
UvA-DARE is a service provided by the library of the University of Amsterdam (https://dare.uva.nl)

UvA-DARE (Digital Academic Repository)

Towards improving treatment for childhood OCD: Analyzing mediating
mechanisms & non-response

Wolters, L.H.

Publication date
2013

Link to publication

Citation for published version (APA):
Wolters, L. H. (2013). Towards improving treatment for childhood OCD: Analyzing mediating
mechanisms & non-response. [Thesis, fully internal, Universiteit van Amsterdam].

General rights
It is not permitted to download or to forward/distribute the text or part of it without the consent of the author(s)
and/or copyright holder(s), other than for strictly personal, individual use, unless the work is under an open
content license (like Creative Commons).

Disclaimer/Complaints regulations
If you believe that digital publication of certain material infringes any of your rights or (privacy) interests, please
let the Library know, stating your reasons. In case of a legitimate complaint, the Library will make the material
inaccessible and/or remove it from the website. Please Ask the Library: https://uba.uva.nl/en/contact, or a letter
to: Library of the University of Amsterdam, Secretariat, Singel 425, 1012 WP Amsterdam, The Netherlands. You
will be contacted as soon as possible.

Download date:24 May 2023

https://dare.uva.nl/personal/pure/en/publications/towards-improving-treatment-for-childhood-ocd-analyzing-mediating-mechanisms--nonresponse(eade2613-290b-4c28-b6cc-5c7e1186b169).html


25403 Wolters.indd   22 16-05-13   16:43



C
h

ap
te

r 
1

Psychometric properties of a Dutch 

version of the Obsessive Beliefs 

Questionnaire - Child Version (OBQ-CV)

Lidewij H. Wolters, Sanne M. Hogendoorn, Tim Koolstra, Leentje Vervoort

Frits Boer, Pier J.M. Prins, Else de Haan 

This chapter is based on: Wolters, L. H., Hogendoorn, S. M., Koolstra, T., Vervoort, L., Boer, F., Prins, P. J. M. 
et al. (2011). Psychometric properties of a Dutch version of the Obsessive Beliefs Questionnaire - Child 

Version (OBQ-CV). Journal of Anxiety Disorders, 25, 714-721.

25403 Wolters.indd   23 16-05-13   16:43



Towards improving treatment for childhood OCD

24

Abstract

To improve research in cognitive theories of childhood OCD, a child 

version of the Obsessive Beliefs Questionnaire (OBQ-CV) has been 

developed (Coles et al., 2010). In the present study, psychometric 

properties of the Dutch OBQ-CV were examined in a community sample 

(N = 547; 8–18 years) and an OCD sample (N = 67; 8–18 years). Results 

revealed good internal consistency and adequate test-retest reliability 

(retest interval 7–21 weeks and 6–12 weeks respectively). Children 

with OCD reported more beliefs than non-clinical children. Obsessive 

beliefs were related to self-reported OC symptoms, but not to clinician-

rated OCD severity. Beliefs were also related to anxiety and depression. 

This is the first study examining the factor structure of the OBQ-CV. 

Confirmatory factor analyses revealed best fit for the model consisting 

of four factors representing Perfectionism/Certainty, Importance/

Control of Thoughts, Responsibility, and Threat Estimation, and a higher 

order factor. This is in line with results from adult samples. The present 

results support the reliability and validity of the Dutch OBQ-CV.
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Introduction

Cognitive theories of obsessive-compulsive disorder (OCD) attribute a central 

role to dysfunctional beliefs about normal intrusions in development and 

maintenance of OCD. Although research has provided some evidence for 

cognitive theories in adults (for an overview see Frost & Steketee, 2002), little is 

known about the role of dysfunctional beliefs in childhood OCD. Some studies 

in children suggest a relation between obsessive-compulsive (OC) symptoms 

and several dysfunctional beliefs, like thought-action fusion, overestimation 

of threat, inflated responsibility, perfectionism, intolerance of uncertainty, and 

meta-cognitive beliefs about the danger and importance of thoughts (Barrett 

& Healy, 2003; Bolton, Dearsley, Madronal-Luque, & Baron-Cohen, 2002; Evans, 

Milanak, Medeiros, & Ross, 2002; Farrell & Barrett, 2006; Libby, Reynolds, Derisley, 

& Clark, 2004; Magnúsdóttir & Smári, 2004; Mather & Cartwright-Hatton, 2004; 

Matthews, Reynolds, & Derisley, 2007; Muris, Meesters, Rassin, Merckelbach, 

& Campbell, 2001; Reeves, Reynolds, Coker, & Wilson, 2010; Ye, Rice, & Storch, 

2008). However, not all studies support these findings (Barrett & Healy-Farrell, 

2003; Verhaak & De Haan, 2007). Furthermore, dysfunctional beliefs may not be 

specific for OCD, as relations between these beliefs and anxiety and depression 

were also reported (e.g., Bolton et al., 2002; Clark, 2002; Magnúsdóttir & Smári, 

2004; Muris et al., 2001; Ye et al., 2008). Results across studies, however, are 

difficult to compare due to the use of a variety of measurement methods 

focusing on different beliefs, for example the revised TAF scale (Shafran, 

Thordarson, & Rachman, 1996), the Responsibility Attitudes Scale (Salkovskis 

et al., 2000), the Magical Thinking Questionnaire (Bolton et al., 2002), the 

Meta-Cognitions Questionnaire - Adolescent Version (Cartwright-Hatton et 

al., 2004), the Multidimensional Perfectionism Scale (Frost, Marten, Lahart, & 

Rosenblate, 1990), and idiographic cognitive assessment tasks (Barrett & Healy, 

2003). Furthermore, research is conducted in clinical as well as non-clinical 

samples across different age ranges. Dysfunctional beliefs may be influenced 

by developmental changes (Farrell & Barrett, 2006). Quite often questionnaires 

have been developed for adults, and although some adaptations have been 

made for children, psychometric properties for younger samples are missing 

or incomplete.

