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ABSTRACT

The present study aimed to compare the metacogritiliefs and worry in depressed, anxious patiants non-
patients. This descriptive-correlational study weenducted in 2012. A total of 180 individuals intthg 60
depressed patients (30 males, 30 females), 60 asxiatients (30 males, 30 females) referred tohadpgical and
counseling centers and 60 non-patient universitidents (30 males, 30 females) participated in theys After
applying convenience sampling and conducting uctired interview by a psychologist, the subjectagieted the
Zung's Anxiety Scale, Beck’s Depression Invent®enn State Worry Questionnaire, and the Wells’ iegaition
Questionnaire. The results of the statistical arslyANOVA, LSD post hoc test, and Pearson coicglahdicated
that compared to depressed patients and non-pasiebjects, anxious patients had higher levels daoognitive
beliefs and worry and this difference was significéE=21/53, p<0/001). Moreover, there was a pagtsignificant
correlation between metacognitive beliefs and wanranxious patients and healthy subjects (p<O/0®igwever,
this correlation was not significant among deprekpatients. It seems that metacognitive beliefschosely related
to worry specially in anxious patients.
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INTRODUCTION

According to cognitive theories, psychological ddsrs such as depression and anxiety are assocnthed
inefficiencies and distortions of thoughts and eatibn of events. For instance, depression ismdjetshed by
automatic ideas and some deficiencies in theirpnggations. It is assumed that these negativegthtsu which
cause broad psychological disorders, are rootdberactivation of negative beliefs and assumptitoged in the
long term memory. Interpretations that are sigaificin depression are associated with the losslafion, altitude
and/or value. In the case of anxiety, main intagifen or cognitive conceptions are related to patsand/or
mental-social risks (Hjemdal, Hagen, Nordahl & \§eR013).

Hence, cognitive-behavioral approaches tend tosfamu a limited range of cognition to explain psyogeal
disorders. These approaches pay much more attetatitime content of thoughts and beliefs than tpeacess.
Moreover, it is not evident that how key aspectsagnition including beliefs, evaluations and thepacts of such
beliefs on information are represented (Wells &l@alr, 2012).
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In many cognitive models of anxiety and depresssmtial and physical beliefs are taken into comsitien and
therapy is concentrated on modifying and alterimg ¢ontent of such anxiety-provoking and depresgamerating
thoughts and beliefs. Other issues such as sa#fbelnd knowledge that people reflect about tbein thoughts
(metacognition) have no place in fundamental cagmiinodels such as Beck's (1976).

Meta-cognition is an aspect of information procegssystem that monitors, interprets, evaluatesragdlates the
content and processes of self organization. Acogrth Flavell (1979) and Moses and Baird (1998Viells, 2000),
there are two components of meta-cognition knowfnatacognitive knowledge” and “metacognitive regjidn”.

Metacognitive knowledge includes the first beliefsknowledge about the factors that influence thecess and
outcome of cognitive functions. This knowledge nisgy right or wrong; and when it is activated, iteat the
thought process and procedures. Metacognitive adigual refers to the number of executive actionshsas

planning, monitoring and reviewing, checking, déter and correcting errors. According to the theofySelf-

Regulatory Executive Function Model (Wells, 200Bgse two general components (metacognitive knayelexhd
metacognitive regulation) interact and they hageeat significance in Wells' theory (2000).

According to Wells' theory, beliefs and evaluatidinat people have about their automatic thoughttgoognition)
can be positive or negative (Wells, 2010). Resesrdéhdicate a positive association between metatbogbeliefs
and worry (Marcantonio et al., 2010; Nordahl et 2010).

Meanwhile, worry is one of the central features apixiety disorder in the fourth diagnostic and statal
classification of mental disorders in American R8gtric Association (1994). Borkovec, Ray, &Bér (1998)
defined worry as a verbal dominant intellectualvatst in which the individual think about the neget events that
may occur in the future. However, excessive wosrgin important characteristic of the anxiety anadndisorders
(Stanley & Gibson, 1985 in Szabo & Lovibond, 2002maz, Gencoz & Wells, 2011). Research conducted o
anxiety has entailed metacognitive implicationshsas positive and negative beliefs about worry al. Wweople,
who use metacognition such as positive beliefs awoury and rumination, mal-adapt copying strategi®re than
those who do not apply such beliefs (Wells, 201Rgsitive metacognitive beliefs about worry isolpsgients with
generalized anxiety disorder from other patientd aon-patients (Dugas, Gagnon, Ladouceur & Frees0h2;
Dragan et al.,, 2012). In particular, positive megmttive beliefs about worry contribute to maintagn and
strengthening worry (Dugas et al., 1998). Reseabdut positive beliefs about worry demonstrates pleaple who
are really worry often believes that worry is afuseopying strategy and this attitude toward womaintains and
fosters the tendency to being worry (Borkovec, Htazbtevens & Diaz, 1999). Extremely worried peopéve
report the belief that worry can help with analytiinking, problem solving and motivation (Borkov&cRoemer,
1995; Davey, Jubb & Cameron, 1996; Cartright-Ha&owells, 1997).

