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Abstract

Cognitive behavioral therapy, prolonged exposure, and eye movement desensiti-
zation and reprocessing are effective treatments for posttraumatic stress disorder
(PTSD). They emphasize the processing of trauma-related memories and exposure
as central components in treatment. In contrast, the metacognitive model empha-
sizes that PTSD is caused by a persistent negative thinking style, and the goal is
to find alternative coping strategies and modify metacognitive beliefs without the
use of exposure. In a quasi-experimental A-B design, patients diagnosed with PTSD
received either MCT (n=32) or TAU “treatment as usual” (n=28) consisting of
exposure-based treatments and were tested on different measures of symptoms. The
results indicated that both treatments were effective and performed well on both
trauma and anxiety symptoms. Recovery rates and clinical improvement were higher
in the MCT condition at post-treatment. The study indicates that MCT could poten-
tially be a viable alternative to trauma-focused treatment of PTSD.

Clinical trial registration: The study is a clinical and quality audit of an ordinary
routinely delivered clinical service in a specialized trauma clinic involving treat-
ments for patients with PTSD. The trial was a preliminary stage in a larger trial of
chronic PTSD.

Keywords PTSD - Cognitive behavioral therapy - Prolonged exposure - Eye
movement desensitization and reprocessing - Metacognitive therapy

P4 Johanne Nordahl
johanne.nordahl@ntnu.no

Division of Psychiatry, Department of Psychology, NTNU and St. Olavs Hospital, Trondheim,
Norway

Department of Psychology, Modum Bad Psychiatric Center, UIO, Oslo and Research Institute,
Oslo, Norway

Division of Psychiatry, Department of Mental Health, NTNU and St. Olavs Hospital,
Trondheim, Norway

Published online: 12 June 2024 @ Springer


http://orcid.org/0009-0005-3565-9256
http://crossmark.crossref.org/dialog/?doi=10.1007/s41811-024-00217-0&domain=pdf

International Journal of Cognitive Therapy

Introduction

Trauma-focused exposure-based treatments are the recommended treatments
for patients with posttraumatic stress disorder (PTSD) (American Psychologi-
cal Association (APA), 2017; National Institute for Health and Care Excellence
(NICE), 2018; The Australian Guidelines for the Prevention and Treatment of
Acute Stress Disorder, Posttraumatic Stress Disorder and Complex PTSD, 2021),
and these are cognitive behavioral therapy (CBT), prolonged exposure (PE), and
eye movement desensitization and reprocessing (EMDR) (NICE, 2018; Brad-
ley et al., 2005; Powers et al., 2010; Seidler & Wagner, 2006; McLean & Foa,
2011). They are all well-established treatments with no apparent difference in
effect and the use of exposure has for several years been central in these treatment
approaches for PTSD.

Although many patients experience a significant improvement after complet-
ing exposure-based treatments (Watts et al., 2013), an average dropout of 18% was
found in a meta-analysis by Imel et al. (2013), and a rate of 14-18% was reported
in a review by Lewis et al. (2020). For approximately 50% of patients, symptoms
remained after end of treatment or there was no improvement (Schottenbauer et al.,
2008). Exposure can be exhausting for both patient and therapist, and implementing
it in treatment could be challenging for therapists due to lack of training, availability
of supervision, or personal beliefs about the context and condition for its use. Other
challenges could include psychiatric comorbidity, task problems, patient refusal, or
medical contraindications (Becker et al., 2004). Exposure could lead to avoidance
reactions and secondary traumatization among therapists who are indirectly exposed
to traumatic material (Stamm, 1999; Bride, 2007; Beck, 2011; Cieslak et al., 2014).

