Prevalence, correlates, help-seeking and quality of life in a
multiracial Asian population. Social Psychiatry and Psychiatric Epidemiology, Vol.
47, pp. 2035-2043.

Tanir, Y., Karayagmurlu, A., Kaya, I, Kaynar, T. B., Tiirkmen, G., Dambasan, B. N.
and Coskun, M. (2020) Exacerbation of obsessive compulsive disorder symptoms in
children and adolescents during COVID-19 pandemic. Psychiatry research, Vol. 293,
pp. 113-363.

Taylor, S. (2013) Molecular genetics of obsessive—compulsive disorder: a
comprehensive  meta-analysis  of  genmetic  association  studies. Molecular
psychiatry, Vol. 18(7), pp. 799-805.

Torres, A. R., Prince, M. J., Bebbington, P. E., Bhugra, D., Brugha, T. S., Farrell, M.
and Singleton, N. (2006) Obsessive-compulsive disorder: prevalence, comorbidity,
impact, and help-seeking in the British National Psychiatric Morbidity Survey of
2000. American Journal of Psychiatry, Vol. 163(11), pp. 1978-1985.

Torresan, R. C., Ramos-Cerqueira, A. T. A., Shavitt, R. G., do Rosario, M. C., de
Mathis, M. A., Miguel, E. C. and Torres, A. R. (2013) Symptom dimensions, clinical
course and comorbidity in men and women with obsessive-compulsive
disorder. Psychiatry research, Vol. 209(2), pp. 186-195.

Tsao, S. D. and McKay, D. (2004) Behavioral avoidance tests and disgust in
contamination fears: Distinctions from trait anxiety. Behaviour research and
therapy, Vol. 42(2), pp. 207-216.

Tikel, R., Polat, A., Geng, A., Bozkurt, O. and Ath, H. (2004) Gender-related
differences among Turkish patients with obsessive-compulsive
disorder. Comprehensive psychiatry, Vol. 45(5), pp. 362-366.

Tiimkaya, S., Karadag, F., Yenigiin, E. H., Ozdel, O. and Kashyap, H. (2018)
Metacognitive beliefs and their relation with symptoms in obsessive-compulsive
disorder. Archives of Neuropsychiatry, Vol. 55(4), pp. 358.

Typaldou, G. M., Konstantakopoulos, G., Roxanis, 1., Nidos, A., Vaidakis, N.,
Papadimitriou, G. N. and Wells, A. (2014) Assessment of the Greek worry-related
metacognitions: the Greek version of the Metacognitions Questionnaire (MCQ-

30). Psychiatrike= Psychiatriki,, Vol. 25(1), pp. 39-47.

80



Van Ameringen, M., Patterson, B. and Simpson, W. (2014) DSM-5 obsessive-
compulsive and related disorders: Clinical implications of new criteria. Depression
and anxiety, Vol. 31(6), pp. 487-493.

Van Oppen, P. and Arntz, A. (1994) Cognitive therapy for obsessive-compulsive
disorder. Behaviour Research and Therapy, Vol. 32(1), pp. 79-87.

Van Oppen, P., Hoekstra, R. J. and Emmelkamp, P. M. (1995) The structure of
obsessive-compulsive symptoms. Behaviour research and therapy, Vol. 33(1), pp. 15-
23.

Vivan, A. D. S., Rodrigues, L., Wendt, G., Bicca, M. G., Braga, D. T. and Cordioli, A.
V. (2013) Obsessive-compulsive symptoms and obsessive-compulsive disorder in
adolescents: a population-based study. Brazilian Journal of Psychiatry, Vol. 36, pp.
111-118.

Weisz, J. R. (1986) Contingency and control beliefs as predictors of psychotherapy
outcomes among children and adolescents. Journal of Consulting and Clinical
Psychology, Vol. 54(6), pp. 789.

Wells, A. (1995) Meta-cognition and worry: A cognitive model of generalized anxiety
disorder. Behavioural and cognitive psychotherapy, Vol. 23(3), pp. 301-320.

