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Patients on acute psychiatric wards desire more psychosocial treatment than 
they receive, according to recent studies, but evidence-based interventions 
tailored to this setting are currently lacking. Metacognitive Training for psychosis 
(MCT) is a flexible, easy-to-administer group therapy that has been adapted to 
meet this demand (MCT-Acute). Thirty-seven patients with severe mental illness 
took part in MCT-Acute twice a week during their stay on a locked acute ward 
and were interviewed before, during, and after the intervention period regarding 
subjective utility, subjective adverse events, and symptom severity; attendance 
rates and reasons for absence were recorded. In addition, staff rated adverse 
events, symptom severity, and functioning (German Clinical Trial Register ID: 
DRKS00020551). Overall, most patients evaluated MCT-Acute positively and 
reported symptom stabilization. Staff also reported improvement in functioning. 
No clinician-rated adverse events related to participation in MCT-Acute were 
reported. Conducting MCT-Acute is feasible and safe and may contribute to 
meeting patients’, practitioners’, and researchers’ demands for more evidence-
based psychotherapeutic interventions for the acute psychiatric care setting.

Clinical Trial Registration: ID: DRKS00020551, https://drks.de/search/de/trial/
DRKS00020551
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1 Introduction

Risk of harm to oneself or others represent key aspects of patient safety in inpatient 
psychiatry (Marcus et al., 2021) and constitute legal grounds for acute involuntary psychiatric 
inpatient treatment in many parts of the world (Rains et al., 2019; Saya et al., 2019). While 9.1% 
of all Europeans experience suicidal ideation in their lifetime (Castillejos et al., 2020), this 
number rises to 34.5% for people diagnosed with schizophrenia (Bai et al., 2021) and individuals 
with a diagnosis of bipolar disorder show suicide attempt rates at least 20 times higher than the 
adult general population (Tondo et al., 2021). Patients with schizophrenia or bipolar disorder 
are also at higher risk of committing crimes (Senior et al., 2020; Yee et al., 2020), although they 
are overall responsible for only a small fraction of all crimes committed, a much larger number 
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of people experiencing psychosis are victims rather than perpetrators 
of violent crimes (Thornicroft, 2020). People with psychosis also show 
victimization rates several times higher than the general population 
(de Vries et al., 2019). Thus, one essential purpose of acute psychiatric 
services has been to assess and, where possible, avoid harm, at times 
placing little emphasis on fostering positive aims through therapeutic 
means (Bowers et al., 2014; Tracy and Phillips, 2022).

Acute psychiatric care has moved from custodial models of 
treatment, often meaning indefinite confinement and equating mental 
illness with criminality, to curative goals, shared decision-making, and 
increasing attempts to integrate care into the community today (Saya 
et  al., 2019; Johnson et  al., 2022). Yet, in many countries, acute 
psychiatric care still ordinarily takes place in inpatient settings, often 
on locked wards staffed by a multidisciplinary team of psychiatrists, 
nurses, and specialized therapists. Even in places where a variety of 
psychiatric emergency services exist outside of hospitals, such as in 
the United Kingdom (e.g., Odejimi et al., 2020), psychiatric emergency 
wards for patients in acute crisis still exist. In many cases, patients are 
mandated to enter inpatient care, and in some countries they may 
experience involuntary treatment lasting up to several months (Zhang 
et  al., 2015; Sashidharan et  al., 2019). At this stage of treatment, 
psychological interventions offer a range of benefits such as identifying 
problems and strategies to reduce them, reducing stress, fostering a 
recovery-oriented outlook and hope through the therapeutic 
relationship, improving social functioning and treatment compliance 
and reducing risk of rehospitalization (Donaghay-Spire et al., 2016; 
Barnicot et al., 2020).

