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ABSTRACT: Background: Although it seem that metacognitive processing system have a remarkable
impact on general anxiety disorder (GAD), but studies about the effectiveness of metacognitive
interventions in reducing the GAD symptoms are not frequent. The purpose of this study was comparing
the effectiveness of metacognitive (MCT) and Brief Behavioral Activation Treatment (BAT) on reducing
GAD symptoms and metacognitive beliefs. Methods: In this clinical trial study, 45 patients with GAD who
met the diagnostic criteria by psychiatrist or psychologist, were selected randomly from the patients
referred to psychiatric and psychological clinics and centers of Ahvaz City, Iran, in 2012. They were
randomly assigned into three groups of cognitive-behavioral intervention, metacognitive intervention and
control. Data were gathered before and after the interventions via general anxiety disorder scale (GADS)
and metacognitive beliefs questionnaire (MCQ). Data analysis was done using Multivariate ANOVA and
LSD post hoc statistical tests. Findings: There was a significant difference between three group scores at
post-test (P < 0.01). The mean scores of metacognitive therapy group in GAD symptoms and
metacognitive beliefs were lower than other two groups and as well as Brief Behavioral Activation
Treatment group rather than control group. Conclusion: The metacognitive and Brief Behavioral Activation
Treatment interventions are effective in reducing GAD symptoms and metacognitive beliefs but first one
is more effective.

Keywords: Metacognitive intervention, Brief Behavioral Activation Treatment intervention, General
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INTRODUCTION

Various types of anxiety disorders General anxiety disorder or GAD is excessive anxiety and worry that
uncontrollable mental defined. In this disorder, a minimum of three physical symptoms (sweating, palpitations, feeling
of tightness in the throat, expecting imminent occurrence of unpleasant incidents, etc.) for 6 months show (American
Psychiatric Asso caiation).

Research has shown that this disorder in the second decade of life often starts slowly and continues for years.
The disorder begins between 3 and 6 percent cited (Sadoc, 2007).

GAD is a disorder common ancestry (Furmark, 2002; Kessler & etal, 2005) typically, the disorder can lead to a
period of long-term disability (Bruce & etal and people with this disorder do significant damage, social and
occupational relationships suffer (Wittchen, 2000; Reich, 2004). GAD with other anxiety disorders, depression and
alcohol dependence and a range of associated personality disorders. Thus, the disorder in recent years, as a
significant disturbance in the field of public health is considered (American Psychiatric Assocaiation).

It seems that GAD caused by defective cognitive processing systems and recurring negative thoughts that a
vicious cycle of negative thoughts and beliefs can cause repeated in person. The new therapy is needed to control
the state of mind to change thinking and metacognitive theory is based. Metacognitive knowledge and understanding
related to the thinking and the factors that affect the opinion refers. Meta-cognitive theory and the beliefs and negative
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thoughts because of cognitive control and speech recognition emphasize how effective meta-cognitive knowledge is
continuity and change. MCT levels of intervention offers content that challenges traditional thinking and negative
beliefs that cognitive therapy focuses, not stressed (Wells, 2008) and tries metacognition that leads to maladaptive
way increase recurring negative thoughts or negative beliefs are common, change (Wells, 2004). The main purpose
of enabling the patient MCT is such a different way to communicate with your thoughts and flexible cognitive control
and awareness to promote, review processes for worry, and rumination and threats, prevent. Cognitive approach,
the patient gives up its own strategies of locking mechanisms that cause for concern in processing, threat monitoring
and self-control becomes maladaptive, leave and flexible processing of emotional education plan in the future to
guide thinking and behavior in the face of threats and damage caused (Wells, 2004).

Behavioral activation therapy, therapy that are structured to increase in behavior that increases the contact
person with the integration of environmental enrichment. This process led to improvements in mood, thinking and
quality of life, and though the underlying principles This treatment focuses on behavioral activation, cognitive and
motivational processes, but it is also not ignored (Hopko, 2003). According to this view of depressive and anxiety,
coping strategies to avoid high unemployment environment for patients or produce a slight strengthening of the
behavioral activation therapy triggers of depression and anxiety sees in one's life not The shortcomings of the
individual. Among the most important characteristics of this treatment, cost in terms of time, cost, features and ease
of implementation, to guide treatment based on individual characteristics of the patient's treatment protocol. The
effectiveness of this treatment in several studies, including the treatment of generalized anxiety members of the
(Hopko, Lejuez, 2004), Depression in cancer patients , 2005) Hopko, Bell, Armento (Co major depression and
generalized anxiety disorder (Armento, Hopko, 2009), has been proven.