Wells, A. (1997) Cognitive therapy of anxiety disorders: A practice manual and
conceptual guide. John Wiley and Sons.

Wells, A. (2000) Emotional disorders and metacognition: innovative cognitive
therapy. Chichester, UK: Wiley

Wells, A. (2011) Metacognitive therapy. Acceptance and mindfulness in cognitive
behavior therapy: Understanding and applying the new therapies, pp. 83-108.

Wells, A. and Matthews, G. (1994) Attention and emotion: a clinical perspective.
Hove, UK: Erlbaum.

Wells, A. and Matthews, G. (1996) Modelling cognition in emotional disorder: The S-
REF model. Behaviour research and therapy, Vol. 34(11-12), pp. 881-888.

Wells, A. and Papageorgiou, C. (1998) Relationships between worry, obsessive—
compulsive symptoms and meta-cognitive beliefs. Behaviour research and
therapy, Vol. 36(9), pp. 899-913.

Williams, M. T., Farris, S. G., Turkheimer, E. N., Franklin, M. E., Simpson, H. B.,
Liebowitz, M. and Foa, E. B. (2014) The impact of symptom dimensions on outcome
for exposure and ritual prevention therapy in obsessive-compulsive disorder. Journal

of anxiety disorders, Vol. 28(6), pp. 553-558.

81



Yaryura-Tobias, J. A., Grunes, M. S., Todaro, J., McKay, D., Neziroglu, F. A. and
Stockman, R. (2000) Nosological insertion of axis I disorders in the etiology of
obsessive-compulsive disorder. Journal of Anxiety Disorders, Vol. 14(1), pp. 19-30.
Yilmaz, A. E., Gen¢dz, T. and Wells, A. (2008) Psychometric characteristics of the
Penn State Worry Questionnaire and Metacognitions Questionnaire-30 and
metacognitive predictors of worry and obsessive—compulsive symptoms in a Turkish
sample. Clinical Psychology and Psychotherapy: An International Journal of Theory
and Practice, Vol. 15(6), pp. 424-439.

Zaccari, V., D'Arienzo, M. C., Caiazzo, T., Magno, A., Amico, G. and Mancini, F.
(2021) Narrative review of COVID-19 impact on obsessive-compulsive disorder in
child, adolescent and adult clinical populations. Frontiers in psychiatry, Vol. 12, pp.
575.

Zaidi, 1. H. and Mohsin, M. N. (2013) Locus of control in graduation
students. International Journal of Psychological Research, Vol. 6(1), pp. 15-20.

82



APPENDICES
Appendix A. Ethhics Committee Approval

SAYI : B.30.2.iIEU.0.05.05-020-284 25.04.2023 KONU : Etik Kurul Karari
hk.

Sayin Dr. Ogr. Uyesi Yasemin Meral Ogiitgii

“The role of Locus of control on the relationship between
Metacognitive Beliefs and OCD” baslikli projenizin etik uygunlugu
konusundaki basvurunuz sonuglanmistir.

Etik Kurulumuz 25.04.2023 tarihinde sizin basvurunuzun da icinde
bulundugu bir glin demle toplanmis ve Etik Kurul tGyeleri projeleri
incelemistir.

Sonucta 25.04.2023 tarihinde “The role of Locus of control on the
relationship between Metacognitive Beliefs and OCD” konulu projenizin
etik acidan uygun olduguna oy birligiyle karar verilmistir.

Geregi icin bilgilerinize sunarim.
Saygilarimia,

Prof. Dr. Murat Bengisu
Etik Kurul Bagkani

83


csucularli
Rectangle


Appendix B. Informed Consent
SAYIN KATILIMCI,

Bu arastirma, izmir Ekonomi Universitesi Klinik Psikoloji Y tiksek Lisans programi
kapsammda Dr. Ogretim Uyesi Yasemin Meral Ogiitclii damigsmanlhiginda, Ecem
Keskinpala tarafindan ylritilecek olan bir tez ¢alismasidir. Calisma yaklagik olarak 15
dakika silirecektir. Calismaya katilabilmeniz igin 18 yasindan blylik olmaniz

gerekmektedir.

