Non-clinical obsessions in a young adolescent population: frequency and association with metacognitive variables. 
Abstract

Objectives. Little is known about normal obsessions in adolescence.  This study examined the frequency and content of intrusions in adolescence, and a number of process variables that have been associated with obsessions in adults.  

Design and Methods.  Sixty-two adolescents (aged 12-14 years) participated.  They completed measures of obsessions and Metacognitive beliefs.  They were interviewed about recent episodes of obsessional thought, including content, frequency, acceptability, distress, dismissibilty, interference and avoidance.  

Results.  Seventy-Seven percent of participants reported obsessions. Frequency, distress, dismissibility, acceptability, interference and avoidance, were associated with metacognitive appraisals.

Conclusions.  Obsessions are a normal experience in adolescence and are associated with metacognitive appraisals in the same way as for adults, indicating that adult models may be relevant for this younger population. 

Introduction

Obsessive Compulsive Disorder (OCD) occurs in approximately one percent of children and adolescents (Heyman, et al., 2001).  Approximately two thirds of adults with OCD report onset of symptoms in childhood or adolescence (Rasmussen and Eisen, 1992), with the first peak of maximal incidence occurring between 12 and 14 years (Rasmussen and Tsuang, 1986).  Earlier onset and longer duration of illness at diagnosis are associated with persistence of OCD at follow-up (Stewart, et al., 2004).  This suggests that early identification and intervention might lead to better outcomes.  

In both children and adults, OCD is characterised by the presence of recurrent obsessions or compulsions that are time consuming (over one hour a day) or cause marked distress or impairment (Diagnostic and statistical manual of mental disorders (DSM-IV-TR); American Psychiatric Association, 2000).  Evidence suggests similarities between child, adolescent and adult clinical presentations of OCD (McKay, et al., 2006).  Common obsessions in adolescence include fear of contamination, fear of harm to oneself or other people, and urges related to symmetry or exactness.  Corresponding compulsions include excessive washing and cleaning, followed by checking, counting, repeating, touching or straightening (Swedo, et al., 1989)

However, obsessional thoughts are not confined to those with a diagnosis of OCD.  Over the last three decades, a number of studies have verified that between 80 and 90 per cent of the non-clinical population experience intrusive thoughts, images or impulses that are similar in content to clinical obsessions (Allsopp and Wiliams, 1996; Freeston, Ladouceur, Thibodeau, and Gagnon, 1991; Niler and Beck, 1989; Parkinson and Rachman, 1981; Rachman and de Silva, 1978; Salkovskis and Harrison, 1984).  The field has generally concluded that obsessions are best viewed as a ‘normal experience’ (Barrett and Healey, 2003), and that obsessions in OCD differ from non-clinical obsessions primarily in terms of the distress they cause (Wells, 1997).  However, this research has been conducted largely with adult samples, and little is known about non-clinical obsessions in children and adolescents.  

This body of research on the ‘normality’ of obsessions can be traced to an influential early publication by Rachman and de Silva (1978), examining the prevalence of obsessions (defined as repetitive, unwanted, intrusive thoughts of internal origin) in a non-clinical sample of adults.  They found that 84% of individuals reported experiencing obsessions but that the majority of these were experienced infrequently (i.e. ten times a month or less).  These authors also reported that clinical and non-clinical obsessions were similar in both form and content.  

To date, however, there has been limited research into intrusive cognitions in non-referred children and adolescents.  Although there are a number of studies that have asked children and adolescents to complete questionnaire measures of obsessional phenomena, there are few studies that have attempted to assess these phenomena using sensitive individual interviews.  Allsopp and Williams (1996) surveyed a school population of 15 to 18 year olds and found that 85% of young people experienced repetitive uninvited thoughts of some kind.  Participants in this study experienced intrusive thoughts frequently, with the majority reporting their occurrence weekly or more.  However, the age range investigated overlapped with samples from more adult-focussed research (e.g. Rachman and de Silva, 1978) and, therefore, little is known about the prevalence of obsessions in non-referred samples of children and younger adolescents.    