To improve the line of research in the cognitive approach to adult 

OCD, the Obsessive Compulsive Cognitions Working Group (OCCWG) has 
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developed the Obsessive Beliefs Questionnaire (OBQ). The OBQ provides an 

overview of dysfunctional belief domains expected to be relevant in OCD: 

inflated responsibility, overestimation of threat, perfectionism, intolerance of 

uncertainty, overimportance of thoughts, and beliefs about the importance of 

controlling one’s thoughts (OCCWG, 1997, 2001). The short version of the OBQ 

(OBQ-44) consists of 44 items representing three subscales: Responsibility/

Threat Estimation (RT), Perfectionism/Certainty (PC), and Importance/Control 

of Thoughts (ICT) (OCCWG, 2003, 2005). The OBQ-44 showed good internal 

consistency, OBQ scores correlated moderately with OC symptoms, and OCD 

patients reported more obsessive beliefs than non-clinical participants on all 

subscales. OCD patients also reported more obsessive beliefs than anxious 

controls regarding RT and ICT, but no significant difference was found for PC. 

Intercorrelations between the OBQ-44 subscales indicated overlap between 

factors (OCCWG, 2005). In addition, the factor structure of the OBQ is not fully 

consistent across studies (Faull, Joseph, Meaden, & Lawrence, 2004; Julien et al., 

2008; Myers, Fisher, & Wells, 2008; Woods, Tolin, & Abramowitz, 2004).

Recently, the OBQ-44 has been adapted for children (OBQ-CV; Coles et al., 

2010). In the child version formulations were simplified and answer categories 

were reduced from seven to five. An initial validation study provided support 

for the use of this questionnaire to examine obsessive beliefs in youth. Results 

from two small clinical samples (USA: N = 29; the Netherlands: N = 48) suggested 

good internal consistency (Cronbach’s alphas in the American sample were 

.91–.96; alphas in the Dutch sample were .81–.95) and adequate test-retest 

reliability (Pearson’s rs in the American sample were .81–.88, retest interval 

2–7 weeks; rs in the Dutch sample were: .69–.90, retest interval 6–12 weeks). 

OBQ-CV scores were significantly correlated with self-reported OC-symptoms 

(r = .37–.56 for the total score). However, no significant relation was found with 

clinician-rated severity of OCD (Coles et al., 2010).

Use of the OBQ-CV provides the opportunity to examine the role of 

various belief domains in childhood OCD in a standardized way. Furthermore, 

as the child version of the OBQ-44 is analogue to the adult version of this 

questionnaire, application of the OBQ-CV facilitates research on development 

of obsessive beliefs from childhood to adulthood. As such, the OBQ-CV can 

make a valuable contribution to existing assessment methods of the cognitive 

basis of OCD. However, more research is needed to examine the psychometric 

properties of this new questionnaire.
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The aim of the present study was to examine the psychometric properties 

of the Dutch version of the OBQ-CV in a community sample of 8-to-18-years-

old children (N = 547) and in a clinical sample of children with OCD (N = 67). 

Internal consistency, test-retest reliability, criterion validity, convergent validity, 

discriminant validity, and age effects were examined. A confirmatory factor 

analysis was performed to examine whether obsessive belief domains in the 

child OBQ are consistent with the domains reported for the adult version.

Method

Participants

The community sample (COMM) consisted of 559 Dutch children and 

adolescents (8–18 years). Twelve participants were excluded due to missing or 

extreme data (see below). The final sample consisted of 547 participants with a 

mean age of 12.5 years (SD = 2.2), 271 boys (49.5%). Participants were recruited 

from three regular elementary schools and three regular secondary schools of 

different educational levels, in urban as well as rural areas.

The OCD sample (OCD) consisted of 67 children (8–18 years) with OCD 

(part of the sample was earlier described in Coles et al. (2010)). Children 

were referred for treatment to an academic centre for child and adolescent 

psychiatry (the Bascule, Amsterdam, n = 59; Curium, Leiden, n = 3; Accare, 

Groningen, n = 2), or a mental health care agency (Altrecht, Utrecht, n = 3), 

and participated in a broader study into mechanisms of change in cognitive 

behavioral therapy (CBT) for OCD. Inclusion criteria were a primary diagnosis 

of OCD according to DSM-IV TR criteria, complaints for at least 6 months, and 

a CY-BOCS score of 16 or more. Exclusion criteria were medication (SSRI, TCA 

or antipsychotic medication) or state of the art CBT for OCD during the past 

six months, IQ below 80, and psychosis. Thirty-three boys (49%) and 34 girls 

were included, with a mean age of 12.5 years (SD = 2.5). CY-BOCS scores (see 

below) ranged from 17 to 36 (M = 24.9, SD = 4.5). Forty-five patients (67%) had 

one or more co-morbid disorders according to the Anxiety Disorder Interview 

Schedule for DSM-IV - Child and Parent Version (ADIS-C/P; Silverman & Albano, 

1996a, 1996b) administered by trained clinicians. Co-morbid diagnoses were 

specific phobia (n = 17), generalized anxiety disorder (n = 15), social phobia (n 

= 15), separation anxiety disorder (n = 5), panic disorder (n = 2), PTSD (n = 1), 
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dysthymic disorder (n = 11), depressive disorder (n = 5), ADHD (n = 6), and ODD 

(n = 5).