Bu arastirmanim amaci Ustbiligsel inanglar ve obsesif kompulsif davranislar arasindaki

iliskide kontrol odagmin roliini arastirmaktir.

Bu calismaya katilmak tamamen gonullilik esasina dayanmakla beraber ¢alismaya
katilmama veya herhangi bir anda g¢alismayl birakma hakkma sahipsiniz. Calisma
kapsaminda sizden higbir kimlik bilgisi talep edilmeyecektir. Formlar araciligiyla
sizden toplanacak olan bilgiler ise gizli tutulacak ve yalnizca arastirmaci tarafindan
degerlendirilecektir. Sizden toplanacak olan bu bilgiler yalnizca bilimsel amaglar

dogrultusunda kullanilacaktir.

Formlardaki sorulara vereceginiz yanitlarin dogrulugu arastirmanin niteligi agisindan
oldukca 6nem tagimaktadir. Litfen formlarin bagindaki yonergeleri dikkatle okuyarak

sorulara sizi en iyi ifade eden cevaplari vermeye calisiniz.

Katilmmiz igin tesekkir ederiz. Arastirma ile ilgili herhangi bir bilgi edinmek ya da
sorun bildirmek isterseniz adresi Uzerinden arastirmaci

ile iletisime gegebilirsiniz.

Yukarida yer alan ve arastirmadan oOnce katilmciya/goénilliye verilmesi gereken
bilgileri okudum ve katilmam istenen ¢alismanin kapsamini ve amacini, génilli olarak
uzerime dusen sorumluluklari tamamen anladim. Calisma hakkinda yazili agiklama
yukarida adi belirtilen arastirmaci tarafindan yapildi. Bu ¢alismayi istedigim zaman ve
herhangi bir neden belirtmek zorunda kalmadan birakabilecegimi ve birakti§im
takdirde herhangi bir olumsuzluk ile karsilagmayacagimi anladim. Bu kosullarda s6z
konusu arastirmaya kendi istegimle, hi¢bir baski ve zorlama olmaksizin katilmayi kabul

ediyorum.
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Appendix C. Demographic Form

KATILIMCI BILGI FORMU
Yas
Cinsiyet : Kadm O Erkek O Diger
Egitim seviyesi : {lkokul O Ortaokul O Lise (I Universite (]

Yiiksek Lisans [ Doktora []
Calistyor musunuz? : Evet [] Hayir [
Meslek:
Gelir diizeyi : Diisiik [ Orta [ Yiiksek [
Medeni durum: Evli [ Bekar [ Bosanmis [ Dul [
Herhangi bir kronik rahatsizliginiz var mi?
Evet [IBelirtiniz: Hayir [
Herhangi bir psikiyatrik bir tan1 aldiniz m1?
Evet [1Belirtiniz: Hayr [J
Ailenizde psikiyatrik hastalik oykiisii var midir?
Evet [1Belirtiniz: Hayr [J
Siirekli kullandigmiz bir ilag var mi?
Evet UBelirtiniz: Hayir O
Son 3 ayda herhangi bir psikiyatrik ila¢ kullandmniz mi?
Evet [Belirtiniz: Hayir [
Su ana kadar psikolojik destek aldiniz m1 veya aliyor musunuz?

Evet [Belirtiniz: Hayir [
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Appendix D. Padua Inventory
PADUA ENVANTERI (PADUA INVENTORY)

Asagidaki ifadeler hemen herkesin gilinliik yasaminda karsilastigi diisiince ve
davraniglar1 tanimlamaktadir. Liitfen her bir ifade i¢in size en uygun goriinen ve bu tiir
davranis ya da diisiincelerin olusturabilecegi rahatsizlik derecesine en uygun olan tek
bir se¢enegi isaretleyiniz.

