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ABSTRACT

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

Altin, Miijgan
Ph.D., Department of Psychology

Supervisor: Prof. Dr. Nuray A. Karanci

March 2009, 366 Pages

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

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

for intrusions, rather being a causal factor.

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

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

Altin, Miijgan
Doktora, Psikoloji Bolimii

Tez Yoneticisi: Prof.Dr. Nuray A. Karanci

Mart 2009, 366 Sayfa

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

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

ve kiiltiiriin 6zellikleriyle ilgili literatiir bulgular1 1s181nda tartisiimistir.

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

degerlendirme inanglari, Kiiltiir, Dindarlik.
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CHAPTER

INTRODUCTION

1.1. Overview

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

of the present study, research questions and hypotheses.



1.2. Review of the Literature on Obsessive Compulsive Disorder

1.2.1. Phenomenology of Obsessive-Compulsive Disorder

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

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

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

that one’s mental stability and reliability are impaired.

1.2.1.1. Prevalence of OCD

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

0.6% in women and 0.2% in males.

1.2.1.2. Clinical Presentations and Subtypes of OCD

Many studies have consistently pointed out that obsessive-compulsive disorder

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

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

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

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

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

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

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

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

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

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

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

1.2.1.3. Demographic Features and Course of OCD

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

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

Versani, 2003).



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

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

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

full remission of OCD is low.



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

been found to be associated with poorer outcome.

1.2.1.4. Comorbidity

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

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

most frequent diagnoses among Axis II pathologies 