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ABSTRACT 

Religiosity has been frequently linked to obsessive-compulsive disorder (OCD), as religious 

obsessions (also referred to as scrupulosity) are a common theme in this disorder 

(Abramowitz, Huppert, Cohen, et al., 2002). Thus far, research has yielded equivocal 

findings regarding the relationship between levels of religiosity and OCD (Raphael, Rani, & 

Drummond, 1996; Miovic, 2007). These mixed findings may be in part due to differences 

across religions and their impact on OCD. Moreover, most of this research has focused on 

western religions such as Christianity. This study addresses the need for OCD research in 

diverse religious contexts. Eight hundred and ninety eight undergraduate students (82.7% 

identifying as Christian, 10.7% as Muslim, and 6.6% as Buddhist) completed self-report 

versions of the Yale-Brown Obsessive-Compulsive Scale (Y-BOCS), the Penn Inventory of 

Scrupulosity (PIOS), the Duke University Religion Index (DUREL) and the Vancouver 

Index of Acculturation (VIA). Results reveal that Muslims and Christians reported higher 

scrupulosity symptoms as compared to Buddhists despite no clear religious group differences 

in obsession or compulsion severity. Although certain dimensions of religiosity were 

associated with scrupulosity symptoms, which in turn generally corresponded to obsession 

and compulsion severity across groups, there was no clear relationship between religiosity 

and OC severity, with some group differences on these relationships. Implications and 

limitations of results are discussed.  
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World Religions, Religiosity, and Obsessive-Compulsive Features: An Exploratory Study 

INTRODUCTION 

Religiosity has been found to be both a protective and risk factor of physical and 

mental health outcomes, although an overwhelming amount of research has suggested the 

former (Seybold & Hill, 2001; Fredrickson, 2002). Researchers have extensively studied 

these paradoxical findings. There have been several proposed explanations for the reported 

positive effects that religiosity has on physical and mental health, such as better lifestyle 

choices (e.g., abstaining from drug and alcohol use and smoking, engaging in less risky 

sexual behaviors), increased social support, better coping strategies, and positive world-view 

and attributions (Koenig, 2001; Seybold & Hill, 2001). Religiosity has been linked to lower 

rates of heart disease, decreased chronic pain, and increased longevity (Seybold & Hill, 

2001). However, religion can have rather dangerous effects when there is an overreliance on 

the Divine to cure serious health problems to the point where proper medical care is passed 

over (Koenig, 2000). Some faiths explicitly forbid care that may be beneficial to the 

individual. For example, accepting blood transfusions is forbidden among Jehovah‟s 

witnesses (Koenig, 2000). Religiosity has also been linked to child abuse and fostering of 

excessive guilt and shame (Koenig, 2000). Although religious groups provide a source of 

social support for those who abide by their rules, those who deviate from their norms can 

experience social isolation, and may even be judged and coerced by the other group members 

(Koenig, 2000). Moreover, religiosity has been frequently linked to obsessive-compulsive 

disorder, as religious obsessions are a common theme in this disorder (Abramowitz, Huppert, 

Cohen, et al., 2002).  
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Thus far, research has yielded equivocal findings regarding the relationship between 

levels of religiosity and Obsessive-Compulsive Disorder (OCD; Raphael, Rani, & 

Drummond, 1996; Miovic, 2007). These mixed findings may be in part due to differences 

across religions and their impact on OCD. Moreover, prior research has focused largely on 

western religions such as Christianity. This study addresses the need for OCD research in 

diverse religious contexts. Such research will be informative to both clinicians and 

researchers. Research has found that integrating religion into psychotherapy can be beneficial 

for religious patients experiencing excessive anxiety (Azhar, Varma, Dharap, 1994), but first 

it is important to understand the nature of the relationship between religion, religiosity, and 

OCD.  

BACKGROUND 

Religiosity as a construct 

The study of religion is somewhat muddled by differing conceptualizations of 

religiosity. Some of the contradictory findings on religiosity may be due to differences in 

defining and interpreting religiosity as a construct.  Historically in research, and perhaps even 

today to the average person, religion was construed as a unidimensional construct, typically 

defined according to either religious affiliation or religious attendance (Taylor, Mattis, & 

Chatters, 1999). However, neglecting the experience of religion that takes place outside of 

public congregations does not allow the more personal and meaningful experience of religion 

to be captured.  

Thus, researchers have since conceptualized religiosity as a multidimensional 

construct and divided it into different components, although the nature and terminology 

associated with these factors typically vary among researchers. Religiosity has popularly 
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been divided into intrinsic and extrinsic orientations. This distinction is made on the basis of 

the motivation for engaging in religious activity. Those possessing an “extrinsic” orientation 

are said to use their religion, whereas those with an “intrinsic” orientation are said to live 

their religion (Allport & Ross, 1967). Accordingly, the former group is said to use religion 

for personal gains such as increased security, sociability, and status, whereas the latter is 

characterized as living according to the principles and doctrines of their religion, and 

experiencing the presence of the Divine (Koenig & Bussing, 2010). These two orientations 

are not necessarily orthogonal constructs. Studies exploring extrinsic and intrinsic religious 

orientations have resulted in positive, negative, and even nonsignificant  correlations. It 

appears that the nature and magnitude of this relationship is contingent on the characteristics 

of the samples, such as ethnicity, gender, religious denomination, and degree of theological 

conservatism (Donahue, 1985; Chau, Johnson, Bowers, et al., 1990). However, as these 

correlations are not perfect, it is important to consider that they may actually represent 

different, although related, constructs. Although the extrinsic-intrinsic dichotomization has 

been extensively used in research, other researchers have elected to pursue other avenues in 

breaking down religiosity into components.  For example, a number of researchers (e.g., 

Koenig & Bussing) have retained the intrinsic orientation previously put forth by Allport and 

Ross (1967), but have substituted the extrinsic orientation with organizational and 

nonorganizational religiosity dimensions. These two components are differentiated on the 

basis of whether religious engagement is more in public events (e.g., attendance at religious 

institutions and events), or private (e.g., prayer, meditation, or religious scripture). Different 

conceptualizations of religion can yield different outcomes on anxiety, and psychopathology 

overall. Despite these differences in nomenclature, overall it appears there are different 
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subtypes of religiosity that are taken into account in the literature when predicting anxiety 

outcomes.   

Religiosity, Anxiety, and OCD 

In a review of the literature regarding religion and anxiety by Shreve-Neiger and 

Edelstein (2004), studies have yielded mixed findings regarding the link between religion 

and anxiety, with some finding religion to be a protective factor against anxiety, some 

finding it to be a risk factor of anxiety, and some finding no relation at all. It has been 

suggested that one explanation for the discrepant findings is the proportion of extrinsics and 

intrinsics in the sample. Baker and Gorsuch (1982) have suggested that “studies using a 

general measure of religiousness will find a positive correlation with anxiety if the sample 

contains more extrinsics than intrinsics, and a negative one if the sample contains more 

intrinsics than extrinsics” (p. 119). Despite the discrepancies in results, the majority of 

studies have found religiosity to have a protective effect against anxiety (Koenig, 2001). 

In discussing the connection between religiosity and anxiety, it is appropriate to 

examine in particular Obsessive Compulsive Disorder (OCD). Of all the anxiety disorders, 

OCD has been most closely linked to religiosity. The link between religion and OCD can be 

dated as far back as Freud, who contended that religious rituals are simply obsessive-

compulsive symptoms (c.f. Koenig, 2000). According to the fourth edition of the Diagnostic 

and Statistical Manual of Mental Disorders (DSM-IV-TR; American Psychiatric Association, 

2000), OCD is characterized by the presence of clinically significant (i.e., excessive, 

unreasonable, and causing marked distress or interference) obsessions or compulsions. 

Obsessions are “recurrent and persistent thoughts, impulses, or images” that are intrusive and 

inappropriate. Typically, someone with OCD tries to ignore or suppress these thoughts, 
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impulses, or images or neutralize them with some other thought or action. Compulsions are 

described as repetitive behaviors (such as hand washing, ordering, or checking) or mental 

acts (such as praying, counting, repeating words silently) that are often done to prevent or 

reduce distress. OCD is a universal disorder, and is prevalent across cultures. One percent of 

the United States population is estimated to have had clinically significant OCD in the past 

12 months (Kessler, Chiu, Demler, & Walters, 2005), 3.0 % in Konya, Turkey (Cilli, 

Telcioglu, Askin, Kaya, Bodur, & Kucur, 2004), and 1.8% in Iran (Mohammadi et al., 2004). 

However, it is unclear whether these discrepancies reflect actual differences in prevalence 

rates or are simply a product of inconsistent methodologies and analyses.  