No Hi¢ | Cok | Cok | Epeyce | Asiri
az cok
1. | Paraya dokundugumda ellerimi kirlenmis | O 1 2 3 4
hissederim.
2. | Viicut salgilar ile (ter, tiikiirtik, idrar, vb. | 0 1 2 3 4

gib1) hafif bir temasla bile giysilerimin
kirlenebilecegini veya bir sekilde zarar
gorebilecegimi diigiiniiriim.

3. | Yabancilarin veya belirli insanlarin | O 1 2 3 4
dokundugunu biliyorsam, bir nesneye
dokunmakta zorlanirim.

4. | Cope veya kirli seylere dokunmakta | O 1 2 3 4
zorlanirim.
5. | Mikrop kapmaktan ve hastaliklardan | O 1 2 3 4

korktugum i¢in umumi tuvaletleri
kullanmaktan ka¢inirim.

6. | Bulasic1 hastaliktan korktugum icin | 0 1 % 3 4
halka acik telefonlar1 kullanmaktan
kaginirim.

7. | Ellerimi gereginden daha sik ve uzun | 0 1 2 3 4
stire yikarim.
8. | Bazen sadece kirlendigim ya da mikrop | 0 1 2 3 4
kaptigimi diisiinerek derhal yikanir veya
temizlenirim.

9. | Bir seye dokundugumda “mikrop | O 1 2 3 4
kaptigim1”  diisiinerek, derhal yikanir
veya temizlenirim.

10. | Bir hayvanin bana dokunmas1 halinde, | 0 1 2 3 4
kendimi kirli hisseder ve derhal veya
istiimdeki giysileri degistirmem gerekir.
11. | Kaygilar ve iiziintiiler aklima geldiginde, | 0 1 2 3 4
onlar hakkinda giivenebilecegim birisiyle
konusmadan rahat edemem.

12. | Giyinirken, soyunurken ve yikanirken, | 0 1 2 3 4
ozel bir swray1r takip etme zorunlulugu
hissederim.

13. | Yatmadan 6nce belirli seyleri belirli bir | 0 1 2 3 4
sirayla yapmak zorundayim.

14. | Yatmadan Once giysilerimi &zel bir | 0 1 2 3 4
sekilde asmak  veya  katlamak
zorundayim.
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15.

Belirli sayilar1 nedensiz yere tekrarlama
zorunlulugu hissederim.

16.

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

17.

Bir seyleri gereginden daha sik kontrol
etme egilimindeyim.

18.

Ocagi, musluklari ve elektrik
diigmelerini kapattiktan sonra tekrar
tekrar kontrol ederim

19.

Tam olarak kapali oldugundan emin
olmak icin, kapilar, pencereleri,
cekmeceleri kontrol etmek ugruna eve
geri donerim.

20.

Dogru bir sekilde doldurdugumdan emin
olmak i¢in formlarin, evraklarin veya
ceklerin ayrmtilarmi siirekli  kontrol
ederim.

21.

Sigara, kibrit gibi yanan cisimlerin tam
olarak sondiiglinden emin olana kadar
geri doniip bakarim.

22.

Elime para aldigim zaman iist iiste birkag
kez sayarim.

23.

Mektuplar1 postalamadan 6nce pek ¢ok
kez dikkatle kontrol ederim.

24.

Onemsiz meselelerde bile, karar vermeyi
zor bulurum.

25.

Ozellikle benimle ilgili 6nemli konular
konusulurken, bir seyleri hi¢cbir zaman
tam olarak ifade edemeyecegim
izlenimine kapilirim.

26.

Bir seyleri 6zenli bir sekilde yapsam bile,
hala yaptigim isi kotii yaptigim veya
eksik biraktigim izlenimine kapilirim.

27.

Yaptigim seylerin pek coguna iliskin
kaygilar ve problemler {iretirim.

28.

