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Abstract- Cognitive models of obsessive-compulsive disorder (OCD) posit that specific kinds of
dysfunctional beliefs underlie the development of this disorder. The aim of present study was to determine
whether these beliefs are endorsed more strongly by OCD patients than by those with other anxiety disorders
and by community samples. A battery of questionnaires, including the OBQ-44, MOCI, BDI-II, BAI, STAI,
used to assess obsessive-compulsive symptoms, depression and anxiety in 39 OCD patients (OC), 46 anxious
patients (AC) and 41 community controls (CC). Compared to CCs and ACs, OC patients more strongly
endorsed beliefs related to importance and control of thoughts. Both OC and AC patients scored higher than
CC participants did on belief domains about responsibility/threat estimation and perfectionism/certainty.
Therefore, the domain that seems to be specific to OCD is a set of beliefs that revolves around the contention
that it is possible and necessary to control one’s thoughts. Results regarding group differences on particular
items of the OBQ-44 indicated that 21 items discriminated between the OC and CC groups and 7 items
discriminated between the OC and AC groups, suggesting that these items are more specific to the OC group.
Additional research warranted because it is plausible that these cognitive factors relate differently to OCD

phenomena across different cultures.
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Introduction

Obsessive-compulsive disorder (OCD) is an anxiety
disorder characterized by persistent, inappropriate
intrusive thoughts, ideas, images, or impulses that evoke
anxiety and subjective resistance (obsessions) and urges
to perform overt or covert acts to neutralize obsessional
fear according to rigidly applied rules (compulsive
rituals). Themes in OCD symptoms typically concern
contamination, violence, sex, religion, responsibility for
harm, hoarding, and symmetry (1,2).

Recently, theoreticians interested in the etiology,
assessment and treatment of OCD have focused their
attention on cognitive factors that might be central to
this disorder. Theoretical models indicate that several
cognitive domains are especially relevant to OCD (3,4),
and several years of research have been devoted to the
development and refinement of self-report measures of
beliefs and appraisals thought to be important in this
disorder (5).The original work of Rachman (6) and

Salkovskis (7,4) has guided most of the research on
OCD. Accordingly, the OCCWG (8,9) identified
domains considered central to OCD and developed the
87-item Obsessive Beliefs Questionnaire (OBQ) and the
31-item Interpretation of Intrusions Inventory (III). The
OBQ consists of six subscales representing maladaptive
beliefs thought to characterize OCD: responsibility, the
importance of thoughts, control of thoughts, threat
estimation, tolerance of uncertainty, and perfectionism.
The first OCCWG (10) study demonstrated that three
OBQ scales (control of thoughts, the importance of
thoughts, responsibility) distinguished individuals with
OCD from anxiety controls. On the other hand, anxious
patients scored higher than non-clinical control groups
on all subscales of the OBQ. Three cognitive domains
(tolerance of uncertainty, over-estimation of threat and
perfectionism) appeared to be OCD-relevant but not
OCD-specific. Correlations of OBQ subscales with
measures of OCD symptoms, mood and worry, showed
that the OBQ subscales were as highly correlated with
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non-OCD symptom measures (anxiety, depression and
worry) as they were with OCD symptom measures. In a
second OCCWG (11) study, items from six theoretically
derived subscales of the OBQ were submitted to factor
analysis,  three  factors  emerged, including
responsibility/threat estimation (RT),
perfectionism/certainty (PC), and importance/control of
thoughts (ICT). Meanwhile, comparisons of group
measures on the OBQ-44 indicated that OCD patients
scored significantly higher than non-OCD anxious
patients did on the OBQ/RT/ICT but not on the PC
subscale.

