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Aims: This study aimed to explore the factors that make
psychotherapy effective for individuals experiencing reli-
gious obsessions and compulsions.

Method: A qualitative design based on a phenomenologi-
cal approach was employed. In-depth semi-structured in-
terviews were conducted with nine participants diagnosed
with religious OCD. The collected data were analysed using
thematic analysis to identify the core themes that contribute
to therapeutic benefit.

Results: The findings revealed several dimensions that
enhanced the therapeutic process. The therapist's compe-
tence in religious knowledge and ability to apply this knowl-
edge meaningfully contributed to treatment effectiveness.
Participants emphasized that the therapist's religiosity fos-
tered trust and a sense of being understood. Additionally,
evidence-based psychotherapeutic methods, such as nor-
malization and psychoeducation, added value to the process.
A key finding was that an integrative approach combining
religious and scientific psychotherapy knowledge substan-
tially improved outcomes. The therapist's non-judgemental,
empathetic and sincere attitude further facilitated clients'
sense of safety and engagement in therapy.

Conclusions: Effective psychotherapy for religious OCD re-
quires a holistic approach that integrates religious sensitivity
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with evidence-based therapeutic skills. Such integration
plays a crucial role in enhancing client trust, understanding
and overall recovery.

KEYWORDS

qualitative research, religious obsessive-compulsive disorder
(scrupulosity), thematic analysis, therapeutic factors

INTRODUCTION

Obsessive-compulsive disorder (OCD) is a mental disorder that significantly restricts an individu-
al's life and affects approximately 1-3% of the global population (APA, 2013; Strom et al., 2021; Zai
et al., 2019). Diagnostically, obsessions are defined as persistent thoughts, urges, or images that cause
distress, while compulsions are repetitive behaviours or mental acts performed in response to these
obsessions (APA, 2013). OCD demonstrates high comorbidity with diagnoses such as depression and
generalized anxiety disorder and is considered one of the psychiatric disorders with the most significant
impact on functioning (Stein et al., 2019).

In the treatment of OCD, the combined use of psychotropic medication and psychotherapy is rec-
ommended (Rasmussen & Eisen, 1997). From a psychotherapeutic perspective, the method with the
strongest empirical support is cognitive-behavioural therapy (CBT). In particular, exposure and re-
sponse prevention (ERP) has emerged as a well-established intervention with demonstrated efficacy
(Foa et al., 1984; Gava et al., 2007; Koran et al., 2007; Ost et al., 2014; Reid et al., 2021; Rosa-Alcazar
et al., 2008). While ERP aims at gradual habituation to anxiety-provoking stimuli, cognitive interven-
tions focus on restructuring dysfunctional beliefs (NICE, 2006). Systematic reviews have shown that
ERP, along with integrative CBT approaches, is among the most effective interventions (Carpenter
et al., 2018; Eddy et al., 2004; Ost et al., 2014, 2022; Rosa-Alcazar et al., 2008).

Nevertheless, despite these established methods, some patients do not achieve sufficient symptom reduc-
tion or experience relapse. For example, a meta-analysis reported a 48% reduction in symptoms following
ERP, with a substantial portion of patients continuing to experience symptoms post-treatment (Abramowitz
etal,, 2002). Similarly, Abramowitz (2006) and Eddy et al. (2004) reported that not all patients benefit equally
from treatment. Indeed, despite appropriate protocols, 40—60% of patients struggle with residual symptoms
(Hirschtritt et al., 2017; Pallanti & Quercioli, 20006). These findings demonstrate the need for new interven-
tion strategies and a better understanding of factors influencing treatment response (Reis et al., 2024).

Treatment resistance or limited benefit becomes particularly evident in OCD subtypes. Research
has shown that sexual and religious obsessions are among the subtypes predicting poor treatment out-
comes (Abramowitz et al., 2003; Alonso et al., 2001; Ferrao et al., 2006; Mataix-Cols et al., 2002; Rufer
et al., 2005). In this context, religious OCD (scrupulosity) stands out as a subtype characterized by its
unique challenges (Buchholz et al., 2019; Deacon & Nelson, 2008).

Religious obsessions may manifest as doubts about having committed a sin, anxiety about engaging
in immoral behaviour unintentionally, fear that impulses may get out of control, doubts about one's
devotion to God, fears that prayers will not be accepted, or concerns about being punished with hell.
Accompanying compulsions include the flawless repetition of prayer, recitation, remembrance and re-
pentance; verification that religious obligations have been completely fulfilled; constant reassurance-
secking; self-punishment behaviours; or avoidance of people, topics and environments perceived as
threatening to one's faith (Abramowitz & Hellberg, 2020; Abramowitz & Jacoby, 2014; Toprak, 2018).

The treatment difficulties associated with this subtype stem from several factors. First, because
religious obsessions are not readily subject to “disconfirming” evidence, they may limit exposure exer-
cises. Second, as therapists are not religious authorities, they are not expected to explain the religious
consequences of specific thoughts, which adds further complexity to the process (Steketee et al., 2011).
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Practitioner points

* Therapists treating clients with religious obsessive-compulsive disorder (scrupulosity) should
integrate religious sensitivity with evidence-based psychotherapeutic methods.