Belirli seyler iizerinde diistinmeye
basladigimda, onlara takilip kalirim.

29.

Kendi istegim disinda, hosa gitmeyen
diisiinceler aklima gelir ve onlardan
kurtulamam.

30.

Beynim siirekli olarak kendi bildigini
yapiyor ve ben cevremde olup bitene
ayak uydurmakta giicliik ¢ekiyorum.

31.

Dalgmhigimmm veya yaptigim kiiglik
hatalarin felaket sonuglar doguracagini
diigtiniiriim.

32.

Bazen hi¢ nedeni yokken nesneleri
saymaya baglarim.
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33.

Onemsiz sayilari tamamryla hatirlamam
gerektigi hissine kapilirim.

34.

Bir diigiince veya siiphe aklima takildig1
zaman, onu biitiin yonleriyle goézden
gecirmem gerekir ve bu sekilde yapana
kadar rahat edemem.

35.

Belirli durumlarda, kontroliimii
kaybetmekten ve utang verici seyler
yapmaktan korkarim.

36.

Bir kopriiden veya yiiksek bir pencereden
asaglya baktigim zaman, kendimi
bosluga birakacakmis gibi hissederim.

37.

Yaklasan bir tren gordigiim zaman,
bazen kendimi onun altina atabilecegimi
diisiintiriim.

38.

Araba stlirerken bazen i¢imden bir his
arabay1 birilerinin iistiine veya bir seylere
dogru siirmeye zorlar.

39.

Silahlara bakmak beni heyecanlandirir ve
siddet i¢ceren diislincelere siirtikler.

40.

Bicaklarin, kamalarm ve diger kesici
aletlerin  keskin tarafindan rahatsiz
olurum.

41.

Bazen sebepsiz yere bir seyleri kirmak
veya hasar vermek ihtiyaci hissederim.
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Appendix E. Metacognition Questionnaire-30
USTBILISLER OLCEGI-30 (METACOGNITION QUESTIONNAIRE - 30)

Bu anket kisilerin kendi diisiincelerine iligkin inanglarini incelemektedir. Asagida bireyler
tarafindan ifade edilmis bazi inan¢g maddeleri listelenmistir. Liitfen her bir maddeyi okuyarak
her birine ne kadar katildiginizi uygun rakamu isaretleyerek belirtiniz (1: kesinlikle
katilmiyorum; 2: kismen katilmiyorum; 3 kismen katiliyorum; 4: kesinlikle katiliyorum).
Liitfen tim maddeleri cevaplandirmiz. Bu ankette dogru ya da yanlis cevap
bulunmamaktadir.

Kesinlikle Kismen Kismen Kesinlikle
katilmiyorum | katilmiyorum | katiliyorum | katiliyorum

1. | Endiselenmek 1 2 3 4
gelecekteki
problemlerden
kaginmama yardimci
olur.

2. | Endiselenmem benim | 1 2 3 4
icin tehlikelidir.

3. | Aklimdan gecenlerle 1 2 3 4
¢ok ugrasirim.

4. | Endise ede ede 1 2 3 4
kendimi hasta
edebilirim.

5. | Bir problem iizerinde | 1 2 3 4
diisliniirken zihnimin
nasil ¢alistiginin
farkindayimdir.

6. | Eger beni 1 2 3 4
endigelendiren bir
diistinceyi kontrol
edemezsem ve bu
gerceklesirse, benim
hatam olur.

7. | Diizenliligimi 1 2 3 4
siirdiirebilmem i¢in
endise etmeye
ihtiyacim var.

8. | Kelimeler ve isimler 1 2 3 4
konusunda bellegime
pek giivenim yoktur.

9. | Ne kadar engellemeye | 1 2 3 4
calisirsam calisayim,
endise verici
diisiincelerim devam
eder.

10. | Endiselenmek 1 2 3 4
kafamdaki diisiinceleri
diizene sokmama
yardim eder.