The content of obsessions is found to vary from person to person, and most typically 

involves contamination, fear of harming oneself or others, symmetry, somatic, religious, 

sexual, hoarding, and unacceptable urges (Foa & Kozak, 1995). In a DSM-IV field trial for 

OCD, religious obsessions were the 5
th
 most prevalent type of obsession in a clinical sample 

(Foa & Kozak, 1995). Although religious obsessions and compulsions, also referred to as 

“scrupulosity,” are no doubt a common theme of OCD, it remains unclear as to whether there 

is a predictive relationship between religiosity and OCD. Tek and Ulug (2001) compared a 

group with religious obsessions with a group without religious obsessions, and found that a 

higher level of religiosity is not associated with more OCD symptoms. The only link they 

found between OCD and religiosity was that those with religious obsessions were more 

likely to have a variety of other obsessions. They concluded that although religiosity itself 

was not a predictor of OCD symptoms, religion was yet another area in which OCD 

symptoms are apparent. Examples of religions obsessions include fears that one has or will 

sin, intrusive mental images that are of a sacrilegious or blasphemous nature, and fears that 
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one will be punished by God or will go to Hell (Abramowitz et al., 2002). Religious 

compulsions typically include excessive praying, excessive attention to minor details of 

religious tradition, and seeking reassurance from clergy or loved ones about religious 

matters.   

Religious Differences 

The idea that culture can affect presentation of anxiety symptoms is not new, and 

relates back to the popular emics (culture-specific) versus etics (culture-general) distinction 

in the literature (Butcher, Cabiya, Lucio, & Garrido, 2007; Pederson, 1991). The etic 

approach to studying mental illness assumes underlying mechanisms of psychopathology that 

transcend concepts of race, ethnicity, and culture. In contrast, an emic approach to 

understanding mental illness underscores the characteristics of psychopathology unique to a 

specific culture (Butcher et al., 2007). We can extend this idea to religious differences, and 

seek to understand OCD in both general and specific contexts. Identifying those with 

psychopathology is challenging in light of the differences in conceptualizations and 

experiences of mental illness across both cultures and religions. Good and Kleinman (1985) 

contend that although “anxiety and disorders of anxiety are universally present in human 

societies…the phenomenology of such disorders, the meaningful forms through which 

distress is articulated and constituted as social reality, varies in quite significant ways across 

cultures” (p. 298). Therefore, in order to understand this phenomenology of anxiety, adopting 

an emic approach by looking to the culture/religion for conceptualizations of mental illness 

may be beneficial.  In doing so, we address the notion that what is deemed pathological in 

one may be considered normal, or even desirable, in another. Adopting an emic approach 

may also account for some of the discrepant findings in the literature regarding religiosity 
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and anxiety. In fact, Lavric and Flere (2008) have found that culture can indeed affect 

manifestations. In their study, a general index of religiosity was found to negatively correlate 

with psychological well-being among Serbians, but positively correlate among a U.S. 

sample. Therefore, religious affiliation should also be considered when studying the 

relationship between religiosity and OCD symptoms.  

Moreover, most of the research done on religion and psychopathology has focused on 

Christian samples. Although Christianity comprises 78 percent of religious beliefs in the 

United States (Gallup, 2009), it makes up only 33.35 percent of those world-wide (CIA 

World Factbook, 2011). Moreover, it is important to take into consideration minority beliefs, 

especially since being a part of an ethnic minority has been linked to higher prevalence of 

psychopathology (Snowden & Cheung, 1990). Yet, few studies have focused on religions 

other than Christianity.  

Islam is a religion that has been of particular interest to some OCD researchers, as its 

ritualized activities and emphasis on cleanliness present a facet in which OCD symptoms can 

readily be expressed. Followers of Islam are expected to pray five times a day in a stringent 

sequence that involves different body postures and recitation of texts. Prior to each of these 

prayers, adherents are expected to perform specific cleansing rituals. Since OCD is a disorder 

that also typically involves elaborate rituals, it has been proposed that there may be higher 

incidences of OCD symptoms among the Muslim population. Yorulmaz, Gencoz, and 

Woody (2009) studied the link between religiosity and OCD symptoms in Muslim and 

Christian samples, and found that indeed the Muslim sample had scored higher than the 

Christian sample on measures of overall OCD symptoms, although there were no significant 

differences in level of religiosity between these groups. They also found that, regardless of 
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religious affiliation, higher levels of religiosity were associated with increased OCD 

symptoms. However, a setback in their design was that the two religious groups were drawn 

from two different cultural contexts; the Muslims were drawn from Turkey and the 

Christians were drawn from Canada. As OCD symptoms have been found to vary across 

different cultural contexts, this could potentially obscure their findings.  

The content of obsessions may vary across religions and cultures. For example, 

contamination and aggressive fears dominate in the United States. On the other hand, a study 

conducted with an Egyptian sample, which consisted of 90% Muslims, found the primary 

content of obsessions to be that regarding either religious or contamination obsessions 

(Okasha, Saad, Khalil, Dawla, & Yehia, 1994). Among a group of East Indian clinical 

patients with “obsessional neurosis,” dirt and contamination fears dominated the content of 

obsessions, and only 11% endorsed religious obsessions (Akhtar, Wig, Varma, Pershad, & 

Verma, 1975). However, it was suggested by the researchers that, as religion is a sensitive 

topic subject to social taboos, “it may be argued that the same subtle but forceful influences 

that eliminate these subjects from „decent‟ conversation eliminate them from overt 

psychopathology” (p. 347).  

The content of religious obsessions, too, may vary across religions. For example, 

Huppert, Siev, and Kushner (2007) suggest that common scrupulous topics among devout 

Christians may include fear of worshipping the devil or going to hell, whereas among 

Orthodox Jews may focus on cleanliness and dietary restrictions, family purity, praying 

correctly, or studying correctly. Among Catholics, scrupulosity symptoms may be centered 

on viewing the self as flawed or imperfect, or excessive reassurance seeking and 

neutralization through means of confessions (Hepworth, Simonds, & Marsh, 2010).   
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A complication of conducting a systematic-cross religious study of OCD is the 

consideration of differing norms across groups, and therefore comparing endorsement rates 

of symptoms is not sufficient. Rather, as the culture and religion shape the relative norms, 

which ultimately distinguish between what is deemed pathological and what is culturally 

accepted, other factors should also be taken into consideration, such as degree of associated 

distress and interference of those symptoms. For example, in a cross-cultural comparison of 

OCD symptoms, Washington, Norton, and Temple (2008) have demonstrated that although 

degree of endorsement of OCD symptoms varied by culture, higher endorsement of 

symptoms did not always correspond to an increased level of interference and distress within 

each cultural group. Specifically, they found that South Asians had endorsed more OCD 

symptoms as compared to Caucasians, but did not report significant distress or interference. 

These findings point to the idea that endorsing OCD symptoms may at times simply be a 

reflection of differing cultural norms that determine the appropriateness of OCD symptoms 

in that particular context. Ignoring such contexts can lead researchers and therapists to 

mistakenly label even entire cultures as having OCD symptoms. In this fashion, since Islam 

is a religion that involves regular rituals, such as cleaning and prayer, finding an increased 

endorsement of OCD symptoms in this group can indicate several plausible explanations: It 

can indicate that the norms regarding OCD among Muslims are different, or it can reflect that 

rituals can at times cause OCD symptoms. Yet another explanation is that religion is an area 

in which OCD tends to manifest itself. As most studies to date are not experimental by 

design, caution should be taken before making causal inferences.  

Present Study 
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The present study sought to address the need for OCD research in diverse religious 

contexts. Moreover, other limitations found in the extant research, such as varying 

conceptualizations of religiosity and methodological and statistical issues were addressed. 

There were several aims of the current research. First, scrupulosity and severity of OC 

symptoms were compared across religions. Second, the relationship between religiosity, 

scrupulosity, and OC severity both at the general and religion-specific levels were examined. 

As this study is exploratory, no particular religious groups were of interest. Although it was 

hypothesized that there would be discrepancies between religions on measures of 

scrupulosity and OC severity, and their interrelated relationship, there was insufficient 

information to make more specific predictions.  

Although ethnocultural variables were not of primary interest to this study, for each 

hypothesis, the role of acculturation was examined. Research has suggested that culture 

might play a role in the shaping of scrupulosity and OCD (Yorulmaz, Gencoz, & Woody, 

2009). As diverse student populations may greatly differ in their exposure and assimilation to 

North American culture, and as certain religious groups are more likely to include individuals 

of foreign origin (e.g., Muslim, Buddhist), it is necessary to account for level of 

acculturation. Accounting for acculturation in analyses would strengthen evidence that any 

differences observed between religious affiliations are a result of religious rather than 

ethnocultural differences.  

