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Genel kaninin aksine, ses duyma fenomeni genel popiilasyonda nadir degildir. Klinik
olmayan poplilasyonlarda oldugu kadar gesitli psikiyatrik durumlarda da yasandigi
icin ayristirilmas1 onemlidir. Ornegin, literatiirde dissosiyatif kimlik bozuklugu
(DKB), anksiyete, obsesif kompulsif bozukluk (OKB) ve psikozda ses duymanin
yasandig1 bildirilmektedir. Bu c¢alisma; dissosiyasyon, g¢ocukluk ¢agi travmasi,
uyumsuz hayal kurma ve dikkat eksikligi diizeylerini dlgerek DKB'ye dayali ses isitme
deneyiminin ayirict tanisini arastirmaktadir. Nihai 6rneklem 692 katilimcidan
olusmustur. Katilimcilara alti bozukluga 6zgili senaryo ile Disosiyatif Yasantilar
Olgegi, Cocukluk Travmas: Anketi, Uyumsuz Hayal Kurma Olgegi ve Eriskin
DEB/DEHB DSM IV Temelli Tamsal Tarama ve Derecelendirme Olgegi
uygulanmistir. Bozukluga 6zgii senaryolar ile sosyo-demografik 6zellikler arasindaki
iligkileri incelemek i¢in Ki-Kare testleri uygulanmistir. Bozukluga 6zgii senaryolar ve
olcekler arasindaki istatistiksel farki belirlemek i¢in Bagimsiz Orneklem t testleri
kullanilmistir. Komorbid olmayan bozukluga 6zgii senaryolar ve 6lgekler arasindaki
farkliliklar1 arastirmak icin Varyans Analizi (ANOVA) yapilmistir. Olgekler ve
bozukluga 6zgli senaryolar1 yasama olasilig1 arasindaki iliskileri incelemek igin
lojistik regresyon kullanilmistir. Sonuglar komorbiditeye sahip bozukluga ozgii
senaryolar yasayan katilimcilar ile yasamayan katilimcilar arasinda istatistiksel
farkliliklar oldugunu ortaya koymustur. Ek olarak, komorbid olmayan bozukluga 6zgii

senaryolarin uyumsuz hayal kurma ve dikkat eksikligi 6l¢ekleri agisindan farklilagtigi



belirlenmistir. Muhakeme temelli senaryo ile ruminasyon temelli senaryo
deneyimlemek dikkat eksikligi agisindan farklilasmaktadir. Muhakeme temelli
senaryo ile OKB temelli senaryo uyumsuz hayal kurma acisindan farklilagmaktir.
DKB temelli senaryo ile muhakeme temelli ses duyma arasinda ise uyumsuz hayal
kurma agisindan sinirda anlamli (marginally significant) bir fark bulunmustur.
Sonuglar ayrica disosiyasyon, c¢ocukluk c¢agi travmasi, uyumsuz hayal kurmanin
yalnizca DKB temelli ses duyma olasiligini artiran risk faktorleri oldugunu
gostermistir. Sonug olarak, bu calisma klinik olmayan poptlasyonda komorbid
olmayan ses duyma deneyimlerinin bir kisminin ayristigin1 ve komorbid durumlarin
birbirinden ayirt edilmesinin metodolojik olarak birtakim zorluklar1 beraberinde
getirdigini tespit etmistir. Gelecekteki arastirmalar, DKB temelli ses duymanin diger
bozukluga 06zgli durumlarla komorbidite agisindan nasil gelistirilecegine

odaklanmalidir.

Anahtar Kelimeler: Cocukluk cag: travmalari, dikkat eksikligi, dissosiyatif kimlik

bozuklugu, ses duyma, uyumsuz hayal kurma.



ABSTRACT

HEARING VOICE EXPERIENCE AND ITS DIFFERNTIAL DIAGNOSIS
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Open Researcher and Contributor ID (ORC-ID): 0000-0002-7704-8606
National Thesis Center Reference Number: 10419083

Thesis Supervisor: Prof. Medaim Yanik

September 2021, 81 Pages

Contrary to general belief, voice hearing phenomena is not rare in the general
population. Differentiation is essential, as it is experienced in a variety of psychiatric
conditions as well as in non-clinical populations. For instance, literature report that
voice hearing is experienced in dissociative identity disorder (DID), anxiety, obsessive
compulsive disorder (OCD), and psychosis. The present thesis aims to distinguish
specific DID-related voice-hearers from other disorder-specific voice hearers. This
study investigated the differential diagnosis of DID based voice hearing experience
through measuring dissociation, childhood trauma, maladaptive daydreaming, and
attention deficit levels. The final sample consisted out of 697 participants. Sample
contained 18-65 years old general population. Convenience sampling method was
used. Participants received six disorder-specific scenarios which are rumination-based,
obsessive compulsive disorder (OCD)-based, anxiety-based, reasoning-based,
psychotic-based and dissociative identity disorder (DID)-based. Dissociative
Experiences Scale, Childhood Trauma Questionnaire, Maladaptive Daydreaming
Scale, and the Adult ADD/ADHD DSM V- Based Diagnostic Screening and Rating
Scale were applied to particiapnts. Chi-Square tests were performed to examine
relationships  between  disorder-specific  scenarios and  socio-demographic
characteristics. Results showed that statistical differences were found between
participants who experience comorbid disorder-specific scenarios and those without

regarding beforementioned scales. There were no statistical differences observed in

vi



non-comorbid disorder-specific scenarios in terms of scale scores. Results also
indicated that dissociation, childhood trauma, maladaptive daydreaming are the risk
factors to increase the probability of experiencing only DID-based voice hearing. In
conclusion, this study found that some of the non-comorbid voice hearing experiences
differentiated in the non-clinical population, and it is identified that distinguishing
comorbid conditions from each other have some methodological difficulties. Future
research should focus on how to advance the model of DID-based voice hearing in

terms of comorbidity with other conditions.

Keywords: Attention deficit, childhood trauma, dissociation, dissociative identity

disorder, maladaptive daydreaming, voice hearing,
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CHAPTER I

INTRODUCTION

1.1. Hearing Voices Phenomena

The hearing voices experience has been defined as an experience of voice hearing
when there is no external stimulus (Stanghellini & Cutting, 2003). Nonetheless,
controversies about the phenomenological dimension of this experience have been
argued in both academic and clinical area (Pilton et al., 2015). According to a literature
review study (Beavan et al., 2011), prevalence rates of the hearing voice experience
are found to range from 0.6% to 84% and the mean was found as 19.3%. This huge
range difference is explained by definition of voice hearing, methodological issues,
gender and ethnicity according to Beaven et al. (2011). Another study carried out with
2,533 participants demonstrated that the life-time prevalence of voice hearing is 7.3%
(Krakvik et al., 2015).

1.2. Dissociative Identity Disorder

"Lack of normal integration of thoughts, feelings, and experiences into the stream of
consciousness and memory™" was referred to by Bernstein and Putnam as dissociation.
(1986). Dissociative Disorders are indicated as a discontinuation of memory, identity,
perception, emotion, behavior, and motor control in a person. People who have
dissociative disorders are affected in terms of their psychological functioning. Also,
dissociative disorders are mostly derived from consequences of trauma (American
Psychiatric Association, 2013). Dissociative identity disorder (DID), according to the
DSM-V, is characterized by five diagnostic criteria, one of the criteria is disrupted
identity that is characterized by two or more distinct personality states and it involves
discontinuity in the sense of self along with associated alterations in memory,

perception, cognition, affect, sensory-motor functioning and/or affect and intrusive



symptoms in the sense of self such as voices, impulses, emotions (American
Psychiatric Association, 2013). We know that DID and dissociative experiences are,
mainly, based on trauma history and attachment-related childhood trauma, neglect or
childhood sexual abuse (e.g., Akyuz et al., 1999; Chu, & Dill, 1990; Parry et al., 2018;
Ross etal., 1990; Tutkun et. al, 1998; Vanderlinden et al., 1993; Zeligman et al., 2017).

1.3. Statement of the Problem

Misdiagnosis of DID was observed in the literature albeit prevalence of DID is not rare
in psychiatric population (Akytiz et al., 1999; Sar, et al., 2014). Beyond, psychiatric
misdiagnosis affects the patient’s quality of life negatively (Awad et al., 2007) and
increase the cost of medical treatment (Salvador-Carulla et al., 1995). According to
literature, true case management and proper diagnosis decrease the cost of treatment
in psychiatric practice (Horn, 2003; Salvador-Carulla et al., 1995). Therefore, the
present thesis aims to distinguish specific DID-related voice-hearers from other
disorder-specific voice hearers and to contribute to the literature and clinical practice
in terms of recognition of DID-based voice hearing. Pilton et al. (2015) reviewed many
studies related to dissociation but the findings did not show a distinguishing criterion
for DID-related voice-hearing and disorder-specific voice-hearing. In addition, there
are some research (Akyliz et al., 1999; Sar et al., 2007) carried out in Turkey that
studied DID in the general population. However, there is no research focusing on DID-
specific voice-hearing phenomena in the literature. Therefore, the aim of this study is
to give a clear-cut understanding of specific voice-hearing phenomena through
questioning how to make DID-based hearing voices more distinct and how to
differentiate it from other disorder-specific voice hearing. As we will be mentioned in
the method section in detail, four scales and various scenarios will be administered to
general population. These scales will be related to dissociation, childhood trauma,

daydreaming, and attention deficit.

To make DID- specific voice-hearing clearer, more explicit, and more distinct from
other disorder-specific voices, we will use daydreaming and attention deficit scales.
According to the literature, alter personalities are one of the fundamental elements of
DID. Furthermore, imaginary companions in childhood can provide a basis for

developing alter personalities in adulthood as well as proneness to fantasy, imaginary



companions and daydreaming are related to each other in the literature (Altintas, 2008;
Butler, 2006; Somer, 2002; Mc Lewin, & Muller, 2006). Also, several studies showed
that there is a negative relationship between reduced attention and DID and
dissociation (Dorahy et al., 2014; Kaplow et al., 2008; McKinnon et al., 2016). In this
respect, measuring daydreaming, attention deficit, childhood trauma will be making

our general aim more reachable.

1.4. Significance Of the Study

Main reason for choosing this topic is the reality of the existence of the voice-hearing
phenomena in the general population, the existence of voice-hearing in nature of DID.
As | said earlier, misdiagnosis is the reality for DID and cost of misdiagnosis
influences both patients’ life and psychiatric medical treatments, negatively. Hence,
differential diagnosis of voice hearing is needed to determine structured treatment
strategies and preventing the confusion in clinical practice (Pierre, 2010). Drawing a
perspective for making differential diagnosis to clinicians will contribute to the clinical
practice, considerably. This study is important as an attempt to the issue of how to
make differential diagnosis of voice hearing. Especially in the case of Turkey, such a
study is not available. One study (Mortan et al., 2010) conducted a group intervention
program (CBT-based) to cope with auditory verbal hallucinations in schizophrenic and
schizoaffective patients. Apart from this study, there are two studies (Mortan and
Sitcl, 2011; Sevi et al., 2016) that focus on auditory verbal hallucinations but both of
these studies were carried out with schizophrenia patients who have auditory verbal
hallucinations So, it can be seen that none of these studies were carried out with a non-
clinical sample nor did these studies inquire about DID-based hearing voices.
Accordingly, there is no study in the literature that has carried out research on DID-

specific voice hearing in the general population.

The important issue of this study is to investigate how the DID- specific hearing voice
phenomena can be differentiated from other disorder-specific voices hearing which are
rumination-based, OCD-based, anxiety-based, reasoning-based, psychotic-based and
DID-based and to provide a specific way of recognition of DID-based voice-hearing.

Also, what makes this research unique is the use of specific scenarios (question-based)



for excluding the various other types of voice-hearing phenomena that encapsulate
specific disorder-based voice-hearing. The outcomes of collected data is expected to
make the DID- based specific hearing voices clearer and more understandable both to
help mental health professionals in clinical practice and future-planned intervention

programs.



CHAPTER Il

LITERATURE REVIEW

2.1. The Nature of Voice Hearing

There are a set of studies that are about hearing voices in the general population.
Lawrence et al. (2010) suggested that in the non-psychiatric population hearing voices,
when no one is around them, is a lifespan experience among adults who have different
employments and relationships and also these people are not distressed by this
experience. When compared with a clinical population, the non-psychiatric population
perceive voices as more gentle and more interested in them. Another study (Beavan,
et al., 2011) claimed that the experience of hearing voices cannot be considered as
negative experiences or directly be attributed to psychopathology. VVoice hearing might

be the distress that derived from interpreting these experiences negatively.

ludici et al. (2019) suggested three categories to understand the phenomena of
hearing voices as follows: socio-cultural, language, and sense-making process
context; all these categories are connected to each other. Beavan (2011) suggested

five factors related to hearing voices phenomena as follows:

1. Persons (voice-hearers) find meaningful themes of voices

2. Voices have a specific identity

3. Voices and persons have relationships with each other

4. The life of the voice-hearer is significantly influenced by hearing voice
experience.

5. Voice hearers have a coercive sense of reality due to hearing voice experience

Beaven (2011) explained the abovementioned factors in detail and proposed several
intervention methods for helping voice-hearers to cope with their strange experiences.

Below is an explanation of these five factors:



Content of the voice: Voice content and a person's background are related to each
other. More clearly, voice-hearer's worlds such as thoughts, feelings, cultural beliefs

are placed in the content of the voice.

Specified identity: The identity of voice is explained by people that voice-hearers knew
and some voice-hearer reported common characters such as demons, a spiritual thing,
or God.

Relationships: Most participants reported having relationships with the voices that are
almost similar to real-life relationships. However, some participants stated their
voices, initially, began with abusive content then turned into warm and kind

relationships.

Emotional influence: Participants are influenced by stigmatizing because of being

voice-hearers. Thus, participants avoided sharing their experiences with other people.

The reality of voices: Participants reported that voices are free and at some point, they
are uncontrollable but different from mental images and memories in terms of direct

control.

In this study, the relationship between voice-hearers and voices and their aftermath are
discussed. Thus, this study sheds light on understanding the phenomena of hearing

voices.