* Therapists' religiosity and competence in religious knowledge can strengthen client trust,
understanding and therapeutic alliance.

* Combining religious and scientific (psychological) expertise—the “dual-wing” approach—
enhances treatment engagement and outcomes in religious OCD.

* Non-judgemental, empathic and sincere therapeutic attitudes are essential for creating a safe
environment where clients can openly discuss religious cognitive content.

Moreover, questions such as how to distinguish everyday religious practices from obsessive-compulsive
behaviours, how to adapt exposure exercises to religious sensitivities, and when to involve religious
authorities in the process constitute significant challenges in therapy (Huppert & Siev, 2010).

Furthermore, CBT faces certain limitations when addressing the sources of obsessive content, par-
ticularly in differentiating between faith and obsessive thoughts (Toprak, 2024). To address such diffi-
culties encountered during treatment, three approaches have emerged: (1) increasing sensitivity to the
values of religious individuals, (2) integrating religious knowledge and practices into existing theoretical
models and (3) developing original models derived from religious texts (Toprak, 2022).

One such original model, the 4T model, divides cognitive processes into layers and specifies the level
at which responsibility is attributed. Through this approach, patients learned that they were not responsi-
ble for certain types of obsessional thoughts, and they benefited from therapy as a result (Toprak, 2024).
Integrating a religious figure into the treatment process has also been beneficial (Huppert & Siev, 2010).
Similarly, in cases where religious OCD patients were treated by a team including experts in religious
sciences, patients addressed uncertainty and avoidance symptoms under the guidance of a religious
mentor and also received religious knowledge from scholars, which contributed to their improvement
(Akuchekian et al., 2011; Almasi et al., 2013). In another intervention, Aouchekian et al. (2017) inte-
grated religious perspectives on OCD and jurisprudential knowledge into therapy, and patients reported
benefiting from this approach. Likewise, a study in which the teaching of religious rules formed part of
the intervention reported positive outcomes for the patient (Dehaghi et al., 2022).

In conclusion, the literature indicates that the therapeutic process in religious OCD carries unique
challenges and that various intervention strategies may provide potential benefits. However, most of
these studies have focused on treatment outcomes and have not sufficiently illuminated patients' sub-
jective experiences of psychotherapy. This study, therefore, aimed to explore, in their own words, which
aspects of psychotherapy individuals with religious OCD find beneficial, which elements contribute to
recovery, and which areas remain insufficient. The findings are expected to deepen clinicians' insights
and contribute to developing more effective intervention strategies tailored to different patient profiles.

METHOD
Research model and design

This study aimed to gain an in-depth understanding of the elements from which individuals with reli-
gious OCD benefited during the therapeutic process and to reveal these elements. Accordingly, a quali-
tative research approach was adopted. In qualitative research, the aim is not to generalise to a population
but to examine in depth a central phenomenon, human experiences and perceptions (Creswell, 2011;
Hatch, 2023; Merriam & Grenier, 2019).
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The study was conducted within the framework of a phenomenological approach, one of the qualita-
tive research designs. Phenomenology is a methodological framework that focuses on how individuals
perceive, experience and make sense of the phenomena they encounter (Sokolowski, 2000). In this
study, the descriptive phenomenological method was chosen because the objective was to explore par-
ticipants' subjective experiences regarding the elements they found beneficial in the therapeutic process
and to describe the underlying structure of meaning in these experiences.

In order to elicit participants' experiences in their own words, in-depth semi-structured interviews
(Turner, 2010) were planned. This method involved pre-structured questions, which, however, could be
varied or reordered depending on the course of the research process.

Participants

The study group consisted of a total of nine Muslim participants who had been diagnosed with religious
obsessive-compulsive disorder (OCD) and had undergone psychotherapy. Since the study specifically
focused on the religious subtype of OCD, the primary inclusion criteria for participant selection were
that individuals experienced religious obsessions and compulsions and had received psychotherapy for
these symptoms. Other OCD subtypes or different psychopathologies were excluded from the scope
of this research.

In order to use limited resources efficiently and effectively to reach valuable data sources, purposive
sampling was employed (Yagar & Dokme, 2018). This method allows for the deliberate selection of
participants who can best reflect a particular phenomenon and is widely preferred in phenomenological
research (Creswell & Poth, 2016).

To access individuals with psychotherapy experience related to religious OCD, the researchers con-
tacted psychotherapists practicing cognitive-behavioural therapy (CBT) through whom participants
meeting the study criteria were identified.

The interviews were conducted between 07.07.2025 and 17.07.2025. Detailed information regarding
the demographic and clinical characteristics of the participants is presented in Table 1.

Procedure

The study was approved by the Scientific Research and Publication Ethics Committee in Turkiye
(Decision No: E-71395021-050.04-61,645). All procedures were carried out by ethical principles and
standards to protect participants' rights.

The semi-structured interview form used in the study was developed based on a literature review and
the opinions of field experts, and it consisted of seven main questions (see Appendix A). This structure

TABLE 1 Summary of participant characteristics (N=9).

