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ABSTRACT

Background: Religious  rituals can shape the expression of
psychopathology after severe trauma. We examined how religious
commitment relates to obsessive compulsive disorder 55, particularly
compulsive washing, among women treated for rape-related post-
traumatic stress disorder.

Methods: In a comparative study, 32 Kurdish refugee inpatients and 30
German inpatients with rape-related post-traumatic stress disorders were
assessed during early hospitalization using validated clinical interviews
and questionnaires 84 alongside the Santa Clara Strength of Religious
Faith Questionnaire. Thirty-eight healthy Kurdish refugee women served as
controls.

Results: Post-traumatic stress disorders severity did not differ significantly
between patient groups. Kurdish patients showed higher compulsive
disorders severity than German patients (Y-BOCS total mean 18.5 vs.
10.8) and much higher compulsive-action scores (13.7 vs. 6.8); controls
scored low (total 3.3; actions 1.5). Religious upbringing and, especially,
practicing religion were more prevalent among Kurdish patients than
among German patients and controls. Higher religious commitment
correlated with greater compulsive washing on multiple Y-BOCS action
items among Kurdish patients (e.g., bathing/showering, washing
hands/face), with smaller or item-limited associations in German patients.
Conclusions: Cultural background, indexed here by strength of religious
commitment, modulates the manifestation of compulsive disorders
symptoms, particularly washing compulsions, in women with rape-related
PTSD. Culturally sensitive assessment and treatment should explicitly
address religious practices and meaning frameworks when planning post-
traumatic stress disorders and compulsive disorders interventions for
refugee populations.

Keywords: Post-traumatic stress disorders, obsessive-compulsive disorder,
compulsive washing behaviour, sexual abuse, sexual violence, rape,
religion, refugees,
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Introduction

Sexual violence during armed conflicts, such as those in
the former Yugoslavia, Rwanda, and more recently
against women under the Islamic State (IS) regime in Iraq
and Syria, has once again demonstrated the extreme
cruelty that humans can inflict upon others’.

This form of intraspecific aggression encompasses rape,
coercion, mutilation, enslavement, branding, and even
killing2. Rape, as a targeted and systematic act of
violence, constitutes an assault on the intimate self,
producing profound humiliation and violating both
individual and collective notions of shame3.

Consequently, victims and their communities may
experience long-term traumatization4-5. Numerous studies
have demonstrated that rape-related trauma can result
in a range of severe mental disorders, including post-
traumatic stress disorder (PTSD), anxiety, depressive and
dissociative disorders, sexual dysfunction, substance
abuse, and suicidalitys-10,

Often, the full extent of sexual traumatization becomes
apparent only during psychotherapy, as many survivors
conceal their experiences due to shame, guilt, moral
injury, or fear of social exclusion'!.12,

Compared with other psychological disorders, trauma-
related obsessive—compulsive disorder (OCD) has
received limited research attention. Nevertheless,
previous findings indicate an association between
interpersonal trauma, especially sexualized violence, and
later development of OCD. Childhood physical or sexual
abuse has been linked to greater psychopathology and
a markedly higher risk of developing obsessive—
compulsive symptoms'314, Similar results have been
observed among victims of crime, rape survivors, and
combat veterans!5-20,

The act of physical cleansing is a ritual present in nearly
all major religions. The frequent linkage between bodily
and spiritual purity suggests a psychological association:
the need to “wash away” moral impurity, sometimes
referred to as the Macbeth effect?1.

In Islamic culture, ritual cleansing (wudu) before prayer is
an essential religious practice, and moral transgressions
may be followed by repeated acts of purification22.
Among Kurdish Muslim patients, this may involve washing
40 times after committing a sin—a culturally embedded
ritual merging moral and physical purification.

When trauma survivors experience intense guilt or
perceive themselves as morally tainted, common in post-
traumatic cognitions, compulsive cleansing can represent
a culturally shaped maladaptive coping mechanism?23,2%,
These cleansing rituals, while rooted in religious tradition,
may become pathological when they are excessive or
disconnected from their intended symbolic meaning.