In addition, a community called Maastricht approach helps people with hearing voices
to cope with their voices, to make sense of their voices, and to deal with their voices
(Corstens et al., 2008).

2.2.  Voice Hearing in Psychopathological Conditions

2.2.1 Trauma and Voice Hearing

Andrew et al. (2008) discussed the relationships of experiencing trauma and beliefs
about hearing voices. In this study (Andrew et al., 2008), psychiatric voice-hearers and
non-psychiatric voice-hearers were compared in terms of beliefs about voices and also
the study evidenced that both voice-hearers groups showed trauma history; among

participants who experience trauma, belief related to voices could be explained partly

6



by trauma and associated factors such as the meaning of trauma for the person or the
nature of the trauma. Sexual and emotional abuse history in childhood is reported for
both non-psychotic individuals who hear voices (AVH) and psychotic individuals with
AVH compared to healthy control groups (Daalman et al., 2012). Another study
suggested that a history of childhood sexual abuse was found in individuals who hear
voices (Offen et al., 2003).

2.2.2 Voice Hearing and Disorder-specific Symptoms

Another dimension of the hearing voices phenomena is other disorder-specific
symptoms that can be related to voice-hearing. One study that tested a hallucination
proneness model suggested that relationship of rumination and proneness to
hallucinations (hearing voices) is mediated by intrusive thoughts (Jones, &
Fernyhough, 2009); and also, Escher et al. (2003) showed that developing depression
is associated with hearing voices, as a positive symptom of psychosis, in terms of
coping mechanism in adolescents. Another phenomenological study, Woods et al.,
(2015) showed that 23% of participants who had not been clinically diagnosed
experienced anxiety-related voices (23%) and, participants who had been clinically
diagnosed and had not been clinically diagnosed reported that their voices thought-like
(9%) and mixed auditory or thought-like (37%). In addition, Allen et al. (2005), in a
college sample, showed that higher levels of anxiety are associated with proneness to
hallucination including auditory hallucination. Another study (Paulik et al., 2006)
carried out in first year psychology students claimed that depression and anxiety are
correlated with total score of hallucination scale and anxiety is significantly associated
with three components of hallucination scale including hearing voices. Lochner et al.
(2004) suggested that obsessive compulsive disorder (OCD) patients showed high
dissociative symptoms and high trauma scores from CTQ. Additionally, Garcia-
Montes et al. (2006) claimed that the interpretation of thoughts of patients who have
OCD symptoms and patients who have auditory hallucinations are similar.
Furthermore, anxiety patients who have ruminations may interpret the content of their
thoughts as voice hearing (Coulter et al., 2019). Also, Pierre (2010) suggested that
hearing voices phenomena should be clearly explained in terms of different

experiences such as ruminations and obsessions, related to its spectrum essence.



Therefore, obsessive-like, anxiety-like, and rumination-like voice-hearing should be

differentiated from DID-based voice hearing.

Further, several phenomenological studies that were carried out with both clinical and
non-clinical sample suggested that participants reported their hearing voice
experiences are like their thoughts that come to their mind and sometimes cannot be
differentiated from each other (Fenekou & Georgaca, 2010; Knudson & Coyle, 2002;
Luhrmann et al., 2015; Mawson et al., 2011). In addition, Bentall and Slade (1985)
found that the experience of hearing thoughts aloud is reported as 17.6% in non-

clinical student sample.

In sum, a series of symptoms which are related to voice hearing experience should be
differentiated from DID-based voice hearing according to literature as mentioned
above. These symptoms could be categorized as rumination-based, OCD-based,
anxiety-based and psychotic-based. In addition, reasoning-based condition is added
because reasoning is a mental progress for human which is used to reach a conclusion

from series of facts in daily life (APA Dictionary of Psychology, n.d.)

2.3. DID and Its Relations to Various Factors

2.3.1. DID, Voice Hearing and Associated Factors

According to literature, most patients with DID or other dissociative disorders are
misdiagnosed or underdiagnosed with various disorders such as personality disorder,
psychotic disorder, affective disorders, and their actual diagnosis is unrecognized
(Bliss, & Jeppsen, 1985; Bliss et al., 1983; Boon, & Draijer, 1991; Moskowitz et al.,
2009; Nijenhuis et al., 1997; Sar et al., 2000). Further to that, initially, Schneiderian
first-rank symptoms were merely attributed to schizophrenia however various studies
showed that Schneiderian symptoms (especially auditory hallucinations) are not
unique only (pathognomonic) for schizophrenia and occur in other disorders.
Especially, in DID, where these symptoms are more frequent than schizophrenia
(Kluft,1987; Mellor,1982; Bliss et al., 1983; Moskowitz, & Corstens, 2008; Ross et
al.,1989; Ross et al., 1990). In one study (Dorahy, et al., 2009) suggested the
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pervasiveness of voices in individuals with DID more than in individuals with
schizophrenia and individuals with DID have more than 2 voices that are children as
well as having adult voices (schizophrenia sample have only adult voices and less than
three).

A systematic study of the literature and meta-analysis (Pilton, et al., 2015) that
discussed thirty-one articles showed a potent and vigorous relationship between voice-
hearing and dissociation in both clinical and non-clinical samples. The study proposed,
in the Future Research section, that to understand how voice-hearing experience differs
in various disorders, a systematic assessment for possible comorbidity should be
carried out (Pilton et al., 2015). Another study (Alderson-Day et al., 2018) found that
dissociation is a mediator between particular features of inner speech (one of them
“other people”) and auditory hallucinations but this study, as well, highlighted the
importance of investigating relationships of other dimensions of dissociation and

auditory hallucinations for future research.

In Turkey, several studies have focused on auditory verbal hallucinations; however,
non-clinical samples were not included and only patients with schizophrenia spectrum
disorders were selected for these studies. One of the studies, carried out by Mortan et
al. (2010) focused on auditory verbal hallucinations, but this study used a clinical-
based group intervention program for patients with schizophrenia and schizoaffective
disorder. Mortan and Sutcu (2011) stated in their article that techniques of Cognitive-
Behavior Therapy are effective accompanied with the drug for schizophrenia patients
suffering from auditory verbal hallucinations to follow the symptoms, normalize
symptoms, and cope with them. Another study that is worth mentioning was related to
scale adaptation. The Auditory Hallucinations Scales of Psychotic Symptom Rating
Scales (PSYRATS) was adapted to a Turkish context, and participants were selected

from patients with schizophrenia (Sevi et al., 2016).

Although there are several studies related to dissociation and hearing voices, the

literature has not distinguished DID-related hearing voices phenomena from other



disorder-based symptoms such as obsession, anxiety, rumination. In this respect, we
can say that hearing voices phenomena has a multidimensional aspect in terms of
clinical and non-clinical context and needs to be clearly investigated in terms of

differential diagnosis.

In addition, as mentioned before, despite the overlapping of DID and schizophrenia in
terms of Schneiderian first ranks symptoms, DID encapsulates those symptoms,
especially (voice hearing) auditory verbal hallucinations. However, there needs to be
more investigation in the general population regarding a differential diagnosis of DID-
based voice hearing and, if necessary, people should be formally assessed in the
context of a possible risk of developing DID in the future. In sum, especially in Turkey,
drawing a clear-cut perspective is important and necessary for both mental health

professionals and the general population to recognize the DID-related voice hearing.

2.4. Theoretical Framework

In 1887, the term dissociation was mentioned in works of Gilles de la Tourette, Jean
Charcot, Frederic Myers, and Pierre Janet but the trauma model of dissociation was
built on Janet's significant clinical observations (case of Lucie) which exhibited strong
effect of dissociation on coping with traumatic experiences, and his works widened
the definition of dissociation which contributes to an understanding of traumatic
experiences (Janet, 1889, as cited in Van der Hart, & Horst,1989). Janet described nine
concepts that are fundamental for his theory as follows: psychological automatism,
consciousness, subconsciousness, dissociation, amnesia, suggestibility narrowed the
field of consciousness, emotion, and fixed idea (Van der Hart, & Horst,1989. Thus,
Janet has shed light for modern studies to understand DID and to develop treatments
related to DID (Van der Hart, & Horst,1989).

The trauma model of dissociation was cross-culturally tested by Ross et al. (2008) and
they showed that the findings support the prediction of the trauma model that

pathological dissociation can be seen in any culture and derived from childhood trauma
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and occurs as a reaction to trauma. A literature review study showed that the trauma
model predicts the positive relationships of trauma and dissociation and predicts the
relationship of trauma can be seen with well-established instruments related to trauma
(Dalenberg et al., 2012).

As | said earlier, DID was fundamentally based on the childhood traumatic experiences
and childhood trauma has an effect on experiencing voice hearing. Therefore, we look
through the window of trauma model of dissociaiton, childhood trauma and

dissociation could be the risk factor for DID-based voice hearing.

The present study is built on the trauma model of dissociation rather than fantasy
model of dissociation which says dissociation is not a trauma-based phenomenon but
it is based on proneness to fantasy and false memories (Giesbrecht et al., 2008;

Merckelbach et al., 2002) hence the scales are determined within this context.

2.5. Research Questions

1. Is there a significant difference between disorder-specific scenarios (both for
comorbid and non-comorbid conditions) in terms of dissociation level,
childhood trauma level, maladaptive daydreaming level and attention deficit?

2. Does scoring high on dissociation scale, trauma scale, daydreaming scale,
attention scale increase the probability of experiencing DID-based voice

hearing?
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Figure 2.1. Conceptual Framework of DID-based Voice Hearing

2.5. Hypotheses

This study hypothesized that:

1. There is a significant difference between experiencing comorbid DID-based
scenario and not experiencing it in terms of trauma, daydreaming, dissociation
scale and attention deficit scale.

2. Participants who will select the non-comorbid DID-based scenario will have
higher mean scores from the dissociation scale, trauma scale, daydreaming
scale, attention scale compared to participants who will select the other non-
comorbid disorder-specific scenarios and reasoning-based scenario.

3. Participants who will select the non-comorbid disorder-specific scenarios will
take higher scores from the beforementioned scales compared to non-comorbid

reasoning-based scenario.
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CHAPTER 111

METHODS AND PROCEDURES

In this part, we will explain parts of the methods as follows: Research design,
population, and sample, data collection and instruments, interpretation of data. The
book of Research Design: Qualitative, quantitative, and mixed methods approaches

(Creswell & Creswell, 2018) is used for building the structure of the method section.

3.1. Research Design

We used the correlational design because the experimental design is not suitable for
our study in terms of, to collect data in the field, to choose to study with a large sample,
to use scales. The present study carried out as cross-sectional research. The
administration method was performed online (Google Surveys) due to the pandemic

conditions.

3.2. Population and Sample

The population consisted of 18-65-year-olds living in Turkey. The sampling design
was single-stage because sampling the people directly is suitable for this study. The
type of sampling was convenience sampling because of the suitability of the
conditions. In this study, included 718 participants between July 1- August 16.
However, the total number of final participants decreased to 692 due to the duplicate
data, extreme outlier data. In Table 1., you can see the frequency and percentages of
participants characteristics regarding age and gender. However, two missing variables

for age data were identified.
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Table 3.1. Participants’ Distribution by Age and Gender

Variables Frequency (f)  Percentages (%)

Age
18-24 218 31.5
25-30 134 194
31-35 84 12.1
36-40 84 12.1
41-45 68 9.8
46-50 45 6.5
51-55 26 3.7
56-60 22 3.2
61-65 10 14
Total 690 99.7

Gender
Male 231 334
Female 461 66.6
Total 692 100

3.3 Data Collection and Instruments

In this study, information regarding dissociation level, childhood trauma,
daydreaming, attention deficit, and having heard voices was collected from general

population. The instruments consist of four scales and six scenarios.

3.3.1 Socio-demographic Form.

The socio-demographic form consists of sex, age, year of birth, education levels,
psychiatric/psychological problem, history of psychiatric/psychological help, history
of psychiatric medication, history of psychotherapy and number of sessions, and loss

of family members.
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3.3.2. Disorder-Specific Scenarios.

The scenarios used consist of six disorder specific conditions referring to SCID-D, the

APA dictionary and Ruminative Thinking Scale.

OCD-based scenario: “Bazi insanlarin istemedikleri halde zihinlerine tekrar
tekrar gelen diisiinceleri olur. Ornegin Istemediginiz halde birine zarar vermek
diisiincesi, ellerinizin kirli oldugu, kapiin, muslugun acgik kaldigi diisiincesi
gibi. Bu durum size uyuyor mu?” (Some people have thoughts that come to
their minds over and over again, even though they don't want to. For example,
the thought of hurting someone you don't want, the thought that your hands are
dirty, the door and the tap are left open. Does this situation suitable for your

experiences?)
o Yes
o No

Rumination-based scenario: “Bazi insanlar, kendileri ya da ¢evreleri ile ilgili
yasadiklar1 olumsuz veya stresli olaylar tizerine siirekli ve tekrarlayici bir
bi¢imde kafaya takarak diistiniirler. Bu durum size uyuyor mu?” (Some people
think constantly and repetitively about negative or stressful events they have
experienced about themselves or their environment. Does this situation suitable

for your experiences?)
o Yes
o No

Anxiety-based scenario: “Baz1 insanlar kendilerinin veya ailesinin bagina kotii
seyler gelebilecegi konusunda (kaza, bela, saglik ve ekonomik sorun vb.) asir1
sekilde endiselenirler. Bu durum size uyuyor mu?” (Some people worry that
bad things may happen to them or their family (accident, trouble, health and
economic trouble, etc.), excessively. Does this situation suitable for your

experiences?)
o Yes

o No
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Reasoning-based scenario: “Bazi insanlar, kendileri i¢in 6nemli bir konuda
karar verirken meselenin arti ve eksilerini veya muhtemel seceneklerini
senaryo haline getirerek zihinlerinde muhakeme ederler. Bu durum size uyuyor
mu?” (Some people reason about the pros and cons or possible options by
building scenarios in their minds, when deciding on an issue that is important

to them. Does this situation suitable for your experiences?)
o Yes
o No

Psychotic-based scenario: “Bazi insanlarin kulaklarina baskalarinin duymadigi
sesler gelir; bu sesler giiriiltii, fisildasma ya da konusan insanlar olarak kendini
gosterir. Bu durum size uyuyor mu?”” (Some people hear voices that others do
not hear; these voices manifest themselves as noise, whispering, or people

talking. Does this situation suitable for your experiences?)
o Yes
o No

DID-based scenario: “Bazi insanlar, ¢ocukluklarindan beri kafalarmin
icerisinde kendisiyle diyalog seklinde i¢ konusmalar yaparlar veya sesler
duyarlar. Bu durum size uyuyor mu?” (Some people establish inner dialoges
with themselves or hear voices in their minds, since childhood. Does this

situation suitable for your experiences?)
o Yes

o No

3.3.3. Dissociative Experience Scale

DES consists of 28 items and was developed by Bernstein and Putnam (1986) for
screening people who have dissociative symptoms. They claimed that developing this
scale could be effective for understanding the place of dissociation in the symptoms of
other psychiatric disorders. This scale’s development study was carried out with

N=183 participants, and characteristics of these participants were as follows: college
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students, normal adults, alcoholics, agoraphobics, post-traumatic stress disorder
patients, multiple personality disorder patients. The reliability coefficient score of DES
was counted as 0.84 and discriminant analyses of validity were examined accompanied
with Spearman rank-order correlation was used between age and DES score (.19),

socio-economic status and DES score (.15).