Psychological care is often lacking during the acute stage, even 
though many patients endorse more therapeutic interactions with 
ward staff and several national treatment guidelines for severe mental 
illnesses explicitly call for psychosocial treatment options across the 
various stages of the illness, including during the acute phase (National 
Institute for Health and Care Excellence (NICE), 2014; Wood and 
Alsawy, 2016; American Psychiatric Association (APA), 2020; Berry 
et al., 2022). In recent years, several psychological interventions have 
been developed for the acute care setting. For instance, Jacobsen et al. 
(2020) examined a mindfulness-based crisis intervention for patients 
with psychosis. No drop-outs were observed during the intervention, 
and it was associated with a decreased risk of readmission and relapse 
rates at 12 months’ follow-up. Paterson et al. (2019) examined a cross-
diagnostic psychologically informed acute inpatient therapy service 
that provided both individual and group sessions, and found that their 
intervention was feasible to conduct with acute inpatients and that it 
might lead to reduced psychological distress and increased mental 
health-related self-efficacy compared to treatment as usual. However, 
evidence-based interventions specifically designed or adapted to fit 
this particular setting are scarce and are rarely implemented in the 
clinical context. Studies evaluating their efficacy are lacking (Paterson 
et al., 2019; Berry et al., 2022).

Several factors unique to the acute ward setting make the 
evaluation of such interventions particularly challenging. One of these 
is the high symptom load, especially neurocognitive impairments, 
which make it difficult for participants to answer even short and/or 
simple questionnaires, along with the high distress that participants 
often experience as a result (Wood et al., 2021; Berry et al., 2022). 
Accordingly, comprehension is often low and informed consent 
cannot always be properly obtained. Another characteristic of the 
acute setting that makes research particularly challenging is that in 

many countries there is no continuity of treatment from the acute 
inpatient to subsequent (open) settings (Wood et al., 2022), although 
care continuity, particularly the ability to build a therapeutic 
relationship, is associated with a variety of positive outcomes (Ruud 
and Friis, 2022). As stays on acute wards are often brief, ranging from 
a few days to around four weeks, and interventions that are limited to 
the ward itself cannot continue seamlessly once the patient leaves care, 
interventions must be very brief as well (Bullock et al., 2021). Due to 
the high turnover of patients, group interventions in particular should 
not be sequential so that patients can join the intervention at any time 
point and can resume participation without having missed essential 
information if they miss sessions due to worsening of symptoms or 
other reasons (Fife et al., 2019). In addition, it is often difficult to 
contact participants for follow-up assessments after they have been 
discharged from the ward (Paterson et al., 2019; Raphael et al., 2021a).

There are also several barriers to the implementation of 
psychological therapies itself, including the busy ward setting with 
frequent emergencies and departures from routine treatment, lack of 
training of ward staff, lack of support from leadership, acute 
exacerbation of symptoms precluding, for example, the ability to 
concentrate for several minutes, as well as lack of specific adaptation 
of interventions to the acute care setting (Evlat et al., 2021; Raphael 
et al., 2021b).