There is limited consensus on the definition of obsessions experienced by non-clinical individuals.  Some authors (e.g. Warren, Gershuny and Sher, 2002) have argued that too sharp a definition excludes meaningful sources of variation.  For example, a strict criterion of ego-dystonicity would exclude obsessions such as those concerning contamination, disease, and accidents (Freeston, et al., 1994).  Despite these varying opinions, obsessions are generally viewed as unwanted, repetitive in nature, and intrusive (Julien, et al., 2007).  In line with previous research (e.g. Niler and Beck, 1989; Rachman and de Silva, 1978; Salkovskis and Harrison, 1984), in the current study, the term ‘obsessions’ refers to the experience of repetitive and unwanted thoughts, images and impulses.    

Clinical obsessions are widely believed to evolve from a modality of intrusive thoughts, images or impulses, experienced by the vast majority of individuals (Purdon and Clark, 1999).  Cognitive models of OCD are unanimous in positing that appraisals about the significance or meaning of intrusive thoughts are key in transforming ‘‘normal’’ obsessions into clinical obsessions (Corcoran and Woody, 2008), however the nature of appraisals varies between models.  For example, Salkovksis (1985) predicts a direct relationship between responsibility appraisals and OCD symptoms.  Rachman (1993) asserts that responsibility appraisals are made on the basis of Thought Action Fusion (TAF) beliefs.  The metacognitive model of OCD (Wells and Matthews, 1994; Wells, 1997) posits that appraisals are made in the context of a broader range of beliefs about thought control.  Also, it should be noted that such beliefs are not unique to OCD, and may be shared by individuals who do not have the disorder.
In recent years, metacognitive concepts have been used to explain features of a number of disorders, including OCD.  There is evidence to suggest that metacognitive beliefs may play an important role in OCD in adolescents.  For example, Cartwright-Hatton et al., (2004) found that scores on the Meta-Cognitions Questionnaire (adolescent version; MCQ-A) correlated highly with self-report measures of obsessional symptoms (Cartwright-Hatton, et al., 2004).  

Barrett and Healey (2003) found that between the ages of 7 and 13 years there was little difference between children with OCD and anxious children in terms of cognitive appraisals of threat.  However, both groups differed significantly from a non-clinical group.  This suggests that between the ages of 7 and 13, cognitive processes that have been specifically implicated in the development and maintenance of OCD may not be fully developed.  Farrell and Barrett (2006) found that responsibility attitudes, probability biases and thought suppression strategies intensify during adolescence and approximate to those of adults with OCD.  This suggests that the metacognitive model of OCD (Wells and Matthews, 1994) may be applicable to adolescents.  If this is the case, then clinical interventions based on the metacognitive model of OCD may be effective with young people.  Given that childhood onset predicts adult morbidity, identifying effective interventions for this disorder in paediatric populations is imperative (Abramowitz, Whiteside and Deacon, 2005).  

In summary, clinicians currently have limited information about the prevalence and content of obsessions in younger populations.  However, there are a number of reasons why this is an important area of research.  The incidence of OCD reaches a peak in mid-adolescence and two-thirds of patients date the onset of their symptoms to childhood or adolescence (Rasmussen and Eisen, 1992).  Obsessive-compulsive symptoms are often concealed by children and adolescents, and a significant time period often passes between onset and accessing treatment (Chowdhury, Frampton and Heyman, 2004).  Greater availability of information about the frequency and normality of obsessions in adolescence might make it more acceptable for young people to report obsessions, thereby aiding early identification and intervention.  Information on the prevalence and content of obsessions in adolescents could be used within a cognitive-behavioural treatment framework to normalise individuals’ experiences.  

The current study

The principle aim of the current study was to estimate the prevalence of obsessions in a non-referred sample of young adolescents using sensitive face to face interviewing. 
Additionally, it was hypothesised that, in line with the adult literature, participants’ reports of symptomatology (as measured by frequency, dismissibility, interference, acceptability and avoidance, in the interview, and by scores on the LOI-CV) would be positively associated with metacognitive appraisals of intrusions, as reported by the MCQ-A.