In Turkey, the adaptation of Dissociative Experience Scale (DES) was introduced by
Yargic et al. (1995). This study was carried out with 671 non-psychiatric participants
and 95 psychiatric participants. The Turkish version of DES showed good reliability
and validity. According to results of the above study, the reliability coefficient was
found to be 0.78 and Spearman rank-order correlation coefficient was performed for
criterion validity (Kruskal-Wallis test was used to understand the relationship between
DES score and different groups: n = 768 d f= 4 p < 0.0001) and Cronbach alpha was

performed and found as 0.91.

3.3.4. Childhood Trauma Questionnaire

CTQ was developed by Bernstein et al. (1994). This scale is a self-report method that
uses 28 items and is used for assessing retrospective traumatic experiences. The study
was carried out with 320 patients with a history of drug and alcohol dependency.
According to the results, CTQ had four rotated factors (varimax rotation) as follows:
sexual abuse, emotional neglect, physical neglect, emotional abuse, and physical
abuse. These four factors presented high internal consistency, face validity, and test-
retest reliability (Bernstein et al., 1994).

Reliability and validity of CTQ, in Turkey, was performed by Sar et al. (2012).
Participants of this study consisted of DID patients, first-degree relatives of these
patients, and non-clinical persons. Statistical analyses showed that Cronbach alpha
was found as 0.93 and construct validity of this Turkish version scale showed a high
significance level. Finally, Sar, Ozturk, and Ikikardes (2012) provided evidenced that

CTQ is a valid and reliable scale for the Turkish population.
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3.3.5. Maladaptive Daydreaming Scale (MDS)

Daydreaming and proneness to fantasy are positively related to dissociation as we
mentioned previously (Altintag, 2008; Butler, 2006; Mc Lewin, & Muller, 2006;
Merckelbach, Rassin, & Muris, 2000; Somer, 2002). The scale developed by Somer et
al. (2016) to measure the level of pathological fantasizing and dimensions of the scale
consist of Yearning, Kinesthesia and Impairment. MDS showed good internal
consistency with .95. In addition, MDS scores found associated with obsessive
compulsive thoughts, dissociative experiences and attention deficit in terms of
convergent validity (Somer et al., 2016). Turkish translation of MDS were performed
by Prof. Vedat Sar in 2017. Soffer-Dudek et al. (2020) implemented a study
investigating MDS cross-culturally in different countries including Turkey. The study
showed that there was high internal consistency, for 16 items in Turkish sample
(N=259) found .96 (Soffer-Dudek et al., 2020). However, validity of the scale for the

Turkish sample was not performed.

3.3.6. Adult ADD/ADHD DSM-1V Based Diagnostic Screening and Rating Scale

The scale developed by Prof. Dr. Atilla Turgay in 1995. The 5 point likert type scale
consists of three part and items based on DSM-IV ADHD criteria. The first part
investigates attention deficit, the second part investigates hyperactivity and the third
part investigates ADHD-related symptoms that are not included in DSM. Validity and
reliability analyses of the Turkish version was performed by Giinay et al. (2006).
According to statistical analyses, the Turkish version of the scale’s Cronbach alfa was
found to be .95 and Spearman Brown found .90 which means the scale can be used for
the Turkish population. We will use the first part to investigate attention deficit in our

sample.

3.4 Procedure

To carry out this research, ethical consent was obtained from the ethical committee of

Ibn Haldun University. The data collection procedure was conducted as convenience

18



sampling with online sharing in social media and WhatsApp. The data collection
process was performed via Google Forms, after having participants’ consents.
Participants consisted of people from around the Turkey. After participants completed
the socio-demographic part of the study, participants were asked to choose one or more
conditions from the six conditions they experience in their daily routine. Then,
dissociation, childhood trauma, maladaptive daydreaming and attention deficit scales

were administered, respectively.

3.5. Statistical Analyses

In this study, descriptive statistics, independent samples t test, Analysis of Variance
and regression analysis were performed via IBM SPSS Statistics (Version 25).
Extreme outliers (from DES and CTQ), missing variables and data which do not meet
the criteria were excluded. Normality test was ignored by reason of the central limit
theorem which says more than 30 samples have a tendency to be distributed normally
(Field, 2018). Hence, it was determined that parametric tests could be used in this

study.

The relationship of socio-demographic characteristics and disorder-specific scenarios
were analyzed with the Chi-Square test due to having two categorical variables. To
examine statistical difference between scales and socio-demographic characteristics,
Independent Sample t test were used. Also, to perform statistical differences between
scales and disorder-specific scenarios, Independent Samples t test were performed. To
separate each disorder-specific scenarios, established a syntax in SPSS. For example,
to separate experienced anxiety-based scenario from other experienced scenarios, we
wrote a syntax like “Kaygi ~= 2 & (Rumi = 2 & Psikotik =2 & OKB =2 & DKB = 2)
” (1 = Yes, 2 = No). Then, another syntax was written to filter only experienced
scenarios. Analyis of Variance (ANOVA) was used to investigate statistical
differences between non-comorbid disorder-specific scenarios in scales. After these
processes, descriptive statistics were performed to determine frequency of non-
comorbid disorder-specific scenarios among participants. Lastly, to investigate the

probability of experiencing a comorbid disorder-specific scenario regarding
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dissociation level, childhood trauma level, maladaptive daydreaming level and

attention deficit level, logistic regression was used.
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CHAPTER IV

RESULTS

In this section, findings related to socio-demographic characteristics of the participants
who have experienced the voice hearing phenomena, their psychological states
(trauma, dissociation, maladaptive daydreaming and attention deficit scores), and
voice hearing experiences are included. Results were performed over the 692
participants. Of the 692 participants, 242 participants experienced merely one

disorder-specific condition.

4.1. Distribution of Comorbid Disorder-Specific Conditions by Sample

In table 2., frequency of participants regarding comorbid disorder-specific scenarios

were shown.

Table 4.1. Participants’ Distribution by Comorbid Disorder-Specific

Scenarios
Rumination OCD Anxiety Reasoning  Psychotic  DID
n % n % n % n % n % n %

Participants 473 684 234 408 295 426 511 845 40 58 241 348

n= Number of participants, %= Percentages

4.2. Distribution of non-Comorbid Disorder-Specific Conditions by Sample

Table 3. shows the frequency of each non-comorbid disorder-specific condition

regarding total number (N = 242) of non-comorbid disorder-specific condition.
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Table 4.2. Participants’ Distribution by non-Comorbid Disorder-Specific

Scenarios
Rumination OCD Anxiety Reasoning  Psychotic  DID
n % n % n % n % n % n %

Participants 87 125 17 24 26 3.7 89 12.8 2 02 21 3

n= Number of participants, %= Percentages
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Table 4.3. Means and Standard Deviations of Disorder-specific Scenarios Regarding Dissociation, Childhood Trauma, Maladaptive

Dissociative Experiences

Daydreaming and Attention Deficit Scores

Childhood Trauma

Maladaptive Daydreaming

Attention Deficit

(DES > 30) (CTQ > 35) (MAD > 40) (ADD > 3)
(N = 692) (N = 692) (N = 692) (N = 692)
n % x SD n % x SD n % x SD n % x SD
Rumination*
Yes 473 68.4 13.66 11.12 473 68.4 41.40 12.02 473 68.4 25.91 17.99 473 68.4 850 4.96
No 219 31.6 8.93 8.46 219 31.6 37.20 10.23 219 31.6 18.71 13.57 219 31.6 583  3.96
OCD*
Yes 282 40.8 16.00 11.78 282 40.8 41.78 11.38 282 40.8 28.86 18.31 282 40.8 899 505
No 410 59.2 9.52 8.75 410 59.2 38.90 11.15 410 59.2 20.04 15.12 410 59.2 6.74 445
Anxiety*
Yes 295 42.6 14.65 11.70 295 426 41.20 12.16 295 426 26.71 1843 295 42.6 856  4.92
No 397 57.4 10.32 9.25 397 57.4 39.24 11.18 397 57.4 21.35 15.56 397 57.4 6.98 4.65
Reasoning
Yes 585 84.5 12.59 10.81 585 845 40.37 11.76 585 845 24.10 16.94 585 845 7.78  4.87
No 107 15.5 9.85 8.93 107 155 38.46 10.85 107 155 21.10 1745 107 15.5 7.00 457
Psychotic*
Yes 40 58 25.02 13.99 40 5.8 46.13 12.88 40 5.8 33.46 18.75 40 5.8 9.68 4.46
No 652 94.2 11.37 9.81 652 942 39.70 11.47 652 94.2 23.03 16.76 652 94.2 753 4.82
DID*
Yes 241 34.8 16.78 11.99 241 34.8 43.01 13.02 241 34.8 30.67 18.32 241 34.8 9.06 491
No 451 65.2 9.69 8.81 451 65.2 38.50 10.52 451 65.2 19.87 15.04 451 65.2 6.90 4.62
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4.3. Analyses of Disorder-Specific Scenarios Regarding Dissociation, Childhood
Trauma, Maladaptive Daydreaming and Attention Deficit

According to results, as shown in the Table 5., it was found that DID-based scenarios’
conditions (Yes/No) showed statistical difference related to dissociation scores, t(690)
= 8.07, p = 0.00; childhood trauma scores, t(607) = 4.63, p = 0.00; maladaptive
daydreaming scores, t(690) = 7.84, p = 0.00; attention deficit scores, t(690) =5.72, p
= 0.00. Secondly, OCD-based scenarios regarding dissociation scores, t(690) = 6.84,
p = 0.00; childhood trauma scores, t(690) = 3.08, p = 0.00; maladaptive daydreaming
scores, t(690) = 6.43, p = 0.00; attention deficit scores, t(690) = 5.09, p = 0.00 are
statistically significant from each other. Thirdly, anxiety based scenarios regarding
dissociation scores, t(690) = 5.25, p = 0.00; childhood trauma scores, t(690) = 2.19, p
= 0.02; maladaptive daydreaming scores, t(690) = 4.03, p = 0.00; attention deficit
scores, t(690) = 4.30, p = 0.00 showed statistical difference. Lastly, rumination-based
scenarios regarding dissociation scores, t(690) = 6.16, p = 0.00; childhood trauma
scores, t(690) = 4.74, p = 0.00 ; maladaptive daydreaming scores, t(690) = 5.83, p =
0.00; attention deficit scores t(690) = 7.58, p = 0.00 are statistically significantly
different from each other.

The mean score of dissociation level (M=25.02), childhood trauma level (M=46.13),
maladaptive daydreaming level (M=33.46) and attention deficit level (M=9.68) are the
highest in psychotic-based. However, due to methodological challenges, mean
differences of disorder-specific scenarios were not investigated for comorbid

scenarios.
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Table 4.4. Means and Standard Deviations of non-Comorbid Disorder-specific Scenarios Regarding Dissociation,

Childhood Trauma, Maladaptive Daydreaming and Attention Deficit Scales

Dissociative Experiences Childhood Trauma Maladaptive Daydreaming Attention Deficit

(DES > 30) (CTQ > 35) (MAD > 40) (ADD > 3)

(N = 240) (N = 240) (N = 240) (N = 240)

n % x SD n % x SD n % x SD n % x SD
Rumination 87 36.2 772 7.25 87 36.2  37.60 7.89 87 36.2 18.96 15.59 87 36.2 7.18 4.63
OCD 17 7 947 879 17 7 39.71 9.86 17 7 25.22 1231 17 7 576 4.43
Anxiety 26 18.7 826 7.09 26 18.7  38.08 10.45 26 18.7  17.66 13.96 26 18.7 577 3.89
Reasoning 89 37 6.52 5.85 89 37 36.04 9.76 89 37 14.70 10.15 89 37 517 342
DID 21 8.7 8.92 6.78 21 8.7 38.67 11.87 21 8.7 23.21 12.39 21 8.7 6.76 4.5
Total 240 100 7.57 6.83 240 100 37.32 9.40 240 100 18.06 13.3 240 100 6.15 4.17

n = Number of participants, %= Percentages, x = Mean, SD = Standard Deviation



4.4. Means on the Measure of Dissociative Experiences, Childhood Trauma,

Maladaptive Daydreaming and Attention Deficit by Disorder-Specific Scenarios

As shown in the table 5., the mean scores of dissociation (M=9.47), childhood trauma
(M = 39.71) and maladaptive daydreaming (M = 25.22) were performed highest for
OCD-based scenario; attention deficit (M=7.26) mean score was found highest for
rumination-based condition. However, these means’ differences are not found

significant (see Table 6.).

