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Abstract
More than 50% of patients with obsessive-compulsive disorder (OCD) do not receive first-line psychological treatment such as
cognitive-behavioral therapy with exposure and response prevention. To narrow this treatment gap, there is an urgent need for
therapies that are easy to disseminate and highly accepted by patients. The aim of the present pilot study was to evaluate the
effectiveness of the Metacognitive Group Training for OCD (MCT-OCD). Fifty patients with OCD participated in the MCT-OCD
for 4 weeks during their inpatient stay in a single-arm pilot trial. Patients were assessed before and after the intervention and filled out
an online survey 6months after post assessment. Results showed a decrease in obsessive compulsive symptoms according to the Yale-
Brown Obsessive Compulsive Scale (primary outcome) from baseline to post assessment with a large effect size. Symptom reduction
remained stable over 6 months and was positively correlated with appraisal ratings of the training. The reduction in frequency of
obsessive compulsive symptoms, distress due to obsessive compulsive symptoms, cognitive biases, and depressive symptoms
remained stable over 6 months after the intervention. Our findings tentatively imply that the MCT-OCD is a promising treatment
for OCD patients. A randomized controlled trial is thus warranted to further clarify the efficacy of the MCT-OCD. Trial Registration:
German Clinical Trials Register (DRKS-ID: DRKS00012531), date of registration: 16.06.2017.
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Introduction

Obsessive-compulsive disorder (OCD) is a mental disorder with a
lifetime prevalence of 2–3% (Kessler et al., 2012). The disorder
often has a chronic course (van Oudheusden et al., 2018), and
patients with OCD frequently report a low quality of life (Moritz
et al., 2005; Remmerswaal et al., 2016). The first-line psycholog-
ical treatment is cognitive-behavioral therapy (CBT) with expo-
sure and response prevention (Ex/RP; Skapinakis et al., 2016),
which has shown to be effective with large effect sizes (Hedges’
g= 1.31; Öst et al., 2015). Group settings are increasingly recom-
mended to serve the high number of patients and reduce treatment

costs (Kordon et al., 2014; Sousa et al., 2006). A recent meta-
analysis (Schwartze et al., 2016) showed that groupCBT forOCD
was as effective as individual therapy and pharmacotherapy and
superior to wait-list control (Hedges’ g= 0.97, 95%CI 0.58; 1.37,
p< .001, k= 4).

According to the guidelines of the National Institute for Health
and Care Excellence (NICE, 2005), cognitive therapy (CT) is
recommended either in addition to Ex/RP to enhance long-term
symptom reduction or for patients who refuse to undergo Ex/RP.
CT focuses on the identification and correction of dysfunctional
interpretations of intrusive thoughts and aims to replace themwith
more functional ones (Pittenger, 2017). A study byWilhelm et al.
(2009) showed that CT decreased obsessive compulsive (OC)
symptoms to a significantly larger extent than a wait-list control
group. Two meta-analyses (Rosa-Alcázar et al., 2008; Steketee
et al., 2019) showed that CT and Ex/RP were similarly effective.
A more recent treatment for patients with OCD is the
metacognitive therapy by Adrian Wells (Fisher & Wells, 2008;
for difference to the Metacognitive Training, see below), which
“focuses on modifying patients’ beliefs about the importance of
thoughts, power of thoughts and rituals using verbal reattribution
and behavioral experiments” (van der Heiden et al., 2016, p. 25).
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First evidence have been demonstrated for the efficacy of this
treatment (Rees & van Koesveld, 2008; Simons et al., 2006; van
der Heiden et al., 2016).

Several treatment barriers apply for OCD treatment in gen-
eral (e.g., CT and metacognitive therapy) and additional treat-
ment barriers apply for Ex/RP (Külz et al., 2010). (1) In addi-
tion to the high drop-out rates of patients when undergoing
Ex/RP (14.7%; Ong et al., 2016), 40% of therapists also avoid
providing CBT with Ex/RP(Moritz et al., 2019; Voderholzer
et al., 2015). As a consequence, a high number of patients are
not treated with one of the first-line treatments. (2) Not many
therapists specialize in treating OCD, and some even refuse to
treat OCD at all (Külz et al., 2010). (3) Patients often have to
wait a long time before they receive treatment, which in-
creases the probability of a chronic course (Mataix-Cols
et al., 2002). (4) Due to the low availability of therapists
who are trained in CBT, CT and/or metacognitive therapy,
more structured group therapies are required because they
can be administered by less experienced professionals.
Therefore, there is a great need for the development of low-
threshold therapies, that is, treatments that can be administered
quickly even by less experienced therapists and as a result are
more easily accessible for patients.