Measures

The Obsessive Beliefs Questionnaire-Child Version (OBQ-CV) (Coles et al., 2010) 

consists of 44 items representing three subscales: Responsibility/Threat 

Estimation (RT), Perfectionism/Certainty (PC), and Importance/Control of 

Thoughts (ICT). Items of the OBQ-44 for adults were reformulated by a subgroup 

of the OCCWG to adapt the questionnaire to children. For example, ‘When I see 

any opportunity to do so, I must act to prevent bad things from happening’ was 

replaced by ‘I have to stop bad things from happening all the time’; ‘In all kinds 

of daily situations, failing to prevent harm is just as bad as deliberately causing 

harm’ was changed into ‘Not stopping harm is just as bad as causing it’; and 

‘Having a blasphemous thought is as sinful as committing a sacrilegious act’ 

was replaced by ‘Just thinking about swearing at God is as bad as actually doing 

it’. Answers are scored on a five-point scale: disagree very much (1), disagree a 

little (2), neither agree nor disagree (3), agree a little (4), and agree very much 

(5). Higher scores indicate more obsessive beliefs.

The OBQ-CV was translated into Dutch by the authors (LW, EdH, PP, SH, 

LV) and back-translated by a native English speaker. There are some slight 

differences between the English and the Dutch version. For example, we 

added ‘I think’ or ‘I feel’ to several items to make it clear that the items represent 

thoughts or feelings instead of facts. As a consequence, answer categories in 

the Dutch version range from ‘never’ to ‘always’. The back-translation of the 

final version was sent to the American author (I. Söchting) for consensus. She 

agreed to the use of this version.

The Leyton Obsessional Inventory - Child Version (LOI-CV; Berg, Whitaker, 

Davies, Flament, & Rapoport, 1988) is a self-report questionnaire that consists of 

20 descriptions of OC symptoms. Items are answered by ‘yes’ (symptom present) 

or ‘no’, and interference of present symptoms is reported (range 0–3), resulting 

in a symptom and an interference score. The LOI-CV demonstrated high internal 

consistency (Cronbach’s α = .81) (Berg et al., 1988). A cut-off score of 25 or more 

for interference revealed sensitivity for OCD of 75% and specificity of 84% 

(Flament et al., 1988). In a Dutch community sample (N = 1581, 7–18 years) the 

LOI-CV showed a high correlation (r = .71) with self-reported OC symptoms 

(Wissink & van Uitert, 1999). Cronbach’s α in the current study was .85.
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The Children’s Yale-Brown Obsessive Compulsive Scale (CY-BOCS; Scahill et 

al., 1997) is a clinician-rated semi-structured interview to assess severity of 

OC symptoms. The CY-BOCS is composed of an obsession and a compulsion 

scale. Each scale contains five items concerning frequency/time, interference, 

distress, resistance, and level of control. All items are rated on a five-point scale 

ranging from 0 to 4. Higher scores reflect more symptom severity. The total 

score is the sum of the obsessive and the compulsive scale (range 0–40). A total 

score of 16 or more is generally considered as clinically significant (e.g., The 

Pediatric OCD Treatment Study (POTS) Team, 2004). The CY-BOCS demonstrated 

good internal validity and adequate divergent and convergent validity (Scahill 

et al., 1997; Storch et al., 2004; Yucelen, Rodopman-Arman, Topcuoglu, Yazgan, 

& Fisek, 2006). Cronbach’s α for the present OCD sample was .77.

The Revised Child Anxiety and Depression Scale - Child Version (RCADS; Chorpita, 

Yim, Moffitt, Umemoto, & Francis, 2000) is a 47-item self-report questionnaire 

measuring symptoms of anxiety and depression. It is made up of six subscales: 

separation anxiety disorder (SAD), social phobia (SP), generalized anxiety disorder 

(GAD), panic disorder (PD), obsessive-compulsive disorder (OCD) and major 

depression disorder (MDD). Items are scored on a four-point scale ranging from 

never (0) to always (3). Higher scores reflect more symptoms. Internal consistencies 

(Cronbach’s α) of the subscales ranged from .78 to .88 (Chorpita, Moffitt, & Gray, 

2005). The factor structure of the RCADS was confirmed in a Dutch community 

sample (Ferdinand, van Lang, Ormel, & Verhulst, 2006), and Van Oort et al. (2009) 

reported good internal consistency for the RCADS in the Netherlands (GAD .72–.80; 

SoPh .78–.88; SAD .59–.66; PD .72–.77; OCD .66–.70, MDD .71–.81). In addition, the 

RCADS anxiety subscales were significantly correlated with measures of anxiety (r 

= .49–.78), and the MDD subscale showed a strong correlation with self-reported 

depressive symptoms (r = .78) in another Dutch community sample (Muris, 

Meesters, & Schouten, 2002). Cronbach’s α in the current community sample 

ranged from .71–.85, α in the current OCD sample ranged from .73–.89.

The Children’s Depression Inventory (CDI; Kovacs, 1992) is a 27-item self-

report questionnaire assessing depressive symptoms. Scores range from 0 

to 54; higher scores reflect more depressive symptoms. Internal consistency 

(Cronbach’s α) in a Dutch and Flemish sample was .85, and the CDI showed good 

sensitivity (84%) and specificity (94%) by a cut off score of 16 (Timbremont, 

Braet, & Roelofs, 2008). Cronbach’s α in the current study was .85 in the 

community sample and .81 in the OCD sample.
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Procedure 

The present study was part of a validation study of several questionnaires. 

