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ABSTRACT

Background: Among all mental illnesses, obsessive compulsive
disorder (OCD) is the leading cause of disability, thus it's critical to
Email: improve knowledge of the disorder's etiology and potential risk factors
heba.ahmed1984@yahoo.com | for future prevention. Preventing abusive relationships can improve
the disease's symptomatology and prevent further consequences,
particularly suicidal ideation or intent for a higher quality of life.
Abusive relationships can also be a trigger for the onset of symptoms
of the disorder or worsen preexisting symptoms and maintenance
pathophysiology. Therefore, in order to prevent more abuse and its
problems in society and improve people's quality of life, we sought to
illustrate the effects of abusive relationships (both during childhood
and maturity) on the clinical picture and severity of OCD among
participants.

Methods: The study was carried out using a descriptive cross-sectional
design. The sample had been collected randomly within 2 years (from
January 2020 to January 2022) where all female patients diagnosed as
OCD according to DSM IV Diagnostic criteria. The study was
conducted in Psychiatry Department (inpatient ward and the outpatient
clinic) Zagazig University hospitals, Sharkia, Egypt.

Results: 76(89.4%) participants had history of childhood trauma
exposure; 36(42.4%) of them had also Intimate partner violence (IPV)
exposure. There is a statistically significant relation between exposure
to childhood trauma and compliance. All patients without violence had
good compliance versus 53.9% of those exposed to childhood trauma.

Conclusion: High frequency of Childhood Trauma among our
patients insure that it plays great role in psychopathology of Obsessive
Compulsive Disorder.

Keywords: Abusive Relationships; Female; Obsessive Compulsive
Disorder.

“Corresponding author:
Heba A. Abdelsalam

Submit Date 21-01-2025
Accept Date  30-01-2025

INTRODUCTION in obsessive rituals or routinely avoid

he hallmarks of obsessive-compulsive

disorder (OCD) include persistent,
disruptive obsessions and/or compulsions.
Usually regarded as unreasonable, obsessions
are intrusive, upsetting ideas. Even though
intrusive thoughts are nearly universal in the
general population, OCD sufferers consider
their intrusions to be more serious and
distressing. In an attempt to control their
obsessions and the detrimental consequences
that go along with them, people either engage
Elsafy, E., et al

situations or stimuli that could trigger the
intrusions.  The  American  Psychiatric
Association [1] states that OCD sufferers
often feel the urge to perform repetitive
compulsions, often under strict, strange
restrictions; these behaviors are often
irrational or performed excessively.

OCD is the leading cause of disability among
all mental illnesses, although being relatively
rare in the general population (estimates for
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its 12-month and lifetime prevalence are 1.2%
and 2.3%, respectively) [2].

Many people with obsessive-compulsive
disorder attribute the origin of their symptoms
to a difficult time in their lives or a specific
traumatic event, and they frequently cite
psychosocial stress as a contributing reason to
their  symptoms. Uncertainty  surrounds
whether stress or trauma is a trigger that
exacerbates obsessive-compulsive disorder
symptoms in  conjunction with  other
psychiatric symptomatology, a triggering
factor that interacts with a preexisting
diathesis, or an independent cause of
obsessive-compulsive disorder symptoms [3].
Because of this, little is known about the
pathophysiological connection between stress
and obsessive-compulsive disorder.

There are substantial costs associated with
childhood maltreatment, which is defined as
emotional, physical, and sexual abuse or
emotional and physical neglect, for both the
victim and society as a whole [4] and raises
the risk of physical illness or mental disorders
in adulthood [5].