4.5. Analyses of Scales by non-Comorbid Disorder-Specific Scenarios

Table 4.5. One-Way Analyses of Variance of Dissociation, Childhood
Trauma, Maladaptive Daydreaming and Attention Deficit by non-Comorbid
Disorder Specific Conditions

df SS MS F p
DES
Between Groups 4 211.84 52.96 1.13 34
Within Groups 235 10947.90 46.58
Total 239 11159.74
CTQ
Between Groups 4 301.15 75.28 .84 49
Within Groups 235 20852.78 88.73
Total 239 21153.93
MAD**
Between Groups 4 2507.16 626.79 3.70 .00
Within Groups 235 39771.75 169.24
Total 239 42278.92
ADD*
Between Groups 4 192.88 48.22 2.84 .02
Within Groups 235 3981.01 16.94
Total 239 4173.89

*p<.05 **p< .0l

As shown in Table 6., analyses of variance (ANOVA) were performed to determine if

there is a difference in the dissociative experiences of non-comorbid rumination-based
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scenario, OCD-based scenario, anxiety-based scenario, reasoning-based scenario and
DID-based scenario. Same ANOVA tests were performed for childhood trauma scores,
maladaptive daydreaming scores and attention deficit scores for non-comorbid
disorder-specific scenarios. The analysis resulted a statistically significant difference
between groups (scenarios) for maladaptive daydreaming scales as determined by the
One-way ANOVA [F (4,235) = 3.7, p < .01]. A Tukey post hoc revealed that
maladaptive daydreaming level was statistically significant only between OCD-based
scenario and reasoning-based scenario, [10.51, 95% CI (1.04, 10.98), p < .05]. Also,
difference of DID-based scenario and reasoning-based scenario in maladaptive
daydreaming level was marginally significant [-8.5, 95% CI (-17.18, .16), p = .05].
Another One-way ANOVA resulted a statistically significant difference between
groups for attention deficit level, [F (4, 235) =2.84, p <.05]. A Tukey post hoc showed
that attention deficit level was statistically significant only between rumination-based
scenario and reasoning-based scenario, [2.01, 95% CI (.31, 3.72), p < .05].
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4.6. Socio-demographic Characteristics of Comorbid Disorder-specific

Scenarios

Sociodemographic characteristics of comorbid disorder-specific conditions are

shown in the Table 2.

Table 4.6. Socio-demographic Characteristics of Comorbid Disorder-specific

Scenarios

Rumination  OCD Anxiety Reasoning  Psychotic  DID

n % n % n % n % n % n %
Gender
Male 147 63.6 99 429 95 411 206 89.2 10 4.3 84  36.4
Female 326 709 183 39.7 200 434 379 822 30 69 157 341
Total 473 684 234 408 295 426 511 845 40 538 241 348
Income
Low 123 260 8 298 75 254 141 241 12 300 67 278
Middle 297 628 163 578 182 617 357 61.0 24 600 147 610
High 53 112 35 124 38 129 87 149 4 100 27 11.2
Education
Level
Elementary 2 0.4 1 04 1 03 3 05 0 O 1 0.4
school
Middle 6 1.3 3 11 4 14 8 14 0 0 4 1.7
school
High school 57 12.1 36 128 37 125 67 115 6 15.0 24 10.0

317 670 196 695 196 66.4 387 66.2 28 700 167 69.3
Undergraduat
e degree
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Table 4.6. Cont.
Master 65 137 32 113 41 139 8 150 4 100 31 129

degree
Doctorate 26 55 14 50 16 54 32 55 2 50 14 58

Therapy 112 237 64 227 75 254 123 210 12 300 60 249
history

n= Number of participants, %= Percentages

According to the socio-demographic findings, of the 692 participants 68.4% have
experienced the rumination-based scenario; 40.8% have experienced the OCD-based
scenario; 42.6% have experienced the anxiety-based scenario; 84.5% have
experienced the reasoning-based scenario; 5.8% have experienced the psychotic-based
scenario and 34.8% have experienced DID-based scenario. These rates are calculated
considering comorbid situations based on specific disorders. For example, a
participant who experiences rumination-based scenario might experience the DID-
based scenario. According to Table 7., participants with a higher percentages of
therapy history within the disorder-specific conditions examined reported 30%,
25.4%, 24.9%, 23.7%, 22.7% and 21% for psychotic-based scenario, anxiety-based
scenario, DID-based scenario, rumination-based scenario, OCD-based scenario and
reasoning-based scenario, respectively. Female participants reported the highest
number of experiences of all the comorbid disorder-specific scenarios. The frequency
of participants in middle income level is the highest and the frequency of participants

with undergraduate degree have highest number for each scenario.

According to Chi-square test analyses, there are no associations between gender and
comorbid disorder-specific scenarios as follows: for gender and rumination-based
scenario, x? (1, N =692) = 3.56, p = .05; for OCD-based and gender, x* (1, N = 692)
= .63, p = .42; for anxiety-based scenario, x? (1, N = 692) = .32, p = .57; for psychotic-
based scenario and gender, x? (1, N = 692) = 1.34, p = .24 and for DID-based scenario
and gender, X2 (1, N = 692) = .36, p = .54. The differences between income levels and
rumination-based scenario x? (2, N = 692) = 22.49, p = .00; income levels and OCD-
based scenario x? (2, N = 692) = 11.99, p= .00 and income levels and DID-based

scenario, x> (2, N = 692) = 7.38, p = .02 are significant. However, difference between
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income levels and anxiety-based scenario x? (2, N = 692) = 3.13, p = .20 and income
levels and psychotic-based scenario x? (2, N = 692) = 1.61, p = .44 are not significant.
There are no differences between therapy history and disorder specific scenarios as
follows: for rumination-based scenario x? (1, N = 692) = 3.02, p = .08; for OCD-based
scenario x? (1, N = 692) = .21, p = .64; for reasoning-based scenario x? (1, N = 692) =
1.40, p = .23; for psychotic-based scenario x? (1, N = 692) = 1.66, p = .19 and for DID-
based scenario x? (1, N = 692) = 2.05, p = .15 are calculated. However, therapy history
and anxiety-based scenario are differed from each other, x? (1, N = 692) = 3.91,p =
48.

4.7. Sociodemographic Characteristics of Each Disorder-Specific Scenarios

In the Table 3., socio-demographic characteristics of each disorder-specific scenario

one-by-one are shown.

Table 4.7. Sociodemographic Characteristics of non-Comorbid Disorder

Specific Scenarios

Rumination  OCD Anxiety  Reasoning Psychotic  DID
n % n % n % n % n % n %
Gender
Male 23 100 9 39 5 22 36 16.7 0 0 11 4.8
Female 64 139 8 17 21 46 53 125 2 04 10 22
Total 87 126 17 25 26 38 89 14 2 03 21 3
Income
Low 16 113 4 28 5 35 14 99 1 0.7 3 21
Middle 54 145 10 27 17 46 48 129 1 03 9 24
High 8 86 3 32 4 43 23 247 3 0 6 65
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Table 4.7. Cont.

Education

Level

Elementary 0 0 0 O 0 O 1 333 O 0 0 O
school

Middle school 2 25 0 O 1 125 0 O 0 0 1 125
High school 9 141 0 O 3 47 8 125 O 0 1 16

Undergraduate 47 115 17 42 16 39 52 127 1 02 12 29

degree
Master’s 15 167 0 O 5 56 17 189 1 11 2 22
degree
Doctorate 5 152 0 O 1 3 7 212 O 0 2 61
Therapy 12 154 2 111 5 192 10 118 0 0 2 111
history

n= Number of participants, %= Percentages

As shown in the Table 3., frequency of disorder-specific scenarios found 12.6%, 2.5%,
3.8%, 0.3% and 3% for rumination-based scenario, OCD-based scenario anxiety-based
scenario, psychotic-based scenario and DID-based scenario, respectively. Lowest
frequency counted as 2 for psychotic-based scenario and highest frequency counted as
87 for rumination-based scenario. In addition, history of therapy for each disorder-
specific scenario rates performed as 15.4%, 11.1%, 19.2%, 0% and 11.1% for
rumination-based scenario, OCD-based scenario anxiety-based scenario, psychotic-
based scenario and DID-based scenario, respectively. According to Table 3., lowest
number of participants is recorded in elementary school level as 1 while highest
numbers of participant is recorded as 145. Participants who have middle income level

highest number for experiencing disorder-specific scenarios.

According to Chi-square test analyses, it was found that no significant difference
between rumination-based scenario and gender, x? (1, N = 692) = 2.15, p = .14; no
significant relationship was found between OCD-based scenario and gender, x? (1, N =
692) = 2.99, p = .08; no significant relationship was found between anxiety-based

scenario and gender, x2 (1, N = 692) = 2.43, p = .11 and no significant relationship was
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found between DID-based scenario and gender x? (1, N= 692) = 3.51,p= .06.
Analyses of income levels and education levels are not performed in terms of

associations with disorder-specific scenarios due to low numbers of participants.
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Table 4.8. Socio-demographic Characteristics of Dissociation, Childhood Trauma, Maladaptive Daydreaming and Attention Deficit

Dissociative Experiences

Scores

Childhood Trauma

Maladaptive Daydreaming

Attention Deficit

(DES > 30) (CTQ =35) (MAD > 40) (ADD >
(N =692) (N =692) (N =692) (N =692)
n % x SD n % x SD n % x SD n % x SD
Gender
Male 231 334 11.87 1048 231 334  38.87 10.47 231 334 2493 17.16 231 334 7.08 4.67
Female 461 66.6 12.31 10.64 461 66.6 40.67 12.15 461 66.6 22.98 16.96 461 66.6 794 4.89
Total 692 100 12.16 10.58 692 100 40.07 11.64 692 100 23.63 17.04 692 100 7.66 4.83
Income
Low 162 234 13.75 11.79 162 234 44.70 12.87 162 234 27.66 1741 162 234 8.44 4.45
Middle 423 61.1 12.13 11.18 423 611 39.60 10.84 423 61.1 22.87 17.25 423 61.1 754 4.67
High 107 155 9.89 7.35 107 155 34.93 7.42 107 155 20.57 13.96 107 155 6.94 3.78
Education Level
Elementary school 3 0.5 11.54 5.37 3 0.5 43.33 16.25 3 0.5 10 2.72 3 0.5 7 6.24
Middle school 8 1.3 8.66 1019 8 1.3 38.63 16.96 8 1.3 22.11 1164 8 1.3 6.63 4.77
High school 64 10.5 15.01 1543 64 10.5 40.17 10.96 64 10.5 24.69 20.67 64 10.5 7.3 4.68
Undergraduate degree 409 67.4 12.39 1045 409 674 40.19 11.14 409 674 24.60 17.33 409 67.4 743 4.66
Master’s degree 90 14.9 10.76 9.81 90 14.9 39.69 12.52 90 14.9 21.45 1391 90 14.9 781 411
Doctorate 33 5.4 8.58 8.54 33 54 35.06 8.13 33 54 15.60 10.91 33 54 573 279
Therapy History
Yes 93 15.3 13.46 1196 93 15.3 41.56 13.32 93 15.3 24.22 18.46 93 15.3 828 534
No 516 84.7 11.9 10.73 516 84.7 39.52 10.9 516 84.7 23.43 16.73 516 84.7 720 433
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4.8. Sociodemographic Characteristics of Dissociation, Childhood Trauma,
Maladaptive Daydreaming and Attention Deficit

In Table 3., socio-demographic characteristics based on scales and scales’ cut-off
scores are shown. According to the results, it is found that there are no differences
between dissociation scores and being male (M=11.87, SD= 10.48) or female
(M=12.31, SD= 10.64) scenarios; t(690) = .18, p = 0.60; females (M= 40.67, SD=
12.15) have high mean scores compared to men (M= 38.87, SD= 10.47), there was a
statistical difference, t(690) = -1.19, p = 0.04, in terms of childhood trauma scores;
men (M= 24.93, SD= 17.16) took high mean scores compared to women (M= 22.98,
SD= 16.96) however no statistical difference was found, t(690) = 1.42, p = 0.15, in
terms of maladaptive daydreaming scores and lastly, gender types and attention deficit
scores analysis showed that the mean score of women (M= 7.94, SD=4.89) are higher
compared to men’s (M= 7.08, SD=4.67) score and statistically significantly difference
was examined, t(690) = -2.21, p = 0.02.

Results showed that income levels had a significant effect on dissociation scores, F (2,
689) = 4.34, p = .01; on childhood trauma scores F (2, 689) = 25.22, p = .00; on
maladaptive daydreaming scores F (2, 689) = 6.78, p = .00 and on attention deficit
scores F (2, 689) = 3.43, p = .03. As reported by post hoc tests, statistical difference
was found between low-income level and high-income level (p = .00) related to
dissociation scores. Secondly, statistical difference was found between three income
level scenarios and childhood trauma scores at p = .00. Thirdly, low-income level
statistically significantly different from high income level (p =.00) and middle-income
level (p = .02) in maladaptive daydreaming scores. Lastly, statistical difference was
only found between low-income level and high-income level (p = .03) in attention

deficit scores.

Statistical analyses proved that there is a marginally significant difference between
therapy history and dissociation scores, t(690) = 2.05, p = 0.5; childhood trauma
scores, t(690) = 1.66, p = 0.09; maladaptive daydreaming scores, t(690) = .45, p = 0.64.
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However, it was found that there is a statistical difference between therapy history and
attention deficit scores t(690) = 43.52, p = 0.00.

Effect of education levels were not observed on scales. There is no statistical difference
for dissociation scores, F (5, 686)= 1.89, p =.09; for childhood trauma scores, F (5,
686)= 0.4, p = .82; for maladaptive daydreaming scores, F (5, 686) = .08 for attention
deficit scores, F (5, 686) .76, p = .57.

4.9. Regression Analyses of Disorder-Specific Conditions

4.9.1. Regression Analyses and Model of Rumination-Based Scenario

Table 4.9. Logistic Regression Regarding Experiencing Rumination-based
Scenario (Model 1)

Variables B S.D. p OR %95 CI

Dissociation level -0.01 0.01 0.16 0.98 0.95, 1.00
Childhood Trauma level -0.01 0.00 0.03* 0.98 0.96, 0.99
Maladaptive Dreaming level  -0.01 0.00 0.10 0.98 0.97, 1.00
Attention Deficit level -0.09 0.02 0.00** 0.90 0.86, 0.94

*p<.05 **p<.01

A logistic regression was performed to investigate the effects of dissociation level,
childhood trauma, maladaptive daydreaming and attention deficit on the likelihood

that experiencing rumination-based scenario (see Table 10.).

