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Abstract: Background: The aspects of cultural identity and its impact on obsessive-compulsive
disorder (OCD) have been understudied. There are different opinions, ranging from the idea that
culture does not affect the symptoms of this condition to the idea that cultures with high religiosity
may have more severity of OCD. Also, the concept of OCD has considerably varied across history
and cultures, from being considered an issue related to lack of control of blasphemous ideas, and a
part of anxious issues, to the description of complex neurobiological systems in its causation.

Objective: The aim of this review was to address OCD as a well-characterized disorder with a pro-
posed neurobiological basis which may or may not have variations depending on cultural diversity.
The question that was asked in this review is whether or not there are cultural differences in the
manifestations of the OCD symptomatology and which factors of cultural diversity have a major
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DOI: Methods: A review of the literature was conducted that includes the following words: obsessive-

10.2174/2211556007666180115103935 compulsive disorder, culture, cultural identity and religion in a period of 10 years.

Conclusion: Cultural variations do not seem to differ from symptomatic clusters of OCD, which
may be indicating that a series of adaptive behaviors is evolutionarily evolving to be constantly
altered, perhaps by well-determined pathophysiological mechanisms. Some aspects that have been
related to some dimensions of OCD symptomatology are religion and religiosity, affecting the con-
tent of obsessions and the severity of manifestations. Properly evaluating the education background,
access to health services, food, and the genetic structure of populations, using investigational in-
struments sensitive to these cultural elements, will increase our understanding of the importance of
culture on OCD and its treatment.
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1. INTRODUCTION as risk factors precipitating the disease, variety of symptoms
being experienced, prevalence, severity, and course of the
disease [4, 5]. However, there are those who believe that
experienced symptoms are similar regardless of the cultural

Culture may affect many clinical findings, how the pa-
tient perceives and reports his/her discomfort, and the way in
which the clinician understands and interprets the symptoms

on the basis of psychiatric diagnosis. Up to date, not much background [1].
has been reported regarding the extent to which different The relationship between religiosity/spirituality, personal
aspects of cultural identity (religious affiliation, sexual orien- beliefs (i.e., magical ideation and paranormal beliefs), and
tation, education years, socioeconomic class) have an impact mental health has lately been studied extensively, and results
on clinical manifestation of obsessive-compulsive disorder have indicated significant associations among these vari-
(0CD) [1-3]. ables. However, scientific approaches to this field are com-
In this sense, it can be assumed that culture may have an plex and multidimensional, partly leading to poor operation-
impact on different aspects of obsessive-compulsive disorder alization, incomparable data and contradictory results. The
literature demonstrates that higher religiosity/spirituality and
magical ideation scores have often been associated with in-
*Address correspondence to this author at the Carracci Medical Group. creased obsessive-compulsive traits [6]. Similar results could
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E-mail: nicolini_humberto@yahoo.com However, it is still unclear if these differences suggest a spe-
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cific association with obsessive-compulsive traits and reflect
deviating etiopathogenetic and cognitive aspects of obses-
sive-compulsive disorder and other anxiety disorders, or if
these results are biased by other factors. Religiosity/
spirituality and personal beliefs constitute important parame-
ters of human experience and deserve greater consideration in
the psychotherapeutic treatment of psychiatric disorders [7].

One arising question is whether the structure of DSM-5 is
adjusted to all cultures, i.e., if the scheme of collecting pa-
tient information is the best for all-cultural contexts. An in-
teresting fact is that most of the known data about OCD
come from European countries or the United States of Amer-
ica, as well as the general knowledge about most mental ill-
nesses. However, considering China and India altogether,
these two countries account for 38% of the worldwide popu-
lation, and in these two countries, one-third of all Disability
Adjusted Life Years (DALYs) attributable to mental illness
(66 million DALY's) has been reported. This figure is greater
than the sum of the DALYs of all developed countries (50
million DALYSs) [8]. In an analysis of OCD indirect costs
(work disability, early retirement, impact on the family), the
World Health Organization has ranked it in 11th place in the
burden attributable to the disease, in the category of nonfatal
diseases, similar to schizophrenia in terms of disability [9].
These data make clear the importance of a better understand-
ing of OCD in a global context, which truly represents the
largest number of different countries worldwide.

2. METHOD

A review of the literature was made on PubMed for a
period of the last ten years (between 2007 and 2017) that
included the following words: obsessive-compulsive disor-
der, culture, cultural identity and religion. These cultural
variations were selected arbitrarily and are the most repeated
as part of studies in this area of transcultural psychiatry. In
addition, we grouped those findings with related concepts
that have some cultural influence on the manifestation of
OCD, from culture in mental health, history of OCD, inter-
national assessment instruments to pharmacological treat-
ments around countries.

3. CULTURE, MENTAL HEALTH, AND OCD

The assessment of culture is complicated, particularly in
the mental health field. Four domains have been proposed to
assess cultural issues in disease intervention [10], the first
domain is (1) the cultural identity of the person (ethnicity,
race, gender, sexual orientation, religion or spiritual beliefs,
socioeconomic class and education, history of migrations).
(2) Another domain is the cultural explanation of the disease
(onset, causal mechanisms, course, and treatment expecta-
tions). (3) Additionally, the third domain is the cultural in-
terpretation of psychosocial stressors and the functioning level
(the idea is a description of the context in which the disease
arises) [2] and finally, (4) the last domain is the cultural ele-
ments of the doctor-patient relationship that may interfere
with the biomedical treatment and other forms of healing.
We will explain each domain in the following sections.
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3.1. Cultural Identity

A lot of variables are involved in cultural identity; even
when people belong to the same geography and speak the
same language, there may be important nuances in cultural
identity. On the other hand, there are other variables that also
affect a person's identity, such as age, gender, socioeconomic
status, class, sexual orientation, religion and therefore, hav-
ing an impact on the way the mental illness is represented.

