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The relationship of insight with obsessive beliefs and 
metacognition in obsessive compulsive disorder

Obsession is a term used to define involuntarily thoughts, 
images, or impulses persistently repeated despite an in-

dividuals’ effort to prevent this repetition. Furthermore, clini-
cally, this causes explicit distress in the individual. Among the 
factors that play a role in the development of obsession; specif-
ically putting excessive importance on thinking, an exagger-
ated feeling of responsibility and metacognition have signif-

icant places. The classical cognitive-behavioral theory argues 
that interpretations for the encountered situations are the 
most significant variable determining the feeling at the time 
and the behavioral response against it afterward. “Metacogni-
tion” can also be defined as “thinking about thinking” which 
is a term that can be understood by focusing on the process 
of the thought, not the content.[1] In the literature, there have 
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been studies on the role of metacognitive factors governing 
cognitive functions.[2–4] Metacognitive processes have an ex-
plicit effect generating and continuing the intrusive thoughts.
[5,6] An individual’s negative approach to their own intrusive 
thoughts increases the obsession risk, and the attempts to 
control these thoughts are seen as creating anxiety.[7] Thus, 
there is a general assumption that intrusive thoughts that are 
sometimes observed in healthy individuals as well, could turn 
into obsession with the effects of metacognition. Based on 
this assumption, the literature reported that metacognition is 
stronger in OCD patients than healthy volunteers.[8]

The fifth edition of the Diagnostic and Statistical Manual of 
Mental Disorders (Diagnostic and Statistical Manual of Men-
tal Disorders- 5: DSM-5) defines obsessive and compulsive 
disorder as the presence of obsessions and compulsions 
identified as physical and mental actions reducing distress 
caused by obsessions, and also defines it as a distinctive loss 
of functionality because of obsessions and compulsions.[9] The 
metacognitive structure of OCD is explained with the model 
of Self-Regulatory Executive Functions: S-REF.[10] According to 
this model, the negative interpretation of intrusive thoughts 
is based on metacognition. Metacognitive beliefs focus on the 
meaning of having certain thoughts and their possible dan-
gerous outcomes. Deviations from metacognitive beliefs may 
cause ruminations by affecting the meaning and function of 
cognition. According to the S-REF model, metacognitive be-
liefs regarding the intrusive thoughts may be divided into 
three groups as thought-action fusion, thought-event fusion, 
and thought-object fusion.[11–13] Thought-action fusion is the 
belief that having certain thoughts causes uncontrolled and 
unwanted actions. For instance, if the idea comes to mind 
that one may physically harm a loved one, that person might 
believe that they will definitely do this action in the end. 
Thought-event fusion is the belief that having a thought will 
cause an event, has caused an event or is causing an event to 
happen. For instance, after using a public toilet, a patient may 
get the idea that she got pregnant due to sperm transmis-
sion, consequently she believes that this definitely happened. 

Thought-object fusion is the belief that thoughts, memories 
and feelings can be passed into or caught from an object.[11–13]

In addition to the metacognitive mechanisms associated with 
fusion, it is also known that other metacognitive mechanisms 
causes obsessive compulsive symptoms to continue and to 
worsen like the beliefs about rituals (for instance, the belief 
of the need to control thought), unfunctional internal criteria 
(for instance, the belief of feeling or knowing exactly the right 
time when the neutralization attempts will end) and the be-
liefs of the compulsion benefits.[11–13] 

Insight is the ability to be aware of the causes and meanings of 
one’s own experiences, and as it is understood from the defini-
tion, it also includes the awareness of one’s mental illness.[14,15] 
It is accepted that the insight of the OCD patients constitutes a 
range between weak and strong boundaries.[16] As a new char-
acteristic which has not been included in the previous DSM 
editions, the determinant of “poor insight” was added to OCD 
in DSM-IV[17] while the determinant of insight added to OCD 
has been extended in DSM-5 as good insight, poor insight, 
and no insight/illusive beliefs.[8] Although a standard tool to 
evaluate insight level in OCD has not been found yet, for this 
purpose the Overvalued Ideas Scale (OVIS) and the Brown 
Assessment of Beliefs Scale (BABS) were used in the literature.
[18,19] In addition to the studies stating that there is a relation-
ship between the insight level and the severity of OCD,[20–22] 
there are also studies reporting no significant relationship 
among them.[23,24] Similarly, besides the studies reporting the 
presence of a linear relationship between the response to cog-
nitive behavioral therapy and medical treatment and insight 
in OCD,[25] there have also been studies reporting that no sig-
nificance is determined in such a relationship.[26] In this regard, 
it might be stated that no sufficient evidence was found for 
the clinical predictive of insight in OCD. 

There are a limited number of studies examining the relation-
ship of insight with metacognition and type and severity of 
obsessive beliefs in patients diagnosed with OCD.[27,28] This 
study aimed to contribute to the literature by examining the 
relationship of insight with metacognition and the content 
and severity of obsessive beliefs. 

