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The effects of childhood emotional abuse on aggressive obsessions among
patients with obsessive compulsive disorder may be mediated by symptoms of
depression and anxiety
Ayşegül Kart a and Hakan Türkçapar b

aPscyhiatry Department, Bakırköy Mazhar Osman Mental Health and Neurological Diseases Education and Research Hospital, Istanbul,
Turkey; bPsychology Department, Hasan Kalyoncu University, Gaziantep, Turkey

ABSTRACT
OBJECTIVE: The purpose of this study was to evaluate the relationship between childhood
traumas (CTs) and severity and symptom dimensions of Obsessive Compulsive Disorder (OCD).
METHOD: One hundred and sixty (160) patients diagnosed with OCD were included. The Yale-
Brown Obsessive-Compulsive Scale (YBOCS), the Childhood Trauma Questionnaire (CTQ), the
Beck Depression Inventory (BDI), and the Beck Anxiety Inventory (BAI) were applied to the
participants.
RESULTS: According to a cut-off score of > 35 for CTQ total score, 71 (44.4%) OCD patients had
no CT history and 89 (55.6%) OCD patients had CTs history. There were no significant difference
between the two groups with regard to YBOCS total score or to obsessions and compulsions
except aggressive obsessions. The associations between aggressive obsessions, BDI total
score, BAI total score and emotional abuse were statistically significant, but the correlation
between aggressive obsessions and emotional abuse was no longer significant after
controlling for BDI and BAI total scores. In the parallel multiple mediator model analysis,
there were not statistically significant mediator effects of depression and anxiety variables in
the relationship between emotional abuse and aggressive obsessions. Mobility in childhood
was significantly correlated with physical abuse, and this correlation was still significant after
controlling for BDI and BAI total scores. BDI total score was significantly associated with
sexual abuse.
CONCLUSION: The relationship between CTs and OCD should be reconsidered in light of other
contributing factors such as comorbidity.
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Introduction

Obsessive Compulsive Disorder (OCD) is diagnosed
according to the presence of obsessions and compul-
sions. It has an estimated lifetime prevalence of 2.3%,
and it tends to co-occur with a significant social and
occupational impairment, poor quality of life and
chronic course [1,2]. As we know from the genetic
studies of OCD, approximately 50% of the OCD symp-
tom variance has been explained by non-genetic
environmental factors; thus, it is important to deter-
mine these factors to understand the aetiology of the
disease [3].

Traumatic experiences during childhood, including
abuse and neglect, can cause or exacerbate psychiatric
disorders in adulthood [4]. Childhood traumas (CTs)
can affect neurobiological and neuroendocrine systems
and lead to vulnerability to developing psychiatric dis-
orders in later life [5]. There are many studies on the
relationship between CTs and adult psychopathology,
and it has been shown that CTs are significantly associ-
ated with psychosis, affective disorders, anxiety

disorders, substance use disorders and borderline per-
sonality disorder [6–12].

There are also studies claiming that CTs are
observed more frequently in patients with OCD
when compared to healthy controls [13–15]. Multiple
CTs are shown to increase adult OCD nearly five
times [16]. When we look at the relationship between
CTs and OCD severity and chronicity, there are incon-
sistent results in the literature. Some studies found a
significant relationship with CTs and OCD severity
[17–19], while others did not [20–22]. In a recent
meta-analysis, it has been found that exposure to
trauma is related to the severity of compulsions, but
not to the severity of obsessions [23]. In a clinical
study, CTs were found to be related to treatment resist-
ance [24]. In another study, CTs found to be related
only to the comorbidity of OCD, not to the severity
or chronicity thereof [20]. Aggression, sexual and reli-
gious obsessions and ritualistic compulsions were
found to be related to higher CT scores in an OCD
patient group [25]. In a prospective study seeking
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risk factors for developing OCD, childhood sexual
abuse was related to all OCD symptom dimensions
except contamination/washing, and physical abuse
was linked to shameful thoughts dimension [26].
There have also been studies linking suicidality and
CTs in OCD [25].

