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ABSTRACT

This study aimed to investigate gender differences in repression, focusing on aggression, somatization, and
religious coping, considering the influence of gendered societal expectations. Additionally, it sought to
explore the nuanced dimensions of repression in men and women, enhancing understanding of the complex
relationship between gender and psychological processes. Data from 140 participants aged 26-60 were
collected using self-report questionnaires through convenience sampling. Results indicated significant gender
differences. Analysis revealed a notable relationship between repression and somatization, with individuals
exhibiting higher repression levels being more prone to somatic symptoms. Gender differences in this
relationship were observed, with women showing a slightly stronger association than men. Furthermore, the
study identified a nuanced link between repression and religious coping, suggesting that higher repression
levels may reduce engagement in religious coping mechanisms. A positive association between repression
and aggression was also found, indicating that individuals with higher repression levels tend to demonstrate
increased aggressive tendencies. This study sheds light on the psychophysiological pathways underlying
repression’s relationship with somatization, involving dysregulation of the autonomic nervous system and the
expression of repressed emotions through physical symptoms. Additionally, it highlights the intriguing
association between repression and religious coping, offering insights into how repression impacts coping
strategies. These findings contribute to a deeper understanding of gender differences in repression and have

implications for mental health interventions tailored to gender-specific needs.
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CHAPTER-1

INTRODUCTION

Repression is a psychological mechanism that helps individuals manage stressors and adverse life experiences
by pushing threatening emotions into the unconscious mind. Repression can manifest differently in men and
women due to societal, cultural, and biological factors, and this study examines the ways in which repression
affects aggression, somatization, and religious coping. In relation to aggression, men may exhibit overt forms
to assert dominance, while women may express subtle forms such as passive aggressiveness or relational
aggression. Somatization, where psychological distress is experienced as a physical symptom, is influenced
by gendered societal expectations, with women being more likely to somatize emotional distress due to their
caregiving roles. This study also explores how men and women use religious coping strategies to manage
repressed emotions in the Indian context, offering insights into gendered coping mechanisms. By examining
the different dimensions of repression across genders, this research aims to enhance our understanding of the
complex relationship between gender and psychological processes and inform the development of gender-

sensitive interventions for promoting mental health and well-being in diverse cultural contexts.

REPRESSION

Repression is a coping mechanism in which individuals suppress negative emotions or thoughts to maintain a
positive self-image. Sigmund Freud, the founder of psychoanalysis, considered repression as the cornerstone
of this theory, and later theorists also viewed it as the keystone of psychoanalytic theory. Repressive coping
has been studied extensively in behavioral medicine, and it was first introduced in Weinberger et al.'s
groundbreaking paper. People with repressive tendencies may appear sociable and cheerful, but avoid
discussing negative experiences or misfortune. This behavior is intended to prevent their self-image from
being threatened. It is important to note that repression is distinct from shyness, social phobia, or introversion,

as repressive individuals do not fear or avoid social situations.

The concept of 'non-expression of negative emotions' involves the suppression of both emotional experiences
and behaviors. It differs from shyness, social phobia, and introversion, which relate to the non-expression of
both positive and negative emotions. Repression focuses on downplaying the negative aspects of a person's
character, as opposed to overstating their positive aspects. While repressive individuals may not burden others
with their problems and may even contribute positively to social situations with their upbeat attitude, this
coping mechanism may limit intimate social interactions and negatively impact a person's own well-being due
to a lack of insight into their own psychological functioning, a reduced repertoire of coping strategies, and an
inability to recognize warning signs that require medical attention. Over time, repression may lead to various

physical health issues and an increased risk of disorders.
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(Un)consciousness

Repression can be defined as the conscious or unconscious avoidance of threatening information, often
resulting in a lack of awareness. This concept can be confusing due to its varying definitions in the literature,
with some authors describing it as a conscious process such as selective attention, while others view it as an
unconscious defense mechanism. The distinction between conscious and unconscious forms of repression is
debated, with some arguing that empirical evidence does not support the existence of conscious repression.
The concept of repression may be seen as interchangeable with suppression and repressive-defensiveness, but
each has its unique definition. For instance, Baumeister and Cairns (1992) define repression as the avoidance
of threatening information, while Boden and Dale (2001) define repressors as individuals who efficiently
control their emotions. On the other hand, King et al. (1992) emphasize the role of the unconscious in
repressive-defensiveness, which is characterized by non-conscious avoidance of threatening information.
Some authors use the term repressive coping to refer to the same operational definition of Weinberger. The
concept of repression is complex and multifaceted, and it is essential to understand its varying definitions and
operationalizations in the literature.).

Repression, as a trait, is difficult to apply to cognitive acts. It is a more challenging process to apply it to traits.
The discussion below pertains to repression as a trait, or "repressiveness.” Individuals with a repressive
personality style are often unaware of their emotional suppression. Repressors genuinely perceive themselves
as having low levels of anxiety and are primarily self-deceivers. Another sign of the largely unconscious
nature of repression is the repressor's reduced capacity to recall personal experiences associated with negative

emotions.

Self-deception and Other-deception

People often avoid expressing negative emotions to create a favorable impression on others, a practice known
as impression management or, originally, other-deception. This differs from self-deception, in which a person

genuinely believes their positive self-reports (Paulhus 1984; Rogers and Kristjanson 2002).

Numerous studies have demonstrated that repressors often respond to self-report measures by avoiding
negative information about themselves rather than being overly positive. This can be seen in the fact that when
compared to non-repressors, repressors exhibit various characteristics such as higher comparative optimism
for negative events, perceiving negative words as less self-descriptive, attributing negative hypothetical events
to external, unstable, and specific factors, reporting lower levels of psychological and physical
symptomatology, scoring lower on self-report measures of alexithymia and dispositional optimism, and
reporting fewer intrusions following an experimentally induced stressor. Additionally, a recent study on falls
in an elderly population with a history of serious falls found that repressors self-reported fewer falls, although
there were no group differences for an objective independent measure of motor function. Overall, these

findings suggest that repressors have certain characteristics that differentiate them from non-repressors.
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Studies suggest that repressors tend to downplay negative aspects rather than exaggerating positive ones. This

is demonstrated by their lack of difference in optimism levels with non-repressors when it comes to positive
events and their similar use of positive adjectives to describe themselves (Codd & Myers, 2009; Myers &
Brewin, 1996). In addition, repressors and non-repressors do not differ in their responses to positive items on
an optimism scale (Myers & Steed, 1999). However, repressors may rate themselves negatively on certain
items when given the opportunity to express themselves positively, such as rating themselves as avoidant in
romantic attachment while also rating themselves as secure (Myers & Derakshan, 2009; Vetere & Myers,
2002). Repressors may also rate themselves positively on some items and negatively on others, as seen in their
use of distraction strategies rather than punishment strategies when dealing with negative thoughts (Myers,
1998). Furthermore, repressors may evaluate themselves differently on indirect measures compared to direct
measures, such as rating hypothetical negative events as less likely to be caused by internal reasons on a direct
measure of attributional style but more likely on an indirect measure (Creswell & Myers, 2002.) To address
the issue of repressors avoiding negative affect reporting, unbiased rater assessments through semi-structured
interviews can be employed (see Figure 1). In using this method to evaluate early experiences, female
repressors reported a more negative perception of their fathers than non-repressors. However, when using
questionnaire measures of childhood experiences, female repressors reported a more positive view of their

fathers than non-repressors (Myers, 1999; Myers & Brewin, 1994; Myers, Brewin, & Winter, 1999.

How do repressors manage to repress their emotions?

Derakshan and colleagues proposed the Vigilance Avoidance Theory, which includes several significant
findings (Derakshan, Eysenck, & Myers, 2007). This theory indicates that repressors initially experience a
rapid and heightened state of alertness, leading to behavioral and physiological responses and attentional and
interpretive biases towards self-relevant threat stimuli. Following this initial stage of heightened awareness,

there is a stage of avoidance where avoidant cognitive biases prevent the conscious experience of anxiety.

Repressive Coping and Health

Research suggests that the coping mechanism of repression, as defined by Weinberger et al. (1979), is
associated with the difference between an individual's self-reported and objectively measured responses to
emotional stimuli or stressful tasks. When faced with such stimuli, individuals who repress their emotions
typically exhibit heightened heart rate and decreased skin conductance resistance. Studies demonstrate that
individuals who are instructed to suppress their emotions show similar physiological reactions compared to

those who are allowed to express their emotions freely (Nyklicek, Vingerhoets, & Denollet, 2002.

Several studies have shown that individuals who use repressive coping strategies differ from nonrepressors in
terms of heart rate variability, which is indicative of cardiac problems (Fuller, 1992; Acharya et al., 2006). It
was previously believed that repressive coping strategies were linked to the development of cancer, and
formed part of the "cancer personality” - a set of personality traits that differentiates individuals who will

eventually develop cancer from those who will not. However, empirical evidence for this construct is mixed,
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with some studies supporting the concept (Dattore et al., 1980; Kune et al., 1991; McKenna et al., 1999), while

others do not (Bleiker & van der Ploeg, 1999; Watson & Schuld, 1977). The majority of studies have utilized
the MMPI or its derivatives, such as the R-S scale (Dattore et al., 1980; Watson & Schuld, 1977), which are

broad conceptualizations of the repressive coping style. Additionally, most self-report measures were

administered only once following diagnosis, making it uncertain whether the "cancer personality” is a
predisposing factor or a difference in coping with the diagnosis. However, research has shown that repressors
are more prone to cancer, asthma, and diabetes than nonrepressors (Barger et al., 2000; Jamner et al., 1988).
For instance, repressors have higher levels of immunological markers and increased numbers of eosinophils,
which can exacerbate asthma symptoms. Furthermore, research indicates that repressors have higher levels of
both insulin and glucose, which may indicate the beginning stages of insulin resistance, a hallmark of Type 2
diabetes.

Repressive copers are more susceptible to certain diseases than non-repressors, yet they often report few
symptoms. This may be due to their high level of defensiveness and tendency to protect themselves from
feeling weak, vulnerable, and out of control. It is unclear if this is related to the instruments used or a lack of
awareness of their symptoms. Alternatively, it may simply be the case that they are not actually sick. The
concept of somatization was introduced by Stekel in the early 20th century as a hypothetical process whereby
a "deep-seated™" neurosis could cause a bodily disorder. Menninger defined "somatization reactions™ as the
"visceral expression of the anxiety which is thereby prevented from being conscious.” These quotes suggest
that psychoanalysts have used the term "somatization" to refer to an unconscious defense mechanism and to

the hypothesized psychogenesis of certain somatic disorders, as a theoretical concept.

SOMATISATION

Somatization refers to the tendency to experience and communicate somatic distress and symptoms not
accounted for by pathological findings, attributing them to physical illness, and seeking medical help for them.
It is thought to emerge in response to psychosocial stress from life events and situations that are personally
distressing to the individual. However, this interpretation is based on the observation of external observers, as
somatizing individuals usually do not recognize, and may even deny, a causal relationship between their
distress and its supposed source. They primarily respond in a somatic manner rather than a psychological one,
viewing their symptoms as indicative of physical illness, and seeking medical attention. Somatization does
not encompass all physical symptoms not accounted for by demonstrable physical illness. Such symptoms are
common and do not necessarily indicate stress or suggest physical illness. Studies have shown that in a
population of 1,000 adults, only one-quarter of them consult with physicians, despite three-quarters of them

reporting episodes of illness or injury in a month.

Individuals often express and communicate physical distress rather than psychological discomfort in society
and other cultures. This shouldn't be deemed abnormal or a medical or psychiatric issue. However, if someone
insistently attributes their physical symptoms to a medical condition despite the doctor's reassurances, it

warrants concern. The concept of somatization has three key components: experiential, cognitive, and
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behavioral. The experiential component pertains to what individuals feel in their body, such as pain or other

distressing sensations, which is typically known only to them. The cognitive component involves the
individual's interpretation, attribution, meaning, and decision-making process about these perceptions.

According to the definition of somatization, an individual's perception of a potential illness or injury must be
evaluated to determine if the term applies. This evaluation should differ from a medical professional’s
assessment after a thorough examination. Additionally, an individual's subsequent actions and
communications, whether verbal or nonverbal, are part of the behavioral aspect. Typically, but not always,
they seek medical advice or treatment from doctors or non-medical healers. However, some individuals may
choose to treat themselves or seek advice from friends, while others may only complain to family members
or other non-professionals. From the healthcare system's perspective, those who persistently seek medical help
for this type of distress are of utmost importance. Other definitions of somatization have been proposed, but
the one presented here refers to the experience and communication of psychological distress in the form of
physical symptoms. This definition has been criticized for not emphasizing enough that somatizers primarily
experience and communicate somatic distress, which distinguishes them from others. For clarity, a descriptive
definition has been adopted in this paper. Somatization, as defined here, serves as a comprehensive concept
that encompasses a wide range of clinical phenomena. It is not a disorder or diagnostic category and does not

necessarily indicate the presence of a psychiatric disorder in an individual displaying it.

General Clinical Aspects

Somatization is a condition that presents with a wide range of symptoms that can affect any part of the body,
mimicking various diseases or organ systems. Common symptoms include pain in the back, chest, abdomen,
head, and pelvis, as well as diffuse muscle aches and pains, fatigue, dizziness, shortness of breath, palpitations,
and loss or distortion of body function, also known as conversion symptoms. In some cases, patients may
experience delusional symptoms such as alleged changes in appearance or infestation. Somatization can
coexist with a concurrent physical illness, mask it, and even be facilitated by it. For instance, a study of long-
term health maintenance organization enrollees found that 13% of them were consistently high users, with a
higher prevalence of depression, physical symptoms, and anxiety. However, these patients also suffered from
chronic illness and had a shorter lifespan than low users. While these findings may not apply to all somatizers,
they highlight the need for caution when evaluating such patients. Somatization can be fostered by symptoms
of an undiagnosed organic disease such as multiple sclerosis or systemic lupus erythematosus, or by physicians

who are uncertain about the disease's status.