Moreover, worried people believe that worry cantecb them from negative implications and reduceirthe
emotional reactions to negative implications (F@esRhe aume, Letarte, Dugas, & Ladouceur, 198#)dies
have shown that participants with high levels o$ipee and negative metacognitive beliefs aboutrwdiave had
higher scores on measures of psychopathology; ek twith higher scores in positive beliefs hawe the highest
scores on measures of worry (Davey et al., 1996rsfdonio, et al., 2010). Studies that have addcessrry and
its metacognitive beliefs have mostly focused omrwin the context of anxiety disorders. Howevérséems that
worry plays a fundamental role in other disordershsas depression (Starcevic, 1995), playing & ndta. It seems
that metacognitive beliefs are associated with pess to worry and worry may also play an essertialin anxiety
and depression (Wells et al, 2012; Dragan et dl2P0Accordingly, the aim of the current studydscompare the
metacognitive beliefs and worry in anxious and deped patients and non-patients.

MATERIALS AND METHODS

The present study followed a descriptive-corretatlomethod. The population of this study includdidpatients
with anxiety and depressive disorders who werentdief public and private counseling centers intiRasd 7 of its
subordinate towns in 2012.

2.1.Sample and Sampling Method:

Three groups of subjects participated in this stutyxious patients were those who referred to alpsipgist or

counselor due to their excessive anxiety, extrererywand other emotional and cognitive symptoms #rel

psychologist had diagnosed the anxiety disordergutfie unstructured clinical interview. Moreovérede subjects’
Zung Anxiety Scale scores were above 34. Deprepséignts were those who referred to a psychologist
counselor due to problems like excessive sadnessyes loss of appetite, drastic decline of inteneghings that

used to be interesting to the person of and ismlated to depression symptomms; the psychologidtdiagnosed
the depression disorder using the unstructuredcalirinterview. In addition, these subjects’ Becledbession
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Inventory scores were all above 20. Non-patienteev® students that matched the clinical samplesrding to
the criteria of age and sex. The sampling methati@present research was convenience samplingidasimg the
extent of the population and the presence of thageple groups (anxious, depressed and non-patiemdg) study,
to compare the mean values, 15 subjects were muffiéor each group. So the researcher used 60esi&gul
patients, 60 patients with anxiety disorders andhé@lthy individuals (students) to enhance theabdity and
validity of the data.

The sampling method of the present study for theufadion of patients was convenience, non-randomptiag,
selecting patients interested in participatingdeearch. Likewise, the sampling method for thethgalopulation
was based on convenience sampling. Subjects ofdmodiss participated in the study. The number digigants in
the anxious group was: female=30, male=30; in ttoeig of depressed patients was: female=30, malen80in
normal subjects was: female=30, male=30. The mgarpépatients with anxiety was 24.20 (SD=2.89) Tiean
age of depressed patients was 23.12 (SD= 2.7)anmbh-patients, it was 24.28 (SD=6.10).

2.2 Data collection

Zung's Anxiety Scale: This 20-question test was created in 1982 by Z&Gogne items are designed in the positive
form and some are negative that assess anxiety teympin three contexts of physiological, cogniticarsd
emotion. Each item is measured through a 4-poikertiscale which is graded from 1 (never) to 4 &s). The
range of raw scores of the measure is: (no anxid#yy49< severe anxiety.) In the test, 34 is théiaescore of raw
scores. Less than 34 is considered non-anxiousiaowdke that is anxious. The reliability coefficién®0.89 and the
internal consistency (Cronbach's alpha) has bgeorterd 0.88 to 0.93 for this test (Lezak, 1995).