Although the above-mentioned studies revealed sig-
nificant results about the relationship between CTs and
OCD, there are also inconsistent results and limited
studies, particularly about the type of CTs and symp-
tom dimensions of OCD. In this study, we aim to
investigate if exposure to CTs in a large sample of
OCD patient group make any difference according to
sociodemographic and clinical features. Our hypoth-
esis is; CTs are linked to severity and symptom dimen-
sions of OCD.

Methods

Participants

One hundred and eighty-three patients, all of whom
were diagnosed with OCD according to Structured
Clinical Interview for Diagnostic and Statistical Man-
ual of Mental Disorders, Fourth Edition (SCID-I),
and all of whom were admitted to the Bakırköy Mazhar
Osman Mental Health and Neurological Diseases Edu-
cation and Research Hospital OCD outpatient clinic
between March and September 2018, participated in
the study. Of the participants, only those between 18
and 65 years of age and of sufficient cognitive ability
to answer the scales were included in the study, and
those with a psychotic disorder, mental retardation,
lack of education, severe neurological disorder or cog-
nitive deficits were excluded. Ultimately the study con-
sisted of one hundred and sixty patients. The study
protocol was approved by the local ethics committee
(February 6 2018 date and 127 number) and the writ-
ten informed consent form was given to all
participants.

Measures

For determining the sociodemographic characteristics
of the participants, a sociodemographic data form,
which included questions about early separation from
parents, childhood mobility, the divorce of parents
and ethnic differences was applied.

Yale-Brown Obsessive-Compulsive Scale (YBOCS)
is an interviewer-rated scale developed to measure
the type and severity of OCD. YBOCS total severity
score is the sum of the first 10 items, ranging from 0
to 40. For the symptom dimensions of OCD, the
YBOCS Symptom Checklist was used. The Turkish val-
idity and reliability study of theYBOCS has been con-
ducted by Karamustafalıoglu et al. [27].

Childhood Trauma Questionnaire (CTQ) is a self-
report scale that consists of 28 items and 5 subscales
(emotional abuse, emotional neglect, physical abuse,
physical neglect and sexual abuse). It is a five-points
Likert-type scale ranging from 1 to 5. In the reliability
and validity study of the Turkish version of the CTQ,
the following cut-off scores were suggested: for total
CTQ score > 35 points; for emotional abuse and phys-
ical neglect subscales > 7 points; for emotional neglect
subscale > 12 points; and for physical and sexual abuse
subscales > 5 points [28].

The Beck Depression Inventory (BDI) was used to
assess the severity of depression, and the Beck Anxiety
Inventory (BAI) was used to assess anxiety severity.
Both scales are four-point Likert-type self-report scales,
and the validity and reliability of the Turkish versions
of both scales have been confirmed [29,30].

Statistical analysis

All statistical analyses were performed using the “Stat-
istical Program for Social Sciences version 22.0.” Com-
parisons of sociodemographic and clinical data were
made with Mann–Whitney U test and chi-square
analysis. Spearman rho correlations were performed
to determine the relationships between CTQ subscales
and obsessions, compulsions and total scores on the
YBOCS, BDI and BAI. Partial correlation analysis
was performed for the relationships of aggressive
obsessions-emotional abuse, and mobility in child-
hood-physical abuse to control for BDI and BAI scores.
The parallel multiple mediator model analysis was per-
formed by using the PROCESS macro, for the mediator
effects of depression and anxiety variables in the
relationship of emotional abuse and aggressive obses-
sions. P < 0.05 was considered to be the statistically sig-
nificant level in all analyses.

Results

According to a cut-off score > 35 for CTQ total score,
71 (44.4%) OCD patients had no CT history and 89
(55.6%) OCD patients had CT history. Sixty-eight
(42.5%) patients had experienced emotional abuse
(EA), 156 (97.5%) patients had experienced physical
neglect (PN), 72 (45%) patients had experienced
emotional neglect (EN), 41 (25.6%) patients had
experienced physical abuse (PA) and 39 (24.4%)
patients had experienced sexual abuse (SA).

The sociodemographic characteristics of the OCD
groups according to the existence of CT history are
presented in Table 1. The only statistical difference
between the two groups was childhood mobility (P =
0.003).