The present study investigates the relationship between
sexual trauma, religious commitment, and obsessive—
compulsive washing (ablutomania) among raped refugee
women. By comparing Kurdish Muslim refugees and

German patients with rape-related PTSD, this research
explores how cultural and religious factors influence the
manifestation of OCD symptoms and the role that faith
plays in coping with extreme trauma.

Methods

PARTICIPANTS

Between 2022 and 2023, Kurdish and German female
inpatients with a documented history of sexual trauma
were recrvited from three psychosomatic clinics in
Germany. All participants met the diagnostic criteria
for post-traumatic stress disorder (PTSD) according to

the Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5)25.

Diagnostic assessments were conducted by three trained
clinicians using the Structured Clinical Interview for DSM-5
(SCID-5). None of the examiners were involved in the
treatment of the participants, ensuring neutral and
independent evaluation. All assessments were performed
within the first week of inpatient treatment.

The first patient group consisted of 32 Kurdish Muslim
women (Sunni denomination) from Turkey. Participants
identifying as Alevi, Christian, or Yazidi were excluded
to maintain religious comparability. The Kurdish patients
were aged 18-34 years (M = 24.72, SD = 2.62) and
had resided in Germany for an average of six years with
stable residence status. They received multimodal
trauma-focused inpatient treatment lasting
approximately eight weeks.

The second group comprised 30 German women aged
22-28 years (M = 26.32, SD = 2.12) who were treated
for rape-related PTSD during an average hospital stay
of ten weeks.

A control group of 38 healthy Kurdish women without
PTSD was recruited through Kurdish community
associations. Eligibility criteria included a Sunni Muslim
background and the absence of any psychiatric disorder.
The control participants were aged 22-36 years (M =
28.5,SD = 5.1). Mean years of formal education
differed significantly among groups: Kurdish PTSD
patients (M = 5.3, SD = 3.8), German PTSD patients
M= 10.7,SD= 2.7), and Kurdish controls (M =
7.1,8D = 4.7).

All participants provided written informed consent. The
study was approved by the Ethics Committee of the
Institute for Transcultural Health Science and the
Institutional Review Boards of all participating clinics.

MEASURES

All instruments were administered in validated German
or Turkish versions. Kurdish participants were fluent in
Turkish; therefore, validated Turkish translations were
used for these groups.

DEMOGRAPHIC QUESTIONNAIRE:
Collected age, education, marital status, number of
children, migration background, and religious affiliation,
as well as details regarding social and emotional support
received after the traumatic event.
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STRUCTURED CLINICAL INTERVIEW FOR DSM-5 (SCID-
5):

Used to confirm psychiatric diagnoses according to DSM-
5. The Turkish adaptation has shown strong reliability for
Turkish-speaking populations2®.

POSTTRAUMATIC DIAGNOSTIC SCALE (PDS):

A self-report instrument assessing frequency and intensity
of PTSD symptoms across intrusion, avoidance, and
hyperarousal clusters?’. The Turkish version demonstrated
good reliability2®,

BECK DEPRESSION INVENTORY | (BDI-I):
Measures depressive symptom severity??. The Turkish
validation reported high internal consistency (a = .85)30,

SYMPTOM CHECKLIST-90-REVISED (SCL-90-R):
Evaluates psychological and somatic symptom distress
over seven days3!. The Turkish version has been validated
for use in clinical and student samples32,

YALE-BROWN OBSESSIVE-COMPULSIVE SCALE (Y-
BOCS):

The standard semi-structured interview assessing the
presence and severity of obsessions and compulsions33:34,
Turkish reliability and validity were confirmed35. Scores
2> 16 indicate clinically significant OCD symptoms.

SANTA CLARA STRENGTH OF RELIGIOUS FAITH
QUESTIONNAIRE:

Ten items rated on a 4-point scale assessing strength of
religious faith3¢. Higher scores indicate stronger
religiosity; the Turkish version showed good internal
consistency37.

All tools were used for the respective groups in the
German and Turkish versions. The Kurdish investigation
and control groups spoke good Turkish; therefore, the
validated Turkish questionnaires were used.

PROCEDURE

Participants were examined individually by trained
psychologists fluent in Turkish and German. Following
informed consent, clinical interviews and self-report
questionnaires were administered in private sessions
lasting approximately 90 minutes. Data collection was
conducted during the early inpatient phase (first
treatment week) to minimize therapy-related bias. All
measures were scored according to standardized
instructions, and anonymized data were entered into a
secured electronic database for statistical processing.

