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Abstract

The main purpose of the present study was to investigate and compare the meta-cognitive beliefs
of three groups consisting of depressed, obsessive-compulsive and normal individuals. This ex-
post facto study was carried out on 174 individuals (58 depressed, 58 obsessive-compulsive, and
58 normal). The depressed and obsessive-compulsive patients were selected from psychological
clinics in central and southern Tehran using purposive sampling. The normal group was randomly
selected from the staff of the related clinics. Participants completed three questionnaires includ-
ing the Beck Depression Inventory-II (BDI-II), the Maudsley Obsessive-Compulsive Inventory
(MOCI), and the Meta-CognitionsQuestionnaire-30 (MCQ-30). The MANOVA test was used to ana-
lyze the statistical data. There were significant differences between the mean scores with regard
to the meta-cognitive beliefs in normal individuals and in patients with depression or obsessive-
compulsive disorders. Furthermore, with regard to cognitive confidence and cognitive self-con-
sciousness subscales, there were significant differences between depressed and obsessive-com-
pulsive patients. The mean scores of these two subscales were higher in obsessive-compulsive pa-
tient, in comparison with depressed individuals. There was no significant difference between the
depressed and obsessive-compulsive groups regarding the three subscales of positive beliefs
about worry, uncontrollability and need to control thoughts.

Keywords

Meta-Cognitive Beliefs, Depression, Obsessive-Compulsive

1. Introduction

The study of meta-cognition was initially established in relation to developmental psychology and then it was
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conducted in relation to the memory, elderly and neuropsychology areas [1]. Although distinguishing between
cognition and meta-cognition is difficult [2], researchers have provided various definitions of meta-cognition.
The term “meta-cognition” was first used by Flovel [3] and defined as “thinking about thinking”. In recent years,
meta-cognition has received attention as the cause of psychological disorders [4] [5]. Meta-cognition relates to
the knowledge that is involved in assessing, monitoring, and controlling cognition. It includes all cognitive in-
formation and some specific meta-cognitive aspects that are related to psychological disorders. Most cognitive
activities depend on the meta-cognitive factors that monitor and control such activities [5].

According to meta-cognition theory, meta-cognitive beliefs direct the attention, determine the thinking style,
and lead to the coping responses that cause the production of unhelpful information. The theory also suggests
the existence of meta-cognitive beliefs alongside other stored beliefs about the self and the world, but as a sepa-
rate part that is responsible for controlling cognition and the use of other beliefs and general knowledge [6].
Meta-cognitive beliefs consist of five subscales: positive beliefs about worry, negative beliefs about uncontrol-
lability and danger of worry, cognitive confidence, the need to control thoughts, and cognitive self-conscious-
ness. Based on meta-cognition theory, disturbances in thinking and emotion result from meta-cognitive beliefs
that differ from the thoughts and beliefs that are emphasized in cognitive-behavioural therapy (CBT). While in
cognitive-behavioural theories, the content of thoughts is the determining factor in the presence of disorder, ac-
cording to meta-cognition theory, how we think about an internal event can cause emotional suffering. An im-
portant aspect of this theory is that the meta-cognitive factors have a determining role in producing useless
thinking styles that lead to the persistence of negative emotions. The difference between meta-cognitive therapy
and cognitive-behavioural therapy is that what cognitive-behavioural therapists identify as the cause of a disord-
er, is not known as the cause in meta-cognitive therapy. The meta-cognitive approach claims that the content of
the individual’s thoughts is not the cause of the disorder; instead, the cause is related to the meta-cognitive be-
liefs that have formed thinking styles. Such thinking styles entrap individuals in persistent conditions of negative
self-processing. In fact, the meta-cognitive approach investigates the factors that lead to the formation of un-
helpful persistent thinking styles [6]. Meta-cognitive therapy is based on the fact that psychological disorder is
related to the activation of a particular toxic thinking style that is called cognitive-attentional syndrome (CAS).

Depression and obsession are among the disorders associated with emotional disturbance [5]. Depression is
the most prevalent psychological disorder. The prevalence of depression among women is twice that of men.
Obsessive-compulsive disorder is the fourth most common psychological disorder, with a lifetime prevalence of
2% - 3% in the general population. The incidence of this disorder is equal among men and women [7].