According to Table 6., the analysis indicated that regression model was statistically
significant, ¥?(2) = 68.77, p < .001. The regression model explained 13.3%
(Nagelkerke R?) of the variance in experiencing rumination-based scenario and
correctly classified 69.2% of the participants. Increased attention deficit childhood

trauma levels were associated with the likelihood of experiencing rumination-based
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scenario accompanied with 0.90 ratio (Cl = 0.86 - 0.94, p < 0.01) for attention deficit
and 0.98 ratio (Cl =0.96 — 0.99, p < 0.05) for childhood trauma.

4.9.2. Regression Analyses and Model of OCD-based Scenario

Table 4.10. Logistic Regression Regarding Experiencing OCD-based
Scenario (Model 2)

Variables B S.D. p OR %95 CI

Dissociation level -0.03 0.01 0.00* 0.96 0.94,0.98
Childhood Trauma level -0.00 0.00 0.75 0.99 0.98, 1.01
Maladaptive Dreaming level  -0.01 0.00 0.04* 0.98 0.97,1.00
Attention Deficit level -0.50 0.01 0.00** 0.95 0.91, 0.98

*p <0.05 **p<0.01

As shown in Table 11., second binary regression analysis was examined to ascertain
the effect of dissociation level, childhood trauma level, maladaptive daydreaming level

and attention deficit level on the likelihood of experiencing OCD-based scenario.

According to Table 11., regression model was statistically significant according to
results, ¥*(3) = 77.89, p < .001. This model explained the variance as 14.4% for
experiencing OCD-based scenario and correctly classified 66.5% of the participants.
Increased dissociation level (Cl =0.94 - 0.98, p < 0.01) and maladaptive daydreaming
level (C1 =0.97 - 1.00, p < 0.05) and attention deficit level (C1 =0.91-0.98, p <0.01)
effect the likelihood of experiencing OCD-based scenario with 0.96 ratio, 0.99 ratio

and 0.95 ratio, respectively.
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4.9.3. Regression Analyses and Model of Anxiety-based Scenario

Table 4.11. Logistic Regression Regarding Experiencing Anxiety-based

Scenario
Variables B S.E. p OR %95 ClI
Dissociation level -0.02 0.01 0.00** 0.97 0.95, 0.99
Childhood Trauma level -0.00 0.00 0.78 0.99 0.98, 1.01
Maladaptive Dreaming level  -0.00 0.00 0.45 0.99 0.98,1.00
Attention Deficit level -0.03 0.01 0.04* 0.96 0.92,0.99

*p <0.05 **p<0.01

Our third regression analysis was performed to perform effect of dissociation level,

childhood trauma level, maladaptive daydreaming level and attention deficit level on

the likelihood of experiencing anxiety-based scenario (see Table 8.).

Results of table 8.1. showed that the regression model was significant, ¥?(2) = 34.37,

p <.001. Given model explained 6.5% of the variance for experiencing anxiety-based

scenario and correctly classified 61.8% of the participants. Increased dissociation level

and attention deficit effect the experiencing likelihood of anxiety-based scenario with
0.97 ratio (CI = 0.95 - 0.99, p = 0.00) and 0.96 ratio (Cl =0.92 — 0.99), respectively.

4.9.4. Regression Analyses and Model of DID-based Scenario

Table 4.12. Logistic Regression Regarding Experiencing DID-based

Scenario (Model 4)

Variables B S.E. p OR %95 ClI

Dissociation level -0.03 0.01 0.00** 0.96 0.94,0.98
Table 4.12. Cont.

Childhood Trauma level -0.01 0.00 0.04* 0.98 0.97, 1.00

Maladaptive Dreaming level  -0.02 0.00 0.00** 0.98 0.96, 0.99

Attention Deficit level -0.03 0.02 0.12 0.97 0.93,1.00

*p <0.05 **p<0.01
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Last regression analysis and model was implemented to explore effect of dissociation
level, childhood trauma level, maladaptive daydreaming level and attention deficit
level (see Table 13.).

In Table 13., our model was statistically significant, ¥?(3) = 91.23, p <.001. The
regression model explained 17% of the variance and correctly classified 69.2% of the
participants. According to results, increased dissociation level (CI =0.94 - 0.98, p <
0.01), childhood trauma level (CI = 0.97 - 1.00, p < 0.05) and maladaptive
daydreaming level (CI = 0.96 - 0.99, p < 0.01) were associated with experiencing
DID-based scenario with the 0.96 ratio, 0.98 ratio and 0.97 ratio respectively.
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CHAPTER V

DISCUSSION

Prior studies that have noted that the voice hearing phenomena is not rare in the general
population (Beavan et al., 2011; Krakvik et al., 2015). The present study investigated
the voice-hearing phenomena, in the general population, based on dissociative identity
disorder type voice hearing and has examined whether it is possible to differentiate
this type voice hearing from disorder-specific conditions (i.e., rumination-based,
obsessive compulsive-based, anxiety-based, reasoning-based and psychotic-based)
that are related to voice hearing experiences in terms of dissociation scores, childhood
trauma scores, maladaptive daydreaming scores and attention deficit scores. In this
part, findings will be discussed in accordance with the aims, hypotheses and research

questions of the present study.

Distributions of participants by age and gender are shown in Table 1. Participants’
distribution for comorbid disorder-specific scenarios was shown in Table 2 and
Participants’ distribution for non-comorbid disorder-specific scenarios was shown in
Table 3. Means and standard deviations of disorder-specific scenarios regarding
dissociation, childhood trauma, maladaptive daydreaming and attention deficit scores
was shown in Table 4. Means and standard deviations of non-comorbid disorder-
specific scenarios regarding dissociation, childhood trauma, maladaptive daydreaming
and attention deficit scores was shown in Table 5. One-Way Analyses of Variance of
Dissociation, Childhood Trauma, Maladaptive Daydreaming and Attention Deficit by
non-Comorbid Disorder Specific Conditions were shown in Table 6. Socio-
demographic characteristics of comorbid disorder-specific conditions and
beforementioned scales are shown table 7. and socio-demographic characteristics of
non-comorbid disorder-specific conditions and beforementioned scales was shown in
table 8. Socio-demographic characteristics of beforementioned scales were shown in
Table 9. Lastly, in table 10., table 11., table 12., table 13., associations between
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likelihood of experiencing comorbid disorder-specific scenarios and scales were

performed.

5.1. Investigating the Results of Disorder-Specific Scenarios

5.1.1. Relationship of Gender and Comorbid Disorder-Specific Scenarios

In this study, it was found, contrary to previous findings, that there are no significant
relationships between gender and rumination-based scenario and anxiety-based
scenario. The literature has shown that although difference is small in magnitude, there
is a significant difference between experiencing rumination and gender (Johnson, &
Whisman, 2013), and anxiety was found significant for gender types (Armstrong, &
Khawaja, 2002). In contrast to earlier findings (Labad et al., 2008), however, no
association was detected between gender and OCD-based scenario, according to the
current study. Lastly, results related to psychotic-based and DID-based scenario are in
accordance with the literature that shows that there is no association between voice-
hearing experience and gender (Krakvik et al., 2015; Ross, & Ness, 2010; Woods et
al., 2015). These contrasts might be explained by comorbid conditions for each

scenario. Because no abovementioned studies reported comorbidity conditions.

5.1.2. Frequency of Disorder-Specific Scenarios

The current study, also, investigated prevalence of disorder-specific scenarios. Results
indicated that prevalence for rumination-based scenario was found to be 68.4%; for
OCD-based scenario was found to be 40.8%; for anxiety-based scenario was found to
be 42.6%; for psychotic-based scenario was found to be 5.8% and for DID-based
scenario was found to be 34.8%. Although there is a gap related to prevalence of
general rumination in the literature, Ghamari Givi et al. (2014) found that prevalence
of only anger rumination is 11% in Iranian students. Beyond, our result based on
rumination, might be explained by the transdiagnostic nature of rumination which
means it can be seen in both mood and anxiety disorders (McLaughlin, & Nolen-
Hoeksema, 2011). Albeit our sample was consisted of general population, in the
literature, obsessions were found to be 55.1% in OCD patients (Staley, & Wand, 1995).
Besides, co-occurrence of OCD with anxiety and major depression disorders were
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observed as 49% and 27%, respectively (Calamari et al., 2012). According to one study
(Holaway et al., 2006), similarly in our study, anxious thoughts rate was found to be
38% in general population. Psychotic-based scenario’s prevalence (5.8 %) is
consistent with the literature (Stip, & Letourneau, 2009) that 5% of the general
population hear psychotic based hallucination. Lastly, the literature has demonstrated
that patients with DID have high comorbidity rate with mood disorders, psychotic
disorders, anxiety disorders (including OCD) between changes from 49.5% to 97.2%
(Ellason et al., 1996). In general population, prevalence ranges from 0.6% to 26% in
various spectrums such as sleep-related or merely noises and also 90% of patients with
DID hear voices (McCarthy-Jones, 2012, p. 120, 172). Therefore, it can be said that
34.8% prevalence is not a surprising finding according to literature. Another
explanation might be that participants who experience DID-based scenario are above
the cut-off for childhood trauma. It is known that childhood trauma (childhood sexual,
emotional and physical abuse) is associated with voice hearing in general population
(McCarthy-Jones, 2012, p. 287-292). All in all, this study did not investigate the
psychiatric prevalence rather examined the symptoms of specific disorders assuming
related to voice hearing and differentiate these disorder-specific scenarios from DID-

based voice hearing.

When we point out the particular disorder-specific scenarios’ prevalence, rumination-
based scenario was found to be 12.6%; anxiety-based scenario was found to be 3.8%;
psychotic-based scenario was found to be 0.3% and DID-based scenario was found to
be 3%. These results might demonstrate that there are pure voice hearers in general
population, independent from other scenarios. There are no studies related to
experiencing merely one symptom based on voice hearing. However, for DID-based
voice hearing, findings have shown that four or more Schneiderian first-rank
symptoms are reported as 4.5% and voice commenting, voice arguing and thoughts
out loud found 3.2%, 2.8% and 4.6%, respectively (Ross, & Joshi, 1992). These results
are consistent with our finding of DID-based scenario’s frequency (3%). In addition,
prevalence of DID was found as 0.4% in general population in Turkey (Akyuz et al.,
1999), while Ross (1991) found 3.1% prevalence in America which is consistent with

our DID-based hearing voice in general population.
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5.2. Investigating the Results of Self-Report Measures

5.2.1. Comparing the Results of Measures with the Literature

The present study shows that dissociative experiences are common in general
population independent from sex. These results reflect those of Ross et al. (1991) who
also found no statistical difference between sex and dissociative experiences and found
these experiences common in general population. However, the finding of mean score
of dissociative experiences observed in this study is above the finding by Akyuz et al.
(1999) that dissociative experiences found is to be 6.7 in Turkey. One possible
explanation of this contrary might be the methodology of the study that is carried out
in Turkey. Because, as stated in the study (AkyUz et al., 1999), social inhibitions might
play a role for this consequence. Another finding of the current study is that traumatic
childhood experiences, for both male and female, are above the cut-off score which is
35. These results are contrary to previous a study (Gerdner, & Allgulander, 2009)
which suggested that the mean score of men remained below the cut-off score and
women’s mean score is marginally above the cut-off score in non-clinical populations
in Sweden. Beyond, men’s mean score which is 41.2 in a clinical Swedish population
is nearly equal to non-clinical men’s mean score in the current study. These findings
might be explained by associations of low socio-economic status and childhood trauma
(lacovino et al., 2014; Mock, & Arai, 2011). Because, Turkey’s socio-economic status
is lower than Sweden (Organisation for Economic Co-operation and Development,
2020). When we come to maladaptive daydreaming experience, the present study
found that mean score was found 23.63 and this score remained below the cut-off score
which is 40. In addition, this finding is contrary to previous study (Soffer-Dudek et al.,
2020) that found mean score as 37.97 for Turkish sample. This difference may be
explained by number of participants who have a psychiatric diagnosis in this study.
Soffer-Dudek et al. (2020) claimed that of the 50% participants reported that they do
not sure whether having a diagnosis or not. Therefore, number of participants who
have a diagnosis in beforementioned study might be more than our study’s participants
with a diagnosis. Because, the literature indicated that maladaptive daydreaming is a
comorbid problem with psychiatric and psychological problems (Somer et al., 2017;
Zsila et al., 2018; Zsila et al., 2019). Although there are limited studies, according to
one study (Gokgen et al., 2013) that is carried out in Turkey, attention deficit level was
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observed middle level (7.83) in non-clinical population which is consistent with our
finding (7.66).