Materials and Method
Participants 

The study population included 101 patients present at the 
psychiatrics polyclinics of the Bezmialem Foundation Univer-
sity Hospital between September 2016 and April 2017, who 
met research inclusion criteria, agreed to participate in the 
study, and were diagnosed with OCD according to the DSM-5 
diagnosis criteria, and 52 healthy volunteers.

The research inclusion criteria included:

- Being between 18 and 50 years old

- Knowing how to read and write

- Volunteering to participate in the study

What is known on this subject?
• There are limited number of studies examining the relationship be-

tween insight in patients diagnosed with Obsessive Compulsive Disor-
der (OCD) with metacognition and the type and severity of obsessive 
beliefs. These studies generally state a decrease in insight is associated 
with an increase in the severity of obsessive and compulsive symptoms 
and stronger metacognition.

What is the contribution of this paper?
• Contrary to the limited literature, this study shows no significant re-

lationship found between the insight level in OCD and the type and 
severity of obsessions, as well as metacognitive beliefs. Even with the 
implications of the common belief that worry is useful and one should 
not rely on ones’ own attention and memory, these two beliefs among 
the patients and healthy volunteers were found at similar levels.

What is its contribution to the practice?
• This study does not resemble the limited literature on insight in OCD. 

Therefore, it is argued that the term insight in OCD should be re-evalu-
ated with its different aspects and the deterministic role of insight level 
in the approach and treatment of OCD should be questioned.



13Onur Yılmaz, Insight and metacognition relationship in OCD / dx.doi.org/10.14744/phd.2020.83584

- Diagnosed with OCB according to the DSM-5 diagnosis cri-
teria.
The research exclusion criteria included:
- Active use of alcohol and/or substance abuse
- The presence of an active psychiatric disease comorbid to 
OCD
- The presence of a visual and/or auditory disorder.

The Research Tools
All volunteers were given the Sociodemographic Data Form, 
Hamilton Depression Rating Scale (HDRS), Obsessional Beliefs 
Questionnaire (OBQ-44), and Metacognition Questionnaire 
(MCQ-30). In addition, the patient group also received the 
Yale-Brown Obsessive Compulsive Scale (Y-BOCS) and the 
Overvalued Ideas Scale (OVIS). Of the 101 patients in the sam-
ple group, according to the OVIS, 31 patients were classified as 
“OCD with poor insight” and the remaining 70 patients were 
classified as “OCD with good insight”. Three groups were in-
cluded in the sample of the study. 
Sociodemographic Data Form: This form was prepared by the 
researcher and included 23 questions regarding variables of 
age, gender, marital status, educational status, employment 
status, age at diagnosis and the severity of obsessive-compul-
sive symptoms, duration of the disease, and the use of alco-
hol-cigarettes. 
Yale–Brown Obsessive Compulsive Scale (Y-BOCS): This scale 
was developed by Goodman et al.[29,30] to assess the severity 
of obsessive-compulsive symptoms. Y-BOCS consists of 19 
Likert-type items rated by the analyst. The Y-BOCS is evalu-
ated by the score of the first 10 items. The sum of items 1–5 
represents obsession while the sum of items 6–10 represents 
compulsion. The scores of obsession and compulsion give the 
total scale score. The Turkish validity and reliability study of 
the scale was carried out by Karamustafalıoğlu et al.[31] It was 
found that the scale also exhibited a high-level of internal con-
sistency (Cronbach’s alpha= 0.925). 
The Overvalued Ideas Scale (OVIS): This scale was developed by 
Neziroğlu et al.[32] to assess the degree of insight in OCD. OVIS 
consists of 11 Likert-type items that are rated between 1 and 
10. The patients with an OVIS score equal to or higher than 
six were considered to have “OCD with poor insight”. The pre-
dictor validity of the scale in the treatment of OCD and Body 
Dysmorphic Disorder was conducted.[33] It was found that the 
scale also exhibited a high-level internal consistency (Cron-
bach’s alpha= 0.820).
Hamilton Depression Rating Scale (HDRS): HDRS was initially 
developed by Max Hamilton to measure the degree of de-
pressive symptoms[34] and Williams developed the structured 
form.[35] The validity and reliability of the Turkish question-
naire version was conducted by Akdemir et al.[36] The scale 
was administered by a clinician to individuals with depres-
sive symptoms. The scaler is a 17-item Likert-type scale where 
each item is scored between zero and four points. A total 