Characteristic Value

Gender 7 male (77.8%), 2 female (22.2%)

Age M=31.6years, range = 15-46

Type of obsession Autogenous: 6 (66.7%) Reactive: 3 (33.3%)
Psychotherapy status Completed: 5 (55.6%) Dropped out: 4 (44.4%)
Religious approach in first therapy Yes: 5 (55.6%) No: 4 (44.4%)

Y-BOCS obsession score M=8.2, range =1-17

Y-BOCS compulsion score M=17.1, range =0-16

Y-BOCS total score M=15.3, range =1-33

Abbreviation: Y-BOCS, Yale—Brown Obsessive Compulsive Scale.
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provided flexibility to the interview process, allowing the researcher to ask in-depth follow-up questions
while enabling participants to share their experiences naturally (Creswell & Poth, 2016).

The interviews were conducted with participants' consent and by principles of confidentiality. The
study's purpose, method and voluntary nature were explained to participants before each interview. Audio
recordings were taken only with participants' explicit consent and were subsequently transcribed for analy-
sis. The participants' identities were kept confidential, and each was assigned an anonymous code.

Qualitative analysis

The audio interview recordings obtained in the study were transcribed using the Transgate platform,
and the researchers subsequently verified each transcript through repeated listening. As a result of this
process, 112 pages of written data were obtained, and 240 codes were identified during the preliminary
analysis.

The data were analysed following the six-phase thematic analysis approach proposed by Braun and
Clarke (2000). First, all transcripts were examined holistically through repeated readings, and the re-
searchers became familiar with the data (Phase 1: familiarization with the data). Next, meaningful data
segments were systematically assigned to initial codes (Phase 2: generating initial codes). At this stage,
the initial coding process was conducted by the author, after which two independent clinical psycholo-
gists/experts reviewed the codes and conducted a comparative evaluation. Differences between coders
were discussed, and consensus was reached to form the final code list. This process aimed to increase
reliability and consistency in the analysis.

Similar codes were grouped in the third phase to form candidate themes (Phase 3: searching for
themes). In the fourth phase, these candidate themes were reviewed for consistency with the data, and
necessary refinements were made (Phase 4: reviewing themes). In the fifth phase, themes were more
clearly and comprehensively defined and named (Phase 5: defining and naming themes). In the final
phase, the analysis results were interpreted and reported within the framework of the final thematic
structure (Phase 6: reporting).

In qualitative research, it is generally acknowledged that the researchet's knowledge base and biases
may influence the data during the analysis process (Sandelowski & Barroso, 2002). To enhance the study's
trustworthiness, the process was conducted through comparative discussions among independent coders,
and consensus was reached on codes with potential for divergent interpretations. Thus, the qualitative data
obtained from therapy experiences related to religious OCD were analysed through a systematic, trans-
patrent and replicable thematic analysis process, in line with Braun and Clarke's (2006) recommendations.

FINDINGS
Ovetrview

Five main themes and six subthemes were identified based on the thematic analysis of the interview
data. These themes and their corresponding subthemes are presented in Table 2. The themes clus-
tered around the following dimensions: the therapist's religiosity, the therapist's competence in religious
knowledge and its application when necessary, the therapist's competence in and use of scientific psy-
chological knowledge, the therapist's simultaneous competence in both religious and scientific knowl-
edge, and the therapist's characteristics/attitudes in approaching the patient.

These themes holistically illustrate the different aspects of the benefits that individuals with religious
OCD derive from psychotherapy. In the following section, each central theme will be examined in de-
tail along with its subthemes and illustrative participant quotations. This structure aims to go beyond
merely naming the themes by demonstrating the meanings contained within participants' experiences
and how these contributed to psychotherapeutic benefit.
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6 TOPRAK

TABLE 2 Main themes and sub-themes.

Theme One: The therapist being religions

Theme Two: The therapist's mastery of religions knowledge and its nse when necessary:
* Feeling understood

* Strengthening trust and reducing psychological tension

* Benefiting from religious figures

* Use of religious texts

* Referral to religious authorities

* Use of religious terminology

Theme Three: The therapist's mastery and use of scientific psychological knowledge:
* Normalization

* Formulation & Psycho-education for religious OCD

* Cognitive Interventions

Theme Four: The therapist's mastery of both religions and scientific knowledge simultaneonsly
Theme Five: The therapist's approach/attitude toward the patient

Theme one: The therapist being religious

Participant accounts indicated that one of the important factors from which some individuals benefited
during therapy was the therapist's religiosity. Particularly for individuals with strong religious sensitivi-
ties, the therapist's sharing of similar beliefs and values emerged as a factor that reinforced trust, facili-
tated the feeling of being understood and created a common ground for communication:

That is why, being religious and paying attention to such matters increases the likelihood
that he could understand me better.

(P9)

I thought you had a more spiritual life, that you could understand me better, that we shared
the same mindset.
(P6)
For many, the therapist's religiosity signalled an ability to empathize with experiences grounded in religious
practice:

(As a religious person) He can empathize and put himself in my place.