One group program that can easily be disseminated is
Metacognitive Training. The first Metacognitive Training
was developed for psychosis (MCT; Moritz & Woodward,
2007) and was followed by MCTs for several disorders. The
Metacognitive Trainings have shown to be effective for pa-
tients with psychosis (see latest meta-analyses by Eichner &
Berna, 2016; Liu et al., 2018), depression (Jelinek et al., 2017;
Jelinek et al., 2018b) and borderline personality disorder
(Schilling et al., 2018). Metacognitive Training teaches pa-
tients about disorder-specific cognitive biases (metacognitive
knowledge) with the help of humorous exercises that are de-
signed to provide corrective “aha moments” (metacognitive
experiences). It is highly structured as the sessions are deliv-
ered with the help of slide-based presentations (i.e., multime-
dia presentation, presented with the help of a projector) and
homework. The presentation mode allows therapists with less
experience to conduct MCT groups. The first Metacognitive
Training approach for OCDwas a self-help manual (myMCT;
Moritz et al., 2010), which was found to be superior to control
groups (wait-list, psychoeducation) with small to medium ef-
fect sizes (Hauschildt et al., 2016; Moritz et al., 2010,
2016; for a meta-analysis see Philipp et al., 2018).
Following up on recommendations of patients to combine
the use of myMCT with guided (face-to-face) psychotherapy,
our working group developed the MCT-OCD (Jelinek et al.,
2018a). The format of this group training is very similar to that
of the MCT for psychosis. The MCT-OCD addresses OCD-
specific cognitive biases (e.g., perfectionism, overestimation
of threat) and metacognitions because several cognitive
models highlight the importance of cognitive biases (McFall

& Wollersheim, 1979; Salkovskis, 1985; Tallis, 1995) and
metacognitions in OCD (Wells, 1997, 2000). One study that
investigated the role of metacognitions during treatment of
OCD showed that when controlling for the overlap between
predictors, changes in metacognition were significant (Solem
et al., 2009). Additionally, results of a study by Grøtte et al.
(2015) showed that cognitive biases (e.g., perfectionism, re-
sponsibility) were significantly correlated with OC symptoms
and that a decrease in metacognitions (i.e., thought-action fu-
sion, beliefs about rituals) predicted recovery. In its current
version, the MCT-OCD has four modules that each address
two cognitive biases highlighted by the Obsessive
Compulsive Cognitions Working Group (OCCWG, 1997,
2001, 2003, 2005) as well as techniques developed by our
working group (e.g., “association splitting”; Moritz &
Jelinek, 2011; Moritz et al., 2007; Moritz & Russu, 2013;
Jelinek et al. 2018c; see Table 1).

The contents of the MCT-OCD and CT partially overlap.
Thus, the name of the intervention (MCT-OCD) reflects the
proximity and the tradition in which the training was devel-
oped. This refers to the structure of the training (e.g., open
group format, slide-based presentation), but also to the ratio-
nale of the intervention and the guiding motives (therapeutic
attitude). In contrast to a classic CT approach (that aims to
question dysfunctional assumptions by different interventions,
e.g., behavioural experiments, Socratic dialogue), but in line
with the other Metacognitive Trainings, MCT-OCD aims to
sow doubts regarding dysfunctional beliefs. Moreover, it uses
humorous elements in order to provide corrective “aha mo-
ments”, which aims at raising awareness of dysfunctional
mental processes (Moritz & Lysaker, 2018), but also under-
lines the entertaining, interactive, playful and collaborative
nature of the training.

High acceptability ofMCT-OCD has already been reported
for a subsample of the current data set (Jelinek et al., 2018a).
The majority of patients (90 %) indicated they would recom-
mend MCT-OCD to other patients, and they evaluated the
intervention as useful and understandable. The evaluation of
the module-specific effects of MCT-OCD also showed prom-
ising results (Miegel et al., 2019). The analysis of this study
focused on an examination of the differential change in cog-
nitive biases, metacognitions, and OC symptoms.
Interestingly, patients’ control of thoughts was the most
strongly reduced after the module that targeted control of
thoughts, providing the first evidence that the modules im-
prove the targeted cognitive bias and thus are very specific.

