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  ABSTRACT 

 

Background: Obsessive Compulsive Disorder (OCD) is a debilitating disorder having a lifetime prevalence 

of 1% to 3%. A significant number of advances have occurred in understanding the development and 

treatment of OCD, however, only close to 50% individuals with OCD respond to current interventions. 

Evaluation of underlying cognitive processes (metacognitive processes) appears to hold promise for 

advancing treatment outcomes for those who do fully identify having dysfunctional cognitive beliefs. The 

objective was to assess cognitive and metacognitive beliefs underlying obsessive compulsive behavior.  

Methodology: Twenty patients with obsessive compulsive disorder were compared with non-patient 

control sample of 20 participants on measures of obsessive beliefs and metacognitions. The clinical sample 

was also assessed on measures of obsessive compulsive symptom severity  

Results: A significantly higher occurrence of obsessive compulsive beliefs and metacognitions in clinical 

sample and positive correlations between obsessive compulsive symptom severity and cognitive and 

metacognitive belief domains. In addition, obsessive compulsive beliefs were significantly correlated with 

certain specific metacognitive domains. 

Conclusions: The findings suggest that those with OCD endorsed the presence of metacognitive beliefs. 

The metacognitive beliefs could be considered as underlying motivational process which appears to 

maintain obsessive compulsive behaviours. This preliminary observation requires further extensive 

evaluation.  
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INTRODUCTION 

 

Obsessive compulsive disorder (OCD) is a chronic and debilitating psychiatric disorder. It is the fourth 

most common psychiatric disorder with a lifetime prevalence of 1–3% in the community [1-2] and is 

recognized as one of the leading causes of psychiatric morbidity and disability worldwide [3-4]. 

Although, major advances have occurred in therapeutic treatment of OCD, still approximately 40% to 

60% OCD patients do not improve sufficiently with adequate and multiple trials of treatment with SRIs 

both in short-term trials and at long-term follow-up [5-7]. Patients who respond to medications achieve 

approximately 40% reduction in their symptoms [8-10]. CBT is currently a well established first line 

treatment for OCD, with long-term efficacy comparable to that of SRIs [11-12]. However, at completion of 

intervention program, CBT incorporating EX/RP leads to a higher reduction of symptoms; ranging from 

70% to 90% [13-14] although refusal rate is 25% [15] and 15% to 20% patients drop–out from CBT [11,16-

17].  
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The limitations associated with available cognitive-behavioral and pharmacological interventions, absence 

of clarity on etiology of OCD and growing research interest in cognitive appraisal models and belief 

domains of OCD have been the propellants towards development of cognitive frameworks and associated 

therapies. The motivation to develop newer frameworks appears to aim towards enhancement of the 

degree of global improvement for patients with OCD. 

Several cognitive models have proposed obsessive compulsive beliefs domains and the appraisal of 

intrusive thoughts in the etiology of obsessive compulsive symptoms [18]. Faulty appraisals of intrusive 

thoughts and beliefs about thoughts are considered to be significant in development of obsessions and 

compulsions. Salkovskis suggested that individuals with OCD tend to experience inflated sense of 

responsibility and fear of blame for occurrence of harm to others and to self [19-20]. To reduce the 

likelihood of occurrence of harm, to minimize danger/risk to others/self and to decrease sense of 

responsibility and blame, compulsive behaviours are performed.   

 

The cognitive models proposed by Rachman [21-22] Purdon and Clark [23] and Wells [24-25] highlight 

the significance of negative appraisals of intrusive thoughts as underlined by Salkovskis. However, here a 

significant focus is placed on beliefs about thoughts and thought process (Metacognitive Processes). The 

metacognitive models hold that metacognitive beliefs are beliefs about thoughts and thought process; 

which are central to dysfunctional cognitive processes that lead to OCD symptoms. The beliefs that 

thoughts are nearly equivalent to actions (Thought Action Fusion) or occurrence of thoughts can influence 

events (Thought-Event Fusion) have been found to be elevated in patients with predominant obsessions 

[26-27]. Less control of negative intrusive thoughts and higher distress has been reported in obsessional 

patients [28]. The significance and danger of cognitive intrusions, the need to control thoughts and/ or to 

perform rituals to control them and thought action fusion phenomena are understood as important 

predictors in causation of obsessive compulsive symptoms [24-25, 29-30].   

