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Abstract Cognitive theories of obsessive-compulsive disorder
(OCD) ascertain that catastrophic (mis)interpretations of normally occurring intrusive thoughts are causal to the onset and
maintenance of OCD. Recently, Calkins, Berman and Wilhelm
have highlighted research validating the cognitive model. However, the current comment article stresses various findings that
challenge basic premises of the cognitive theory. Moreover, a
review of clinical studies investigating cognitive and behavioral
therapies for OCD questions the added value of cognitive
interventions over and above behavior therapy consisting of
exposure and response prevention for this disorder. We suggest
an alternative, potentially more useful route of investigation,
stressing executive (dis)functions as the cause of OCD patients
to (automatically) act on internal and external stimuli. We further
suggest that dysfunctional beliefs proposed as paramount in the
pathogenesis of OCD according to the cognitive model may be
less important and specific than formerly believed.
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Obsessive-compulsive disorder (OCD) was considered
untreatable until the 1960s, when Meyer [1] developed a new
behavioral intervention, which later became known as "exposure and response prevention" (ERP). Since then, ERP has

turned into the treatment of choice for OCD [2]. However,
several significant difficulties in the application of ERP were
noted, motivating research of additional advancements in the
treatment of OCD. Difficulties included high treatment refusal
and dropout rates, as well as the finding that many patients
maintained significant residual symptoms after treatment [3,
4]. Therefore, increased interest in the cognitive theory of
OCD emerged from the 1980s onwards. It was believed that
adding cognitive interventions to the treatment of OCD would
(1) increase the efficacy of treatment for OCD, (2) help patients
who did not succeed in behavior therapy and (3) reduce relapse
rates [4]. These hopes have led to great interest and research
investment in the cognitive theory and treatment of OCD,
detailed in a recent paper authored by Calkins, Berman and
Wilhelm [5]. The aforementioned paper highlights research
validating the theoretical underpinnings of the cognitive model
of OCD [5]. We propose, however, that analysis of current
research findings indicates that cognitive theory and treatment
of OCD have yet to achieve their set goals. In order to do this,
we review research findings (1) concerning the assessment of
beliefs hypothesized to be etiological in the onset and maintenance of OCD, (2) comparing the relative efficacy of ERP and
cognitive therapy for OCD and (3) examining evidence for
cognitive therapy being a viable option for ERP treatment
failures. In addition we suggest it might be more useful to
divert research attention to alternative theories, and offer a
possible direction that relies on consistent findings showing
inhibitory deficits in OCD patients [e.g., 6–8].
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OCD Beliefs
In 1997, a distinguished group of prominent OCD researchers
comprising the Obsessive-Compulsive Cognitions Working
Group (OCCWG) examined the state of the art knowledge
of cognitive theory of OCD [9]. They reviewed existing
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research and measurements of OCD cognitions and devised
the Obsessive-Compulsive Questionnaire-87 (OBQ-87). It
entails six belief domains believed to underlie the catastrophic
(mis)interpretations of (normally occurring) intrusive
thoughts, causal for the onset and maintenance of OCD symptoms: (1) inflated responsibility, (2) intolerance of uncertainty,
(3) importance of thoughts, (4) control of thoughts, (5) overestimation of threat and (6) perfectionism. The OBQ has been
revised using factor-analytic procedures to form the OBQ-44,
containing three subscales, each combining two subscales
from the original OBQ-87: (1) inflated responsibility/
overestimation of threat, (2) perfectionism/intolerance of uncertainty and (3) importance/control of thoughts [10]. In this
article we concentrate on research concerning the OBQ (and
its various versions) since it is the most studied measure of
OCD cognitions and contains most of the important cognitive
constructs. Research using the OBQ reveals several important
challenges to the cognitive theory:
1. Discriminant validity
The discriminant validity of the OBQ seems to be low
since it does not separate OCD from other disorders very
well. Although some studies found OCD patients to present with higher scores than anxious controls [e.g., 11],
many studies detected significant increases in OBQ scores
in various other patient populations. In the initial
OCCWG validation study itself, a comparison of OCD
patients with non-obsessional anxious patients revealed
that in three of the six OBQ-87 scales, no significant
differences emerged (intolerance of uncertainty, overestimation of threat and perfectionism; [10]). Anholt and
colleagues [12] further demonstrated that overestimation
of threat was the only subscale where OCD patients
exhibited higher scores than pathological gamblers. In
the same study, only two OBQ-87 subscales (inflated
responsibility and overestimation of threat) were significantly increased in OCD patients relative to patients with
panic disorder with or without agoraphobia [12]. In another research, participants with eating disorders exhibited OBQ-87 scores comparable to or higher than those
with OCD [13]. Moreover, patients from a medical clinic
for ambulatory and chronic diseases exhibited higher
OBQ-87 scores than OCD patients in the domains of
intolerance of uncertainty, overestimation of threat, inflated responsibility and perfectionism [14]. Thus, although
some research findings support the importance of such
beliefs in OCD, the specificity of such beliefs to OCD
seems highly questionable.
2. OCD patients with low OBQ scores and overlap between
patients and healthy controls
A study using cluster analysis with a sample of OCD
patients reported that two clusters emerged—one with high
levels of obsessive-compulsive (OC) beliefs and one with