Statistical analyses were performed using IBM SPSS
Statistics for Windows (version 22.0) and SAS for
Windows (version 17.0). Given the moderate sample
size, non-parametric tests were applied. Group
comparisons were computed using the Mann—Whitney U
test and the Kruskal-Wallis test. Associations between
variables were assessed via Spearman’s rank-order
correlations.

The overall significance level was set at a = .05. Post-hoc
comparisons used Bonferroni-corrected a-levels. Effect
sizes (ror n2) were calculated where appropriate to
indicate the magnitude of group differences.

Results

SOCIODEMOGRAPHIC CHARACTERISTICS

The Kurdish and German PTSD patient groups differed
significantly in several sociodemographic variables.
Kurdish patients had a lower level of education, were
older, more often married, and had more children
compared with the German patients. They also had a
shorter duration of inpatient treatment. Specifically, the
Kurdish patients demonstrated significantly fewer years
of formal education, x%2, N = 100) = 21.01, p <.001,
were older, Y32, N = 100) = 2.72, p = .037, and were
more frequently married, Y42, N = 100) = 10.16,p =
.012. The mean demographic characteristics are
displayed in Table 1.

Table 1: Demographic data of Kurdish and German PTSD patients and Kurdish controls

Variable Kurdish PTSD (n = 32) | German PTSD (n = 30) | Kurdish Controls (n = 38)
Age (years, M £ SD) 2472 + 2.62 26.32+2.12 28.50 + 5.10
Education (years, M £ SD) | 5.3 + 3.8 10.7 £ 2.7 7.1 147

COMORBID PSYCHIATRIC DISORDERS

All patients were diagnosed with PTSD upon admission.
Comorbid disorders differed across groups (see Table 2).
The most frequent comorbidities among Kurdish patients
were affective  disorders (75%), anxiety disorders
(62.5%), and somatoform disorders (56.3%). In contrast,
German patients showed higher rates of personality

Table 2: Comorbid psychiatric diagnoses (ICD-10 categories)

(40%) and eating disorders (26.6%).

Obsessive—compulsive  disorder  (ICD-10  F42.1;
predominantly compulsive acts) was identified in 43.7%
of Kurdish and 20% of German PTSD patients, a
significant difference, 31, N = 62) = 3.03, p < .05.

Diagnosis Kurdish Patients n (%) | German Patients n (%) | Total n (%)
Substance-related disorders (F10-19) | 12 (37.5) 12 (40.0) 24 (38.7)
Affective disorders (F30-39) 24 (75.0) 20 (66.6) 44 (70.1)
Anxiety disorders (F40—-41) 20 (62.5) 16 (53.3) 36 (58.1)
Obsessional rituals (F42.1) 14 (43.7) 6 (20.0) 20 (32.2)
Somatoform disorders (F45—45.9) 18 (56.3) 6 (20.0) 24 (38.7)
Eating disorders (F50) 0 (0) 8 (26.6) 8 (12.9)
Personality disorders (F60) 4 (12.5) 12 (40.0) 16 (25.8)
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OBSESSIVE COMPULSIVE SYMPTOMS

Kurdish patients demonstrated significantly higher levels
of obsessive—compulsive symptoms than German patients
and controls. The total Y-BOCS mean score for Kurdish
patients was 18.5 + 2.65, for German patients 10.8 +
2.3, and for controls 3.3 £ 1.2. A Kruskal-Wallis test
confirmed significant group differences, x%2, N = 100)
=12.65,p <.001, n2=.18 (large effect).

When divided into obsessional thoughts and compulsive
actions, significant differences emerged particularly in
compulsive actions: Kurdish PTSD patients scored 13.7 £
1.7, German patients 6.8 + 2.1, and controls 1.5 *
1.2, U =32.00, p <.001, r =.61. The group comparison
is summarized in Table 3.