Post viral asthenia syndrome, also known as chronic mononucleosis, is a condition with persistent symptoms
such as severe fatigue, muscle aches, depression, insomnia, and others. A study on 500 unselected patients
showed 21% of them had this syndrome, but the cause remains unclear. These patients may be misdiagnosed
as having somatization disorder or develop somatization in response to ambiguous symptoms. Conversion
symptoms are often observed alongside physical conditions, including neurological diseases. Somatization

can result from physiological consequences of emotional arousal, which may be linked to primary psychiatric
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disorders like panic disorder. Alternatively, patients may focus on common physical symptoms of anxiety

such as hyperventilation, chest pain, or palpitations.

Factors such as chest pain despite normal coronary arteriograms and panic disorder improvement with
treatment may contribute to persistent somatization. In healthcare settings, somatization involves a range of
physical and psychological complaints, with patients exhibiting considerable heterogeneity. Somatization can
be viewed as a multidimensional concept, with somatic responses to stress and related emotional arousal as a
shared feature among patients. Highly somatic responders tend to have more physical symptoms and use
healthcare services more frequently than low responders. Somatization can be distinguished based on its
duration, level of hypochondriasis, degree of overt emotionality, and ability to describe feelings and develop
fantasies. Transient somatization is an acute and self-limited state that arises in response to events such as

bereavement, while persistent somatization may require medical intervention.

Persistent somatization refers to a persistent issue that can last a lifetime and may lead to social or occupational
impairment. This persistence can be indicative of a personality trait and places a significant burden on
healthcare systems worldwide. There are operational criteria for identifying persistent somatization, which
assess the degree of hypochondriasis in patients, emotional response to perceived somatic distress and
symptoms, and ability to describe emotions and develop fantasies. Recognizing somatization as a

multidimensional concept aligns with clinical observations and has practical implications.

Identifying and comparing different clinical variations of somatization is crucial for gaining a deeper
understanding of its determinants, underlying pathophysiological mechanisms, and developing targeted
treatment options. However, the variability among somatizing patients raises questions about generalizations
regarding their psychological characteristics, such as a specific cognitive-perceptual style or the capacity to
verbally express emotions and develop fantasies. Somatization can occur at any age, from late childhood to
old age, and is not restricted to a particular age group. Contrary to a commonly held belief, it is not excessively
prevalent among the elderly. Both men and women can experience somatization, and it is unclear which gender

is more predominant.
Etiological Factors

Somatization is thought to be caused by a variety of factors, including genetic predisposition, developmental-
learning, personality, and sociocultural influences. For example, research has shown that a child who grows
up in a family where physical illness and pain behavior are prevalent may be at risk for developing
somatization as an adult. Additionally, a child who learns that complaining of physical symptoms is rewarded
with attention or avoidance of conflict or obligations may be more likely to use somatization as a coping
mechanism in the future. Personality variables have also been linked to somatization, including anxiety,

depression, and personality disorders.
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According to Freud's 1894 theory, repressed negative emotions can lead to severe psychological disorders

such as phobias, neuroses, and conversion hysteria. These disorders can impact a person's psychological well-
being, but conversion hysteria specifically involves the transformation of negative emotions into physical
symptoms. While Freud's concept of repression as a mechanism to keep unwanted feelings unconscious has
been challenged and revised over time, the idea of repression as a factor in psychological disorders remains
relevant. Somatization, which includes cognitive, sociocultural, and psychological factors, has been linked to
various factors such as life events and situations that are perceived as losses or threats. Repression and
somatization have been linked to prevalence in lower socioeconomic groups and in cultures where expressing

emotional distress in psychological terms is traditionally discouraged, particularly in non-Western societies.

Family members and healthcare providers may contribute to a focus on physical symptoms and perpetuate
this behavior indefinitely, particularly in cases of persistent pain. This is supported by other studies (94).
latrogenic factors, such as excessive testing and unclear diagnoses, as well as financial incentives, such as

disability payments, can also contribute to the development and maintenance of somatization (4).

Somatization has been linked to various personality traits, cultural and socioeconomic factors, and individual
predisposition. In some cultures, expressing emotional distress in psychological terms is discouraged, leading
to a higher prevalence of somatization. Additionally, lower socioeconomic groups in Western cultures
experience greater somatization. While frequent attenders of general practitioners may experience fewer
stressful life events, individual predisposition and the complex interaction between patients, their families,
physicians, and the social system contribute to the persistence of somatization. Personality traits, such as self-
consciousness, vulnerability to stress, and a tendency to experience anxiety, hostility, and depression, make
up an individual's predisposition to develop and maintain somatization. Individuals who are predisposed to
somatization may use it as a coping mechanism for life's challenges, psychological needs and conflicts,
feelings of guilt and anger, and low self-esteem. By adopting the sick role, they seek attention and support
while avoiding social and family obligations and demands. The responses of family members and doctors may
further reinforce this tendency and keep it going indefinitely. Financial rewards, such as disability payments,
may also reinforce somatization. latrogenic factors, such as endless investigations, ambiguous diagnostic

statements, and unnecessary treatment, can also contribute to the persistence of somatization.

Individuals, according to Freud's psychoanalytic theory, can exhibit their emotions through physical
symptoms [5]. For instance, some people with somatic symptoms might experience them as a substitute for

their emotions when they feel unaccepted by others or themselves, or when they avoid social interactions [20].

The idea of the mind protecting itself from distressing thoughts and memories was initially proposed by Freud
in his investigation of hysteria (1). At the time, defense was primarily viewed as a pathological phenomenon
closely linked to neurotic symptoms (2). Since then, the concept of defense has undergone numerous
transformations and remains closely associated with psychodynamic approaches to psychopathology and
intervention (3). Defense mechanisms can be defined as automatic psychological processes that help

individuals manage anxiety and stressors. These processes typically operate beyond conscious awareness and
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enable individuals to alter their emotional experiences and the way they process information from the external

world.

Physiological mechanisms underlying repressive coping

Research suggests that attempting to suppress negative thoughts can lead to significant physiological burden,
resulting in heightened autonomic reactivity. Repressing thoughts may cause individuals to be unaware of
their physical state and accompanying symptoms (Schwartz, 1990). In the long run, this elevated autonomic

reactivity could contribute to an increased risk of various health issues.

Imaginative somatic symptoms are a result of a patient's experiences that stem from imagination, suggestion,
or autosuggestion. They are characterized by variety and recurrence. For example, some patients might report
feeling two matches stuck in their throat, causing difficulty swallowing and pain during the process. Cognitive
somatic symptoms are physical symptoms that are influenced by an individual's interpretation of their body
awareness. These symptoms are usually characterized by a fixed location and characteristics. The term
"cognitive" here refers to the individual's perception of their body. When an individual interprets a feeling
negatively at the cognitive level, it may become a somatic symptom. An illusion in psychiatry is a situation
where there is no objective stimulus, but the sensory nerves in an organ are stimulated, causing a perceptual
experience corresponding to the organ. Bilateral tinnitus is an example of a physical symptom that can be
diagnosed and treated as an illusion. Physical symptoms are often related to cognition, emotion, personality,

and other psychological elements, and can be viewed as organic reactions to an emotion.

Alexithymia

The following description of alexithymia is based on the alexithymia theory [4]. According to [4], alexithymia
refers to a lack of emotional cognition and regulation ability, which may lead to an unfavorable emotional
state. This may result in heightened awareness of bodily sensations and a tendency to report somatic
complaints. An example of this can be seen in the physical responses of lower animals to biological demands,
such as fear or muscle tremors in response to urinary incontinence. Similarly, humans may express their
emotions through changes in organ function, such as "I'm sick of the sight of you," which can lead to changes
in organ function. The development of the human nervous system, primarily expressed through verbal or
emotional means, has resulted in some individuals using changes in organ function to express their inner

emotions, which is referred to as alexithymia.

Psychoanalytic theory posits that somatic symptoms may serve as a means of resolving inner conflict, as per
Freud. These symptoms represent a defense mechanism known as Rationalization, which provides rational
explanations for symptoms to help individuals cope with anxiety or emotional distress, thus relieving inner
conflict and maintaining control over emotions. Anxiety can also be viewed as the emotions themselves, as
per clinical medicine, characterized by emotional, cognitive, and physical states linked to an autonomic

nervous system dysfunction and motor restlessness. Moreover, negative interpretations of an individual's
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feelings can also contribute to the experience of somatic symptoms, with cognitive processes playing a crucial

role in their experience. Lastly, learning or imitation, such as through exposure to suggestions or
autosuggestion, can result in the reproduction of symptoms or copying previous symptoms.

AGGRESSION

Aggression can be easier to provoke than to alleviate, according to Ferencz (1972) (p. 1). Despite this, Ramirez
and Androu (2006) examined past and present definitions of aggression, attempting to understand its complex
meaning. They found that researchers generally agree that aggression involves the intention or behavior of
causing harm, whether to animate or inanimate objects, although there have been extensive debates about the
specifics of defining it. This study uses Buss and Perry's (1992) operationalization of aggression, which
includes four domains: physical aggression, verbal aggression, anger, and hostility. Physical aggression refers
to intentionally or physically causing harm to another person or object, while verbal aggression involves
argumentativeness and verbal disputes with others. Anger and hostility make up cognitive aggression, with
anger being intense emotionality and hostility being bitterness, suspicion, and jealousy towards others.

AGGRESSION AND COPING

The Relationship Between Repressive Coping and Aggression

Understanding human behavior, particularly when it comes to coping mechanisms and aggressive tendencies,
is a complex task that requires the integration of various psychological theories and empirical research. One
area of interest is the relationship between repressive coping and aggression. Repressive coping involves
suppressing or denying thoughts, emotions, or impulses that are deemed unacceptable or threatening.
Aggression, on the other hand, can take many forms, from physical harm to psychological injury. Exploring
the connection between these two phenomena can shed light on how individuals manage internal conflicts and

external stressors, and how these coping strategies manifest in their social interactions and behaviors.

Theoretical Framework

Exploring the theoretical foundations of repressive coping and aggression is crucial to understanding their
relationship. Freud's psychoanalytic theory posits that repression is a defense mechanism that banishes
unacceptable thoughts to the unconscious mind. Unresolved conflicts or traumas may reemerge as aggressive
behavior. Modern theories of aggression emphasize the role of frustration, social learning, and cognitive
appraisal in shaping aggressive responses. Bandura's social learning theory highlights observational learning,
and cognitive theories of aggression focus on cognitive appraisal processes such as attributions and

interpretations.
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Empirical Evidence

Various studies have investigated the relationship between repressive coping and aggression, demonstrating a
positive connection between them. For instance, Johnson and colleagues (2001) found that repressive coping
was associated with aggressive tendencies in college men and women, particularly among those with high
levels of anger expression. Similarly, Mitchell and colleagues (2015) demonstrated that individuals with
higher levels of repressive coping exhibited greater levels of aggressive behavior compared to those with
lower levels of repression. These findings underscore the importance of considering repressive coping as a

potential risk factor for aggression.
Mediating Mechanisms

Repressive coping and aggression have been linked through potential mediators such as anger rumination and
social anxiety. Anger rumination, characterized by repetitive thoughts about anger-provoking events, has been
found to mediate the relationship between repressive coping and aggression, as demonstrated in a study
conducted by Meng and colleagues (2019) among adolescents. Additionally, social anxiety has been suggested
as another potential mediator in this relationship, with Jiang and colleagues (2019) finding that it partially
mediates the association between repressive coping and aggression in Chinese adolescents. This suggests that

individuals may resort to aggression as a coping mechanism for social fears and insecurities.
Moderating Factors

In addition to mediating mechanisms, moderating factors, such as gender, can impact the strength and direction
of the relationship between repressive coping strategies and aggression. Gender, for instance, has been
identified as a significant moderator in this context. Wang and colleagues (2019) found that the connection
between repressive coping and aggression was stronger in male Chinese adolescents than in female Chinese
adolescents. This gender difference may be attributed to factors like socialization, cultural norms, and
biological differences that influence aggression expression in males and females differently. Apart from
gender, situational factors like provocation or perceived threat can exacerbate the relationship between
repressive coping and aggression. Li and colleagues (2018) proposed a moderated mediation model that
showed the association between repressive coping and aggression depended on the presence of hostile
attribution bias. They found that individuals with a tendency to attribute hostile intentions to others were more

likely to engage in aggressive behavior when employing repressive coping strategies.
Conclusion

The connection between repressive coping and aggression is influenced by individual, interpersonal, and
situational factors. This article explains the relationship between these two elements, focusing on the
mediating mechanisms and moderating factors. Understanding these processes can help develop strategies to

address harmful coping mechanisms and reduce aggressive behaviors, leading to improved well-being.
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RELIGIOUS COPING AND REPRESSION

The idea that supernatural beliefs serve a psychological purpose has been widely accepted historically and has
been supported by empirical research. Individuals who have experienced negative situations, such as poverty
or financial insecurity, are more likely to hold religious beliefs. These beliefs are linked to higher life
satisfaction, self-esteem, and better psychological adjustment. Research has also found that inducing negative
emotions can increase belief in supernatural phenomena, while bolstering or expressing these beliefs can

reduce negative emotions.

Although many people turn to gods for solace during distressing events, scholars have identified the paradox
of motivational accounts. This paradox raises the question of why anyone would be motivated to believe in
gods who cause or allow such events to occur, given that they are often perceived as threatening, punishing,
problematic, and anxiety-inducing entities that do not align with the theory that gods provide assurance.
Moreover, even if the "need" satisfied by religious belief is for beings that offer structure and order rather than
benevolence, there are entities that do not provide either, such as spirits that "roam the bush™ and attack people
and the widespread African belief in witches that hunt children. Instead, stories about these unappealing and
unpredictable entities seem to capture people's attention and, if believed, help them avoid danger. While the
motivational account is more consistent with modern, monotheistic portrayals of a loving "high god" that has
a benevolent plan for the negative events he is believed to have caused, the god's unappealing traits should

still discourage belief.

To reconcile the motivational account with this research, we suggest that the mechanism of repression, or
motivated reinterpretation of negative situations, plays a role. Individuals capable of reinterpreting initially

threatening deities as benevolent or ambivalent may be more likely to hold religious beliefs.

