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Methods I
Patients, were

 

tested

 

blind to group

 

allocation

 

(MCT versus

 

CogPack) with

 

a large 
test battery

 

before

 

intervention

 

and 4 weeks

 

later. Participants

 

were

 

recruited

 

from

 

the

 

University Medical

 

Center Hamburg-Eppendorf. Exlusion

 

criteria

 

were

 

alcohol-

 

/substance

 

dependance

 

and age <18 or

 

>65 years.
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Discussion: Group and individualized MCT were superior to CogPack

 

(cognitive remediation) on the amelioration of delusion severity (PANSS), delusion 
conviction (PSYRATS) and jumping to conclusions (beads task variant). Effect sizes were in the medium to strong range (η2

 

> .06). Since most patients were 
on neuroleptic medication for more than 2 weeks, which is the critical period for symptom improvement under antipsychotics (Agid

 

et al., 2003), overall 
improvements are in our view mainly attributable to psychological intervention. Limitations of the study are as follows: lack of

 

follow-up period, small 
sample and unequal number of sessions for cognitive remediation and MCT. In view of the poor outcome in schizophrenia, high rates of relapse and 
medication noncompliance (~50%) even in the era of atypical neuroleptics on the one hand and mounting evidence for the effectiveness of psychological 
intervention in schizophrenia on the other hand, cognitive interventions should be integrated into standard psychiatric care and

 

complement the administration 
of neuroleptic medication. 

Introduction: There is increasing evidence that cognitive factors play a prominent role in the pathogenesis of schizophrenia (van der

 

Gaag, 2006). According 
to recent meta-analyses, cognitive-behavioral therapy (CBT; for German programs see for example Klingberg

 

et al., 2003; Lincoln, 2006) achieves weak-to-

 

medium effect sizes beyond the effects of neuroleptics (Lincoln et al., 2008). The Metacognitive

 

Training for Schizophrenia Patients (MCT; Moritz et al., 
2007a) is a variant of CBT. The MCT group training focuses on cognitive biases (e.g., jumping to conclusions, mental inflexibility) which are assumed to play 
a role in the formation and maintenance of psychotic symptoms. Several studies assert the safety, feasibility and effectiveness of the MCT (Moritz & 
Woodward, 2007b; Ross et al., 2009). An individualized variant of the training, entitled Metacognitive

 

Therapy for Patients with Psychosis (MCT+, Moritz et 
al., in press-a), is now available and attempts to correct individual false metacognitive

 

beliefs and subsequently challenges personal delusional convictions.

 

Study Rationale: The

 

present

 

study

 

compared

 

each

 

24 patients

 

undergoing

 

group

 

and individual

 

MCT versus

 

CogPack

 

training

 

(cognitive

 

remediation). The

 

Positive and Negative Syndrome Scale

 

(PANSS) and the

 

Psychotic

 

Rating

 

Scales

 

(PSYRATS) delusion

 

parameters

 

served

 

as main

 

outcome

 

parameters. 

Methods II
The

 

main

 

parameters

 

were:
• PANSS (Kay et al., 1989) delusions

 

score

 

(items

 

on delusions

 

(p1), 
grandiosity

 

(p5), suspiciousness

 

(p6) and unusual

 

thought

 

content

 

(g9))
• PSYRATS (Haddock

 

et al. 1999) delusion

 

subscale
• jumping

 

to conclusions

 

(decision

 

after

 

1 or

 

2 items

 

on a variant

 

of the

 

beads

 

task; Moritz et al, in press-b)

Results
Patients

 

were

 

on stable

 

neuroleptic

 

medication

 

for

 

more

 

than

 

2 weeks. 
Subjects

 

did

 

not

 

differ

 

on any

 

baseline

 

parameter. As can

 

be

 

seen

 

in 
figure

 

2, PANSS delusion

 

severity

 

declined

 

significantly

 

more

 

strongly

 

under

 

MCT than

 

under

 

CogPack

 

(F(1,45)=4.97, p = .03, η2= .10). While

 

the

 

PSYRATS delusion

 

subscale

 

did

 

not

 

significantly

 

discriminate

 

between

 

groups, MCT impacted

 

significantly

 

better

 

on delusion

 

conviction

 

than

 

CogPack

 

(F(1,45)=4.18, p = .05, η2= .09). 

Finally, jumping

 

to conclusions

 

was ameliorated

 

to a significantly

 

greater

 

extent

 

under

 

MCT than

 

CogPack

 

as can

 

be

 

seen

 

in figure

 

3 
(F(1,45)=3.96, p = .05, η2= .08). 
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Variable MCT CogPack statistics
gender (male/female) 17/7 14/10 χ2(1)=.82, p > .3

age 32.63 (12.48) 35.46 (9.10) t(46)=.90, p > .3
years of formal school 
education

11.25 (1.48) 11.35 (1.53) t(46)=.22, p > .8

% maximal dosage 52.36 (36.89) 60.20 (35.03) t(46)=.76, p > .4
PANSS total 56.12 (12.60) 60.87 (14.93) t(46)=1.19, p > .2
PANSS delusions 9.04 (3.47) 10.04 (3.86) t(46)=.94, p > .3
PSYRATS delusions 8.71 (6.31) 10.57 (7.18) t(46)=.94, p > .3

Table 1: Background and psychopathological data at baseline
Figure 1. CONSORT flow diagram.
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Figure 2. 
Symptom 
decline 
(pre – 
post)

Figure 3. Change in 
hasty decision- 
making over time 
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