The present study was designed to evaluate the effective-
ness of the MCT-OCD in its pilot version. Besides evaluating
the symptoms before and after treatment, a follow-up assess-
ment after 6 months was carried out in order to evaluate
whether the effects of the MCT-OCD were lasting (post to
follow-up). We expected a symptom reduction from baseline
to post as well as from baseline to follow-up assessment in the
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primary (Yale-Brown Obsessive Compulsive Scale; Y-
BOCS) and secondary outcome parameters (Obsessive
Compulsive Inventory-Revised [OCI-R], Obsessive Beliefs
Questionnaire-44 [OBQ-44], Patient Health Questionnaire-9
[PHQ-9]).

Methods

Design

An uncontrolled pilot trial was conducted including patients
with OCD who attendedMCT-OCD sessions over a period of
4 weeks in addition to participating in a standardized inpatient
treatment program (including, e.g., individual CBT, social
skills training, crafts group, medication). Before the first (t0;
baseline assessment) and after the last MCT-OCD session
(i.e., after 4 weeks, t1; post assessment), all patients partici-
pated in an assessment that included diagnostic interviews and
self-rating questionnaires (see below). Six months after the
post assessment, patients were invited to complete an online
assessment (t2; follow-up assessment). Prior to their partici-
pation, all patients had given written informed consent. The
current study was approved by the Ethics Committee of the

German Psychological Society (LJ032017) and was registered
with the German Clinical Trials Register (DRKS-ID:
DRKS00012531).

Sample

The sample consisted of 50 patients with a primary diagnosis
of OCD. Patients were recruited during their inpatient stay at
the anxiety ward of the Clinic for Psychiatry and
Psychotherapy of the University Medical Center Hamburg-
Eppendorf (Germany). Patients were included in the study if
they were between 18 and 70 years old and did not have
lifetime symptoms of psychosis (i.e., hallucinations, delu-
sions, or mania), a severe neurological disorder, or current
substance or alcohol dependence. Ward personnel (psycholo-
gists, psychiatrists, or psychiatric nurses) screened new pa-
tients for inclusion and exclusion criteria and then, if appro-
priate, referred them for participation in the study and sched-
uled an appointment with the assessor.

Intervention

Each MCT-OCD session was attended by 3 to 10 patients,
was led by a psychotherapist and an assisting psychotherapist

Table 1 Summary of each MCT-
OCD module (pilot version) Module and cognitive biases Content of the module

Module 1: Perfectionism/intolerance
of uncertainty

This module deals with the topic of choosing standards that are too strict
(i.e., perfectionism) and provides exercises for setting more realistic
standards (e.g., being deliberately imperfect). Additionally, the
module conveys that there is never 100% certainty and that patients
might think about which “risks” (e.g., the danger that germs could
still be on their skin) they might want to take again in the future.

Module 2: Thought-action
fusion/control of thoughts

This module demonstrates that persons without OCD also display forms
of thought-action fusion (e.g., “my team would have won if I’d
watched the game”) in order to normalize this and other types of
magical thinking. Patients do thought behavioral exercises and learn
that not all thoughts are controllable and that suppression of thoughts
can paradoxically intensify these. Patients are advised to tolerate
these thoughts as inner noise and let them pass.

Module 3: Overestimation of
threat/inflated responsibility

This module demonstrates that OCD patients tend to overestimate the
danger of several classes of events and suggests they consider more
accurate information concerning the threat and calculate the
probability mathematically in order to understand that their fears are
often very unlikely to happen. Patients also practice carefully
considering different sources of responsibility for certain events (i.e.,
others, coincidence, self).