Method

Sixty-two secondary school pupils (42 female), aged between 12 and 14 years were recruited from a secondary school in the North West of England.  The mean age was 13 years and 4 months (s.d.=0.67).  With 62 participants this study was able to estimate the prevalence of obsessional thoughts with an accuracy of +/- 10% with a 95% confidence interval.  Ethical approval for the study was obtained from the University of Manchester, School of Psychological Sciences Ethics Committee.  

Measures

Leyton Obsessional Inventory-Child Version 
The Leyton Obsessional Inventory-Child Version (LOI-CV; Berg, Rapoport and Flament, 1986) is a 20-item self-report inventory with strong psychometric properties (Berg, Whitaker, Davies, Flament, and Rapoport, 1988), adapted from the adult version of the Leyton Obsessional Inventory (Cooper, 1970).  The LOI-CV provides an indication of the range of, and interference caused by, obsessional symptoms in adolescents.  

Meta-Cognitions Questionnaire-Adolescent Version

The Meta-Cognitions Questionnaire-Adolescent Version (MCQ-A; Cartwright-Hatton, et al., 2004) is a 30-item self-report questionnaire that measures beliefs about thinking and thinking processes in adolescents, specifically with relation to intrusive thoughts and worry.  Example items include ‘I should be in control of my thoughts all of the time’ and ‘It is bad to think certain thoughts’.  It was developed from the Meta-Cognitions Questionnaire-30 (Wells and Cartwright-Hatton, 2004), which was in turn based on the original longer version of the measure (Cartwright-Hatton and Wells, 1997).  The MCQ-A has good internal reliability (Cronbach’s alpha=0.91) and acceptable test-retest reliability (Cartwright-Hatton, et al., 2004).  MCQ-A total score, and each of the subscales, is significantly and positively associated with obsessional symptoms, as measured by the LOI-CV (Cartwright-Hatton, et al., 2004).  

Information collection form. 

An information collection form was developed to facilitate responses in the semi-structured interview.  It was derived from existing research (Swedo et al ,1989; Riddle et al., 1990) and contained five categories of obsessions reported frequently by adolescents with OCD: thoughts about germs or dirt; thoughts about harm coming to yourself or someone else; urges relating to symmetry or exactness; the urge to check something; and repeating things.  This form was carefully worded in easily comprehensible language.  An example obsession was provided for each category to facilitate participants' understanding.  

Semi-structured interview schedule. 

The interview schedule was adapted from questionnaires used in previous research into the prevalence of obsessions in older adolescents (Allsopp and Williams, 1996) and adults (Rachman and de Silva, 1978; Salkovskis and Harrison, 1984).  The interview began by enquiring about the presence of the obsession categories listed on the information collection form (see above).  The interview then proceeded with questions enquiring about the frequency, distress, dismissibility and acceptability of obsessions, level of interference with activities and avoidance of triggering situations.  

The same researcher conducted all interviews to maximise consistency and reliability.  The response categories for frequency of obsessions were the same as those used by Rachman and de Silva (1978): “More than 10 times a day; More than ten times a week; More than ten times a month; Less than ten times a month”.  For questions about distress, dismissibility, acceptability, interference, and avoidance, participants were asked to respond using ten point (1-10) Likert-type scales.
A debriefing session gave all participants the chance to discuss any concerns that they had about their obsessional thoughts and to complete a fun ‘normalising’ exercise, which explained that such thoughts were common and not cause for concern.
Procedure

The researcher visited the secondary school and invited pupils from school years 8 and 9 to take part in the study.  Participants who returned both personal and parental consent forms met with the researcher individually in a quiet and private area of the school.  Participants were asked to complete the MCQ-A, LOI-CV and the information collection form. Participants then engaged in a semi-structured interview with the researcher, where they were asked about their experience of obsessions. Participants’ responses were recorded verbatim.  