In patients with OCD, when cognitive intrusions occur, they activate metacognitive beliefs which initiate 

processes to know meaning or importance of occurrence of thoughts. This metacognitive activation in turn 

influences the cognitive processes, i.e., appraisal of thoughts and degree of irrationality of beliefs, 

triggering behavioural rituals and cognitive responses aimed to control the thoughts/ minimize danger 

associated with thoughts [24]. 

 

Self Regulatory Executive Function Model can be applied to explain the repetitive thoughts experienced in 

individuals with OCD [31]. It is suggested that as limited resources of information processing become 

focused on internal events including thoughts, the internal events/ processes dictate the attempts to alter 

the emotional experiences and behavior rather than objective experience external to self [31]. As 

enhancement to the existing cognitive theories, metacognitive processes have been emphasized.  

Early work in experimental psychopatholgy on self-focused attention (like Self-consciousness) appears to 

be the forerunner of the evolving interest in metacognitive processes and OCD.  It has been postulated that 

self-focussed attention leads to emergence of anxiety [32]. If self- focused attention leads to awareness of 

distressing or threatening thoughts or emotions, then negative affect will emerge as a consequence. 

Elevated levels of self-consciousness have been reported across numerous forms of psychopathology 

inclusive of anxiety and depression [33]. Likewise, facilitation of self-focused attention among phobic 

subjects during exposure exercises leads to intensification of fearful responses [34-35]. Self-focussed 

attention in OCD may involve excessive awareness or attention to thoughts. In addition, to differences in 

cognitive appraisal of intrusive thoughts and specific beliefs about occurrence of thoughts, a fundamental 

dimension in psychopathology of OCD may be caused by excessive awareness about intrusive thoughts. 

 

Investigation by Cartwright-Hatton & Wells [36] reported that patients with OCD and Generalized 

anxiety disorder (GAD) differed significantly from emotional disorder controls (nonanxiety) and normal 

controls on the dimensions of uncontrollability of thoughts and danger and negative beliefs about 

thoughts. Cognitive Self- Consciousness (CSC) was the only dimension which differentiated patients of 

OCD from GAD. Patients with OCD scored significantly higher than GAD patients on the CSC [37]. 

Findings of this study extend the original research observations on CSC by Cartwright-Hatton & Wells 
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[36] which suggested excessive attentional focus on thoughts may influence the manner of information 

processing by obsessive individuals.  

 

CSC is understood as the tendency to foucs excessive attention and monitoring of one’s thought processes. 

CSC on the whole appears to increase significance of thoughts, which tends to increase likelihood for 

negative thought appraisals and lead to emergence of over–importance of thoughts and beliefs [37]. The 

metacognitive process of CSC may be helpful to explain the difficulties of people in dismissing common 

negative thought intrusions, which are easily processed or ignored by majority of the population [38]. 

Further, it is proposed that CSC may be associated with cortical-striatal dysfunction and deficit in non-

conscious processing gating; which result in processing of unimportant stimuli consciously and 

inefficiently. CSC has been theorized to contribute significantly towards pathophysiology of OCD [39]. To 

extend exploration of relationship between striatal functioning and CSC, a study revealed that higher 

levels of CSC was associated with poor performance on implicit procedural learning and superior 

performance on pattern recognition task. The superior performance on recognition of embedded patterns 

indicates that OCD patients rely excessively on explicit learning to perform tasks that would be better 

achieved without explicit awareness. The findings suggest that individuals with OCD rely excessively on 

explicit learning strategies for a majority of tasks and greater procedural learning impairment was evident 

in hoarding subgroup of OCD patients [40]. The explanations proposed by cognitive models [41-42] and 

neurobiological theories [39, 43] have gained wider acceptance towards development and maintenance of 

the disorder. 