METHOD 

Participants 

The sample consisted of 898 undergraduate students at the University of Houston 

ranging in age from 16 to 58 (M = 22.6 years, SD = 5.26) years of age. 693 (77.2%) of the 
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participants were female, 174 (19.4%) were male, and 31 (3.5%) did not report a gender. Of 

the sample, 743 (82.7%) individuals identified as Christian (82.7%), 96 (10.7%) as Muslim, 

and 59 (6.6%) as Buddhist. Only students identifying with these categories were included in 

this study, as other major religious categories (e.g., Jewish, Hindu) had insufficient numbers 

of participants. Of the sample, 220 (24.5%) identified as “Spanish/Hispanic/Latino,” 188 

(20.9%) as “White/Caucasian,” 210 (22.4%) as “Black or African American,” 182 (20.3%) 

as “Asian,” 32 (3.6%) as “Middle Eastern,” 5 (0.6 %) as “Pacific Islander,” 1 (0.1%) as 

American Indian or Alaskan, 45 (5.0%) as “Mixed,” and 7 (0.8%) as “Other.” The students in 

the sample were in different years of their undergraduate academic study (11.5% Freshman, 

22.2% Sophomore, 33.4% Junior, 30.9% Senior, 1.3% “Other,” 0.7% missing data).  

Procedure 

Participants were recruited from the Psychology department and filled out a battery of 

questionnaires online in exchange for course credit. All students provided consent prior to 

participating in this study.  

Measures 

Demographic questionnaire. Participants answered questions regarding their 

race/ethnicity, gender, age, and year in school.  

Religious Affiliation. Students indicated their religious affiliation in two ways: (1) 

selected from a list of religious affiliations that included “Christian,” “Jewish,” “Muslim,” 

“Hindu,” “Buddhist,” “Atheist,” “Agnostic” and “Other,” and (2) wrote in their religious 

affiliation. Although the selection from the list was used to primarily determine religious 

affiliation, information obtained from the “write-in” portion was used to classify participants 

who either chose “Other” or did not make a selection. In cases in which there was a 
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discrepancy between the two methods in reported religious affiliation, the selection from the 

list was used.     

Religiosity. The Duke University Religion Index (DUREL; Koenig, Parkerson, & 

Meador, 1997) was used to assess level of religiosity in this study. It has been used in over 

100 published studies across different cultures (Koenig & Bussing, 2010). This brief measure 

consists of 6 items, all of which utilize self-rating scales. The first item is a self-religious 

rating. Participants were asked to rate, on a scale of 1 to 5, the extent to which they agree 

with the statement “I consider myself to be religious,” with 1 denoting “Strongly Disagree” 

and 5 indicating “Strongly Agree.” The other 5 items assess religious involvement along 

three domains: (1) organizational (e.g., attendance at religious institutions and events) and (2) 

nonorganizational activity (e.g., private religious engagement such as prayer, meditation, or 

study of religious scripture), and (3) intrinsic religiosity (e.g., “My religious beliefs are what 

really lie behind my whole approach to life.”). A total score can also be computed by 

summing across these subscales, and can range from 5 to 27. However, as these subscales 

may reflect different constructs of religiosity, it is recommended by the authors that the 

subscale scores rather than the total score is used for analyses. Items were modified to reflect 

the diverse religious practices of students. For example, “How often do you attend church or 

other religious meetings?” was modified to “How often do you attend centers of worship 

(e.g., church, temple, mosque, etc.) or other religious meetings.” The DUREL has 

demonstrated good reliability and validity. Specifically, the overall scale has high test-rest 

correlation, high internal consistency with Cronbach‟s alpha ranging from 0.78 to 0.91 across 

studies, and high convergent validity with other measures assessing level of religiosity 
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(Koenig & Bussing, 2010). Additionally, numerous studies have confirmed the factor 

structure underlying the subscales of the DUREL (Koenig & Bussing, 2010).  

Obsessive-Compulsive Severity. The Yale-Brown Obsessive Compulsive Scale (Y-

BOCS; Goodman, Price, Rasmussen, Mazure, Fleischmann, Heninger, et al., 1989a) was 

used to assess severity of OC symptoms among the participants. This 10-item measure is 

broken down into separate subscales to assess for the severity of both obsessions and 

compulsions. For items relating to each of these subscales, participants are asked to indicate 

the extent to which these obsessions or compulsions consume time, cause interference to 

functioning, are associated with distress, are resisted, and can be controlled. Higher values 

reflect more severe obsessions and compulsions. Each item can range from 0-4, and as there 

are 5 items corresponding to obsessions and 5 relating to compulsions, each of these 

subscales can range from 0-20. A total score can also be calculated based on these subscales, 

which can range from 0-40. The Y-BOCS is often considered the “gold standard” in 

assessing OCD severity in treatment outcome studies (Frost et al., 1995). Both interview and 

self-report formats are available, and both versions have been found to have excellent 

psychometric properties. For the interview version, the internal reliabilities of the total score, 

obsessions subscale, and compulsion subscale correspond to Cronbach‟s α‟s of 0.88, 0.78, 

and 0.84 in a nonclinical population (Frost et al., 1995). The Y-BOCS has also demonstrated 

good test-retest reliability (Kim, Dysken, Kuskowski, 1990). Additionally, the Y-BOCS has 

been validated in both clinical (Woody, Steketee, & Chambless, 1995) and nonclinical (Frost 

et al., 1995) populations. The Y-BOCS has been found to have good convergent validity with 

most measures of OCD (Woody, Steketee, & Chambless, 1995; Frost et al., 1995). However, 

the Y-BOCS is different from most measures assessing OCD in that it does not measure type 
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and number of specific OCD symptoms (e.g., washing, checking). For the most part, its use 

is appropriate in assessing level of OC severity within and across major racial/ethnic groups 

(Garnaat & Norton, 2010).   

The self-report version was modeled after the interview version of the Y-BOCS, and 

will be used in this study. The self-report format of the Y-BOCS also has excellent 

psychometric properties, and it has been suggested that it is more reliable than the interview 

version (Steketee, Frost, & Bogart, 1996). In a non-clinical sample, the self-report version of 

the Y-BOCS was found to be internally consistent (Cronbach‟s alphas corresponding to the 

obsession, compulsions, and total scale are 0.85, 0.84, and 0.89, respectively) and have 

excellent test-retest reliability. The self-report version shows strong convergent validity with 

the interview version in both clinical and non-clinical samples (Steketee, Frost, & Bogart, 

1996). The self-report version of the Y-BOCS used in the current study did not include 

symptom checklists. As the interview version of the Y-BOCS was not utilized in the present 

study, it is unclear whether any participants met criteria for OCD, and therefore OC severity 

but not OCD was assessed.  

Scrupulosity. The Penn Inventory of Scrupulosity (PIOS; Abramowitz, Huppert, 

Cohen, et al., 2002) is a measure of religious obsessive compulsive symptoms that was 

developed in a nonclinical sample. For each of its 19 items, participants are asked to rate, on 

a scale ranging from 0 to 4 (0 = “never,” 4 = “constantly”), the extent to which they endorse 

items relating to the two subscales of this measure: (1) Fear of Sin and (2) Fear of God. This 

measure has been found to have high internal consistency, with Cronbach‟s alpha‟s 

corresponding to the full scale, Fear of Sin scale, and Fear of God scale to be 0.93, 0.90, and 

0.88.  (Abramowitz, Huppert, Cohen, et al., 2002). The PIOS has demonstrated good 
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convergent and discriminant validity through its moderate and significant associations with 

related measures (e.g., OCD severity, religiosity), and its weak and nonsignificant 

correlations with unrelated measures (e.g., anger expression and experience) (Abramowitz, 

Huppert, Cohen, et al., 2002). The two subscales are related but distinguished (r = 0.67). The 

PIOS is perhaps the only widely used measure of scrupulosity. As a belief in God is not 

central to many Buddhist beliefs (Herbrechtsmeier, 1993; Silk, 2002), the PIOS Fear of God 

subscale may not be an appropriate measure of scrupulosity in this group. However, this 

subscale was still included (1) for the sake of being thorough and (2) so that the Christian and 

Muslim groups can be compared along this dimension.  

Acculturation. The Vancouver Index of Acculturation (VIA; Ryder, Alden, & 

Paulhus, 2000) is a widely-used, bidimensional self-report measure of acculturation. The 

VIA captures several domains relevant to acculturation, including values, social 

relationships, and adherence to tradition. For each of its 20 questions, participants are asked 

to indicate, on a scale of 1-9 (1= “Strongly Disagree, and 9 = “Strongly agree”), the extent to 

which their values, attitudes, and behaviors correspond to either (1) their heritage culture 

(i.e., culture that has most influenced them) or (2) mainstream culture (i.e., North American 

culture). The heritage and mainstream dimensions compose the two subscales of this 

measure.  

The VIA has excellent psychometric properties. The heritage and mainstream 

subscales are internally consistent, as the mean Cronbach alpha estimate across 14 different 

samples is 0.83 for each of the subscales (Huynh, Howell, & Benet-Martinez, 2009). The 

VIA also has good validity, as it correlates with other indices of acculturation (Ryder et al., 

2000). The VIA provides information above and beyond demographic information (e.g., 



WORLD RELIGIONS, RELIGIOSITY, AND OBSESSIVE-COMPULSIVE FEATURES

  17 

percentage of time spent in host culture, generational status). The internal structure of the 

measure is also supported by the small intercorrelations between the subscales (-0.19 for 

first-generation participants and 0.06 for second-generation participants). 