To date, the OBQ has studied in both clinical, and
non-clinical samples drawn from the English language
population  (5,8-17). In non-English language
populations, data are available for Sica et al., (18) and
Julien et al., (19) studies on clinical samples. In Sica et
al. (18) study, with Italian participants, the six OBQ
subscales found to be reasonably distinct from each
other. The OBQ discriminated among OCD patients,
GAD patients, and normal controls. At last, three
cognitive domains (tolerance of uncertainty, control of
thoughts and perfectionism) seemed to be specific to
OCD, whereas over importance of thoughts and inflated
responsibility barely discriminated clinically anxious
individuals from non-clinical ones. Julien et al. (19)
validated a French version of the OBQ-44 on OCD
patients, panic disorder patients, and non-anxious
controls. The factor structure of the measure suggested a
three-factor solution (RT, PC, and ICT) for the OCD
sample, with high correlations between each factor and
the OBQ-44 total score, as well as moderate inter-
correlations among the three factors. The findings
demonstrated specificity of the belief domains to OCD,
such that participants with OCD had significantly higher
scores than the two control groups on the scale’s total
score and on the scores on each of the subscales. Shams
et al., (20) study examined the psychometric properties
of the Persian language version of the OBQ-44 in a
sample of 222 medical students from the Tehran
University of Medical Sciences. The order in which
factors emerged was, to some extent, similar to the
OCCWG (10,11), American (21), and British (13)
studies. An exploratory factor analyses indicated five
factors: (1) general, (2) perfectionism and certainty, (3)
responsibility and threat estimation (4) importance and
control of thoughts and (5) complete performance. Tolin
and colleagues (15) were interested in examining OC
beliefs in OCD patients. They found that OCD patients
differed from ACs on beliefs about perfectionism,
tolerance of uncertainty and importance and control
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thoughts, but not on beliefs about threat estimation and
inflated responsibility. When controlling for depression
and trait anxiety, it found that the OCD and AC groups
did not differ in most belief domains except for beliefs
about importance and control of thoughts. In another
study, Tolin and colleagues (13) examined the
relationship between symptom presentation in OCD and
dysfunctional beliefs. They found that threat estimation
significantly predicted the OCD symptom domains of
washing,  checking/doubting,  obsessing,  mental
neutralizing and hoarding. Additionally, the perceived
need to control one's thoughts predicted obsessing. The
perceived importance of thoughts predicted neutralizing,
and perfectionism beliefs predicted ordering.

In an investigation into belief specificity in OCD
symptoms subtypes, Julien er al., (12) found that
Responsibility and Threat estimation (RT) predicted
rumination scores, Perfectionism and Certainty (PC)
predicted checking and precision scores, and ICT
predicted impulse phobia scores. On the other hand,
Taylor et al., (22) maintain that dysfunctional beliefs
play a role in only a subgroup of cases of OCD and, by
extension that different models might apply to different
subtypes of the disorder. More recently, Wu, Carter (16)
and Wu and Cortesi (17) examined associations between
the belief domains assessed by the OBQ and OC
symptoms in non-clinical student populations. In an
examination of the OBQ-87, Wu and Cortesi (17) found
responsibility/threat  estimation, perfectionism had
strong unique relations with OC symptoms Wu and
Carter (16) found that both versions of the OBQ
subscales were significantly associated with OC
symptoms, but not symptoms of panic disorder and
depression. However, when they examined the
specificity of the OBQ subscales in their association
with OC symptoms, they found that most subscales had
a moderate positive association with multiple OCD
symptoms, with the exception of the PC subscale, which
appeared to be more strongly associated with rituals,
particularly ordering, than with other OC symptoms.

There is currently no consensus about the extent to
which maladaptive beliefs underlie OCD (e.g. 23). Some
studies suggest that all of the assessed domains of OCD
symptoms predicted by at least one domain of
maladaptive beliefs, even when controlling for comorbid
symptoms (11,15). For instance, in studies of the OBQ-
87, three of the belief domains (tolerance of uncertainty,
threat estimation, and perfectionism) found not to
discriminate between OCD and AC participants. In Sica
et al, (18) study, at least three cognitive domains
(tolerance of uncertainty, importance and control of



thoughts, and perfectionism) seem specific to OCD, and
Tolin et al.,’s (15) study endorsed beliefs related to
threat estimation, tolerance of uncertainty, importance
and control of thoughts and perfectionism, but not
inflated responsibility. On the other hand, none or only
some of the OBQ domains can claim to be specific to
OCD (24, 5), and the ability of these cognitive variables
to explain OCD symptoms has been rather
disappointing. The problems of overlap among these
domains remain, and questions arise as to whether the
OBQ measures irrational beliefs in general (5) or if it is
better accounted for by negative mood states (25). It also
suggested that the cognitions proposed to be relevant to
OCD themselves require further explanation (5).