Prior studies examining how childhood
maltreatment contributes to the development
of psychopathology have primarily examined
mental illnesses like substance use disorder,
posttraumatic ~ stress  disorder  (PTSD),
personality disorders, and affective disorders
[6]. Additionally, there is some preliminary
evidence that child abuse and neglect have an
impact on obsessive-compulsive disorder
(OCD), however it is conflicting and poor.
Children who witness their fathers harassing
their mothers are more likely to use the same
aggressive habit that their parents adopted and
to pass on violent behavioral patterns to
future generations. According to Korkmaz et
al. [7], it even encourages "genocide™ to be
passed down through the generations. Women
who grew up witnessing their parents'
arguments and who embraced certain
patriarchal ideologies are more likely to
experience their spouses' violent, hazardous,
and cruel actions as adults [8].

Comorbidity (depression and anxiety levels)
may act as a mediator in studies that
demonstrated a substantial  association
between CT and OCD severity [9].
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Suicidality is a chronic and extremely
common comorbidity of OCD, with a
prevalence of between 13% to 47% in OCD
patients [10]. Even after adjusting for the
severity of OCD and/or depression, UOTs
and/or RFH were found to be more linked to
suicidal risk among OC symptoms [11].
According to Moasheri et al. [8], women who
suffer from severe OCD are more likely to
experience abuse from their spouses; hence,
OCD is a good indicator of violence against
women. Obsessive-compulsive disorder may
result in low self-esteem, elevated anxiety,
incompatibility (which diminishes decision-
making power), difficulty resolving issues,
and interruptions in  women's social
performance, all of which enhance their
susceptibility to violence. However, the
physical, mental, and social performance of
women is negatively impacted by partner
violence. Due to the high expense and lengthy
treatment process, physical and mental issues
may go untreated, which raises the possibility
of psychiatric disorders and aggression.
Women’s OCD can both contribute to and
result from abuse.

METHODS
A descriptive cross-sectional design was used
to conduct the study. All of the female
patients in this group, who were randomly
selected between January 2020 and January
2022, have been diagnosed with obsessive
compulsive disorder based on the DSM IV
diagnostic criteria. This study included 85
female patients with obsessive compulsive
disorder as their primary diagnosis (the reason
for seeking medical advice). The study was
carried out at Zagazig University Hospitals in
Sharkia, Egypt, in the Psychiatry Department
(inpatient ward and outpatient clinic). Each
patient's assessment took roughly two hours.
Approval was obtained from the Institutional
Review Board (IRB Number 5477-10/7/2019)
and  Psychiatry  Department, Zagazig
University. After discussing the purpose of
the study with the participants, written
informed consents were obtained.
Inclusion Criteria:

» The DSM-IV criteria for obsessive
compulsive disorder should be met by the
patients.

* Only female patients will be covered.
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* The age will be between 18 and 60.

* When OCD was the primary disorder
for which treatment was sought, participants
with other comorbid mental diagnoses were
also included.

Exclusion Criteria:

* Individuals having a history of mental
retardation, bipolar disorder, personality
disorders, alcohol/substance use problems,
schizophrenia, or any psychotic disorder.

* Individuals having a history of
neurological conditions, head injuries, or a
major coexisting medical condition that may
be related to psychiatric disorders or
functional disabilities (e.g., cancer, renal
failure, ischemic heart disease, cardiac failure,
epilepsy, etc.) were not included.

A comprehensive psychiatric evaluation was
conducted on each patient using semi-
structured interviews, as well as the patient's
medical history as HTN/DM, clinical
characteristics of the disorder (age of onset,
duration, course of OCD, history of prior
hospitalization, history of suicide, history of
previous psychological or
psychopharmacological treatment,
compliance on treatment, and family history
of psychiatric disorders), and other factors. A
comprehensive psychiatric sheet included in
the semi-structured interview enabled each
patient to acquire a psychiatric diagnosis by
the end of the session, during which the
Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-IV) criteria
were used to confirm the diagnosis of OCD
[12].
The following Psychometric Scales were
administered:
A. The Structured Clinical Interview for
DSM-1V (SCID-1) (Arabic version):
To ascertain whether particular symptoms are
present that permit diagnosis in accordance
with DSM-IV criteria, the SCID-I was used,
which consists of a standard set of questions.
The SCID is primarily used for research,
diagnostic evaluation, and mental health
professional training. According to First and
Gibbon [13], it evaluates thirty-three of the
more prevalent mental illnesses listed in the
Diagnostic and Statistical Manual (DSM-1V),
fourth edition, of the American Psychiatric
Association's Axis | disorders.
Elsafy, E., etal
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Prior research at the Institute of Psychiatry,
Ain  Shams University, translated and
validated the Arabic version of the SCID-I
used in this study [14].