Trauma-focused exposure-based treatments are effective for many patients, but
results from different studies challenge the established assumptions that only expo-
sure-based treatments should be recommended in treatment of PTSD. A randomized
controlled trial by Markowitz et al. (2015) showed that interpersonal psychotherapy
without exposure to traumatic memories showed equal response rates compared to
PE. In CBT, cognitive restructuring with or without the use of exposure-based tech-
niques had the same treatment outcome (Foa et al., 2005; Tarrier et al., 1999; Marks
et al., 1998). Results from studies on metacognitive therapy (MCT) for PTSD show
large and statistically significant improvements on measures of PTSD, anxiety, and
depression with within-group effect size ranging from d=1.6 to d=5.0 and between-
group effect size ranging from d=0.74 to d=3.61. This was also maintained at fol-
low-up 3 to 6 months and 18 to 41 months after treatment (Wells & Sembi, 2004b;
Wells et al., 2008; Wells & Colbear, 2012; Simons & Kursawe, 2019). Wells et al.
(2014) compared MCT with PE in a parallel randomized controlled trial and found
MCT to have better outcome at post-treatment, with high effect sizes on trauma
symptoms (within-group effect size Hedges’s g=4.52 for MCT and 1.53 for PE).
Similarly, both MCT and PE differed from the wait-list group on trauma symptoms
(effect size n[% =0.69 for IES and ;1,% =0.67 for PDS).

According to the metacognitive model, people have an innate adaption after
exposure to a traumatic event that prevents them to develop persistent problems
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which is called the reflexive adaptive process (RAP; Wells & Sembi, 2004a). In
treatment, it is emphasized that trauma symptoms are normal reactions, and a
goal is to help the patient to use more adaptive coping strategies. In contradiction
to this natural adaption process, some individuals will utilize a persistent negative
thinking style called the Cognitive Attention Syndrome (CAS), which consists
of worry, rumination, and threat monitoring. Other central maladaptive coping
strategies are thought suppression, which include avoidance of reminders by sup-
pressing intrusive thoughts or memories about the trauma and gap filling which
refers to going over events in memory and trying to fill in specific gaps. Whether
these strategies persevere over time in response to trauma reactions is consid-
ered decisive for whether an individual develops PTSD (Wells & Colbear, 2012;
Wells, 2009). MCT does not apply exposure in treatment, and results from previ-
ous studies on MCT for PTSD suggest that treatment may not require exposure to
trauma for patients to improve from trauma symptoms.

It seems necessary to investigate whether MCT can be an alternative treatment
to help traumatized patients and be an alternative for those who refuse to work with
exposure-based techniques, cannot tolerate exposure, or do not benefit from it. The
aim of the present study was therefore to examine the relative efficacy of MCT com-
pared to recommended exposure-based “treatment as usual” (TAU) consisting of
CBT, PE, and EMDR in an ordinary outpatient setting. We hypothesized that there
would be a significant difference in the outcome regarding change in symptoms and
recovery rates between MCT and TAU condition, indicating that exposure is not a
necessary requirement for treatment effects.

Methods
Procedure and Participants

Participants were consecutively referred by general practitioners and other regional
psychiatric centers to an outpatient clinical service for PTSD and trauma. Follow-
ing referral to the clinical service, all participants were contacted offering them an
appointment to attend an initial psychological assessment interview with a view to
participate in the study. They were provided information about the clinic and signed
consent. They were informed that they could withdraw from the study at any time
without giving a reason. Checkware was used as a digital solution to provide infor-
mation from the measures. The study is a clinical and quality audit of an ordinary
routinely delivered clinical service in a specialized trauma clinic and was a prelim-
inary stage in a larger trial of chronic PTSD. Data was collected between winter
2010 and spring 2013. The hospital approved the study as a qualitative control of the
interventions offered, and the project was financed and approved by Central Norway
Regional Health Authority with project number HMN109/2009.

A quasi-experimental pre- to post A—B design was used to compare the effects
of MCT and TAU. The participants were screened for PTSD according to the
Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition (DSM-
IV; American Psychiatric Association, 1994) by clinical psychologists using the
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structured interview of the Anxiety Disorders Interview Schedule (ADIS-IV;
Brown et al., 1994). In order to be included, the participants had to meet the cri-
teria for PTSD and had to be 18 years or older. Participants were excluded if they
were experiencing psychosis, severe depression, drug/alcohol addiction, current
suicidal intent, or borderline personality disorder.

A total of 94 participants were assessed, and 60 were included in the trial (see
Fig. 1). A total of 34 participants were excluded because they did not meet inclu-
sion criteria, declined to participate, or for other reasons. Eleven men and 49
women between 18 and 55 years participated. The sample was divided into two
groups and matched in terms of age and gender. There were 32 in the MCT group
and 28 in the TAU group. Of the 28 participants receiving TAU, 60% participants
received EMDR (17/28), 18% participants received prolonged exposure (5/28),
and 22% participants received CBT (6/28). The average age of the participants in
the MCT group was 28.1 years (SD=10.0) and 27.7 years (SD =9.9) in the TAU
group. The descriptive statistics are shown in Table 1.