The comparisons of the OCD manifestations in different
countries are scarce, but they have given us very important
information to understand the factors that influence the clini-
cal presentation of OCD. In a study on seven countries with
a different cultural background (Canada, Puerto Rico, Ger-
many, Korea, Hong Kong, Taiwan and New Zealand), the
incidence of OCD appeared to be relatively homogenous,
except for Taiwan, whose incidence rates were lower than
the countries mentioned above. There are some variations in
the clinical presentation of this disorder as United States,
Canada, Puerto Rico and New Zealand, reported a larger
proportion of individuals with only obsessions, in contrast
with Korea, where the proportion of subjects presented only
compulsions was higher than in the other samples [11].

Regarding the use of clinometric tools for OCD assess-
ment, it is interesting that the Y-BOCS has good reliability
showing internal consistency in some of the languages which
have been translated into Chinese, Spanish, French, Italian,
Arabic, German, Iranian etc [12-14]. On the other hand,
worldwide epidemiological figures of OCD are fairly consis-
tent; the estimated prevalence of OCD in the general popula-
tion is about 1.6% [15]. However, estimates over time in
other studies have varied considerably due to different fac-
tors, such as methodological inconsistencies, assessments of
clinical evaluators compared with lay evaluators, non-
description of subclinical symptoms, not taking into account
the severity of the condition, as well as other factors such as
the cultural environment, where it is manifested, and access
to treatment. In this sense, attempts have been made to ana-
lyze environmental risk factors; yet, some authors think that
there is still insufficient evidence associated with OCD [16].

In a clinical comparison of OCD patients from the United
States and Brazil, which is the largest study on the OCD
field, the severity of OCD symptoms and age at onset was
similar in both samples. while, there were differences in the
comorbidity. The Brazilian subjects had higher rates of gen-
eralized anxiety disorder and post-traumatic stress disorder;
meanwhile the American individuals were likely to endorse
substance abuse disorders. The authors propose that cultural
aspects may explain these differences [17].

Fontanelle et al. compared a Brazilian sample to 15 sam-
ples of four continents from previous studies and found that
the proportion of females and males and the age of onset
were similar for all the samples. A pattern of mixed obses-
sions and compulsions was predominant in most of the sam-
ples, except for the higher prevalence of aggressive behav-
iour in Brazilian sample and religious obsessions in samples
from the Middle East [5].
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Other variations have been found in the clinical presenta-
tion of OCD by contrasting an Irish and an English sample.
It was reported that Irish subjects had reported symptoms
and obsessive behavior compared to English sample, and the
severity of these symptoms was found to be correlated with
the scholarship of the Irish women [18].

Another aspect that might be influenced by the cultural
context is the age of onset [5], as certain characteristics such
as superstitions and magical thoughts were reported to be
more prevalent in subjects with early-onset OCD. Supersti-
tions and TAF (Thought-action fusion) have been proposed
as a component of magical thinking [19]. A study by Ein-
stein and Mensiez [20] suggests that subjects with magical
thinking are more likely to exhibit obsessive-compulsive
behavior, and these are more likely to be associated with
checking. Magical thinking and superstitions vary according
to place and culture, the latter has been found to be corre-
lated with compulsive checking independently, without be-
ing considered a part of magical thinking [21].

3.2. Cultural Explanation of the Disease and its Historical
Evolution

Until 1850, the obsessive-compulsive phenomenon was
considered as a variant of the "insanity" concept. Subse-
quently, it was discussed in connection with the new concept
(for that time) of psychosis and, by the end of 1880, with the
psychoanalytic doctrine, as part of neuroses. These changes
reflect the moments of theoretical knowledge in "vogue" of
that time. Psychological hypothesis suggested that OCD was
the result of a deterioration of emotion, will, and intellect,
and did not distinguish the characteristics of compulsive ob-
sessive personality, characterized by a pattern of perfection-
ism, rigidity and restricted affection. After being considered
as typical neurosis in the psychoanalyst narrative, and ac-
cording to this theory, it was included in the first edition of
the "Diagnostic and Statistical Manual of Mental Disorders"
(DSM) [22], thus being classified as a neurotic disorder.
OCD remained as a discrete nosological entity included in
subsequent editions of the DSM (DSM-II, DSM-III and
DSM-1V) [23-25] within anxiety disorders. Recently, a his-
torical change has been to pool the dimension of those condi-
tions having compulsiveness, repetitiveness, worry, and ob-
sessiveness as their core, within a spectrum of obsessive-
compulsive conditions in the new taxonomy of DSM-5 [26],
supported by the similarity of phenomenology, neural sub-
strates, and pharmacological responses. The OCD separation
from the group of "Obsessive-compulsive related disorders"
(OCDRs) (including hoarding disorder, body dysmorphic
disorder, trichotillomania and skin picking disorder), which
takes place in the DSM-5 classification, makes clear the rec-
ognition that OCD is a more complex group beyond anxiety.
In parallel, due to numerous neurobiological researches, sci-
entific evidence converges on indicating OCD as a neuro-
psychiatric disease.