Curr Psychiatry Rep (2013) 15:416

low levels of OC beliefs [15]. Remarkably, about half of
OCD patients did not show elevations in OBQ scores (i.e.,
the low-beliefs group). The low- and high-belief groups
differed only in "harming obsessions" and checking, however, not in other OCD symptoms (contamination and
grooming). Similarly, another study also reported that a
large proportion of OCD patients do not show elevated
OBQ-87 scores [16]. In this study, 66.35% of OCD patients scored below the clinical cutoff score (set at 2 SD
above the mean score of healthy controls). Findings of a
large proportion of OCD patients with low OBQ scores
may be explained by specificity of these beliefs to certain
symptoms and not to others [15]. However, this hypothesis
is not compatible with inconsistencies in the literature, with
some studies finding modest relations between OC beliefs
and all symptom dimensions [e.g., 17], while other studies
finding specific, (inconsistent between studies) beliefsymptom subtype relations [16, 18–20]. Furthermore, a
longitudinal 5-year study found (though using healthy
controls and unrelated to specific stressful events) OBQ
scores to be highly unstable, whereas OCD symptoms
showed higher stability [21]. In that study, OBQ scores
(of an Italian version consisting of 77 items) predicted
OCD symptoms only at the baseline measurement, but
not at the follow-up measurements of up to 5 years [21].
If certain beliefs function as a risk factor for OCD symptoms, one would expect opposite patterns; OC beliefs
would be a stable underlying factor, whereas OCD symptoms would be elevated in times of stress.
3. Sensitivity to treatment response
Anholt and colleagues [16] found that the OBQ (both
OBQ-87 and OBQ-44) exhibited relatively low sensitivity
as a measure of treatment response. Interestingly though,
a different study using a Brazilian sample found the OBQ44 to be a highly sensitive measure of treatment change
[22]. At this point, thus, results concerning the sensitivity
of the OBQ to treatment response are mixed.
4. Cultural differences
In the initial validation of the OBQ-87 [10], data were
collected at 17 sites, and the authors noted that variancecovariance matrices for the OBQ differed across languages.
As a consequence, only data from English-speaking countries were pooled together and reported. In another study,
OBQ-44 scores in a Dutch sample were found to be different from the scores reported by OCCWG [16]. Such cultural
differences cast further doubt on the generalizability of these
beliefs as an etiological factor for OCD.

Cognitive Therapy of OCD
Several studies have directly compared cognitive and ERP
therapies for OCD [23–27]. These comparisons did not detect
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significant differences between these interventions in most
post-treatment and follow-up measurements (of up to 5 years
[28]). However, a recent study has found ERP to be superior to
cognitive therapy of OCD [29]. Moreover, in a meta-analytic
study, a slightly higher effect for ERP (d(+) = 1.127) than
cognitive therapy (d(+) = 1.090) for OCD was found, with the
addition of cognitive interventions to ERP faring least of all
(d(+) = 0.998) [30]. Another meta-analytic study concluded
that in the treatment of OCD, "the more behaviorally (as
opposed to cognitively) oriented psychotherapies tended to
be more efficacious, as consistent with other reviews" [31]. In
an analysis of clinical significance, ERP was found to be
superior to cognitive therapy of OCD, though both interventions were found to produce an equally low (25%) proportion
of asymptomatic patients at post-treatment [32]. One might
consider the benefit of providing alternatives that offer more
treatment options for patients who do not respond to ERP.
However, a recent study investigating effects of cognitive
therapy (vs. fluvoxamine) as a second line treatment for
OCD patients who did not respond to ERP found that cognitive therapy had very little effect on these patients, whereas
fluvoxamine showed significantly larger effects [33]. This
casts further doubt on whether ERP and cognitive treatment
for OCD operate through differential mechanisms. Moreover,
cognitive therapy and ERP were found to produce similar
cognitive changes post-treatment [27]. In this vein, a study
analyzing the process of change in ERP and cognitive treatment of OCD concluded that behavioral changes led to treatment gains in both treatment modalities [34].

An Alternative View
OCD patients were found to have deficits in executive functions and particularly in response inhibition [35]. These findings led Anholt and colleagues to suggest that due to response
inhibition deficits, OCD patients may be more likely to
(automatically) act on internal and external cues and that OC
beliefs may develop over time [36, 37]. Findings on healthy
participants support the notion that good response inhibition
reduces effects of repeated checking (i.e., evokes less doubt as
a result of repeated checking), whereas poor inhibition is
related to increased effects of repeated checking (i.e., evokes
more doubt as a result of repeated checking) [38]. In a similar
line of research, OCD patients were found to rely more on
habit rather than goal-directed learning, thus forming strong
and inflexible stimulus-response associations [39]. Indeed,
ERP may be conceptualized as a form of inhibition training—intentionally creating a strong urge to act, and practicing
NOT acting upon it. Recently, some researchers have even
challenged DSM's [40] assumption of temporal and causal
relations between obsessions and compulsions [41]. These
researchers have suggested that OCD may be better termed
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compulsive-obsessive disorder (COD) and that obsessional or
anxiety symptoms may be a consequence rather than a precursor of compulsions [41].
In conclusion, close to 30 years of research on the cognitive
theory of OCD and about 25 years of research on the cognitive
treatment of OCD have produced meager results in our ability
to better treat OCD patients. It may be time to divert research
efforts to other venues and consider the possibility that OC
beliefs may be less important than previously believed.
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