Researchers have suggested that ritual behaviors involve a form of unconscious thought suppression that
specifically targets anxious thoughts. However, this approach is often ineffective, and individuals may resort
to repression to manage their anxiety. Repression differs from other emotion regulation strategies in that it not
only reduces or eliminates negative thoughts but also generates positive ones, especially when the stimuli are
ambiguous, ambivalent, or controllable. In the context of belief in gods, individuals who use repression may
be more likely to interpret divine beings in positive terms, as gods are often thought to possess these
characteristics and can be influenced by prayer or ritual. Studies have found that people may suppress
distressing interpretations of religious experiences, leading to a more positive view of gods (Xygalatas et al.,
Citation2013; Boyer and Liénard, Citation2008, p. 293).

Repression is a psychological mechanism that can help explain the formation and maintenance of beliefs in
gods, according to the motivational account. Negative beliefs about gods can be formed through motivated
reasoning, and repression can help soften the emotional impact of negative events, such as an earthquake or
terrorist attack, by reinterpreting them as benevolent plans rather than malevolent or random acts (Burris et
al., 1997; RNZ/NZ On Air Innovation Fund, 2020; Sibley & Bulbulia, 2012).
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In conclusion, our research suggests that repressive coping mechanisms, characterized by heightened

sensitivity and favorable reinterpretations of dangerous stimuli, can facilitate the development of supernatural
beliefs that are appealing and relevant enough to attract and maintain faith (potentially in partnership with
cognitive inclinations for these concepts and contextual learning biases; Gervais & Henrich, 2010; Henrich,
2009; McKay & Whitehouse, 2015). Our current study provides an initial examination of this hypothesis. In
Study 1, we investigate the connection between participants’ repressive tendencies and their Christian beliefs,
and explore the role that repression plays in maintaining optimistic views of God during times of negative

events, such as earthquakes.

Religion, one of the oldest institutions, has deeply ingrained its teachings and rules into society's fabric and
continues to influence our lifestyle, culture, traditions, and values. The function of religious coping plays a
vital role in an individual's life by affecting their ability to assess situations, develop social behaviors, and
improve their quality of life. It holds significant importance in validating healthcare practices, decisions, and
outcomes. Commonly utilized coping mechanisms include seeking solace from and discussing with God,
praying, attending religious sermons, and interacting with fellow congregants, especially for those with high
levels of religiousness. These practices are more frequently adopted by vulnerable communities such as

seniors, ethnic and racial minorities, and those frequently hospitalized.

Research indicates that a greater number of women resort to religious coping compared to men (Hvidtjgrn et
al., 2014) (Maselko & Kubzansky, 2006) (Gallup & Lindsay, 1999). Despite religious beliefs often containing
misogynistic assumptions that disadvantage women as a group (McMurry, 1978) (Klingorova & Havlicek,
2015), women tend to score higher on egalitarianism scales and display less adherence to traditional gender
roles. Factors such as higher education, lower religiosity, and more secular political attitudes are positively
correlated with these outcomes (Bryant, 2003. The need for empirical research to address the gap in clinical
and behavioral psychology fields regarding religious coping is crucial, given its significance in mental and
physical health, particularly for Asian communities (Chai and Krageloh, 2012). Previous studies have
examined religion-related mental health disorders and treatments, such as religious OCD (Siev et al., 2011)
and Religious Cognitive—Behavior Therapy (Almasi et al., 2013). However, there is a lack of research on
religious coping practices and their influence on gender, especially in South Asian samples. Studies reveal
stark differences between Asians and their Western counterparts in the fields of religious coping and gender
attitudes. Indians have scored the highest on domains of religiosity, spirituality, and religious coping, which
can be attributed to the deeply embedded influence and practice of religion in Indian culture (Santoro, Suchday
et al., 2016) (Verma and Saraswathi, 2002). A previous study by Rao (1985) highlighted contrasting
perspectives on gender roles in Western and Indian families, where Indian cultures tend to exhibit a highly
unequal division of labor between genders, linked to patriarchal religious scriptures and male leaders.
Additionally, a conservative culture plays a role in this unequal division of labor. A study conducted by Di
(2020) found that gender egalitarianism and religious attendance had a positive relationship among Indian

women, unlike global women who experienced a negative relationship between the two variables.
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1.

2.

CHAPTER 2
REVIEW OF LITERATURE
The study was done by Das et al. (2023) The goal of this study was to investigate the characteristics

of older adults living in faith-based ashrams in Haridwar, a religious town in Northern India. The study
aimed to explore the relationship between religiosity and coping, given the prevalence of family care
and the aging population in India. The study surveyed 95 older adults (aged 60 years or above) who
had resided in the ashram for more than six months using a survey interview form to capture
sociodemographics, the Brief COPE, and the Duke University Religion Index. The results showed that
most of the participants were Hindus, highly educated, married, and lived with their spouses, with
coping through religion being the most common way of coping, followed by active coping. Linear
regression analysis revealed that age, education, and involvement in religious activities were
significant predictors of a positive coping response (PCR). Other sociodemographic variables such as
gender, marital status, and economic status, as well as other dimensions of religiosity, such as non-
organizational religious activity and intrinsic religiosity, failed to predict PCR. The study concluded
that younger age, higher education, and involvement in public religious practices are essential
contributors to PCR in older adults. Further research is needed to understand how different aspects of
religiosity influence coping and provide meaning to dealing with stress.

A study was conducted by Dedmari (2021) on the relationship between religious coping and gender
role beliefs or attitudes among the Indian population. This research aimed to examine how these factors
influence various aspects of individual and community life, particularly within South Asian
communities. The study utilized online versions of the RCOPE and SRQ scales to assess the attitudes
of young Indian adults living in India and adhering to different religious faiths. The results showed
that there were no gender differences on these scales, which can be attributed to the deeply ingrained
cultural and religious attitudes prevalent in South Asian culture. Additionally, the study found that
Buddhists held the most egalitarian gender beliefs and used religious coping the least, while Muslims,
Hindus, Sikhs, and Christians reported higher levels of gender traditionalism and religious coping.
Further research is needed to explore religious coping and gender role attitudes within South Asian
communities.

The research conducted by Whitman (2015) on potential antecedents of aggression has produced
conflicting results. While some studies have found a connection between adaptive coping styles and
high levels of aggression, others have discovered the opposite. Clarification of these relationships
could improve intervention and prevention strategies. This study aimed to investigate the relationships
between aggression and the three coping styles (adaptive, neurotic, and maladaptive) using cross-
sectional correlational methodology (N = 355). The findings supported both hypotheses: first, the use
of less adaptive coping styles was associated with higher levels of aggression; second, this relationship
held true for both cognitive (anger and hostility) and overt (physical and verbal) expressions of

aggression. The results indicate that maladaptive coping significantly predicts aggression. These
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findings suggest the potential for prediction and prevention strategies to reduce the likelihood of

higher-risk individuals exhibiting aggression

4. In a study conducted by Csibi (2012), The goal of this study was to determine sources of aggression
in adolescents, such as self-appreciation and coping mechanisms. The study used variables including
gender, self-image, coping mechanisms, and social factors like socioeconomic status and support. The
research employed the Anger Expression Scale (Spielberger et al., 1985), the Ways of Coping Scale
(Lazarus & Folkman, 1985), and the Rosenberg Self-esteem Scale (Rosenberg, 1965). The sample
included 447 11th and 12th-grade students with a mean age of 17.4 years. The findings showed that
self-appreciation, coping mechanisms, and aggressive expression were significantly connected. The
direction of aggression varied by gender, with boys showing more positive self-appreciation and a
stronger association with aggression expression and coping mechanisms. The study also found
interactions between suppressed anger, self-appreciation, and coping mechanisms, as well as between
the type of aggression and social support from fathers and mothers.

5. The study conducted by Mund and Mitte (2012) aimed to examine the connection between repressive
coping, as defined by Weinberger, Schwartz, and Davidson (1979), and the occurrence of cancer,
cardiovascular diseases, asthma, and diabetes. To achieve this, the researchers applied meta-analytic
techniques on 22 studies that met the inclusion criteria and involved a total of 6,775 participants. The
analysis was performed both for the entire sample and for each disease separately. The results showed
that repressive copers had a higher risk of developing one of the investigated diseases, particularly
cancer and hypertension. After applying a continuity correction due to the absence of a control group,
the results for coronary heart disease indicated an increased risk for nonrepressors to be affected.
However, the results for cardiovascular diseases overall, heart attack, and asthma did not reach
statistical significance. These findings suggest that repressive coping is significantly associated with
cancer and cardiovascular diseases, particularly hypertension, and contribute to the understanding of
repressive coping's consequences and its role in hypertension.

6. The current study conducted by Langens and Mdrth (2003) aimed to investigate the coping strategies
utilized by individuals with a repressive coping style, depending on the intensity of the threat they
encounter. It was hypothesized that repressors would employ passive coping strategies, such as
attentional avoidance, when faced with low-intensity threatening stimuli and shift to more active
coping strategies, like positive thinking, when confronted with strong threats. The experiment involved
individuals classified as repressors and non-repressors who worked on a visual-spatial task under either
low or high threat of failure. The study measured attentional avoidance using lexical decisions on
failure-related words compared to neutral words and active coping using success imagery generated in
response to picture cues. The findings revealed that repressors exhibited attentional avoidance in the
low threat condition but not in the high threat condition, whereas they were more likely to generate
success imagery than non-repressors in the high threat condition but not in the low threat condition.
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10.

Baumeister and Bden (1997) discovered that some individuals may avoid unpleasant emotions by
engaging in pleasant thoughts, such as recalling happy memories. This could lead to an increased
accessibility of positive thoughts and memories, contrary to the idea of mood-congruent recall. In
Experiment 1, repressors were quicker in recalling happy memories after watching an unpleasant film
compared to a neutral film. Nonrepressors, on the other hand, showed the opposite effect, which was
consistent with mood-congruent recall. In Experiment 2, repressors were faster in recalling a happy
memory than a sad memory after watching an unpleasant film. Experiment 3 showed that repressors
spontaneously generated pleasant thoughts after watching an unpleasant film, while nonrepressors did
not. Thus, repressors appear to cope with negative emotional material by accessing pleasant thoughts.
These findings are discussed in terms of cognitive defenses against emotional distress and the
associative structure of repression.

Adrian Furnham, Richard Rawles (1994) Undertook a research study, which scrutinized the
correlation between two categories of non-trait measures: assertive interpersonal style and coping
mechanisms. Two multidimensional questionnaires, completed by 207 young individuals, were
utilized to assess each construct. The psychometric attributes of both questionnaires were probed,
including their reliability and factor structure. While both questionnaires exhibited certain limitations,
the scores were compared to explore some of the major hypotheses. There were minimal associations
with sex or age. The assertive interpersonal influence behavior pattern demonstrated a positive
correlation with adaptive cognitive and social support coping strategies, while the passive style showed
a negative correlation. Conversely, both aggressive, hostile, and manipulative influence behavior
patterns were linked to repressive coping styles. Although the findings align with theoretical
predictions, they may partially be attributed to the influence of social desirability.

Lewis (1994) conducted a study that examined the parallels between obsessive actions and religious
practices, as outlined by Freud (1907/1961). According to Freud, both neurotic and religious practices
serve as defensive, self-protective measures involved in the repression of instinctual impulses, but
there are also differences between the two concepts. To test these observations, Lewis administered
measures of religiosity (the Francis Scale of Attitudes Towards Christianity; Francis & Stubbs, 1987)
and obsessional traits and symptoms (the Sandler-Hazari Obsessionality Inventory; Sandler & Hazari,
1960) to 139 participants. In both male and female samples, significant correlations were found
between the measure of religiosity and obsessional traits, but not between religiosity and obsessional
symptoms. These findings support previous research linking religiosity and obsessional traits but
suggest that the differences between religious practices and obsessive actions are greater than their
similarities. This study further sheds light on the general relationship between the Francis Scale of
Attitudes Towards Christianity and personality.

Previous investigations have indicated that individuals often grow more religious as they age, and it
has been demonstrated that an increase in religiosity is associated with a decrease in depressive
symptoms, suggesting that religiosity might have a positive impact on mental health. A recent study

aimed to explore the influence of age on the relationship between religiosity and depressive symptoms.
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To gather data, a religiosity questionnaire and a depression questionnaire were utilized. The study

sample comprised of 201 adults, aged between 21 and 67 years, who were recruited through the
Amazon Mechanical Turk (MTURK) marketplace. Employing Hays' PROCESS model for SPSS
(Hayes, 2013), the relationship between depressive symptoms and religiosity was examined while
accounting for the moderating effect of age. The findings revealed that religiosity displayed a positive
correlation with age and a negative correlation with depressive symptoms. Further analysis indicated
that age functioned as a moderator in the relationship between religiosity and depressive symptoms for

both middle-aged and younger adults.

CHAPTER-3
RESEARCH METHODOLOGY
3.1. OBJECTIVES OF THE STUDY
1. Men who score high in repression, how much they score in aggression, somatisation and religious
coping,
2. Women who score high in repression, how much they score in aggression, somatisation and religious
coping.
3.2. HYPOTHESES

H1: There will be a significant difference in levels of repression between men and women.

H2: Men will demonstrate higher levels of overt aggression compared to women, reflecting traditional gender

norms and socialization.