In order to address the aforementioned challenges and to 
contribute to narrowing the current treatment gap for patients with 
acute symptoms, particularly on closed wards, we developed the 
Metacognitive Training for the acute psychiatric setting 
(MCT-Acute). The MCT-Acute is an adaption of Metacognitive 
Training for psychosis (MCT; Moritz and Woodward, 2007a). MCT 
is a psychological group intervention based on more than 30 years 
of research suggesting that individuals who experience psychosis 
are prone to certain cognitive biases that underlie the foundation 
and maintenance of psychotic symptoms, particularly delusions 
(e.g., Moritz et al., 2017; Ward and Garety, 2019). One of the most 
researched biases that constitutes a key mechanism in the 
development of delusions is the jumping to conclusions bias 
(Dudley et al., 2016; McLean et al., 2017), in which participants 
make hasty decisions based on very little information (Garety et al., 
1991). Research has also shown that patients with psychosis 
demonstrate a bias against disconfirmatory evidence (e.g., 
Woodward et al., 2006; Veckenstedt et al., 2011) and do not revise 
their decision, even when they are confronted with evidence that 
goes against their decision. This bias also constitutes a central 
mechanism in the development and maintenance of delusions 
(Eisenacher and Zink, 2017). Another cognitive bias contributing 
to the development of delusions, particularly persecutory delusions 
(Murphy et  al., 2018), is the self-serving attributional style first 
described by Kaney and Bentall (1989), Bentall et al. (1991, 1994). 
MCT is a multimedia-based group intervention that uses engaging 
exercises to provoke, for example, hasty decision making within a 
group session and thus produce so-called aha moments, allowing 
patients to recognize their biased thinking directly through the 
exercise instead of through theoretical explanations. This realization 
is followed by exercises that help patients develop alternative ways 
of thinking. According to recent meta-analyses, MCT is effective for 
a range of symptoms, particularly delusions and positive symptoms 
overall (Eichner and Berna, 2016; Liu et al., 2018; Sauvé et al., 2020; 
Penney et al., 2022). However, it is too challenging and difficult for 
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many patients with high symptom severity (van Oosterhout et al., 
2014). In addition to MCT for psychosis, versions of Metacognitive 
Training have been developed for other disorders in recent years, 
including MCT for depression (Jelinek et al., 2013) and suicidality 
(Jelinek et al., 2021), depression in later life (Schneider et al., 2018), 
obsessive-compulsive disorder (Miegel et  al., 2022), gambling 
disorder (Gehlenborg et  al., 2021), and borderline personality 
disorder (Schilling et  al., 2018). A case report describes the 
adaptation process of MCT-Acute in detail and outlines its potential 
as an add-on treatment in the acute-care setting (Fischer et  al., 
2022). MCT-Acute was designed to be suitable for patients with 
psychosis but also for patients with (comorbid) depression. Most 
topics that are addressed by MCT for psychosis are also relevant to 
individuals with depression, although the emphasis may differ 
between psychosis and depression (e.g., self-serving attributional 
style in psychosis vs. depressive attributional style in depression). 
In addition, several modules in MCT for psychosis already address 
depression-specific topics, such as mood and self-esteem. 
Furthermore, one module was adapted from the MCT for 
depression; thus, MCT-Acute also targets depression-specific 
cognitive biases that may be relevant to patients on acute wards 
with a variety of primary diagnoses who suffer from (comorbid) 
depression.

The aim of the present feasibility trial was to assess the 
acceptability and safety of the adapted version of a well-researched, 
easy-to-implement, evidence-based intervention. In particular, 
we aimed to assess whether patients on acute psychiatric wards who 
are being treated for different forms of severe mental illness (mainly 
psychosis but also depression, borderline personality disorder, and 
substance use disorder) would attend the offered sessions (and why 
they would not), whether they would view the treatment as useful, and 
whether they would experience any adverse events or symptom 
worsening related to their participation. Regarding safety, we not only 
assessed adverse events rated by clinical staff but also included 
subjective adverse events as side effects occur not only with 
pharmacological treatment but also with psychotherapy (Linden and 
Schermuly-Haupt, 2014). Thus, the pilot trial addressed the following 
hypotheses. We hypothesized that patients in an acute psychiatric 
inpatient setting would be willing to attend MCT-Acute sessions, that 
they would rate MCT-Acute as subjectively useful, and that there 
would be no severe subjective adverse events or unwanted events 
associated with participation in MCT-Acute. In addition, 
we hypothesized that patients’ clinician-rated and self-rated overall 
symptom severity would decrease significantly and that patients’ 
overall functioning would increase significantly over the course of the 
intervention period.

2 Materials and methods

2.1 Design

The trial was planned as an uncontrolled, observational pilot 
trial that included patients with severe mental disorders in an acute 
locked psychiatric setting. We decided against a controlled trial 
because a wait-list control design would not be  feasible in this 
setting and there was no suitable control group program for this 

setting available. In addition, the trial’s primary aim was to prove 
the feasibility and safety of the intervention. Patients could attend 
MCT-Acute sessions over a period of 3.5 weeks in addition to a 
standardized acute inpatient treatment program (including, e.g., 
psychopharmacotherapy and occupational therapy). Before the first 
group session (t0; baseline assessment), after two weeks of 
intervention (t1; interim assessment) and after four weeks of 
intervention (t2; post assessment), participants completed clinical 
interviews comprising self- and other-rated symptom assessments 
as well as questionnaires regarding the subjective utility and 
subjective adverse events of the intervention. Prior to their 
participation, all patients gave written informed consent. The 
University Medical Center Hamburg-Eppendorf ’s Ethics 
Committee for Psychological Studies approved the study (LPEK-
0108); we  preregistered the study in the German Clinical Trial 
Register (DRKS-ID: DRKS00020551). The preregistration included 
further measures that will be reported elsewhere as they do not 
immediately relate to the feasibility and safety of the intervention.