HDRS score between 8 and 13 indicates mild depression, 
14–18 indicates moderate, higher than 19 indicates severe 
depression.[37] It was found that the scale also exhibited a 
high-level of internal consistency (Cronbach’s alpha= 0.905) 
in this study sample.
The Obsessive Beliefs Questionnaire (OBQ-44): OBQ-44 was de-
veloped by the Obsessive-Compulsive Cognitions Working 
Group. The questionnaire is a 7-point Likert-type scale consist-
ing of 44 items.[38,39] There are three sub-scales that cluster the 
main symptoms of OCD. These sub-scales are perfectionism/
flawlessness, responsibility/the fear of disaster, and giving ex-
cessive importance/controlling thoughts. The Turkish validity 
and reliability study of the questionnaire was conducted by 
Boysan et al.[40] The questionnaire was also found to exhibit a 
high-level internal consistency (Cronbach’s alpha= 0.910) in 
this study sample.
The Metacognitions Questionnaire (MCQ-30): MCQ-30 was de-
veloped by Cartwright-Hatton and Wells.[41] The questionnaire 
is a 4-point Likert-type scale with five sub-scales identified as 
positive beliefs about worry (PB), cognitive confidence (CC), 
uncontrollability and danger (UD), cognitive self-conscious-
ness (CS), and need to control thoughts (NCT). PB consists of 
items relating to the belief that worrying helps to plan and 
solve problems, in other words worrying is actually useful; CC 
consists of items concerned with the efficacy of one’s atten-
tional and memory functioning, UD includes items tapping 
the belief that one’s worry is uncontrollable and that it is nec-
essary to control one’s worrying in order to function well as 
a person and be safe. NCT includes items to control negative 
beliefs around the themes of responsibility, punishment, and 
superstition. CS includes items relating to the degree to which 
an individual focuses on their own thinking processes. The 
Turkish validity and the reliability of the questionnaire was 
carried out by Tosun and Irak.[42] 

Process
This study was conducted with volunteer patients present 
at the psychiatric polyclinics of the Bezmialem Foundation 
University and diagnosed with OCD, and with a healthy con-
trol group. The patients were chronologically received into 
the study according to the date they presented to the poly-
clinic and the date that they agreed to participate in the study. 
The control group consisted of voluntary participants among 
hospital employees and their relatives who did not have 
any psychiatric complaint and were not diagnosed with any 
pathology in their mental examination. The patient group was 
separated into two groups as patients with “poor insight” and 
patients with “good insight”.

Statistical Evaluation
The variables in the OCD group with good insight and poor in-
sight and in the healthy control group were evaluated through 
statistical analyses. The groups were compared in terms of 
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variables, the ANOVA test was used for numerical data such 
as age and scale scores, and chi-square test was used for cate-
gorical data such as gender, marital status, and education sta-
tus. The independent sampling t-test was used in the pairwise 
comparison of the patient groups and the healthy group in 
terms of scale scores of MCQ-30, OBQ-44, and HDRS.

Of the control group, educational status information was 
missing for one participant. Information was missing for one 
patient in the group with poor insight and two patients in 
the group with good insight regarding the presence of a sig-
nificant life event before the disease started, how the disease 
started, family history of mental health disease, the use of 
alcohol and/or smoking. These volunteers could not be con-
tacted again; however, as this missing data was at a negli-
gible level, there was no need to apply the data placement 
process. 

Research Ethical Dimension 
The study participation was voluntary. A signed consent form 
was received from all the individuals who agreed to partici-
pate in the study. The study was approved by the Bezmialem 
Foundation University’s Non-Interventional Research Ethics 
Committee (Date of approval: 09.09.2016, number: 3/55).

Results

Table 1 presents demographic data of the patient group and 
the control group.
Comparing three groups (two different patient groups and 
one control group) in terms of the mean scale scores, sig-
nificant differences were found between the groups for the 
scores of all sub-scales of the OBQ, and HDRS and the sub-
scales of UD, NCT, and CS of the MCQ (Table 2). 

Table 1. Demographic data of the control group and two separate patient groups

Demographic data Poor insight in OCD (n=31) Good insight in OCD (n=70) Control (n=52)

Age 31.0±10.4 31.3±10.2 28.8±9.9
Marital status    
 Single 15 33 38
 Married 16 34 13
 Widowed/divorced 0 3 1
Education status   
 Literate 0 1 2
 Primary school 13 23 4
 High school 7 22 5
 College-university 11 25 40
Gender   
 Female 26 39 35
 Male 5 31 17

OCD: Obsessive Compulsive Disorder; p: Probability value; n: Sample size.

Table 2. Comparison of the control group and two separate patient groups according to the mean scale scores

Scale Poor insight in OCD (n=31) Good insight in OCD (n=70) Control (n=52) Statistics

HDRS 10.4±6.6 10.4±5.8 1.9±2.3 p<0.01*

OBQ-44 
 Perfectionism 72.5±23.2 68.1±23.4 52.9±16.7 p<0.01*

 Responsibility 68.5±22.2 63.9±20.1 44.8±15.4 p<0.01*

 Excess importance 47.1±17.7 43.9±15.7 29.2±13.3 p<0.01*

MCQ-30 
 Positive belief 13.7±4.0 11.8±4.7 11.7±4.2 p=0.095
 Uncontrollability and danger 17.0±5.0 15.7±4.4 11.0±3.7 p<0.01*