 In addition to its appealing psychometric properties, the VIA was chosen for this 

study because it utilizes a bidimensional as opposed to a unidimensional model of 

acculturation, was designed to assess acculturation for all as opposed to specific ethnic 

groups, and is relatively brief. Research has found that a bidimensional model of 

acculturation has advantages over a unidimensional one, in which one‟s affiliation with 

heritage and mainstream cultures lies along a single continuum. The bidimensional model 

construes heritage and mainstream acculturation as independent constructs. As such, these 

dimensions are free to vary independently and their correlation is relatively low (Ryder et al., 

2000). As these two dimensions of cultural identity are independent, they are also found to 

differentially relate to other measures (e.g., depression) (Ryder et al., 2000). The 

bidimensional model recognizes that people can have multiple identities, and that the 

strength of each of these identities may be unrelated.  

RESULTS 

Descriptive Univariate Analyses  

 

In order to compare means for religiosity, scrupulosity, OC severity, and 

acculturation variables across religious groups prior to controlling for any covariates, a series 

of one-way Analysis of Variance (ANOVA) tests were conducted on DUREL, PIOS, Y-

BOCS, and VIA scales, respectively. Follow-up Least Significant Differences (LSD) 

contrasts comparing each pair of groups were conducted. Unless discrepancies between 

omnibus statistics and these pairwise comparisons are noted, it can be assumed that pairwise 
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comparisons confirmed lack of differences in group means. As this study is exploratory with 

no specific a priori hypotheses, and as the sample sizes for the minority religious groups were 

small, type I error was not as strictly controlled as it would have been in an otherwise 

standard study with more specific hypotheses. As such, the alpha-level was set to 0.05 for 

each analysis. In some cases, comparisons of means that yielded only marginally significant 

(p-value falling in between .05 and .10) differences were even interpreted, although they 

were interpreted with caution and given limited credence.   

The results from these analyses are summarized in Table 1. Both zero-order and 

partial correlations (partialing out variance attributed to acculturation variables: VIA 

Mainstream and Heritage subscales) among all variables are reported separately for each 

religious group in Tables 2 through 7. Additionally, the distributions for each of the variables 

were examined, and there was no significant skew for any of the variables.  
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Table 1 Descriptive Univariate Means  

Variable Overall 

Mean (SD) 

Christians 

Mean (SD) 

Muslims 

Mean (SD) 

Buddhists 

Mean (SD) 

F-ratio p 

 DUREL            
   IR 12.06 (2.84) 12.24a (2.70) 12.83b (2.32) 8.60c (3.04) 53.32*** <.001 
   ORA 3.95 (1.42) 4.05a (1.39) 4.06a (1.44) 2.59b (0.95) 30.92*** <.001 
   NORA 4.50 (1.67) 4.59a (1.62) 5.00b (1.49) 2.44c (1.15) 56.30*** <.001 
   Self-rated 3.76 (0.99) 3.84a (0.96) 3.76a (0.94) 2.73b (0.94) 36.81*** <.001 
PIOS       
   Total 27.31 (13.87) 27.32a (13.45) 30.06a (15.68) 22.90b (15.11) 4.87** .008 

   Fear of Sin 17.20 (8.91) 17.18 (8.68) 18.09 (9.96) 15.98 (9.97) 1.03 0.359 
   Fear of God 10.12 (5.49) 10.14a (5.27) 11.96b (6.22) 6.91c (5.68) 15.90*** <.001 
Y-BOCS             
   Total 8.92 (6.13) 8.77 (6.04) 9.29 (6.46) 10.21 (6.71) 1.60 .202 
   Obsessions 5.17 (3.47) 5.13 (3.42) 5.05 (3.73) 5.90 (3.70) 1.38 .253 
   Compulsions   3.73 (3.55) 3.65 (3.52) 4.07 (3.70) 4.24 (3.76) 1.16 .314 
VIA       
    Mainstream 7.03 (1.18) 7.09a (1.17) 6.60b (1.16) 6.97a,b (1.16) 7.56** .001 

    Heritage 6.91 (1.34) 6.91 (1.35) 7.06 (1.22) 6.68 (1.41)  
 

1.52 .220 

Note: In each category, means that do not have common superscripts (e.g., a, b, c) were significantly different 

(p < .05) by follow-up Least Significant Difference comparisons. For example, within the category of PIOS 

Total, means of Christians and Muslims did not significantly differ, but means for Muslim and Buddhists were 

significantly different, as were the means for Christians and Buddhists. Additionally, rows with no superscripts 

indicate a lack of significant differences in that particular row. 
IR indicates DUREL Intrinsic Religiosity subscale; ORA, DUREL Organizational Religiosity subscale; NORA, 

DUREL Nonorganizational Religiosity subscale; Obsessions, Y-BOCS Obsessions Severity; Compulsions, Y-

BOCS Compulsions Severity; Mainstream, VIA Mainstream acculturation dimension; Heritage, VIA Heritage 

acculturation dimension.  

*P < .05, **P < .01, ***P < .001 

 

Table 2. 

Correlation Matrix for Christian Sample 

 1 2 3 4 5 6 7 8 9 10 

1. IR  ---          

2. ORA  .491***     ---         
3. NORA  .581*** .511*** ---        

4. Self-rated  .538*** .418*** .464*** ---       

5. Fear of Sin  .169*** .166***    

.154*** 

.103** ---      

6. Fear of God  .090* .079*    .086* .027 .848*** ---     

7. Obsessions  -.089* -.087* -.068 -.067 .439*** .396*** ---    

8. Compulsions -.078* -.049 -.074* -.084* .323*** .282*** .531*** ---   

9. Mainstream -.036 -.138*** -.009 .052 -.088* -.082* -.010 -.094*   

10. Heritage .061 .034 .033 .141*** -.027 -.049 -.063 -.101 .520*** --- 

*P < .05, **P < .01, ***P < .001   

IR indicates DUREL Intrinsic Religiosity subscale; ORA, DUREL Organizational Religiosity subscale; NORA, 

DUREL Nonorganizational Religiosity subscale; Obsessions, Y-BOCS Obsessions Severity; Compulsions, Y-

BOCS Compulsions Severity; Mainstream, VIA Mainstream acculturation dimension; Heritage, VIA Heritage 
acculturation dimension.  

. 
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Table 3. 

Partial Correlation Matrix for Christian Sample 

 1 2 3 4 5 6 7 8 

1. IR  ---        

2. ORA  .485***     ---       

3. NORA  .580***    .513*** ---      

4. Self-rated  .535***    .420*** .464*** ---     

5. Fear of Sin  .165***     .154***    .153*** .106** ---    

6. Fear of God  .088* .070    .086* .033 .847*** ---   

7. Obsessions  -.084* -.082* -.065 -.059 .442*** .397*** ---  

8. Compulsions -.077* -.056 -.072 -.072 .320*** .276*** .530*** --- 

*P < .05, **P < .01, ***P < .001 

IR indicates DUREL Intrinsic Religiosity subscale; ORA, DUREL Organizational Religiosity subscale; 
NORA, DUREL Nonorganizational Religiosity subscale; Obsessions, Y-BOCS Obsessions Severity; 

Compulsions, Y-BOCS Compulsions Severity; Mainstream, VIA Mainstream acculturation dimension; 

Heritage, VIA Heritage acculturation dimension.  

. 

Table 4. 

Correlation Matrix for Muslim Sample 

 1 2 3 4 5 6 7 8 9 10 

1. IR  ---          

2. ORA  .517***     ---         

3. NORA  .591*** .663*** ---        

4. Self-rated  .609*** .642*** .687*** ---       

5. Fear of Sin  .158 .042    .115 .075 ---      

6. Fear of God  .178 -.101    .055* -.020 .871*** ---     

7. Obsessions  -.118 -.127 .008 -.160 .361*** .337*** ---    

8. Compulsions .043 .079 .117 .047 .282** .161 .528*** ---   

9. Mainstream -.095 -.024 .002 .071 -.267** -.271** .004 -.010*   

10. Heritage -.068 -.055 -.047 -.034 -.151 -.175 -.054 .018 .421*** --- 

*P < .05, **P < .01, ***P < .001   
IR indicates DUREL Intrinsic Religiosity subscale; ORA, DUREL Organizational Religiosity subscale; NORA, 

DUREL Nonorganizational Religiosity subscale; Obsessions, Y-BOCS Obsessions Severity; Compulsions, Y-

BOCS Compulsions Severity; Mainstream, VIA Mainstream acculturation dimension; Heritage, VIA Heritage 

acculturation dimension.  

. 
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Table 5. 

Partial Correlation Matrix for Muslim Sample 

 1 2 3 4 5 6 7 8 

1. IR ---        

2. ORA .516
***

 ---       

3. NORA .594*** .662*** ---      

4. Self-rated .620*** .644*** .688*** ---     

5. Fear of Sin .137 .034 .117 .095 ---    

6. Fear of God .158 -.116 .055 -.006 .861*** ---   
7. Obsessions -.121 -.131 .005 -.166 .374*** .348** ---  

8. Compulsions .043  .080 .118 .050 .291** .167 .531*** --- 

*P < .05, **P < .01, ***P < .001 

IR indicates DUREL Intrinsic Religiosity subscale; ORA, DUREL Organizational Religiosity subscale; 

NORA, DUREL Nonorganizational Religiosity subscale; Obsessions, Y-BOCS Obsessions Severity; 

Compulsions, Y-BOCS Compulsions Severity; Mainstream, VIA Mainstream acculturation dimension; 

Heritage, VIA Heritage acculturation dimension.  