Beck's Depression Inventory:Beck's Depression Inventory is a 21-item self-répg tool that gauges depression
symptoms in the last 7 days (Frye and Goodman,)2080ores range from 0 to 63. Higher overall s¢odécates
more depression. A meta-analysis of internal ctescy estimated the mean coefficient alpha focluisyric and
non-psychiatric subjects to be 0.86 and 0.81, by (Beck, Steer & Garbin, 1988 in Frye and @oman, 2000).
Beck et al (1988; in Frye & Goodman, 2000) notes Beck's depression inventory can distinguish betwmajor
depression and generalized anxiety disorder. Gadlagt al. (1982; in Frye & Goodman, 2000) haveoresul
acceptable levels of internal consistency (coedfitialpha) and test-retest reliability for deprdssatients (0.73 to
0.79) and non-depressed individuals (0.76 to Gr86amples of depressed patient and non-depreabgetts.

Penn State Worry Questionnaire (PSWQ) (Meyer, et al., 2002): This questionnaire contals items that
measure the tendency toward worry and focus oruémecy, uncontrollability and distress. Each itenmisasured
by a 5-point Likert scale which is scored from br{pletely disagree) to 5 (completely agree). PSVd® dsingle
construct. It has a high internal consistency (Algefficient=0.93), and test-retest reliabilityeaf4 weeks which
is r=0.93. Blairs et al (2002) reported that ifsha coefficient was close to 0.91. In other congldictudies, the test
had associations with psychological variables saghnxiety, depression and self-esteem (Meyer €08D). In the
present study, the coefficient alpha for the whedenple was 0.68 and the coefficient alpha for swalqus of
anxious, depressed patients, and non-patients w8s@62 and 0.68, respectively.

The 30-item Revised Metacognition QuestionnairéWells & Cartright-Hatton, 2004): the 30-item gtiesnaire
measures a range of beliefs about worry, intrusieights and metacognitive processes which inclédesb-
components as follows: Cognitive confidence (eltave a poor memory), positive beliefs about wéwgrry helps
me cope), cognitive self-consciousness (I pay #attento the way my mind works), negative beliefs
uncontrollability and dangerousness of worry (wosydangerous for me) and the need to control thtsu¢e.g.
thinking about certain things is very bad). Thd tedaken from the main 65-item test (Cartrighttida & Wells,
1997) due to saving time and money. Each item iasmed by a 4-point Likert scale which is scorearfrl
(disagree) to 5 (completely agree). Cronbach'saatitefficient was ranged from 0.72 (need to corttrolights) to
0.93 (cognitive confidence). The overall alpha wa8.93. Test-retest reliability of Pearson corielafor the total
scale was r=0.75 and for its sub-scales includingnitive confidence, positive beliefs and cognitiself-
consciousness, negative beliefs and need to cahtiaghts was, r=0.69, 0.79, 0.87, 0.59 and 0.3gadively. For
Padowa obsession, its correlation was 0.23-0.40P®WQ, r=0.54 and in the case of Spielberg's &naidiety, it
was r=0.53 (Wells & Cartright-Hatton, 2004; WeR§05). In the present study, the Cronbach's alphth& whole
sample was estimated to be 0.87. This is whilafotious patients, depressed patients and non-fatiewas 0.89,
0.71 and 0.86, respectively.

The study procedures and ethical considerationstHeopurposes of the research, questionnaires coenpleted in
the presence of the counselor through visiting seling centers and gaining the consent of autesribf private
centers and Official coordination with public sees (welfare and education). After providing neaegs
explanations regarding the objectives of the stadg gaining subjects' full consent, the questiomsaivere
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completed. A number of questionnaires were comglatethe presence of a counselor or a psycholagist a
master's degree. Some other forms were answetbé presence of the researcher. Subjects whoseadisgof the
psychologist or psychiatrist did not comply witlstteriteria were excluded.

Moreover, according to the criteria of age and $&xstudents who matched the clinical samples welected and
they answered the questionnaires in the presentleeafesearcher. This statistical analysis waslected using
statistical software SPSS 11.5. Statistical methofl®ne-way ANOVA, LSD post hoc test and correati
coefficient were also applied.

RESULTS AND DISCUSSION

Table 1 represents the Mean and SD of worry anddcognition variables in anxious, depressed patiani$ non-
patients.

Table 1: Mean and SD of worry and metacognition vaables in anxious, depressed patients, and non-patits

Variable Grou Anxious Depressed Non-
P Patients Patients patients
Statistical Indicators X sD | X sD | X | sp
Worry 55.72| 3.24 4862 432 43135
Lack of cognitive confidence 1248 541 116D 4 D®/77| 3R4
Positive beliefs about worry 121 5.24 1058 213 1045362
Metacognition Cognitive self-consciousness. 1858 2.11 16553/ 3HP8 380
subscales i i ili
Vl;loergr];tlve beliefs about uncontrollability and damgsness 1763| as51 1485 aud 1318159
The need to control thoughts 18.00 4.11 16932 yaBgl 3/35
General metacognition 78.80| 15.12] 7052 849 64RT199

As Table 1 indicates, the mean and standard demiaif metacognition in anxious, depressed and radiet

groups areX = 78.80 (SD=15.12),X =70.52 (SD=8.49) andX =64.27 (SD=11.99), respectively. The average
score of metacognitive beliefs of anxious patiésatigher than that of other two groups.