(P4)

When I live my daily life praying, fasting, and attending to worship, if the therapist is also
in this state, then it is easiet for him to understand me.
(P1)
Some participants highlighted that having a therapist with similar sensitivities reduced the fear of being
dismissed or misunderstood:

You share the same sensitivities. You can understand me by looking from my perspective.
(P6)
The therapist's religiosity was also linked to enhanced trust and emotional safety within the therapeutic
relationship:

When a religious person says something, it quiets my inner voice more effectively.
(P2)
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If a person is sincere in their religious life. .. you think, ‘He believes what he is saying to be
true.” Without that sincerity, trust is less.
(P3)
Several participants preferred a religious therapist because they believed that religious commitment ensured
sincerity, accuracy, and moral responsibility:

At the end of the day... the fear of God comes into play. He fears God, not me.
(P8)
In addition, participants reported that religious therapists' guidance felt more credible than that of nonreli-
gious professionals:

If a nonreligious doctor says, ‘Don't worry, just do your prayer,’ I interpret it differently. If
a Muslim says it, I think his knowledge tells him it should be done this way.
(P5)
Finally, some explicitly stated that nonreligious therapists were unable to address religious concerns
adequately:

They try to apply Western approaches to concepts like religion, faith, life—but they fail.
They cannot speak about matters in which they have no grounding... It was completely
useless.

(P3)

Theme two: The Therapist's mastery of religious knowledge and its use when
necessary

The interviews with participants revealed that another important factor contributing to the therapeutic
process was the therapist's mastery of religious knowledge and integrating this knowledge into therapy
when appropriate. A detailed analysis of this theme showed that participant accounts clustered into five
subthemes: (1) feeling understood, (2) benefiting from religious figures, (3) use of religious texts, (4)
referral to religious authorities, (5) use of religious terminology.

Many participants reported actively seeking a therapist knowledgeable about religion:

The others (therapists who do not know about religion) are no good anyway. So I need
someone like that.

(P3)

What I was looking for was someone who could help me with religious OCD... someone
familiar with (religious) terms.

(P6)

Feeling understood

Religious knowledge was seen as essential for accurate understanding of obsessions involving theologi-
cal concepts. Participants felt misunderstood by therapists unfamiliar with religious terminology:

It is expected that he has at least some background knowledge. .. so that he can understand
the situation.
(P1)
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8 TOPRAK

When I said ‘waswasah,” she used phrases like ‘evil thoughts’... She was completely secu-
lar. I realized I needed a religious psychologist.
(P8)

Someone without religious knowledge wouldn't understand me, but someone with reli-
gious knowledge would.
(P7)

I feel that the therapist understood me better... that person is religious and knows about
religion.

(P9)
Strengthening trust and reducing psychological tension
Participants stated that religious knowledge increased trust and made guidance more credible:
There will be evidence... a foundation, something religious that will enable us to take
action. Otherwise, we would be acting according to our own minds.
(P3)

It reassured me that I was talking to someone who knew about religion.
(K7)

Receiving a satisfying answer... like ‘if you do this, you will not leave the faith,” brought
me relief.

(P3)
Benefiting from religious figures
Religious narratives and examples from prophetic traditions served as persuasive and comforting tools:
What would Allah's Messenger say if he saw you?... Religious reminders are needed; the
therapist must be religious and knowledgeable.
(P5)
The hadiths®... and that companions3 also experienced similar doubts were very useful
information for me.

(P9)

The Prophet's words calm my fears and help me go through the moment more beautifully.
(P9)*

"The whispers coming from Satan.

The recorded reports of words, actions or silent approvals of Prophet Muhammad.

*The carly Muslims and/or muslim friends of Prophet Muhammed who met or saw the Prophet Muhammad during his lifetime, believed in his
message, and died as Muslims.

*Some statements made by participants who dropped out of therapy before achieving full recovery may reflect a search for reassurance or
confirmation rather than full recovery. This situation raises the possibility that individuals who have not completed the recovery process may express
that they have benefited from the therapy as a supetficial search for confirmation. Therefore, when evaluating the findings, it should be kept in mind
that these statements may not only be an indication of the effectiveness of the treatment, but also a reflection of a tendency to seek confirmation.
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Use of religious texts
Participants described religious texts as illuminating and emotionally grounding:

. 5 . .
There was a quote from Badiuzzaman®... such information gave me a way out.

(P8)

That's what you explained by drawing. You gave examples from treatises.’ That was the
answer I was looking for.

(P6)

Yes. Yes. And I am reading Risale-i Nur.” That is, a little bit about the topic of waswasah.
Yes. You know. A little bit about the topic of waswasah, connecting some things. He did
something at this point. He helped at that point, too.

(P1)

Later, after therapy, it started to feel different to me... It was really lighting a light for
me.
(P4)
Referral to religious authorities

Therapists' referrals to religious experts provided reassurance and validation:

The first thing you told me was to get a fatwa from places I trust... which helped convince me.
(P7)

We went to speak with Nurettin Hodja... They really sped up the process.
(P8)

Getting information from someone with religious knowledge made me feel I wasn't doing

anything wrong.
(P7)

Use of religious terminology

Religious language contributed to comfortand meaning, even if details were not consciously remembered:

Marifatullah®. .. Even though I can't explain it now, it touched me; I internalized it.

(P6)

>Said Nursi (1878—1960), who was born in the Ottoman State's Bitlis village of Nurs, received a thorough education that covered a wide range
of subjects, including religious studies, logic, philosophy, anatomy, mathematics, and physics, in addition to madrasahs, which are traditional
Muslim educational establishments. He was able to bridge the gap between traditional Islamic teachings and modern philosophical and
scientific ideas owing to his varied education.