 Cognitive confidence 13.3±5.3 12.9±5.5 11.6±4.5 p=0.279
 Need to control thoughts 17.5±4.8 18.2±4.2 10.6±4.2 p<0.01*

 Cognitive self-consciousness 17.3±4.5 18.2±4.3 14.3±4.6 p<0.01*

The comparisons were done using one-way ANOVA test. The results with significant difference are represented by *. OCD: Obsessive Compulsive Disorder; p: Probability value, 
n: Sample size; HDRS: Hamilton Depression Rating Scale; OBQ: Obsessional Beliefs Questionnaire; MCQ: Metacognition Questionnaire.
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Comparing the two separate patient groups in terms of the 
mean scale scores, no significant difference was found be-
tween the groups. In addition, it was found that the sub-scale 
mean score of the MCQ-PB was higher in the OCD group with 
poor insight, and the difference between them was close to 
the significance level (Table 3). 

Comparing the poor insight group with the good insight 
group in terms of the years of duration of the disease, no sta-

tistically significant difference was found (Table 4). Similarly, 
no significant difference was found between the two patient 
groups in terms of the presence of a significant life event be-
fore the symptoms started, how the symptoms started (acute 
onset or chronic), the presence of mental health disease in the 
immediate family, and demographic characteristics like the 
use of alcohol and/or smoking (Table 4).

Comparing both groups (patients and volunteers), done by 

Table 3. Comparison between two patient groups according to mean scale scores

Scale Poor insight in OCD (n=31) Good insight in OCD (n=70) Statistics

Y-BOCS  
 Obsession 13.3±3.9 13.1±3.2 p=0.781
 Compulsion 13.2±3.6 12.3±3.4 p=0.240
 Total 26.5±7.1 25.5±6.2 p=0.498
HDRS 10.4±6.6 10.4±5.8 p=0.950
OBQ-44 
 Perfectionism 72.5±23.2 68.1±23.4 p=0.383
 Responsibility 68.5±22.2 63.9±20.1 p=0.307
 Excess importance 47.1±17.7 43.9±15.7 p=0.375
MCQ-30 
 Positive belief 13.7±4.0 11.8±4.7 p=0.058
 Uncontrollability and danger 17.0±5.0 15.7±4.4 p=0.184
 Cognitive confidence 13.3±5.3 12.9±5.5 p=0.690
 Need to control thoughts 17.5±4.8 18.2±4.2 p=0.456
 Cognitive self-consciousness 17.3±4.5 18.2±4.3 p=0.368

The comparisons were done by independent samples t-test. OCD: Obsessive Compulsive Disorder; p: Probability value; n: Sample size; Y-BOCS: Yale-Brown Obsessive Compulsive 
Scale; HDRS: Hamilton Depression Rating Scale; OBQ: Obsessional Beliefs Questionnaire; MCQ: Metacognition Questionnaire.

Table 4. Comparison between two patient groups according to the history of the disease and clinical characteristics

Scale Poor insight in OCD (n=31) Good insight in OCD (n=70) Statistics

Duration of the disease (year)  10.4±8.4 10.1±8.5 p=0.863
The presence of a significant life event 
 Yes 16 27 p=0.289, x2=2.485
 No 14 41 
How the disease started   
 Acute onset 8 22 p=0.685, x2=0.758
 Chronic 22 46 
Family history of mental health disease 
 Yes 13 36 p=0.385, x2=1.906
 No 17 32 
Alcohol use 
 Yes 2 5 p=0.739, x2=0.605
 No 28 63 
Smoking 
 Yes 9 16 p=0.775, x2=0.509
 No 21 52 

The comparison of the duration of disease was done by the independent samples t-test, and the comparison of other demographic data was done by chi-square test. 
OCD: Obsessive Compulsive Disorder; p: Probability value; n: Sample size; x2: Chi-square test result.
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addressing all patients as one group and the control group as 
another group, it was found that the mean scale scores of the 
patients were higher than the control group. The mean sub-
scale scores of the MCQ-PB and MCQ-CC were found similar in 
the patient and control groups (Table 5).

Discussion

This study examined the relationship of insight levels with 
metacognition and types and severity of obsessive beliefs 
among OCD diagnosed patients. 
In the study, the mean depression scores in the OCD patients 
were found higher than the control group. This finding can be 
explained by the fact that OCD is accompanied by depressive 
symptoms and major depressive disorders (MDD).[43] 
The mean scores of all sub-scales of the Obsessive Beliefs 
Questionnaire were found higher in the patients than in the 
control group which is expected considering the nature of the 
OCD. 
In the patient groups, the mean scores of the metacognition 
of uncontrollability, danger and the need to control thoughts 
in the Metacognitions Questionnaire were found higher than 
the control group. This result indicated the significant exces-
sive need to control in the OCD patients. The mean score of 
the metacognition of cognitive self-consciousness was found 
higher in the patients as well. This result indicates that these pa-
tients are apparently interested in their own world of thought 
in a ruminative way. According to the S-REF model, metacog-
nition in OCD patients is defined as basic factors causing the 
unsettling thoughts that all people have to transform into ob-
sessions in OCD patients.[10] However, in this study, contrary 
to expectations, the sub-scale mean scores of Positive Beliefs 
about Worry and Cognitive Confidence of the Metacognitions 
Questionnaire were found similar in the patient and control 
groups. This result suggests that the metacognition regarding 
worry as being useful and that one should not only rely on 

attention and memory may not be common only in the OCD 
patients, but also common in society as a whole. Acting with 
suspicion towards other people with foresight may be often 
accepted as a safe and a self-protective attitude not only in 
OCD patients, but also in society as a whole. 