B. Yale—Brown _Obsessive _Compulsive

Scale (YBOCYS) (Arabic version)

It divided OCD symptoms into two
categories: reactive (doubt, hoarding, and
contamination) and autogenic (aggression,
religion, and sexuality).
Severity rating scale is a test that rates the
severity of obsessive-compulsive disorder
(OCD) symptoms [15]. Each item on the 10-
item self-rating scale is rated from 0 (no
symptoms) to 4 (severe symptoms), for a total
possible score range of 0 to 40. The scale asks
about the patient's resistance and control over
these ideas, how much time they spend on
obsessions, and how much impairment or
distress they experience. Compulsions are
also subjected to the same kinds of questions
(e.g., interference, time spent, etc.). Based on
the overall score, the results can be
interpreted as follows: sub-clinical for scores
0-7, mild for scores 8-15, moderate for
scores 16-23, severe for scores 24-31, and
extreme for scores 32—40.

Individuals with mild or higher scores are
probably having a major detrimental effect on
their quality of life and have to think about
getting professional assistance to reduce their
obsessive-compulsive symptoms.

C. The Hamilton Depression Rating Scale

(HDRS) (Arabic version)

Using a clinician-rated scale, adults'
depression symptoms are measured for
intensity and change during a 20-30 minute
period. The most popular depression
diagnostic tool used by clinicians is the
HDRS, sometimes referred to as the Ham-D.
17 items (HDRS17) related to depressive
symptoms throughout the previous week are
included in the original form. The HDRS's
focus on depressing and physical symptoms
of depression stems from its initial
development for hospital inpatients. Each
edition has a different scoring methodology.
A score of 0—7 on the HDRS17 is generally
seen as being within the normal range (or in
clinical remission), while admittance to a
clinical trial usually requires a score of 20 or
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higher (indicating at least severe severity).
[16].

D. The Conflict _Tactics

(Arabic version):

The Revised Conflict Tactics Scale (CTS2),
developed by Straus et al. [17], was used to
measure IPV. The CTS2 is a 36-item self-
report tool that assesses how much a couple
who are dating, living together, or married
attacks one another physically and
psychologically, as well as how they resolve
disagreements over the course of the last 12
months by using negotiation or reasoning.
The two components of relationship abuse—
physical harm from attacks and sexual
coercion—are also examined by the measure.
There are minor and severe subscales for
psychological hostility and physical assault.
The six-item negotiation scale describes the
steps done to resolve a dispute amicably
through dialogue. There are three emotional
and cognitive components on this measure.
Examples of conversation foci include
cognitive elements, such as the proposal of a
compromise in a dispute.
By requesting expressions of care and respect
for the e.g., emotional items gauge the degree
to which positive affect is conveyed. "Despite
our disagreements, | showed my partner that |
cared.”
Psychological aggression is the employment
of both spoken and unspoken actions that
have the impact of controlling or criticizing
the partner. A partner being insulted or cursed
at are examples of light psychological
aggression (4 items), while trashing a
possession or threatening to strike a partner

scale (CTS)

are examples of severe psychological
aggression (4 things).
Physical assault explains the particular

behaviors that fall under the category of
physical violence. Pushing or slapping are
examples of minor physical assault (5 items),
whereas beating, kicking, burning, or using a
gun or knife on a partner are examples of
serious physical assault (7 items).