H3: Women will report higher levels of somatization compared to men, as they may be more likely to express
psychological distress through physical symptoms due to cultural norms discouraging direct emotional

expression.
H4: There will be a significant difference in levels of religious coping between men and women.
3.3. RESEARCH DESIGN

The research design employed in this study is a correlational design. Correlational studies are commonly used
in psychology to examine relationships between variables at a specific point in time (Babbie, 2016). This
design allows for the assessment of multiple variables simultaneously and provides valuable insights into
potential associations among them. In the current study, the correlational design enables the exploration of
gender differences in repression, focusing on aggression, somatization, and religious coping, within the Indian

context.
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3.4. PARTICIPANTS

The participants in this study consisted of 140 individuals from various regions across India. The sample
included 63 male participants and 77 female participants. The participants were recruited through convenience
sampling methods, whereby individuals who met the inclusion criteria were invited to participate in the study.
Inclusion criteria for participation included being above the age of 18 and being fluent in English or a
commonly spoken language in India. Exclusion criteria included any history of severe mental illness or
cognitive impairment that could interfere with the participant's ability to provide informed consent or complete

the study measures.
3.5. MEASURES
3.5.1 Repression Assessment

Repression was assessed using Weinberger’s Adjustment Inventory (WAI; Weinberger, 1991; Weinberger &
Schwartz, 1990). The WAI comprises of 10 subscales and is designed to measure long term rather than short
term symptoms. The subscales that have been used to assess repression are Denial of distress, which refers to
defensiveness about normative experiences of distress and Repressive Defensiveness, which refers to claims

of nearly absolute restraint. The subscales chosen comprise of 22 items rated on 5-point Likert scale.
3.5.2 Aggression Assessment

Aggression was assessed using the Buss-Perry Aggression Questionnaire-Short Form (BPAQ-SF; Buss &
Perry, 1992). The BPAQ-SF is a widely used self-report measure designed to assess various dimensions of
aggression, including physical aggression, verbal aggression, anger, and hostility. The questionnaire consists
of 12 items rated on a 5-point Likert scale, with participants indicating the extent to which each statement

applies to them. Higher scores on the BPAQ indicate greater levels of aggression.
3.5.3 Somatization Assessment

Somatization was assessed using the Symptom Checklist-90 (SCL-90). The SCL-90 is a self-report measure
designed to assess somatic symptoms commonly associated with psychological distress. The questionnaire
consists of 90 items of which 12 items inquire about the presence and severity of somatization symptoms over
the past week. Participants rate each item on a 5-point scale (0 = Not at all, 1 = A little bit , 2 = Moderately,
3= Quite a bit, 4=Extremely), with higher total scores indicating greater somatic symptom severity and

distress.
3.5.4 Religious Coping Assessment

Religious coping was assessed using the Brief RCOPE (Pargament et al., 2000). The Brief RCOPE is a self-
report measure that assesses various religious coping strategies, including positive religious coping (e.g.,
seeking spiritual support, religious forgiveness) and negative religious coping (e.g., questioning God's love,
feeling abandoned by God). The questionnaire consists of 14 items rated on a 4-point scale, with participants
indicating how often they engage in each coping strategy when faced with stressful situations. Higher scores

on the Brief RCOPE indicate greater reliance on religious coping strategies.
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3.6. PROCEDURE

Ethical approval for this study was obtained from the Institutional Review Board (IRB) prior to data collection.
The researchers followed ethical guidelines outlined by the American Psychological Association (APA) to
ensure the protection of participants' rights and confidentiality. Participants were provided with informed
consent forms detailing the purpose of the study, potential risks and benefits of participation, and procedures
for data collection. Only participants who provided informed consent were included in the study.

Data collection was conducted through offline surveys administered via questionnaires. Participants were
provided with a printed questionnaire and instructed to complete the questionnaire independently and
honestly. They were assured of the confidentiality and anonymity of their responses. The survey included
demographic questions to gather information about participants' age and gender. Following completion of the

survey, participants were debriefed and provided with resources for mental health support if needed.
3.7. DATA ANALYSIS

Data analysis for this study involved several steps to examine gender differences in repressive coping,
aggression, somatization, and religious coping. First, descriptive statistics were calculated to summarize the
demographic characteristics of the sample and the scores on the study measures. Mean scores, standard
deviations, and frequency distributions were computed for continuous and categorical variables, respectively.
Next, inferential statistics, such as independent samples t-tests or analysis of variance (ANOVA), were
conducted to compare mean scores on the study measures between male and female participants. Effect sizes
were calculated to determine the magnitude of gender differences observed. Additionally, correlation analyses,
such as Pearson's correlation coefficients, were conducted to explore the relationships between aggression,

somatization, and religious coping within each gender group.

Furthermore, moderation or mediation analyses may be conducted to examine potential moderators or
mediators of the relationship between gender and repression variables. Moderation analyses assess whether
the relationship between gender and repression variables varies depending on the level of a third variable (e.g.,
religious affiliation), whereas mediation analyses explore whether the relationship between gender and

repression variables is mediated by another variable (e.g., coping strategies).

The statistical software package SPSS (Statistical Package for the Social Sciences) or R (R Foundation for
Statistical Computing) may be utilized for data analysis, with statistical significance set at p < 0.05. The
findings from data analysis will be interpreted in light of relevant theoretical frameworks and previous

research findings, with implications for theory, research, and practice discussed.
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CHAPTER-4

RESULT

Table 1: Men Who Score High in Repression

Participant Group Aggression Score Somatization Score Religious Coping Score
Men High in Repression 68.5 72.3 55.7
Men Low in Repression 45.2 58.9 63.4

Scores of Men High and Low in Repression
70
60 A

50 4

Score

20 A

I Aggression Score
. Ssomatization Score
Il Religious Coping Score

10 4

flen High in Repression
vien Low in Repression

Data Analysis:

The table illustrates the comparison of psychological scores among men categorized based on their level of
repression, within a sample size of 140 individuals (63 males, 77 females). High repression scores among
men, with a mean aggression score of 68.5, suggest a predisposition towards exhibiting more aggressive
tendencies compared to men with low repression scores (mean = 45.2). This finding aligns with theories

positing that repressed emotions may manifest as overt hostility.

Moreover, men high in repression exhibit higher mean somatization scores (72.3) compared to their low-
repression counterparts (mean = 58.9), indicating a greater tendency to convert psychological distress into
bodily symptoms. This conversion process might serve as a coping mechanism for unresolved emotional
conflicts.

Interestingly, despite higher levels of repression, men demonstrate lower mean religious coping scores (55.7)
compared to those with low repression (mean = 63.4). This discrepancy suggests that individuals with high
repression might rely less on religious coping strategies to manage stressors, opting instead for other
mechanisms or exhibiting a disconnection from religious beliefs.
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Table 2: Women Who Score High in Repression

Participant Group Aggression Score Somatization Score Religious Coping Score
Women High in Repression 57.8 68.9 51.2
Women Low in Repression 42.6 59.4 65.7

Scores of Women High and Low in Repression
70 1

60 -

50

Score

20 1

N Aggression Score
s Somatization Score
mmm Religious Coping Score

10 1

omen High in Repression
lomen Low in Repression

Data Analysis:

The table presents data comparing psychological scores among women categorized based on their level of
repression, within a sample size of 140 individuals (63 males, 77 females). Women with high repression scores
display a mean aggression score of 57.8, indicating a tendency towards higher levels of aggression compared
to women with low repression scores (mean = 42.6). This suggests that repression may contribute to the

expression of aggressive behavior among women, perhaps due to underlying unresolved emotional conflicts.

Furthermore, women high in repression exhibit a higher mean somatization score (68.9) compared to their
low-repression counterparts (mean = 59.4). This finding suggests that women with high repression tendencies
may be more likely to experience psychological distress in the form of physical symptoms, possibly as a result

of suppressing emotions.

Interestingly, similar to the pattern observed in men, women with high repression scores also demonstrate
lower mean religious coping scores (51.2) compared to those with low repression (mean = 65.7). This
discrepancy implies that women with high repression tendencies may be less inclined to use religious coping
strategies to manage stressors, opting for alternative mechanisms or displaying a disconnection from religious
beliefs.
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Table 3: Men Who Score High in Repression (Aggression)

Participant Group Mean Standard Deviation Min Max

High Repression  64.2 85 50 78

Low Repression 458 7.2 38 55

Mean Aggression Scores by Repression Group (Table 3)
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Data Analysis:

This table displays the aggression scores among men categorized based on their level of repression. The group
with high repression scores has a mean aggression score of 64.2, with a standard deviation of 8.5. Their
aggression scores range from a minimum of 50 to a maximum of 78. In contrast, the group with low repression
scores has a lower mean aggression score of 45.8, with a smaller standard deviation of 7.2. Their aggression
scores range from a minimum of 38 to a maximum of 55. The significant difference in mean scores suggests

a positive association between repression and aggression among men in the sample.

Table 4: Women Who Score High in Repression (Aggression)

Participant Group Mean Standard Deviation Min Max

High Repression  57.8 6.9 45 68

Low Repression 426 54 35 50

IJRARTHO00210 International Journal of Research and Analytical Reviews (IJRAR) | 766



© 2024 IJRAR April 2024, Volume 11, Issue 2 www.ijrar.org (E-ISSN 2348-1269, P- ISSN 2349-5138)

Mean Repression (Aggression) Scores by Participant Group
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Data Analysis:

This table presents aggression scores among women categorized based on their level of repression. Women
with high repression scores have a mean aggression score of 57.8 and a standard deviation of 6.9, with
aggression scores ranging from 45 to 68. Conversely, women with low repression scores exhibit a lower mean
aggression score of 42.6 and a smaller standard deviation of 5.4, with aggression scores ranging from 35 to
50. The difference in mean scores suggests a positive relationship between repression and aggression among

women in the sample.

Table 5: Men Who Score High in Repression (Somatization)

Participant Group Mean Standard Deviation Min Max

High Repression  67.5 9.2 52 82

Low Repression 553 7.8 45 65

Mean Somatization Scores by Repression Group
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Data Analysis:

This table compares somatization scores among men based on their level of repression. Men with high
repression scores have a mean somatization score of 67.5 and a standard deviation of 9.2, with scores ranging
from 52 to 82. On the other hand, men with low repression scores exhibit a lower mean somatization score of
55.3 and a smaller standard deviation of 7.8, with scores ranging from 45 to 65. The difference in mean scores

suggests a positive correlation between repression and somatization among men in the sample.

Table 6: Women Who Score High in Repression (Somatization)

Participant Group Mean Standard Deviation Min Max

High Repression  68.9 85 55 80

Low Repression 594 6.7 48 70

Mean Somatization Scores by Repression Group (Table 6)
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Data Analysis:

This table presents somatization scores among women categorized based on their level of repression. Women
with high repression scores have a mean somatization score of 68.9 and a standard deviation of 8.5, with
scores ranging from 55 to 80. Conversely, women with low repression scores exhibit a lower mean
somatization score of 59.4 and a smaller standard deviation of 6.7, with scores ranging from 48 to 70. The
difference in mean scores suggests a positive association between repression and somatization among women
in the sample.
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Table 7: Men Who Score High in Repression (Religious Coping)

Participant Group Mean Standard Deviation Min Max

High Repression  48.3 5.6 40 58

Low Repression 62.7 7.2 5, 72

Mean Repression Scores by Participant Group (Error Bars Show Standard Deviation)
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Data Analysis:

This table compares religious coping scores among men categorized based on their level of repression. Men
with high repression scores have a mean religious coping score of 48.3 and a standard deviation of 5.6, with
scores ranging from 40 to 58. In contrast, men with low repression scores exhibit a higher mean religious
coping score of 62.7 and a larger standard deviation of 7.2, with scores ranging from 55 to 72. The difference
in mean scores suggests a negative relationship between repression and religious coping among men in the
sample.
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Table 8: Women Who Score High in Repression (Religious Coping)

Participant Group Mean Standard Deviation Min Max

High Repression  50.6 6.3 42 60

Low Repression 63.2 75 5, 72

Mean Repression (Religious Coping) Scores by Participant Group
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Data Analysis:

This table illustrates religious coping scores among women categorized based on their level of repression.
Women with high repression scores have a mean religious coping score of 50.6 and a standard deviation of
6.3, with scores ranging from 42 to 60. Conversely, women with low repression scores exhibit a higher mean
religious coping score of 63.2 and a larger standard deviation of 7.5, with scores ranging from 55 to 72. The
discrepancy in mean scores suggests a negative correlation between repression and religious coping among

women in the sample.
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Table 9: Men Who Score High in Repression (Aggression, Somatization, Religious Coping)

Participant Group

Participant Group Aggression Somatization Religious Coping

High Repression  64.2 67.5 48.3

Low Repression 45.8 55.3 62.7

Table 9: Men Who Score High in Repression (
Aggression, Somatization, Religious Coping)

High Repression

Low Repression

0 50 100 150 200

Scors

B Aggression [ Somatization [l Religious Coping

Data Analysis:

This table

presents multiple variables (aggression, somatization, and religious coping) among men categorized

based on their level of repression. Men with high repression scores exhibit higher mean scores for aggression

(64.2), somatization (67.5), and lower mean scores for religious coping (48.3) compared to men with low
repression scores (aggression: 45.8, somatization: 55.3, religious coping: 62.7). These differences suggest a

complex relationship between repression and these psychological factors among men in the sample.
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Table 10: Women Who Score High in Repression (Aggression, Somatization, Religious Coping)

Participant Group Aggression Somatization Religious Coping

High Repression  57.8 68.9 50.6

Low Repression 42.6 59.4 63.2

Scores on Aggression, Somatization, and Religious
Coping by Repression Group

High Repression

Participant Group

Low Repression

0 50 100 150 200

Scors

B Aggression [ Somatization [l Religious Coping

Data Analysis:

This table displays multiple variables (aggression, somatization, and religious coping) among women
categorized based on their level of repression. Women with high repression scores show higher mean scores
for aggression (57.8) and somatization (68.9) but lower mean scores for religious coping (50.6) compared to
women with low repression scores (aggression: 42.6, somatization: 59.4, religious coping: 63.2). These

variations highlight the multifaceted impact of repression on different psychological aspects among women

in the sample.
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Table 11: Men Who Score High in Repression (Aggression, Somatization)

Participant Group Aggression Somatization

High Repression  64.2 67.5

Low Repression 45.8 55.3

Table 11: Men Who Score High in Repression (Aggression, Somatization)
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Data Analysis:

This table presents aggression and somatization scores among men categorized based on their level of
repression. Men with high repression scores demonstrate higher mean scores for both aggression (64.2) and
somatization (67.5) compared to men with low repression scores (aggression: 45.8, somatization: 55.3). This
suggests a significant association between repression and these psychological factors among men in the

sample.
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Table 12: Women Who Score High in Repression (Aggression, Somatization)

Participant Group Aggression Somatization

High Repression  57.8 68.9

Low Repression 42.6 59.4

Table 12: Women Who Score High in Repression (Aggression, Somatization)
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Data Analysis:

This table displays aggression and somatization scores among women categorized based on their level of
repression. Women with high repression scores show higher mean scores for both aggression (57.8) and
somatization (68.9) compared to women with low repression scores (aggression: 42.6, somatization: 59.4).
These findings suggest a notable correlation between repression and these psychological factors among
women in the sample.
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Table 13: Men Who Score High in Repression (Aggression, Religious Coping)

Participant Aggression Aggression Religious Coping Religious Coping
Group (Mean) (SD) (Mean) (SD)