After completion of the study, the rationale was explained and participants were encouraged to ask questions about the research and express any concerns that they might have.  No participants reported any concerns. 

The obsessions reported by participants were then scrutinised by a panel of five independent raters, all of whom were either qualified (3) or advanced graduate students in clinical psychology (2).  Each member of the panel was given a definition of obsessions, taken from Clark and Rhyno (2005) and asked to categorise participants’ responses as obsessions or not.  A majority verdict was used, such that if three of the five raters agreed that a response was an obsession, it was counted as such for the purposes of this study.  Participants’ highest ratings for each of the dimensions assessed (frequency, dismissibility, interference, acceptability and avoidance) were selected for use in subsequent analyses.   

RESULTS
Data screening and preparation

The total number of missing data points was <0.5%,  which were randomly distributed throughout the data set.  Where there were missing values, and these contributed to less than 20% of the variable’s total score, they were replaced with the mean score for that measure (LOI-CV) or the mean score for the relevant subscale (MCQ-A).  The maximum number of missing values for any participant was two.  Data were examined for normality of distribution.  All measures approximated a normal distribution.   

Consistency of ratings 

Most of the obsessions reported in the interviews were classified reliably by the raters:  82% of the reported individual thoughts that were reported were classified in the same way by at least 4 of the 5 raters. 
Gender

The data were examined for gender differences.  Independent samples t-tests, with Bonferroni corrections, found no gender differences on any variables. 

Content of Obsessions

Examples of obsessions are reported in Table 1.  Each intrusions was categorised as a thought or an impulse by the first author.  The most common experience was for obsessions to be experienced as impulses (45%; N=66), however this was closely followed by thoughts (40%; N=58).  A minority of obsessions were experienced as a combination of thoughts and impulses (15%; N=22).

INSERT TABLE 1 ABOUT HERE  

Main analyses 

Aim 1

The main aim of the study was to estimate the prevalence of obsessions in a non-referred adolescent population.  

Of the total sample (N=62), 48 participants reported that they had experienced at least one obsession, giving an estimated prevalence rate of 77% (+/-10%).  The participants reported a total of 146 obsessions.  The number of obsessions reported by each participant ranged from 0 to 8 (mean=2.4; s.d.=2.1).  A minority of participants (5%; N=3) did not report any thoughts or impulses and several participants (18%; N=11) reported thoughts and impulses that were not subsequently classified as obsessions.  The majority of participants (42%) experienced their most frequent obsession more than 10 times a week.  However, 10% reported experiencing it more than ten times a day.  A further 17% reported experiencing it more than ten times a month, and 31% less than ten times a month.  
Participants rated each obsession on a number of dimensions, using a Likert-type scale anchored with the digits 1 and 10.  The mean ratings (s.d) for each of these dimensions were as follows:  Distress = 6.0 (2.3); Dismissibility = 6.7 (2.6); Interference = 5.4 (2.6); Acceptability = 5.7 (2.8); Avoidance = 4.7 (2.8).
Hypothesis 1

Participants’ reports of symptomatology (frequency, dismissibility, interference, acceptability and avoidance in the interview, and LOI-CV score) would be positively associated with their metacognitive appraisals of intrusions (MCQ-A).

LOI-CV
In order to examine the relationship between metacognitive appraisals (MCQ-A score) and symptomatology (LOI-CV), as Pearson correlation was computed.  This showed that there was a significant and positive association between these variables (r=0.69, p<0.001, N=62).
Frequency

In order to examine the relationship between frequency of obsessions and scores on the MCQ-A, a one-way Analyses of Variance was computed, with frequency of obsessions as the grouping variable.  The results indicated that increased frequency of obsessions was associated with higher Total MCQ-A scores, F(3,44) = 5.26, P<.001.  Means (s.d.) were as follows: More than ten times a day = 72.2 (6.6); More than ten times a week = 62.3 (8.2); More than ten times a month = 60.4 (9.3); Less than ten times a month = 55.9 (7.9).
Distress, dismissibility, interference, acceptability and avoidance 