Rachman and De Silva [8] reported that 90% of normal individuals have experienced intrusive thoughts, im-
ages, and impulses which are similar to those experienced by obsessive patients in terms of their form and con-
tent. However, the interpretation of obsessive patients with regard to intrusive thoughts differs from that of nor-
mal individuals.

Positive meta-cognitive beliefs cause an increase in sustained brooding on the meaning and causes of symp-
toms, and one’s life circumstances. This leads to prolonged and intensified depressive symptoms. This effect is
important in continuing mood disturbances. Due to the persistence of symptoms and psychological factors, neg-
ative meta-cognitive beliefs are activated. These beliefs play a role in the persistence of rumination and unhelp-
ful coping strategies; because the person believes that he does not have any control over his beliefs [6].

Due to the crucial role of meta-cognitive beliefs in the changing, persistence, and treatment of depression and
obsessive-compulsive disorders [9], carrying out of the present study was seen to be important. The aim of this
study was to compare the meta-cognitive beliefs on the part of depressed, obsessive-compulsive and normal in-
dividuals.

2. Method
2.1. Procedure

This research was an ex post facto study. The statistical population consisted of 174 individuals (58 depressed,
58 obsessive-compulsive, and 58 normal). Depressed and obsessive-compulsive patients were purposefully se-
lected from men and women between 25 to 50 years of age who had been referred to psychological clinics in
central and southern Tehran between 2012 and 2013. The normal group was randomly selected from the clinics’
staff within the same age range. The mean age of the participants was 35.05. Of the 174 studied individuals,
63.2% were female and 36.8% were male. According to their level of education, 37.9% had a high-school dip-
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loma, 48.9% had a bachelor’s degree, and 13.2% had a master’s degree.

All patients were first examined by a psychologist. The Beck Depression Inventory-I1 (BDI-1I) and the
Maudsley Obsessive-Compulsive Inventory (MOCI) were used to diagnose depression and obsessive-compul-
sive disorders, respectively. The Meta-Cognition Questionnaire-30 (MCQ-30) was used to compare the meta-
cognitive beliefs of the three groups of participants. The MANOVA test was for used statistical analysis.

2.2. Instruments

2.2.1. Meta-Cognitions Questionnaire-30 (MCQ-30)

The MCQ-30 [10] is a self-report questionnaire containing 30 questions. Each answer is scored on a 4-point Li-
kert scale ranging from 1 (do not agree) to 4 (agree very much). The MCQ-30 assesses the five subscales of me-
ta-cognitive beliefs including positive beliefs, uncontrollability and danger, cognitive confidence, the need to
control thoughts, and cognitive self-consciousness. In Iran, the Cronbach’s alpha was reported to be 0.91 for the
total scale, and ranged from 0.71 to 0.87 for the subscales. The test-retest reliability was 0.73 after a four-week
period for the total scale, and ranged from 0.59 to 0.83 for the subscales [11].

2.2.2. Beck Depression Inventory-II (BDI-II)

The BDI was first constructed in 1961 [12]. The BDI contains 21 items. Each item is scored on a 4-point scale
(0 - 3). The total score ranges from 0 to 63. The BDI is sensitive to treatment effects and has a high level of re-
liability [13]. Individuals with a score of above 15 were considered as being depressed.

2.2.3. Maudsley Obsessive-Compulsive Inventory (MOCI)

The MOCI was designed by Rachman and Hodgson [14] in order to assess the obsessive-compulsive behaviours
in the areas of contamination checking, cleaning, slowness, and doubting. The primary validation was carried
out at Maudsley Hospital. The questionnaire has a true-false format and contains 30 items. The total score
ranges from 0 to 30. Scores of 0 - 5 indicate normal behaviour, 6 - 10 obsession-compulsive tendency, 11 - 15
mild obsession, 16 - 20 moderate obsession, 21 - 25 severe obsession and 26 - 30 very severe obsession. The va-
lidity of the MOCI for clinical samples in different countries has been confirmed.

3. Results

All variables were assessed for normality. All the measures in the depressed and obsessive-compulsive groups
had normal distributions. In the normal group, the two variables of positive beliefs about worry and uncontrolla-
bility and danger were not distributed normally. The remaining variables in this group had normal distributions.
Table 1 shows the descriptive data on the scores for meta-cognitive beliefs and their five subscales in depressed,
obsessive-compulsive, and normal individuals.

The research hypothesis was that there are differences between meta-cognitive beliefs of depressed, obses-
sive-compulsive and normal individuals. To test the research hypothesis, multivariate analysis of variance
(MANOVA) was used.