In the community sample, parents and children of the participating schools 

received a letter to inform them about the study. Initially, parents and children 

gave active written informed consent. In accordance with the participating 

schools and the Clinical Psychology department Ethics Committee (University 

of Amsterdam) we proceeded with passive consent for practical reasons. The 

OBQ-CV, LOI-CV, RCADS, and CDI were administrated to the children in their 

classrooms under supervision of research assistants. Parents reported some 

demographic variables and completed a questionnaire. Separate active 

informed consent of parents and children was obtained for the retest. A 

subsample of 135 children agreed to participate and completed the retest 7 to 

21 weeks after the first completion. The wide retest range was due to summer 

holidays and a delay in returning questionnaires despite several reminders. 

Participants were informed about the results of the study by an article in the 

school paper.

In the OCD sample, parents and children referred for treatment for OCD 

were informed about a broader study into mechanisms of change in CBT 

during the intake procedure. The study has been evaluated and approved of by 

the Medical Ethics Committee of the Academic Medical Center. When inclusion 

criteria were met and children and their parents gave active informed consent, 

an appointment was made for the first assessment. During this assessment, the 

CY-BOCS was administered and participants filled out the questionnaires. For 

the purpose of the study into mechanisms of change in CBT participants were 

randomized over two conditions: CBT and eight weeks waitlist followed by CBT. 

Retest data were collected in the waitlist condition. All data were collected 

prior to treatment.

Statistical analyses

Internal consistencies of the total scale and the three subscales (RT, PC, and 

ICT) of the OBQ-CV were calculated with Cronbach’s α. Test-retest reliability was 

examined using Pearson correlations. To test criterion validity, OBQ-CV scores 

of a non-clinical sample (selected from the community sample) were compared 

to scores of the clinical sample. To further explore differences between clinical 

and non-clinical children, it was examined whether the difference in OBQ-CV 

scores was due to the number of reported obsessive beliefs or the frequency 

25403 Wolters.indd   30 16-05-13   16:43



1

Psychometric properties OBQ-CV

31

of these beliefs. Convergent validity was examined by correlating OBQ-CV 

scores with symptom measures of OCD (LOI-CV, CY-BOCS, and RCADS OCD), 

using Pearson correlation coefficients. To test discriminant validity, Pearson 

correlations were calculated between OBQ-CV scores and measures of anxiety 

(RCADS) and depression (CDI, RCADS MDD). Partial correlations were carried 

out to calculate the relation between the OBQ-CV and OC symptoms while 

controlling for anxiety and depression. Effect of age was calculated with 

Pearson correlations. To test whether the factor structure of the child version 

of the OBQ was comparable to the adult version, a confirmatory factor analysis 

(CFA) was performed. Four models were tested: (a) the three-factor model of 

the OCCWG (2005) consisting of RT, PC and ICT, (b) a single factor model (Faull 

et al., 2004), (c) the four-factor model reported by Myers et al. (2008) consisting 

of R, T, PC and ICT; and (d) model c with a general higher order factor.

Results

Data screening

Data from participants with more than five missing items on the OBQ-CV or 

more than two missing items within a single subscale were excluded from 

analyses. For other participants, missing values were replaced by the individual 

mean of all valid items of the (sub)scale. Eleven participants from the community 

sample were excluded from analyses due to missing data, and 57 items (0.2%) 

were replaced. Additionally, one outlier was excluded (OBQ-CV total score > 3 

SD above sample mean). In the OCD sample, no participants were excluded, 

eight items (0.3%) were replaced.

Descriptive statistics and internal consistency

Table 1 shows means, standard deviations, and internal consistencies for the 

OBQ-CV total scale and subscales for the community sample and the OCD 

sample. The OBQ-CV total scale and subscales showed good to excellent 

internal consistency in both samples.
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Table 1. Means, standard deviations and internal consistency (Cronbach’s α)

COMM
N = 547

OCD
N = 67

OBQ-CV M (SD) Cronbach’s α M (SD) Cronbach’s α

Total 92 (25) .95 108 (29) .95
RT 34 (10) .89 42 (12) .90

PC 37 (10) .88 41 (13) .92

ICT 21 (7) .84 25 (7) .82
Note. COMM = Community sample, OCD = OCD sample; RT = Responsibility/Threat Estimation, PC = 
Perfectionism/Certainty, ICT = Importance/Control of Thoughts.

Test-retest reliability

A subsample of 135 children from the community sample completed the retest. 

These children did not differ from children who did not participate in the retest 

on sex, (χ²(1, N = 547) = 1.03, p > .05), symptoms of depression (CDI: t(539) = 

1.10, p > .05), anxiety (RCADS total: t(532) = 1.00, p > .05), and initial OBQ-CV 

total score (t(545) = 1.76, p > .05). Children who participated in the retest were 

slightly younger (M = 12.08 years versus M = 12.66 years; t(545) = -2.72, p < .01) 

and reported a little more OC symptoms than children not participating (LOI-

CV interference: M = 8.57 versus M = 6.82; t(204.6) = 2.30, p < .05). Retests were 

completed 7 to 21 weeks after the first completion (M = 9.6, SD = 2.4). Table 2 

shows test-retest correlations for the total group, for children responding after 

7 to 9 weeks (n = 92; 68%) and for children responding after 10 to 21 weeks (n 

= 43; 32%; split based on the median). Correlations were .62–.70 for 7–9 weeks 

retest and .70–.75 for 10–21 weeks retest. There were no significant differences 

for test-retest correlations between the 7-9 weeks interval and the 10–21 

weeks interval (Fisher r-to-z transformation, p > .05). Test-retest reliability was 

satisfactory, independent of time interval.