Comparing the OCD group with poor insight and the OCD 
group with good insight according to the mean scores of the 
questionnaires of depression, metacognition and obsessive 
beliefs, no significant difference was found. Some studies ex-
amining the prevalence of depression among OCD patients 
reported that a decrease in insight is associated with an in-
crease in the risk of depression.[21,44] In a study conducted in 
Turkey, the severity of depression was found significantly 
higher in OCD patients with poor insight than the OCD pa-
tients with good insight. In addition, in the same study, while 
conducting the study and before that, Major Depressive Disor-
der (MDB) accompanying the group with poor insight was 
found higher.[21] In this study, the number of female subjects 
was higher in the group with poor insight. Although depres-
sion is much more common in women, it is crucial to consider 
the result that depressive symptoms accompanying OCD 
were observed more in the group with poor insight. However, 
in this study, the severity of depression was similar in the both 
groups; poor insight and good insight. From this aspect, the 
findings regarding the relationship of depression in OCD pa-
tients with insight were generally inconsistent with the litera-
ture. However, considering there was no significant difference 
between the group with poor insight and the group with good 
insight according to the duration of the disease (Table 4), it 
might be argued that depression accompanying OCD may be 
linked to the disease duration rather than insight and gender. 
Moreover, as the duration of disease was found similar in both 
groups, the severity of depressive symptoms was found at 
same levels. This finding was also supported as no significant 
difference was found between the two patient groups regard-
ing demographic characteristics such as the presence of a sig-

Table 5. The comparison of patients with the control group according to the mean scale scores

Scale Patients (n=101) Controls (n=52) Statistics

HDRS 10.4±5.9  1.9±2.3 p<0.01*

OBQ-44 
 Perfectionism 69.4±23.3  52.9±16.7 p<0.01*

 Responsibility 65.3±21.2  44.8±15.4 p<0.01*

 Excess importance 44.9±16.3 29.2±13.3 p<0.01*

MCQ-30 
 Positive belief 12.4±4.6 11.7±4.2 p=0.348
 Uncontrollability and danger 16.1±4.6 11.0±3.7 p<0.01*

 Cognitive confidence 13.0±5.4 11.6±4.5 p=0.123
 Need to control thoughts 18.0±4.4 10.6±4.2 p<0.01*

 Cognitive self-consciousness 17.9±4.4 14.3±4.6 p<0.01*

The comparisons were done using one-way ANOVA test. The results with significant difference are represented by *.
p: Probability value; n: Sample size; HDRS: Hamilton Depression Rating Scale; OBQ: Obsessional Beliefs Questionnaire; MCQ: Metacognition Questionnaire.
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nificant life event before the symptoms started, the onset of 
symptoms, and the presence of mental disease in the family.
Y-BOCS obsession, compulsion, and total scale scores were 
found similar for the two patient groups. Besides the studies 
suggesting that a decrease in insight is associated with more 
severe obsessive and compulsive symptoms in OCD,[20–22] there 
were also studies that found no relationship between insight 
and severity of symptoms.[23,24] There are differences in the lit-
erature regarding the relationship between the insight in OCD 
and the severity and types of obsessive-compulsive symptoms 
and accompanying depressive symptoms. The differences in 
the patient selection criteria, as well as the variability in the 
definition of the term insight and the method of measurement 
might have an effect. 
Comparing the two patient groups in terms of the OBQ mean 
scores, no significant difference was found; and the Y-BOCS sub-
scale and total scores were similar between the two groups.
The mean scores of the metacognitive questionnaire did not 
show significant differences between the two patient groups 
which does not coincide with the limited literature regard-
ing the subject published up until now. In a study conducted 
in Turkey, the sub-scale scores of UD, CS, NCT, and CC of the 
MCQ-30 were found lower in OCD patients with poor insight.
[28] There are statements in the literature stating that positive 
beliefs on worrying (the sub-scale of PB in MCQ-30) are related 
with the continuation of dysfunctional coping methods, and 
the need to control thoughts (the sub-scale of NCT in MCQ-
30) is a good determinant of worrying on repetition.[45,46] In 
our study, it was found that the score of positive beliefs (PB) as 
one of the sub-scales of the MCQ-30 was higher in the group 
with poor insight, but although the difference was close to the 
statistical significance level it was not at significance level (p= 
0.058). The sub-scale of PB represents the belief that worry-
ing is beneficial. As insight decreases, the risk of realizing ob-
sessions may be perceived as higher, therefore it is possible 
to be alert to the possibility of obsessions and make plans to 
respond quicker. This may help to increase the belief about the 
benefits of worry as insight decreases. 
In another study conducted in Turkey, in addition to the Y-
BOCS, the dimensional Y-BOCS, that measures OCD symp-
toms in six different dimensions, the Beck Cognitive Insight 
Scale (BCIS) to measure cognitive insight, the insight item of 
Y-BOCS (item 11) to evaluate the insights of patients for their 
own OCD symptoms, the Thought–Action Fusion Scale for the 
thought-action fusion in the S-REF model, and the MCQ-30 to 
evaluate metacognitions were used. In that study, it was found 
that cognitive insight is weak in the cases where both remis-
sion occurs and remission does not occur and the weakness of 
insight for their own symptoms are related with the increase 
in symptom severity. Additionally, there is a relationship be-
tween the sub-scales of MCQ-CC and MCQ-CS and the scale of 
“self-reflectiveness” of the BCIS, the obsession score of Y-BOCS 
and the sub-scale of “self-reflectiveness” of the BCIS, and the 
compulsion and insight score of the Y-BOCS and the sub-scale 