11. | Endige verici 1 2 3 4
diisiinceler aklima
geldiginde onlari
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gérmezden
gelemiyorum.

12.

Diisiincelerimi izlerim.

o

N

13.

Diislincelerimi her
zaman kontrol altinda
tutmaliyim.

o

14.

Bellegim zaman
zaman beni yaniltir.

15.

Belirli diistincelerimi
kontrol etmedigim igin
cezalandirilacagim.

16.

Endigelerim beni
delirtebilir.

17.

Diislindiigiimiin her an
farkindayimdir.

18.

Zayif bir bellegim
vardir.

19.

Dikkatim zihnimin
nasil ¢alistigiyla
mesguldiir.

20.

Endiselenmek bir
seylerin iistesinden
gelmeme yardim eder.

21.

Diistincelerimi kontrol
edememek bir zayiflik
isaretidir.

22.

Endiselenmeye
basladigimda zaman
zaman kendimi
durduramam.

23.

Endiselenmek
problemleri ¢6zmede
bana yardimci olur.

24.

Bir yerleri hatirlama
konusunda bellegime
pek giivenmem.

25.

Belirli seyleri
diisiinmek kotiidiir.

26.

Bellegime giivenmem.

N

27.

Eger diislincelerimi
kontrol edemezsem
islerimi siirdiiremem.

28.

Iyi calisabilmek i¢in
endiselenmeye
ihtiyacim vardir.

29.

Olaylar1 hatirlama
konusunda bellegime
gliivenmem.

30.

Diisiincelerimi siirekli
gdzden geciririm.
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Appendix F. Locus of Control Scale
KONTROL ODAGI OLCEGI (LOCUS OF CONTROL SCALE)

Bu anket, insanlarin yagama iligkin baz1 diisiincelerini belirlemeyi amaglamaktadir.
Sizden, bu maddelerde yansitilan diisiincelere ne 6lgiide katildiginizi ifade etmeniz
istenmektedir. Bunun i¢in, her maddeyi dikkatle okuyunuz ve o maddede ifade edilen
diisiincenin sizin diisiincelerinize uygunluk derecesini belirtiniz. Bunun i¢in de her
ifadenin karsisindaki se¢eneklerden sizin goriigiiniizii yansitan kutucugu
isaretlemeniz yeterlidir. “Dogru” ya da “yanlig” cevap diye bir sey s6z konusu
degildir.

No Hig Pek Uygun | Olduk¢a | Tamamen

uyygun | uygun uygun uygun
degil degil

1. | Insanm yasamindaki
mutsuzluklarin ¢ogu,
biraz da sanssizliga
baghdir.

2. | Insan ne yaparsa yapsimn
isiitiip hasta olmanin
Ooniline gecemez.

3. | Bir seyin olacag1 varsa
eninde sonunda mutlaka
olur.

4. | Insan ne kadar cabalarsa
cabalasim, ne yazik ki
degeri genelde
anlasilmaz.

5. | Insanlar savaslari
Onlemek icin ne kadar
caba gosterirse
gostersinler, savaglar
daima olacaktir.

6. | Bazi insanlar dogustan
sanshdir.

7. | Insan ilerlemek i¢in giic
sahibi kisilerin gonliinii
hos tutmak
durumundadir.

8. | Insan ne yaparsa yapsin,
hi¢bir sey istedigi gibi
sonu¢lanmaz.

9. | Bir ¢ok insan,
rastlantilarin yasamlarimi
ne derece etkilediginin
farkinda degildir.

10. | Bir insanin halen ciddi
bir hastaliga
yakalanmamig olmasi
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sadece bir sans
meselesidir.

11.

Dort yaprakli yonca
bulmak insana sans
getirir.

12.

Insanin burcu hangi
hastaliklara daha yatkin
olacagini belirler.

13.

Bir sonucu elde etmede
insanin neleri bildigi
degil, kimleri tanidig:
onemlidir.

14.