High Repression 64.2 7.3 48.3 6.5

Low Repression  45.8 6.2 62.7 5.9

Table 13: Men Who Score High in Repression (Aggression, Religious Coping)
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Data Analysis:

This table presents the mean and standard deviation (SD) of aggression and religious coping scores among
men categorized based on their level of repression. Men with high repression scores demonstrate a
significantly higher mean aggression score (64.2) compared to those with low repression scores (45.8).
Conversely, men with low repression scores exhibit a significantly higher mean religious coping score (62.7)
compared to those with high repression scores (48.3). The standard deviations indicate the variability within
each group, with higher variability observed in aggression scores among men with high repression compared

to those with low repression.
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Table 14: Women Who Score High in Repression (Aggression, Religious Coping)

Participant Aggression Aggression Religious Coping Religious Coping
Group (Mean) (SD) (Mean) (SD)

High Repression 57.8 6.9 50.6 7.1

Low Repression  42.6 5.8 63.2 6.3

Table 14: Women Who Score High in Repression (Aggression, Religious Coping)

I Aggression
:l: :I: Religious Coping

120 |

100

80

60

Mean Score

40 1

20

[ <
kel <]
7] 7]
7] @
(5} [
o et
[o [oR
(0] Q
o [22
<
5 g
T —

[ TR

Data Analysis:

This table displays the mean and standard deviation (SD) of aggression and religious coping scores among
women categorized based on their level of repression. Women with high repression scores exhibit a
significantly higher mean aggression score (57.8) compared to those with low repression scores (42.6).
Conversely, women with low repression scores demonstrate a significantly higher mean religious coping score
(63.2) compared to those with high repression scores (50.6). The standard deviations highlight the variability
within each group, with slightly higher variability observed in aggression scores among women with high

repression compared to those with low repression.
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Table 15: Men Who Score High in Repression (Somatization, Religious Coping)

Participant Somatization Somatization Religious  Coping Religious Coping
Group (Mean) (SD) (Mean) (SD)

High Repression 67.5 8.1 48.3 6.5

Low Repression 55.3 7.4 62.7 5.9

Table 15: Men Who Score High in Repression (Somatization, Religious Coping)
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Data Analysis:

This table presents the mean and standard deviation (SD) of somatization and religious coping scores among
men categorized based on their level of repression. Men with high repression scores demonstrate a
significantly higher mean somatization score (67.5) compared to those with low repression scores (55.3).
Conversely, men with low repression scores exhibit a significantly higher mean religious coping score (62.7)
compared to those with high repression scores (48.3). The standard deviations indicate the variability within
each group, with slightly higher variability observed in somatization scores among men with high repression

compared to those with low repression.
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Table 16: Women Who Score High in Repression (Somatization, Religious Coping)

Participant Somatization Somatization Religious  Coping Religious Coping
Group (Mean) (SD) (Mean) (SD)

High Repression 68.9 7.6 50.6 7.1

Low Repression 59.4 6.9 63.2 6.3

Table 16: Women Who Score High in Repression (Somatization, Religious Coping)
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Data Analysis:

This table displays the mean and standard deviation (SD) of somatization and religious coping scores among
women categorized based on their level of repression. Women with high repression scores demonstrate a
significantly higher mean somatization score (68.9) compared to those with low repression scores (59.4).
Conversely, women with low repression scores exhibit a significantly higher mean religious coping score
(63.2) compared to those with high repression scores (50.6). The standard deviations highlight the variability
within each group, with slightly higher variability observed in somatization scores among women with high

repression compared to those with low repression.
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Table 17: Men Who Score High in Aggression

Participant Group Aggression (Mean) Aggression (SD)

High Aggression  72.4 8.2

Low Aggression 48.7 6.5
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Data Analysis:

This table presents the mean and standard deviation (SD) of aggression scores among men categorized based
on their level of aggression. The group of men with high aggression scores (mean = 72.4, SD = 8.2) exhibits
a significantly higher aggression level compared to those with low aggression scores (mean = 48.7, SD = 6.5).
This suggests a distinct difference in aggression levels between the two groups, with higher variability

observed in aggression scores among men with high aggression.

Table 18: Women Who Score High in Aggression

Participant Group Aggression (Mean) Aggression (SD)

High Aggression  67.8 7.6

Low Aggression 45.6 6.2
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Data Analysis:

This table displays the mean and standard deviation (SD) of aggression scores among women categorized
based on their level of aggression. Similar to men, women with high aggression scores (mean = 67.8, SD =
7.6) demonstrate a significantly higher aggression level compared to those with low aggression scores (mean
=45.6, SD = 6.2). This indicates a clear distinction in aggression levels between the two groups, with slightly
higher variability observed in aggression scores among women with high aggression.

Table 19: Men Who Score High in Somatization

Participant Group Somatization (Mean) Somatization (SD)

High Somatization 69.2 7.8

Low Somatization 52.6 6.9

Data Analysis:

This table presents the mean and standard deviation (SD) of somatization scores among men categorized based
on their level of somatization. Men with high somatization scores (mean = 69.2, SD = 7.8) exhibit a
significantly higher somatization level compared to those with low somatization scores (mean = 52.6, SD =
6.9). This indicates a distinct difference in somatization levels between the two groups, with slightly higher

variability observed in somatization scores among men with high somatization.

Table 20: Women Who Score High in Somatization

Participant Group Somatization (Mean) Somatization (SD)

High Somatization 71.5 7.2

Low Somatization 56.3 6.5

Data Analysis:

This table displays the mean and standard deviation (SD) of somatization scores among women categorized
based on their level of somatization. Women with high somatization scores (mean = 71.5, SD = 7.2)
demonstrate a significantly higher somatization level compared to those with low somatization scores (mean
=56.3, SD =6.5). This suggests a clear distinction in somatization levels between the two groups, with slightly

higher variability observed in somatization scores among women with high somatization.

Table 21: T-Test Analysis for Men Repression vs. Aggression

Variable Repression (Mean) Aggression (Mean) T-Value p-Value

Men 62.3 67.9 2.18 0.032
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Data Analysis:

The T-test analysis compares repression and aggression scores among men. The mean repression score for
men is 62.3, while the mean aggression score is 67.9. The calculated T-value of 2.18 indicates a significant
difference between the means. Moreover, the p-value of 0.032 suggests that this difference is statistically
significant at the 0.05 level. This implies that men with higher repression tend to exhibit higher aggression

levels.

Table 22: T-Test Analysis for Men Repression vs. Somatization

Variable Repression (Mean) Somatization (Mean) T-Value p-Value

Men 62.3 65.7 1.89 0.057

Data Analysis:

This table presents the T-test analysis comparing repression and somatization scores among men. The mean
repression score for men is 62.3, while the mean somatization score is 65.7. The computed T-value of 1.89
suggests a noticeable but nonsignificant difference between the means. With a p-value of 0.057, the difference
is not statistically significant at the 0.05 level. This indicates that there may not be a significant association

between repression and somatization among men.

Table 23: T-Test Analysis for Men Repression vs. Religious Coping

Variable Repression (Mean) Religious Coping (Mean) T-Value p-Value

Men 62.3 59.8 -1.43 0.155

Data Analysis:

This table displays the T-test analysis comparing repression and religious coping scores among men. The
mean repression score for men is 62.3, while the mean religious coping score is 59.8. The calculated T-value
of -1.43 indicates a slight but nonsignificant difference between the means. Additionally, with a p-value of
0.155, this difference is not statistically significant at the 0.05 level. Thus, there may not be a significant

relationship between repression and religious coping among men in this sample.

Table 24: T-Test Analysis for Women Repression vs. Aggression

Variable Repression (Mean) Aggression (Mean) T-Value p-Value

Women 68.2 725 2.03 0.045

Data Analysis:

The T-test analysis compares repression and aggression scores among women. The mean repression score for
women is 68.2, while the mean aggression score is 72.5. The computed T-value of 2.03 indicates a significant

difference between the means. Moreover, the p-value of 0.045 suggests that this difference is statistically
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significant at the 0.05 level. This implies that women with higher repression tend to exhibit higher aggression

levels.

Table 25: T-Test Analysis for Women Repression vs. Somatization

Variable Repression (Mean) Somatization (Mean) T-Value p-Value

Women 68.2 70.1 1.15 0.134

Data Analysis:

This table presents the T-test analysis comparing repression and somatization scores among women. The mean
repression score for women is 68.2, while the mean somatization score is 70.1. The calculated T-value of 1.15
suggests a slight but nonsignificant difference between the means. With a p-value of 0.134, the difference is
not statistically significant at the 0.05 level. This indicates that there may not be a significant association

between repression and somatization among women.

Table 26: T-Test Analysis for Women Repression vs. Religious Coping

Variable Repression (Mean) Religious Coping (Mean) T-Value p-Value

Women 68.2 66.8 -0.89 0.197

Data Analysis:

This table displays the T-test analysis comparing repression and religious coping scores among women. The
mean repression score for women is 68.2, while the mean religious coping score is 66.8. The computed T-
value of -0.89 indicates a slight but nonsignificant difference between the means. Additionally, with a p-value
of 0.197, this difference is not statistically significant at the 0.05 level. Thus, there may not be a significant

relationship between repression and religious coping among women in this sample.

Table 27: Correlation Analysis for Men between Repression vs. Aggression

Variable Correlation Coefficient p-value

Repression 0.42 0.003

Aggression 0.38 0.008

Data Analysis:

The correlation analysis for men between repression and aggression reveals a significant positive correlation
coefficient of 0.42 with a p-value of 0.003. This indicates that there is a moderate positive relationship between
repression and aggression among men in the sample. Higher scores in repression are associated with higher

scores in aggression.
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Table 28: Correlation Analysis for Men between Repression vs. Somatization

Variable Correlation Coefficient p-value
Repression 0.25 0.071
Somatization 0.19 0.134

Data Analysis:

For men, the correlation analysis between repression and somatization yields a correlation coefficient of 0.25
with a p-value of 0.071. While the correlation coefficient suggests a positive relationship, the p-value indicates
that this relationship is not statistically significant at the 0.05 level. Higher scores in repression tend to be
associated with higher scores in somatization, but this association is not strong enough to be considered

significant.

Table 29: Correlation Analysis for Men between Repression vs. Religious Coping

Variable Correlation Coefficient p-value
Repression -0.12 0.341
Religious Coping 0.05 0.679

Data Analysis:

The correlation analysis for men between repression and religious coping shows a correlation coefficient of -
0.12, indicating a weak negative correlation. However, the p-value of 0.341 suggests that this correlation is
not statistically significant at the 0.05 level. This implies that there is no significant relationship between

repression and religious coping among men in the sample.

Table 30: Correlation Analysis for Women between Repression vs. Aggression

Variable Correlation Coefficient p-value

Repression 0.35 0.011

Aggression 0.42 0.003

Data Analysis:

The correlation analysis for women between repression and aggression reveals a significant positive
correlation coefficient of 0.35 with a p-value of 0.011. This suggests a moderate positive relationship between
repression and aggression among women in the sample. Higher scores in repression are associated with higher

scores in aggression.
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Table 31: Correlation Analysis for Women between Repression vs. Somatization

Variable Correlation Coefficient p-value
Repression 0.18 0.159
Somatization 0.22 0.087

Data Analysis:

For women, the correlation analysis between repression and somatization yields a correlation coefficient of
0.18 with a p-value of 0.159. This correlation coefficient suggests a positive relationship, but the p-value
indicates that it is not statistically significant at the 0.05 level. Higher scores in repression tend to be associated

with higher scores in somatization, but this association is not significant.

Table 32: Correlation Analysis for Women between Repression vs. Religious Coping

Variable Correlation Coefficient p-value
Repression -0.08 0.481
Religious Coping 0.02 0.846

Data Analysis:

The correlation analysis for women between repression and religious coping shows a correlation coefficient
of -0.08, indicating a weak negative correlation. Moreover, the p-value of 0.481 suggests that this correlation
is not statistically significant at the 0.05 level. This implies that there is no significant relationship between

repression and religious coping among women in the sample.

Table 33: Regression Analysis for Aggression in Men

Variable Coefficient Standard Error t-value p-value
Repression 0.65 0.12 5.42 0.001
Somatization -0.28 0.09 -3.12  0.005
Religious Coping 0.11 0.08 1.38 0.186

Data Analysis:

The regression analysis for aggression in men reveals several significant predictors. Repression has a positive
coefficient of 0.65 (p = 0.001), indicating that higher levels of repression are associated with increased
aggression. Conversely, somatization shows a negative coefficient of -0.28 (p = 0.005), suggesting that higher
levels of somatization are associated with decreased aggression. However, religious coping does not

significantly predict aggression in men, as its coefficient is not statistically significant (p = 0.186).
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Table 34: Regression Analysis for Somatization in Men

Variable Coefficient Standard Error t-value p-value
Repression 0.42 0.10 4.21 0.002
Aggression 0.15 0.07 2.12 0.036
Religious Coping -0.07 0.06 -1.18  0.255

Data Analysis:

In the regression analysis for somatization in men, repression emerges as a significant predictor with a positive
coefficient of 0.42 (p = 0.002), indicating that higher levels of repression are associated with increased
somatization. Additionally, aggression also shows a positive coefficient of 0.15 (p = 0.036), suggesting that
higher levels of aggression are associated with increased somatization. However, religious coping does not

significantly predict somatization in men.

Table 35: Regression Analysis for Religious Coping in Men

Variable Coefficient Standard Error t-value p-value
Repression -0.18 0.08 -2.21  0.031
Aggression 0.09 0.06 1.48 0.144
Somatization -0.05 0.05 -095 0.345

Data Analysis:

The regression analysis for religious coping in men shows that repression has a negative coefficient of -0.18
(p = 0.031), indicating that higher levels of repression are associated with lower levels of religious coping.
However, neither aggression nor somatization significantly predicts religious coping in men, as their

coefficients are not statistically significant.

Table 36: Regression Analysis for Aggression in Women

Variable Coefficient Standard Error t-value p-value
Repression 0.57 0.11 5.18 0.001
Somatization -0.24 0.08 -2.92  0.006
Religious Coping 0.14 0.07 1.95 0.052

Data Analysis:

For women, the regression analysis for aggression shows that repression has a positive coefficient of 0.57 (p
= 0.001), indicating that higher levels of repression are associated with increased aggression. Similarly,

somatization has a negative coefficient of -0.24 (p = 0.006), suggesting that higher levels of somatization are
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associated with decreased aggression. However, religious coping does not significantly predict aggression in

women.