OCD has had a particular trajectory throughout its his-
tory. Descriptions of OCD have been made since the fif-
teenth century [27], when people were preoccupied with
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blasphemous ideas of evil spirits, thought to be associated
with the disease. Obsessive ideas have been at the center of
the historical description in different cultures. The term ob-
session was derived from the Latin obsidere, which means
being possessed, occupied or worried about something [28].
Religious ideas as the central theme of obsession have been
present in different cultures and have been widely described
in texts since the seventh century AD and the ninth century
AD, in the Christian world, Islamic writings and in Orthodox
Judaism practice. In Christianity, this has been considered as
"asceticism", which emulates many symptoms of the OCD
spectrum, and also in Islam and Judaism, in various written
instructions about the practice of a proper life within religion
[2,29,30].

The concept of OCD as a neuropsychiatric disorder is
based on its onset observations as a complication of encepha-
litis lethargica and subtle neurological signs in patients re-
covering from encephalitis. Constantin von Economo was
the first one to describe the association between OCD and
post-encephalitic Parkinsonism with a causal link to injury in
the basal ganglia [31]. Another important progress in the
history of psychiatry and OCD took place in the eighties,
when Baxter et al., (1987) [32] described the convergence of
corticostriatal circuits and their limbic connections, mainly
the cingulate gyrus and amygdala in functional neuroimaging
studies. Besides, there was a progress in support of the hy-
pothesis of the role of serotonin in the OCD pathophysiol-
ogy, and it was observed that drugs inhibiting serotonin re-
uptake are effective, while antidepressants lacking this action
mechanism are not effective in the OCD treatment, being
virtually the universal treatment method, although this effect
occurs only in half of the patients [33-35]. Also, the dopa-
mine hypothesis emerged, given the beneficial effect of some
antipsychotics; in many cases of SSRIs-resistant, particularly
in those having comorbid tics [36, 37]. In this sense, it is
clear that obsessive-compulsive symptoms are common in
movement disorders such as Sydenham chorea or Huntington's
disease. Evidence of hyper activation in corticostriatal path-
ways has also highlighted the involvement of the glutamate
system, along with molecular genetics findings [38].

The type of obsessions seems to vary according to the
cultural context. In Middle Eastern countries, religious
themes prevail, meanwhile in Brazil, there is a predominance
of aggressive obsessions [39] and in most countries, the is-
sues of contamination are the most predominant, an example
of this is the Indian population, where it has been described
that the compulsions related to cleanliness and pollution are
more prevalent in comparison with other types of compul-
sions [40]. It has been proposed that this phenomenon is
linked to their religion, in which purification and cleansing
rituals play an important role [41]. In African American
population, the compulsions linked to cleanliness may be
relevant as this ethnic group historically has experienced
segregation, and other groups avoided to be “contaminated”
through direct contact with them [42].

In a study conducted in India, the main explanations that
patients with OCD give to their disease are stress and / or
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chemical imbalance. It should be noted that more than 50%
also include supernatural causes as explanations for their
condition. The explanation that the patient finds most satis-
factory will determine who will contact for receiving treat-
ment; in this case, those subjects who attribute their disorder
to supernatural factors contact a faith healer [43].

It is a fact that patients often turn towards religion, spiri-
tuality and moral traditions to understand and respond to
mental illness; for example, for the OCD case, this may de-
termine the extent to which a type of treatment is acceptable
(exposure and response prevention), as well as the duration
(pharmacotherapy) [44].

3.3. Psychosocial Stressors

Stress seems to be a trigger for the onset of OCD [45]. In
addition, patients with OCD have higher levels of perceived
stress compared with subjects without this disorder [46].

The types of stressors vary according to the cultural con-
text, for example the population of industrialized countries
develop in an environment different from those of develop-
ing countries. The latter frequently face poor services, over-
crowding and limited resources. In addition to the variation
in the type of stressors, the response to these could be influ-
enced by cultural factors, for example the response to work
stress and certain psychopathological features seem to be
related to a collectivist or individualistic culture. Both mod-
els have advantages and disadvantages that could influence
the mental health of individuals. A collectivist context pro-
motes greater ties with other individuals in society, as well as
increases anxiety by increasing the sense of responsibility
with other individuals. On the other hand, an individualistic
environment promotes competition with other individuals
and social isolation [47, 48].

The response to stress seems to be influenced by cultural
factors, for example, the way of interpreting stress generated
by a problem may vary according to the cultural background.
Subjects from a collectivist community tend to give greater
importance to social resources and face any stressful situa-
tion more easily compared to subjects from an individualistic
community [49, 50]. A model proposed by Neblett et al. [51]
suggests that the ethnic identity may affect the relevance of
cultural stressors such as discrimination. For example, in
Latino population, familismo, which is described as a con-
nection with relatives, may help Latin students to deal with
stressful situations [52]. In other ethnic groups, other strate-
gies are chosen. African American students considered their
participation in religious activities to be more important in
managing stress, while Asians were reported to more likely
use emotion-focused responses [53].