The purpose of the present investigation was to
replicate and extend the work of the OCCWG (11) to an
Iranian sample of OCD and anxious patients and non-
clinical controls. In particular, we sought to examine
whether the three OBQ-44 subscales would be
associated specifically with OCD (i.e., OCD patients
would score higher on these measures than would AC
and non-clinical controls). We also aimed to investigate
differences in the three groups on a range of
demographic variables and to compare group means on
OBQ-44 scores. Finally, we aimed to determine
correlations between the OBQ-44 subscales and the
MOCI, STAI, BAI, and BDI-II, as well as to calculate
descriptive statistics and item-total correlations of the
OBQ-44 items in OCD, AC and CC groups. In order to
be consistent with previous studies that used the OBQ-
44-OCCWG, and because the Persian Obsessive Beliefs
Questionnaire-44 (POBQ-44) was evaluated in a sample
of only 222 students who were not representative of the
Iranian population, we elected to use the original OBQ-
44 with three factors in the present study.

Materials and Methods

Participants

Three groups of participants were enrolled in the
present study: patients with DSM-IV diagnosed
obsessive-compulsive disorder (OCs) as their most
severe problem, patients with a DSM-IV diagnosed
anxiety disorder (ACs) as their most severe problem
(including primary diagnoses of GAD, social phobia,
PTSD and panic disorder), and community controls
(CCs). The OC and AC groups recruited from the
Roozbeh Hospital outpatient clinic. The control group
included volunteers who recruited from Roozbeh
Hospital staff and individuals from the general
community. Patients who presented with a neurological
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disorder or head injury, a serious medical condition,
current or past psychotic disorder, and/or a history of
alcohol or other substance abuse excluded. From 156
participants who were considered for this study, 30
participants (9 from the OC group, 12 from the AC
group and 9 from the CC group) were excluded. The
final sample consisted of 126 participants (68%
women), including 39 OCD patients, 46 AC
participants, and 41 healthy controls. Participants’ mean
age was 30.03 years (SD = 9.20). All participants
matched on age, sex, education and marital status.

Procedures

All participants individually tested in a psychiatric
clinic as well as a Cognitive Behavior Therapy Clinic by
a psychiatrist and a clinical psychologist, respectively.
The procedure for collecting data from OC and anxious
patients occurred in three stages. First, patients
diagnosed with a psychiatric clinical interview based on
the DSM-IV (26). Second, they completed an
unstructured interview for CBT conducted by a clinical
psychologist. In the third stage, the patients completed
the research questionnaires, which administered by an
experienced psychometric an. OCD was the primary
diagnosis for OC patients, whereas other anxiety
disorders were the primary diagnoses for AC patients.
The community participants assessed individually in a
single separate session. They completed questionnaires
after given a brief set of instructions. They did not
screen for psychopathology, except for one short
question, which established that they have never been to
a psychiatrist because of psychiatric problems or
complaints.

All participants were administered a battery of
psychological tests, including the Obsessive Beliefs
Questionnaire (OBQ-44), the Maudsley Obsessive-
Compulsive Inventory (MOCI), the Beck Depression
Inventory-Revised (BDI-II), the Beck Anxiety Inventory
(BAI), and the State-Trait Anxiety Inventory (STAI).
All measures administered during a single testing
session.

Measures

Obsessive  Beliefs
(0OBQ-44: OCCWG) (11).

The OBQ-44-Persian consists of 44 belief
statements concerning characteristic of obsessive
thinking (OCCWG, 8,9). The scale items represent six
rationally determined subscales thought to represent the
key belief domains of OCD. The subscales are: 1)
Responsibility/Threat  Estimation (16 items), 2)

Questionnaire-44-Persian
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Perfectionism/Certainty (16  items), and 3)
Importance/Control ~ of  Thoughts (12  items).
Respondents indicate their general level of agreement
with items on a 7- point rating scale that ranges from (-
3) "disagree very much" to (0) "neutral" to (+3,) "agree
very much". Item responses transformed to a 1 to 7
scale, and subscale scores calculated by summering
across their respective items. The Persian OBQ (POBQ-
44) has the excellent internal consistency (Cronbach's
a=.91) and adequate test-retest reliability (r=.87) as
assessed in an Iranian student sample (20).

Maudsley Obsessive-Compulsive Inventory (MOCI;
Rachman & Hodgson) (7).

The MOCI is a 30-item true-false questionnaire for
the assessment of obsessive and compulsive symptoms.
Maximum scores for the five scales (total, checking,
washing, slowness-repetition, and doubting-
conscientious) are 30, 9, 11, 7 and 7, respectively. This
inventory was found to have adequate validity and
reliability. The test-retest reliability of the MOCI is
particularly good (r = 0.98). A scoring key for this
instrument is available as an appendix in Rachman and
Hodgson (1980). This test has been translated into
Persian and used in previous studies in Iran (27, 28).