Physical injury consists of three sexual assault
items and seven other items.

The CTS has been used previously in the
Arabic culture [18]. Only slight variations
between the two translations were found
when the Arabic-translated version of the
Elsafy, E., etal
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instrument was employed after translation and
back translation. To guarantee consistency
between the Arabic and English versions of
the tool, this Arabic version was then
presented to a panel of four bilingual and
bicultural Arabic researchers. The CTS2 is
scored using the same guidelines as the CTS1
[17].

The reference period for each method is the
preceding 12 months, and the response
options vary from "0=never" to "6=more than
20 times." Prevalence is the proportion of
people who report at least one instance of the
behavior in  question. A  behavior's
"chronicity" is the frequency with which it
occurs among those who record at least one
occurrence of it. The reliability of the scale
used in this investigation was judged
sufficient with a Cronbach's alpha coefficient
of 0.95 [18].

E. The Columbia Suicide Severity Rating

Scale (C SSRS) (Arabic version):
The instrument has shown strong convergent,
divergent, and predictive validity, sensitivity
to change, and sensitivity and specificity. It
was created to differentiate between suicidal
ideation and behavior and measures
suicidality through four constructs: lethality,
suicidal behavior, severity of ideation, and
intensity of ideation. The outcomes listed
below fall within C-SSRS categories and have
yes/no binary answers. To make it easier to
define the composite and comparative
endpoints and to present the results clearly,
the categories have been rearranged from the
original scale.
Wishing to die is Category 1; non-specific
active suicidal thoughts are Category 2; and
active suicidal ideation using any method (not
planned) without intending to act is Category
3. Active suicidal ideation with some intent to
act, without a specific plan, falls under
category four. Active suicidal ideation with a
specific plan and intent falls under category
five. Preparatory acts or behavior falls under
category six. Aborted attempts, interrupted
attempts, actual attempts (non-fatal), and
completed suicide fall under category nine.
Although unrelated to suicide, self-harming
activity without suicidal intent is also a C-
SSRS outcome with a yes/no binary response.
A numerical score obtained from the C-SSRS
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categories is the result that follows. The
score, which is used to determine therapy
emergence, is generated for each patient at
each evaluation. The highest suicidal ideation
category (1-5 on the CSSRS) that was present
during the evaluation is known as the Suicidal

Ideation Score. If there is no ideation, give it

a score of 0.

Endpoints:

Composite endpoints based on the above

categories are defined below:

* Suicidal ideation: A "yes" response to
any one of the five C-SSRS suicidal ideation
items (Categories 1-5) at any point during
therapy.

* Suicidal behavior: A "yes" response to
any one of the five C-SSRS suicidal behavior
questions (Categories 6-10) at any point
during treatment.

* Suicidal ideation or behavior: A "yes"
response to any one of the C-SSRS's ten
suicidal ideation and behavior items
(Categories 1-10) at any point during
treatment.

F. Adverse Childhood Experiences
International Questionnaire (ACE-1Q)
(Arabic version):

The ACE-IQ, an international questionnaire

for adverse childhood experience, was created

to gauge adverse childhood experiences. The
scale has forty-three items. The World Health

Organization's (2009) model of adverse

childhood experiences served as the basis for

the scale's development.

The questionnaire is divided into seven

sections.

e Section A (0) asked about demographics,
including age, sex, education level,
marital status, civic engagement, and
employment status during the previous
12 months.

e Section B (1) was a five-item survey
with a yes-or-no response format that
asked questions about marriage.

e Section C: (2) The five items asked about
the relationship with parents or
guardians. The first two items had five
likert response formats, ranging from
never (1) to always (5), while the latter
three items had four progressing

Elsafy, E., etal
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response formats, ranging from never (1)
to many times (4).

e Section D: The 16 items asked questions
on the family environment. The first
five items had a yes-or-no response
format, while the remaining eleven had
a 4-point Likert scale that ranged from
never (1) to many times (4).

e Section E (6) included three items on
peer aggression, the first two of which
had a seven-point Likert scale and the
third question had a four-point
graduated response structure.

e Section F (7): used a 3-item, 4-likert
response  structure with  responses
ranging from never (1) to many times
(4) to measure seeing community
violence.

e Section G (8): Four items in asked about
exposure to war and collective violence,
with response styles ranging from never
(1) to many times (4) [19].