According to Table 2, the assumption of homogeneity of the variance-covariance matrix was rejected, and
therefore the Pillai’s trace was used to test the hypothesis.

Table 3 shows the summary of multivariate analyses. By considering the results of multivariate analyses, es-
pecially the Pilai’s trace (1.013), F (34.504), and degrees of freedom (336 and 10), the zero hypothesis was re-
jected (p < 0.01). In other words, the mean total score of the meta-cognitive beliefs subscales of the normal
group had a significant difference compared with those of the depressed and obsessive-compulsive groups. Thus,
based on the subscales of the meta-cognitive beliefs, depressed, obsessive-compulsive, and normal groups can
be distinguished.

According to the results of the effect tests between subjects (Table 4), it can be concluded that there was a
significant difference between the mean scores in terms of the meta-cognitive beliefs subscales in depressed,
obsessive-compulsive and normal individuals. Hence, there was sufficient evidence to accept the research hy-
pothesis. The total mean score of meta-cognitive beliefs was 82.2 in depressed, 82.6 in obsessive-compulsive,
and 52.06 in normal individuals.

As Table 5 shows, with regard to each of the five subscales of meta-cognitive beliefs, there were significant
differences between normal individuals and the two groups of depressed and obsessive-compulsive patients. The
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Table 1. Score of meta-cognitive beliefs in study participants.

Descriptive indices
Variable

Subscales Mean ?;3?;?;?] Skewness Kurtosis Stg;ldkirrtgoizgor Sig
Meta-cognitive beliefs o o peliefs aboutworry 1553 329 0206  —0.124 1084 0190
of depressed people
Uncontrollability and danger 18.34 3.45 -0.206  0.957 0.879 0.422
Cognitive confidence 16.15 3.77 —0.622  —-0.345 1.330 0.058
Need to control thoughts 16.17 2.84 —-0.499 0.415 1.133 0.153
Cognitive self-consciousness 16.01 3.32 —-0.298 0.383 0.530 0.942
Meta-cognitive beliefs (total score) 82.22 11.77 -0.341 0.349 1.251 0.088
Meta-cognitive beliefs oo poliefs about worry 15,67 321 0553 0344 1076 0197
of obsessive people
Uncontrollability and danger 18.67 2.46 —0.553 1.417 1.321 0.061
Cognitive confidence 12.89 3.95 -0.807 -0.685 —-0.863 0.445
Need to control thoughts 17.34 2.65 0.187 -0.7610 1.004 0.266
Cognitive self-consciousness 18.03 2.48 -0.200 —0.265 0.835 0.488
Meta-cognitive beliefs (total score) 82.62 8.99 -0.154  -0.576 0.571 0.900
Meta-cognitive beliefs b, i 6 peliefs about worry 8.01 1.86 -0.008 4573 1.576" 0.014
of normal people
Uncontrollability and danger 9.96 211 1.646 —-0.151 1.601" 0.012
Cognitive confidence 9.68 2.16 0.585 2.245 0.960 0.316
Need to control thoughts 11.34 2.84 0.773 0.266 0.825 0.504
Cognitive self-consciousness 13.05 3.23 0.424 0.275 0.937 0.344
Meta-cognitive beliefs (total score) 52.06 8.08 0.234 0.180 0.563 0.909
“The significance level was 0.05.
Table 2. Summery of box covariance matrix equality test.
Box F DF1 DF2 Sig
109.842 3.508 30 92656.078 0.001
Table 3. Summery of multivariate test.
Multivariate tests
Effect
Tests Value F DF Error DF P ITA Square
Groups Pilai’s trace 1.013 34.504 10 336 0.001 0.0.507
Wilk’s lambda 0.170 47.622 10 334 0.001 0.588
Hotelling trace 3.806 63.187 10 332 0.001 0.656
Largest root 3.498 117.541 5 168 0.001 0.778

“The significance level was 0.01.
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Table 4. Test of between-subject effects.

Between-subject effects

Source
Dependent Variables SS DF1 DF2 MS F ITA Square
Group Positive beliefs about worry 2225.839 2 171 1112.920  135.337" 0.613
Uncontrollability and danger 2825.184 2 171 1412592  188.153" 0.688
Cognitive confidence 1212.310 2 171 606.155 52.525" 0.381
Need to control thoughts 1173.149 2 171 586.575 75.617" 0.469
Cognitive self-consciousness 728.701 2 171 364.351 39.439" 0.316

“The significance level was 0.01.