State-Trait Anxiety Inventory (STAI; Spielberger,
Gorsuch, & Simos) (29).

The STAI is a 40-item self-report measure of general
anxiety. The first 20 items assess state anxiety or how
the participant feels "right now". The second 20 items
assess trait anxiety, or how the participant feels
"generally". The STAI has high reliability and validity
(Speilberger et al., 1983). Only the state subscale (STAI-
s) used in the present study. The Persian STAI (PSTAI)
has the excellent internal consistency (Cronbach's a=.90)
and adequate test-retest reliability (r= .53), as assessed
in Iranian student samples (30).

Beck Depression Inventory-II-Revised (BDI-II; Beck,
Steer, & Brown) (31).

The BDI-II is one of the most widely used self-report
instruments for measuring the severity of depression. The
BDI-II revised to approximate the DSM-IV (American
Psychiatric  Association, 1994) criteria for major
depression (31). The BDI-II contains 21 items, each with
a series of four statements describing the severity of
depressive symptoms along an ordinal continuum from
absent or mild (scored 0) to severe (scored 3). Scores on
this measure range from 0 to 63. The Persian BDI-II
(PBDI-II) has the excellent internal consistency

304 Acta Medica Iranica, Vol. 53, No. 5 (2015)

(Cronbach's a=.87) and adequate test-retest reliability
(r=.73) as assessed in an Iranian student sample (28).

Beck Anxiety Inventory (BAI; Beck, Epstein, Brown
& Steer) (32).

The BAI is a 21-item anxiety symptom checklist that
covers anxiety symptoms commonly experienced by
clinically anxious people. Scores on this test can range
from 0 to 63. The BAI has excellent psychometric
properties. The BAI-Persian has the excellent internal
consistency (Cronbach's a=.92) and test-retest reliability
(r=.87), as assessed in an Iranian student sample (33).

Results

As shown in Table 1, 126 participants comprising of
39 individual with OCD (OC), 46 individuals with
another anxiety disorder (AC) and 41 non-clinical
community control (CC) recruited for this study.
According to tests of group differences, there was not a
significant difference in the number of participants in
each sample group. In addition, there were no significant
differences found between the three sample groups on a
range of demographic variables including marital status,
gender or education level. The mean age of the
participants in each group (for the total sample, and
males and females separately) was also compared and
the results revealed that there were no significant
differences between the mean ages of the three groups.

Multiple one-way univariate analysis of variance
(ANOVA) followed by the Scheffe post hoc tests were
conducted to test for differences between the clinical
and non-clinical groups on a range of variables
including OC symptoms, OCD-relevant beliefs and
mood. The Mean score for the three sample groups of
OC, AC, and CC for the clinical measures of OBQ-44,
MOCI, STAI, BAI, and BDI-II shown in Table 2.
Significant differences found between OC, AC, with the
controls on these measures. Post hoc tests revealed that
both the OC and AC groups reported higher levels of
OCD-related beliefs (on the OBQ-44-total) and scored
higher on the OBQ-44-RT and OBQ-44-PC compared to
the community sample. However, although the clinical
groups reported higher levels of OCD-related beliefs, no
differences found between the OC and AC group on the
OBQ-44-total and the above-mentioned subscales. The
OC group scored significantly higher than the AC and
CC cohorts on the importance and control of thoughts
(ICT) subscale of the OBQ-44, but no differences were
found between the latter two groups on this subscale.
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Tablel. Socio-Demographic variables of the OC, AC, CC groups

Variables 0oC AC CC Total F () Statist?cal P-
(n=39) (n=46) (n=41) (n=126) comparisons value
Sex (N, %)
Female 27 (21.4%) 33 (26.2%) 26 (20.6%) 86 (68.3%) 2 ¥’=.718 0.698
Male 12 (9.5%) 13 (10.3%) 15 (11.9%) 40 (31.71%)
Education (N, %)
Primary school 4 (3.2%) 7 (5.6%) 5 (4%) 16 (12.7%) 6 x’=5.400 0.494
gth 6 (4.8%) 3 (2.4%) 6 (4.8%) 15 (11.9%)
High school 17 (13.5%) 15 (11.9%) 11 (8.7%) 43 (34.1%)
Above high school 12 (9.5%) 21 (16.7%) 19 (15.1%) 52 (41.3%)
Marriage status N,
%)
Married 18 (14.3%) 22 (17.5%) 23 (18.3%) 62 (50%) 2 $’=.927 0.629
single 21 (16.7%) 24 (19%) 18 (14.3%) 63 (50%)
Age (M, SD)
Male 30.25 (9.21) 32 (8.48) 27.20 (8.87) 29.6 (8.86) 37 F=1.062 0.356
Female 30.11 (10.29) 28.82 (8.45) 32.04 (9.63) 30.20 (9.40) 83 F= 853 0.430
Total 30.15 (9.84) 2972 (8.49)  30.27 (9.54) 30.3 (9.20) 123 F=.043 0.958