 

 

  

Table 6. 

Correlation Matrix for Buddhist Sample 

 1 2 3 4 5 6 7 8 9 10 

1. IR  ---          

2. ORA  .284*     ---         
3. NORA  .486*** .468*** ---        

4. Self-rated  .403** .414*** .510*** ---       

5. Fear of Sin  .140 -.067    .111 -.101 ---      

6. Fear of God  .226 .029    .157 -.055 .857*** ---     

7. Obsessions  .180 .167 .101 -.228 .547*** .499*** ---    

8. Compulsions .258 .260 .104 -.182 .473*** .499*** .604*** ---   

9. Mainstream .083 .080 .050 -.003 .118 .092 .121 .043   

10. Heritage .265* .157 .124 .230 .135 .122 .022 .085 .558*** --- 

*P < .05, **P < .01, ***P < .001   

IR indicates DUREL Intrinsic Religiosity subscale; ORA, DUREL Organizational Religiosity subscale; NORA, 

DUREL Nonorganizational Religiosity subscale; Obsessions, Y-BOCS Obsessions Severity; Compulsions, Y-

BOCS Compulsions Severity; Mainstream, VIA Mainstream acculturation dimension; Heritage, VIA Heritage 
acculturation dimension.  

. 

Table 7. 

Partial Correlation Matrix for Buddhist Sample 

 1 2 3 4 5 6 7 8 

1. IR ---        

2. ORA .255 ---       

3. NORA .473*** .457*** ---      

4. Self-rated .357** .397** .501*** ---     

5. Fear of Sin .114 -.089 .097 -.130 ---    

6. Fear of God .205 .011 .145 -.083 .855*** ---   

7. Obsessions .194 .168 .103 -.223 .547*** .501*** ---  
8. Compulsions .245 .250 .094 -.212 .468*** .495*** .611*** --- 

*P < .05, **P < .01, ***P < .001 

IR indicates DUREL Intrinsic Religiosity subscale; ORA, DUREL Organizational Religiosity subscale; 

NORA, DUREL Nonorganizational Religiosity subscale; Obsessions, Y-BOCS Obsessions Severity; 

Compulsions, Y-BOCS Compulsions Severity; Mainstream, VIA Mainstream acculturation dimension; 

Heritage, VIA Heritage acculturation dimension.  
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Religiosity. Across religious groups, there were significant differences in means in all 

four religiosity dimensions: Intrinsic, F (2, 877) = 53.32, = .108 p < .001; Organizational, 

F (2, 891) = 30.92,  = .065, p < .001, Nonorganizational, F (2, 892) = 56.30,  = .112, p < 

.001, and Self-rated, F (2, 893) = 36.81,  = .076, p < .001. As can be seen in Table 1, 

Muslims reported the highest intrinsic and nonorganizational religiosity, followed by 

Christians, and then Buddhists (differences significant at p < .05). There were no significant 

differences between Muslims and Christians on organizational and self-rated religiosity, 

although both groups reported significantly higher (p < .05) on these dimensions as 

compared to Buddhists. Overall, it seems that Buddhists reported the least religiosity and that 

Muslims reported higher on less apparent (i.e., less visible to others) dimensions of 

religiosity, although they reported attending church or other organized religious events at the 

same frequency as did Christians.  

As can be seen in Tables 2-7, there were positive correlations between the different 

religiosity dimensions across religious groups. These correlations were mostly in the 

moderate range. Interestingly, the correlation between intrinsic and organizational religiosity 

in the Buddhist sample (.284) was of smaller magnitude as compared to that among 

Christians (.491) and Muslims (.517), and was not even statistically significant. This shows 

that that the relationships among different religiosity dimensions can differ across religions.  

Scrupulosity. There were significant differences in means for total scrupulosity 

symptoms, PIOS Total: F (2, 883) = 4.87,  = .011, p < .01, and fear of God, F (2, 886) = 

15.90,  = .035, p < .001, but not in fear of sin F (2, 882) = 1.03,  = .002, p = .359. 

Muslims and Christians reported significantly higher (p < .05) numbers of overall 

scrupulosity symptoms as compared to Buddhists. Although there was no significant 
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difference in endorsement of scrupulous symptoms between Christians and Muslims, there 

was a trend (p = .071) toward a higher endorsement of symptoms among Muslims.  

As discussed, the fear of God subscale may not be appropriate to use in a Buddhist 

sample, as many Buddhists do not believe in a God or hold notions of a heaven or hell 

(Herbrechtsmeier, 1993; Silk, 2002). However, results based on this subscale will still be 

reported so that Muslim and Christian participants may be compared along this dimension. 

There were significant differences in fear of God, and this was found between all groups. 

Muslims reported the highest fear of God whereas Buddhists reported the least. So that fear 

of sin and fear of God scrupulosity symptoms can be interpreted separately, subsequent 

results will be reported based on the subscales of the PIOS scrupulosity measure and not on 

the total scores. 

Obsessive-Compulsive severity. There were no significant differences in means for 

overall OC severity (Total Y-BOCS, F (2, 853) = 1.60,  = .004, p = .202), severity of 

obsessions, F (2, 865) = 1.38,  = .003, p = .253, and severity of compulsions, F (2, 851) = 

1.16,  = .003, p = .314, scales, although there was a trend toward higher overall OC 

severity among Buddhists than among Christians (p = .092). As the distinct relationships 

with obsessions and compulsions are of interest, subsequent results are reported based on the 

subscales of the Y-BOCS rather than on the total scores.  

Acculturation. There were no significant differences among groups on the heritage 

acculturation dimension (VIA Heritage; F (2, 885) =1.52,  = .003, p = .220), although 

there was a nonsignifiant trend toward a higher endorsement of items among Muslims than 

among Buddhists on this dimension (p = .082). This indicates that the values, attitudes, and 

behaviors of the three religious groups similarly adhered to their heritage cultures, although 
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Muslims may have reported somewhat higher that did Buddhists. However, there were 

significant differences on the mainstream acculturation dimension (VIA Mainstream, F (2, 

891) = 7.56,  = .017, p < .01). Muslim participants reported significantly lower mainstream 

acculturation than did Christians (p < .001). There was also a nonsignificant trend toward a 

lower endorsement of mainstream acculturation items in the Muslim group as compared to 

the Buddhist participants (p = .058). This indicates that the values, attitudes and behaviors of 

the Muslim group may correspond to the mainstream culture less than for the other groups. 

There was no significant difference between the Christian and Buddhist participants on the 

mainstream acculturation subscale. As there were significant differences among groups in 

acculturation, both of the VIA subscales served as covariates for subsequent models.  

Simultaneous Effects of Religions Affiliation and Level of Religiosity 

Next, in order to simultaneously examine the effects of religious affiliation and 

religiosity variables on scrupulosity and OC severity, a series of univariate general linear 

models (GLMs) were conducted with subscales of OC severity and scrupulosity as the 

dependent variables, religious affiliation (e.g., Christianity, Islam, Buddhism) as the 

between-subjects factor, and religiosity as an independent dimensional predictor. Interactions 

between the predictors were also entered into the model. Including religiosity as an additional 

predictor in the model allowed the differing levels of religiosity among religious groups to be 

accounted for. A separate GLM analysis was conducted for each religiosity predictor 

(intrinsic, organizational, nonorganizational, and self-rated).  Acculturation variables (VIA 

Mainstream and Heritage scales) were covariates in all of these models. The results of these 

analyses will be presented separately for each dependent variable. Results are summarized in 
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Table 8, which contains marginal means (means after controlling for all predictors) of the 

dependent variables for each of the religious groups.  

 

 

Scrupulosity symptoms.  