Module 4: Biased attention/biased
cognitive networks

This module shows that OCD patients may have biased attention
towards OCD-relevant stimuli. Additionally, it is demonstrated that
cognitions are associatively linked; the technique of “association
splitting” (Ching and Williams, 2018; Jelinek et al., 2018c; Moritz
and Jelinek, 2011; Moritz et al., 2007; Moritz and Russu, 2013;
Rodríguez-Martín et al., 2013) is taught to help patients form new
positive (or neutral) associations with OCD-relevant cognitions that
help to reduce obsessions.
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in training, and was administered once a week for 90 min
(over a period of 4 weeks). Due to the open group format,
patients were able to start with any module. Each module
targeted two cognitive biases and followed a similar structure:

1. Short explanation of the term “metacognition”
2. Introduction of the cognitive bias
3. Explanation of the cognitive bias with the help of

examples
4. Suggestion of techniques for overcoming the

respective cognitive bias
5. After the session, patients received written summaries of

the module and exercises to help to consolidate and deep-
en their knowledge and facilitate its transfer into their
everyday life.

Interviews and Primary Outcome Measures

The Mini-International Neuropsychiatric Interview (M.I.N.I.;
Sheehan et al., 1998), based on DSM-IV criteria, was con-
ducted by trained raters in order to secure a diagnosis and
validate inclusion as well as exclusion criteria. The primary
outcome measure was the German version of the Yale-Brown
Obsessive Compulsive Scale (Y-BOCS; Goodman et al.,
1989a, 2089b; German version; Hand & Büttner-Westphal,
1991), which is a semi-structured interview and is regarded
as the gold standard for assessing the severity of obsessions
and compulsions and was also conducted by the trained raters.
The instrument is comprised of two subscales: (1) a symptom
checklist to identify current as well as former experiences of
OC symptoms and (2) structured questions designed to deter-
mine symptom severity.

Secondary Outcome Measures

Obsessive Compulsive Inventory-Revised (OCI-R)

The OCI-R (Foa et al., 2002; German version: Gönner et al.,
2008) consists of 18 items and assesses the frequency of OC
symptoms and distress experienced due to OC symptoms
across 6 subscales: washing, obsessing, hoarding, ordering,
checking, and neutralizing. Psychometric properties have been
shown to be good for the German version (Gönner et al., 2008).

Obsessive Beliefs Questionnaire-44 (OBQ-44)

The OBQ-44 is a self-report questionnaire that consists of 44
items and taps into six typical cognitive biases in OCD (see
introduction for a detailed description; OCCWG, 1997, 2001).
The scale has been shown to have good convergent and dis-
criminant validity (OCCWG, 2005) as well as good internal
consistency (OCCWG, 2001, 2005).

Patient Health Questionnaire (PHQ-9)

The PHQ-9 is a self-report instrument that assesses depressive
symptoms (Kroenke et al., 2001; German version: Löwe et al.,
2004). Its items correspond to the DSM-IV criteria for depres-
sion and were rated on a 4-point Likert scale (0 = not at all,
1 = several days, 2 =more than half the days, and 3 = nearly
every day) allowing a range of scores from 0 to 27. Sensitivity
of the scale is good (0.80), and specificity has been shown to
be excellent (0.92; Gilbody et al., 2007).

Subjective Appraisal of the MCT-OCD

Patients evaluated the MCT-OCD at post and follow-up as-
sessments. They evaluated the training by rating 18 different
statements on a 5-point Likert scale (1 = totally agree to 5 =
totally disagree). Two additional questions asked patients to
state what they liked or disliked about the training in an open
response format. For a detailed description of all items as well
as patients’ appraisal of the training, see Jelinek and col-
leagues (2018a).

Strategy of Data Analysis

SPSS 25.0 software was used to analyse the data for all
participants (intention-to-treat sample, ITT) as well as the
complete cases sample (CC). Missing values were imputed
for main psychopathological measures by expectation-
maximization (EM) algorithm, values that fall between the
minimum and maximum possible values. Changes over the
time of assessment (baseline, post, follow-up) were calcu-
lated using a one-way repeated measure ANOVA as well as
t-tests (dependent sample). Effect sizes for the ANOVA
were calculated by η2partial (small effect: η2partial ≈ 0.01, me-
dium effect: η2partial ≈ 0.06 and large effect: η2partial ≈ 0.14)
and for the t-tests by Cohen’s d (small effect: d = 0.2, me-
dium effect: d = 0.5, and large effect: d = 0.8; Cohen, 1988).