Short-term behavioral activation therapy (Lejues, 2001) and MCT (Wells, Fisher, 2008), including therapies that
can be used to treat anxiety. In addition to these two methods that have recently and since 2000 in the field of mental
health and anxiety have been raised to explain and analyze the effectiveness they need to meditate more and
Research. Given the importance of effective research in generalizing the results to the community and real medical
situations, although about anxiety and its treatment are various research carried out in the world, but in examining
the effectiveness of the two treatments research in the Iranian population very little is. Accordingly, comparative study
you look at, on the one hand to examine the effectiveness of this therapeutic approach in reducing symptoms and
improving quality of life in patients with major depression is, and the other hand in the wake of the issue which one
of them is more effective in treating depression.

MATERIALS AND METHODS

Methods

This study was a clinical trial with a control group. The study population included all patients with GAD outpatient
centers and clinics in the city of Ahvaz in 2015 were psychological. Initially 45 patients were under psychiatric
diagnosis GAD diagnosis. The sample was drawn randomly. To ensure the diagnosis, a diagnostic interview by the
investigator and based on DSM-IV-TR criteria was conducted. Inclusion criteria included: primary diagnosis of GAD
in axis I, non-infected patient to any of the personality disorders, bipolar disorder, major depression, or lack of co-
infection with other Axis | disorders, anxiety and psychosis veins, and the cycle education lack of organic disorders.
Medication or any other intervention during therapy sessions Exclusion criteria were patients of the study.

A scale of generalized anxiety disorder (Spitzer, 2006) measured the amount and intensity of anxiety in the past
two weeks. The scale for pencil - paper and seven items of zero to 3 days, 2 item 3 item more than half the days
Nearly every day scored. The reliability of the test is reported Cronbach's alpha 0.92. In the present study, Cronbach's
alpha coefficient of the scale was 0.79.

The short form questionnaire to measure metacognitive beliefs made. This questionnaire has 30 items and each
item will be subject to multiple-choice answers. The questionnaire five components of Cognitive confidence, Positive
worry beliefs, Negative beliefs about danger and thought uncontrollability measures. Cronbach's alpha coefficient of
the questionnaire and its components in a range of 0.72 to 0.93 and test-retest reliability coefficient of 0.73 was
reported. (Wells, 2004) in Iran in the study, Cronbach's alpha coefficient of the questionnaire was 0.81 (Abolghasemi,
2007). Also in this study, Cronbach's alpha coefficient of the scale was 0.73. After sampling, at a meeting of all the
patients in-group pre-test questionnaire responded. After a brief description on how to complete the questionnaire,
distributed questionnaires were given to high running accuracy. The patients were divided randomly into two groups
of 15 meta-cognitive therapies and behavioral activation therapy was short term and 15 in the control group
respectively. Wells cognitive intervention group and in 9 sessions for one and a half hours for 2 months was
administered to the first group and short-term behavioral activation therapy for 8 sessions for an hour and a half as
a group in two months for the second group was conducted. After three sessions, patients were asked to attend a
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meeting as a group to complete the post-test. After collecting the information, data, software, and data were analyzed
by ANOVA.

Findings

After the sessions, 2 subjects withdrew short-term behavioral activation therapy and cognitive loss in group 1,
41 patients were evaluated in the test. Table 1. Demographic characteristics were studied. In Table 2, a descriptive
indicator for each group is shown symptoms of anxiety. Because the score is more indicative of the severity of the
symptoms of GAD, the results showed that the average post-test experimental group than the control group
decreased. Descriptive indicators for each group and the meta-cognitive variables can be seen in Table 3. Since the
score is more indicative of the intensity of negative beliefs, the results showed that the average post-test experimental
group than the control group decreased. The results showed that among the three groups in at least one of the
dependent variables, there is a significant difference p <0.001. The results showed no significant difference between
the groups in the dependent variables there. 69% of metacognition score of between-group differences or Register
2 groups. The comparison test showed that the short-term cognitive therapy and behavioral activation therapy in
effect on the symptoms of GAD there is a significant difference p <0.001, is test scores in the cognitive therapy group
was significantly lower than the intervention group was short-lived behavioral activation therapy. It also scores of
behavioral activation therapy short-term symptoms of GAD in post significantly lower than the control group p <0.002.
In addition, the results showed that meta-cognitive scores are lower than other groups in the post-test p <0.001, but
between metacognition scores and other groups there was no significant difference p> 0.05.