Preliminary test-retest data from a subgroup of the OCD sample (waitlist 

condition; N = 19; 9 boys; age: M = 12.6, SD = 2.3) revealed correlations over 

time of .84 for the OBQ-CV total, .78 for RT, .80 for PC, and .91 for ICT (retest 

interval ranged from 6 to 12 weeks, M = 8.1, SD = 1.4) (see Table 2).
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Table 2. Test-retest correlations (Pearson’s r)

COMM OCD

OBQ-CV
7–21 weeks

(n = 135)
7–9 weeks

(n = 92)
10–21 weeks

(n = 43)
6–12 weeks

(n = 19)

Total .72*** .70*** .75*** .84***

RT .66*** .65*** .70*** .78***

PC .66*** .62*** .71*** .80***

ICT .69*** .68*** .70*** .91***

Note. COMM = Community sample, OCD = OCD sample; RT = Responsibility/Threat Estimation, PC = 
Perfectionism/Certainty, ICT = Importance/Control of Thoughts.
***p < .001.

Criterion validity

To test criterion validity, OBQ-CV scores of children with clinical OCD (N = 67) 

were compared to scores of a non-clinical sample (N = 527). The non-clinical 

sample consisted of children from the community sample with a LOI-CV 

interference score below 25. Twenty children from the community sample 

were excluded because of a LOI-CV interference score of 25 or more (n = 13) or 

due to missing data for the LOI-CV (n = 7). Table 3 presents descriptive variables 

of both samples. Children with OCD did not differ from non-clinical children on 

age and gender. Children with OCD reported significantly more OC symptoms 

than non-clinical children as measured with the RCADS.

Table 3 also displays the range, mean and standard deviation of OBQ-CV 

scores of the non-clinical and the clinical sample. To compare means between 

groups independent samples t-test were conducted. The pooled variance 

estimate t-test was used to take account of the difference in sample size (Field, 

2005). Children with OCD scored significantly higher than non-clinical children 

on the OBQ-CV total scale, RT, PC, and ICT.
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Table 3. Descriptive variables of the non-clinical sample and the OCD sample, and differences 
between groups

Non-clinical sample OCD sample Comparison between groups

N = 527 N = 67

Age M (SD) 12.6 (2.2) 12.5 (2.5) t(592) = 0.29, p > .05

Gender 50% boys (n = 263)
50% girls (n = 264)

49% boys (n = 33)
51% girls (n = 34) χ²(1, N = 594) = 0.01, p > .05

OC symptoms
     Range

M (SD)

LOI-CV interference
0–24

6.7 (6.2)

CY-BOCS
17–36

24.9 (4.5)

M (SD)
RCADS OCD

2.8 (2.7)
RCADS OCD

10.0 (4.3) t(580) = 18.68, p < .001

OBQ-CV Total 
     

Range
M (SD)

46–162
92 (24)

55–187
108 (29) t(592) = 5.19, p < .001

OBQ-CV RT Range
M (SD)

16–70
34 (10)

16–76
42 (12) t(592) = 6.28, p < .001

OBQ-CV PC Range
M (SD)

16–71
37 (10)

16–74
41 (13) t(592) = 3.54, p < .001

OBQ-CV ICT Range
M (SD)

12–45
21 (7)

12–41
25 (7) t(592) = 4.03, p < .001

Note. RT = Responsibility/Threat Estimation, PC = Perfectionism/Certainty, ICT = Importance/Control of 
Thoughts.

To further explore differences between clinical and non-clinical children, it 

was examined whether the higher OBQ-CV scores in the OCD sample were due 

to a wider variety of obsessive beliefs (number of items that are answered by 

category 2 ‘almost never’ to 5 ‘always’), or a higher frequency of experiencing 

present beliefs. Children with OCD reported significantly more different 

obsessive beliefs than non-clinical children, M = 30, SD = 10.1 versus M = 26, 

SD = 10.7; t(592) = 2.87; p < .01. The average frequency of the reported beliefs 

was also significantly higher in the OCD sample than in the non-clinical sample, 

t(592) = 5.63, p < .001.

Correlations with OC symptoms

To test convergent validity, correlations between the OBQ-CV and measures 

of OC symptoms were calculated for the community and the OCD sample (see 

Table 4). OBQ-CV total scores were significantly correlated with self-reported 

OC symptoms as measured with the LOI-CV in the community sample (r = .49) 

and the RCADS OCD subscale in both samples (r = .59). In the clinical sample 

no significant relation was found between the OBQ-CV and the CY-BOCS total 

score, although there was a trend (r = .22, p = .08). There was a significant 

relation between the obsessions subscale of the CY-BOCS and the OBQ-CV 
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total score (r = .28, p < .05), but not for the compulsions subscale of the CY-

BOCS (r = .11, p > .05).

To further explore the relation between obsessive beliefs and OC symptoms, 

correlations between the OBQ-CV total score and the LOI-CV and RCADS OCD 

subscale were calculated while controlling for anxiety (RCADS SAD, SP, GAD, 

and PD) and depression (RCADS MDD and CDI). Relations between the OBQ-CV 

and self-reported OC symptoms remained significant, but values decreased to r 

= .18 (p < .001) for LOI-CV interference, and r = .29 (p < .001) for the RCADS OCD 

subscale in the community sample. In the OCD sample, the relation between 

the OBQ-CV and the RCADS OCD subscale was r = .36 (p < .01).