On the basis of available cognitive theories and metacognitive model proposed by Wells & Mathews [24-

25] and research findings of Cartwright-Hatton and Wells [36],we believe that further evaluation of 

metacognitive beliefs in conjunction with obsessive compulsive beliefs could provide us with insights about 

specific cognitive profile of OCD. In the present study, we aimed to investigate, obsessive compulsive 

beliefs and metacognitive beliefs and their inter-relationship in patients with OCD and non-patient 

controls. 

 

METHODOLOGY 

 

Sample and study design 

The study comprised of two groups and was cross-sectional in nature with a case–control design. A clinical 

sample (n = 20, age mean = 27.50, S.D._7.48) of patients with a diagnosis of obsessive compulsive 

disorder as per ICD 10 criteria (F42.0) was selected from psychiatric services of NIMHANS, Bangalore, 

India. Patients with history of comorbid anxiety disorders, psychosis, bipolar disorder, current 

psychoactive substance dependence, and those who had received behavioural or cognitive behavioral 

psychotherapy in the past were excluded. A non-patient control sample (n=20, mean = 28.15, S.D._9.29), 

was selected through the snowballing technique and screened on the General Health Questionnaire 

(GHQ) [44-45]. Participants scoring above the cut off were excluded. Both groups responded to 

Obsessional Beliefs Questionnaire (OBQ-44) & Metacognitions Questionnaire (MCQ-30). In addition, 

OCD patients were assessed on Yale- Brown Obsessive Compulsive Scale (Y-BOCS). This study was 

approved by the NIMHANS Ethics Committee. Written informed consent for participation was obtained 

from participants. All measures were individually administered and the order of administration was kept 

constant.  

 

Measures 

Yale- Brown Obsessive Compulsive Scale (Y-BOCS) [46] is a 10-item clinician administered scale which 

aims to assess the symptom severity of obsessions and compulsions for OCD patients.5 items assess time 

spent, interference, distress, resistance and degree of control of obsessions and 5 assess similar dimensions 

of compulsions. Inter-rater reliability for instrument is excellent (r = 0.98). In addition, internal consistency 

is good with a cronbach alpha of .89 for the total scale [47]. 
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Obsessional Beliefs Questionnaire (OBQ–44) [48] is a 44 item self-administered questionnaire, which 

aims to assess the belief domains considered to be significant in the etiology of OCD. Each item is rated on 

a seven point scale by participants where they choose a number which matches the answer that best 

describes how they think. The belief domains assessed included (1) Responsibility and Threat estimation, 

(2) Perfectionism and Intolerance for uncertainty, and (3) Importance and Control of thoughts. It has 

showed a good internal consistency with cronbach alphas of 0.93, 0.93 and 0.90 for the three belief 

domains [49]. 

MetaCognitions Questionnaire (MCQ–30)  [50] is a 30 item self-administered questionnaire which aims 

to assess several metacognitive belief domains of such as  (1) positive beliefs (“Worrying helps me avoids 

problems in the future”), (2) Negative Beliefs about uncontrollability and danger of thoughts (“My 

worrying is dangerous for me”), (3) cognitive confidence (“ I have a poor memory”), (4) Need for control 

(“its terrible to think about certain thoughts”), (5) cognitive self-consciousness (“I think a lot about my 

thoughts”). All items are scored on a four point scale by participants where they choose a number which 

matches the answer that best describes how they think. MCQ shows good internal consistency with 

cronbach alphas for subscales ranging from 0.72 to 0.89. The test-retest reliability was also good with 

coefficients of 0.75 for the total scale and 0.59 to 0.87 for subscales [50]. 

 

STATISTICAL ANALYSIS 

 

Descriptive statistics inclusive of mean and standard deviation were utilized for analyzing data focusing on 

the sociodemographic details. The collected study data was also utilized for inferential statistics in the form 

of t-test for drawing comparative findings among the clinical and non-clinical sample across the measures 

of obsessive beliefs and metacognitions.  Pearson correlation analysis was used for evaluation of 

association between obsessive compulsive symptomatology, obsessive compulsive beliefs and 

metacognitions. Statistical associations were also explored among obsessive compulsive and metacognitive 

belief domains in patients with OCD.  