of “self-certainty” of the BCIS.[28]

This study has some limitations. First, the adequacy of the sam-
ple size might be questioned. The use of OVIS to assess the in-
sight level might have caused a limitation. It may be suggested 
that insight evaluation may be done in more detail by using a 
scale that evaluates the cognitive dimension of insight sepa-
rately like BCIS. Also, detailed information regarding the treat-
ment of OCD was not included in the scope of the study. The 
variables such as the presence and duration of medical treat-
ment and/or psychotherapy, and the response to therapies 
were not evaluated which may be considered as a limitation. 
In conclusion, this study found that the severity of depressive 
symptoms in OCD patients was higher than the healthy con-
trol group. Possibly, with the effect of the common belief in 
our society that worry is useful and someone should not rely 
solely on attention and memory, no difference was found be-
tween the OCD patients and healthy volunteers in these two 
metacognitive areas. Among the patient groups with poor in-
sight and good insight, no significant difference was found in 
terms of the severity of obsession and compulsion, the sever-
ity of depression, and metacognition. Between these two 
groups, also no significant difference was found according to 
demographic characteristics such as the duration of disease, 
the presence of a significant life event before the symptoms 
started, the onset of symptoms, and the presence of mental 
health disease in family. Only, the metacognition regarding 
worrying is useful was found higher as close to the signifi-
cance level in the group with poor insight. 
Taking into consideration the limitation of the literature re-
garding the relationship of metacognition in OCD with insight 
level, the variation in the measurement tools to assessing 
insight level, the variety of selection criteria for the patients 
included in studies, the variability of the ways to assess ob-
sessions (severity, type, etc.), it is understood that new stud-
ies with extensive samples including more demographics and 
clinical data are required to examine the relationship of insight 
with metacognition and type and severity of obsessive beliefs 
in the OCD patients. Also, added as a determinant to OCD in 
DSM-IV, and extended in DSM-5, the content of the term of in-
sight is still open to discussion. It is necessary to more broadly 
examine the role of insight in OCD, if possible by including 
structural and functional neuroimaging as well. In OCD, it 
might be suggested that it is necessary to question the pre-
diction of insight level in treatment and clinical approaches.

Conflict of interest: There are no relevant conflicts of interest to 
disclose.

Peer-review: Externally peer-reviewed.

Authorship contributions: Concept – O.Y., A.Ö.; Design – O.Y., 
R.K.B., A.K., F.B.P., A.Ö.; Supervision – O.Y., R.K.B., A.K., F.B.P., A.Ö.; 
Materials – O.Y., R.K.B., A.K., F.B.P., A.Ö.; Data collection &/or pro-
cessing – O.Y., R.K.B., A.K., F.B.P., A.Ö.; Analysis and/or interpreta-
tion – O.Y., R.K.B., A.K., F.B.P., A.Ö.; Literature search – O.Y., R.K.B., 
A.K., F.B.P., A.Ö.; Writing – O.Y., R.K.B., A.K., F.B.P., A.Ö.; Critical review 
– O.Y., A.Ö.



18 Psikiyatri Hemşireliği Dergisi - Journal of Psychiatric Nursing

References
1. Kitchner KS. Cognition, metacognition, and epistemic cogni-

tion. Hum Dev 1983; 26:222–32.
2. Cox MT. Metacognition in computation: A selected research 

review. Artif Intell 2005; 169:104–41.
3. Papageorgiou C, Wells A. Metacognitive beliefs about ru-

mination in recurrent major depression. Cogn Behav Pract 
2001;8:160–4.