2.2 Setting

The trial was conducted at two sites: the Department of 
Psychiatry and Psychotherapy of the University Medical Center 
Hamburg-Eppendorf and the Department of Psychiatry and 
Psychotherapy of the Asklepios Clinic Hamburg North (both in 
Germany). The University Medical Center Hamburg-Eppendorf 
includes two locked inpatient units (crisis intervention wards) with 
13 and 19 beds, respectively. The Department of Psychiatry and 
Psychotherapy of the Asklepios Clinic North also includes two 
locked inpatient units, each with 21 beds. The hospitals’ catchment 
areas are urban areas with approximately 450,000 and 320,000 
residents, respectively. All four locked acute inpatient psychiatric 
wards provide care for people with any psychiatric diagnosis that 
require intensive care to prevent harm, including suicidality or risk 
of aggression against others.

2.3 Sample

Patients were eligible for participation if they had a primary 
diagnosis of a severe mental disorder (diagnoses classified in the 
DSM-V or the ICD-10 F-codes), were expected to stay on the ward for 
at least two weeks, and were at least 18 years old. Exclusion criteria 
were insufficient command of the German language, intellectual 
disability, dementia, or inability to confirm consent with a legal 
guardian where applicable. Patients who were acutely intoxicated were 
not approached for participation until their intoxication had subsided. 
Patients admitted to one of the locked wards were screened soon after 
admission to determine whether they met the inclusion criteria, and 
eligible patients were approached by study staff regarding 
trial participation.

All patients received acute psychiatric standard treatment, 
including primarily psychopharmacotherapy (all participants were 
taking psychotropic medication; all but one [2.7%] were taking 
antipsychotic medication), as well as occupational and physical 
therapy, doctor’s visits three times per week, one-on-one meetings 
with a psychologist up to twice a week for some patients, and, at one 
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of the hospitals, psychologist-led group interventions. Additionally, 
patients were offered the opportunity to take part in MCT-Acute up 
to two times per week (regardless of their participation in the study). 
We screened 1017 patients for participation and approached 138, 63 
of whom declined participation and 75 of whom were assessed at 
baseline (see Figure 1). Of those assessed at baseline, seven patients 
did not participate in any MCT-Acute session. Of the remaining 
participants, 51 (75.0%) completed the assessment at two weeks and 
38 (55.9%) also completed the assessment at four weeks. Whenever 
participants were unable to complete questionnaires themselves (e.g., 
due to difficulties concentrating or writing or due to circumstances 
such as lacking appropriate eyeglasses), they received support from 
the assessors (e.g., reading questions aloud, writing down participants’ 

answers). Some participants were unable to complete all 
questionnaires, due, for example, to high symptom load or poor 
neurocognitive abilities.

2.4 Procedure

2.4.1 Intervention (MCT-Acute)
Two trainers delivered MCT-Acute on the locked acute wards of 

the two hospitals. Most trainers in this study were psychologists who 
had completed a master’s degree and were currently undergoing 
postgraduate training in cognitive behavioral therapy; the other 
trainers were occupational therapists who worked on the respective 