 

RESULTS & DISCUSSION 

 

Table 1: Socio demographic description of the sample 

Category Clinical Sample (n=20) Non-Patient controls (n=20 ) 

Age 

Mean 27.5 28.15 

S.D. 7.48 9.29 

Sex  [N (%)] 

Male 10 (50) 10 (50) 

Female 10 (50) 10 (50) 

Education [N(%)] 

0-12 6 (30) 2 (10) 

12 & above 14 (70) 18 (90) 

Occupation [N(%)] 

Students 7 (35) 9 (45) 

Housewife 2 (10) 2 (10) 

Professionals 5 (25) 9 (45) 

Non-Professionals 2 (10) ---- 

Unemployed 4 (20) ---- 

Marital status [N(%)] 

Single 14 (70) 15 (75) 

Married 6 (30) 5 (25) 
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Table 2: Comparison of scores among the two groups on OBQ-44 and MCQ-30 

 

 Clinical Sample 

(n = 20) 

Non-Patient controls 

(n = 20 ) 

 

Mean S.D. Mean S.D. t-values 

OBQ-44 

Responsibility & 

Threat estimation 

79.10 19.47 43.30 18.20 6.00** 

Perfectionism & 

Intolerance for uncertainty 

85.50 15.92 70.45 12.56 3.31* 

Importance & 

Control of thoughts 

63.75 11.49 33.85 9.85 8.83** 

MCQ-30 

Positive Beliefs about worry 15.30 6.02 12.30 4.30 1.81* 

Negative Beliefs about 

uncontrollability & danger of 

thoughts 

20.10 3.71 10.95 4.45 7.05** 

Cognitive confidence 11.50 4.45 8.10 3.95 2.55* 

Need for Control 19.54 4.21 12.20 4.21 5.44** 

Cognitive-self consciousness 18.80 3.44 11.80 4.36 5.63** 

* p< 0.05; ** p<0.01. (Unpaired t test used in the analysis) 

 

Table 3: Correlations between scores on OBQ-44 & Y-BOCS and MCQ-30 & Y-BOCS (Clinical sample) 

 

Subscales Y-BOCS 

Obsessions Compulsions 

OBQ-44 

Responsibility &Threat estimation 0.54* 0.54* 

Perfectionism & Intolerance for uncertainty 0.41 0.44 

Importance &  Control of thoughts 0.47* 0.46* 

MCQ-30 

Positive Beliefs about worry 0.48* 0.45* 

Negative Beliefs about uncontrollability 

& danger of thoughts 

0.29 0.27 

Cognitive confidence 0.37 0.27 

Need for Control 0.45* 0.43 

Cognitive-self consciousness 0.40 0.32 

* p< 0.05; ** p<0.01.  

 

In terms of the socio-demographic profile, the clinical patient and non-patient groups were comparable in 

age, years of education and socioeconomic strata. The sample was representative of a young adult, urban 

population of students and working professionals, typical of the clinical presentation seen in the setting of 

the study. The clinical sample and the non-patient controls had an equal number of males and females 

(Table 1). 

Observations on the presence of obsessive compulsive beliefs in samples of the study indicate that the 

clinical patients group scored significantly higher than non-patient controls on all domains of OBQ-44 

namely (a) Responsibility and threat estimation (b) Perfectionism & Intolerance for uncertainty and (c) 

Importance & Control of thoughts (Table 2). These results are consistent with the previous research on 
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obsessive compulsive beliefs of responsibility and threat estimation [51-53], Perfectionism & Intolerance 

for uncertainty [51,53-54] and Importance & Control of thoughts [51-53,55] which were significantly 

endorsed and exhibited by patients with OCD in comparison to non-patient controls. Further the clinical 

group also scored significantly higher on all domains of MCQ-30. The study observations are consistent 

with the existing research literature that indicates a range of metacognitive beliefs endorsed highly by OCD 

patients [56-59]. 

Correlation analysis for evaluation of associations between obsessive compulsive symptomatology, 

obsessive compulsive beliefs and metacognitions indicated positive and significant correlations between 

obsessive belief domains of responsibility & threat estimation and Importance & Control of thoughts with 

severity of obsessions and compulsions (Table 3). The current findings are consistent with the previous 

findings that have found a relationship between these belief domains and obsessive and compulsive 

symptoms [53,57,60-62]. In addition, they provide further evidence of predictions made by existing 

cognitive theories. 