Fear of sin. As indicated in Table 9, all three religious groups reported similar fear of 

sin when controlling for any of the religiosity dimensions, as indicated by nonsignificant 

main effects for religious affiliation across analyses: Intrinsic, F (2, 857) = 0.08, < .001, p 

= 0.924; Organizational, F (2, 866) = 1.29,  = .003, p = 0.276; Nonorganizational, F (2, 

Table 8. Marginal Means of Religious Groups from GLM Univariate Analyses with Acculturation Variables, 

Specified Religiosity, and Interaction Terms as Covariates 

DV IV Christians 

Mean (SE) 

Muslims 

Mean (SE) 

Buddhists 

Mean (SE) 

F-ratio p 

PIOS       

   Fear of Sin IR 17.22 (0.33) 17.45 (0.98) 17.56 (1.76) 0.08 .924 

       ORA 17.20 (0.33) 17.77 (0.93) 15.07 (2.01) 1.29 .276 

       NORA 17.20 (0.33) 17.33 (0.97) 17.97 (2.37) 0.01 .992 

       Self-rated 17.19 (0.33) 17.72 (0.93) 14.82 (1.71) 1.07 .345 

   Fear of God IR 10.17a (0.20) 11.57b (0.59) 8.43a (1.07) 2.16 .116 

      ORA 10.15a (0.20) 11.85b (0.57) 7.17c (1.23) 4.53* .011 
       NORA 10.15a (0.20) 11.66b (0.59) 8.52a (1.44) 3.12* .045 

       Self-rated 10.16a (0.20) 11.78b (0.56) 6.54c (1.04) 0.99 .372 

Y-BOCS       

   Obsessions IR 5.13a (0.13) 5.32a,b (0.39) 6.68b (0.69) 1.63 .197 

 ORA 5.11a (0.13) 5.16a,b (0.37) 6.77b (0.78) 1.04 .354 

 NORA 5.11 (0.13) 5.13 (0.39) 6.57 (0.93) 0.21 .814 

 Self-rated 5.13 (0.13) 5.13 (0.36) 5.02 (0.67) 1.63 .197 

   Compulsions IR 3.67a (0.14) 3.99a,b (0.40) 5.49b (0.74) 2.31 .100 

 ORA 3.67a (0.13) 3.97a,b (0.38) 5.61b (0.81) 1.91 .149 

 NORA 3.66 (0.13) 3.88 (0.40) 4.93 (0.96) 0.94 .391 

 Self-rated 3.69 (0.13) 3.99 (0.38) 3.50 (0.70) 0.88 .414 

Note: In each category, means that do not have common superscripts (e.g., a, b, c) were significantly different 
(p < .05) by follow-up Least Significant Difference comparisons. For example, within the category of PIOS 

Fear of God controlling for Intrinsic Religiosity, means of Christians and Buddhists did not significantly differ, 

but means for Muslims and Buddhists were significantly different, as were the means for Muslims and 

Christians. Additionally, rows with no superscripts indicate a lack of significant differences in that particular 

row. 

IR indicates DUREL Intrinsic Religiosity subscale; ORA, DUREL Organizational Religiosity subscale; NORA, 

DUREL Nonorganizational Religiosity subscale; Obsessions, Y-BOCS Obsessions Severity; Compulsions, Y-

BOCS Compulsions Severity; Mainstream, VIA Mainstream acculturation dimension; Heritage, VIA Heritage 

acculturation dimension.  

*P < .05, **P < .01, ***P < .001 
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866) = 0.01, < .001, p = 0.992; Self-rated, F (2, 867)= 1.07, = .002, p = 0.345. This 

pattern of means was inconsistent with that from the descriptive univariate analyses without 

covariates, in which Muslims and Christians reported higher fear of sin than did Buddhists. 

This means that after accounting for the differing levels of religiosity (as well as 

acculturation covariates) among groups, there was no difference in fear of sin. The higher 

fear of sin scrupulous symptoms in the Muslim and Christian groups may be due to their 

higher levels of religiosity.   

There was a positive association between fear of sin symptoms and intrinsic 

relgiosity, F (1, 857) = 8.85, = .01, p < 0.01 and nonorganizational religiosity, F (1, 866) = 

4.58, = .005, p < 0.05, religiosity, as indicated by their corresponding significant main 

effects. However, fear of sin symptoms was unrelated to self-rated religiosity, F (1, 867) = 

0.23, < .001, p = 0.635 and organizational religiosity, F (1, 866) = 0.18, < .001, p = 

0.668. These relationships between religiosity and fear of sin symptoms held across religions, 

as indicated by the nonsignificant interactions.   

Fear of God. Although main effects for religious affiliation were nonsignificant 

regardless of the religiosity dimension controlled for, pairwise comparison of means revealed 

that Muslims reported significantly higher (p < 0.05) fear of God than did Christians and 

Buddhists when controlling for any religiosity dimension. Additionally, Christians reported 

significantly higher (p < .05) fear of God as compared to Buddhists when controlling for 

nonorganizational or self-rated religiosity. Overall, Muslims reported the highest fear of God 

and Buddhists reported the least, which is consistent with the findings from the descriptive 

one-way ANOVA analyses without covariates.  
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Intrinsic, F (1, 860) = 10.08, p < .01, = .012, and nonorganizational religiosity, F 

(1, 870) = 3.29, p = .07, = .004, were positively associated with fear of God, and this effect 

held across religions: Organizational, F (1, 870) < 0.01, p = .948, < .001, and self-rated 

religiosity, F (1, 871) = 0.05, p = .820,  < .001, were not associated with fear of God 

symptoms.  

Obsessive-compulsive severity. 

Obsessions severity. Although main effects for religious affiliation were 

nonsignificant regardless of dimension of religiosity controlled for, pairwise comparisons of 

marginal means revealed that, when controlling for intrinsic or organizational religiosity, 

Buddhists reported greater severity of obsessions than did Christians (p < .05) and marginally 

higher than Muslims (p = .082 and .063 when controlling for intrinsic and organizational 

religiosities, respectively), but not when controlling for nonorganizational or self-rated 

religiosity. Christians and Muslims reported similar obsession severity when controlling for 

any dimension of religiosity. Taken together with results from the descriptive univariate 

analyses without covariates, there appear to be no clear group differences in obsession 

severity. 

Intrinsic, F (1, 840) = .02, p = .876, = < .001, organizational, F (1, 848) = .11, p = 

.746,  < .001, and nonorganizational, F (1, 851) = .28, p = .594, = < .001, religiosities 

were not significantly associated with severity of obsessions in any of the religious groups. 

However, self-rated religiosity was negatively associated, F (1, 849) = 7.00, p < .01,  = 

.008, with obsessive severity, and this held across groups, as indicated by the nonsignificant 

interaction. This suggests that although personally-defined religiosity (self-rated religiosity) 
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may be a protective factor against obsessions severity, there is no clear overall relationship 

religiosity and obsession severity.  

Compulsions severity. Although main effects for religious affiliation were 

nonsignificant regardless of dimension of religiosity controlled for, follow-up pairwise 

comparisons of marginal means revealed that when controlling for intrinsic or organizational 

religiosities, Buddhists reported significantly (p < .05) greater severity of compulsions than 

did Christians, and a nonsignificant trend (p = .076 and .067 when controlling for intrinsic 

and organizational religiosities, respectively) toward a greater endorsement of compulsions 

severity than did Muslims. There were no significant differences in reported compulsion 

severity between Christians and Muslims when controlling for either of these religiosity 

dimensions. There were no significant differences in compulsion severity among the different 

groups when controlling for either nonorganizational, F (2, 835) = 0.94, p = .391, = .002, 

or self-rated religiosity, F (2, 834) = 0.88, p = 0.414,  = .002. Taken together with results 

from the descriptive univariate analyses without covariates, there appear to be no clear group 

differences in compulsion severity. 

Nonorganizational, F (1, 835) = 1.05, p = .306, = .001, and self-rated, F (1, 834) = 

1.32, p = .251, = .002, religiosities were unrelated to compulsions severity, as indicated by 

their corresponding nonsignificant main effects. However, a significant interaction, F (2, 

823) = 3.39, p < .05, = .008, indicated that the relationship between intrinsic religiosity and 

compulsion severity differed across religions. To examine this interaction, the dataset was 

broken down by religious affiliation and univariate analyses (controlling for acculturation 

covariates) were run separately for each religious group in order to examine simple effects. 

Intrinsic religiosity was not significantly associated with compulsion severity in any of the 
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groups: Christians, β = -.060, t (686) = -1.57, p = .117; Muslims, β = .042, t (82) = .38, p = 

.707; Buddhists, β = .251, t (51) = 1.77, p = .082, although there was a trend toward a 

positive association in the Buddhist group. As the lack of significant simple effects despite a 

significant interaction may simply be a result of power issues, the interaction was still 

interpreted to indicate a moderating effect of religious affiliation on the relationship between 

intrinsic religiosity and compulsion severity. This moderation effect is depicted in Figure 1. 

As can be seen, there was a minimal if any relationship between intrinsic religiosity and 

compulsion severity among Christians and Muslims, and a positive relationship among 

Buddhists.   

The interaction between organizational religiosity and compulsion severity was also 

significant, F (2, 833) = 3.14, p < .05, = .007, and the dataset was again analyzed 

separately by religious group in order to examine simple effects. As with intrinsic religiosity, 

organizational religiosity was not significantly associated with compulsion severity in any of 

the groups: Christian, β = -.046, t (693) = -1.20, p = .229; Muslim, β = .081, t (84) = .75, p = 

.458; Buddhist, β = .252, t (52) = 1.86, p = 0.069, although there was a trend toward a 

positive association in the Buddhist group. The interaction was again interpreted despite the 

lack of significance of the simple effects, as there was likely low power to detect associations 

among Buddhists due to their small sample size. The interaction was interpreted to indicate a 

moderation effect of religious affiliation on the relationship between organizational 

religiosity and compulsion severity. This moderating effect is depicted in Figure 2. These 

results suggest the lack of a clear predictive relationship between religiosity and compulsion 

severity, and that the relationship may be contingent on religious affiliation. As can be seen, 

there was a minimal if any relationship between organizational religiosity and compulsion 
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severity among Christians and Muslims, and a positive relationship among Buddhists, which 

is consistent with the relationships between intrinsic religiosity and compulsion severity 

across groups.   
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Associations between Scrupulosity Symptoms and OC Clinical Severity 

As previously discussed, elevated symptomatology does not necessarily translate into 

increased impairment, and could simply be a reflection of differing cultural norms. In order 

to test for whether reported scrupulosity symptoms were impairing, partial correlations 

(controlling for acculturation covariates) were run between the PIOS and Y-BOCS subscales. 