Table 5. Test of between-subject effects.

Between-subject effects

Meta-cognitive  Positive beliefs ~ Uncontrollability ~ Cognitive Need to control Cognitive

subscales about worry and danger confidence thoughts self-consciousness T sEee
Group N OoCD N OoCD N OoCD N OoCD N OCD N OCD
DEP 751"  -0.138 837" -0.328 6.46" -3.257 4827 -1172 296" -2.01" 849" 0.256

x ox ox

OCD 751 8.70 3.20 6.00" 4.98™ 8.72*"

DEP: depressed; OCD: obsessive-compulsive; N: normal. “The significance level was 0.01.

mean score of the normal group was lower than those of the depressed and obsessive-compulsive groups.

Furthermore, with regard to cognitive confidence and cognitive self-consciousness subscales, there were sig-
nificant differences between depressed and obsessive-compulsive patients. The mean scores of these two subs-
cales were higher in obsessive-compulsive patient, in comparison with depressed individuals. There was no sig-
nificant difference between the depressed and obsessive-compulsive groups regarding the three subscales of
positive beliefs about worry, uncontrollability and need to control thoughts.

4. Discussion

The purpose of this study was to compare the meta-cognitive beliefs and their subscales on the part of depressed,
obsessive-compulsive and normal individuals. The mean scores in terms of the meta-cognitive beliefs of the
normal group were significantly different from those of the depressed and obsessive-compulsive patients. Ac-
cording to the findings of the present study, the meta-cognitive beliefs of the obsessive-compulsive patients dif-
fer from those of the normal group. This is in consistent with the results of previous reports [11] [15]. In addi-
tion, in the present study, it was observed that cognitive confidence and cognitive self-consciousness variables
were significantly associated with being obsessive-compulsive, and thus, based on these two variables, the ob-
sessive-compulsive disorder of the patients can be predicted. It seems that by increasing the beliefs about cogni-
tive self-consciousness and lack of cognitive confidence, the patients will experience more anxiety and worry.
One of the features of obsessive-compulsive disorder is the tendency to concentrate on thinking processes that
increase the cognitive self-consciousness and lead to the discovery of unwanted thoughts.

Since obsession is an anxiety disorder, and obsessive patients exhibit a high level of worry, it can be con-
cluded that the uncontrollability of thoughts causes an increase in worry on the part of obsessive patients, and
consequently can lead to the persistence of the obsession. According to the results of this study, repetitive ob-
sessive behaviors are related to a lack of cognitive confidence on the part of the patients. Irak and Tosun [16]
investigated the role of meta-cognitive beliefs with regard to obsessive-compulsive and worry symptoms. Their
findings support the above conclusion.

The results showed that there were significant differences between the mean scores of the subscales with re-
gard to meta-cognitive beliefs in depressed and normal individuals. This is consistent with the results of pre-
vious studies by Papageorgiou and Wells [17], Wells [18] and Sadati [19]. Also, the mean scores of two subs-
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cales (cognitive confidence and cognitive self-consciousness) were higher in obsessive-compulsive patient, in
comparison with depressed individuals. This is in agreement with the findings of a previous study [20]. The as-
sociation between cognitive confidence and cognitive self-consciousness, and being obsession-compulsive
might be related to the belief that more awareness of thoughts may lead to proper performance, being healthy,
and more control over behaviors and situations.

5. Conclusion

The results of this study showed that there were significant differences between the meta-cognitive beliefs of the
three studied groups involving depressed, obsessive-compulsive and normal individuals. There were significant
differences between the mean scores with regard to the meta-cognitive beliefs in normal individuals and in pa-
tients with depression or obsessive-compulsive disorders. Furthermore, with regard to cognitive confidence and
cognitive self-consciousness subscales, there were significant differences between depressed and obsessive-
compulsive patients. The mean scores of these two subscales were higher in obsessive-compulsive patient, in
comparison with depressed individuals. There was no significant difference between the depressed and obses-
sive-compulsive groups regarding the three subscales of positive beliefs about worry, uncontrollability and need
to control thoughts. Furthermore, a preventive approach to depression and obsession disorders can be adopted
based on information processing and meta-cognitive therapy, through which the efficacy of the therapy can be
increased.
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