Table 1. Demographic characteristics of participants

Group N Age Gender Education

Mean SD Man Female Diploma BS MA
Control 15 20.4 2.3 7 8 7 7 1
behavioral activation 12 19.5 4.8 5 7 5 5 2
treatment
Meta Cognitive 14 22.7 4.9 8 6 6 6 2

Table 2. The mean and Sd score of GAD a breakdown stages and groups
Group Steps Mean SD
Control pre-test 78.34 1454
Post-test 76.90 13.43
behavioral activation treatment  Pre-test  74.18 17.80
Post-test 56.70 22/11
Meta Cognitive Pre-test  90.06 17.60
Post-test  21.35 22/21

Table 3. Mean and Sd score a breakdown stages and groups MCQ
Group Steps Mean SD
Control pre-test 62.3 19.44

Post-test 61.98 16.56
Brief behavioral activation treatment  Pre-test  74.16 12.80
Post-test 66.75 15.11
Meta Cognitive Pre-test  79.07 20.60
Post-test  28.35 12.20

Table 4. Compare dependent variables in the three groups
Variables Wilks Lambda F p Power of test
The total GAD and metacognition  0.15 18.8 <0.001 0.99

Table 5. Multivariate analysis of variance for each dependent variable between the groups analyzed

Variables Brief behavioral activation treatment metacognition  Control F Eta Effect size p
Mean Sd Mean Sd Mean Sd

GAD 56.75 22.10 21.30 28.27 76.90 13.41 4430 0.99 0.69 <0.001

metacognition  66.80 15.40 28.40 1254 60.93 6.80 27.38 0.99 0.58 0.010
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Table 6. Compare test scores of groups of dependent variables by LSD
Group (I)  Group (J) Mean differences p

General anxiety disorder BAT MCT 35.15 <0.001
BAT Control -20.18 0.002
MCT Control -55.34 <0.001
Metacognitive BAT MCT -38.40 <0.001
BAT Control 4.90 0.360
MCT Control -33.50 <0.001
(BAT): Behavioral activation treatment (MCT): Metacognitive therapy p<0.001

RESULTS AND DISCUSSION

Discuss

The aim of this study was to compare the efficacy of cognitive therapy and behavioral activation therapy in
reducing the symptoms of generalized anxiety disorder was short-lived. The results showed that cognitive therapy
reduces symptoms GAD In the post-test. These results are in line with the results of other research. (Fisher, Wells,
2008; Rees, 2008) In explaining this result, meta-cognitive intervention in addition to the content of the opinion,
information processing, information how to get the information out and how the output is concerned. With regard to
the high rate GAD and drug dependence treatment for people with this disorder, the psychological need for new
therapies for effectiveness on the specific disorder. MCT of modern methods of non-drug therapies that are used to
transform and overcome the shortcomings of the theory of knowledge is formed. This therapy teaches patients to be
able to increase these beliefs is incompatible metacognition change (Wells, 2008). In other words, meta-cognitive
approach strategies to the patient so that their locking mechanisms that cause for concern in processing, threat
monitoring is maladaptive and self-control, emotional release and flexible processing training, program design in the
future to guide the thinking and behavior in the face of threats and damage the foundation (Wells, 2004) . The results
of this study-reduced symptom scores GAD In the short-term behavioral activation therapy group than in the control
group. These results are at the top of which the results of other studies (Hopko, 2009; Kanter, 2008; Dimidjian, 2006;
Dobson, 2008; Battonari, 2008).

Behavioral activation therapy leads to regular daily activities of the patient. This makes treatment more energy
and optimism in them. In addition, results showed that behavioral activation after treatment showed greater
improvement compared to metacognition. So it can be concluded that in this study, short-term treatment of behavioral
activation therapy was effective in improving the quality of life of patients suffering from anxiety and anxiety is
treatable and fix it enhances the quality of life of these patients. These findings are consistent with research Hopko,
2005 was also consistent. Researchers suggest future therapeutic efficacies in the treatment of other anxiety
disorders are also studied. Also according to the results of the therapists suggested that this therapeutic approach
compared to other approaches in the treatment of GAD in first.
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