Correlations with symptoms of anxiety and depression

To test discriminant validity, correlations between the OBQ-CV and measures 

of anxiety (RCADS SAD, SP, GAD, and PD) and depression (CDI and RCADS MDD) 

were calculated for the community and the OCD sample (see Table 4). In both 

samples the OBQ-CV total scores correlated significantly with SAD, SP, GAD, PD 

(r = .40–.54 COMM; .53–.76 OCD) and depression (r = .47 COMM; 58–.65 OCD).

Age

To examine effects of age, Pearson correlations were calculated for each OBQ-

CV scale. In the community sample, age was significantly related with OBQ-CV 

total score, r = -.14, p < .01; RT subscale, r = -.12, p < .01; PC subscale, r = -.09, p 

< .05; and ICT subscale, r = -.20, p < .001. With increasing age OBQ-CV scores 

slightly decreased, but effect sizes were small. No significant relations were 

found in the OCD sample.
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Confirmatory Factor Analysis

A confirmatory factor analysis (CFA) was performed in the community sample 

to test the fit of four models regarding the factor structure of the OBQ-CV, 

using Amos 7.0 (Arbuckle, 2007). Due to categorical variables and violation 

of the assumption of multivariate normality, model fit was estimated with the 

unweighted least squares (UWLS) method using correlation matrices. Because 

the χ² statistic has some important disadvantages (e.g., inflated by sample size), 

alternative fit indices were selected to evaluate model fit. Unfortunately, not all 

fit indices are provided by AMOS. From the absolute indices, which evaluate 

the correspondence of the model to the data, the goodness-of-fit index (GFI) 

and the adjusted goodness-of-fit index (AGFI) were selected. Within the class of 

comparative fit indices, which evaluate a model in relation to a more restricted 

baseline model (the ‘null’ model), the normed fit index (NFI) and the relative fit 

index (RFI) were selected (Brown, 2006; Hu & Bentler, 1998). Values greater than 

.90 or .95 are generally assumed to indicate good fit (Bentler & Bonett, 1980; 

Hu & Bentler, 1999; Kline, 2005). Because goodness-of-fit statistics only provide 

a global indication for model fit, other variables were taken into account (e.g., 

residuals, modification indices, parameter estimates; Brown, 2006).

The chi-square difference test (the change of χ² relative to the change in 

degrees of freedom) was used to test whether an alternative model leads to 

a significant improvement with regard to the original model (Kline, 2005). For 

hierarchical models, which cannot have a better fit than the corresponding 

first-order model, a comparison was made based on the target coefficient (T): 

the ratio of the χ² of the first-order model to the χ² of the hierarchical model. 

A T-value close to 1.0 indicates that the higher order factor explains the 

correlation between the first-order factors well (Marsh & Hocevar, 1985).

Table 5 shows fit indices and the chi-square difference statistic or target 

coefficient for each model. Results were based on data from the community 

sample only, because of the small sample size of the OCD group.

The baseline model, model 0, reflected the null-hypothesis that all items 

were uncorrelated and no shared factors were identified. This model showed 

poor fit (fit indices < .30).

Model 1 was the three-factor model of the OBQ-44 (OCCWG, 2005) 

consisting of RT, PC and ICT. This model showed good model fit according to 

the fit indices (values > .95), and was a significant improvement to model 0 (p 

< .001). However, the three factors were highly correlated (correlations of .80, 
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.85 and .89), which indicate that factors do not represent distinct constructs 

(Brown, 2006).

The high correlations among the subscales raised the question whether 

it is justified to distinguish between several subscales (e.g., Faull et al., 2004). 

Model 2 was a single factor model with all items loading on this general factor. 

Although fit indices for model 2 showed good model fit (values around .95), a 

critical value for the chi-square difference test (p < .001) indicated that model 1 

was significant better than model 2.

Third, we tested a four-factor model consisting of perfectionism/certainty, 

importance/control of thoughts, responsibility, and overestimation of threat, 

to assess whether we could replicate the findings of Myer et al. (2008). All fit 

indices were ≥ .95. Fit indices of model 3 showed slightly better values than 

model 1. A critical p-value of the chi-square difference test (p < .001) indicated 

that model 3 was a significant improvement to model 1. Correlations across 

factors were high (ranging from .77 to .94).

Because of the high correlations between the four factors, in model 4 we 

tested whether a single higher order factor (total) could further improve model 

3. According to the target coefficient which approaches the value of 1.0, the 

higher order factor explained the correlations between the four factors quite 

well. Table 6 shows the standardized factor loadings of the items and subscales 

for model 4.