Patients recruited from
the trauma clinic
(N=94)

Excluded:

Did not meet inclusion criteria (n = 13)
Declined to participate (n = 18)

Other reasons (n = 3)

Matched sample

(n =60)
Allocated to MCT condition Allocated to TAU condition
(n=32) (n=28)
Drop out (n =0) Drop out (n =0)
Analyzed (n = 32) Analyzed (n = 28)
6 males 26 females 5 males 23 females

Fig.1 Consort diagram. MCT, metacognitive therapy; TAU, treatment as usual
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Table 1 Descriptive statistics MCT TAU Total
for MCT and TAU group
(V=60) N % N % N %
Female 26 812 23 82.1 49 81.7
Male 6 188 5 179 11 18.3
M SD M SD
Age (in years) 28.0 102 27.6 10.0

Number of sessions 11.6 45 9.0 4.5

MCTmetacognitive therapy, TAUtreatment as usual, Nnumber of
participants, SD standard deviation. Two missing values in “number
of sessions”

Measures

The primary self-report outcome for this study was the Impact of Event Scale-
Revised (IES-R; Weiss & Marmar, 1997). The IES-R is related to the DSM-IV cri-
teria for PTSD and the total score range from O to 88. It is considered to have a
high internal consistency (¢=0.96) and test-retest reliability ranging from 0.89 to
0.94 (Weiss & Marmar, 1997). The secondary outcome measure was Posttraumatic
Diagnostic Scale (PDS; Foa et al., 1997) which measures the extent and severity of
trauma symptoms based on the DSM-IV criteria with a total score ranging from 0 to
51. PDS has a high internal consistency (a¢=0.92) and test-retest reliability of 0.74
(Foa et al., 1997).

The other three measures were the Beck Anxiety Inventory (BAI; Beck et al.,
1988a, b), the Beck Depression Inventory-Second Edition (BDI-II; Beck et al.,
1996), and the Inventory of Interpersonal Problems (IIP-64-C; Alden et al., 1990).
The BAI has been shown to have high internal consistency (@¢=0.92) (Beck et al.,
1988a, b) and test-retest reliability of 0.75 (Fydrich et al., 1992). The BDI-II has
been found to be a reliable and valid measure of depressive symptomatology
(¢=0.86) and show a test-retest reliability of 0.48 to 0.86 (Edwards et al., 1984;
Beck et al., 1988a, b). The IIP-64-C has shown good test-retest reliability ranging
from 0.80 to 0.90 and a high internal consistency (a=0.82-0.94) (Horowitz et al.,
1988).

Treatments

Both groups received a maximum of 12 sessions of treatment, each lasting up to
60 min. The treatment manual by Wells (2009) was used for the MCT group, while
the TAU group followed the CBT (Ehlers et al., 2005), PE (McLean & Foa, 2011),
and EMDR (Shapiro, 2017) treatment manuals. The eight therapists were all clinical
psychologists with varying experience. Four had a therapeutic allegiance to MCT,
and four to exposure-based treatments. The therapists were trained and regularly
supervised in groups of four on a weekly or biweekly basis by a master clinician
MCT therapist as an integral part of their clinical practice.
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Metacognitive Therapy

MCT involves constructing a case formulation to help the patient understand how
their problems are maintained by maladaptive coping strategies. The goal is to
reduce maladaptive strategies like worry and rumination by new and alternative
responses named “detached mindfulness” and “postponement of worry and rumi-
nation.” Advantages/disadvantages analyses and behavioral experiments are used to
weaken metacognitive beliefs. The therapist helps the patient deal with the occur-
rence of threat monitoring and practice attending to neutral and nonthreatened
stimuli in the external environment as a part of the session and homework. At the
end, the therapist and patient make a summary sheet which details an “old plan”
and “new plan” for responses to triggers. In addition, summarizing what they have
learned about their thoughts (Wells, 2009).