One or no parents, parental separation or
divorce, emotional neglect, physical neglect,
bullying, community violence, collective
violence, living with substance-abusing
household members, living with mentally ill
or suicidal household members, living with
imprisoned household members, emotional
abuse, physical abuse, sexual abuse, and
bullying are the 13 categories into which the
ACE-IQ  questions  about  childhood
experiences have been divided.

Verify the participant's responses to
determine the ACE score using the binary
version: A yes response should be circled and
a 1 should be entered in the last column if the
participant gave an affirmative response,
whether once, many times, or numerous
times. After finishing, you will receive a
response from 0 to 13.

This is that person's ACE (binary) score.
After that, the ACE score was divided into
exposure categories of 0, 1, 2, and >3. It took
about 20 to 30 minutes for each participant to
finish the surveys. In order to accommodate
cultural differences in the Kingdom of Saudi
Arabia (KSA), the questionnaire was
translated into Arabic, then back translated
into English [20].

Statistical analysis
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The data was analyzed using SPSS version
26, known as the statistical tool for the social
sciences. Based on their absolute frequencies,
categorical variables were compared and
described using the chi square test. Ordinal
data between two groups was examined using
the chi square trend test.

RESULTS
The mean age of the 85 female OCD patients
in this study was 32 +18 years, and their ages
ranged from 18 to 60. 42.4% were
housewives, and almost 55% had a modest
degree of education. 54.1% were from rural
areas, 96.5% were Muslims, and almost 53%
were married. 51.8% of them had a positive
family history of mental illnesses, and none of
them smoked or used drugs (Table 1).
Our patients’ OCD began between the ages of
8 and 35 and persisted for one to twenty
years. Only 15.3% of our patients had a
history of hospitalization, 21% had a positive
medical history (such as HTN, DM, etc.), and
the majority of patients (75.3%) had chronic
courses, while more than half (58.8%) had
high compliance with therapy. (Table 2).
When asked if they had ever been exposed to
violence, 76 (89.4%) of the individuals
reported having experienced childhood
trauma, and 36 (42.4%) also reported having
experienced intimate partner abuse. Of our
female OCD patients exposed to IPV, 39
(45.95%) had no prior experience of
childhood trauma, while just 3 (3.5%) did.
(Table 3).
Eighty-nine percent of the 76 female OCD
patients had previously been exposed to
childhood trauma. Patients most frequently
reported  experiencing  physical abuse,
emotional neglect, or witnessing aggressive
treatment of a household member (51.3%),
46.1%, and 43.4%, respectively. Sexual
contact, bullying, mental and physical abuse,

Elsafy, E., etal
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and community and collective violence were
recorded in 19.7%, 39.5%, 27.6%, 32.9%,
35.5%, and 11.8% of cases, respectively.
Among the instances of collective violence
were: parental divorce or separation;
incarcerated family members; drug or alcohol
abusers; and members who were mentally ill
or chronically unhappy. The majority of our
patients have experienced multiple forms of
childhood trauma (Table 4).

Negotiation, physical abuse and
psychological abuse, were very high—84.6%,
76.9%, and 69.2%, in that order. Sexual and
physical injuries were recorded in 7.7% and
30.8% of cases, respectively. Some patients
have experienced multiple forms of violence
from intimate partners (Table 5). Severe
HDRS was reported in 82.4% of studied
patients (Table 6).