Table 5. Fit indices and comparisons between models

χ² Df GFI AGFI NFI RFI Model 
com-

parison

p for χ² 
difference

Target 
coefficient

Model 0
(baseline)

51897 946 .220 .184 .000 .000

Model 1 
(three-factor)

2432 899 .963 .960 .953 .951 1 to 0 < .001

Model 2 
(single factor)

2772 902 .958 .954 .947 .944 2 to 1 < .001

Model 3 
(four-factor)

2312 896 .965 .962 .955 .953 3 to 1 < .001

Model 4 
(four-factor 
hierarch)

2321 898 .965 .962 .955 .953 4 to 3 .996

Note. Values are based on UWLS estimations.
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Table 6. Standardized factor loadings for the hierarchical four-factor model of the OBQ-CV

Item / factor R T PC ICT Total

5. I have to stop bad things from happening all the time. .69

6. I should try to prevent harmful things no matter what. .49

8. It’s my fault if I see danger and don’t do something about it. .50

15. Not stopping harm is just as bad as causing it. .66

17. For me, not preventing harm is as bad as causing harm. .68

19. I have to make sure others don’t get into serious trouble 
because of things I do.

.57

28. I should be able to get thoughts I don’t like out of my mind. .56

39. It’s my fault if I don’t stop a really bad thing from happening. .66

1. I think things around me are unsafe. .42

16. I always have to work hard to make sure bad things (like 
accidents or diseases) don’t happen.

.65

22. If I’m not super careful, I will have a bad accident or cause a 
bad accident.

.59

23. To feel safe, I must be ready for anything that could go wrong. .71

34. Even when I am careful, I often think that bad things will 
happen.

.65

36. Bad things will happen if I am not very careful. .66

41. Everything is dangerous. .46

2. If I’m not totally sure of something, I’ll probably make a mistake. .48

3. I really want things to be perfect all the time. .46

4. To be a good person, I must be perfect at everything I do. .56

9. If I can’t do something perfectly, I shouldn’t do it at all. .56

10. I must try to do my absolute best at all times. .32

11. When I do something, I think about everything that could go 
wrong.

.58

12. A job is not done if there are even little mistakes. .58

14. I can’t choose unless I’m absolutely sure. .51

18. I should be upset if I make a mistake. .56

20. I think things are not right if they are not perfect. .64

25. If I make a small mistake, it’s like a total failure. .63

26. I need to understand everything perfectly – even stuff that 
isn’t really a big deal.

.67

31. I must be the best at everything I like to do. .50

37. I must keep working at something until it’s done exactly right. .74

40. People won’t like me if I don’t do a job perfectly. .49

43. No matter what I do, it won’t be good enough. .57

7. If I think about doing a bad thing, that’s as bad as really doing it. .56

13. If a thought pops into my mind about hurting people in my 
family, it means I really do want to do it.

.26

21. I am a terrible person if I have nasty thoughts. .65

24. I should not have weird or gross thoughts. .53

27. Just thinking about swearing at God is as bad as actually 
doing it.

.53
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Item / factor R T PC ICT Total

29. I think I could harm other people by mistake. .61

30. Having bad thoughts means I am weird. .55

32. If I have an evil idea, that means I really want to do it. .37

33. If I caused even a little problem, it would be terrible and my 
fault.

.63

35. When I have bad thoughts, that means I am out of control. .61

38. Having violent thoughts means I will lose control and become 
violent.

.52

42. Having an evil thought is just like doing it. .64

44. If I don’t control my thoughts, I’ll be punished. .56

Responsibility .87

Threat Estimation .96

Perfectionism/Certainty .88

Importance/Control of Thoughts .95
Note. Items according to the English version of the OBQ-CV (Coles et al., 2010). Values are based on UWLS 
estimations.

 

Discussion

In the present study, psychometric properties of the Dutch translation of the 

OBQ-CV were examined in a community sample (N = 547) of 8-to-18-years-old 

children and a clinical sample of children with OCD (N = 67; 8–18 years). The 

OBQ-CV showed good internal consistency and adequate to good test-retest 

reliability. Children with OCD reported more obsessive beliefs than non-clinical 

children. More specifically, the OCD group reported a wider variety and a higher 

frequency of obsessive beliefs. Furthermore, results indicated that obsessive 

beliefs were related to self-reported OC symptoms in a clinical as well as in a 

community sample. No significant relation was found between self-reported 

obsessive beliefs and a clinician-rated measure of OCD severity (CY-BOCS). 

Results for the discriminant validity suggested that obsessive beliefs are not 

specific for OCD, but are also related to anxiety and depression. These issues 

are further discussed below.

Results of the confirmatory factor analysis revealed that a four-factor 

solution consisting of perfectionism and intolerance of uncertainty, importance 

and control of thoughts, responsibility, and overestimation of threat fitted the 

data best. This model, which was earlier reported by Myers et al. (2008), was only 

slightly better than the three-factor model described by the OCCWG (2005), 

and than a single factor model. Our results are in line with results regarding the 

factor structure of the OBQ in adult samples. As this is the first study examining 

25403 Wolters.indd   40 16-05-13   16:43



1

Psychometric properties OBQ-CV

41

the factor structure of the child version of the OBQ, no comparisons with other 

child samples could be made. Results revealed high correlations among the 

four factors indicating substantial overlap, and a single higher order factor 

explained the correlations between the four lower order factors quite well. 

High correlations among subscales of the OBQ have been reported in other 

studies (e.g., Faull et al., 2004; OCCWG, 2003, 2005). Together, these results raise 

the question whether it is meaningful to distinguish between separate belief 

domains. Although there is some evidence that belief domains are specifically 

related to OCD symptom subtypes (e.g., Julien, O’Connor, Aardema, & Todorov, 

2006; Tolin, Brady, & Hannan, 2008; OCCWG, 2005), these results suggest a 

general underlying factor, rendering individuals vulnerable to all kinds of 

obsessive beliefs.