(‘religious texts written by Badiuzzaman.

"Itis a collection of books written by Said Nursi between 1926 and 1949 as a commentary on the Qut'an in Ottoman Turkish, comprising over
6000 pages (Besiroglu et al., 2014).

SMarifatullah refers to experiential and intimate knowledge of God, emphasizing inner awareness, spiritual insight, and transformative
knowing rather than merely doctrinal belief.
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10 | TOPRAK

Thinking about blasphemy is not blasphemy... such information gave me a way out.
(P8)

Theme three: The Therapist's mastery and use of scientific psychological
knowledge

Another theme from the interviews was the therapist's mastery of scientific-psychological knowledge and the
ability to integrate this knowledge with clinical skills when necessary. Within this framework, the elements
that participants found beneficial can be classified into three subthemes: (1) normalization interventions,
(2) the formulation and psycho-education of religious OCD within CBT and (3) cognitive interventions.

Normalization

Realizing that intrusive thoughts were common and not unique to them helped participants reduce fear and
shame. Being informed that these experiences occur in the general population was especially reassuring:

So this isn't something unique to me... After seeing that it could happen to anyone, I felt
a little more at ease.
(P1)

I realized that there were many patients like me, that I was not alone. This kind of infor-
mation helped me.
(P9)
Several participants noted that understanding the natural functioning of the mind reduced the perceived
abnormality of their thoughts:

First, recognizing that this is an illness. Second, realizing that you're not alone... That was
quite a relief for me.
(P4)

He said, “These are thoughts that can come to the mind and feelings of a normal, healthy
person.” I was surprised... I thought, ‘Oh, so this is something different.’
(P1)

CBT formulation and psycho-education

Participants reported that diagrams, schemas and cyclical formulations enhanced their understanding
of the disorder and helped them internalize the therapeutic process:

There is a cycle diagram for this OCD.
(P1)

We would draw arrows forming a circle... obsessions... thought errors... These cycles
were quite useful for me.
(P9)

Seeing the structure of OCD visually made the process clearer and more meaningful:
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When I saw it schematically, it really made sense to me... I really internalized it.
(P4)
Participants also valued learning how obsessions are triggered and maintained:

It helped me understand how these processes start, get triggered, and turn into compulsive
actions... It changed my perspective on recovery.

(P5)

Cognitive interventions

Participants described gaining cognitive flexibility, especially in relation to uncertainty—an important
component of OCD treatment:

He said this is actually about living as a Muslim. .. being between fear and hope... finding
the balance.
(PD)

Yes, yes, uncertainty. .. the brain can be sure of nothing... you tolerate uncertainty.
(P8)

Theme four: The Therapist's mastery of both religious and scientific knowledge

Another theme that emerged from participant accounts was that the therapist's mastery of religious
and psychological knowledge, and the holistic use of these two domains within the therapeutic pro-
cess, provided significant benefits for clients. Participants stated that this “two-winged” approach
simultaneously fulfilled their faith-based needs and their scientific-psychotherapeutic requirements.

I have such concerns... That's why I think it's important to have both technical (scientific)
knowledge and religious sensitivity... The two must go together.
(PD)
Participants described this combination as enhancing the clarity of treatment and increasing trust in the
process:

T also received religious information... that religious information was also useful.

(P9)

We proved it scientifically... We tried to learn how it works religiously. We combined the
two. That was quite advantageous.
(P4)
For some, the therapist's religious identity made the scientific explanations easier to accept:

One was that he was religious like me, and the second was that he spoke scientifically.
(P2)
Others emphasized the necessity of this integration specifically for religious OCD:

For a psychologist to approach religious OCD and provide good treatment, I think he/she
needs to have a good understanding of Islam. (P10)

d ‘0 ‘0928Y¥0C

dsday/sdny wouy

>Ny

85U80 | SUOWILLOD BA1RR.D 3|qedldde 8y} Aq pausenob a1e sapiie YO ‘88N JOSa|n1 10} AkeIq1T3UIIUO /8|1 UO (SUOHIPUOO-PUe-SWB} W08 | M Ateq 1 BuIjuo//Sd1Iy) SUORIPUOD PUe SWwie | 8U) 88S *[9202/50/80] Uo Ariqiauliuo A8|im ‘AisieAiun unpeH uqi Aq 09002 210/ TTTT OT/I0p/LOD A M



12 | TOPRAK

The dual-knowledge approach also reassured participants who needed both doctrinal clarity and clinical
guidance:

He answered my questions in terms of religion, and at the same time approached me
medically.
(P7)

That there is also a medical explanation for this, and that both of these come together in
you... you were the person I was looking for.
(P6)

Participants contrasted this with previous experiences where therapists lacked one of the domains:

Yes... they were doing something related to waswasahs in the light of hadiths... but you
were the one who combined the two.