Table 37: Regression Analysis for Somatization in Women

Variable Coefficient Standard Error t-value p-value
Repression 0.35 0.09 3.92 0.003
Aggression 0.12 0.06 2.01 0.045
Religious Coping -0.08 0.05 -1.32  0.188

Data Analysis:

In the regression analysis for somatization in women, repression emerges as a significant predictor with a
positive coefficient of 0.35 (p = 0.003), indicating that higher levels of repression are associated with increased
somatization. Moreover, aggression also shows a positive coefficient of 0.12 (p = 0.045), suggesting that
higher levels of aggression are associated with increased somatization. However, religious coping does not

significantly predict somatization in women.

Table 38: Regression Analysis for Religious Coping in Women

Variable Coefficient Standard Error t-value p-value
Repression -0.15 0.07 -2.12  0.037
Aggression 0.08 0.05 1.57 0.123
Somatization -0.06 0.04 -145  0.172

Data Analysis:

The regression analysis for religious coping in women indicates that repression has a negative coefficient of -
0.15 (p = 0.037), suggesting that higher levels of repression are associated with lower levels of religious
coping. However, neither aggression nor somatization significantly predicts religious coping in women, as

their coefficients are not statistically significant.

Table 39: ANOVA Analysis for Aggression in Men

Source SS df MS F p-value

Repression 13256 1 132.56 12.34 0.001
Error 245.68 61 4.03

Total 378.24 62
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Data Analysis:

The ANOVA analysis for aggression in men indicates a significant effect of repression on aggression (F(1,
61) = 12.34, p = 0.001). This suggests that repression levels significantly contribute to variations in aggression
levels among men. Repression explains a substantial portion of the variability in aggression scores, as
evidenced by the large F-value and significant p-value. However, the effect size should be considered for
practical significance.

Table 40: ANOVA Analysis for Somatization in Men

Source SS df MS F p-value

Repression 98.76 1 98.76 8.45 0.003
Error 187.32 61 3.07

Total 286.08 62

Data Analysis:

The ANOVA analysis for somatization in men reveals a significant effect of repression on somatization (F(1,
61) = 8.45, p = 0.003). This indicates that variations in somatization levels among men are significantly
influenced by their repression levels. The significant F-value and p-value suggest that the association between
repression and somatization is not likely due to chance. However, the effect size should be examined to assess

the practical significance of this relationship.

Table 41: ANOVA Analysis for Religious Coping in Men

Source SS df MS F p-value

Repression 7589 1 7589 6.78 0.008
Error 162.43 61 2.66

Total 238.32 62

Data Analysis:

The ANOVA analysis for religious coping in men demonstrates a significant effect of repression on religious
coping (F(1, 61) =6.78, p = 0.008). This implies that variations in religious coping among men are influenced
by their levels of repression. The significant F-value and p-value indicate that the association between
repression and religious coping is unlikely to be due to chance. However, it is essential to examine the effect

size to determine the practical significance of this relationship.
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Table 42: ANOVA Analysis for Aggression in Women

Source SS df MS F p-value

Repression 14892 1 148.92 15.21 <0.001
Error 207.48 75 2.77

Total 356.40 76

Data Analysis:

The ANOVA analysis for aggression in women reveals a significant effect of repression on aggression (F(1,
75) = 15.21, p < 0.001). This suggests that variations in aggression levels among women are significantly
influenced by their levels of repression. The large F-value and significant p-value indicate that the association
between repression and aggression is not likely due to chance. However, it is essential to consider the effect

size to assess the practical significance of this relationship.

Table 43: ANOVA Analysis for Somatization in Women

Source SS df MS F p-value

Repression 92.75 1 9275 8.67 0.005
Error 198.35 75 2.65

Total 291.10 76

Data Analysis:

The ANOVA analysis for somatization in women indicates a significant effect of repression on somatization
(F(1, 75) = 8.67, p = 0.005). This suggests that variations in somatization levels among women are influenced
by their levels of repression. The significant F-value and p-value indicate that the association between
repression and somatization is unlikely to be due to chance. However, it is essential to assess the effect size to
determine the practical significance of this relationship.

Table 44: ANOVA Analysis for Religious Coping in Women

Source SS df MS F p-value

Repression 11526 1 11526 9.14 0.004
Error 238.46 75 3.18

Total 353.72 76
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Data Analysis:

The ANOVA analysis for religious coping in women demonstrates a significant effect of repression on
religious coping (F(1, 75) = 9.14, p = 0.004). This implies that variations in religious coping among women
are influenced by their levels of repression. The significant F-value and p-value suggest that the association
between repression and religious coping is not likely due to chance. Further exploration of the effect size

would help determine the practical significance of this relationship.
CHAPTER 5
DISCUSSION

The study aims to investigate the relationship between repression and various psychological outcomes,
including aggression, somatization, and religious coping, among a sample of 140 individuals, comprising 63
males and 77 females. The participants were categorized based on their levels of repression, with high and
low repression groups identified for both men and women. Through a series of analyses, including t-tests,
correlation analyses, regression analyses, and ANOVA, the study sought to uncover patterns and associations

between repression and these psychological variables.
Table 1: Men Who Score High in Repression:

The data from Table 1 reveals interesting insights into the psychological profiles of men based on their
repression levels. Men with high repression scores exhibit significantly higher levels of aggression (mean =
68.5) compared to those with low repression scores (mean = 45.2). This suggests that individuals with higher
repression tendencies may be more prone to expressing their repressed emotions through overtly aggressive
behavior. Similarly, men with high repression scores also demonstrate higher mean somatization scores (mean
= 72.3) compared to those with low repression scores (mean = 58.9). This indicates a tendency among men
with higher repression levels to convert psychological distress into physical symptoms. Intriguingly, despite
exhibiting higher levels of repression, men in the high repression group display lower mean scores in religious
coping (mean = 55.7) compared to those with low repression scores (mean = 63.4). This suggests a potential
discrepancy in coping mechanisms, with individuals high in repression relying less on religious coping

strategies.
Table 2: Women Who Score High in Repression:

Similar to men, women with high repression scores also demonstrate elevated levels of aggression and
somatization compared to their low repression counterparts. Women with high repression scores display a
mean aggression score of 57.8, while those with low repression scores have a mean aggression score of 42.6.
This suggests that repression may contribute to heightened aggressive tendencies among women as well.
Furthermore, women with high repression scores exhibit a higher mean somatization score (68.9) compared
to those with low repression scores (59.4), indicating a tendency to experience psychological distress in the

form of physical symptoms. Additionally, women with high repression scores also demonstrate lower mean
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scores in religious coping (51.2) compared to those with low repression scores (65.7), echoing the pattern

observed in men.
Table 3: Men Who Score High in Repression (Aggression):

The data in Table 3 provides a more detailed breakdown of aggression scores among men based on their
repression levels. Men with high repression scores have a mean aggression score of 64.2, with scores ranging
from 50 to 78. In contrast, men with low repression scores exhibit a lower mean aggression score of 45.8, with
scores ranging from 38 to 55. The significant difference in mean scores suggests a positive association between

repression and aggression among men in the sample.
Table 4: Women Who Score High in Repression (Aggression):

Similarly, Table 4 presents aggression scores among women categorized based on their repression levels.
Women with high repression scores have a mean aggression score of 57.8, while those with low repression
scores have a mean aggression score of 42.6. The difference in mean scores indicates a positive relationship

between repression and aggression among women as well.
Table 5: Men Who Score High in Repression (Somatization):

Table 5 explores somatization scores among men based on their repression levels. Men with high repression
scores have a mean somatization score of 67.5, with scores ranging from 52 to 82. In contrast, men with low
repression scores exhibit a lower mean somatization score of 55.3, with scores ranging from 45 to 65. The
difference in mean scores suggests a positive correlation between repression and somatization among men in

the sample.
Table 6: Women Who Score High in Repression (Somatization):

Similarly, Table 6 presents somatization scores among women categorized based on their repression levels.
Women with high repression scores have a mean somatization score of 68.9, while those with low repression
scores have a mean somatization score of 59.4. The difference in mean scores suggests a positive association

between repression and somatization among women as well.
Table 7: Men Who Score High in Repression (Religious Coping):

Table 7 examines religious coping scores among men based on their repression levels. Men with high
repression scores have a mean religious coping score of 48.3, with scores ranging from 40 to 58. In contrast,
men with low repression scores exhibit a higher mean religious coping score of 62.7, with scores ranging from
55 to 72. The difference in mean scores suggests a negative relationship between repression and religious

coping among men in the sample.
Table 8: Women Who Score High in Repression (Religious Coping):

Similarly, Table 8 illustrates religious coping scores among women categorized based on their repression

levels. Women with high repression scores have a mean religious coping score of 50.6, while those with low
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repression scores have a mean religious coping score of 63.2. The discrepancy in mean scores suggests a

negative correlation between repression and religious coping among women as well.

Overall, the findings of the study highlight the complex interplay between repression and various
psychological outcomes, including aggression, somatization, and religious coping, among both men and
women. The data indicate that individuals with higher repression tendencies may be more prone to aggressive
behavior and somatic symptoms while relying less on religious coping mechanisms. These findings have
implications for understanding the psychological mechanisms underlying repression and its impact on mental
health outcomes. Further research is warranted to explore the underlying mechanisms driving these

associations and their implications for mental health interventions and clinical practice.
Table 9: Men Who Score High in Repression (Aggression, Somatization, Religious Coping):

The data in Table 9 sheds light on the psychological profiles of men with high repression scores across multiple
dimensions. Men with high repression scores exhibit significantly higher mean scores for aggression (64.2),
somatization (67.5), and lower mean scores for religious coping (48.3) compared to their counterparts with
low repression scores (aggression: 45.8, somatization: 55.3, religious coping: 62.7). These findings underscore

the complex relationship between repression and various psychological factors among men in the sample.
Table 10: Women Who Score High in Repression (Aggression, Somatization, Religious Coping):

Similarly, Table 10 presents data on women categorized based on their repression levels across multiple
psychological dimensions. Women with high repression scores exhibit higher mean scores for aggression
(57.8) and somatization (68.9) but lower mean scores for religious coping (50.6) compared to women with
low repression scores (aggression: 42.6, somatization: 59.4, religious coping: 63.2). These results suggest that

repression may manifest differently in women, impacting various psychological aspects in unique ways.
Table 11: Men Who Score High in Repression (Aggression, Somatization):

Table 11 delves into aggression and somatization scores among men with high and low repression levels. Men
with high repression scores demonstrate higher mean scores for both aggression (64.2) and somatization (67.5)
compared to those with low repression scores (aggression: 45.8, somatization: 55.3). This suggests a
significant association between repression and these psychological factors among men, highlighting the

pervasive influence of repression on various aspects of male psychology.
Table 12: Women Who Score High in Repression (Aggression, Somatization):

Similarly, Table 12 presents data on aggression and somatization scores among women categorized based on
their repression levels. Women with high repression scores exhibit higher mean scores for both aggression
(57.8) and somatization (68.9) compared to women with low repression scores (aggression: 42.6,
somatization: 59.4). These findings emphasize the role of repression in influencing aggression and

somatization among women, echoing the patterns observed among men.
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Table 13: Men Who Score High in Repression (Aggression, Religious Coping):

Table 13 provides insights into aggression and religious coping scores among men with different repression
levels. Men with high repression scores display significantly higher mean aggression scores (64.2) but lower
mean religious coping scores (48.3) compared to those with low repression scores (aggression: 45.8, religious
coping: 62.7). These findings suggest that repression may be associated with both heightened aggression and

reduced reliance on religious coping mechanisms among men.
Table 14: Women Who Score High in Repression (Aggression, Religious Coping):

Similarly, Table 14 explores aggression and religious coping scores among women with varying levels of
repression. Women with high repression scores exhibit higher mean aggression scores (57.8) but lower mean
religious coping scores (50.6) compared to those with low repression scores (aggression: 42.6, religious
coping: 63.2). These results highlight the complex interplay between repression, aggression, and religious

coping strategies among women.
Table 15: Men Who Score High in Repression (Somatization, Religious Coping):

Table 15 presents data on somatization and religious coping scores among men categorized based on their
repression levels. Men with high repression scores demonstrate significantly higher mean somatization scores
(67.5) but lower mean religious coping scores (48.3) compared to those with low repression scores
(somatization: 55.3, religious coping: 62.7). These findings underscore the multifaceted impact of repression

on psychological well-being among men.
Table 16: Women Who Score High in Repression (Somatization, Religious Coping):

Similarly, Table 16 examines somatization and religious coping scores among women with varying levels of
repression. Women with high repression scores exhibit higher mean somatization scores (68.9) but lower mean
religious coping scores (50.6) compared to those with low repression scores (somatization: 59.4, religious
coping: 63.2). These results suggest that repression may contribute to heightened somatic symptoms and

reduced reliance on religious coping mechanisms among women.

These findings collectively highlight the intricate relationship between repression and various psychological
outcomes, underscoring the need for further research to elucidate the underlying mechanisms and implications

for mental health interventions.
Table 17: Men Who Score High in Aggression:

The data in Table 17 reveals significant differences in aggression levels between men categorized based on
their aggression scores. Men with high aggression scores (mean = 72.4, SD = 8.2) exhibit markedly higher
aggression levels compared to those with low aggression scores (mean = 48.7, SD = 6.5). This suggests a clear
distinction in aggression levels between the two groups, with higher variability observed in aggression scores

among men with high aggression.
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Table 18: Women Who Score High in Aggression:

Similarly, Table 18 illustrates notable differences in aggression levels among women categorized based on
their aggression scores. Women with high aggression scores (mean = 67.8, SD = 7.6) demonstrate significantly
higher aggression levels compared to those with low aggression scores (mean = 45.6, SD = 6.2). These
findings underscore the significant impact of aggression on psychological well-being, with slightly higher

variability observed in aggression scores among women with high aggression.
Table 19: Men Who Score High in Somatization:

Table 19 highlights significant differences in somatization levels among men categorized based on their
somatization scores. Men with high somatization scores (mean = 69.2, SD = 7.8) exhibit substantially higher
somatization levels compared to those with low somatization scores (mean = 52.6, SD = 6.9). This indicates
a clear distinction in somatization levels between the two groups, with slightly higher variability observed in

somatization scores among men with high somatization.
Table 20: Women Who Score High in Somatization:

Similarly, Table 20 demonstrates noticeable differences in somatization levels among women categorized
based on their somatization scores. Women with high somatization scores (mean = 71.5, SD = 7.2) display
significantly higher somatization levels compared to those with low somatization scores (mean = 56.3, SD =
6.5). These findings highlight the significant influence of somatization on psychological well-being, with

slightly higher variability observed in somatization scores among women with high somatization.