Table 3: Comparison of obsessive—compulsive symptoms (Y-BOCS scores)

Symptom Type Kurdish PTSD (M * SD) | German PTSD (M £ SD) | Controls (M £ SD) | U p

Total OCD symptoms | 18.5 + 2.65 10.8 £ 2.3 3.311.2 45.00 | <.001
Obsessional thoughts | 4.8 = 1.34 4.1 +1.8 1.8 0.9 43.00 | <.008
Compulsive actions 13.7 1.7 6.8 = 2.1 1.5+ 1.2 32.00 | <.001

Kurdish patients with a higher level of education

ations between PTSD symptom severity (measured by

exhibited fewer compulsive actions, F(1, 30) = 4.74, p =
.031, whereas no such association was found among
German patients, F(1, 28) = 1.48, p = .204.This suggests
that educational background may act as a protective
factor against compulsive behaviors in Kurdish women.

ASSOCIATION BETWEEN PTSD AND OCD SEVERITY
Pearson correlations revealed significant positive associ

PDS) and compulsive actions (Y-BOCS items 6—10).
Higher PTSD total and cluster scores correlated with more
pronounced compulsive actions: total PDS (r = .46, p <
.01), re-experiencing (r = .58, p < .01), avoidance (r =
42, p <.01), and hyperarousal (r = .42, p <.01). These
correlations are displayed in Table 4.

Table 4: Correlations between PTSD symptom clusters and number of compulsive actions (Y-BOCS items 6—10)

Variable r )

Total PDS score 46 <.01
Re-experiencing .58 <.01
Avoidance 42 <.01
Hyperarousal 42 <.01

RELIGIOUS COMMITMENT AND OCD SYMPTOMS

Marked differences emerged in both religious upbringing
and religious practice across groups. Only 12.5% of
Kurdish versus 13.3% of German PTSD patients reported
no religious upbringing, but religious practice differed
significantly: 46.7% of German patients reported not
practicing religion, compared with only 12.5% of Kurdish

patients, Y33, N = 100) = 8.15, p = .024.

Kurdish patients assigned higher importance to religion in
daily life (p < .001) and expressed greater interest in
personal prayer and religious questions (p < .001).
Results are summarized in Table 5.

Table 5: Religious upbringing and religious practice across groups

Variable Kurdish PTSD (%) | German PTSD (%) | Kurdish Controls (%) | x2 p
Religious upbringing | 87.5 73.3 84.2 8.75 | .021
Practicing religion 87.5 53.3 73.7 8.15 | .024

RELIGIOUS PRACTICE AND COMPULSIVE WASHING
The relationship between religiosity and obsessive—
compulsive behaviors was further explored using the Y-
BOCS compulsive action subscale and the Santa Clara
Strength of Religious Faith Questionnaire.

Among Kurdish PTSD patients, stronger religious
commitment correlated significantly with compulsive
washing behaviors such as bathing/showering (r =
.58, p < .01%), washing hands/face (r = .56, p < .01%),
and washing laundry (r = .54, p < .05%).

German patients showed a weaker and less consistent
pattern, with only hand and face washing reaching
significance (r= .64,p< .01%). No significant
associations were found for neutral daily activities such
as dressing or toothbrushing. This pattern suggests that
religiously framed acts of purification, especially those

involving water, carry heightened symbolic importance
among the Kurdish women.

OBSESSIVE-COMPULSIVE ACTIONS AND RELIGIOUS
ALLEGIANCE

To further examine the interaction between religious
commitment and  obsessive—compulsive  behaviors,
correlations were calculated between the Santa Clara
Strength of Religious Faith Questionnaire and the Y-BOCS
compulsive-action items. Nine behavioral categories were
evaluated, including bathing or showering, washing
hands and face, hair care, going to the toilet, touching or
being touched by others, washing laundry, dressing and
undressing, touching rubbish bins, and teeth cleaning.
Each item was rated from O (“no problem with the
activity”) to 3 (“requires three times as long as most

people”).

© 2025 European Society of Medicine 4



Table 6: Correlations between religious upbringing, practising religion, and OCD-related compulsive actions (Spearman’s

p), Note. p <.05 (*); p < .01 (**); unilateral testing.