(P6)

Theme five: The Therapist's approach/attitudes toward the patient

An examination of the elements participants found beneficial revealed that the various attitudes dis-
played by the therapist toward them played an important role in the therapeutic process. In this context,
participants stated that being listened to without judgement or blame was one of the helpful factors.
Participant P6 expressed this as follows:

Your tone of voice... your expression while looking—there was nothing... that felt blam-
ing... I had seen that with previous psychiatrists.
(P6)
A caring and non-dismissive stance helped participants feel understood even when their symptoms might
appear trivial to others:

Someone without expertise may say, ‘What's the big deal?’... But an expert doesn't ap-
proach with that attitude.
(P1)
Trust in the therapist's sincerity and integrity also contributed to engagement:

You have to believe in the other person's sincerity.
(P5)
Collaboratively evaluating thoughts without criticism allowed some participants to reflect more openly:

It was important for me to exchange ideas... without fear, without being criticized...
(P4)

Empathy and emotional attunement were also highlighted:

I'want to be able to express myself freely... I want him to be on the same wavelength as me.
(P6)

Finally, trust in the therapist's competence and reliability helped patticipants feel secure in the process:

I need reliable data... Here, the element of trust comes into play... I can get it from you.
(P8)
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Seeing the person in front of you as competent... seeing that their words resonate with
you.

(P5)

DISCUSSION

This study aimed to identify the interventions and therapeutic factors that individuals diagnosed with
religious obsessive-compulsive disorder found beneficial in psychotherapy and to understand how these
were experienced. Existing literature shows that in religious OCD (alongside sexual OCD), which is
one of the subtypes of OCD, the benefits derived from traditional therapeutic methods may be lower
compared to other OCD subtypes (Abramowitz et al., 2003; Alonso et al., 2001; Ferrao et al., 2000;
Mataix-Cols et al., 2002; Rufer et al., 2005). Possible reasons for this include the fact that religious obses-
sions are less amenable to disconfirming evidence, therapists are not perceived as authorities in religious
matters (Steketee et al., 2011), difficulties in integrating exposure-based interventions into religious
OCD treatment (Huppert & Siev, 2010), and challenges in differentiating between faith and obsessive
thoughts (Toprak, 2024). In this context, understanding which elements and mechanisms patients with
religious OCD benefit from in psychotherapy is of critical importance both for clinical practice and for
enhancing treatment adherence.

The findings of this qualitative study revealed that participants' perceptions of benefit were primarily
concentrated around the personal and professional characteristics of the therapist. The main factors
identified were the therapist's religiosity, mastery of religious knowledge and its use when appropriate,
mastery and application of scientific psychological knowledge, the integrative use of both domains, and
the therapist's attitudes and approach toward the patient.

Participants emphasized that religiosity was not limited to the therapist's knowledge of religion;
instead, being perceived as personally religious was important in terms of trust, understanding and
value congruence. According to participants, the therapist's religiosity met their need for religious
knowledge, made them feel understood, created a safe therapeutic space and strengthened the ther-
apeutic alliance. Literature similatly indicates that therapists' attitudes toward religion significantly
influence the therapy process (Shafranske & Malony, 1990) and that religious clients may feel threat-
ened about their values when working with secular therapists (Greenidge & Baker, 2012). The find-
ings show that religious clients perceived their alliance as stronger when the therapist was religious.
This parallels the findings of Prout et al. (2021), who reported that value congruence reinforces the
therapeutic alliance. The openness and acceptance of therapists toward religious and cultural issues
allow clients to express religious content more openly (Judd, 2019). Conversely, failure to under-
stand or respect clients' faith may weaken the alliance (Whitwell & Barker, 1980). In this respect,
the natural empathic stance of a religious therapist may strengthen the client's motivation and trust,
thereby reinforcing the alliance.

In terms of understanding the client, it is acknowledged that not every therapist can fully grasp the
religious background of their client (Walker et al., 2004). In religious OCD, where symptoms revolve
around religious themes, clients expect therapists to understand their beliefs and demonstrate sensitiv-
ity to them (Bergin & Jensen, 1990; Cinnirella & Loewenthal, 1999; Macmin & Foskett, 2004; Sloan
et al., 1999). The literature highlights that religious therapists may be important in understanding reli-
gious clients (Agilkaya Sahin, 2024; Walker et al., 2004). The findings of this study are consistent with
this view: participants, particularly those with faith-based disorders such as religious OCD, expected
therapists not only to be knowledgeable about the subject but also to value religion as much as they did.
Clients who had previously experienced secular therapy where religious/cultural sensitivity was lacking
expressed that working with a religious therapist more clearly met their needs for trust and empathy.
This suggests that clients who encounter insensitivity in religious/cultural matters may become more
attuned to issues of value congruence and trust.
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Another important factor from which clients with religious OCD benefited was the therapist's mas-
tery of religious knowledge and the appropriate integration of this knowledge into therapy. According
to participants' accounts, this competence provided benefits in five main areas: (1) meeting the cli-
ent's need to be understood, (2) establishing a relationship of trust, (3) reducing psychological tension
through religious knowledge integration, (4) benefiting from religious figures, texts and terminology
and (5) referring to religious authorities when necessary. This finding aligns with literature demonstrat-
ing that integrating religious elements into psychotherapy enhances motivation, engagement and the
sense of being understood and accepted (Markova & Sandal, 2016; Slewa-Younan et al., 2017). Similarly,
Reich et al. (2024) reported that integrating religious practices and beliefs into therapy supported psy-
chological balance and increased the effectiveness of therapy for distressed individuals. This resonates
with the present study's finding that integrating religious knowledge into interventions reduced psycho-
logical tension.