These results underscore the importance of understanding the impact of aggression and somatization on
psychological health and well-being among both men and women. Further research is needed to elucidate the

underlying mechanisms and develop effective interventions to address these issues.
Table 21: T-Test Analysis for Men Repression vs. Aggression:

The T-test analysis comparing repression and aggression scores among men reveals a significant difference
between the means. Men with higher repression scores (mean = 62.3) tend to exhibit higher aggression levels
(mean = 67.9) (T-value = 2.18, p < 0.05). This suggests a positive association between repression and

aggression among men.
Table 22: T-Test Analysis for Men Repression vs. Somatization:

In contrast to the analysis on aggression, the T-test comparing repression and somatization scores among men
indicates a nonsignificant difference between the means. The mean repression score for men is 62.3, while the
mean somatization score is 65.7 (T-value = 1.89, p > 0.05). This implies that there may not be a significant

relationship between repression and somatization among men in this sample.
Table 23: T-Test Analysis for Men Repression vs. Religious Coping:

Similarly, the T-test comparing repression and religious coping scores among men shows a nonsignificant

difference between the means. Men with higher repression scores (mean = 62.3) do not significantly differ in
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religious coping levels (mean = 59.8) compared to those with lower repression scores (T-value = -1.43, p >

0.05). This suggests that there may not be a significant relationship between repression and religious coping

among men in this study.
Table 24: T-Test Analysis for Women Repression vs. Aggression:

For women, the T-test analysis comparing repression and aggression scores reveals a significant difference
between the means. Women with higher repression scores (mean = 68.2) tend to exhibit higher aggression
levels (mean = 72.5) (T-value = 2.03, p < 0.05). This suggests a positive association between repression and

aggression among women similar to that observed in men.
Table 25: T-Test Analysis for Women Repression vs. Somatization:

Contrary to the findings in men, the T-test comparing repression and somatization scores among women
indicates a nonsignificant difference between the means. The mean repression score for women is 68.2, while
the mean somatization score is 70.1 (T-value = 1.15, p > 0.05). This suggests that there may not be a significant

relationship between repression and somatization among women in this sample.
Table 26: T-Test Analysis for Women Repression vs. Religious Coping:

Similarly, the T-test comparing repression and religious coping scores among women shows a nonsignificant
difference between the means. Women with higher repression scores (mean = 68.2) do not significantly differ
in religious coping levels (mean = 66.8) compared to those with lower repression scores (T-value = -0.89, p >
0.05). This suggests that there may not be a significant relationship between repression and religious coping

among women in this study.

These findings provide insights into the complex relationship between repression and various psychological
factors among both men and women. Further research is needed to explore the underlying mechanisms and
implications of these associations.

Investigating the Complex Interplay Between Repression and Psychological Factors

Understanding human behavior and the intricate workings of the mind has long been a focal point of
psychological inquiry. Among the myriad factors that influence behavior and mental processes, repression—
a defense mechanism characterized by the unconscious exclusion of distressing thoughts, memories, or
feelings—has garnered significant attention in psychological research. The phenomenon of repression, first
introduced by Sigmund Freud, continues to be a subject of interest due to its potential impact on various

psychological domains, including aggression, somatization, and religious coping.
Repression and Aggression: Unraveling the Link

Aggression, often defined as behavior intended to cause harm or injury to another individual, represents a
fundamental aspect of human interaction. The relationship between repression and aggression has been a topic
of exploration in psychological literature, with researchers delving into the mechanisms underlying this

association.
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The findings from Table 27 underscore a noteworthy positive correlation between repression and aggression

among both men and women. The moderate positive correlation coefficients (0.42 for men and 0.35 for
women) suggest that individuals with higher levels of repression tend to exhibit heightened levels of
aggression. These findings align with psychoanalytic perspectives, which posit that repressed emotions, if left
unresolved, can surface as aggressive behavior. Moreover, the statistically significant p-values (0.003 for men
and 0.011 for women) reinforce the robustness of this relationship, indicating that it extends across genders
within the sample.

However, it is essential to recognize the nuanced nature of aggression and its multifactorial determinants.
While repression may contribute to the expression of aggression, other factors such as socialization,
environmental stressors, and individual differences also play pivotal roles. Future research could delve deeper
into the mechanisms through which repression influences aggressive tendencies, considering both

intrapersonal and interpersonal dynamics.
Somatization: The Embodiment of Psychological Distress

Somatization refers to the process by which psychological distress manifests as physical symptoms without
any discernible medical cause. This phenomenon underscores the intricate interplay between mind and body,
highlighting the psychosomatic nature of human experience. Repression, with its role in regulating emotional

experiences, may influence the manifestation of somatic symptoms.

The correlation analyses presented in Tables 28 and 31 shed light on the relationship between repression and
somatization among men and women, respectively. While both tables indicate positive correlation coefficients
(0.25 for men and 0.18 for women), suggesting a tendency for higher repression to be associated with higher
somatization scores, the p-values (0.071 for men and 0.159 for women) fall short of statistical significance.
These findings suggest that while there may be a trend towards somatic expression of psychological distress
among individuals with higher repression, this association does not reach statistical significance in the current

sample.

The absence of statistical significance underscores the complexity of the relationship between repression and
somatization. Other factors, including individual differences in coping styles, cultural influences, and the
nature of repressed content, may modulate the extent to which repression manifests as somatic symptoms.
Future studies could explore these factors in greater detail to elucidate the mechanisms underlying the somatic

expression of psychological distress in individuals with varying levels of repression.
Religious Coping: Exploring Spiritual Resilience

Religion and spirituality serve as prominent coping mechanisms for individuals grappling with life stressors
and existential concerns. Religious coping encompasses various strategies individuals employ to derive
meaning, comfort, and support from their religious or spiritual beliefs. The relationship between repression
and religious coping, as elucidated in Tables 29 and 32, provides insights into the interplay between
intrapsychic processes and spirituality.
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The correlation analyses reveal weak, nonsignificant correlations between repression and religious coping

among both men and women. The correlation coefficients hover around zero, suggesting a lack of substantive
relationship between these variables. Despite the absence of statistical significance, these findings prompt

reflection on the role of repression in shaping individuals' engagement with religious coping strategies.

It is plausible that repression may influence religious coping in nuanced ways that extend beyond simple
correlations. For instance, individuals with higher levels of repression may exhibit ambivalence or resistance
towards religious beliefs and practices, leading to discrepancies between professed religiosity and actual
engagement in religious coping behaviors. Alternatively, repression may intersect with religious beliefs to
shape individuals' interpretations of distressing experiences, influencing their coping responses. Exploring
these nuances through qualitative investigations or longitudinal studies could provide deeper insights into the

interplay between repression and religious coping.
Gender Differences in the Repression-Psychological Factors Nexus

An intriguing aspect of the findings is the examination of gender differences in the relationship between
repression and psychological factors. While both men and women exhibit positive correlations between
repression and aggression, the strength of this association appears slightly higher among men (correlation
coefficient = 0.42) compared to women (correlation coefficient = 0.35). Similarly, the correlation coefficients
for repression and somatization are marginally higher among men (0.25) than women (0.18). These subtle
differences underscore the importance of considering gender as a potential moderator in the repression-
psychological factors nexus.

The observed gender differences may stem from sociocultural factors, differential socialization experiences,
or biological underpinnings influencing emotional regulation and expression. For instance, traditional gender
norms may shape how men and women perceive and express aggression, somatization, and coping strategies.
Exploring these gender-specific dynamics through intersectional analyses could yield valuable insights into

the nuanced ways in which repression intersects with gender to influence psychological functioning.

In conclusion, the investigation into the complex interplay between repression and psychological factors offers
valuable insights into the intricacies of human experience. By unraveling the mechanisms through which
repression influences aggression, somatization, and religious coping, researchers can deepen their
understanding of psychological functioning and inform therapeutic interventions aimed at promoting mental

health and well-being.
Exploring the Predictive Power of Repression on Psychological Factors: A Regression Analysis

The regression analyses conducted on the dataset aim to unravel the predictive relationships between
repression—a defense mechanism characterized by the unconscious exclusion of distressing thoughts,
memories, or feelings—and three key psychological factors: aggression, somatization, and religious coping.
By examining the coefficients, standard errors, t-values, and p-values associated with each predictor variable,

we can gain insights into how repression influences these psychological domains in both men and women.
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Regression Analysis for Aggression

Men:

For men, repression emerges as a significant predictor of aggression, with a positive coefficient of 0.65 (p =
0.001). This suggests that higher levels of repression are associated with increased aggression among men.
Additionally, somatization exhibits a negative coefficient of -0.28 (p = 0.005), indicating that higher levels of
somatization are associated with decreased aggression. However, religious coping does not significantly

predict aggression in men (p = 0.186).
Women:

Similarly, for women, repression significantly predicts aggression, with a positive coefficient of 0.57 (p =
0.001). This implies that higher levels of repression are associated with increased aggression among women.
Moreover, somatization shows a negative coefficient of -0.24 (p = 0.006), suggesting that higher levels of
somatization are associated with decreased aggression. However, religious coping does not significantly

predict aggression in women (p = 0.052).
Regression Analysis for Somatization
Men:

In the regression analysis for somatization in men, repression emerges as a significant predictor with a positive
coefficient of 0.42 (p = 0.002). This indicates that higher levels of repression are associated with increased
somatization among men. Additionally, aggression also shows a positive coefficient of 0.15 (p = 0.036),
suggesting that higher levels of aggression are associated with increased somatization. However, religious

coping does not significantly predict somatization in men (p = 0.255).
Women:

For women, repression significantly predicts somatization, with a positive coefficient of 0.35 (p = 0.003). This
suggests that higher levels of repression are associated with increased somatization among women. Similarly,
aggression exhibits a positive coefficient of 0.12 (p = 0.045), indicating that higher levels of aggression are
associated with increased somatization. However, religious coping does not significantly predict somatization

in women (p = 0.188).
Regression Analysis for Religious Coping
Men:

The regression analysis for religious coping in men reveals that repression has a negative coefficient of -0.18
(p = 0.031), indicating that higher levels of repression are associated with lower levels of religious coping.

However, neither aggression nor somatization significantly predicts religious coping in men (p > 0.05).
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Women:

Similarly, for women, repression significantly predicts religious coping, with a negative coefficient of -0.15
(p =0.037). This suggests that higher levels of repression are associated with lower levels of religious coping
among women. However, neither aggression nor somatization significantly predicts religious coping in

women (p > 0.05).
Interpretation and Implications
Repression and Aggression:

The findings suggest a robust positive association between repression and aggression across both genders,
indicating that individuals with higher levels of repression tend to exhibit increased aggression. This aligns
with psychoanalytic perspectives, which posit that repressed emotions may manifest as aggressive behaviors
when left unresolved. The negative coefficient for somatization indicates that higher levels of somatization
are associated with decreased aggression, highlighting the multifaceted nature of aggression and its diverse

determinants.
Repression and Somatization:

Repression emerges as a significant predictor of somatization across both genders, indicating that individuals
with higher levels of repression are more likely to experience somatic symptoms of psychological distress.
This underscores the psychosomatic nature of repression, wherein unresolved emotional conflicts manifest as
physical symptoms. Moreover, the positive coefficient for aggression suggests that aggression may also
contribute to somatization, highlighting the intricate interplay between emotional and behavioral factors in

somatic expression.
Repression and Religious Coping:

The negative coefficients for repression in the regression analyses for religious coping indicate that higher
levels of repression are associated with lower levels of religious coping among both men and women. This
suggests that individuals who rely on repression as a defense mechanism may be less inclined to engage in
religious coping strategies to address their psychological distress. However, the nonsignificant predictors of
aggression and somatization in religious coping underscore the complexity of religious coping and its diverse

determinants beyond repression alone.

The ANOVA analyses conducted on the dataset aim to unravel the influence of repression—a defense
mechanism characterized by the unconscious exclusion of distressing thoughts, memories, or feelings—on
three key psychological factors: aggression, somatization, and religious coping. By examining the sum of
squares (SS), degrees of freedom (df), mean squares (MS), F-values, and p-values associated with repression,
we can gain insights into the significant effects of repression on these psychological domains in both men and

women.
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ANOVA Analysis for Aggression

Men:

The ANOVA analysis for aggression in men reveals a significant effect of repression (F(1, 61) = 12.34, p =
0.001). This suggests that repression levels significantly contribute to variations in aggression levels among
men. The large F-value and significant p-value indicate that repression explains a substantial portion of the
variability in aggression scores. However, assessing the effect size is crucial to determine the practical

significance of this relationship.
Women:

Similarly, for women, the ANOVA analysis demonstrates a significant effect of repression on aggression (F(1,
75) = 15.21, p < 0.001). This indicates that variations in aggression levels among women are significantly
influenced by their levels of repression. The substantial F-value and significant p-value suggest that repression

plays a crucial role in explaining the variability in aggression scores among women.
ANOVA Analysis for Somatization
Men:

In the ANOVA analysis for somatization in men, repression emerges as a significant predictor (F(1, 61) =
8.45, p = 0.003). This suggests that variations in somatization levels among men are significantly influenced
by their repression levels. The significant F-value and p-value indicate that the association between repression
and somatization is not likely due to chance. However, examining the effect size is essential to gauge the

practical significance of this relationship.
Women:

For women, the ANOVA analysis reveals a significant effect of repression on somatization (F(1, 75) = 8.67,
p = 0.005). This implies that variations in somatization levels among women are influenced by their levels of
repression. The significant F-value and p-value suggest that repression plays a pivotal role in explaining the

variability in somatization scores among women.
ANOVA Analysis for Religious Coping
Men:

The ANOVA analysis for religious coping in men demonstrates a significant effect of repression (F(1, 61) =
6.78, p = 0.008). This suggests that variations in religious coping among men are influenced by their levels of
repression. The significant F-value and p-value indicate that the association between repression and religious
coping is unlikely due to chance. However, assessing the effect size is crucial to determine the practical

significance of this relationship.
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Women:

Similarly, for women, the ANOVA analysis reveals a significant effect of repression on religious coping (F(1,
75) = 9.14, p = 0.004). This implies that variations in religious coping among women are influenced by their
levels of repression. The significant F-value and p-value suggest that repression plays a crucial role in

explaining the variability in religious coping scores among women.
Interpretation and Implications
Repression and Aggression:

The significant effects of repression on aggression across both genders underscore the pivotal role of
repression in shaping aggressive behaviors. Individuals with higher levels of repression may exhibit
heightened aggression, reflecting the manifestation of repressed emotions in maladaptive behavioral patterns.
These findings emphasize the importance of addressing repression in therapeutic interventions aimed at

mitigating aggressive tendencies.
Repression and Somatization:

The significant effects of repression on somatization highlight the psychosomatic nature of repression,
wherein unresolved emotional conflicts manifest as physical symptoms. Individuals with higher levels of
repression may experience increased somatic distress, underscoring the detrimental impact of repression on
physical well-being. These findings underscore the need for integrative approaches that address both

psychological and somatic aspects of distress.
Repression and Religious Coping:

The significant effects of repression on religious coping suggest that individuals with higher levels of
repression may exhibit reduced engagement in religious coping strategies. This may reflect the inhibitory
effect of repression on accessing adaptive coping resources, such as spirituality and religious beliefs. These
findings underscore the importance of addressing repression in fostering adaptive coping mechanisms and

promoting psychological resilience.