Cognitive Behavioral Therapy

CBT typically focuses on identifying the patients’ dysfunctional thoughts, memory
triggers, and cognitive and behavioral strategies that maintain PTSD. Repeated
exposure to trauma memories is central, which includes imaginal exposure, writ-
ing the traumatic narrative, reading about traumatic events, and in vivo exposure.
Cognitive restructuring is used, often in combination, to identify dysfunctional
thoughts regarding themselves, others, and the world. It is also used to elicit alterna-
tive thoughts and new beliefs about the meaning of the trauma (Marks et al., 1998;
Ehlers et al., 2005).

Prolonged Exposure

The first phase of PE treatment involves psychoeducation about trauma reactions
and presenting a clear rationale for the use of exposure. It is emphasized that PTSD
is maintained by avoidance and negative beliefs connected to the self, others, and
the world. The patient and therapist determine which trauma to focus on, and imagi-
nary exposure is applied to the memory of the traumatic event and cognitive restruc-
turing before and after exposure. Exercise with controlled breathing and muscle
relaxation are used during sessions and as homework. The last phase of treatment
concerns performing in vivo exposure to external stimuli and creates a hierarchy
of what causes the most distress. Then, a plan for exposure for the sessions is made
which forms the basis for homework (McLean & Foa, 2011).

Eye Movement Desensitization and Reprocessing

The beginning of treatment involves writing down the patient’s history, creating a
treatment plan, and identifying possible “targets” that cause emotional distress. The
patient learns different techniques to reduce emotional distress, for example find-
ing a “safe place” which is a visualization of a calm memory or thought. Further,
“targets” are processed, and the patient must identify the visual image of the mem-
ory, negative assumptions about the self, related emotions, and bodily reactions.
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The patient must also identify a positive assumption, for example “I’m safe now.”
The desensitization and reprocessing represent the core component of the treatment
where the patient focuses on a stimulus, e.g., eye movements, while holding in mind
the associated memory, negative assumption, and bodily reactions. Tactile taps or
auditory tones are used if it is difficult for the patient to use visual tracking. Fol-
lowing the bilateral stimulation, the patient must identify the associative informa-
tion that was elicited. When the distress has decreased, the positive assumption is
repeated and reinforced with bilateral stimulation. The patient is guided through
relaxation techniques to enhance emotional stability and writes down residual nega-
tive thoughts and how to deal with emotional distress. At the end of treatment, there
is an evaluation and discussion on how the patient can cope with future challenging
situations (Shapiro, 2017; Landin-Romero et al., 2018).

Data Analysis

The analyses were estimated using IBM SPSS version 29. To manage missing data,
multiple imputation was used running 20 imputations aiming to reduce biases (Gra-
ham et al., 2007). Analysis of covariance (ANCOVA) tested for differences between
MCT and TAU on symptoms at post-treatment while controlling for pre-treatment
scores. In addition to between-group effect sizes (112), the controlled effect sizes were
computed with Cohen’s formula d by subtracting the post-treatment means for both
groups and dividing this by the pooled standard deviation (Cohen, 1988).

We applied a reliable change index (RCI) and cut-off score to the primary out-
come measures (IES-R and PDS) to determine whether any clinically significant
change had taken place. Using criteria C by Jacobson and Truax (1991), the RCI
was calculated using the mean from the pre-scores (M) and the mean from the post-
scores (M,), divided by the standard deviation S, for the pre-test group and r,, which
is the test-retest reliability. The test-retest reliability is ranging from 0.89 to 0.94 for
PDS (Weiss & Marmar, 1997), and the value used in this study was 0.92 (Joseph,
2000). The test-retest reliability used for PDS was 0.83 (Foa et al., 1997). Reliable
change was determined by a cut-off score of 24 and RCI of 6 for the IES-R, and a
cut-off score of 12 and RCI of 10 for PDS. Recovered patients had an RCI more
than 6 for the IES-R and 10 for PDS, without crossing the cut-off point. Reliably
improved patients had an RCI more than 6 for the IES-R or 10 for the PDS and
crossed the cut-off point. Patients making no change, had reliable change less than
6 for the IES-R or 10 for the PDS, irrespective of the cut-off point. Patients report-
ing reliable deterioration showed no reliable change and had scores over the cut-off
point.