Results

Table 2 presents the demographic characteristics of the ITT
sample at baseline assessment (N = 50). Based on theM.I.N.I.,
30 patients fulfilled the criteria for a current comorbid affec-
tive disorder (major depression or dysthymia), 6 for panic
disorder with agoraphobia, 11 for social phobia, and 14 for
generalized anxiety disorder. The number of inpatient stays
ranged from 1 to 11– Of all patients, 54% reported one inpa-
tient stay (the current stay), 18% reported two stays, and 12%
reported four inpatient stays. At follow-up, 22% were not
receiving outpatient treatment and 52% were. Patients
attended on average 3.56 (SD = 0.76) MCT-OCD sessions.
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Completion Rate

Completion at post and follow-up assessments was high (n =
45 post assessment, 90%; n = 37 follow-up, 74%). See Fig. 1
for the participant flow.

Outcome Analyses

Table 3 displays all psychopathological data of the ITT sam-
ple for all outcome parameters at baseline, post, and follow-up
assessments by t- and F-statistics and effect sizes. The sample
showed a reduction in all outcome parameters. Subsequent t-
tests for dependent samples showed a significant reduction in
the primary outcome (Y-BOCS) as well as the secondary out-
come parameters (OCI-R, PHQ-9, and OBQ-44) from base-
line to post as well as from baseline to follow-up assessment
with medium to large effect sizes (0.61 ≤ d ≤1.67;
0.25 ≤ η2partial ≤ 0.55). Improvements appeared to be stable
at follow-up, with nonsignificant improvements (1.30 ≤ t ≤
1.93, .060 ≤ p ≤ .200) from post to follow-up except for the
OCI-R total score (t(49) = 3.91, p < .001). Results for the re-
peated measure one-way ANOVAs showed comparable ef-
fects (0.61 ≤ d ≤ 1.74; 0.38 ≤ η2partial ≤ 0.57) for the CC sam-
ple (n = 37, see appendix Table 4).

In order to evaluate the effects of the MCT-OCD on symp-
tom decline more specifically, Pearsons correlations between
Y-BOCS baseline-post difference score with the following
items of the subjective appraisal were conducted: “My com-
pulsions decreased due to the training” (r = −.46, p = .002) and
“my obsessions decreased due to the training” (r = −.33,
p = .032). Correlations between Y-BOCSbaseline-follow-up
difference score were also significant for the following items:
“I apply the lessons learned in my everyday life” (r = −.43,

Fig. 1 Participant flow

Table 2 Demographic data: mean (SD) or frequency (%)

Total (N = 50)

M or n SD or %

Age (years) 33.12 11.27

Sex (m/f) 24/26 48.0/52.0

Years of formal education 11.38 1.56

Illness duration (years) 11.70 11.19

Age at OCD onset 21.43 11.05

Hospitalizations (including current) 2.24 2.24

Medication

Antidepressant 19 38.0

Antipsychotic 3 6.0

Combination 13 26.0

Benzodiazepine 1 2.0

Pregabalin 1 2.0

None 13 26.0
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p = .016), “my obsessions decreased due to the training” (r =
−.36, p = .046), and “I am certain I will benefit from the train-
ing in the long run” (r = −.37, p = .035). Correlation between
Y-BOCSbaseline-follow-up difference score with the item
“my compulsions decreased due to the training” only bordered
significance (r = −.35, p = .051).

Sixteen patients (35.6%) of the CC sample may be consid-
ered responders (a reduction of ≥35% of the Y-BOCS total
score) after the intervention (post assessment, n = 45) and 18
(48.65%) at follow-up assessment (n = 37). Additionally, 13
patients showed remission (Y-BOCS total score ≤ 14) at post
(28.9%) and 15 at follow-up assessment (40.5%).

Discussion

The present study was designed to evaluate the Metacognitive
Training for patients with OCD (MCT-OCD) as part of a com-
prehensive inpatient treatment. Patients’ OC symptoms de-
creased significantly and with a large effect size after they par-
ticipated in the MCT-OCD, and the reduction in symptoms
remained stable for a period of 6 months. Depressive symptoms,
cognitive biases, frequency of OC symptoms, and distress due to
OC symptoms decreased after the intervention and also
remained stable for a period of 6 months. More than one-third
of the patients showed a clinical response (i.e., reduction of
≥35% in the Y-BOCS total score) after MCT-OCD, and almost
29% showed remission (Y-BOCS total score ≤14). A current
meta-analysis by Skapinakis et al. (2016) showed that patients
undergoing CBT showed a symptom reduction on average of
approximately 8 points on the Y-BOCS, whereas patients’
symptomatology in the present study decreased by approximate-
ly 10 points. However, the results of the present study are clearly
limited by the lack of control group. Thus, results only provide
tentative indications that the MCT-OCD is efficacious.