Comorbidities in the OCD group without CT his-
tory and the OCD group with CT history are presented
in Table 2. There were no statistically significant
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difference according to comorbidities between the two
groups. The number of the comorbidities in the OCD
without CT group was 1.35 ± 0.57 and the number of
comorbidities in the OCD with CT group was 1.33 ±
0.6 (P = 0.795).

As given in Table 3, there were no significant differ-
ence between the two groups with regard to obsessions
and compulsions except aggressive obsessions (P =
0.011). The mean YBOCS total score for the OCD
group with no CT history was 20.39 ± 6.81 and for
the OCD group with CT history was 21.31 ± 7.72
(P = 0.371). The mean BDI total score for the OCD

group with no CT history was 17.59 ± 10.44 and for
the OCD group with CT history was 21.75 ± 11.21
(P = 0.018). The mean BAI total score for the OCD
group with no CT history was 15.85 ± 11.68 and for
the OCD group with CT history was 20.37 ± 13.36
(P = 0.03).

As presented in Table 4 and Table 5, the correlations
of CTQ subscales with obsessions, compulsions,
YBOCS total score, BDI total score and BAI total
score revealed that the associations between aggressive
obsessions, BDI total score, BAI total score and
emotional abuse were statistically significant (r =
0.234, r = 0.386, r = 0.288, respectively). The

Table 1. Sociodemographic characteristics of the OCD groups.
OCD group without CT (n = 71) OCD group with CT (n = 89) P

Age (years) ± SD 29.37 ± 8.70 32.37 ± 10.49 0.610
Gender, n (%) Female 39 (54.9) 53 (59.6) 0.670

Male 32 (45.1) 36 (40.4)
Education status, n (%) Primary school 8 (11.3) 17 (19.1) 0.142

Middle school 6 (8.5) 13 (14.6)
High school 16 (22.5) 23 (25.8)
University 41 (57.7) 36 (40.4)

Marital status, n (%) Single 40 (56.3) 44 (49.4) 0.175
Married 29 (40.8) 34 (38.2)
Divorced 2 (2.8) 10 (11.2)
Widow 0 1 (1.1)

Occupation status, n (%) Unemployed 48 (67.6) 60 (67.4) 1.000
Employed 23 (32.4) 29 (28.9)

Any medical disorder, n (%) No 60 (85.7) 72 (81.8) 0.660
Yes 10 (14.3) 16 (18.2)

Alcohol-drug use, n (%) No 56 (78.9) 67 (75.3) 0.729
Yes 15 (21.1) 22 (24.7)

Cigarette use, n (%) No 49 (69) 57 (64) 0.623
Yes 22 (31) 32 (36)

Lifetime suicide attempt, n (%) No 62 (87.3) 70 (78.7) 0.221
Yes 9 (12.7) 19 (21.3)

Parental divorce, n (%) No 66 (93) 76 (85.4) 0.210
Yes 5 (7) 13 (14.6)

Separation from parents, n (%) No 61 (85.9) 67 (75.3) 0.141
Yes 10 (14.1) 22 (24.7)

Religious/ethnic difference, n (%) No 70 (98.6) 82 (92.1) 0.134
Yes 1 (1.4) 7 (7.9)

Childhood mobility, n (%) No 61 (85.9) 57 (64) 0.003*
Yes 10 (14.1) 32 (36)

Family history of psychiatric disorder, n (%) No 46 (64.8) 57 (64) 1.000
Yes 25 (35.2) 32 (36)

Note: Mann–Whitney U test, Chi-square test, Fischer exact Chi-square test.

Table 2. Comorbidity characteristics of the OCD groups.
OCD group
without CT
(n = 71)

OCD group
with CT
(n = 89) χ2 P

Any comorbid
diagnosis, n (%)

No 26 (36.6) 41 (46.1) 1.448 0.229
Yes 45 (63.4) 48 (53.9)

Comorbid depression,
n (%)

No 51 (71.8) 66 (74.2) 0.109 0.742
Yes 20 (28.2) 23 (25.8)

Comorbid social
phobia, n (%)

No 55 (77.5) 68 (76.4) 0.025 0.874
Yes 16 (22.5) 21 (23.6)

Comorbid simple
phobia, n (%)

No 58 (81.7) 76 (75.3) 0.398 0.528
Yes 13 (18.3) 13 (14.6)