OC= Obsessive-compulsive participants; AC= clinically anxious participants (non-OC); CC= Non-clinical control

participants

As shown in Table 2, significant differences
observed among the three groups on a measure of OCD
phenomena (the MOCI and its subscales, with the
exception of slowness). As expected, the OCD group
reported significantly more overall OC symptoms and
scored high on the subscales of checking and washing.
However, no differences found between the AC and CC
groups on these measures. With regard to the doubting
subscale of the MOCI, the difference among the three
groups found to be significant, such that the OC group

obtained the highest level of doubting followed by the
anxious group, with the community controls reporting
the lowest level of doubting. The OC and the AC groups
reported significantly more anxiety than the community
group. Whereas the two clinical groups reported
significantly higher levels of anxiety than the non-
clinical group, there were no differences between the
OC and AC groups on the BAI and STAI, suggesting
that these tools might be useful only in distinguishing
clinical from non-clinical cohorts.

Table 2. Comparisons of group mean on the OB(Q-44 scores and MOCI, STAI, BAI and BDI-II

oC AC

CC

Variables (N= 39) (N=41) (N= 46) F (df) Sig. Scheffe
OBQ-44
Total 217.69 (44.48)  196.05 (34.45)  166.79 (40.86) 14.208  0.000 OC=AC, AC>CC, OC>CC
RT 75.73 (17.84) 68.71 (15.47) 58.36 (16.39)  10.107  0.000 OC=AC, AC>CC, OC>CC
PC 84.78 (16.83) 79.14 (12.62) 65.74 (15.64)  15.999  0.000 OC=AC, AC>CC, OC>CC
ICT 56.74 (14.58) 48.65 (11.78) 42.49 (12.47)  12.005  0.000 OC>AC, AC=CC, OC>CC
MOCI
Total 16.51 (4.94) 10.55 (5.22) 7.75 (4.81) 28.070  0.000 OC>AC, AC=CC, OC>CC
Checking 5.03 (2.41) 2.64 (2.04) 1.58 (1.35) 30.262  0.000 OC>AC, AC=CC, OC>CC
Washing 4.76 (2.28) 3.50 (2.22) 2.56 (2.30) 8.930 0.000 OC>AC, AC=CC, OC>CC
Slowness 3.00 (1.68) 2.61 (1.51) 2.76 (1.26) .688 0504 e
Doubting 5.31 (1.66) 3.64 (1.55) 2.17 (1.38) 38.375  0.000 OC>AC, AC>CC, OC>CC
STAI 47.31 (6.20) 48.56 (5.38) 43.82 (4.95) 7.644 0.001 OC=AC, AC>CC, OC>CC
BAI 22.33 (12.48) 16.74 (12.90) 7.64 (10.35) 14.879  0.000 OC=AC, AC>CC, OC>CC
BDI-II 27.40 (11.35) 19.09 (11.87) 8.50 (8.60) 30.843  0.000 OC>AC, AC>CC, OC>CC

OC= Obsessive-Compulsive participants; AC= clinically anxious participants (non-OC); CC= Non-clinical control

participants, OBQ= Obsessive Beliefs

Questionnaire,

RT=  Responsibility/Threat  Estimation, PC=

Perfectionism/Certainty, ICT = Importance/Control of Thoughts, MOCI= Maudsley Obsessive Compulsive Inventory,
BAI= Beck Anxiety Inventory, STAI= State-Trait Anxiety Inventory, BDI-II= Beck Depression Inventory-II-Revised

**P<0.01, *P<0 .05
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Finally, the OC group reported the highest level of
depression followed by the AC group, with the CC
group reporting the lowest level of depression. These

findings indicate that there are higher levels
depression in the clinical sample; however,
depression level found to be greater in the OC group.