From an evolutionary outlook, it may be speculated that
some characteristics of obsessive-compulsive personality,
such as being organized, meticulous, perfectionistic, may
represent a certain adaptive advantage, in the same way as
inflexibility, exaggerated rigidity or conscientiousness would
be oriented to a maladaptive sense. Several arguments have
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been discussed; in this regard, sub-threshold OCD symptoms
would make a certain adaptive sense as an evolutionary ad-
vantage [54]. Additionally, variants of the personality seen
under the Research Domain Criteria (RDoC) perspective, in
which emphasis is made on the dimensional characteristics
and their neurobiological basis, may provide a better under-
standing of how personality influences the clinical OCD
presentation [55]. A common neurobiological substrate has
been mentioned for the impulsiveness and compulsiveness
dimensions [56]. More recently, it has even been postulated
that the obsession for proper nutrition may be a present di-
mension both in OCD and in the autism spectrum [57].

A syndrome initially described in Japan, but which has
been subsequently established in other places and that was
thought to be strongly influenced by culture, is the so-called
"hikikomori", a form of avoidant phobic isolation, distantly
related to OCD and which is now seen as a likely new diag-
nostic entity, not limited to Japan, but requiring further re-
search [58]. The cases of hikikomori are an example of cul-
tural variation that does not have a referent in the West, as
such because it implies a sense of family shame, and this
traps the sick and the family, who become accomplices so
that people do not point them out as an abnormal family. In
the West, the cases of "hikikomori" are people without fam-
ily, or in a state of family abandonment. In a study it was
seen that the family of the hikikomoris prevent the neighbors
from learning about the situation at home. Perhaps the evolu-
tionary considerations alone do not fully support the idea of
the OCD emergence, but they constitute an interesting de-
bate.

3.4. Physician-patient Relationship

There is evidence that race, ethnicity, and language have
substantial influence on the quality of the doctor-patient rela-
tion-ship. These cultural factors will impact the development
of empathy from physician, communication and participation
in medical decision making [59].

Some recommendations to emphasize culture are only
made if there is a disparity between the patient culture and of
the clinician. However, the assessment of these aspects may
be laborious and time-consuming, added to the fact that it is
not clear how this directly affects the treatment plan to be
followed with the patient. Some of the clinical consequences
of the lack of understanding of culture have been misunder-
standings in clinical recommendations, incomplete assess-
ments, misdiagnoses, lack of rapport in the doctor-patient
relationship, poor adherence and improper treatment [60].

Culture also affects the types of health treatment. Seeking
care outside of the medical or psychiatric setting merits at-
tention because this may complement or go against psychiat-
ric care. Just as barriers for access to treatment may reflect
cultural stances, previous experiences regarding care, family
values or care recommendation from the social support net-
work of the patient may interfere with psychiatric care [61].
The extent to which a psychiatric interview taking culture
into account changes the clinical care issues, such as diagno-
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sis, treatment planning, patient adherence, and patient satis-
faction with treatment, is still unknown.

It is also important to know the identity of the clinician.
Some people may feel uncomfortable when discussing their
origins, and if the clinician is not familiar with this (empa-
thy), the assessment can be more complicated. It is known
that the country of origin may be a factor correlating with
both physical and emotional health [62]. Another important
aspect to consider is the failure of health systems in not pro-
viding interpreters when there are linguistic differences, as
this may increase the communication difficulties between
doctor and patient. It is necessary to study other aspects of
the doctor-patient relationship where culture could have a
relevant role, as is the case of countertransference that has
been studied in other human relationships [63].

4. RELIGION

Cross-cultural studies have also provided information on
different religious contexts and their possible influence on
OCD manifestations, for example, some studies suggest that
Catholics may be at a greater risk for OCD [64-66] and
higher severity in OCD symptoms [67]. There are reports of
differences in the OCD manifestations possibly related to
religion, for example, the case of ultra-Orthodox Jews [68]
and Muslims [69], in whom their religion influences the pat-
tern of actions and thoughts, being those related to their re-
spective rules and rites.

A study examined Muslim and Christian subjects from
Turkey and Canada and found that the Muslim patients re-
ported more OCD symptoms than in the Christians. Another
interesting finding was that subjects with a higher degree of
religiosity, regardless of religion, having more obsessional
thoughts and checking compulsions [70].

It has been estimated that from 10 to 30% of patients
with OCD have obsessive ideas about religion, and in 5%,
their main theme is religious [29, 30, 31]. In addition, Freud
postulated the hypothesis that religion is a universal obses-
sive ritual and that there is a relationship between obsessive-
compulsive neurosis and religion. This idea was not popular
neither among religious leaders nor among psychologists, as
it was counter-argued that rather than isolating individuals,
religion helped connecting people and integrating them so-
cially [2]. Also, since the above-mentioned first writings,
descriptions for understanding the morbid nature of thoughts
have been provided, as well as pathological recognition and
clear clinical descriptions. Even some interventions that may
be considered as cognitive-behavioral are suggested [29, 30].