Comorbid panic
disorder, n (%)

No 66 (93) 87 (97.8) 1.175 0.242
Yes 5 (7.0) 2 (2.2)

Comorbid post-
traumatic stress
disorder, n (%)

No 70 (98.6) 87 (97.8) 0.372 1.000
Yes 1 (1.4) 2 (2.2)

Other comorbid
diagnosis, n (%)

No 65 (91.5) 86 (96.5) 1.082 0.187
Yes 6 (8.5) 3 (3.5)

Number of
comorbidities, n (%)

1 31 (68.9) 34 (70.8) 2.667 0.544
2 12 (26.7) 13 (27.1)
3 2 (4.4) 0 (0.0)
4 0 (0.0) 1 (2.1)

Note: Chi-square test, Fischer exact chi-square test.

Table 3. Comparisons of the OCD groups according to
obsessions.
Obsessions, n
(%)

OCD group
without CT (n = 71)

OCD group with
CT (n = 89) P

Aggressive No 53 (74.6) 48 (53.9) 0.011*
Yes 18 (25.4) 41 (46.1)

Contamination No 24 (33.8) 27 (30.3) 0.767
Yes 47 (66.2) 62 (69.7)

Sexual No 54 (76.1) 60 (67.4) 0.306
Yes 17 (23.9) 29 (32.6)

Hoarding No 70 (98.6) 86 (96.6)
Yes 1 (1.4) 3 (3.4)

Religious No 38 (53.5) 48 (53.9) 1.000
Yes 33 (46.5) 41 (46.1)

Ordering No 56 (78.9) 59 (66.3) 0.114
Yes 15 (21.1) 30 (33.7)

Other obsession No 55 (77.5) 67 (75.3) 0.892
Yes 16 (22.5) 22 (24.7)

Somatic No 68 (95.8) 84 (94.4) 0.971
Yes 3 (4.2) 5 (5.6)

Note: Chi-square test, Fischer exact chi-square test.
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correlation between aggressive obsessions and
emotional abuse was not significant after controlling
for BDI and BAI total scores (r =−0.150, P = 0.29; r
=−0.175, P = 0.14, respectively). For the mediation
effects of depression and anxiety, we used the parallel
multiple mediator model because both variables
could have a causal relationship with each other and
the relationship between them was statistically signifi-
cant (r = 0.599, P < 0.001). In these analyses, there
were not statistically significant mediator effects of
depression and anxiety variables in the relationship
of emotional abuse and aggressive obsessions (P >
0.05) (Table 6 and Figure 1).

Mobility in childhood was significantly correlated
with physical abuse (r = −0.203, P = 0.005) and, after
controlling for BDI and BAI total scores, the
correlation was still significant (r = −0.204, P =
0.005; r = −0.211, P = 0.004, respectively). BDI total
score was significantly associated with sexual abuse
(r = 0.310).

Discussion

Exposure to trauma in early life has been associated
with a complex interaction with emotional, physiologi-
cal, behavioural, social/interpersonal and cognitive
outcomes [31]. In this study, we aimed to investigate
the impact of childhood trauma exposure to OCD
symptoms and severity by comparing two groups of
OCD patients, those with and those without CT.
Among our sample, 55.6% of the patients (n = 89)
scored above cut-off for CTQ and those were classified
as OCD with the childhood trauma group. OCD symp-
tom severity, obsession and compulsion scores did not
differ significantly across groups except aggressive
obsessions being significantly more common among
the OCD with CT group. Aggressive obsessions corre-
lated with BDI, BAI and childhood emotional abuse
scores. When BDI and BAI scores were controlled,
the relationship with childhood emotional abuse and
aggressive obsessions lost significance and there were
not statistically significant mediator effects of

Table 6. The mediator roles of depression and anxiety in the relationship of emotional abuse and aggressive obsessions.
M1 M2 Aggressive obsessions (Y)

Coefficient S.E P Coefficient S.E P Coefficient S.E P

Emotional abuse (X) a1 1.019 0.298 0.001 a2 0.193 0.347 0.579 c’ 0.074 0.053 0.161
Depression (M1) – – – d21 0.656 0.080 <0.001 b1 0.024 0.020 0.216
Anxiety(M2) – – – – – – – b2 0.026 0.016 0.113
Constant İM1 11.939 2.332 <0.001 İM2 3.852 2.483 0.123 İY −2.113 0.521 <0.001