Results from these analyses are summarized in Table 9. As can be seen in this table, a higher 

endorsement of fear of sin symptoms corresponded to higher obsession and compulsion 

severity in all groups. Fear of God symptoms also corresponded to increased obsession 

severity in all groups, and increased compulsion severity in all but the Muslim group. In this 

latter group, there was a nonsignificant relationship between Fear of God scrupulosity 

symptoms and compulsion severity. This might suggest that the increased fear of God 

reported by Muslims relative to the other groups did not translate into increased impairment, 

which may reflect different cultural norms among Muslims.  
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Next, in order to compare these associations between scrupulous symptoms and 

severity among the groups, Fisher‟s z transformations were conducted to compare each pair 

of correlations and test for significant differences. The only significant difference in 

correlations was found in the association between the fear of God and compulsion severity 

subscales. Among Buddhists (r = .495, p < .001), there was a stronger association between 

fear of God scrupulosity and compulsion severity than there was among Muslims (r = .167, p 

= .125; z = 2.07, p < .05), and there was a trend toward a stronger association than among 

Christians (r = .276, p < .001; z = 1.75, p = .08). This indicates that fear of God-related 

scrupulosity may be more impairing for Buddhists than for Muslims and Christians.  

 

 Ethnoracial Analyses 

In order to minimize potential ethnoracial cultural effects on the expression and 

experience of religiosity, scrupulosity, and overall OC severity, acculturation variables were 

controlled for in previous analyses. In addition, in order to more closely examine the effects 

of ethnicity, additional analyses were run on a select ethnic group. As the Asian group (N = 

216) in the study contained participants identifying with all religious affiliations, analyses 

were focused on this ethnic group. Among Asians, there were 90 Christians, 73 Muslims, and 

53 Buddhists. Univariate analyses were run for religiosity, scrupulosity, and OC severity as 

dependent variables predicted by religious group and controlling for acculturation covariates. 

Table 9. Partial Correlations of Y-BOCS Obsessions and Compulsions Severity with Scrupulosity Symptoms Across 

Religious Groups 

 Obsession Severity  Compulsion Severity 

 Overall Christians 

 

Muslims 

 

Buddhists 

 

 Overall Christians Muslims Buddhists 

Fear of Sin .439*** .442*** .374*** .547***  .325*** .320*** .291** .468*** 

Fear of God .384*** .397*** .348*** .501***  .265*** .276*** .167a .495a*** 

*P < .05, **P < .01, ***P < .001 

a indicates significantly different from each other according to fisher‟s z. 
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This set of analyses focusing on Asians yielded similar results for religious group differences 

as from before. This consistency in results provided support for the group-level differences 

being due to religious differences, rather than simply a function of ethnoracial cultural 

differences.  

DISCUSSION 

The current study had several aims, which were to examine religious group 

differences in scrupulosity and OC severity, as well as the relationship between religiosity 

and scrupulosity/OC severity both at general and religion-specific levels. Religious groups 

examined in this study were Christians, Muslims, and Buddhists. In data collected from 

undergraduate students, Muslims reported the highest on less apparent dimensions of 

religiosity (intrinsic and nonorganizational) and demonstrated the least adoption of 

mainstream culture. Additionally, Buddhists reported the least levels of religiosity out of the 

groups. Muslims and Christians reported higher fear of sin scrupulosity symptoms as 

compared to the Buddhists, which appeared to be due to their higher levels of religiosity. 

There were also differences in the endorsement of fear of God scrupulous symptoms, as 

Muslims reported the highest fear of God and Buddhists reported the least. There were no 

clear group differences in severity of obsessions or compulsions. 

Although scrupulosity symptoms generally corresponded to increased obsession and 

compulsion severity across religious affiliations, there were some group differences that are 

important to highlight. For example, fear of God scrupulosity was associated with 

compulsion severity in the Christian and Buddhist groups but not in the Muslim group. This 

might suggest that the increased fear of God reported by Muslims relative to the other groups 

did not translate into increased impairment, which may reflect different cultural norms 
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among Muslims. Additionally, fear of God was more closely associated with compulsion 

severity among Buddhists than it was among Muslims and  Christians, which suggests that 

fear of God scrupulosity may be more impairing for the former group. These findings are 

relevant to the aforementioned discussion of the importance of considering individual 

cultures when discerning normality versus pathology (emics) rather than equating increased 

symptomatology with higher pathology.  

Intrinsic and nonorganizational religiosities were positively associated with 

scrupulosity, although organizational religious activity was not. This indicates that it‟s not 

the attendance at religious institutions and events that is associated with religious OC 

symptoms, but rather the level to which religious beliefs and practices are carried outside of 

such organized activities. This makes sense when considering that in order to fear the 

perceived consequences of actions (e.g., going to hell, disappointing a Divine power), one 

must truly believe in the religion‟s tenets or be concerned with adhering to them outside of 

organized activity.  

The differing results depending on the dimension of religiosity being measured 

highlight the inadequacy of assessing an individual‟s level of religious engagement using any 

single dimension. Instead, researchers and clinicians should gather information across 

multiple dimensions of religious engagement (e.g, intrinsic, organizational, and 

nonorganizational) and, in doing so, more comprehensively define the construct of 

religiosity. The current findings support conjectures in the research literature that varying 

conceptualizations of religiosity translate into differential effects on anxiety and OC 

symptoms. 
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 As discussed previously, it has been unclear in the research literature whether 

religiosity has a predictive relationship with OCD. The current study did not reveal a clear 

relationship. Similarly, Tek and Ulug (2001) found that a higher level of religiosity is not 

associated with more OCD symptoms and that religion was yet another area in which OCD 

symptoms can be observed. The use of the Y-BOCS measure to evaluate OC severity but not 

symptomatology in the present study limits the ability to evaluate Tek and Ulug (2001)‟s 

assertion that those with religious obsessions were more likely to have a variety of other 

obsessions.  Future research should utilize an alternate version of the Y-BOCS that includes a 

symptom checklist across clusters of OC symptoms while simultaneously gauging their level 

of severity. This would provide a broader view of the impairment in other types of OC 

symptoms that are typically associated with scrupulous symptoms. In addition, results from 

this study suggest that the relationship between religiosity and OC severity might differ 

across religions, which could potentially explain at least some of the discrepant findings in 

the literature. Specifically, the current study found a moderating effect of religious affiliation 

on the relationship between certain dimensions of religiosity (intrinsic and organizational) 

and compulsion severity such that religiosity was positively associated with compulsion 

severity among Buddhists while there were no significant relationships among Muslims and 

Christians. It is unclear as to why this relationship was positive among Buddhists but not in 

the other groups, and future research should endeavor to replicate these results as well as 

examine more specific mechanisms to explain this finding.   

It was unexpected and interesting that religiosity was a predictor of scrupulous 

obsessive-compulsive symptoms, but not of severity, given that scrupulous symptoms are 

considered to comprise a popular presentation of OCD and as there were associations 
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between scrupulous and severity variables in the study. This might be because only a portion 

of those who are religiously engaged experience scrupulosity symptoms and, out of those, 

only a portion experience clinically significantly OCD. Perhaps for the larger portion that 

does not experience scrupulosity symptoms, religiosity may not be associated with OCD. For 

this reason, results may have differed in a clinical sample presenting with clinically 

significant scrupulosity symptoms. In fact, Steketee, Quay, and White (1991) found that 

within a clinical OCD sample, religiosity was associated with symptom severity. Moreover, 

scrupulosity may be involved in negative health ramifications outside of an OCD framework, 

and therefore we cannot conclude that a lack of an association between scrupulous symptoms 

and OCD renders them un-impairing. For example, having a fear of sin can lend itself to 

worries that are not clinically obsessional in nature. Alternatively, fearing that one has not 

adhered to certain religious beliefs can lead to depressive disorders, as it can foster shame 

and guilt (Koenig, 2000). Nelson and colleagues (2006) have indeed found relations between 

scrupulosity and depressive and anxiety symptoms. Another reason to include these variables 

is so they can be controlled for in analyses pertaining to scrupulosity and OC severity, 

therefore allowing us to conclude that any such association cannot be explained simply by 

general levels of distress. The current study also did not include variables related to cognitive 

mechanisms associated with OCD (e.g., though-action fusion). Future research should 

examine these mechanisms and their applicability in a cross-religious sample.  