In other descriptions in Turkey, it has been observed in
groups of patients with OCD, that there was no correlation
between religiosity and severity in the Y-BOCS scale [31].
In Islam, practicing patients with OCD, it was found that
there was a high frequency of blasphemous obsessive ideas,
according to the authors, attributable to the environment
rather than to a causal factor, and the same has been sug-
gested when studying other religious groups as Orthodox
Jews in Israel and religious people in China [71-73].
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Some hypotheses have been proposed in an attempt to
explain the relationship between religiosity and OCD, as the
strict and scrupulous rules of some religions might encour-
age misinterpretation of intrusive thoughts, a constant at-
tempt to control these thoughts and guilt [74]. The subject
then performs actions to eliminate intrusive thoughts, which
according to his/her religion, can be considered as sinful,
thus alleviating that feeling of guilt [75]. By not having
complete control of his/her thoughts, more frequently he/she
performs the acts which he/she believes can eliminate such
ideas.

In general, it seems that the literature findings do not
associate religion itself as an etiological factor for OCD,;
however, they do refer religion as a part of the person’s cul-
ture, which seems to play an important role in how OCD is
manifested.

5. PHARMACOLOGICAL TREATMENT IN DIFFERENT
COUNTRIES

The use of pharmacological treatments for OCD varies
significantly among countries worldwide [73]. One of the
differences observed among countries is that not all patients
are being treated pharmacologically (44% OCD patients un-
treated in Brazil, 38% in Australia; in Italy, Japan and Spain
nearly 100% of patients are on pharmacological treatment)
[60]. In China, the search for pharmacological treatment is
below 6% for most mental disorders [4, 76]. Similarly, it is
thought that in India, only one in 10 individuals receive an
evidence-based treatment [4]. In patients on pharmacother-
apy, differences are marked among countries in terms of the
types of drugs. For example, in the case of OCD in Latin
America, there was a high use of benzodiazepines, and in
some of these countries, many people use Exposure Re-
sponse Prevention Therapy, as the government subsidizes it.

Among OCD patients, one-quarter receiving pharma-
cotherapy receive antipsychotics [60, 77]. The country in
which atypical antipsychotics for OCD are used the most, is
Japan, probably with the highest Y-BOCS scores [60]. It is
also important to emphasize the influence of public policies
on each country regarding access to treatments, as well as
subsidies for drug and interventions. However, it is very im-
portant to continue collecting data regarding response rates,
severity measurements and the variety of the condition pres-
entation, adverse effects, the role of other treatments or so-
cial interventions, if any, and support networks.

Regarding populations, an interesting argument lies in
the OCD pharmacogenomics, where more adverse effects to
clomipramine in Asian populations have been described, due
to a high frequency of slow metabolizers with a CYP2C19
polymorphism. In another study mainly conducted in Euro-
pean descent population in Canada, more patients with OCD
treatment failure were significantly found in phenotypes of
slow metabolizers. In this case for CYP2D6 genotype [78].
This branch highlights the relevance of ethnicity in the bio-
logical response to treatments, beyond culture.



290 Current Psychiatry Reviews, 2017, Vol. 13, No. 4

CONCLUSION

So far there is limited data on the extent to which OCD is
influenced by cultural background. However, it is an area
that deserves much further research. Differences in educa-
tion, access to health, food, and genetic structure of popula-
tions, combined with characteristics of the ecosystem of each
location, surely must have an influence on the manifesta-
tions, clinical course, severity and treatment response in pa-
tients having OCD. This requires the inclusion of methodo-
logical tools sensitive to the detection of cultural elements,
within the routine study of patients with OCD. However, at
present, this information is unknown and it is necessary to
generate further research to answer these questions. Some
aspects that have been related to some dimensions of OCD
symptomatology are religion and religiosity, affecting the
type of obsessions and severity of manifestations, respec-
tively. This paper addressed some cultural factors that may
have any influence on the presentation of OCD, and the dif-
ference among diverse countries and cultures has also been
highlighted. However, it is important to note that not much
has been reported regarding OCD and different aspects of
cultural identity (religious affiliation, sexual orientation, so-
cioeconomic class), and further research in this field are still
necessary.

ETHICS APPROVAL
PARTICIPATE

AND CONSENT TO

Not applicable.

HUMAN AND ANIMAL RIGHTS

No Animals/Humans were used for studies that are base
of this research.

CONSENT FOR PUBLICATION
Not applicable.

CONFLICT OF INTEREST

The authors declare no conflict of interest, financial or
otherwise.

ACKNOWLEDGEMENTS

Declared none.

REFERENCES

[1] Matsunaga H, Maebayashi K, Hayashida K, et a/. Symptom struc-
ture in Japanese patients with obsessive-compulsive disorder. Am J
Psychiat 2008; 165(2): 251-3.

[2] Zohar AH, Goldman E, Calamary R, Mashiah M. Religiosity and
obsessive-compulsive behavior in Israeli Jews. Behav Res Ther
2005; 43(7): 857-68.

[3] de Silva P. Culture and obsessive-compulsive disorder. Psychiatry
2006; 5(11): 402-4.
[4] Yorulmaz Ol, Isik B. Cultural context, obsessive-compulsive dis-

order symptoms, and cognitions: a preliminary study of three Turk-
ish samples living in different countries. Int J Psychol 2011; 46(2):
136-43.

(3]

(6]

(7]

(8]

(]

[10]

(11]

[12]

[13]

[14]

[15]

[16]

[17]

(18]

[19]

[20]

[21]

(22]

[23]
[24]
[25]
[26]

(27]

Nicolini et al.