Correlational observations also indicate existence of positive and significant correlations between 

metacognitive belief domains of positive beliefs about worries with obsessions and compulsions and need 

for control of thoughts with obsessions (Table 3). These findings are consistent with the previous findings 

that too have found a relationship between these metacognitive beliefs and obsessions and compulsions 

[56-58, 63-65]. In addition, the metacognitive domain of importance/need for control of thoughts has been 

indicated as a factor which reliably predicts obsessions and neutralizing behaviors [62]. In other studies, 

only obsessions have been related to importance/ need for control of thoughts [61,63,66]. This research 

data provides growing support for the metacognitive model of OCD [24-25]. 

 

Table 4: Correlations between scores on OBQ-44 and MCQ-30 (Clinical sample) 

 

Subscales OBQ-44 

Responsibility 

&Threat 

estimation 

Perfectionism & 

Intolerance for 

uncertainty 

Importance &  

Control of 

thoughts 

MCQ-30 

Positive Beliefs about worry 0.67** 0.52* 0.75** 

Negative Beliefs about uncontrollability & 

danger of thoughts 

0.73** 0.64** 0.75** 

Cognitive confidence 0.44 0.40 0.62** 

Need for Control 0.69** 0.83** 0.72** 

Cognitive-self consciousness 0.38 0.39 0.33 

* p< 0.05; ** p<0.01 

 

In this cross sectional exploration, positive and significant correlational associations were observed among 

certain subscales of OBQ-44 and MCQ-30. The correlations were evident namely among (a) Responsibility 

and threat estimation with: Positive beliefs about worry; with negative beliefs about uncontrollability and 

danger of thoughts and with need for control; (2) Perfectionism & Intolerance for uncertainty with: 

Positive Beliefs about worry, with Negative Beliefs about uncontrollability & danger of thoughts and with 

Need for Control over thoughts; (3) Importance &  Control of thoughts with Positive Beliefs about worry, 

with Negative Beliefs about uncontrollability & danger of thoughts, with Cognitive confidence  and with 

Need for Control over thoughts (Table 4). Thus, positive and significant correlations between most 

domains of metacognitive and obsessive compulsive beliefs were observed. The review of literature in this 

research area did not reveal studies which have investigated this relationship. These findings add to the 

growing evidence of interaction between metacognitive beliefs and obsessive compulsive beliefs as earlier 

postulated in metacognitive model of OCD [24-25]. We hypothesize that continuing efforts at exploring 

relationships between obsessive compulsive beliefs and metacognitive belief domains may provide 
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increasing clarity into a specific cognitive–metacognitive profile for OCD, which would aid in facilitating 

the assessment of cognitive beliefs and its management through metacognitive and cognitive treatment 

strategies.  

A heterogeneous sample and a small sample size were some of the study’s limitations, which offered a 

limited understanding of metacognitions and its relationship with obsessive compulsive phenomena and 

obsessive compulsive beliefs. A longitudinal design may be more informative in terms of assessing changes 

in metacognitive domains occurring while undergoing psychotherapeutic treatment. This study was a 

preliminary effort to study metacognitions and its role in etiology of obsessive compulsive disorder. 

Furthermore, being an exploratory study, drawing the definitive conclusions from these findings may be 

premature. However, this may be extended to a larger study with a homogenous sample. 

 

CONCLUSION 

 

The results of this research study provide data on cross-sectional relationships between obsessive 

compulsive cognitive beliefs, metacognitive beliefs (S-REF Model) and obsessive compulsive symptoms in 

an Indian sample. The metacognitions along with obsessive compulsive cognitive beliefs are gradually 

proving to be significant to understanding of etiology of OCD. The present study highlights the need for 

more detailed research evaluation of this construct in patients with OCD. The findings have implications 

for treatments that focus on metacognitive belief modification to effect changes in obsessive and 

compulsive symptoms. In future studies, it would be appealing to explore the function of thought-fusions, 

beliefs about rituals, stop signals within the framework of metacognitive model of obsessive compulsive 

symptoms. Further role of positive beliefs about worry and cognitive confidence can also be evaluated. 
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