FIGURE 1

Flow diagram of participant inclusion.
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wards. At least one psychologist was present during all sessions. 
Either RF or JS, the developers of MCT-Acute, was present at the 
majority of the training sessions (n = 236, 90.0% of all sessions). RF 
and JS both received training on MCT’s delivery by its developer SM 
and have several years of experience delivering MCT for psychosis. 
All other therapists involved underwent the online training for 
MCT for psychosis offered by MCT’s developers (see www.uke.de/e-
mct) and received intensive one-on-one training by RF or JS. The 
training took place twice a week. Group size varied between two and 
nine patients. One cycle through all seven modules of MCT-Acute 
took 3.5 weeks to complete, although participants could continue 
participating after they had completed one cycle. The seven 
MCT-Acute modules address the following topics: empathy, mood, 
attributional style, stigma, jumping to conclusions, coping strategies, 
and self-esteem. We describe the adaptation process from the regular 
MCT for psychosis (Moritz and Woodward, 2007b) to MCT-Acute 
in detail in Fischer et  al. (2022). All training material can 
be downloaded free of charge from www.uke.de/mct-acute.

2.4.2 Recruitment
Participants were consecutively recruited shortly after their 

admission to a locked inpatient ward. In addition to acute psychiatric 
standard treatment, they were invited to take part in MCT-Acute up 
to two times per week.

Patients provided written informed consent to participate in the 
study and then completed the baseline assessment (t0), the interim 
assessment two weeks later (t1), and the post assessment another two 
weeks later (t2). In addition, subjective utility, motivation to continue 
participation, and potentially negative events occurring during the 
sessions were assessed at the end of each session via a short, 
non-mandatory questionnaire (Post-Session Questionnaire).

2.5 Instruments

2.5.1 Acceptability of the intervention
We determined acceptance and feasibility of the intervention 

based on the number of attended sessions, reasons for missing sessions, 
and several feedback questionnaires regarding the intervention.

2.5.1.1 MCT-Acute feedback questionnaire
The MCT-Acute Feedback Questionnaire is based on a 

questionnaire previously used to evaluate MCT (Moritz and 
Woodward, 2007a,b). It is designed to capture general feelings, 
evaluations, and understanding of the participants regarding the 
MCT-Acute (e.g., “The MCT-Acute was useful and sensible”). The 
present version of the questionnaire comprises 12 quantitative items 
rated on a four-point Likert scale ranging from 0 (“I do not agree at 
all”) to 3 (“I agree completely”) and three open-ended items (see 
Appendix A1). It was administered at t1 and at t2.

2.5.1.2 Session-specific feedback
In addition to administering the feedback questionnaire at t1 and 

t2, we  collected feedback at the end of each session using a brief 
10-item questionnaire that included items such as “MCT-Acute was 
fun” and “MCT-Acute confuses me.” The first seven items were 
answered on a three-point scale (from “rather agree” to “rather 

disagree”), while the last three items were open-ended (see Appendix 
A2). This questionnaire was handed out not only to study participants 
but also to other patients who attended the MCT-Acute group and 
agreed to give anonymous feedback.

2.5.2 Safety

2.5.2.1 Adapted questionnaire about side effects 
psychosis and internet

The Adapted-QueSPI (based on Rüegg et al., 2018) was adapted 
to assess potential subjective adverse events of the MCT-Acute at t1 
and t2. After removal of items that were inappropriate for the current 
trial (e.g., “I experienced technical difficulties that bothered me”), the 
questionnaire comprised 13 quantitative items rated on a four-point 
Likert scale ranging from 0 (“I do not agree at all”) to 3 (“I agree 
completely”) as well as three open-ended items (see Appendix A3).

2.5.2.2 Unwanted events
Based on the Unwanted Events-Adverse Treatment Reactions 

Checklist (UE-ATR Checklist; Linden, 2013), we  monitored the 
following unwanted events throughout the intervention period: 
prolongation of treatment, emergence of new symptoms, deterioration 
of symptoms, and strains in the patient-therapist relationship. We also 
monitored suicidal ideation and suicide attempts. We used the UE-ATR 
Checklist’s relation to treatment rating scheme (1 = “unrelated to 
therapy,” 5 = “extremely likely due to therapy”), but omitted the context 
of development and the severity ratings. We based ratings on the ward 
staff ’s clinical documentation of the patients’ behavior on the ward.

2.5.3 Symptoms
We assessed patients’ baseline psychopathology levels and 

monitored their symptom development throughout the intervention 
period to detect changes in symptoms across patients.