Fontenelle LF, Mendlowicz MV, Marques C, Versiani M. Trans-
cultural aspects of obsessive-compulsive disorder: a description of
a Brazilian sample and a systematic review of international clinical
studies. J Psychiatr Res 2004; 38(4): 403-11.

Koenig HG, Ford SM, George LK, Blazer DG, Meador KG. Relig-
ion and anxiety disorder: an examination and comparison of asso-
ciations in young, middle-aged, and elderly adults. J Anxiety Dis-
ord 1993; 7: 321-342.

Charlson FJ, Baxter AJ, Cheng HG, Shidhaye R, Whiteford HA.
The burden of mental, neurological, and substance use disorders in
China and India: a systematic analysis of community representative
epidemiological studies. Lancet 2016; 6736(16): 1-14.
Ayuso-Mateos JL. Global burden of obsessive-compulsive disorder
in the year 2000: 1-10. Available from: http: www.who.int/healthinfo/
statistics/bod_obsessivecompulsive.pdf.

Lewis-Fernandez R, Aggarwal NK, Bédrnhielm S, ef al. Culture
and psychiatric evaluation: operationalizing cultural formulation
for DSM-5. Psychiatry 2014; 77(2): 130-54.

Terebessy A, Czeglédi E, Balla BC, Horvath F, Balazs P. Medical
students' health behavior and self-reported mental health status by
their country of origin: a cross-sectional study. BMC Psychiat
2016; 16: 171.

Horwath E, Weissman MM. The epidemiology and cross-national
presentation of obsessive-compulsive disorder. Psychiat Clinics
North Am 2000; 23: 493-507.

Wang J, Wei Z, Wang H, Jiang Z, Peng Z. Psychometric properties
of the Chinese version of the Obsessive Beliefs Questionnaire-44
(OBQ-44). BMC Psychiat 2015; 15: 188.

Albert U, Manchia M, Tortorella A, Volpe U, Rosso G,
Carpiniello B, Maina G. Admixture analysis of age at symptom on-
set and age at disorder onset in a large sample of patients with ob-
sessive-compulsive disorder. J Affect Disord 2015; 187: 188-96.
Nicolini H, Herrera K, Paez F, Sanchez de Carmona M, Orozco B,
Lodeiro G. Estudio de traduccion y confiabilidad de la escala
Yale-Brown en espafiol para el trastorno obsesivo-compulsivo.
Salud Ment 1996; 19(3): 13-6.

Ruscio AM, Stein DJ, Chiu WT, Kessler RC. The epidemiology of
obsessive-compulsive disorder in the National Comorbidity Survey
Replication. Mol Psychiat 2010; 15(1): 53-63.

Brander G, Pérez-Vigil A, Larsson H, Mataix-Cols D. Systematic
review of environmental risk factors for Obsessive-Compulsive
Disorder: A proposed roadmap from association to causation. Neu-
rosci Biobehav Rev 2016; 65: 36-62.

Medeiros GC, Torres AR, Boisseau CL, et al. A cross-cultural
clinical comparison between subjects with obsessive-compulsive
disorder from the United States and Brazil. Psychiat Res 2017; 254:
104-11.

Kelleher MJ. Cross-national Anglo-Irish differences in obsessional
symptoms and traits of personality. Psycholog Med 1972; 2(1): 33-
41.

Millet B, Kochman F, Gallarda T, et al. Phenomenological and
comorbid features associated with obsessive-compulsive disorder:
influence of age of onset. J Affect Disord 2004; 79(1): 241-6.
Einstein DA, Menzies RG. Role of magical thinking in obsessive-
compulsive symptoms in an undergraduate sample. Depress Anxi-
ety 2004; 19(3): 174-9.

Frost RO, Krause MS, McMahon MJ, et al. Compulsivity and
superstitiousness. Behav Res Ther 1993; 31: 423-5.

American Psychiatric Association. Diagnostic and Statistical Man-
ual of Mental Disorders. 1" ed. Washington: American Psychiatric
Association, 1952.

American Psychiatric Association, Diagnostic and Statistical Man-
ual of Mental Disorders, 2™ ed. Washington, 1968.

American Psychiatric Association, Diagnostic and Statistical Man-
ual of Mental Disorders, 3™ ed. Washington, 1980.

American Psychiatric Association, Diagnostic and Statistical Man-
ual of Mental Disorders, 4™ ed. Washington, 2000.

American Psychiatric Association, Diagnostic and Statistical Man-
ual of Mental Disorders. 5" ed. Washington, 2013.

Pitman RK. Obsessive-compulsive disorder in Western history.
Current Insights in Obsessive Compulsive Disorder. In:Hollander



Culture and OCD

(28]

[29]

(30]

[31]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

[44]

[45]

[46]

[47]

(48]

[49]

[50]

[51]

E, Zohar J, Marazziti D, Oliver B, Ed. Chichester. UK: John Wiley
and Sons, 3-11. 1994

Denys D. Obsessionality & compulsivity: a phenomenology of
obsessive-compulsive disorder. Philos Ethics Humanit Med 2011;
6:3.

Awaad A, Ali S. Obsessional Disorders in al-Balkhi's 9th-century
treatise. J Affect Disord 2016; 180: 185-9.

Avgoustidis AG. Obsessions from the past: A study of the chapter
on ‘blasphemous thoughts” in ‘The Ladder of Divine Ascent’ (7th
century AD). Asian J Psychiatr 2013; 6(6): 595-8.