The relationship between compliance and
exposure to childhood trauma is statistically
significant. Compared to 53.9% of patients
who had childhood trauma, all patients who
did not experience violence exhibited good
compliance. The age at which OCD first
appears, the length of the illness, a patient's
medical history, or the progression of OCD
are all statistically unrelated to exposure to
childhood trauma (Table 7).

Among all patients, the most often reported
symptoms were doubt and aggression (79.2%
and 72.9% respectively). Religious, sexual,
symmetry, hoarding and contamination were
reported in 40%, 20%, 10.6%, 17.6%, and
44.7% respectively. Severe YBOCS was
reported in 68.2% of patients (Table 1S).
According to Table 2S, approximately 42.3%
of people had no concept or desire to commit
suicide, 30.6% had death wishes, 17.6% had
nonspecific active thoughts, and 3.5%
actually attempted suicide.
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Table (1): Distribution of studied patients according to socio-demographic data

Items n=85 %
Age (year) (Meanx SD) 32.18+9.24 18 — 60 (Range)
<40 years 73 85.9%
>40 years 12 14.1%
Education:

Iliterate 0 0%
primary/middle 9 10.6%
High school(secondary/deplom) 47 55.3%
Higher 29 34.1%
Occupation:

Housewife 36 42.4%
Worker 9 10.6%
Student 17 20%
Employee 15 17.6%
Specialist (high education) 8 9.4%
Marital status:

Single 31 36.5%
Married 45 52.9%
Divorced 6 7.1%
Widowed 3 3.5%
Religions

Muslim 82 96.5%
Christian 3 3.5%
Residence:

Rural 46 54.1%
Urban 39 45.9%
Family history of psychiatric

disorders:

Negative 41 48.2%
Positive 44 51.8%
Smoking/substance

No 85 100%
Yes 0 0%

Table (2): Distribution of studied patients according to Obsessive compulsive disorder-specific
data

Items n =85

Age of onset (year)

Mean +SD 20.6 +6.93 8 — 35 (Range)
Duration (year)

Mean +SD 11.93+6.73 1 - 20 (Range)
Course

Episodic 21 24.7%
Chronic 64 75.3%
Compliance:

Poor 35 41.2%

Good 50 58.8%
Hospitalization:

Elsafy, E., et al 1464 |Page
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Items n =85

No 72 84.7%
Yes 13 15.3%
Medical history:

Negative 67 78.8%
Positive 18 21.2%

Table (3): Distribution of studied patients according to history of violence exposure

Violence n =85 %

No 6 7.1%
Childhood trauma (CT) 76 89.4%
Intimate Partner Violence (IPV) 39 45.9%
Combined CT and IPV 36 42.3%

Table (4): Distribution of studied patients according to childhood trauma questionnaire (n =76)

Subtypes No Yes
n % n %

Emotional neglect 31 (53.9%) 35 (46.1%)
Physical neglect 61 (80.3%) 15 (19.7%)
Household member treated violently 40 (56.6%) 36 (43.4%)
Emotional abuse 46 (60.5%) 30 (39.5%)
Physical abuse 37 (48.7%) 39 (51.3%)
Sexual contact 55 (72.4%) 21 (27.6%)
Bullying 51 (67.1%) 25 (32.9%)
Community violence 49 (64.5%) 27 (35.5%)
Collective violence 68(88.2%) 9(11.8%)

Table (5): Distribution of studied patients according to Straus’s Conflict Tactics Scale (intimate

partner violence) (n =39)

Subtypes No Yes
Negotiation 6 (15.4%) 33 (84.6%)
Psychological abuse 12 (30.8%) 27 (69.2%)
Physical abuse 9 (23.1%) 30 (76.9%)
Physical injury 27 (69.2%) 12 (30.8%)
Sexual injury 36 (92.3%) 3 (7.7%)

Table (6): Distribution of studied patients according to severity of associated depression: (n =85)