Table 3. Descriptive statistics and item-total correlations of the OBQ-44 items in groups

F

Items ocC AC CC @r=2) Significant level Scheffe
1 423(1.88) 4.17(1.89) 2.61(1.58) 10.893 0.000 OC=AC, AC>CC, OC>CC
2 5.15(1.68) 4.80(1.82) 3.50(1.88)  9.426 0.000 OC=AC, AC>CC, OC>CC
3 559(1.87) 491(1.96) 3.37(2.05) 13.621 0.000 0OC=AC, AC>CC, OC>CC
4 595(1.41) 593(1.48) 5.00(1.86)  4.819 0.010 0OC=AC, AC>CC, OC>CC
5 5.79 (1.63) 6.00(1.32) 5.88(1.25) 0.241 0786 e
6 577 (1.78) 533 (1.51) 497(1.53) 2429 0.092 e
7 579 (1.58)  5.61(1.67) 5.20(2.00) 1.202 0304 e
8 595(1.26) 529(1.63) 4.80(1.67)  5.558 0.005 0OC=AC, AC=CC, OC>CC
9 497(2.17) 450(1.89) 3.59(2.07) 4.826 0.010 0OC=AC, AC=CC, OC>CC
10 6.11(1.18)  6.13(1.17)  5.66 (1.65) 1.609 0204 e
11 579(1.49) 5.61(1.20) 4.93(1.62) 4.096 0.019 0OC=AC, AC=CC, OC>CC
12 477 (2.13) 3.98(1.96) 2.98(1.85)  8.251 0.000 0OC=AC, AC=CC, OC>CC
13 2.90(2.31) 238(1.96) 2.12(1.68) 1.567 0213 e
14 6.23(1.18)  6.00(1.45) 5.78 (1.49) 1.056 0351 e
15 2.84(2.05) 3.31(2.00)0 2.64(1.78) 1.325 0270 e
16 4.79 (2.03) 4.69(1.64) 3.63(1.84)  5.037 0.008 OC=AC, AC>CC, OC>CC
17 4.90(2.09) 6.13(6.01) 4.95(4.95) 1.394 0252 e
18 536(1.99) 4.67(1.93) 3.41(1.92) 10323 0.000 0OC=AC, AC>CC, OC>CC
19 5.49(1.48) 4.76(1.68) 4.05(1.79)  7.327 0.001 OC=AC, AC=CC, OC>CC
20 579(1.80) 5.57(1.49) 4.62(1.84) 5243 0.007 0OC=AC, AC>CC, OC>CC
21 4.69(2.18) 3.50(1.83) 3.85(1.90)  4.002 0.021 OC>AC, AC=CC, OC>CC
22 4.77(1.88) 4.22(2.19) 3.56(1.95)  3.585 0.031 OC=AC, AC=CC, OC>CC
23 521(1.79) 539(1.69) 4.55(1.89) 2537 0083 e
24 6.13(1.59) 5.54(1.60) 4.68(1.92) 7.281 0.001 0OC=AC, AC=CC, OC>CC
25 3.79(2.45) 2.74(1.86) 2.20(1.69)  6.523 0.002 OC=AC, AC=CC, OC>CC
26 5.44 (1.85) 5.28(1.72) 4.68 (1.85) 1.986 0.142 e
27 536(2.13) 4.83(1.76) 4.41(2.10 2.257 0.109 e
28 6.51 (.76) 574 (1.54) 5.07(1.52) 11.518 0.000 OC>AC, AC=CC, OC>CC
29 3.89(1.96) 2.84(1.86) 2.51(1.78)  5.891 0.004 OC>AC, AC=CC, OC>CC
30 4.77(2.23) 324(1.92) 2.71(1.79) 11.608 0.000 OC>AC, AC=CC, OC>CC
31 5.87(1.28) 6.02(1.27) 5.29(1.60)  3.211 0.055 e
32 2.82(2.15) 298(2.01) 2.68(1.56) 251 0778 e
33 523 (1.66) 4.12(1.89) 3.80(1.81)  6.957 0.001 OC>AC, AC=CC, OC>CC
34 4.95(2.10) 431(2.17) 2.88(1.94) 10.409 0.000 OC=AC, AC>CC, OC>CC
35 521(2.15) 4.00(2.22) 290(1.80) 12.388 0.000 OC>AC, AC=CC, OC>CC
36 492 (2.17) 459(1.98) 3.34(1.94) 6.855 0.002 0OC=AC, AC>CC, OC>CC
37 551 (2.06) 5.64(1.17) 5.02(1.62) 1.683 0190 e
38 3.67(2.11) 276 (1.87) 2.66(1.73)  3.420 0058 e
39 3.72(2.10)  3.09(1.85) 237(1.39) 5.643 0.005 OC=AC, AC=CC, OC>CC
40 4.44(1.93) 3.87(2.06) 295(1.77)  6.053 0.003 OC=AC, AC=CC, OC>CC
41 3.76 (2.19) 344 (2.07) 2.61(1.59) 3.684 0.028 OC=AC, AC=CC, OC>CC
42 445(232) 431(1.98) 3.68(1.90)  0.580 0210 e
43 4.18(1.86)  3.61(1.99) 2.37(1.51) 10.680 0.000 OC=AC, AC>CC, OC>CC
44 4.69(2.07) 3.52(1.89) 2.51(1.61) 13.711 0.000 OC>AC, AC=CC, OC>CC