4. Wells A. Cognition about cognition: Metacognitive therapy 
and change in generalized anxiety disorder and social phobia. 
Cogn Behav Pract 2007;14:18–25.

5. Fisher PL, Wells A. Metacognitive therapy for obsessive-com-
pulsive disorder: a case series. J Behav Ther Exp Psychiatry 
2008;39:117–32.

6. Nance M, Abramowitz JS, Blakey SM, Reuman L, Buchholz JL. 
Thoughts and Thoughts about Thoughts: the Relative Con-
tribution of Obsessive Beliefs and Metacognitive Beliefs in 
Predicting Obsessive-Compulsive Symptom Dimensions. Int J 
CognTher 2018;11:234–48.

7. de Bruin GO, Muris P, Rassin E. Are there specific meta-cogni-
tions associated with vulnerability to symptoms of worry and 
obsessional thoughts? Pers Individ Dif 2007;42:689–99.

8. Janeck AS, Calamari JE, Riemann BC, Heffelfinger SK. Too much 
thinking about thinking?: metacognitive differences in obses-
sive–compulsive disorder. J Anxiety Disord 2003;17:181–95.

9. Amerikan Psikiyatri Birliği. Mental Bozuklukların Tanısal ve 
Sayımsal El Kitabı, DSM-V. Ankara: Hekimler Yayın Birliği; 2013.

10. Matthews G, Wells A. Attention, automaticity, and affective 
disorder. Behav Modif 2000;24:69–93.

11. Shafran R, Thordarson DS, Rachman S. Thought-action fu-
sion in obsessive compulsive disorder. J Anxiety Disord 
1996;10:379–91.

12. Myers SG, Fisher PL, Wells A. An empirical test of the metacog-
nitive model of obsessive-compulsive symptoms: fusion be-
liefs, beliefs about rituals, and stop signals. J Anxiety Disord 
2009;23:436–42.

13. Myers SG, Wells A. Obsessive-compulsive symptoms: the 
contribution of metacognitions and responsibility. J Anxiety 
Disord 2005;19:806–17.

14. Marková IS, Berrios GE. Insight in clinical psychiatry revisited. 
Compr Psychiatry 1995;36:367–76.

15. Fıstıkçı N, Keyvan A, Cesur E. Psikiyatrik Hastalıklarda İçgörü 
Kavramı: Bir Gözden Geçirme. Yeni Symposium 2016;54:25–9.

16. Wu MS, Lewin AB. Insight in Obsessive‐Compulsive Disorder. 
In: Abramowitz JS, McKay D, Storch EA, editors. The Wiley 
Handbook of Obsessive Compulsive Disorders. West Sussex: 
Wiley; 2017. p. 492–510.

17. Amerikan Psikiyatri Birliği. Mental Bozuklukların Tanısal ve 
Sayımsal El Kitabı, DSM-IV. Ankara: Hekimler Yayın Birliği; 
1994.

18. Eisen JL, Rasmussen SA, Phillips KA, Price LH, Davidson J, Ly-
diard RB, et al. Insight and treatment outcome in obsessive-
compulsive disorder. Compr Psychiatry 2001;42:494–7.

19. Bellino S, Patria L, Ziero S, Bogetto F. Clinical picture of ob-
sessive-compulsive disorder with poor insight: a regression 

model. Psychiatry Res 2005;136:223–31.
20. Bulut S, Fıstıkcı N, Topçuoglu V. İçgörüsü Az Olan Obsesif-Kom-

pulsif Bozukluk. Psikiyatride Güncel Yaklaşımlar 2014;6:126–
41.

21. Türksoy N, Tükel R, Özdemir Ö, Karali A. Comparison of clinical 
characteristics in good and poor insight obsessive–compul-
sive disorder. J Anxiety Disord 2002;16:413–23.

22. Catapano F, Sperandeo R, Perris F, Lanzaro M, Maj M. Insight 
and resistance in patients with obsessive-compulsive disor-
der. Psychopathology 2001;34:62–8.

23. Marazziti D, Dell'Osso L, Di Nasso E, Pfanner C, Presta S, Mun-
gai F, et al. Insight in obsessive-compulsive disorder: a study 
of an Italian sample. Eur Psychiatry 2002;17:407–10.

24. Insel TR, Akiskal HS. Obsessive-compulsive disorder with psy-
chotic features: a phenomenologic analysis. Am J Psychiatry 
1986;143:1527–33.

25. Himle JA, Van Etten ML, Janeck AS, Fischer DJ. Insight as a 
predictor of treatment outcome in behavioral group treat-
ment for obsessive– compulsive disorder. Cognitive Ther Res 
2006;30:661–6.

26. Alonso P, Menchón JM, Segalàs C, Jaurrieta N, Jiménez-Mur-
cia S, Cardoner N, et al. Clinical implications of insight assess-
ment in obsessive-compulsive disorder. Compr Psychiatry 
2008;49:305–12.

27. Önen S, Karakaş Uğurlu G, Çayköylü A. The relationship be-
tween metacognitions and insight in obsessive-compulsive 
disorder. Compr Psychiatry 2013;54:541–8.