R2 = 0.097 R2 = 0.584 −2LL = 194.532, Model LL = 14.265
F(1,156) = 11.713, P = 0.001 F(2,155) = 40,536, P = 0.001 P = 0.158, CoxSnell = 0.086

Table 5. Correlations of the CTQ total and subscales scores with obsessions, compulsions and total scores of the YBOCS, BDI, BAI.
Emotional abuse (r) Psychical abuse (r) Sexual abuse (r) Physical neglect (r) Emotional neglect (r) CTQ total score

Aggressive obsessions −0.234** −0.115 −0.139* −0.039 −0.090 −.208**
Contamination obsessions −0.018 0.152* 0.018 0.110 −0.026 −0.057
Sexual obsessions −0.152* −.070 −0.025 −0.013 −0.063 −0.072
Hoarding obsessions −0.105 −0.089 −0.096 −0.026 −0.177* −0.105
Religious obsessions −0.065 0.142* 0.059 −0.068 0.033 0.037
Ordering obsessions −0.053 −0.047 −0.033 0.078 −0.049 −0.123
Other obsessions −0.055 −0.009 −0.094 −0.089 0.032 −0.021
Somatic obsessions −0.093 0.003 0.130 −0.037 −0.138* −0.049
Cleaning compulsions −0.050 0.138* 0.033 0.106 −0.001 −0.058
Checking compulsions −0.154* −0.101 −0.050 0.118 −0.032 −0.109
Repeating compulsions −0.098 −0.047 −0.071 0.033 0.021 −0.070
Counting compulsions 0.100 0.036 0.067 0.163* 0.013 0.085
Ordering compulsions −0.040 −0.011 −0.026 0.128 −0.048 −0.090
Hoarding compulsions −0.024 −0.089 −0.096 −.026 −0.177* −0.115
Other compulsions −0.093 −0.090 −0.034 −0.082 0.026 −0.004
YBOCS total 0.055 −0.129 0.029 −0.069 0.105 0.126
BDI total 0.386** 0.048 0.310** −0.031 0.170* 0.322**
BAI total 0.288** 0.049 0.197* −0.009 0.110 0.252**

Note: Spearman’s Rho Correlation.
**Correlation is significant at the 0.01 level.
*Correlation is significant at the 0.05 level.

Table 4. Comparisons of the OCD groups according to
compulsions.

OCD
group

without CT
(n = 71)

OCD
group
with CT
(n = 89) P

Compulsions,
n (%)

Cleaning No 24 (33.8) 25 (28.1) 0.544
Yes 47 (66.2) 64 (71.9)

Checking No 28 (39.4) 28 (31.5) 0.377
Yes 43 (60.6) 61 (68.5)

Repeating No 44 (62) 52 (58.4) 0.770
Yes 27 (38) 37 (41.6)

Counting No 58 (81.7) 79 (88.8) 0.298
Yes 13 (18.3) 10 (11.2)

Ordering No 59 (83.1) 71 (79.8) 0.740
Yes 12 (16.9) 18 (20.2)

Hoarding No 70 (98.6) 86 (96.6)
Yes 1 (1.4) 3 (3.4)

Other
compulsion

No 56 (78.9) 71 (79.8) 1.000
yes 15 (21.1) 18 (20.2)

Note: Chi-square test, Fischer exact chi-square test.
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depression and anxiety variables on this relationship.
Mobility in childhood correlated with physical abuse
in childhood. This relationship was not affected by
controlling for BDI and BAI. Finally, BDI scores corre-
lated with childhood sexual abuse.

Childhood traumatic experiences have been
reported in 60% of adults and in clinical samples
rates are higher up to 80% to 90% [32]. Consistent
with these results, in our study 55.6% of the OCD
patient population reported CT. 97.5% of our popu-
lation reported physical neglect, which is higher than
the previous reports. The literature on the relationships
between CT types and OCD indicates that all CT types
are associated with OCD and that their effect sizes are
very close in magnitude [23]. Participants in this study
were recruited from a local government hospital and
their socioeconomic levels may be lower than that of
the previous studies’ populations. It is also important
to consider the possible impact of cultural differences
on these results.