2.5.3.1 Brief psychiatric rating scale (4.0) expanded 
version

To assess baseline symptom levels, we administered the BPRS-E 
(Lukoff et al., 1986; Ventura et al., 1993) at t0, which is comprised of 
24 items assessing the presence and severity of a variety of psychiatric 
symptoms. Its scale points range from 1 (“not present”) to 7 
(“extremely severe”), yielding sum scores between 24 and 168 with 
higher scores indicating more severe psychopathology.

2.5.3.2 Clinical global impressions scale
The CGI (Guy, 1976) is a clinician-rated scale that consists of a 

Severity (CGI-S) and an Improvement (CGI-I) scale. In the present 
study, the patient’s treating psychiatrist or the head psychiatrist on 
the locked ward rated the CGI. The CGI-S reflects the clinician’s 
assessment of the patient’s present illness status in comparison with 
other patients from the same clinical population. The CGI-I assesses 
the improvement or worsening of the patient’s condition since the 
previous rating. The CGI-S ranges in scores from 1 (“normal, not at 
all ill”) to 7 (“among the most extremely ill patients”); the CGI-I 
ranges from 1 (“very much improved”) to 7 (“very much worse”).

2.5.3.3 Brief symptom inventory-18
The BSI-18 (German version: Spitzer et al., 2011) is a short form 

scale of the Symptom Checklist-90-Revised that measures psychological 
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stress symptoms during the past seven days. The inventory consists of 
18 items that assess the three symptom subscales Somatization, 
Depression, and Anxiety. Each item is rated on a five-point Likert scale 
(0 = “not at all”; 4 = “extremely”) based on patient reports.

2.5.3.4 Global assessment of functioning scale
The DSM-IV Axis V (GAF; American Psychiatric Association, 

2000) assesses overall functioning on a scale from 100 (“superior 
functioning, no symptoms”) to 1 (“extreme impairment”).

2.6 Data analysis

As specified in the preregistration, only participants who had 
completed assessments at all three time points and who had 
participated in the intervention at least once (‘completers’) were 
considered for the final analysis (N = 37).

Measurement point t1 mainly served to ensure the presence of at 
least preliminary data in case too many included patients transferred 
out of the ward before the post-intervention measurement point t2. 
Thus, as subjective utility and subjective adverse events at t2 are based 
on more attended sessions than at t1 for many participants, we report 
here only the subjective utility ratings and subjective adverse events 
for t2. Ratings at t1 can be  found in Appendices A4 and A5. For 
subjective utility and subjective adverse events, we focus here on the 
quantitative data (readers interested in the analysis of the qualitative 
data may contact the first author).

Clinician-rated symptoms and functioning were assessed by the 
acute ward’s head physician or the patient’s primary treating physician 
on the acute ward. Thus, whenever patients transferred to another 
ward or were discharged from the hospital entirely before t1 or t2, there 
were no CGI and GAF ratings available for t1 and/or t2. The GAF 
analysis was run twice; once using only the available data and once 
using the last observation carried forward method for data imputation.

To assess the acceptability and safety of the intervention, the 
number of attended sessions, subjective utility, session specific 
feedback and unwanted events were analyzed descriptively. Symptom 
improvement was analyzed both descriptively (CGI) and using 
repeated measures ANOVAs to assess significant changes in patient-
rated symptoms (BSI-18) and clinician-rated overall functioning 
(GAF) over the course of study participation.

3 Results

As shown in Table  1, there was no statistically significant 
difference between completers vs. non-completers (patients who were 
assessed at t0 but did not complete all three assessments and/or did 
not participate in the intervention at least once) on any 
sociodemographic variable (all p > 0.1).