Also the mean and standard deviation of the waroyes for anxious, depressed and non-patient gneeps 5572

X = (SD=4.32), X =48.62 (SD=4.32) andK =43.78 (SD=6.35). The average score of worry of@mspatients is
higher than that of other two groups. In generaki@us patients have significantly higher scoresdales and
subscales of metacognitive beliefs and worry coegbatio depressed patients and non-patients and s$ejre
patients scored significantly higher than thosthefnon-patients.

Table 2: Results of univariate analysis of variancef metacognition in anxious, depressed and non-gant subjects

Source of variation SS d MS F P
Between-group 6377/88 2
within-group 2622032 | 177 3115319:, 2153 | oool
total 3259819 | 179

As Table 2 demonstrates, there is a significarfedihce between metacognitive beliefs of anxioeprelssed and
non-patient subjects (p<0.001, F=21.53).

Results of LSD test on the metacognition variableahxious, depressed and non-patient subjectshanen in table
3.

Table 3: Results of LSD test on the metacognitioraviable for anxious, depressed and non-patient subgts

Mean Group 2 3
78/80 1 - Anxious i i
7052 2 - Depressed ----1- X
6427 3 - Non-patienf ~ -----

Results of LSD (table 3) show a significant diffece between the average scores of metacognitivefddbr
anxious, depressed and non-patient subjects. ler atords, the average score of metacognition ferahxious
group is higher than those for depressed and nberpaubjects; and the difference is significatd.006).
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Results of univariate analysis of variance on waagre in three groups are shown in table 4.

Table 4: Results of univariate analysis of variancethe variable of worry in anxious, depressed andan-patient subjects

Source of variation SS d MS F P
B_etyveen-group 432361 | 2 2161176
within-group 40985k5 | 177 2316 93736 | 0001
total 842206 | 179

As it is shown in Table 4, there is a significaiffetence between worry scores of the three gror®.001,
F=93.358)

Results of LSD test on the variable of worry in theee groups are represented in table 5.

Table 5: Comparison of the mean of worry on anxiousdepressed, and non-patient subjects

Mean Group 2 3
5572 1 - Anxious x* **
4862 2 - Depressed -—--1- **
43/78 3 - Non-patienf ~ -----

As it is demonstrated in Table 5, the results obLi8st indicate a significant difference betwees sbhore of worry
for the three groups. In other words, the levelvofry of anxious subjects is higher than that giréesed and non-
patient subjects (p<0.001)

Table 6 represents the correlation coefficientsvbet metacognitive beliefs and worry in anxiougrdssed non-
patients subjects.

Table 6: correlation coefficients and between metagnitive beliefs, its various dimensions and worryn anxious, depressed and non-
patients subjects

Variable - - Al - -
Anxious patienfsDepressed patientson- patients

Cognitive confidence **0/62 019 **0/38
Positive beliefs about worry 019 0003 011
cognitive self-consciousness, ** 052 003 onvr
Negative beliefs about uncontrollability and daogsness of worfy 03 ** /41 **067
Need to control thoughts ** 047 -0/18 **0B3
Overall Metacognitions ** (058 021 ** 059

*p<0.01 _ *p<0.05

According to the results shown in Table 6, thereaissignificant positive relationship between wommd
metacognitive beliefs in anxious patients and natiepts; however, no significant relationship begw worry and
total scores of metacognitive beliefs was found mgndepressed patients.

DISCUSSION AND CONCLUSION

The present study aimed at comparing the metadegieliefs and worry of the anxious and depregsgignts and
non-patients. Accordingly the results suggestet! tha