OC= Obsessive-Compulsive participants; AC= clinically anxious participants (non-OC); CC= Non-clinical control participants
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Given the general lack of difference in OCD-related
beliefs between the AC and OC group, a series of
ANOVAs conducted on each of the 44 items of the
OBQ-44 in order to examine whether the groups
differed on particular items. The results are presented in
Table 3 and they show that on 21 items, (Out of 21 items
10,10,1 items were RT, PC, and ICT respectively), the
OC group scored significantly higher than the CC group,
indicating that these items discriminated between OCD
patients and non-clinical participants. The OC group, in
comparison to the AC sample, scored significantly
higher on 7 items (Out of seven items 5and 2 items were
ICT, PC respectively) suggesting that these items
represent OCD-specific beliefs held by the OC group
and that they are able to discriminate between the two
clinical groups. Finally, there was not a significant
difference between the three groups on 16 items (Out of
16 items 5, and 6 items were RT, PC and ICT
respectively), suggesting that these items represent more
general and non-specific dysfunctional beliefs held by
the three groups.

Discussion

Our findings demonstrate that the OBQ-44 clearly
distinguishes between patients with OCD and non-OCD
anxious patients compared to the non-patient group. The
OCs and ACs scored significantly higher than CCs on
the total score of the OBQ-44 and two of its subscales
(RT and PC). OCs scored higher than ACs and CCs on
the OBQ-44-ICT subscale, but there was no difference
between ACs and CCs on this subscale. These findings
suggest that on the Persian version of the OBQ-44, the
ICT subscale assessed beliefs that may be specific to
OCD. OBQ-44-Persian beliefs related to RT and PC
appear to be OCD-relevant, but not OCD-specific. We
found that ICT beliefs, but not RT and PC beliefs, were
endorsed more strongly by OCD patients than by ACs.
Tolin et al. (15) found that PC and ICT beliefs, but not
RT beliefs, were endorsed more strongly by OCD
patients than by ACs. The OCCWG (11) also found that
ICT beliefs differed between OCD patients and ACs;
however, they found a difference in RT and not for PC.
Mirroring the findings with the OBQ-44 then, only ICT
has shown across studies to differ between OC patients
and AC patients.

Thus, when the present results added to those of
previous studies, a pattern emerges suggesting that
maladaptive beliefs about the importance of and the
need to control one's thoughts might have a more robust

G. Shams, et al.

relationship with OCD than do other "obsessive" beliefs.
Furthermore, as only ICT beliefs differed between OC
patients and AC patients, the present results suggest that
the OBQ-44 importance and control of thoughts
subscale may have its own predictive validity.

We surprised by the lack of significant findings for
responsibility and threat estimation, given the central
role of inflated responsibility beliefs in some cognitive
models of OCD (34). On the OBQ-44, OCD patients did
not endorse responsibility more strongly than did ACs,
but they endorsed this belief more strongly than did the
non-clinical control group. The data further suggest that
the lack of significant difference between OC and AC
patients on responsibility not attributed to the presence
of GAD, which may marked by an inflated sense of
responsibility. Our finding differs from those of
previous studies by the OCCWG (9) and Taylor et
al,(5), who found a between-group difference for
responsibility. The OBQ-44-RT subscale has been
shown to differ between OC and AC patients (11) and to
predict specific OCD symptoms (11,12,15), but this may
be due to the threat estimation items. Indeed, Myers et
al. (13) also found that overestimation of threat
predicted all OC symptoms equally, whereas
responsibility was not shown to predict any OC
symptoms independently. Meanwhile, in Shams et
al.(20) five factors named as general, perfectionism and
certainty, responsibility, threat estimation and
importance and control of thoughts, and complete
performance all emerged as separate specific factors in
OCD