Additionally, the instructions on the Y-BOCS measure used in this study did not 

clearly reflect that obsessions or compulsions that are religious in content are considered 

OCD symptoms. Although examples of obsessions and compulsions were provided on the Y-

BOCS measure, they did not include any scrupulous symptoms. Specifically, examples of 
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obsessions listed were excessive fears of contamination, recurring doubts about danger, 

extreme concern with order, symmetry or exactness, and a fear of losing things, and 

examples of compulsions were washing, checking, repeating, straightening, hoarding, or 

mental rituals involving thinking or saying things over and over under your breath. As 

religious obsessions and compulsions do not characterize “popular” OC symptoms (e.g., 

cleaning), it would be important to list these as potential symptoms so that participants are 

aware.   

 Although the present research was focused on relations of religiosity and 

scrupulosity to OC severity, future research should look at other outcome variables besides 

OC severity such as other mental and physical health outcomes (e.g., positive and negative 

affect, or even other types of anxiety). As discussed, these relations have also been relatively 

understudied, especially in non-Western religions. Additionally, as previously stated, fear of 

sin and God scrupulous symptoms can be impairing in ways that do not relate directly to an 

OCD framework.   

Additional Limitations/Implications for Future Research 

Although results from this study contribute to the extant research on religiosity and 

OCD, there were a number of limitations not already discussed that should be addressed 

through future research. Many of these limitations pertain to characteristics of the sample. As 

data were collected from a nonclinical student sample, caution should be made before 

generalizing findings to patients of clinical severity. Additionally, as the student sample was 

relatively homogenous in regards to age and major (i.e., consisted of students enrolled in 

psychology courses), these findings may not readily be generalizable to individuals across 

the lifespan and with no academic knowledge of psychology. It is recommended that future 
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research follow-up on the current findings by examining the relationship between included 

study variables in more diverse groups to address concerns of external validity.   

There were also a number of methodological and statistical issues that need to be 

addressed by future research. As this study was not experimental in design, there are 

limitations in regards to the causal inferences that could be made. For example, although 

intrinsic and nonorganizational religiosities were positively related to scrupulosity symptoms, 

one cannot ascertain whether having higher levels of religiosity causes one to develop 

scrupulosity symptoms, whether one with higher scrupulosity symptoms is likely to 

strengthen their level of religiosity, or still, whether there is a third variable that mediates this 

relationship.    

There were also statistical limitations to this study. As the Buddhists in our sample 

were relatively few in number (N = 59 as opposed to 743 and 96 in the Christian and Muslim 

groups, respectively), there may have been insufficient power to detect significant 

differences in the analyses that included Buddhists. This potentially increased the number of 

Type II errors. Therefore, it is recommended that nonsignificant findings from the analyses 

be interpreted as having insufficient evidence to claim religious differences rather than be 

assumed to indicate a lack of such differences. Future research should aim to recruit larger 

samples of religious minority groups to enhance power to detect any significant differences 

between religious affiliations.  

There were also concerns regarding the appropriate use of measures in this study. As 

previously discussed, there were several measures that may not be appropriate in a Buddhist 

sample. For example, as a belief in a God or a heaven and hell is not central to many 

Buddhist traditions (Herbrechtsmeier, 1993), the fear of God scrupulosity dimension may not 
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be an appropriate or even applicable measure in this group. Modifications to the measure 

may improve its appropriate use among Buddhists. For example, replacing “fear of heaven 

and hell” with a “fear of karma or undesirable result from re-incarnation,” may be more 

appropriate, as the latter is central to most Buddhist beliefs (Kaufman, 2005). Such a 

modification in wording for this item would still concern the concept of lasting consequences 

of actions that extend beyond this lifetime.  

Similarly, the religiosity measures may also need to be altered to accommodate 

diverse beliefs. As Buddhism is less structured of a religion compared to Christianity and 

Islam, there is a high variability in beliefs (Herbrechtsmeier, 1993; Silk, 2008). As already 

stated, some Buddhists believe in God and some do not depending on the specific sect 

(Herbrechtsmeier, 1993; Silk, 2002). Future research should aim to collect information 

regarding sect affiliation and more specific beliefs. The different dimensions of religiosity 

themselves seem to relate to each differentially across religions. Results from this study 

suggest that intrinsic and organizational religiosity were not as strongly associated (were not 

even significantly associated) among Buddhists as they were among Christians and Muslims. 

Beliefs within Buddhism also vary greatly across ethnic cultures (Topmiller, 2000; Silk, 

2008). For example, ancestry worship is prevalent in certain Vietnamese Buddhist traditions 

(Topmiller, 2000). Scriptures are not as unified in Buddhism (Silk, 2008) as they are in 

Christianity (e.g., the Bible) or in Islam (e.g., the Qu‟ran), which may affect the practice of 

nonorganizational religiosity such as scripture reading. Moreover, Buddhism is regarded by 

many to be more of a cultural practice, or even a philosophy rather than a strict set of 

religious beliefs (Herbrechtsmeier, 1993). On the line of cultural differences, it would also be 

interesting to compare beliefs and scrupulous symptoms between traditional Buddhists and 
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Western Buddhist converts, as the latter group is increasing in number (Wuthnow & Cadge, 

2004). Such comparisons can offer insight into distinguishing religious and ethnic influences.  

Another needed modification to accommodate diverse beliefs is the inclusion of 

“Spirituals” who either do not identify with any particular religion or who consider 

themselves to be more “spiritual” than “religious.” While distinguishing between being 

“spiritual” from being “religious” comprises its own field of research (for a discussion, see 

Marler & Hadaway, 2002), it appears that many consider these to be separate constructs. 

Research has found that 41.7 % of Americans consider “religiousness” and “spirituality” to 

be different, although overlapping, concepts (Zinnbauer et al., 1997). Additionally, according 

to a Gallup poll, 30% of respondents considered themselves to be spiritual but not religious 

(c.f. Marler & Hadaway, 2002). Therefore, by not including “Spiritual” as either its own 

category or as an added dimension, potentially a reasonable portion of students may have 

been left out of analyses. Although the vagueness of “spiritual” would likely lead to greater 

variability within this group, it would still be informative to researchers interested in 

scrupulosity or health outcomes, especially since the American population is arguably 

becoming more “spiritual” and less “religious” (Marler & Hadaway, 2002).  Moreover, many 

of these “spiritual converts” were former Protestants who lost appeal for the institutionalized 

nature of religion. It would be interesting to see how straying away from strict religious 

guidelines and regulations in the practice of one‟s faith affects scrupulous symptoms, as 

scrupulous symptoms are characterized by overly rigid adherence of such rules.   

Another measure-related problem pertained to the nature of the items on the PIOS 

scrupulosity measure. A closer look at the PIOS reveals that all but one item relates to 

obsessions. As many religious rituals may lend themselves to scrupulous compulsions, it 
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would be important for future research to either modify the PIOS scale to incorporate more 

compulsion items (e.g., excessive praying, attention to minor details of religious tradition, 

and seeking reassurance from clergy or loved ones about religious matters) or to 

select/compose a more suitable measure for this study.  

Although acculturation was accounted for in the majority of the models, potential 

confounding cultural effects were not eliminated. As all study participants were recruited 

from the same site, this may have potentially reduced some of the cultural effects that are 

reflected in the dependent variables. This confound was also addressed by focusing some of 

the analyses on the Asian sample. However, as many of the Buddhists and Muslims were 

more likely to have been from particular ethnic groups, this confound still stands, and 

interpretations should be made with this in mind.   

Conclusion 

Overall, this study achieved several of its aims including informing assessment of 

levels of religiosity and scrupulosity, and their relation to OC severity. Clinicians and 

researchers assessing for level of religiosity should consider diverse beliefs such as those in 

Buddhist traditions, and as such, several of the measures used in the study need to be 

modified to reflect these beliefs. As religiosity had an association with scrupulous symptoms 

across religions, results from this study highlight the need to consider incorporating 

religiosity and spirituality into treatment when appropriate for the patient. Exposure and 

response prevention (ERP), a form of cognitive-behavioral treatment that is specifically 

targeted at OCD, can be adapted to treat scrupulosity (Huppert, Siev, & Kushner, 2007; 

Huppert & Siev, 2010). Additionally, as the presentation of religiosity and scrupulosity 

differed across religious groups, it is strongly recommended that these treatments be tailored 
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to specific religious affiliations in order to be most effective. For example, Huppert, Siev, 

and Kushner (2007) suggest specific ways to tailor treatment to Ultra-Orthodox Jews. Future 

research should explore the applicability and effectiveness of such targeted treatments. Due 

to the small sample sizes of the minority religious groups, the findings from this study should 

be replicated in studies with more participants from the minority groups. Nevertheless, 

despite the limitations of this study, it is one of the first to examine religious differences in 

OC phenomena, particularly one that includes eastern religious affiliations, and hopefully 

will encourage researchers to gather information regarding religions affiliations in their 

studies.   
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