28. Ekinci O, Ekinci A. The relationship between clinical character-
istics, metacognitive appraisals, and cognitive insight in pa-
tients with obsessive-compulsive disorder. Nord J Psychiatry 
2016;70:591–8.

29. Goodman WK, Price LH, Rasmussen SA, Mazure C, Fleis-
chmann RL, Hill CL, et al. The Yale-Brown Obsessive Compul-
sive Scale. I. Development, use, and reliability. Arch Gen Psy-
chiatry 1989;46:1006–11.

30. Goodman WK, Price LH, Rasmussen SA, Mazure C, Delgado 
P, Heninger GR, et al. The Yale-Brown Obsessive Compulsive 
Scale. II. Validity. Arch Gen Psychiatry 1989;46:1012–6.

31. Karamustafalıoğlu O, Üçışık AM, Ulusoy M, Erkmen H. Yale-
Brown obsesyon kompulsiyon derecelendirme ölçeği’nin 
Türkçe’de geçerlik ve güvenirlik çalışması. 29. Ulusal Psikiyatri 
Kongresi Özet Kitabı. 1993; 29.

32. Neziroglu F, McKay D, Yaryura-Tobias JA, Stevens KP, Todaro 
J. The Overvalued Ideas Scale: development, reliability and 
validity in obsessive-compulsive disorder. Behav Res Ther 
1999;37:881–902.

33. Neziroglu F, Stevens KP, McKay D, Yaryura-Tobias JA. Predic-
tive validity of the overvalued ideas scale: outcome in obses-
sive–compulsive and body dysmorphic disorders. Behaviour 
Research and Therapy 2001;39:745–56.

34. Hamilton M. A rating scale for depression. J Neurol Neurosurg 
Psychiatry 1960;23:56–62.

35. Williams JB. A structured interview guide for the Hamilton De-
pression Rating Scale. Arch Gen Psychiatry 1988;45:742–7. 

36. Akdemir A, Türkçapar MH, Orsel SD, Demirergi N, Dag I, Ozbay 



19Onur Yılmaz, Insight and metacognition relationship in OCD / dx.doi.org/10.14744/phd.2020.83584

MH. Reliability and validity of the Turkish version of the Hamil-
ton Depression Rating Scale. Compr Psychiatry 2001;42:161–5.

37. Kearns NP, Cruickshank CA, McGuigan KJ, Riley SA, Shaw SP, 
Snaith RP. A comparison of depression rating scales. Br J Psy-
chiatry 1982;141:45–9. 

38. Obsessive Compulsive Cognitions Working Group. Develop-
ment and initial validation of the obsessive beliefs question-
naire and the interpretation of intrusions inventory. Behaviour 
Research and Therapy 2001;39:987–1006.

39. Obsessive Compulsive Cognitions Working Group. Psychome-
tric validation of the obsessive belief questionnaire and inter-
pretation of intrusions inventory--Part 2: Factor analyses and 
testing of a brief version. Behav Res Ther 2005;43:1527–42.

40. Boysan M, Beşiroğlu L, Çetinkaya N, Atlı A, Aydın A. Obsesif 
İnanışlar Ölçeği-44'ün (OİÖ-44) Türkçe formunun geçerlik ve 
güvenirliği. Noro Psikiyatr Ars 2010;47:216–22.

41. Cartwright-Hatton S, Wells A. Beliefs about worry and intru-
sions: the metacognitions questionnaire and its correlates. J 
Anxiety Disord 1997;11:279–96.

42. Tosun A, Irak M. Üstbiliş Ölçeği-30'un Türkçe Uyarlaması, 
Geçerliği, Güvenirliği, Kaygı ve Obsesif-Kompülsif Belirtilerle 
İlişkisi. Turk Psikiyatri Derg 2008;19:67–80.

43. Jones PJ, Mair P, Riemann BC, Mugno BL, McNally RJ. A net-
work perspective on comorbid depression in adolescents with 
obsessive-compulsive disorder. J Anxiety Disord 2018;53:1–8.

44. Ravi Kishore V, Samar R, Janardhan Reddy YC, Chandrasekhar 
CR, Thennarasu K. Clinical characteristics and treatment re-
sponse in poor and good insight obsessive-compulsive disor-
der. Eur Psychiatry 2004;19:202–8.

45. Sica C, Steketee G, Ghisi M, Chiri LR, Franceschini S. Metacog-
nitive beliefs and strategies predict worry, obsessive–compul-
sive symptoms and coping styles: a preliminary prospective 
study on an Italian nonclinical sample. Clin Psychol Psychother 
2007;14:258–68.

46. Myers SG, Fisher PL, Wells A. Belief domains of the Obsessive 
Beliefs Questionnaire-44 (OBQ-44) and their specific relation-
ship with obsessive-compulsive symptoms. J Anxiety Disord 
2008;22:475–84.