The results of the present study are in line with previous
research suggesting that the various elements of the MCT-
OCD are effective. For example, the effectiveness of associa-
tion splitting has been confirmed by various studies (Ching &
Williams, 2018; Jelinek et al. 2018c; Moritz & Jelinek, 2011;
Moritz et al., 2007; Moritz & Russu, 2013; Rodríguez-Martín
et al., 2013). Furthermore, the MCT-OCD uses core elements
of CT such as the normalization of thoughts (i.e., teaching
patients that intrusive thoughts are not pathological per se;
Marsden et al., 2018) as well as elements that are also used
in the metacognitive therapy developed by Wells (especially
thought-action fusion; Fisher & Wells, 2008). Significantly,
some elements of theMCT-OCD have been already examined
by Moritz et al., (2010) in relation to the myMCT self-help
manual, which has been evaluated positively (Hauschildt
et al., 2016; Moritz et al., 2016). However, (1) the combining
of these elements into one treatment, (2) the slide-supported
presentation with humorous elements based on the MCTTa
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rationale, and (3) the presentation of these elements in a group
format, which in the context of CBT-groups has proven to be
extremely effective (Himle et al., 2003; Jónsson & Hougaard,
2009; Schwartze et al., 2016) and cost-saving for patients with
OCD, are all new and may exert additional effects.
Importantly, the effect size in OC symptom decline in the
present study from baseline to post (d = 1.48) is comparable
to symptom decline in CBT (Hedges’ g = 1.31; see meta-
analysis by Öst et al., 2015). Nevertheless, it has to be empha-
sized that the MCT-OCD was only administered as an add-on
therapy to other effective treatment elements (e.g., CBT with
Ex/RP). Thus, only conclusions regarding effectiveness for
the complete treatment can be drawn. Even so, the promising
results of the present study are an important first step in im-
proving the availability of treatment for patients with OCD
since the MCT-OCD can be easily disseminated because it
is highly standardized and therefore easy to administer (in-
cluding by less experienced therapists). Additionally, we ex-
pect that theMCT-OCD can be effective both as a stand-alone
therapy and as an add-on therapy to CBT, and that it can be
used to bridge waiting times. However, this assumption needs
to be verified in subsequent studies with the inclusion of a
control group.

Importantly, symptom reduction (from baseline to post)
was associated with patients’ subjective evaluation that
their obsessions and compulsions were reduced due to
the MCT-OCD, which mirrors their subjective satisfaction
with the treatment and shows that MCT-OCD added value
to the standard treatment. This provides tentative evidence
that the symptom improvement is associated with the
MCT-OCD and thus cannot be ascribed only to the inpa-
tient stay and the other treatments received. Additionally,
the associations between the symptom reduction from
baseline to follow-up and the statement that the patients
were still applying the lessons they had learned in their
everyday lives and were certain they would benefit from
the training in the long run have important implications
because the patients apparently were still benefitting from
what they had learned from the MCT-OCD 6 months after
the sessions. In addition to the symptom stabilization
across a period of 6 months, the aforementioned correla-
tion provides initial evidence that the MCT-OCD might
foster long-term effects. This needs to be confirmed in a
randomized controlled trial of the revised MCT-OCD that
is already warranted.

Important limitations need to be acknowledged. (1)
The participants received inpatient treatment that included
individual CBT, psychoeducation, and pharmacotherapy
as well as group therapies other than the MCT-OCD.
Therefore, the positive results and especially the reduction
in symptoms cannot be exclusively attributed to the MCT-
OCD. An evaluation of the MCT-OCD in a randomized
controlled study with an outpatient sample (who did not