Insanm bir giinii iyi
basladiysa iy1, kotii
basladiysa kotii gider.

15.

Basarili olmak ¢ok
calismaya baghdir;
sansin bunda pay1 ya hig
yoktur ya da ¢ok azdir.

16.

Aslinda sans diye bir sey
yoktur.

17.

Hastaliklar cogunlukla
msanlarin
dikkatsizliklerinden
kaynaklanar.

18.

Talihsizlik olarak
nitelenen durumlarin
cogu, yetenek
eksikliginin, ihmalin,
tembelligin vb.
nedenlerin sonucudur.

19.

Insan, yasaminda
olabilecek seyleri kendi
kontrolii altinda tutabilir.

20.

Cogu durumda yazi-tura
atarak da isabetli kararlar
verilebilir.

21.

Insanin ne yapacagi
konusunda kararl
olmasi, kadere
giivenmesinden daima
lyidir.

22.

Insan fazla bir ¢aba
harcamasa da, karsilastig
sorunlar kendiliginden
¢Ozilir.

23.

Cok uzun vadeli planlar
yapmak her zaman
akillica olmayabilir,
clinkii bir ¢cok sey zaten
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iyi ya da kotii sansa
baglidir.

24.

Bir ¢ok hastalik insani
yakalar ve bunu 6nlemek
miimkiin degildir.

25.

Insan ne yaparsa yapsin,
olabilecek kotii seylerin
Oonlne gecemez.

26.

Insanm istedigini elde
etmesinin talihle bir ilgisi
yoktur.

27.

Insan kendisini
ilgilendiren bir¢ok
konuda kendi basina
dogru kararlar alabilir.

28.

Bir insanin basina
gelenler temelde kendi
yaptiklarinin sonucudur.

29.

Halk yeterli ¢cabay1
gosterse siyasal
yolsuzluklar1 ortadan
kaldirabilir.

30.

Sans ya da talih hayatta
Oonemli bir rol oynamaz.

31.

Saglikli olup olmamay1
belirleyen esas sey
insanlarm kendi
yaptiklar1 ve
aliskanliklaridir.

32.

Insan kendi yasamma
temelde kendisi yon
Verir.

33.

Insanlarin talihsizlikleri
yaptiklar1 hatalarin
sonucudur.

34.

Insanlarla yakimn iliskiler
kurmak tesadiiflere degil,
caba gostermeye baglidir.

35.

Insanin hastalanacag:
varsa hastalanir; bunu
Oonlemek miimkiin
degildir.

36.

Insan bugiin yaptiklariyla
gelecekte olabilecekleri
degistirebilir.

37.

Kazalar dogrudan
dogruya hatalarm
sonucudur.

38.

Bu diinya gii¢ sahibi
birkag kisi tarafindan
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yonetilmektedir ve sade
vatandasin bu konuda
yapabilecegi fazla bir sey
yoktur.

39.

Insanin dini inancinmn
olmasi, hayatta
karsilasacagi bir ¢ok
zorlugu daha kolay
asmasina yardim eder.

40.

Bir insan istedigi kadar
akill1 olsun, bir ise
basladiginda sans1 yaver
gitmezse basarili olamaz.

41.

Insan kendine iyi baktig
stirece hastaliklardan
kac¢mabilir.

42.

Kaderin insan yagami
iizerinde ¢ok biiyiik rolii
vardir.

43.

Kararlilik bir insanin
istedigi sonuglari
almasinda en 6nemli
etkendir.

44.

Insanlara dogru seyi
yaptirmak bir yetenek
isidir; sansin bunda pay1
ya hi¢ yoktur ya da ¢ok
azdir.

45.

Insan kendi kilosunu,
yiyeceklerini ayarlayarak
kontrol altinda tutabilir.

46.

Insanm yasammin
alacagi yonii,
cevresindeki gii¢ sahibi
kisiler belirler.

47.

Biiyiik ideallere ancak
calisip ¢abalayarak
ulasilabilir.
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