Childhood mobility and physical abuse were signifi-
cantly correlated in this study. Childhood mobility has
been shown to increase the risk of suicide, violence and
psychopathology [33]. It has been suggested that fre-
quent childhood mobility is more common among
individuals with low socioeconomic status and may
be a sign of family malfunction [34]. Because mobility
in childhood can be easily overlooked as a factor in the
adult population, its relationship with physical abuse is
important to keep in mind.

Contrary to our hypothesis, we could not find any
relationship between OCD symptom severity and CT
severity/types of CT. Our finding is in line with
previous clinical studies that found no significant
relationship between CT and OCD severity [20–22].
In a meta-analysis suggesting that CTs are related to
severity of compulsions but not the severity of obses-
sions, not only OCD but all Obsessive Compulsive
Spectrum Disorders were included, which might

explain the difference between our results and the
results of the meta-analysis [23]. It has been suggested
that in the studies that found a significant relationship
between CT and OCD severity, comorbidity
(depression and anxiety levels) might be a mediator
[20]. The link between childhood traumatic experi-
ences and the occurrence of OCD has been found to
be stronger if the children had tended to be more
anxious and/or depressed before the trauma [17]. Con-
sistent with these findings, we found higher depression
and anxiety levels in the OCD-with-CT group than in
the OCD-without-CT group.

Aggression, sexual and religious obsessions and
ritualistic compulsions were found to be more com-
mon in an OCD patient group with CTs, and traumatic
life events were associated with obsessions/checking
and symmetry/ordering symptom dimensions in
another OCD patient sample after controlling for
comorbidity [19,25]. We found a mild correlation
between aggressive obsessions and emotional abuse
but the correlation was no longer significant after con-
trolling for depression and anxiety levels and there
were not statistically significant mediator effects of
depression and anxiety variables on this relationship.
Studies on symptom dimensions in major depressive
disorder (MDD) and OCD comorbidity revealed
inconsistent results. There have been studies that
found no significant differences with regard to symp-
tom dimensions and comorbidity in OCD [35–37].
Contrary to this finding, taboo thoughts (aggressive,
sexual, religious obsessions) have been reported to be
related to comorbid MDD and anxiety disorders in
OCD [38,39]. This relation may be an explanation
for the association between aggressive obsessions and
depression and anxiety levels in our study.

CT also have been linked to the development of
MDD [10]. CTs have been reported to increase the
severity, chronicity and treatment resistance of MDD
[40–42]. In this study, we found depression severity
and sexual abuse are correlated. Although in the litera-
ture, emotional abuse/neglect and physical abuse were
found to be the most common CTs in MDD, sexual
abuse was found to increase the risk of depression 1.8
times [43–45]. It has been suggested that the severity
and the duration of the childhood trauma, and not
the type of trauma, are associated with adult psychiatric
disorders, but sexual abuse has been proved to be the
most damaging type, which might have a greater
impact on comorbidity development [23].

Our first limitation was the cross-sectional study
design, which did not allow us to make causal relations
across our results. The second limitation of our study
was the use of self-report measures, especially for
CTs, which may have led to potential recall bias.
Lack of evaluations for personality disorders, life-time
tic comorbidity and meta-cognitive variables are also
limitations of our study.

Figure 1. The mediator roles of depression and anxiety in the
relationship of emotional abuse and aggressive obsessions.
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In this study, which included a large sample of OCD
patients, we could not find a relationship between the
existence of CTs and OCD severity. There were signifi-
cant correlations between childhood mobility and
physical abuse, and between depression and sexual
abuse history. Depression and anxiety levels were
higher in the CT-exposed OCD group. The association
between childhood traumas and their psychological
sequelae in adulthood have been well known for a
long time, but the underlying mechanisms remain
unknown. CTs may have a mediator effect on the
development of different psychopathologies and may
increase the comorbidity rates in vulnerable individ-
uals. To clarify the effects of CTs on OCD, comparisons
with other psychiatric disorders might be helpful.
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