receive such intensive baseline care) would provide more
accurate information about the effectiveness of the MCT-
OCD. Nevertheless, a study (Björgvinsson et al., 2008)
that investigated the effectiveness of an intensive inpatient
treatment program for patients with OCD showed signif-
icant symptom reduction with an effect size of d = 1.15,
which is a little lower than the effect size of the current
study. This may support the additional effect of the MCT-
OCD, but this needs to be investigated further. (2) We did
not include a control group, which also limits the infor-
mative value of the results. Nevertheless, a sample of
inpatients, most of whom have severe symptoms, is a
good way to evaluate acceptance (Jelinek et al., 2018a)
and symptom progression. (3) An allegiance effect (for a
meta-analysis of the allegiance effect, see Munder et al.,
2012) cannot be ruled out, as the principal investigators
(SM, BH, LJ) were the developers of the MCT-OCD. (4)
Data for the follow-up was collected online and therefore
relied on self-report only, which limits the interpretability
of the follow-up data. However, because of the extensive
baseline and post assessments, we decided against invit-
ing patients for the follow-up again, which would proba-
bly have resulted in a poor completion rate. (5) The sub-
jective appraisal questionnaire only asked for an improve-
ment associated with the MCT-OCD but not for an im-
provement associated with other treatments, which may
have led to an overestimation of the relevance of the
MCT-OCD.

To conclude, the present study highlights the feasibility
and safety of the Metacognitive Training for OCD (MCT-
OCD) as patients’ symptoms reduced significantly and
with a high effect size after their participation in the
MCT-OCD and the change was correlated with their sub-
jective appraisal ratings. Nevertheless, the pilot version of
the MCT-OCD needs to be revised in order to address
suggestions for improvement based on the experience of
the therapists (e.g., integration of depressive cognitive
biases) as well as patient feedback (e.g., less content per
session; Jelinek et al., 2018a). Due to the lack of a control
group the MCT-OCD needs to be evaluated more rigor-
ously in a randomized controlled study. The intervention
is a low-threshold and cost-saving treatment approach that
might overcome treatment barriers for some patients who
do not want to do CBT with Ex/RP. Due to its high level
of standardization, the MCT-OCD can be easily applied
so that a fast and easy integration into the mental care
system is possible for reaching and treating a large num-
ber of patients.
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Appendix

Table 4 Psychopathological Data at Baseline-, Post-, and Follow-UpAssessments (CC sample [n = 35[).Means and Standard Deviations (in Brackets)
were Calculated and t- as Well as F-Statistics and Effect Sizes (Cohen’s d and η2partial) Are Reported.

Variable Base-line (t0) Post (t1) Follow-up (t2) Statistics (t0–t1) Statistics (t0–t2) Statistics (t0–t1–t2)

Y-BOCS total 25.66 (5.69) 17.57 (6.98) 16.91 (7.42) t = 8.99, p < .001, d =

1.74

t = 6.65, p < .001, d =

1.32

F(1,34) = 44.23, p < .001, η2partial =

0.57

Y-BOCS

obsessions

12.97 (2.80) 9.31 (3.73) 9.00 (4.44) t = 8.97, p < .001, d =

1.90

t = 5.27, p < .001, d =

1.21

F(1,34) = 27.81, p < .001, η2partial =

0.45

Y-BOCS

compulsions

12.68 (3.47) 8.25 (3.88) 7.91 (3.93) t = 6.93, p < .001, d =

1.25

t = 6.59, p < .001, d =

1.19

F(1,34) = 43.41, p < .001, η2partial =

0.56

OCI-R total 25.92 (11.46) 21.55

(12.52)

17.45 (12.87) t = 3.38, p = .002, d =

0.81

t = 5.26, p < .001, d =

0.96

F(1,33) = 27.04, p < .001, η2partial =

0.45

PHQ-9 total 14.18 (6.22) 11.29 (6.51) 9.18 (5.25) t = 3.48, p = .001, d =

0.61

t = 4.53, p < .001, d =

0.76

F(1,33) = 22.25, p < .001, η2partial =

0.40

OBQ-44 total 185.18

(52.67)

159.88

(47.01)

148.37 (58.23) t = 4.29, p < .001, d =

0.56

t = 4.29, p < .001, d =

0.78

F(1,32) = 19.84, p < .001, η2partial =

0.38

OBQ-44Obsessive Beliefs Questionnaire-44,OCI-RObsessive Compulsive Inventory-Revised, PHQ-9 Patient Health Questionnaire-9, Y-BOCSYale-
Brown Obsessive Compulsive Scale
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