Sica et al., (18) suggest that in Italian individuals at
least three domains (tolerance of uncertainty, control of
thoughts and perfectionism) are specific to OCD,
whereas importance of thoughts and responsibility
barely discriminated clinically anxious individuals from
non-clinical ones. Myers et al., (13) reported similar
findings in the study of British student participants.
They found that the PC and ICT factors were
independent predictors of specific OCD symptoms,
whereas they concluded that overestimation of threat,
which predicted all types of OC symptoms, is likely
relevant to multiple anxiety disorders and general
anxiety traits. As mentioned above, they further found
that responsibility did not predict any OC symptoms
when other belief domains accounted for. More research
needed to clarify the role of inflated responsibility
beliefs in OCD. Thus, there is an emerging body of
research suggesting that OCD patients characterized by
a belief that thought control is both necessary and
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possible, a tendency to use maladaptive forms of thought
control, and a high likelihood of failed thought control
attempts. This pattern of results is broadly consistent
with current cognitive-behavioral theories of OCD
(3,36). However, it is limited by the use of self-report
measures, which are inherently prone to demand
characteristics and idiosyncratic interpretation. Further
experimental research may help clarify these findings by
manipulating ICT beliefs and by examining the effect of
this manipulation on the use of various thought control
strategies, as well as the success of such strategies (15).

Significant differences observed between the three
groups on the MOCI (total and subscales) except for
slowness. The OC group scored significantly higher than
the AC patients and CC group on the MOCI (total,
washing and checking). However, no differences found
between the AC patients and CC group on these
measures. With regard to the doubting subscale of the
MOCI, a difference between the three groups found to
be significant, such that the OC group obtained the
highest level of doubting followed by the AC patients,
whereas the CC participants reported the lowest level
doubting. Historically, doubt has always figured as an
important characteristic of OCD (37) but is presently
only given a marginal role in cognitive accounts of this
disorder. Salkovskis (3) almost appeared to equate doubt
with intrusive cognitions.

We used the BDI-II, BAI, and STAI to assess
mood and anxiety status. The OC and AC patients
reported significantly more anxiety than the community
group, but although the two clinical groups reported
higher levels of anxiety than the non-clinical group, no
differences found between the OC and AC patients on
the BAI and STAIL The two measures of anxiety
employed in this study suggest that these tools might
only be useful in distinguishing clinical from non-
clinical cohorts. Finally, the OC patients reported the
highest levels of depression, followed by the AC and CC
groups, the latter that reported the lowest levels of
depression. Studies have reported that between 50% and
100% of OCD patients have a concurrent diagnosis or a
history of MDD (38, 39, and 40). More than 60% of
patients with OCD present with other psychiatric
disorders, or have a lifetime risk for co morbid
psychiatric conditions (38)

The results indicated that on 21 items of the
OBQ-44, OC patients scored significantly higher than
the community group, with these items discriminating
between the OC patients and the non-clinical controls.
The OC patients, in comparison to the AC group, scored
significantly higher on 7 items, suggested that these
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items reflected more OCD-specific beliefs held by the
OC group and that they are able to discriminate between
the two clinical groups. The results described here
limited by the relatively small size of the samples.
However, we have tried to reduce the impact of this
limitation by selecting participants and measures with
maximum accuracy and by paying particular attention to
the recruitment process.

In conclusion, the current findings highlight
dysfunctional beliefs considered as important in the
pathogenesis and/or maintenance of OCD. Instruments
like the OBQ-44 are undoubtedly beneficial for
increasing our knowledge of psychological phenomena
across a diversity of ethnic and cultural groups. Further
research should clarify how many dimensions of the
OBQ-44 are relevant for presentations of OCD in
various populations, whether specific beliefs are linked
to certain types of obsessive or compulsive symptoms
(see 25), and to what extent the OBQ-44 discriminates
between individuals with different anxiety disorders.
The studies conducted so far supply encouraging data
for continuing the investigation of cognitive structures
and content in OCD.
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