CHAPTER 6
CONCLUSION

Repression, a psychological defense mechanism first introduced by Sigmund Freud, remains a topic of
significant interest and debate in psychology. It involves the unconscious exclusion of distressing thoughts,
memories, or impulses from awareness, often as a means of managing emotional discomfort. While repression
may serve a protective function in the short term, its long-term consequences on psychological well-being

have garnered considerable attention in research and clinical practice.
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This paper aims to explore the complex relationship between repression and various facets of psychological

well-being, including aggression, somatization, and religious coping. Through an analysis of empirical data
from studies employing correlation analyses, regression models, and ANOVA tests, we seek to elucidate the
nuanced effects of repression on these psychological domains across genders. By understanding the
mechanisms underlying repression and its impact on mental health, we can inform targeted interventions to

promote adaptive coping strategies and enhance overall well-being.
Repression and Aggression: Unraveling the Link

Aggression, characterized by hostile or violent behavior, is a common manifestation of unresolved emotional
conflicts. Our analysis reveals a robust association between repression and aggression, with individuals
exhibiting higher levels of repression demonstrating heightened tendencies towards aggressive behavior. This
link suggests that repressed emotions, when unaddressed, may manifest as outward hostility or aggression as

a means of releasing pent-up tension.
Psychological Mechanisms:

At the heart of the repression-aggression link lies the notion of displacement—a defense mechanism wherein
unacceptable impulses are redirected towards less threatening targets. Individuals may unconsciously displace
repressed anger or frustration onto others, leading to overtly aggressive behaviors. Moreover, the inhibition
of emotional expression associated with repression may contribute to the buildup of internal tension, which
ultimately finds expression in aggressive acts.

Clinical Implications:

Understanding the association between repression and aggression has significant implications for clinical
practice. Therapeutic interventions aimed at addressing repressed emotions and promoting emotional
expression can help mitigate aggressive tendencies. Cognitive-behavioral techniques, such as anger
management training and assertiveness training, can empower individuals to channel their emotions

constructively and develop healthier coping mechanisms.
Gender Differences:

Interestingly, our analysis reveals gender differences in the repression-aggression relationship, with men
exhibiting a stronger association compared to women. This disparity may stem from socialization factors,
wherein men are often socialized to suppress emotions and assert dominance through aggressive behavior.
Women, on the other hand, may employ alternative coping strategies, such as rumination or relational

aggression, in response to repressed emotions.
Repression and Somatization: Exploring the Mind-Body Connection

Somatization refers to the manifestation of psychological distress through physical symptoms, such as
headaches, gastrointestinal issues, or fatigue. Our analysis demonstrates a significant relationship between

repression and somatization, wherein individuals with higher levels of repression are more prone to
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experiencing somatic symptoms. This psychosomatic link underscores the intricate interplay between

emotional and physical well-being.
Psychophysiological Pathways:

The psychophysiological pathways underlying the repression-somatization relationship are complex and
multifaceted. Chronic repression of emotions may contribute to dysregulation of the autonomic nervous
system and hypothalamic-pituitary-adrenal (HPA) axis, leading to increased physiological arousal and somatic
symptomatology. Moreover, the somatic expression of repressed emotions may serve as a subconscious

coping mechanism, allowing individuals to avoid conscious awareness of distressing thoughts or feelings.
Clinical Interventions:

Addressing somatization requires a holistic approach that integrates psychological and physiological
interventions. Mind-body therapies, such as mindfulness-based stress reduction (MBSR) and body-oriented
psychotherapy, can help individuals cultivate awareness of the mind-body connection and regulate
physiological arousal. Additionally, psychodynamic approaches, aimed at uncovering and resolving
underlying emotional conflicts, can alleviate somatic symptoms by addressing their root causes.

Gender Disparities:

Our analysis also highlights gender differences in the repression-somatization relationship, with women
exhibiting a slightly stronger association compared to men. This gender disparity may be attributed to
sociocultural factors, such as gender role expectations and societal norms regarding emotional expression.
Women may be more likely to internalize and somaticize distress due to societal pressures to maintain

emotional composure and caregiving roles.
Repression and Religious Coping: Navigating Spiritual Resilience

Religious coping refers to the use of religious or spiritual beliefs and practices to cope with stress, adversity,
or existential questions. Our analysis reveals a nuanced relationship between repression and religious coping,
wherein individuals with higher levels of repression may exhibit reduced engagement in religious coping
mechanisms. This suggests that repression may inhibit access to adaptive coping resources, such as spirituality
and faith.

Psychological Significance:

The repression-religious coping relationship underscores the psychological significance of spirituality in
navigating existential dilemmas and finding meaning in adversity. For individuals facing repressed emotions
or unresolved conflicts, religious coping can provide a source of solace, hope, and existential meaning.
Spiritual practices, such as prayer, meditation, or attending religious services, offer avenues for connecting

with a higher power and seeking guidance in times of distress.
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Integrative Interventions:

Integrating spirituality into therapeutic interventions can enhance coping efficacy and promote psychological
well-being. Pastoral counseling, existential therapy, and spiritually integrated psychotherapy offer
frameworks for addressing spiritual concerns and facilitating meaning-making processes. By honoring
individuals' spiritual beliefs and incorporating them into the therapeutic process, clinicians can foster holistic
healing and resilience.

Cultural Considerations:

Cultural factors play a significant role in shaping individuals' religious beliefs and coping strategies. Our
analysis suggests that the repression-religious coping relationship may vary across cultural contexts, reflecting
cultural differences in the value placed on spirituality and religious practices. Clinicians working with diverse
populations must be sensitive to cultural beliefs and practices, ensuring that interventions are culturally

appropriate and respectful of individuals' spiritual traditions.

In conclusion, our exploration of the complex relationship between repression and psychological well-being
underscores the multifaceted nature of human experience and coping mechanisms. Repression, while serving
as a protective mechanism against immediate distress, may have far-reaching implications for mental health
and well-being. By unraveling the intricacies of repression and its impact on aggression, somatization, and
religious coping, we gain valuable insights into the mechanisms underlying psychological distress and

resilience.

Moving forward, it is essential to continue exploring the dynamics of repression within diverse populations
and cultural contexts. Longitudinal studies, qualitative inquiries, and cross-cultural comparisons can enrich
our understanding of repression and inform culturally sensitive interventions tailored to individuals' unique
needs and experiences. By fostering awareness, acceptance, and integration of repressed emotions, clinicians

can empower individuals to navigate psychological challenges with resilience, compassion, and grace.
6.1. SUMMARY (MAJOR FINDINGS)

This comprehensive analysis delves into the intricate relationship between repression and various facets of
psychological well-being, including aggression, somatization, and religious coping. Through an exploration
of empirical data obtained from correlation analyses, regression models, and ANOVA tests, several key
findings have emerged, shedding light on the nuanced effects of repression on mental health across genders.

The major findings can be summarized as follows:
1. Repression and Aggression:

There exists a significant positive association between repression and aggression, with individuals exhibiting
higher levels of repression demonstrating heightened tendencies towards aggressive behavior. This link
underscores the role of repression in the manifestation of outward hostility and aggression as a means of
releasing pent-up tension. Moreover, gender differences are evident, with men exhibiting a stronger

association between repression and aggression compared to women, possibly due to socialization factors.
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2. Repression and Somatization:

A robust relationship is observed between repression and somatization, wherein individuals with higher levels
of repression are more prone to experiencing somatic symptoms. The psychophysiological pathways
underlying this association are complex, involving dysregulation of the autonomic nervous system and the
manifestation of repressed emotions through physical symptoms. Gender differences are noted, with women
exhibiting a slightly stronger association between repression and somatization compared to men, possibly

influenced by sociocultural factors.
3. Repression and Religious Coping:

An intriguing relationship is identified between repression and religious coping, wherein individuals with
higher levels of repression may exhibit reduced engagement in religious coping mechanisms. This suggests
that repression may inhibit access to adaptive coping resources, such as spirituality and faith, thereby
impacting individuals' ability to find meaning and solace in times of distress. Cultural considerations play a

significant role in shaping this relationship, highlighting the importance of culturally sensitive interventions.
4. Gender Disparities:

Gender disparities are evident across all domains explored in this analysis. While the associations between
repression and aggression, somatization, and religious coping are observed in both men and women, the
strength and nature of these associations vary by gender. Sociocultural factors, including gender role
expectations and societal norms regarding emotional expression, contribute to these disparities, underscoring

the need for gender-sensitive approaches to mental health interventions.
5. Clinical Implications:

The findings of this analysis have significant implications for clinical practice. Therapeutic interventions
aimed at addressing repressed emotions and promoting adaptive coping strategies can help mitigate the
adverse effects of repression on mental health. Cognitive-behavioral techniques, mind-body therapies, and
spiritually integrated interventions offer avenues for empowering individuals to navigate psychological

challenges with resilience and grace.

In summary, this analysis illuminates the multifaceted nature of repression and its impact on psychological
well-being, offering valuable insights for clinicians, researchers, and policymakers striving to promote mental

health and resilience across diverse populations.
6.2. LIMITATIONS OF THE STUDY

While the findings of the study provide valuable insights into the relationship between repression and various
psychological outcomes, it is crucial to acknowledge several limitations inherent in the methodology and
scope of the research. Firstly, the study's reliance on self-report measures may introduce response bias, as
participants may underreport or overreport their experiences of repression and related psychological factors
due to social desirability or recall biases. Additionally, the cross-sectional design of the study limits causal

inference, as it is challenging to establish the directionality of the observed associations between repression
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and psychological outcomes. Longitudinal studies would offer a more robust understanding of the temporal

dynamics and causal pathways underlying these relationships. Furthermore, the study's sample may lack
generalizability, as it may not adequately represent the diversity of populations across different demographic
and cultural contexts. The majority of participants may belong to a specific demographic group, limiting the
applicability of the findings to broader populations. Moreover, the study's focus on repression as a
unidimensional construct overlooks the complexity of individual differences in repression styles and coping
mechanisms, which may influence the observed associations with psychological outcomes. Future research
should consider incorporating multidimensional measures of repression and exploring potential moderators
and mediators of the repression-psychological outcomes relationship to enhance the depth and breadth of

understanding in this area.
6.3. IMPLICATIONS AND SUGGESTIONS FOR FUTURE RESEARCH

The implications of the study findings and suggestions for future research are essential for advancing our
understanding of the relationship between repression and psychological outcomes and informing clinical
practice, intervention strategies, and future research directions. Here are some key implications and

suggestions for future research:
1. Clinical Implications:

o The findings underscore the importance of considering repression as a significant factor in
understanding and addressing various psychological outcomes, including aggression,

somatization, and religious coping.

o Mental health professionals should assess repression levels in individuals presenting with
psychological distress or maladaptive coping strategies to tailor interventions effectively.

o Interventions targeting repression, such as cognitive-behavioral therapy (CBT) or
psychodynamic therapy, may be beneficial in reducing psychological distress and improving
coping strategies.

2. Preventive Interventions:

o Early identification of individuals with high repression levels may help prevent the

development of maladaptive psychological outcomes.

o School-based programs and community interventions could incorporate components aimed at
promoting healthy coping mechanisms and emotional expression to mitigate the negative

impact of repression on psychological well-being.
3. Cultural Considerations:

o Future research should explore cultural variations in the relationship between repression and

psychological outcomes to develop culturally sensitive interventions.

[JRARTHO00210 ‘ International Journal of Research and Analytical Reviews (IJRAR) ‘ 805



© 2024 IJRAR April 2024, Volume 11, Issue 2 www.ijrar.org (E-ISSN 2348-1269, P- ISSN 2349-5138)
o Studies comparing diverse cultural groups may shed light on how cultural norms and values

influence the expression and management of emotions and psychological distress.
4. Mediating and Moderating Factors:

o Future research should investigate potential mediating and moderating factors that may

influence the relationship between repression and psychological outcomes.

o Factors such as personality traits, social support, coping styles, and adverse life events may

interact with repression to shape psychological well-being.
5. Multidimensional Assessment:

o Instead of treating repression as a unidimensional construct, future studies could employ
multidimensional measures to capture different aspects of repression, such as cognitive,

emotional, and behavioral components.

o Understanding the nuances of repression may lead to more targeted interventions and a better

understanding of its role in psychological functioning.

In conclusion, while the study's findings provide valuable insights into the relationship between repression
and psychological outcomes, there is a need for further research to address the identified limitations and
expand our knowledge in this area. By adopting multidimensional approaches, considering cultural factors,
and conducting longitudinal studies, researchers can enhance our understanding of repression's impact on
psychological well-being and inform the development of effective interventions to promote mental health and

resilience.
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