HDR-S total score n %
No 0 0%
Mild 0 0%
Moderate 15 17.6%
Severe 70 82.4%

HDRS: Hamilton depression rating scale

Table (7): Relation between exposure to childhood trauma and obsessive compulsive disorder-

specific data

Items No

Childhood trauma

2

X Y

n =6

n =76

Elsafy, E., etal
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Items No Childhood trauma v p
Age of onset (year)

Mean £SD 25+5.48 20.12 £7.04 1.656 | 0.102
Duration (year)

Mean +SD 12+3.46 12.08 + 7.02 -0.027 | 0.978
Medical history:

Negative 6(100%) 61 (80.3%) Fisher | 0.356
Positive 0(0%) 15 (19.7%)

Course

Episodic 3(50%) 18 (23.7%) Fisher | 0.33
Chronic 3(50%) 58 (76.3%)

Compliance:

Poor 0(0%) 35 (46.1%) Fisher | 0.035*
Good 6(100%) 41 (53.9%)

Hospitalization:

No 6(100%) 65 (85.5%) Fisher | 0.591
Yes 0 (0%) 11 (14.5%)

¥“Chi square test **p<0.001 is statistically highly significant *p<0.05 is statistically significant

DISCUSSION
In addition to raising the risk of physical
illness [5] or mental disorders in adulthood,
childhood  maltreatment—which  includes
emotional, physical, and sexual abuse as well
as emotional and physical neglect—is
associated with substantial costs for the
individual and society [4].
Additionally, there is some preliminary
evidence that obsessive-compulsive disorder
(OCD) is influenced by child abuse and
neglect, however this evidence is conflicting
and restricted [6].
85 female patients with an OCD diagnosis
based on the Structured Clinical Interview for
DSM-IV were chosen at random from the
inpatient ward and outpatient clinic at Zagazig
University Hospitals over the course of two
years to participate in our study. Prevalence
rates of childhood abuse were greater among
OCD patients than among controls in most
previous research [21, 22]. and our findings
are consistent with the high prevalence of
childhood trauma among participants (76
female OCD patients, or 89%), many of whom
experienced multiple forms of trauma.
Additionally, according to a 2020 study by
Boger et al. [23] Most people who had
experienced childhood trauma reported many
subtypes, and almost two thirds of the OCD
group reported experiencing abuse and neglect
of some kind. 60% of adults have been shown

Elsafy, E., etal

to have experienced childhood trauma, and
rates in clinical samples can reach 80% to
90%. [24].

However, other research with large sample
sizes and sufficient power [25] did not
discover increased prevalence rates for
childhood trauma of any kind in OCD patients.
210 OCD cases from university treatment
centers made up Grabe et al. [26] sample,
which they compared to 133 age- and sex-
matched controls from the adult general
population (this is a larger sample than ours,
and it includes both sexes, however we only
included females in our study). They
discovered that severe traumatization occurred
in 8.3% of the controls and 6.2% of the OCD
cases. There was no difference in the lifetime
prevalence rates of acute stress disorder,
PTSD, or traumatization between OCD and
control patients (p > 0.05).

Physical abuse, emotional neglect and
watching household member treated violently
were the most common among (near half) of
our patients, 51.3%, 46.1%, and 43.3%,
respectively. These findings are consistent
with findings by Boger et al. [23] that
emotional neglect (76.5%) and emotional
abuse (55.7%) were the most common, as well
as elevated levels of emotional abuse and/or
emotional neglect among OCD patients found
by Hemmings et al. [22].
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Sexual abuse was reported in roughly one-
quarter (24.7%) of our sample; it wasn't a
higher percentage, but it was still regarded as
high. This is consistent with the finding that
some studies [21, 27] found higher rates of
sexual abuse among OCD patients, while other
studies [27, 28] did not report it. Not all
research, meanwhile, has made a distinction
between the different kinds.