Although obsessive beliefs were related to OC symptoms measured with 

the LOI-CV and RCADS OCD subscale, we only found a trend for the relation 

between obsessive beliefs and OCD severity measured with the CY-BOCS. Lack 

of a significant association between OBQ-CV and CY-BOCS scores is consistent 

with findings from Coles et al. (2010) in an American sample of children with 

OCD. One could wonder why the OBQ-CV correlated significantly with the 

LOI-CV and RCADS OCD subscale, but not with the CY-BOCS. There are several 

explanations for this finding. Different methods may yield different results 

(e.g., Anholt et al., 2009), and the CY-BOCS and LOI-CV are not completely 

comparable. Although Scahill et al. (1997) reported a correlation of .62 between 

the CY-BOCS and the LOI-CV, in other studies no significant correlations were 

reported (Stewart, Ceranoglu, O’hanley, & Geller, 2005; Yucelen et al., 2006). 

A clear difference between the LOI-CV/RCADS and the CY-BOCS is the way in 

which these methods are administered: self-report versus clinician-rated. The 

composition of total scores of the LOI-CV/RCADS and CY-BOCS could also play 

a role. Total scores of the LOI-CV and the RCADS are composed of the number 

of different OC symptoms multiplied by their interference or frequency. The 

CY-BOCS measures severity of OCD irrespective of the number of different 

symptoms. For example, a child who washes hands all day without other 

compulsions, refuses to go to school, panics when touching things without 

washing and cannot resist the temptation to wash, receives a high CY-BOCS 

score, but a low score on the LOI-CV or RCADS. Because the OBQ-CV measures 

the number of different beliefs, this questionnaire may be more closely related 

to the LOI-CV and RCADS than to the CY-BOCS.
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Results suggest that obsessive beliefs are not specific for OCD. Relations 

between obsessive beliefs and symptoms of anxiety and depression were of 

comparable magnitude as the relation between obsessive beliefs and self-

reported OC symptoms. A complicating factor was that the OCD subscale of 

the RCADS was moderately to highly correlated with other RCADS subscales 

(Pearson r ranged from .56 to .71 in the community sample, and from .43 to 

55 in the OCD sample), making it difficult to discriminate between separate 

disorders. Intercorrelations may be (partly) due to content-overlap between 

subscales. For example, some items of the social phobia subscale may also be 

related to OCD, like ‘I worry when I do poorly at things’. However, our findings 

are in line with other studies suggesting that obsessive beliefs are also related 

to anxiety and depression (e.g., Bolton et al., 2002; Clark, 2002; Magnúsdóttir 

& Smári, 2004; Muris et al., 2001; Ye et al., 2008). An exception is the study of 

Coles et al. (2010) where no significant relation between the OBQ-CV and social 

phobia (measured with the SCARED-R; Muris, Merckelbach, Schmidt, & Mayer, 

1999) was reported for the American sample of children with OCD (N = 29, aged 

9–17 years). For future studies it would be interesting to include control groups 

of children with anxiety disorders or depression without OCD, and children 

with OCD without co-morbid anxiety and depression to assess the specificity of 

obsessive beliefs for OCD. However, results revealed that the relation between 

obsessive beliefs and OC symptoms persisted after symptoms of anxiety and 

depression were controlled for. This suggests that obsessive beliefs are related 

to OCD independent of anxiety and depression.

There was no effect of age on obsessive beliefs in the clinical sample and 

a small effect in the non-clinical sample as younger children reported more 

beliefs than older children. These findings are not in line with the findings of 

Farrell and Barrett (2006) who reported an increase of several obsessive beliefs 

from childhood to adulthood in a clinical OCD sample. However, results across 

studies were equivocal. In one study, an increase in thought-action fusion was 

reported in 5-to-10-years-old non-clinical children (Bolton et al., 2002). Most 

studies examined effects of age in older children (10–17 years); whereas in 

some studies no effect of age was found, other studies reported decreases 

as well as increases in different types of obsessive beliefs (Bolton et al., 2002; 

Cartwright-Hatton et al., 2004; Magnúsdóttir & Smári, 2004; Matthews et 

al., 2007). Unfortunately, results were difficult to compare due to the use of 

different age groups, samples and cognitive concepts.
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The present study was limited by the relatively small OCD sample and 

the absence of clinical control groups of children with anxiety and depression 

without OCD. Due to practical reasons, different methods were used to measure 

severity of OCD in the community and OCD sample. Furthermore, the factor 

structure of the OBQ-CV could not be examined in the OCD sample because of 

insufficient sample size.

In conclusion, results of the present study suggest that the Dutch version 

of the OBQ-CV is a reliable and valid questionnaire to examine obsessive beliefs 

in children. Contrary to other questionnaires examining the cognitive basis 

of childhood OCD, the OBQ-CV provides an overview of dysfunctional belief 

domains expected to be relevant in OCD (inflated responsibility, overestimation 

of threat, perfectionism, intolerance of uncertainty, overimportance of thoughts, 

and controlling thoughts). This creates the advantage of examining the role 

of various belief domains in a standardized way. Furthermore, application of 

the child version of this questionnaire facilitates research on development of 

obsessive beliefs from childhood to adulthood.

In accordance with cognitive theories of OCD, results indicated that 

obsessive beliefs were related to self-reported OC symptoms independent of 

anxiety and depression, and that children with OCD experience more obsessive 

beliefs than non-clinical children. On the other hand, obsessive beliefs were not 

significantly related to clinician-rated severity of OCD, they may not be specific 

for OCD, and differences in OBQ-CV scores between clinical and non-clinical 

children were small. However, findings should be replicated and extended in 

future research, and experimental designs, longitudinal studies, and research 

on mechanisms of change in treatment are needed to further examine the role 

of cognitions in the development, maintenance and treatment of OCD.
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