Pearson’s correlations were computed to examine the relationship between the MCQ-A and the distress, dismissibility, interference, acceptability and avoidance associated with obsessions that were reported in the interview.  As can be seen in Table 2, there was a significant association between MCQ-A and dismissibility, interference and avoidance, but the association with acceptability and distress was non-significant. 
INSERT TABLE 2 ABOUT HERE

Discussion 

The primary aim of this study was to estimate the prevalence of obsessions in a non-referred adolescent sample.  The findings indicated that when questioned sensitively, in the context of a semi-structured interview, 77% of adolescents aged between 12 and 14 years reported obsessions, in the form of intrusive thoughts, images or impulses.  

The reported frequency of obsessions in this study was relatively high in relation to comparable studies with adult populations.  However, these findings are consistent with previous research into intrusive thoughts with older adolescents (Allsopp and Williams, 1996).   The way in which obsessions were experienced by this sample appeared to be similar to how they are experienced by adults, as most participants reported experiencing obsessions as thoughts or impulses (71%).  

The most common categories of obsessions reported in this study were ‘thoughts about harm coming to yourself or someone else’ and ‘the urge to check something’.  These themes were consistent with obsessions reported in the adult literature in both clinical and non-clinical samples (e.g. Rachman and de Silva, 1978), and with the types of obsessions reported by children and adolescents with OCD (e.g. March and Leonard, 1996; Riddle, et al., 1990; Swedo, et al., 1989).  The content of obsessions in clinical and non-referred samples of adolescents, therefore, appears to be similar, paralleling findings from the adult literature.  

It was hypothesised that the frequency, dismissibility, and acceptability of intrusions, and the degree to which they caused interference with activities, and to which potential triggers were avoided, would be associated with the degree to which adolescents made deleterious metacognitive appraisals of intrusions (as measured by the MCQ-A).   Indeed, as has been demonstrated previously in a slightly older group (Cartwright-Hatton, et al., 2004), there was a strong and positive association between scores on the MCQ-A and the LOI-CV.  Furthermore, participants who achieved higher scores on the MCQ-A, indicating high levels of deleterious beliefs about intrusions, were also more likely to report, in their interview, that their obsessions were harder to dismiss, caused more interference, and that they were more likely to avoid situations that might trigger them.  Contrary to expectations, however, there was no significant association between MCQ-A score and distress associated with intrusions (although there was a trend in that direction) and no significant association with acceptability of intrusions.  It is possible that this is a valid effect, and that reduced acceptability is not associated with increased symptoms in this age group.  However, it is also possible that adolescents censored their more unacceptable intrusions, out of embarrassment, or social desirability.  In summary, these results do provide some preliminary indication that metacognitive variables may be important in the experience of intrusive thought in this age group.  
If the experience of non-clinical obsessions in adolescents is similar to that in adults, it is possible that models used to understand these experiences in adults may also be applicable to young people.  These findings suggest that Metacognitive models and therapy may be useful in the treatment of adolescents with OCD.  This study has generated examples of specific obsessions reported by adolescents that might provide a useful treatment resource for normalising purposes.  

Limitations 

Although this preliminary research has produced some interesting results, a number of limitations should be noted. A first limitation of this study was the relatively small number of participants.  Although the study was powered to estimate the prevalence of obsessional thoughts with an accuracy of +/- 10% with a 95% confidence interval, it should now be replicated with a larger sample.  Similarly, there were relatively few male participants (N=20; 32% of sample).  In line with previous research, there were no significant gender differences in this study.  Therefore, it is likely that the results can be generalised to both male and female adolescents, although it is possible that the study did not have sufficient power to detect subtler gender effects.  
The obsessions reported in this study were largely guided by the information collection form, which potentially limited the scope of participants’ responses.  Although the use of this form was likely to have facilitated responses within these categories of obsessions, it might have resulted in participants failing to report obsessions that were not covered by the categories included on this form.  For example, although participants were asked about images accompanying obsessions in the interview, the questions on the information collection form only covered thoughts and impulses.  Therefore, it is possible that obsessions that were primarily imaginal are under-represented in this study.  
Another limitation of this study was the method used to categorise participants’ responses as obsessions or not.  This approach has been used in previous research in this area and measures were taken to maximise its reliability, e.g. the panel were given written instructions. However, it inevitably involved a degree of subjectivity.  Definitions of obsessions used in studies of this nature are also likely to influence the prevalence rate, and the debate about how obsessions should be defined remains a challenge for researchers.  
Finally, it should be noted that the participants in this study we non-referred adolescents.  The quality and quantity of obsessions that were experienced by this sample, therefore, may not be representative of those experienced by adolescents with clinically identified OCD.