Berrios GE, Kan CS. A conceptual and quantitative analysis of 178
historical cases of dysmorphophobia. Acta Psychiatr Scand 1996;
94(1): 1-7.

Baxter LR. Local cerebral glucose metabolic rates in obsessive-
compulsive disorder. Arch Gen Psychiat 1987; 44(3): 211.
Baumgarten HG, Grozdanovic Z. Role of serotonin in obsessive-
compulsive disorder. Br J Psychiat 1998; Suppl. 35: 13-20.
Westenberg HGM. Obsessive-compulsive disorder revisited from a
treatment perspective. Psychiatr Danub 2007; 19(4): 375-7.
Goddard AW, Shekhar A, Whiteman AF, McDougle CJ. Sero-
toninergic mechanisms in the treatment of obsessive-compulsive
disorder. Drug Discov Today 2008; 13(7-8): 325-32.

Miguel EC, do Rosario-Campos MC, Shavitt RG, Hounie AG,
Mercadante MT. The tic-related obsessive-compulsive disorder
phenotype and treatment implications. Adv Neurol 2001; 85: 43-
55.

Perani D, Garibotto V, Gorini A, et al. In vivo PET study of
SHT(2A) serotonin and D(2) dopamine dysfunction in drug-naive
obsessive-compulsive disorder. Neuroimage 2008; 42(1): 306-14.
Nicolini H, Arnold P, Nestadt G, Lanzagorta N, Kennedy JL.
Overview of genetics and obsessive-compulsive disorder. Psychiat
Res 2009; 170(1): 7-14.

Petribi K, Bastos O. Comorbidade em transtorno obsessivo-
compulsivo 3a parte: objetivos, metodologia, resultados e
discussdo. J Brasileiro de Psiquiatria 1997; 46: 417-25.

Akhtar S, Wig NN, Varma VK, Pershad D, Verma SK. Socio-
cultural and clinical determinants of symptomatology in obses-
sional neurosis. Int J Soc Psychiat 1978; 24: 157-62.

Khanna S, Channabasavanna SM. Phenomenology of obsessions in
obsessive-compulsive neurosis. Psychopathology 1988; 21(1): 12-
8.

Williams M, Steever, A. In: Lack CW, Ed. Cultural manifestations
of obsessive-compulsive disorder. Onus Books 2015: pp. 63-84.
Grover S, Patra BN, Aggarwal M, Avasthi A, Chakrabarti S, Mal-
hotra S. Relationship of supernatural beliefs and first treatment
contact in patients with obsessive compulsive disorder: An explora-
tory study from India. Int J Soc Psychiat 2014; 60: 818-27.

Whitley R. Thank you God: Religion and recovery from dual diag-
nosis among low-income African Americans. Transcult Psychiat
2012;49(1): 87-104.

Toro J, Cervera M, Osejo E, Salamero M. Obsessive-compulsive
disorder in childhood and adolescence: a clinical study. J. Child
Psychol Psychiat 1992; 33: 1025-37.

Morgado P, Freitas D, Bessa JM, Sousa N, Cerqueira JJ. Perceived
stress in obsessive-compulsive disorder is related with obsessive
but not compulsive symptoms. Frontiers Psychiat 2013; 4: 21.
Hooker, J. Working Across Cultures. Stanford, CA : Stanford Uni-
versity Press 2003.

Kuo BCH. Cultural variations in work stress and coping in an era
of globalization. Cambridge Handbook of Culture, Organizations,
& Work 2011; pp. 418-41.

Caldwell-Harris CL, Aycicegi A. When personality and culture
clash: The psychological distress of allocentrics in an individualist
culture and idiocentrics in a collectivist culture. Transcult Psychiat
2006; 43: 331-61.

Popa B.Cultural differences in the appraisal of stress. Psychologi-
cal 2014; 35: 745-60.

Neblett EW, Rivas-Drake D, Umaiia-Taylor AJ. The promise of
racial and ethnic protective factors in promoting ethnic minority
youth development. Child Development Perspectives 2012; 6: 295-
303.

[52]

(53]

[54]

[55]

[56]

[57]

(58]

[59]
[60]

[61]

[62]

[63]

[64]

[65]

[66]

[67]

[68]

[69]

[70]

(711
[72]

(73]

[74]

(73]

Current Psychiatry Reviews, 2017, Vol. 13, No. 4 291

Corona R, Rodriguez VM, McDonald SE, et al. Associations be-
tween Cultural Stressors, Cultural Values, and Latina/o College
Students’ Mental Health. J Youth Adolescence 2017; 46: 63.

Olah A. Coping strategies among adolescents: a cross-cultural
study. J Adolescence 1995; 18: 491-512.

Stein DJ, Hermesh H, Eilam D, Segalas C, Zohar J, Menchon J,
Nesse RM. Human compulsivity: A perspective from evolutionary
medicine. Eur Neuropsychopharmacol 2016; 26(5): 869-76.
Cuthbert BN, Insel TR. Toward the future of psychiatric diagnosis:
the seven pillars of RDoC. BMC Med 2013; 11: 126.

Fineberg NA, Chamberlain SR, Goudriaan AE, et al. New devel-
opments in human neurocognition: clinical, genetic, and brain im-
aging correlates of impulsivity and compulsivity. CNS Spectr
2014; 19(1): 69-89.