5.3. Comorbid and non-Comorbid Disorder-Specific Scenarios and Self-Report

Measures

5.3.1 Comorbid Disorder-Specific Scenarios and Self-Report Measures

The present study has hypothesized that “There is a significant difference between
experiencing comorbid DID-based scenario and not experiencing of it in terms of
trauma, daydreaming, dissociation scale and attention deficit scale.” The results of the
present study demonstrate that experiencing disorder-specific scenarios (rumination,
OCD, anxiety, psychotic and DID) is different from not experiencing of these in terms
of dissociation, childhood trauma, maladaptive daydreaming and attention deficit.
Hence, this hypothesis is accepted. Firstly, the literature has shown that individuals
who have repetitive rumination accompanied with intrusive thoughts stated more
dissociative symptoms (Vannikov-Lugassi, & Soffer-Dudek, 2018) and also it was
found that dissociation and rumination are the risk factors for developing (PTSD)
posttraumatic stress disorder (Slater et al., 2005). Therefore, there are similarities
between these results and our result. One study (Kim et al., 2017) indicated that
rumination is an effective mediated factor between developing mood problems and
childhood trauma pathway in non-clinical population. This finding agrees with our
results. A possible explanation of these results is association of rumination with an
increased risk to PTSD (Nolen-Hoeksema, 2012). It was found that there is a
difference between ruminators and non-ruminators in terms of maladaptive
daydreaming. One possible explanation of this result is that maladaptive daydreaming
symptoms are related to emotion dysregulation which may be explained by
consequences of ruminative thinking (Greene et al., 2020; Miranda et al., 2013). The
current study suggests that ruminators have high level of attention deficit compared to
non-ruminators. This might be explained by cognitive inflexibility (including
inattention) of the nature of the rumination in itself (Davis, & Nolen-Hoeksema, 2000).
Secondly, experiencing OCD-based scenario differed from not experiencing of it

regarding dissociation level. Our finding is consistent with the literature (Watson et
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al., 2004) that obsessive intrusions are related to dissociation levels in general
population. These differences between experiencing and not experiencing the OCD-
based scenario based on dissociation level can be explained in part by the association
of negative intrusive thoughts and high level of dissociation (Batey et al., 2010).
Another finding related to the OCD-based scenario is experiencing this scenario is
different from not experiencing of it based on childhood trauma. Studies have shown
that obsessive compulsive symptoms and childhood trauma are related in the general
population (Destrée et al., 2021). This can be explained by using obsessive compulsive
symptoms as a way of coping strategy against the burden of traumatic experiences
(Barzilay et al., 2019). It was found that OCD-based condition is differentiated
significantly when it comes to experiencing and not experiencing regarding
maladaptive daydreaming levels. This finding could be attributed to relationship of
maladaptive daydreaming and obsessions and mediator factor of dissociation
(Salomon-Small et al., 2021). Participants who experience the OCD-based scenario
had higher scores than those who did not experience the OCD-based scenario in terms
of attention deficit scores. This expected result could be explained partly by the co-
occurence of attention deficit disorder and obsessive-compulsive disorder symptoms
(Abramovitch et al., 2015). Thirdly, the current study demonstrated that there is a
difference between experiencing the anxiety-based scenario or not in terms of
dissociation levels. This might be partly explained by the relationship of
depersonalization and anxiety-related situations (Warshaw et al., 1993) and direct
association of anxiety symptoms and dissociation (Belli et al., 2017). It was found that
experiencing the anxiety-based scenario is differentiated from non-experiencers
regarding childhood trauma. This result consistent with the literature that shows that
childhood interpersonal trauma could be the antecedent for anxiety due to the high
behavioral inhibition system (Miu et al., 2017). In this respect, for the current study,
participants who choose anxiety-based scenario might be consisted of individuals with
interpersonal trauma. Consistent with the literature, differentiation of experiencing
anxiety-based scenario from not experiencing might be partly interpreted with the
comorbidity of maladaptive daydreaming with anxiety related problems (Somer et al.,
2017). In addition, association of generalized anxiety disorder and maladaptive
daydreaming are found in university students (Alenizi et al., 2020). Another study
found that individuals reported experiencing more anxiety in the days of experiencing
intense maladaptive daydreaming (Soffer-Dudek, & Somer, 2018). Attention deficit
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score are differentiated for two anxiety-based scenarios which are yes or no. This
finding is consistent with the literature that shows attention deficit without
hyperactivity is associated with anxiety problems in children (Pauc, 2005). To the best
of our knowledge, continuity of ADHD into adulthood is not rare (ranges from %4 to
80%, depend on the methodology of the study) according to the literature (Faraone et
al., 2000). Fourthly, the present study demonstrated that dissociative experiences are
higher in individuals who experience psychotic-based scenario than those without.
This finding is consistent with the literature that individuals with (auditory)
hallucinated experience more dissociative experiences than control groups (Varese et
al., 2011). Consistent with the literature (Sheffield et al., 2013), childhood trauma level
observed high in the group with psychotic-based scenario than non-experiencers.
There isa gap in the literature related to psychotic based voice hearing and maladaptive
daydreaming. Our result might partly be explained with seeing and hearing things in
the daydream process as if real, according to daydreamers (Somer et al., 2016).
Another finding is that individuals with experiencing psychotic-based scenario showed
higher attention deficit scores compared to non-experiencers. One possible
explanation of this finding is that attention deficit and hyperactivity disorder history
could be the risk factor for psychotic disorder (Nourredine et al., 2021). Lastly, the
present study has reached the unique results by examining the DID-based hearing
voice in terms of dissociation, childhood trauma, maladaptive daydreaming and
attention deficit levels for two conditions. Expectedly, it was found that there is a
difference between DID-based hearing voice hearers and non-voice based on the
dissociation level. Although there is a gap related to DID-based hearing voice, our
result is consistent with the literature that there is a vigorous relationship between
voice hearing and dissociation level (Pilton et al., 2015). Another finding related to
DID-based voice hearing is observing a significant difference in childhood trauma
levels for voice hearers and non- voice hearers. In accordance with the current result,
previous studies have demonstrated that individuals who hear voices reported
traumatic experiences in childhood (Daalman et al., 2012; Offen et al., 2003).
Maladaptive daydreaming scores are differentiated significantly for both conditions in
DID-based hearing voice. Albeit there are no studies considering DID-based hearing
voice and maladaptive daydreaming, one study found that participants with
dissociative identity disorder reported high levels of maladaptive daydreaming

experiences (Ross et al., 2020). Another unique result has shown that DID-based voice
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hearers are significantly differentiated from non-voice hearers in attention deficit
scores. This result might be partly explained by tendency to dissociative symptoms
(including voice hearing) of individuals with childhood attention deficit symptoms
(Matsumoto, & Imamura, 2007). Another explanation of this result can be relationship
of reduced attention in individuals with DID (Dorahy et al., 2014; Kaplow et al., 2008;
McKinnon et al., 2016). In conclusion, all comorbid disorder-specific scenarios are
differentiated for both conditions (experiencing or not experiencing) in terms of

dissociation, childhood trauma, maladaptive daydreaming and attention deficit.

Albeit comorbid conditions for psychiatric problems are inevitable in general
population (Kessler et al., 2005), some methodological circumstances did not allow us

to compare each comorbid situation of disorder-specific scenarios.

5.3.2. Non-Comorbid Disorder-Specific Conditions and Self-Report Measures

Another hypothesis states that “Participants who will select the non-comorbid DID-
based scenario will have higher mean scores from the dissociation scale, trauma scale,
daydreaming scale, attention scale compared to participants who will select the other
non-comorbid disorder-specific scenarios and reasoning-based scenarios.” We
anticipated that experiencing non-comorbid DID-based condition is different from
other scenarios in terms of dissociation, childhood trauma, maladaptive daydreaming
and attention deficit. What is surprising is that only marginally significant difference
is found between DID-based scenario and reasoning-based scenario for maladaptive
daydreaming. Therefore, this hypothesis is not accepted. It is encouraging to compare
this result with the results found by Ross et al. (2020) who found that patients with
dissociative identity disorder had higher mean score compared to participants with
non-dissociative disorder and this might be explained by strong association between

dissociation and maladaptive daydreaming.

Our third hypothesis was “Participants who will select the non-comorbid disorder-
specific scenarios will take higher scores from the beforementioned scales compared
to non-comorbid reasoning-based scenario.” The results showed that significant

difference found only between reasoning-based scenario and rumination for attention
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deficit. Secondly, significant difference is found only between reasoning-based
scenario and OCD-based scenario for maladaptive daydreaming. Thus, this hypothesis
is not accepted. It was found in non-clinical population that rumination and attention
deficit are related (Vaidya, & Adhikari, 2014). Ross and colleagues (2020) indicated
that obsessive compulsive symptoms are higher in individuals with maladaptive
daydreaming disorder than in individuals without. Thus, these results support our

findings at some level.

One possible explanation of non-significant results can be small sample size and high
number of women participants for each disorder-specific condition. Because as sample
smaller, error variance increased (Guadagnoli, & Velicer, 1988). High rate of women
participants might be explained by high comorbidity (56% for Epidemiologic
Catchment Area and 60% for National Comorbidity Survey) of psychiatric disorders
and high comorbidity rate observed in women (Kessler et al., 1994; Lépine et al.,
2005). Another important explanation of nonsignificant results of the current study
could be the pathoplastic relationship which means differentiation of demonstrating
symptoms of a disorder due to the personality traits and this relationship is
bidirectional (Widiger, & Smith, 2008). Therefore, pathoplastic relationship leads to
heterogeneity to demonstration of a certain disorder (Widiger, & Smith, 2008). For
instance, individuals with obsessive compulsive symptoms showed higher neuroticism
than healthy controls (Fullana et al., 2008). Another study indicated that manifestation
of generalized anxiety symptoms is affected by interpersonal pathoplasticity
(Przeworski et al., 2011).

5.4. Probability of Experiencing Disorder-Specific Scenarios

The current study has confirmed that high childhood trauma experience is the risk
factor for experiencing rumination-based scenario. This result is consistent with the
literature that showed that high rumination is predicted by experienced childhood
abuse in participants who have no cognitive disorder (Szabo et al., 2020). In addition,
literature has demonstrated that rumination is a mediator for the pathway of childhood
trauma and mood and anxiety disorders (Kim et al., 2017). Another finding is that
attention deficit is the risk factor for experiencing likelihood of rumination-based

scenario. This finding could be partly explained by the slow attentional activity in
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depressed individuals with ruminative thinking (Wilkinson, & Goodyer, 2006).
Another study showed that work-related rumination is associated with executive
functioning (cognitive flexibility, attention and planning) and rumination is related to
poor attention and reduced cognitive flexibility. One more study suggested that
ruminative thinking styles observed in individuals with attention deficit and dysphoric
mood problems (Jonkman et al., 2017). Secondly, our second model showed that
individuals who have high dissociation levels, maladaptive daydreaming levels and
attention deficit levels are at risk for experiencing likelihood of OCD-based scenario.
These findings coherent with the literature demonstrating that patients with OCD
reported dissociative symptoms Lochner et al. (2004). Another study (Boysan, 2014)
observed that there is a relationship between tendency to dissociation and obsessive-
compulsive symptoms in non-clinical population in Turkey and also our OCD-based
scenario’s mean score of dissociation (16.0) is also found in the reported study and
labeled as average score (16.19). A strong explanation of relationship between OCD-
based scenario and maladaptive daydreaming could be the association of maladaptive
daydreaming with obsessions and compulsions (Salomon-Small et al., 2021) due to
the reports of daydreamers about their daydreaming activity as compulsory and having
uncontrollable thoughts related to this phenomenon (Bigelsen, & Schupak, 2011;
Somer et al., 2016). Relationship of attention deficit and OCD-based scenario might
partly be explained by association of obsessive-compulsive symptoms with
dissociation and their relationship with the narrowed attention (Soffer-Dudek, 2014).
Thirdly, it was found that the greater dissociation level is a risk factor for likelihood
of experiencing anxiety-based scenario. This result mirrors the previous study (Boysan
et al., 2009) that have investigated anxiety and dissociation relationship in abused and
non-abused individuals and found that high correlation is observed between
dissociation levels and anxiety symptoms. Besides, attention deficit is the risk factor
for probability of experiencing anxiety-based scenario. This result coherent with the
literature that inattention is the risk factor for likelihood of experiencing anxiety

symptoms (Das et al., 2012).
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Figure 5.1. Regression Model of DID-Based Voice Hearing

The present study has questioned that “Does scoring high on dissociation scale, trauma
scale, daydreaming scale, attention scale increase the probability of experiencing DID-
based voice hearing?”” The answer to this question is yes but only in part. The most
obvious and expected finding to emerge from the current study is that high
dissociation, childhood trauma and maladaptive daydreaming levels are the strongest
risk factors for likelihood of experiencing DID-based voice hearing by reason of
observed higher explanation variance in this model (see Figure 1.). However, attention
deficit was not found as a risk factor probability of experiencing DID-based voice
hearing. Thus, this hypothesis was rejected. To the best of our knowledge, the literature
has shown that voice hearing and dissociation are related (Longden et al., 2012; Pilton,
et al., 2015). Beyond, a series of studies indicated that the hearing voices experience,
as a one of the first rank Schneiderian symptoms associated with DID (e.g., Bliss et
al., 1983; Dorahy, et al., 2009; Kluft, 1987; Mellor, 1982; Moskowitz, & Corstens,
2008; Ross et al., 1989; Ross et al., 1990). In this respect, likelihood of experiencing
DID-based hearing voice is explained by high dissociation. Another unique finding is
that the risk factor of childhood traumas for likelihood of experiencing DID-based
voice hearing. In the literature, it was found by a series of studies that DID is
fundamentally based on trauma and attachment related childhood trauma including
neglect and abuse (e.g., Akyuz et al., 1999; Chu, & Dill, 1990; Parry et al., 2018; Ross
et al., 1990; Tutkun et. al, 1998; Vanderlinden et al., 1993; Zeligman et al., 2017).
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Another significant dimension is childhood traumas and voice hearing relationship. In
this respect, literature has confirmed that individuals with childhood traumas reported
voice hearing experiences (Daalman et al., 2012; Offen et al., 2003; Pierre, 2010).
These results might explain our result related to risk of childhood trauma and DID-
based voice hearing. Maladaptive daydreaming is another risk factor for likelihood of
experiencing DID-based voice hearing. This result might be partly explained by the
association of DID and maladaptive daydreaming (Ross et al., 2020). However, it is
somewhat surprising that attention deficit was not found as a risk factor for likelihood
of experiencing DID-based voice hearing. This discrepancy could be attributed to
existence of limited studies in the literature and their different sample characteristics
(Dorahy et al., 2014; Kaplow et al., 2008; McKinnon et al., 2016). As we mentioned
in introduction, this study is based on the trauma model of dissociation (Ross et al.,
2008) rather than the fantasy model of dissociation (Giesbrecht et al., 2008;
Merckelbach et al., 2002). We can say that trauma model of dissociation has been
confirmed in this study in the finding that childhood trauma and two more risk factors
(maladaptive daydreaming and dissociation) have an effect on probability of
experiencing DID-based voice hearing. Beyond, individuals who experience DID-
based voice hearing should be assessed for developing DID, according to literature we

referred to previously.

5.5. Limitations, Implications and Future Directions

Particular limitations should be addressed in this study. Firstly, our sample mostly
consisted of women hence this could affect the differential diagnosis of DID-based
voice hearing due to the existence of high comorbidity in women population (Kessler
etal., 1994; Lépine et al., 2005). For example, we used anxiety-based and rumination
based-scenario and the literature (Elliott, 2013) indicated that women are more prone

to affective and anxiety disorders than men.