There is a significant difference between metadbgnibeliefs of anxious patients, depressed patiamd non-
patients. In other words, the level of metacogritbeliefs of anxious patients was higher than tladsgepressed
patients and non-patients. In addition, the metaitivg beliefs of depressed patients were highen tthose of non-
patients, and the differences were significant. ibng patients scored higher in all the sub-compt:ef the
metacognitive beliefs comparing to depressed patimd non-patients. Depressed patients scoreerhigfall sub-
components of metacognition than non-patient grdngdicating that metacognitive beliefs are the uhdeg
factors involved in the development and persisterfgesychological distress. This supports Wellsbily of S-REF.
The present study is consistent with studies orchpsggical disorders such as anxiety disorder agwkralized
anxiety disorder (Wells & Carter, 2001; Dragan éf 2012), obsessive-compulsive symptoms (Wells &
Papageorgiou, 1998; Stian Solem et al, 2010), Hymudriasis (Bouman & Meijer, 1999), test anxietyatthews,
Hillyard & Campbell, 1999) and post-traumatic str&lsorder (Holeva, Tarrier & Wells, 2001; HazelnBett &
Wells, 2012). However, regarding the differencenmein sub-components, the results are somehow efitférom
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other studies such as Wells and Carter (2001) iictwbnly the sub-component of metacognition (pusitbeliefs
about worry, negative beliefs including uncontrbiliy and dangerousness and the need to contmigii) in
patients with generalized anxiety disorder, pasazial distress were compared to the control groupWells &
Carter's study (2001), depressed patients wersdire as patients with generalized anxiety disoaddrpanic in
the sub-component of positive beliefs about worrnyd aobtained higher scores in the sub-component of
dangerousness of worry compared to patients witticpdisorder and lower scores than patients withegalized
anxiety disorder which can be caused by differamge and methodology research as well. In additieere were
a significant difference among anxious patientgressed patients and non-patients regarding te# bf worry.
The level of worry in anxious patients was higheart that of other two groups. Moreover, in comparigith non-
patients, anxious patients were much more worriedl the difference was significant. This researchlstdiffers
from the study of Chelminsky & Zimmerman (2003)vithich the level of being worried was higher in degsed
and anxious patients, but the difference was mtiitant. Regarding the high levels of worry impdessed patients
it should be noted that recently performed reseasctave pointed to the role of worry in deprespatients
(Stanley and Gibson, 1985; in Szabo & Lovibond, 20®However, it must be mentioned that worry has nfost
important role in anxiety disorders (Barlow andNirdo, 1991, in Chelminsky & Zimmerman, 2003). Tok of
worry in depression is often faced with conflictioginions. On the one hand, Borkovec et al. (1388grted that
worry may contribute to depression, even the erpemntal development of worry in university studeleads to
depression and anxiety (Andrews and Borkovec, 1B8Bprkovec, et al. 1998). But, others (Nolan, kios, 1996
in Borkovec et al, 1998) have claimed that the phegnon of rumination occurs in depressed indivislaald worry
is similar to rumination and rumination createsréspion or cause its survival. Hence, there areateedpinions
claiming that both rumination and worry happen é@pkssed and anxious people. Even Segerstrom @08I0)
have reported a relationship between rumination w&ady both in clinical and non-clinical individual Using
complex statistical models, the authors showed tha@trumination and worry have a hidden variabld #ris
component is the repeated thought which is empdibtiinked with depression and anxiety. Implicai$oof these
findings may reveal that studying worry may help tasunderstand the overlapping processes of anxdaty
depression disorders. For example, the theme ofywamuld distinguish between the thoughts aboutrfuevents
(and therefore developing anxiety and anxiety sjad@d negative thoughts about past events (thela®went of
depressive states). In addition, feelings of hagmless and eventually the depression may occunramic worries
when the individual comes to the fact that he/slrenot actually do anything to avoid events whicly mappen in
future.

Regardless of how worry may contribute to both atyxand depression, it is a fact that worry maydsponsible
for some cases of reoccurrence of events (Borkeved, 1998). This could be the explanation thay wdrgeting
worry to treat negative disorders could be berafici

The relationship between worry and metacognitivéiefse in two groups of anxious and non- patientswa
significant. In the whole sample the relationshigivieen worry and metacognitive beliefs was sigaiftc whereas
no significant relationship was found between atyx@éd metacognitive beliefs.

Regarding to the Wells' theory, anxious patientgehpositive and negative metacognitive beliefs aboaorry,

whereas depressed patients' positive and negaéiief$ about rumination. In the whole sample, theres a
significant relationship among all the componeritsnetacognitive beliefs and morbid worry which sneistent
with Davis & Valentiner (2000), Wells & Papageorngi¢1998), Cartright-Hatton and Wells (1997). Thegant
study may support and coordinate with the expemtatiof Wells' theory (2000, 2010 and 2012) thafféotive

metacognitive beliefs (positive and negative) havgositive significant relationship with malfunatiag forms of
coping strategies in emotional disorder and ematiomulnerability is associated with the use of faefive

strategies of metacognitive though control. Theasategies are identified via negative ideas abbetstable self
such as worry and rumination.
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