Results
Pre- and post-treatment descriptive statistics are shown in Table 2. There was no

significant difference between MCT and TAU on symptom measures at baseline.
Within-group analyses were calculated using paired sample #-test and revealed
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Table2 ANCOVA results for within and between comparisons for MCT and TAU (N=60)

Pre Post Between MCT-TAU Within-group
n M SD M SD F ;113 d t d

IES-R

MCT 32 5753 13.00 21.63 1830  7.813**  0.12  0.70  9.58%* 2.26

TAU 28  53.79 11.37 3579 22.14 3.997%* 1.02
PDS

MCT 32 3025 7.74 10.06  9.35 8.077**  0.12  0.60  10.94** 235

TAU 28 2934 695 17.04  13.66 6.17%%* 1.13
BDI-II

MCT 32 2563 8.89 1426 1370  0.533 0.01 026  5.41%* 0.98

TAU 28 2739  8.66 17.68 12.06 4.45%% 0.92
BAI

MCT 32 2056 11.67 9.00 10.54  5.536* 0.09 0.65  5.25%* 1.04

TAU 28 23.18 10.21 16.73 13.05 3.23%%* 0.55
11P-64

MCT 32 136 0.55 0.86 0.67 1.106 0.02 030  5.70%* 0.82

TAU 28 1.48 0.48 1.11 0.72 2.59% 0.67

IES-Rimpact of Event Scale-Revised, PDSPosttraumatic Diagnostic Scale, BDI-IIBeck Depression
Inventory; BAIBeck Anxiety Inventory; //P-64Inventory of Interpersonal Problems. dCohen’s d (effect
size)

p<.05
#p < 01

statically significant differences in the measures from pre- to post within the
MCT and TAU groups. Within the MCT group, there was a significant difference
on IES-R scores from pre- (M=57.53, SD=13) to post (M=21.63, SD=18.30);
1(31)=9.580, p<.01 and on PDS scores from pre- (M =30.25, SD="7.74) to post
(M=10.06, SD=9.35); #(31)=10.94, p<.01. There was also a significant difference
on BDI-II scores from pre- (M =25.63, SD=28.89) to post (M=14.26, SD=13.70);
1(31)=5.41, p<.01, on BAI from pre- (M=20.56, SD=11.67) to post (M=9,
SD=10.54); t(31)=5.25, p<.01, and on IIP-64 from pre- (M =1.36, SD=0.55) to
post (M=0.86, SD=0.67); #(31)=5.70, p<.01.

Within the TAU group, there was a significant difference on IES-R from pre-
(M=53.79, SD=11.37) to post (M=35.79, SD=22.14); 1(27)=3.99, p<.01, and on
PDS from pre- (M =29.34, SD=6.95) to post (M=17.04, SD=13.66); #(27)=6.17,
p <.01. There was a significant difference on BDI-II from pre- (M =27.39, SD =8.66)
to post (M=17.68, SD=12.06); 1(27)=4.45, p<.01, on BAI from pre- (M=23.18,
SD=10.21) to post (M=16.73, SD=13.05); #(27)=3.23, p<.01, and IIP-64 from
pre- (M=1.48, SD=0.48) to post (M =1.11, SD=0.72); 1(27)=2.59, p<.05.

The within-group effect sizes (Cohen’s d) at post-treatment indicate large effects
for trauma symptoms in MCT group (IES-R=2.26, PDS=2.35), TAU group
(IES-R=1.02, PDS=1.13), and depression symptoms in both MCT group (BDI-
II=0.98) and TAU group (BDI-II=0.92). Large effects were found for anxiety
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symptoms within the MCT group (BAI=1.04) and medium effect in the TAU group
(BAI=0.55). Large effects were found for interpersonal difficulties in the MCT
group (ITP-64 =0.82) and medium effect for TAU group (IIP-64 =0.67).

ANCOVA was run to test for differences between MCT group and TAU group at
post-treatment, while controlling for pre-treatment scores. The MCT group had
improved more than TAU group in trauma symptoms measured with IES-R [F (1,
58)="7.813, p<.01, nﬁ = (.12] and PDS [F (1, 58) = 8.077, p < .01, ng =0.12] and
showed large effect size. The MCT group had also improved more on anxiety symp-
toms measured with BAI [F' (1, 58) = 5.536, p < .05, r]lz) = (0.09] with medium effect
size. No significant difference and low effect sizes were found between the MCT
group and TAU group on depressive symptoms measured with BDI-II [F (1, 58) =
0.533, p > .01 Tl; = (0.01] and interpersonal difficulties measured with IIP-64 [F (1,
58) =1.106, p > .01, nf) =0.02].