Secondly, the present study was used a quantitative research approach rather than
mixed or qualitative research approach. A mixed approach could be more effective to

identify clearly participants voice hearing experiences.
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Thirdly, the Maladaptive daydreaming scale has only reliability analysis which was
found o = .96 for 16 items (Soffer-Dudek et al., 2020). In the current study, Cronbach’
alpha was found as a= .91. This finding might be explained by the sample
characteristic of these two studies.

Fourthly, this study consisted of self-reported scales hence it was assumed that
participants will be honest in their answers but there is no indication about this issue.
For example, minimization of childhood trauma was observed in individuals with

comorbid disorders in Turkey (Sar et al., 2004).

Lastly, there are few studies in the literature related to the current study’s topic.
Therefore, this could be a limitation for our study to discuss our results in detail.
Further research is needed to better understand the mechanisms underlying this

problem.

Future studies should concentrate on the examination of structure and the methodology
of disorder-specific voice hearing experiences in terms of mixed method research.
Secondly, more research is required to advance the DID-based voice hearing model

using Structural Equation Model or path analyses, including different variables.

These findings have several implications withing the clinical practice for mental health
practitioners. Firstly, a client who suffers from voice hearing should be assessed
clearly in terms of DID considering existence and levels of dissociation, childhood
trauma and maladaptive daydreaming backgrounds. Secondly, routine outcome of
psychiatric differential diagnosis should not be attributed easily and directly to anxiety,
rumination, obsessions, instead DID-based voice hearing possibility should be

included in differential diagnosis.
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5.6. Conclusion

In the general population, the voice hearing phenomena is not rare (Beavan etal., 2011;
Krakvik et al., 2015; Lawrence et al., 2010) and voice hearing is observed in various
disorders and symptoms. These are DID, dissociation (Bliss et al., 1983; Dorahy, et
al., 2009; Kluft, 1987; Longden et al., 2012), rumination (Jones, & Fernyhough, 2009),
obsessions (Garcia-Montes et al., 2006), anxiety (Allen et al., 2005) hence there was a
need to examine voice hearing in the frame of DID in the general population. Hitherto,
there is no study encountered related to this problem and the present study aimed to
investigate differential diagnosis of DID-based voice hearing experiences in terms of
related spectrums based on the literature (Pierre, 2010) in the general population. This
study manifests several important findings. Firstly, in the general population,
frequency of comorbid and non-comorbid DID-based voice hearing is found to be
34.8% and 3%, respectively. Secondly, non-comorbid DID-based voice hearing is
relatively differentiated from reasoning-based scenarios in terms maladaptive
daydreaming and attention deficit. Thirdly, having different backgrounds which are
dissociation, childhood traumas and maladaptive daydreaming are the risk factors for
likelihood of experiencing DID-based voice hearing compared to other disorder-
specific voice hearing experiences. Fourthly, these are the valuable findings to make
contributions to the literature in terms of DID-based voice hearing and its differential
diagnosis. In addition, based on the literature and our findings, mental health
practitioners should consider the risk of the backgrounds mentioned previously in the
frame of DID-based voice hearing, and the client should be assessed comprehensively
for the risk of developing DID. In conclusion, these results shed contemporary light
on the nature of DID-based voice hearing and differential diagnosis of it to contribute
to the literature. However, further research on the methodology and advancing the

model of DID-based voice hearing is needed.
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APPENDICES

APPENDIX A

Socio-demographic Information
1. Cinsiyetiniz?
o Erkek

e Kadmn

2. Dogum Yiliniz?

3. Gelirinizi nasil tamimlarsiniz?

e Kot
e Orta
o lyi

4. Egitim Diizeyiniz?

e ilkokul
e  Ortaokul
e Lise

e Universite

5. Bilinen herhangi bir psikiyatrik/psikolojik rahatsizliginiz var m?
e Hayrr
e Evet
Evet ise belirtiniz
Bilinen herhangi bir nérolojik rahatsizligimiz var mi?
e Hayrr
e FEvet

Evet ise belirtiniz



6. Daha 6nce herhangi bir psikiyatrik/psikolojik yardim aldiniz m1?
e Evet

e Hayrr

7. Hayatimiz boyunca psikiyatrik ila¢ kullandiniz mi1?
e Evet
e Hayrr
Evetiseilacmadi ..........
8. Hayatimiz boyunca psikoterapi aldiniz mi?
e FEvet
e Hayrr
Evet ise yaklagik kag seans aldiniz?

9. Son 6 ay igerisinde aile liyelerinizden bir ya da birden fazla kisinin kaybini yasadiniz

mi?
e Evet
e Hayirr
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APPENDIX B

Disorder-specific Conditions

Liitfen asagidaki durumlar: dikkatli bir sekilde inceleyiniz ve sizin i¢in uygun olan
durum/durumlari seginiz.

Durum 1

Bazi insanlarm istemedikleri halde zihinlerine tekrar tekrar gelen diigiinceleri olur.
Ornegin Istemediginiz halde birine zarar vermek diisiincesi, ellerinizin kirli oldugu,
kapinin, muslugun ag¢ik kaldigi diisiincesi gibi. Bu durum size uyuyor mu?

Evet

Hayir

Durum 2

Bazi insanlar, kendileri ya da ¢evreleri ile ilgili yasadiklar1 olumsuz veya stresli
olaylar iizerine siirekli ve tekrarlayici bir bi¢imde kafaya takarak diistiniirler. Bu
durum size uyuyor mu?

Evet

Hayir

Durum 3

e Baz insanlar kendilerinin veya ailesinin bagina kotii seyler gelebilecegi
konusunda (kaza, bela, saglik ve ekonomik sorun vb.) asir1 sekilde
endiselenirler. Bu durum size uyuyor mu?

Evet

Hayir

Durum 4

Bazi insanlar, kendileri i¢in 6nemli bir konuda karar verirken meselenin art1 ve
eksilerini veya muhtemel seceneklerini senaryo haline getirerek zihinlerinde
muhakeme ederler. Bu durum size uyuyor mu?

Evet

Hayir

Durum 5

Bazi insanlarin kulaklarina bagkalarinin duymadigi sesler gelir; bu sesler giiriiltii,
fisildasma ya da konusan insanlar olarak kendini gosterir.

Evet
Hayir
69



Durum 6

e Bazi insanlar, ¢gocukluklarindan beri kafalarinin igerisinde kendisiyle diyalog
seklinde i¢ konugmalar yaparlar veya sesler duyarlar.

e FEvet

e Hayrr
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APPENDIX C

Informed Consent

Degerli katilimet,

Bu calisma, Psikolog Mehmed Seyda Tepedelen tarafindan Prof. Dr. Medaim Yanik
danismanliginda yiiriitiilen ibn Haldun Universitesi Klinik Psikoloji Yiiksek Lisans
programi kapsaminda tez ¢aligsmasi i¢in yapilmaktadir.

Arastirmaya katilmay1 kabul ettiginiz takdirde size yasadigiiz deneyimlerle ilgili bir
dizi soruya cevap vermeniz beklenecektir. Sorular1 dikkatli bir sekilde okuyarak
kendinize en uygun gelen cevap/cevaplari vermeniz ¢alismanin saglikli olmasi
acisindan 6nem arz etmektedir. Bu sebeple liitfen sorulart neyin dogru neyin yanlis
olduguna gore degil yasadiginiz duruma en uygun olacak sekilde cevaplaymiz.

Bu aragtirmada verdiginiz cevaplar tamamen gizli tutulacak ve yalnizca arastirmaci
tarafindan goriilebilecektir. Yanitlar anonim olarak toplanacak ve ad-soyad
istenmeyecektir. Vereceginiz yanitlardan elde edilen bulgular yalnizca bilimsel
amacl yayinlarda kullanilacaktir. Bu ¢alismaya katilarak ses duyma deneyimi ve
bununla ilgili psikolojik faktdrlerin incelenmesine yardimer olarak bilime katkida
bulunmus olacaksiniz. Arastirmanin 6ngoriilen psikolojik, fiziksel ve sosyal bir riski
yoktur.

Arastirmaya katilim tamamen goniilliige dayalidir. Aragtirmadan istediginiz zaman
cekilebilir ya da katilmay1 reddedebilirsiniz. Arastirmadan ¢ekilmeniz durumunda
yanitlariniz arastirmaya dahil edilmeyecektir.

Katkilariiz i¢in tesekkiirler.

Arastirma ile ilgili herhangi bir sorunuz oldugundan asagidaki iletisim bilgisi ile
arastirmaciya ulagabilirsiniz:

Mehmed Seyda Tepedelen (Arastirmaci)
e-posta: seyda.tepedelen@ibnhaldun.edu.tr

Bu arastirmaya goniillii olarak katilmay1 kabul ediyorum. Bilgilendirilmis onami
okudum, anladim. Istedigimde arastirmadan gekilebilecegimi ve onayimi geri
alabilecegimi anladim.

Evet
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APPENDIX D

Dissociative Experiences Scale

DISSOSIYATIF YASANTILAR OLCEGI (DES)
Bernstein & Putnam,1986,1993

Tiirkge'ye uyarlayanlar: Vedat Sar, L Ilhan Yargi¢, Hamdi Tutkun

Bu test giinlitk hayatimizda bagimizdan gegmis olabilecek yasantilan konu alan 28 sorudan meydana
gelmektedir. Sizde bu yasantilarin ne siklikta olduunu anlamak istiyoruz. Yanmit verirken, alkol ya da ilag
etkisi alinda meydana gelen yagaulan degerlendirmeye katmayimiz. Litfen her soruda, anlatilan durumun
sizdekine ne olgiide uydugunu 100 tizerinden degerlendiriniz ve uygun olan rakam daire igine alimz.

Ornek:
%0 10 20 30 40 50 60 70 80 9% %100

SORULAR

1. Baz insanlar, yolculuk yaparken yol boyunca ya da yolun bir bdlumtnde neler oldugunu
hatrlamadiklarini birden farkederler. Bu durumun sizde ne siklikta oldugunu yiz tzerinden
degerlendirerek uygun olan ylizdeyi daire i¢ine alimiz,

%0 10 20 30 40 50 60 70 80O 90 %100
2, Baz1 insanlar zaman zaman, birisini dinlerken, soylenenlerin bir kismim ya da tamamin duymamg
olduklanni birden farkederler. Bu durumun sizde ne siklikta oldugunu yiz tzerinden degerlendirerek uygun
olan yiizdeyi daire i¢ine alimz.

%0 10 20 30 40 50 60 70 80 90 %100

3. Baz: insanlar kimi zaman, kendilerini nasil geldiklerini bilmedikleri bir yerde bulurlar. Bu durumun sizde
ne sikhikta oldugunu ytz 0zerinden degerlendirerek uygun olan yiizdeyi daire igine alimz.

%0 10 20 30 40 50 60 70 80 90 %100

4. Bazi insanlar zaman zaman kendilerini, giydiklerini hatirlamadiklan elbiseler iginde bulurlar. Bu
durumun sizde ne siklikta oldugunu ytz tzerinden degerlendirerek uygun olan ytizdeyi daire igine aliniz.

%0 10 20 30 40 50 60 70 80 90 %100

5. Baz1 insanlar zaman zaman egyalan arasinda,satin aldiklarint hatirlamadiklan yeni geyler bulurlar Bu
durumun sizde ne siklikta oldugunu ytiz tizerinden degerlendirerek uygun olan ytizdeyi daire igine aliniz.
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6. Baz: insanlar, zaman zaman, yanlarina gelerek bagka bir isimle hitabeden ya da d6nceden tamgtiklarinda
1srar eden, tanimadiklan kisilerle kargilagirlar. Bu durumun sizde ne siklikta oldugunu yiiz tizerinden
degerlendirerek uygun olan yiizdeyi daire i¢ine alimz.

%0 10 20 30 40 50 60 70 80 90 %100

7. Baz: insanlar, zaman zaman, kendilerinin yanibaginda duruyor ya da kendilerini birsey yaparken
seyrediyor ve sanki kendi kendilerine kargidan bakiyormus gibi bir his duyarlar. Bu durumun sizde ne
stklikta oldugunu yiiz tzerinden degerlendirerek uygun olan yiizdeyi daire i¢ine alimiz.

%0 10 20 30 40 50 60 70 80 90 %100
8. Baz: insanlara, arkadaslarini ya da aile bireylerini, zaman zaman tammadiklarimin sdylendigi olur. Bu
durumun sizde ne siklikta oldugunu yiiz izerinden degerlendirerek uygun olan yiizdeyi daire icine alimz.

%0 10 20 30 40 50 60 70 80 90 %100

9. Bazi insanlar, yasamlarindaki kimi onemli olaylan ( ornegin nikah ya da mezuniyet toreni ) hi¢
hatirlamadiklann: farkederler. Yagamimmizdaki bazi dénemli olaylan hi¢ hatirlamama durumunun sizde ne
oranda oldugunu yiz tzerinden degerlendirerek uygun olan yiizdeyi daire i¢ine alimz,

%0 10 20 30 40 50 60 70 80 90 %100

10. Baz1 insanlar zaman zaman, yalan soylemediklerini bildikleri bir konuda, bagkalan tarafindan, yalan
soylemis olmakla suglanirlar. Bu durumun sizde ne siklikta oldugunu yiiz tzerinden degerlendirerek uygun
olan yiizdeyi daire i¢ine alimz,

%0 1020 30 40 50 60 70 80 9 %100

11. Baz1 insanlar kimi zaman, aynaya baktiklarinda kendilerini tamiyamazlar. Bu durumun sizde ne sikhkta
oldugunu yuz tizerinden degerlendirerek uygun olan yiizdeyi daire i¢ine aliniz.