Likewise, religious narratives have been reported to strengthen hope in the therapeutic process
(Shafranske, 2024) and to be perceived as helpful by clients (Martinez et al., 2007). The involvement of
religious leaders or authorities in therapy has also been suggested to aid in differentiating between faith
and obsessive thoughts, particularly in the context of religious OCD (Hepworth et al., 2010; Nelson
et al., 2006). Indeed, Nelson et al. (2006) emphasized that the confirmatory role of religious authorities
in clarifying that “thought is not the same as action” could meaningfully contribute to the therapeutic
process. Similarly, the case study presented by Ozcelik and Toprak (2025) demonstrated that involving a
religious authority in the therapeutic process led to marked improvements in psychological symptoms by
helping the client clarify their values. The inclusion of a religious authority figure in the therapeutic pro-
cess serves as a strategic extension of collaborative empiricism, a cornerstone of cognitive behavioural
therapy (CBT). By incorporating an authority figure, the intervention provides ‘expert evidence’ that
facilitates cognitive restructuring of dysfunctional religious appraisals related to OCD. Consequently,
the authority figure acts as a credible source of information that helps the patient re-evaluate their ob-
sessions as symptoms of an illness rather than spiritual failings, thereby reducing the perceived threat
and neutralizing the need for compulsions.

Another theme from which participants benefited was the therapist's mastery of scientific psycho-
logical knowledge and its use in appropriate contexts. It is well known that therapist expertise is a
critical determinant of therapy outcomes (Sperry, 2015). Therefore, mastery and effective application
of psychological knowledge are key factors in enhancing expected therapeutic benefit. Three forms
of intervention were particularly emphasized in participant accounts: normalization, formulation and
psycho-education and cognitive interventions.

In normalization, clients were informed that others experienced similar symptoms, and intrusive
thoughts were reframed as part of the natural functioning of the human mind. This approach enabled
clients to reinterpret obsessional content as a non-threatening and normal cognitive process. These
findings are consistent with Freeston et al. (1997) and Salkovskis (2007), who reported that normalizing
intrusive thoughts reduces cognitive burden in OCD.

In terms of formulation and psycho-education, participants found it beneficial when the cyclical
structure of OCD was presented schematically. Psycho-education is a core component of the CBT
protocol for OCD and provides patients, families, or caregivers with knowledge about the nature of
the disorder and coping strategies (Brady et al., 2017; Kavak et al., 2019; Motlova et al., 2017; Whittal
& McLean, 1999). The current finding is in line with Donker et al. (2009), who reported that psycho-
education may reduce the incidence of mental disorders and support recovery.

Cognitive interventions were also found to increase participants' cognitive flexibility and reduce
intolerance of uncertainty. Intolerance of uncertainty refers to the tendency to perceive uncertain sit-
uations as harmful, dangerous, or unjust (Boswell et al., 2013; Buhr & Dugas, 2009; Carleton, 2012;
Dugas et al., 1997; Gentes & Ruscio, 2011). Literature indicates that cognitive interventions may
reduce OCD symptoms by increasing tolerance of uncertainty (Overton & Menzies, 2005; Wilhelm
et al.,, 2015).

d ‘0 ‘0928Y¥0C

dsday/sdny wouy

>Ny

85U80 | SUOWILLOD BA1RR.D 3|qedldde 8y} Aq pausenob a1e sapiie YO ‘88N JOSa|n1 10} AkeIq1T3UIIUO /8|1 UO (SUOHIPUOO-PUe-SWB} W08 | M Ateq 1 BuIjuo//Sd1Iy) SUORIPUOD PUe SWwie | 8U) 88S *[9202/50/80] Uo Ariqiauliuo A8|im ‘AisieAiun unpeH uqi Aq 09002 210/ TTTT OT/I0p/LOD A M



RELIGIOUS OCD: EFFECTIVE PSYCHOTHERAPY FACTORS | 15

The findings of this study demonstrated that participants emphasized the therapist's mastery of
religious and scientific psychotherapeutic knowledge. Similarly, the literature reports that integrating
competence in religious and spiritual issues into psychotherapy strengthens the therapeutic alliance, es-
pecially among highly religious individuals (Aten & Leach, 2009; Currier et al., 2022; Hook et al., 2010),
increases clients' sense of trust and acceptance (Captari et al., 2018) and facilitates treatment adherence
(Hathaway et al., 2022). Competence in both domains increases the therapist's religious-cultural sensi-
tivity, allowing for interventions aligned with clients' values, which in turn supports treatment success
in sensitive areas such as religious OCD. This dual competence also contributed to clients' perception of
the therapist as a “two-winged” authority. According to participants, experts with only religious knowl-
edge may neglect the psychological dimension, while therapists with only scientific knowledge may
overlook the religious dimension, leading to unmet needs. Mastery of both domains, however, enabled
the holistic fulfilment of both faith-based and psychotherapeutic requirements.

Finally, participants highlighted the therapist's attitudes and approach toward the patient as a sig-
nificant theme. Listening without judgement or blame, adopting an empathic stance and building a
trusting relationship were described as among the most valuable aspects of the therapeutic process. This
approach allowed clients to freely express religious cognitive content, facilitating the open discussion
of these issues in therapy.