The between-group effect sizes (Cohen’s d) at post-treatment were also computed
using the pooled standard deviation and indicated large effects on trauma symptoms
and medium effect on anxiety symptoms for the MCT group: IES-R: 0.70, PDS:
0.60, BDI-II: 0.26, BAI: 0.65 and IIP-64: 0.30.

In summary, the results showed that both groups had improved in trauma and
anxiety symptoms, but the MCT group had improved more than the TAU group with
respect to trauma and anxiety symptoms, but not for depression symptoms and inter-
personal difficulties.

Clinically Significant Change

At post-treatment, [ES-R-scores (Table 3) demonstrated that 53.13% of the patients
in the MCT group met criteria for recovery compared to 28.57% in the TAU group.
In the MCT group, 34.38% patients and 32.14% patients of TAU group were reliably
improved at post-treatment. No change was observed in 12.50% of the patients in
the MCT group and 28.57% patients in the TAU group. In the TAU group, 10.71%
of the patients showed a reliable deterioration at post-treatment. A chi-square test

Table 3 Clinically significant change in IES-R for the MCT and TAU group (N =60)

Pre-post

IES-R N Recovered Improved No change Deteriorated
MCT (MI) 32 17 (53.13%) 11 (34.38%) 4 (12.50%) -

MCT (completers) 29 17 (58.62%) 8 (27.59%) 4 (13.79%) -

TAU (MI) 28 8 (28.57%) 9 (32.14%) 8 (28.57%) 3(10.71%)
TAU (completers) 25 8 (32.00%) 6 (24.00%) 8 (32.00%) 3 (12.00%)
All (MI) 60 25 (41.67%) 20 (33.33%) 12 (20.00%) 3(5.00%)

Cut-off point 24, reliable change index 6 on the IES-R. MCT (MI)MCT group with multiple imputa-
tion, TAU (MI)treatment as usual with multiple imputation, all the total sample, /ES-R impact of Event
Scale-Revised
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revealed a nonsignificant difference between treatment conditions and reliable
change X*> (3, N=60)=7.54, p=.06.

PDS scores (Table 4) demonstrated that 59.40% of the patients in the MCT group
met criteria for recovery, compared with 35.70% of the patients in the TAU group.
In MCT group, 18.80% had reliably improved and 21.40% in the TAU group at post-
treatment. No change was observed for 21.90% of the patients in the MCT group and
39.30% in the TAU group. 3.60% of the patients in the TAU group showed deterio-
ration post-treatment. A chi-square test revealed a nonsignificant difference between
treatment conditions and reliable change X? (3, N=60)=4.435, p=.218.

Discussion

The present study aimed to examine the effect of MCT compared to exposure-based
treatment approaches for PTSD in an ordinary outpatient setting. Patients receiving
MCT and TAU improved, but those receiving MCT had fewer trauma and anxiety
symptoms after treatment, but this was not the case for depressive symptoms and
interpersonal difficulties. The results are consistent with earlier studies which report
that exposure-based treatments and MCT contribute to reductions in trauma symp-
toms (Bradley et al., 2005; Seidler & Wagner, 2006; Powers et al., 2010; McLean
& Foa, 2011; Cusack et al., 2016; Lewis et al., 2020; Wells & Sembi, 2004b; Wells
et al., 2008, 2014; Wells & Colbear, 2012; Simons & Kursawe, 2019).

There was a larger proportion of recovery rates after treatment in the MCT
group compared with the TAU group based on the level of trauma symptoms.
Three of the patients in the TAU group reported deterioration measured by the
IES-R, and one in the TAU group reported deterioration measured by PDS. No
deterioration was reported in the MCT group. The use of exposure is a central
component in the three treatments in TAU group, but similar with other psy-
chological interventions; it can lead to dropout and failure to improve (Bradley
et al., 2005; Schottenbauer et al., 2008; Imel et al., 2013; Lewis et al., 2020).
Re-traumatization can occur because of inappropriate use of exposure, where
strong emotional reactions and destructive coping attempts are activated, without

Table 4 Clinically significant change in PDS for the MCT and TAU group (N = 60)

Pre-post

PDS N Recovered Improved No change Deteriorated
MCT (MI) 32 19 (59.40%) 6 (18.80%) 7 (21.90%) -