Conclusion

In conclusion, the pattern of ‘normal obsessions’ in young non-referred adolescents seems to closely resemble that found in adults.  These findings support the idea that obsessions in non-referred adolescents can be viewed as being on a continuum, which parallels the adult literature.  

The results of this study indicate that how intrusive thoughts are appraised is important in adolescents, as it is in adults.  Further research is needed in this area to examine the role of cognitive processes in OCD in adolescents.  However, this study adds to the growing literature suggesting that cognitive models of OCD may be applicable to adolescents.  
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Table 1. Categories of Obsessions Reported and Examples 

	Category of thoughts or impulses
	Frequency
	Examples

	Thoughts about germs and dirt


	19%

(N=27)
	 ‘If someone coughs and sneezes and doesn’t cover their mouth it makes me angry.   Like on the advert where she sneezes and you see germs, I worry about breathing in when someone coughs or sneezes ’cause I don’t like the thought of someone’s germs being in my throat’

‘I just don’t like dirt and I worry about getting ill from dirt, I don’t like dirty forks and knives and I don’t like rubbish.  I worry I might get ill in restaurants if the food’s not done or if things are dirty’

	Thoughts about harm coming to yourself or someone else
	30%

(N=44)
	 ‘If I see things on the TV or news I sometimes think what if that was my brother?’

‘What if someone comes to school and says mum or dad has had an accident?’

	Urges relating to symmetry or exactness

	14%

(N=20)
	‘If someone moves something even slightly off balance I can tell like ornaments on the fire place I can tell if they’ve been moved and I have to move them back’

‘My things on my dressing table have to be the same size on both sides and my shoes have to be lined up or it doesn’t look right.  If things got out of place I’d have to neaten them up straight away’

	The urge to check something

	23%

(N=34)
	‘If I’m told to get something out of the car I have to check it’s locked several times, if I have to press a button to lock it it’s worse, I prefer to put a key in and see it’

‘With my hair straighteners I sometimes think I’ve not turned them off even though I know I have and I have to go back and check’

	Repeating things


	5%

(N=8) 


	‘If I try and do something I have to do it a few times, like throw a ball a set number of times before I can do something else.  I would just have to do it until it felt right’

‘I’m superstitious so I touch my lucky stone seven times if I’m hoping for something to happen.  I never don’t do it in case it doesn’t happen, it just wouldn’t feel right’

	Other 


	9%

(N=13)


	‘I have to put things right like if I say to my brother I hate him I have to go back and tell him I didn’t mean it or bad things will happen’

‘I have a thing for sitting on a certain side of the car. I have to sit behind the passenger or I don’t feel comfortable and I feel safer there. I Don’t do it so much in other peoples cars but I do try to’


Table 2. Pearson’s Correlations between Dimensions of Obsessions and Total Scores on the MCQ-A

	
	MCQ-A total score

(time 1)

	Distress
	0.35, p=0.016, N=48

	Ability to dismiss
	0.54, p<0.001, N=48

	Interference
	0.62, p<0.001, N=48

	Acceptability
	0.23, p=0.112, N=48

	Avoidance
	0.41, p=0.004, N=48


(Alpha =0.005 after Bonferroni correction)

MCQ-A = Metacognitions Questionnaire-Adolescent Version
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