Empathy refers to understanding an individual not from one's perspective but from the client's
frame of reference, or indirectly experiencing their thoughts, emotions and perceptions (American
Psychological Association, n.d.). Research indicates that empathy is one of the strongest predictors of
therapeutic progress (Constantino et al., 2008; Norcross & Lambert, 2011; Norcross & Wampold, 2011;
Sandage & Worthington Jr., 2010). Liaquat et al. (2025) similarly reported that clients' perception of
high empathy was associated with improvements in depression and anxiety scores. The findings of
the present study are consistent with these results; empathy was associated with positive mental health
outcomes and was evaluated by clients as one of the most beneficial aspects of therapy (Corrigan &
Schmidt, 1983; Monica, 1981).

As an extension of empathic attitudes, discussing religious cognitive content in therapy allowed
religious themes to enter the therapeutic agenda. Literature also emphasizes that addressing religion
in psychotherapy may reduce symptoms (Paukert et al., 2009). This is considered possible only within
a trusting relationship, with trust being a critical prerequisite for an effective therapeutic alliance
(Norcross & Wampold, 2011; Tryon & Winograd, 2011). Bae Brandtzag et al. (2021) similarly reported
that the perceived benefit from therapy was significantly influenced by the degree of trust clients had
in their therapist.

The qualitative method employed in this study enabled an in-depth exploration of the “how” and
“why” dimensions of the research questions, thereby providing a comprehensive understanding of ex-
periences, phenomena and context. This approach makes it possible to investigate questions that cannot
be measured quantitatively or reduced to numerical data, thereby enriching knowledge and concep-
tual understanding by exploring how social phenomena manifest in everyday life (Cleland, 2017; Finn
et al., 2022).

However, this qualitative study has some limitations. First, the fact that the researcher was also the
therapist of some participants constitutes an important limitation. This may have increased participants'
tendency to emphasize positive experiences or led to reticence, affecting the data's depth and objectiv-
ity. In addition, the study was conducted with a small sample, which limits the generalizability of the
findings; the results are specific to the particular group of individuals who participated and cannot be
directly generalized to a broader population. Furthermore, while gender distribution (one woman, eight
men) was recorded, data on racial/ethnic identification, cultural/geographic background beyond being
from Turkey and measures of income, education, or socioeconomic status were not collected. This
constitutes an additional limitation, as the absence of these demographic details restricts the contextual
interpretation of the findings. By nature, qualitative data are open to interpretation, and the subjective
perspective of the researcher may play a role in shaping the findings. Future research could overcome
these limitations by including larger and more diverse samples, employing different methodologies,
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conducting longitudinal studies, or ensuring that different individuals fulfil the roles of therapist and
researcher. Moreover, an important consideration in interpreting the findings of this study concerns
the distinction between participants who completed therapy and those who dropped out. As indicated
in Table 1, four participants discontinued therapy before completion. While some of these participants
reported benefiting from the therapeutic process, their statements may reflect reassurance-seeking—a
well-documented feature of obsessive-compulsive disorder—rather than sustained therapeutic change.
In OCD, particularly in scrupulosity, individuals may experience temporary relief through perceived
confirmation or religious reassurance, which can be misinterpreted as improvement. Therefore, it is
possible that some accounts of “benefit” reported in this study represent short-term alleviation of dis-
tress rather than genuine recovery. This distinction should be taken into account when evaluating the
findings, as the experiences of dropout participants may differ qualitatively from those who completed
therapy. Another limitation concerns the predominantly male composition of the sample. This imbal-
ance may have influenced not only how therapeutic factors were experienced, but also the types and
expression of religious obsessions reported by participants. The themes identified in this study may
therefore reflect a more limited range of symptom presentations. In particular, certain concerns or
forms of religious preoccupation may be underrepresented, which in turn may have affected the prom-
inence of specific therapeutic elements. Accordingly, the findings should be interpreted with caution,
as a more gender-balanced sample might reveal different patterns of both symptom experience and
perceived therapeutic benefit.

CONCLUSION

As a result, the findings demonstrated that patients benefited from the therapist's religiosity, mastery
of religious knowledge and its appropriate use when necessary, expertise in scientific psychological
knowledge, and, most importantly, the integration of both religious and scientific knowledge simultane-
ously. Furthermore, the therapist's non-judgemental, sincere and empathic approach and the therapeutic
trust established between client and therapist were also identified as contributing factors to treatment
benefits. These results demonstrate that, in the treatment of religious OCD, addressing the therapist's
cultural and religious sensitivity together with scientific competence in an integrated manner—particu-
larly through the incorporation of religious knowledge and practices into the therapeutic process—is
critically important. Specifically, combined scientific and religious knowledge (“dual-wing” approach)
plays a central role in maximizing therapeutic benefit.
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APPENDIX A

Semi-structured interview questions

How would you describe your overall therapy process?

. What were your expectations from psychotherapy at the beginning?

. Do you think you benefited from therapy? In which areas?

. What do you attribute this benefit to? (e.g., therapist's approach, techniques used, your own efforts)

(SO SRR

. Were there any points during therapy where you thought, “It would have been better if this had been
different”?
. Did you experience any situations in the process that felt challenging, blocking, or ineffective?

(@)

7. In this context, what elements do you think would have made your psychotherapy more effective and
beneficial?
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