Compared to our data and earlier findings, the
Kart et al. [24] study found that 97.5% of OCD
patients experienced physical neglect and
55.6% of the patients claimed childhood
trauma. The socioeconomic backgrounds of
the study participants, who were drawn from a
nearby government hospital, might be lower
than those of the people in earlier research.
The potential influence of cultural differences
on these outcomes must also be taken into
account.

According to research on the connections
between OCD and CT types, all CT types are
linked to OCD, and the magnitude of their
effects is quite close [29].

A relevant clinical topic is whether OCD
patients who do not improve with gold-
standard therapies like exposure and response
prevention should have their early traumatic
experiences addressed. One of the most
enduring forms of psychopathology is OCD
[30].

Clarifying the function of early traumatic
experiences in OCD is important because there
may be clinical consequences if there is a
correlation between the severity of OCD and
childhood trauma. According to some
research, OCD sufferers are more likely than
healthy controls to get CT scans [3, 28], and
many CT scans have been found to increase
adult OCD by almost five times [31].

Despite the high prevalence of contamination
obsessions and doubts among OCD patients
with childhood trauma in our study, these
symptoms were similarly strong among those
who were not exposed, and there was no
discernible difference between the two groups.
However, there was a statistically significant
difference in aggression between the two
groups, which is in line with research by Ay
and Erbay [32] that identified a correlation
between higher CT scores in a group of OCD
patients.
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Even though the majority of OCD patients in
our study (OCD with CT) reported severe
levels of OCD symptoms, including
obsessions and compulsions, we found no
statistically significant relationship between
exposure to childhood trauma and the age at
which OCD onset occurred, the duration of the
disease, the course of OCD, or even its
severity. This is because even the majority of
those without violence experienced severe
OCD symptoms. Similar to our findings,
several research involving OCD patients have
not discovered a connection between the
severity of OCD and the degree of
maltreatment experienced as a kid [30, 33].
Additionally, Kart and Tlrkcapar's [24] study
indicated that there was no significant
difference in the severity of OCD symptoms,
obsession, or compulsion scores between the
OCD with and without CT groups, with the
exception of violent obsessions, which were
significantly more prevalent in the OCD with
CT group. Aggressive obsessions were linked
to scores for BDI, BAI, and childhood
emotional maltreatment. When considering
BDI and BAI scores, there were no statistically
significant mediator effects of depression and
anxiety characteristics on the relationship
between violent obsessions and early
emotional abuse.
But in Miller and Brock’s study [29], trauma
exposure was associated with the severity of
compulsions but not with the severity of
obsessions  (2017) meta-analysis, which
included all OCD and all OCD spectrum
disorders. This could account for the
discrepancy between their findings and ours.
Additionally, Childhood trauma, specifically
sexual, physical, and emotional abuse as well
as emotional neglect, was linked to increased
OCD symptom severity in a study involving
120 OCD patients [34].
According to Kadivari et al. [9], CM was
significantly  correlated  with  depressed
symptoms, OCD severity, OC symptoms, and
BIS (p<0.01). Significant relationships
(p<0.01) were found between BIS and
depressed symptoms, OCD severity, and OC
symptoms. Mathews et al. [35] observed that
938 students reported that childhood trauma
could have a direct or indirect impact on OCD
symptoms.In a general population sample [36]
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and two sizable college student samples [37],
higher levels of childhood abuse were linked
to more severe OCD symptoms.
Furthermore, Boger et al. [23] found a
favorable correlation between higher levels of
abuse and the severity of OCD symptoms.
Crucially, this association persisted even after
adjusting for PTSD, anxiety, and depression.
Demirci's study of 201 college students
revealed that those with high childhood trauma
scores also had higher levels of obsessive-
compulsive symptoms [38].
Conclusions
Our patients' high prevalence of childhood
trauma ensures that it has a significant impact
on the psychopathology of obsessive-
compulsive disorder.
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