%0 100 20 30 40 50 60 70 80 90 %100
12. Baz: insanlar kimi zaman, diger insanlanin, esyalarin ve ¢evrelerindeki danyanin gergek olmadif
hissini duyarlar. Bu durumun sizde ne sikhkta oldugunu ytiz dzerinden degerlendirerek uygun olan yiizdeyi
daire igine aliniz,

%0 10 20 30 40 50 60 70 80 90 %100

13. Baz: insanlar, kimi zaman vicutlannin kendilerine ait olmadig: hissini duyarlar. Bu durumun sizde ne
stklikta oldugunu yiiz Gzerinden degerlendirerek uygun olan ylzdeyi daire igine alimiz,

%0 1020 30 40 50 60 70 80 90 %100

14. Baz: insanlar, zaman zaman gegmigteki bir olayr o kadar canli hatirlarlar ki, sanki o olay: yeniden
yagtyor gibi olurlar. Bu durumun sizde ne sikhikta oldugunu yoz tzerinden degerlendirerek uygun olan
ylzdeyi daire igine alimiz.

%0 10 20 30 40 50 60 70 80 9 %100
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15. Baz: insanlar kimi zaman, oldugunu haturladiklan seylerin, gercekte mi yoksa rityada mi oldugundan
emin olamazlar. Bu durumun sizde ne sikhikta oldugunu yiiz iizerinden degerlendirerek uygun olan yiizdeyi
daire igine aliniz.

%0 10 20 30 40 50 60 70 80 90 %100

16. Baz1 insanlar zaman zaman, bildikleri bir yerde olduklan halde oray: yabanc: bulur ve taniyamazlar. Bu
durumun sizde ne siklikta oldugunu yiiz iizerinden degerlendirerek uygun olan yiizdeyi daire i¢ine alimz.

%0 10 20 30 40 50 60 70 80 90 %100

17. Baz: insanlar, televizyon ya da fim seyrederken, kimi zaman kendilerini dykaye o kadar kaptnirlar ki
cevrelerinde olan bitenin farkina varamazlar. Bu durumun sizde ne siklikta oldugunu yiiz izerinden
degerlendirerek uygun olan yazdeyi daire i¢ine alimz.

%0 10 20 30 40 50 60 70 80 90 %100

18. Baz: insanlar kimi zaman kendilerini, kafalarinda kurduklan bir fantazi ya da hayale o kadar kaptinrlar
ki, sanki bunlar ger¢ekten baglarindan gegiyormus gibi hissederler. Bu durumun sizde ne siklikta oldugunu
yliz izerinden degerlendirerek uygun olan yiizdeyi daire igine alimz.

%0 10 20 30 40 50 60 70 80 9 %100

19. Baz: insanlar, agn hissini duymamay: zaman zaman bagarabildiklerini farkederler. Bu durumun sizde
ne sikhkta oldugunu yiiz tizerinden degerlendirerek uygun olan yiizdeyi daire igine alimz.

%0 10 20 30 40 50 60 70 80 90 %100

20. Baz: insanlar kimi zaman, bogluga bakip hig bir sey diiginmeden ve zamanmn gegtigini anlamaksizin
oturduklarini farkederler. Bu durumun sizde ne siklikta oldugunu yiiz tzerinden degerlendirerek uygun olan
yizdeyi daire i¢ine alimz,

%0 10 20 30 40 50 60 70 80 90 %100

21. Baz: insanlar, yalmz olduklarinda, zaman zaman sesli olarak kendi kendilerine konugtuklarini
farkederler. Bu durumun sizde ne sikhikta oldugunu yiiz tzerinden degerlendirerek uygun olan yozdeyi
daire igine aliniz,

%0 10 20 30 40 50 60 70 80 90 %100

22. Bazi insanlar kimi zaman iki ayn durumda o kadar degisik davrandiklarn gortirler ki, kendilerini
neredeyse iki farkl insanmug gibi hissettikleri olur. Bu durumun sizde ne siklikta oldugunu yiiz tzerinden
degerlendirerek uygun olan ytizdeyi daire i¢ine aliniz.

%0 10 20 30 40 50 60 70 80 90 %100
23. Bazi insanlar, normalde gti¢lik gektikleri bir geyi ( 0rnegin spor tirleri, ig, sosyal ortamlar vb. ) belirli
durumlarda son derece kolay ve akici bigimde yapabildiklerini farkederler. Bu durumun sizde ne siklikta
oldugunu yoz tzerinden degerlendirerek uygun olan yizdeyi daire igine alimz.

%0 10 20 30 40 50 60 70 80 90 %100

74



24. Baz insanlar, zaman zaman, bir seyi yaptiklarini mi yoksa yapmayi sadece akilarindan gegirmis mi
olduklarini ( drnegin bir mektubu postaya attifini mm yoksa sadece atmay: disiindiigiini mi )
hatirlayamazlar. Bu durumun sizde ne siklikta oldugunu yiiz iizerinden degerlendirerek uygun olan yiizdeyi
daire igine alimz.

%0 10 20 30 40 50 60 70 80 90 %100

25. Baz insanlar kimi zaman, yaptiklarini hatirlamadiklan seyleri yapnus olduklarim gosteren kanitlar
bulurlar. Bu durumun sizde ne siklikta oldugunu yiiz iizerinden degerlendirerek uygun olan ytizdeyi daire
igine aliniz.

%0 10 20 30 40 50 60 70 80 90 %100

26. Baz: insanlar, zaman zaman egyalan arasinda, kendilerinin yapmig olmas: gereken, fakat yaptiklarim
hatirlamadiklan yazilar, ¢izimler ve notlar bulurlar. Bu durumun sizde ne siklikta oldugunu yiiz iizerinden
degerlendirerek uygun olan ytizdeyi daire i¢ine alimz.

%0 10 20 30 40 50 60 70 80 90 %100
27. Baz insanlar, zaman zaman kafalarinin igersinde, belli seyleri yapmalarim isteyen ya da yaptiklan
seyler izerine yorumda bulunan sesler duyarlar. Bu durumun sizde ne siklikta oldugunu ytiz tizerinden
degerlendirerek uygun olan ytizdeyi daire i¢ine aliniz,

%0 10 20 30 40 50 60 70 80 90 %100
28. Baz insanlar, zaman zaman, diinyaya bir sis perdesi arkasindan bakiyormus gibi hissederler, oyle ki
insanlar ve egyalar ¢ok uzakta ve belirsiz gortintrler. Bu durumun sizde ne siklikta oldugunu yiz azerinden
degerlendirerek uygun olan yiizdeyi daire igine alimz,

%0 10 20 30 40 50 60 70 80 90 %100
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APPENDIX E
Maladaptive Daydreaming Scale

Maladaptif Giindiizdiisii Olcegi (MDS-16)
Eli Somer, Jayne Bigelsen. Jonathan Lehrfeld & Daniela Jopp
(Tuirkce geviri: Vedat Sar, 2017)

Asagidaki sorulari yanitlarken liitfen gecen ay icersindeki hayal kurma (giindizdiisii) vasantilarins dikkate
aliiz. Baska zamana ait ise belirtiniz. Deneyimlerinize en uygun sikki seginiz. Ornegin: Bazi insanlar
kendilerini hayale o kadar ¢ok kaptirirlar ki nerede olduklarini unuturlar. Hayal kurma sirasmda nerede
oldugunuzu unutma ne siklikla olmaktadir? Omekte yamt olarak % 20 se¢ilmistir.

0]% 10|% >Ole< 30|% 40|% 50|% 60|% 70|°/o 80% 90|% 100%

Hig bir zaman Cok sik

1. Bazi insanlar, belirli miiziklerin hayal kurmayi baglattigini farkederler. Miizik sizin hayal
kurmanizi ne 6lgiide aktif hale getirmektedir?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Hig bir zaman Cok stk

2. Baziinsanlar, dis diinyadaki bir olayin bsldiigi hayal kurma durumuna devam etme gereksinimi
duyarlar. Dis dinyadaki bir olay sizin hayal kurmanizi bsldiigiinde. sizin yarim kalan hayal
kurma durumuna olabildigince ¢cabuk donme gereksiniminiz ya da isteginiz ne kadar giiclidiir?

O‘I’/o 10% 201% 30% 40% 501% 60% 701% 80% 90% 100%
Hig yok Cok fazla
3. Hayal kurma durumunuza ne siklikla ses veya yiiz ifadesi degisikligi eslik eder? (6megin giillme.
konugma veya ¢ene ¢alma)?
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
| I I I I I I I I
Hig degil Cok

4. Belirli bir zaman diliminde gercek diinyadaki sorumluluklariniz yiiziinden hayal kuramadiginizda
hayal kurmak icin uygun bir zaman bulmayi ne kadar dert edersiniz?

0‘|’/o 10|% 20|% 30|% 40|% 50|% 6(1% 7(1% 8(1% 90[% 100%

Hig degil Cok

5. Bazi insanlarda hayal kurma durumu giinliik 15 veya gérevlerine engel olur. Sizin hayal kurma
durumunuz basit giindelik iglers yapma kapasitenizi ne kadar etkiler?

(l)% 1|0% Z’.OI% 30|% 40% 50% 60% 70% 80% 90% 100%

Hi¢ engellemez Cok engeller
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6. Baziinsanlar. hayal kurmaya harcadiklars zamanin miktars konusunda endiseli veya sikintils
olurlar. Siz, halen hayal kurmaya harcadiginiz zamanin miktarin ne kadar dert ediyorsunuz?

0% 10[% 201% 30[% 40% 50% 60% 70% 80% 90% 100%

Hig degil

Cok

7. Onemli veya zor bir seyle karsilagtigimzi bildiginizde dikkatinizi vermek veya o is1 bitirmek i¢in
goreve odaklanmak veya hedefe ulagmak amaciyla hayal kurmaktan uzak durmak sizin 1¢in ne
kadar zordur?

Oi’/o 10|% 20|°/o 30|°/o 40|% 5 (i% 60|% 7(1% 80% 90% 100%

Hig zor degil

Cok zor

8. Bazi insanlar, kendi hayal kurma durumlarimin kendileri i¢in en dnemli seyler: engelledigini
farketmislerdir. Kendi hayal kurma durumunuzun sizin tiimiivle yasam amaglarinizs bagarmaniza
engel oldugu hissini ne 6lgiide duyuyorsunuz?

(l)% ll()% 201% 30|% 401% 50% 60% 70% 80% 90% IOIO%

Hig engellemez Cok engeller

9. Bazi insanlar, kendi hayal kurma egilimlerini kontrol altina almakta veya sinirlamakta zorlanirlar.
Hayal kurma egiliminizi kontrol altinda tutmak sizin i¢in ne élgiide zordur?

0‘|.’/o 10|°/o '-’..Ol% 30|% 40|°/o 50% 60% 70% 80%

90|% 10|0%
Hig¢ zor degil

Cok zor

10. Baz1 insanlar. dis diinyadaki bir olay hayal kurmalarini engellediginde 6fkelenirler. Dis diinya
sizin hayal kurmanizi engellediginde genellikle ne kadar 6fkelenirsiniz?
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Hl.9I i I I I | I I | I i ‘I, -
11. Bazi insanlar, kendi hayal kurma egilimlerinin akademik/meslek: veya kisisel basarilaring

engelledigini farkederler. Sizin hayal kurma egiliminiz akademik/mesleki basarinizi ne élgiide
engellemektedir?

(I)% 1|0% .'-ZOl% 30|% 40|% S(i% 60|% 7(1% 80|% 90I% 100%

I
Hig engellemez Cok engeller
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12. Bazi insanlar. hayal kurmayi bagka seylere tercih ederler. Siz diger insanlarla yakin iligki kurmak
veya sosyal aktivitelere katilip hobi edinmektense hayal kurmayi ne 6l¢iide tercih edersiniz?

O‘l’/o lOI% 20% 30% 40% 50% 60% 7(1% 80|% QOi?/a 100%
Hig Son derecede
13. Sabah uyandiginizda ilk olarak hayal kurmaya hemen baslamak i¢in ne kadar giiglii bir egilim
duyarsimz?
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
| I I I I I I I I I |
Hi¢ Cok

14. Sizmn simdiki hayal kurma durumunuza. yiiriime. ayaklarimz: veya elleninizi sallama gibi fiziksel
aktiviteler ne siklikla eslik etmektedir?

0‘|.’/o lOl% 20|% 30|°/o 40|% 5 Ol% 60|% 70% 80|% 90i?/o 10(|)%

Hi¢ Cok sik

15. Baz1 insanlar, hayal kurmayi severler. Siz hayal kurarken bu durumunuzu ne kadar rahatlatica
veya zevkli bulursunuz?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
| I I I | I I | I I |
Hig eglenceli Cok
degil eglenceli

16. Bazi insanlar i¢in miizik dinlemedikler: zaman hayal kurma durumlarim siirdiirmek zordur. Sizin
hayal kurmaniz miizik dinlemenin eslik etmesine ne 6l¢iide baglidir?

0‘|?/o 10[% 201% 301% 401% 501% 60% 70% 80% 90% 100%
Hig bagh Cok baghdir
degildir
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APPENDIX F

Adult ADD/ADHD DsmlV- Based Diagnostic Screening and Rating Scale

1. BOLUM

Dikkat Eksikligii Béliimi

Sorun

Sorunun giddeti ve sikhgn

Hemen Biraz  Sikhkla Cok
hi¢ ya da sik
bazan

1. Ayrintilara dikkat etmekte zorluk ya da okul i3 0 1 2 3
ve diger etkinliklerde dikkatsizce hatalar yapma
2. Dikkat gerektiren gérevler ya da islerde dikkati 0 1 2 3
sturdirme guglugi
3. Birisiyle yuzyiize konusurken dinlemede gucluk 0 1 2 3
cekme
4. Okul 6devlerini ya da i5 yerinde verilen gorevleri 0 1 2 3
bitirmekte zorlanma, verilen yonergeleri izlemekte
zorluk ¢ekme (yonergeleri anlama guglugiine ya da
inatlagmaya bagh degildir)
5. Goérevleri ve etkinlikleri diizenleme/ organize 0 1 2 3
etme gucligu
6. Uzun zihinsel ¢aba gerektiren iglerden kaginma, 0 1 2 3
bu isglerden hoglanmama ya da bu iglere kar;
isteksizlik
7. Gorev ve etkinlikler i¢in gereken egyalarn 0 1 2 3
kaybetme (6rnegin: oyuncak, okul ddevleri, kalem,
kitap ya da arag gereg)
8. Dikkatin kolayca dagilmas: 0 1 2
9. Gunluk etkinliklerde unutkanhk 0 1 2
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