MCT (completers) 28 18 (64.30 %) 5(17.90%) 5(17.90%) -

TAU (MI) 28 10 (35.70%) 6(21.40%) 11 (39.30%) 1 (3.60%)
TAU (completers) 26 9 (34.60%) 5(19.20%) 11 (42.30%) 1 (3.80%)
All (MI) 60 29 (48.30%) 12 (20.00%) 18 (30.00%) 1 (1.70%)

Cut-off point 12, reliable change index 10 on the PDS. MCT (MI)MCT group with multiple imputa-
tion, TAU (MI) treatment as usual with multiple imputation, all the total sample, PDS Posttraumatic Diag-
nostic Scale
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the patient having methods to regulate these (Courtois, 1997). Although expo-
sure-based treatments have the largest and strongest research evidence (Cusack
et al., 2016), the results indicate that an effective treatment for PTSD may not
require trauma-focused exposure-techniques, e.g., imaginal reliving or challeng-
ing thoughts and beliefs about trauma. The current study indicates that there may
be a non-exposure-based alternative, founded on a well-supported theory of what
maintain mental disorders, including PTSD (Wells & Matthews, 1994; Wells,
2009). Alternative interventions based on MCT theory could be learning how
to respond to negative thoughts by challenging negative metacognitive beliefs,
practice detached mindfulness, postponement of worry and rumination, and alter
threat monitoring.

The MCT group showed a significant reduction on trauma and anxiety symp-
toms, compared to the TAU group. The results indicate that MCT not only reduce
symptoms related to the primary diagnosis but also comorbid disorders. MCT build
on a transdiagnostic treatment approach (Wells, 2009) which means that there is a
common underlying persistence thinking style that maintain psychological distur-
bance across disorders. A meta-analysis by Normann et al. (2014) found that MCT
was more effective than CBT in treatment of anxiety and depression and resulted in
larger change in negative metacognitive beliefs. A study by Johnson et al. (2017)
found transdiagnostic MCT to be more effective than disorder-specific CBT from
pre- to post-treatment in a sample of patients with comorbid anxiety disorders. Fur-
ther, Hjemdal et al. (2017) found that patients who were treated with MCT for major
depressive disorder also showed effect on anxiety symptoms and interpersonal dif-
ficulties. These results seem promising since there is a high comorbidity of other
disorders in PTSD (Kessler et al., 1995; Sareen et al., 2007), especially depressive
disorder (Shalev et al., 1998; Stander et al., 2014), and MCT could contribute to
reduction of comorbid disorders.

There are some potential limitations regarding the design of the study that need
to be addressed. No formal measures of adherence or treatment fidelity were imple-
mented as this was a preliminary comparative study in an ordinary treatment setting.
All the participants had received some form of earlier treatment or medication for
their condition, but the specific type and length of treatment were unfortunately not
controlled for. There is a high comorbidity of other disorders in PTSD and many of
the patients also have a comorbid depressive disorder. The treatments used in the
study were primarily adapted to patients with PTSD and did not necessarily address
underlying factors of depressive symptoms and interpersonal difficulties. There were
only two points of measurement (pre- to post-treatment) with no follow-up. It is nec-
essary with further evaluation to conduct larger randomized controlled trials with
a follow-up that could give indications of whether improvement was maintained
across time. One group consisted of one treatment while the other group consisted
of three treatments. This may have affected that one group could be more exposed
to confounding variables since it includes three different treatments. An alternative
could be to compare MCT to one treatment, for example EMDR or CBT. Neverthe-
less, the study provides indications of the outcome of MCT for PTSD in an ordinary
clinical setting, which has generated results that indicate a need for further explora-
tion and testing.
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Conclusion

In the current comparison from pre- to post-treatment, MCT showed a better out-
come on self-reported measures of trauma and anxiety symptoms. It was also
associated with higher recovery rates after treatment and appeared to be well
tolerated, indicated by patient reports and no deterioration after treatment. MCT
may be an alternative option for treatment for trauma patients and may be particu-
larly relevant for groups who refuse to work with exposure-based techniques, or
those that cannot tolerate exposure or do not benefit from it. Further investigation
is needed to enhance understanding of the comparative effects and mechanisms in
PTSD and especially investigation the role of CAS and metacognitive beliefs in
the treatment of PTSD.
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