Dell’Osso L, Abelli M, Carpita B, Pini S, Castellini G, Carmassi C,
Ricca V. Historical evolution of the concept of anorexia nervosa
and relationships with orthorexia nervosa, autism, and obsessive-
compulsive spectrum. Neuropsychiatr Dis Treat 2016; 12: 1651-60.
Kato TA, Tateno M, Shinfuku N, et al. Does the ‘hikikomori’
syndrome of social withdrawal exist outside Japan? A preliminary
international investigation. Soc Psychiat Psychiatr Epidemiol
2012;47(7): 1061-75.

Ferguson WJ, Candib LM. Culture, language, and the doctor-
patient relationship. Fam Med 2002; 34(5): 353-61.

Kirmayer LJ, Fung K, Rousseau C, et al. Guidelines for training in
cultural psychiatry. Can J Psychiat 2012; 57(3): 1-17.

Brakoulias V, Starcevic V, Belloch A, et al. International prescrib-
ing practices in obsessive-compulsive disorder (OCD). Hum Psy-
chopharmacol Clin Exp 2016; 31(4): 319-24.

Czeglédi TE, Balla BC, Horvath F, Balazs P. “Medical students’
health behaviour and self-reported mental health status by their
country of origin: a cross-sectional study. BMC Psychiat 2016; 16:
171.

Wix-Ramos RJ, Palma SLE, De Luca M, et al. Transference and
counter transference between students and professors: The role of
gender or motherhood in this psychodynamic phenomenon. Ann
Psychiat Ment Health 2016; 4(4): 1073.

Steketee G, Quay S, White K. Religion and guilt in OCD patients. J
Anxiety Disorders 1991; 5: 359-67.

Himle JA, Taylor RJ, Chatters LM. Religious involvement and
obsessive compulsive disorder among African Americans and
Black Caribbeans. J Anxiety Disord 2012; 26(4): 502-10.

Assarian F, Bigam H, Asqarnejad A. An epidemiological study of
obsessive-compulsive disorder among high school students and its
relationship with religious attitudes. Arch Iranian Med 2006; 9:
104-7.

Ulug TB. Religiosity and religious obsessions in obsessive-
compulsive disorder. Psychiat Res 2001; 10: 99-108.

Vinker M, Jaworowski S, Mergui J. Obsessive compulsive disorder
(OCD) in the ultra-orthodox community--cultural aspects of diag-
nosis and treatment. Harefuah 2014; 153(8): 463-6.

Okasha A, Saad A, Khalil A, El-Dawla A, Yehia N. Phenomenol-
ogy of obsessive-compulsive disorder: a transcultural study. Compr
Psychiat 1994; 35: 191-7.

Yorulmaz O, Gengéz T, Woody S. OCD cognitions and symptoms
in different religious contexts. J Anxiety Disord 2009; 23(3): 401-
6.

Chia BH. A Singapore study of obsessive-compulsive disorder.
Singapore Med J 1996; 4(37): 402-6.

Shooka A, Al-Haddad MK, Raees A. OCD in Bahrain: A phe-
nomenological profile. Int J Soc Psychiat 1998; 44(2): 147-54.
Greenberg D, Shefler G. Obsessive-compulsive disorder in ultra-
orthodox Jewish patients: A comparison of religious and non-
religious symptoms. Psychol Psychother 2002; 75: 123.

Inozu M, Karanci AN, Clark DA. Why are religious individuals
more obsessional? The role of mental control beliefs and guilt in
Muslims and Christians. J Behav Ther Exp Psychiat 2012; 43(3):
959-66.

Besiroglu L, Karaca S, Keskin 1. Scrupulosity and obsessive com-
pulsive disorder: the cognitive perspective in Islamic sources. J Re-
lig Health 2014; 53(1): 3-12.



292 Current Psychiatry Reviews, 2017, Vol. 13, No. 4

[76]

(771

Van Ameringen M, Simpson W, Patterson B, et al. Pharmacologi-
cal treatment strategies in obsessive compulsive disorder: A cross-
sectional view in nine international OCD centers. J Psychopharma-
col 2014; 28(6): 596-602.

Sun J, Boschen MJ, Farrell LJ, Buys N, Li Z-J. Obsessive-
compulsive symptoms in a normative Chinese sample of youth:

(78]

Nicolini et al.

prevalence, symptom dimensions, and factor structure of the Ley-
ton Obsessional Inventory-Child Version. J Affect Disord 2014;
164:19-27.

Brandl J, Tiwari AK, Zhou X, et al. Influence of CYP2D6 and
CYP2C19 gene variants on antidepressant response in obsessive-
compulsive disorder. Pharmacogenom J 2014; 14(2): 176-81.



	Influence of Culture in Obsessive-compulsive Disorder and Its Treatment
	Abstract:
	1. INTRODUCTION
	2. METHOD
	3. CULTURE, MENTAL HEALTH, AND OCD
	4. RELIGION
	5. PHARMACOLOGICAL TREATMENT IN DIFFERENTCOUNTRIES
	CONCLUSION
	ETHICS APPROVAL AND CONSENT TOPARTICIPATE
	HUMAN AND ANIMAL RIGHTS
	CONSENT FOR PUBLICATION
	CONFLICT OF INTEREST
	ACKNOWLEDGEMENTS
	REFERENCES