Activity Religious Religious Practising Practising
Upbringing Kurdish | Upbringing German | Religion Kurdish Religion German
Bathing and showering 43 .08 58%* .15
Woashing hands and face | .31 .b4** S56%* 43*
Hair care 56% —.07 b5%*E .25
(washing /combing)
Going to the toilet -.32 13 .55% A7
Touching people or being | .52%** S5k HO*E A7*
touched
Woashing laundry .35 .38 .54* .36
Getting .06 .22 17 .06
dressed /undressed
Touching rubbish or bins —.26 —.06 —-.13 .02
Teeth cleaning .55 .32 .55 .27

As shown in Table 6, stronger religious commitment
among Kurdish PTSD patients was significantly associated
with higher scores on several washing-related activities.
Notably, bathing /showering (r = .58, p < .01), washing
hands and face (r = .56, p < .01), and washing laundry
(r= .54,p < .05) were positively correlated with
practising religion. Similar, though weaker, patterns were
found for hair care (r = .65, p <.01) and for avoidance-
related items such as going to the toilet (r = .55, p <.05).

Among German PTSD patients, only a limited association
was observed: practising religion correlated significantly
with washing hands and face (r = .64, p <.01%). For both
cultural groups, positive correlations were identified
between religious upbringing and the variable “touching
people or being touched by them” (r = .52-.66, p <.01),
suggesting a link between bodily contact and perceived
moral purity. No significant correlations were found for
getting dressed, touching rubbish bins, or teeth cleaning.

Discussion

The findings of this study highlight clear cultural and
religious influences on the manifestation of obsessive—
compulsive disorder (OCD) symptoms among women who
developed post-traumatic stress disorder (PTSD)
following sexual violence. Kurdish refugee patients
exhibited more frequent and severe compulsive washing
behaviors than German patients, despite comparable
levels of PTSD severity. These results suggest that cultural
and religious frameworks significantly shape the
expression of post-traumatic symptomatology.

CULTURAL CONTEXT AND INTERPRETATION

The observed differences in symptom expression
between Kurdish and German patients can be
understood within a broader cultural framework. In
collectivistic societies such as the Kurdish, religion and
spirituality are not merely private beliefs but
fundamental organizing principles of community life.
Religious practice defines moral order, social cohesion,
and gender norms, and thus deeply influences coping
strategies  after trauma®2™**, In  such  contexts,
psychological suffering often manifests through culturally
coded forms, rituals, somatic symptoms, or moral
expressions, rather than through abstract emotional
language.

Traumatic events that threaten moral and bodily
integrity, such as rape, can produce profound cognitive
dissonance in religious survivors. For many Kurdish
women, cleanliness is symbolically linked to both physical
and moral purity. The experience of sexual violence
therefore  generates an internalized sense of
contamination, leading to repetitive cleansing acts aimed
at restoring spiritual equilibrium*®-*®. These findings
correspond to the Macbeth effect, which describes how
individuals engage in physical purification to alleviate
moral impurity4¢. However, within religious cultures where
purification rituals are institutionalized, such behaviors
gain spiritual legitimacy and can therefore escalate more
easily into compulsions.

The comparatively lower levels of compulsive washing
among German women may reflect a more secularized
and individualistic cultural orientation, in which moral
purification is less embedded in daily rituals. While both
groups experienced similar trauma intensity, the differing
symbolic frameworks resulted in distinct behavioral
expressions. This underscores that OCD-like symptoms
can serve as culturally meaningful responses to trauma,
mediating the conflict between guilt, shame, and the need
for control.

RELIGIOSITY AS A COPING AND RISK FACTOR
Religious faith can function simultaneously as a protective
and risk factor in post-traumatic adaptation. In its
adaptive form, religiosity provides a sense of coherence,
purpose, and social belonging. For Kurdish refugees, faith
represents a vital source of endurance and meaning-
making, helping survivors reinterpret their suffering within
a transcendent moral order*”. However, when religion
becomes intertwined with guilt and moral injury, it can
foster maladaptive coping mechanisms.

The correlation between religiosity and washing
compulsions found in this study illustrates this dual function.
Ritual cleansing may initially serve to reduce anxiety and
reassert moral order, yet when associated with intrusive
guilt or perceived sinfulness, it reinforces avoidance and
perpetuates distress. This aligns with findings that
excessive religiosity can exacerbate OCD symptoms,
particularly when beliefs emphasize moral perfectionism
or fear of divine punishment*®,

© 2025 European Society of Medicine 5



The contrast between Kurdish and German participants
demonstrates how religious coping strategies are shaped
by both theological and sociocultural contexts. In Kurdish
Islam, bodily purity is closely linked to spiritual worth;
failure to perform purification rituals can be equated with
moral transgression. Consequently, ritual washing
becomes not only a hygiene act but also an existential
necessity for re-establishing dignity and divine
acceptance. In German culture, where secular and
psychotherapeutic frameworks dominate, post-traumatic
distress is more likely to be conceptualized in
psychological rather than religious terms, leading to
fewer ritualized compulsions.

The relationship between PTSD and OCD symptoms
observed here supports existing models of trauma-
related compulsivity. Prior research suggests that
obsessive-compulsive symptoms may emerge as
secondary phenomena in individuals struggling to
manage intrusive trauma memories*®.  Compulsive
behaviors, particularly those related to washing, serve as
attempts to neutralize intrusive contamination cognitions.
In the Kurdish cohort, this mechanism appears amplified
by culturally sanctioned purification practices, indicating
an overlap between psychopathology and culturally
normative behavior.

These findings also contribute to transcultural psychiatry
by illustrating how Western diagnostic categories may
insufficiently capture the cultural meaning of symptoms. In
collectivistic societies, the boundary between religion,
morality, and mental health is porous. Compulsions can
therefore embody a moral narrative rather than a strictly
pathological one. For clinicians, distinguishing between
culturally accepted rituals and pathological compulsions
is critical. This distinction requires cultural competence and
sensitivity to the patient’s belief sys'remso.

Furthermore, the significant association between lower
educational levels and greater compulsive severity
among Kurdish women may indicate that limited access to
psychoeducation and exposure to secular perspectives
reinforce literal interpretations of religious doctrine.
Education may thus act as a protective factor by fostering
cognitive flexibility and reducing the reliance on
ritualized coping strategies.

CLINICAL IMPLICATIONS

These insights emphasize the need for trauma treatment
approaches that are both evidence-based and culturally
adapted. Traditional cognitive-behavioral therapy (CBT)
may not fully address the religious dimension of
compulsive washing in refugee populations. Integrating
religiously sensitive psychoeducation, such as reframing
purification rituals as symbolic rather than moral
imperatives, can help patients reinterpret their behaviors
without undermining their faith.

Clinicians should also explore the moral injury underlying
compulsive symptoms: feelings of unworthiness, shame, or
fear of divine punishment. Addressing these cognitions
through culturally attuned narrative therapy or
acceptance-based interventions may reduce symptom
persistence and facilitate reconciliation between spiritual
and psychological recovery®!. In clinical settings with

diverse populations, interdisciplinary collaboration
between psychotherapists and spiritual counselors could
enhance outcomes.

LIMITATIONS AND FUTURE DIRECTIONS

While the present study provides valuable insights,
several limitations must be acknowledged. The relatively
small sample size and confinement to female inpatients in
Germany limit the generalizability of the findings. Future
research should examine whether similar patterns occur
among male trauma survivors or within non-Muslim
refugee groups, as well as in other cultural contexts
where purification rituals hold central meaning®2,3,

Longitudinal studies are needed to clarify causal
mechanisms, whether religious coping precedes or follows
the onset of compulsive symptoms. Additionally,
intervention studies should evaluate whether culturally
adapted CBT approaches can effectively reduce
compulsive washing without conflicting with religious
values®®.  Finally, qualitative interviews exploring
survivors’ subjective meanings of cleansing and purity
could complement quantitative data and enrich
theoretical understanding.

Conclusion

In summary, the study demonstrates that cultural and
religious factors play a crucial role in shaping the
manifestation of obsessive—compulsive disorder (OCD)
symptoms among women with rape-related post-
traumatic stress disorder (PTSD). Compulsive washing
behaviors among Kurdish patients can be understood as
culturally mediated expressions of trauma-related guilt
and moral iniuryss.

Effective treatment must therefore incorporate an
understanding of patients’ religious beliefs and the
symbolic meaning of purification rituals. Integrating
culturally sensitive and trauma-focused therapeutic
approaches may enhance the psychological healing of

. 7
refugee women who have endured sexual violence®%>>7,
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