3.1 Acceptability of the intervention

3.1.1 Number of attended sessions and reasons 
for missing sessions

During their intervention period, participants could attend a 
maximum of seven sessions of MCT-Acute. On average, patients 

attended 3.6 sessions (SD = 1.85, range 1–7). Of the 259 total sessions, 
133 were missed (51.4%). The reasons for missing sessions included 
participants being discharged from the ward (X = 57, 42.9%), 
declining participation in the session (X = 40, 30.1%), currently 
undergoing seclusion or restraint measures (X = 12, 9.0%), being 
asleep (X = 11, 8.3%), other appointments during a given session 
(X = 9, 6.8%), and being judged ineligible by staff for a given session 
due to acutely high symptomatology (e.g., severe agitation, 
disorganization; X = 4, 3.0%).

3.1.2 Subjective utility
Figure 2 shows participants’ ratings of subjective utility at t2. 

Overall, participants reported mostly positive experiences with 
MCT-Acute; a majority fully endorsed that they would recommend 
MCT-Acute to others (64.9%; n = 24) and that they would have liked 
to have similar interventions to MCT-Acute on the ward (64.9%; 
n = 24). The majority of participants also disagreed with the 
statement “My thinking is more confused” (70.3%; n = 26). Subjective 
utility showed a large negative correlation with subjective adverse 
events related to the intervention (r = −0.67, p < 0.001, 95% CI 
[−0.83, −0.41]).

3.1.3 Session-specific feedback
Of those who attended a given module, 13.6% (n = 3; module 7) 

to 36.4% (n = 12; module 4) filled in a questionnaire at the end of 
the session. Across modules, most participants evaluated the 
sessions positively, largely rejecting the statement “MCT-Acute 
confuses me” (X = 51, 73.9%) and endorsing statements such as 
“MCT-Acute was fun” (X = 61, 89.7%; see Table 2). Specifically, only 
three individual participants endorsed the statement “MCT-Acute 
confuses me” (eight times in total across all modules). Internal 
consistency of the questionnaire using Cronbach’s alpha was 
α = 0.55.

3.2 Safety

3.2.1 Subjective adverse events during 
MCT-Acute (adapted-QueSPI; self-rating)

Mean endorsements of subjective adverse events did not 
significantly differ between t1 and t2. The number of subjective 
adverse events reported at t2 was available for 31 participants and 
ranged from zero (n = 5, 13.5%) to 12 (n = 1, 2.7%); on average, 
participants endorsed 3.1 subjective adverse events (SD = 3.03; 
median = 2). Table 3 shows how many participants endorsed each 
event. To varying degrees, participants most frequently critically 
appraised MCT-Acute for not sufficiently considering their personal 
needs or preferences (54.1%; n = 20), and because, after participation 
in MCT-Acute, they believed that taking medication was less 
important than they had previously thought (40.5%; n = 15). Internal 
consistency was good (α = 0.82).

3.2.2 Unwanted events (clinician rating)
Overall, we  recorded unwanted events for 17 participants 

(45.9%), 15 of whom experienced more than one unwanted event. 
We recorded extension of treatment for 15 patients, worsening of 
symptoms for nine, emergence of new symptoms for three, and 
suicidal ideation for one. All of these events (100%) were classified as 
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either unrelated (66.0%) or probably unrelated to the intervention 
(33.0%).

3.3 Symptoms

3.3.1 CGI (clinician rating)
CGI-Severity scores at t0 ranged from moderately ill (n = 5; 

13.5%), to markedly ill (n = 5; 13.5%), to severely ill (n = 18; 
48.6%), and finally to among the most extremely ill patients (n = 6, 
16.2%). For three participants (8.1%), there was no CGI-S 
rating available.

CGI-Improvement ratings at t1 ranged from much improved 
(n = 6; 16.2%), to minimally improved (n = 9; 24.3%), to no change 
(n = 14; 37.8%), and finally to minimally worse (n = 1; 2.7%). For 
seven participants (18.9%), there was no CGI-I rating 
available at t1.

At t2, CGI-I ratings ranged from much improved (n = 1; 2.7%) to 
minimally improved (n = 11; 29.7%), to no change (n = 9; 24.3%), to 
minimally worse (n = 1; 2.7%), and finally to much worse (n = 1; 
2.7%). For 14 participants (37.8%), there was no CGI-I rating 
available at t2.

Two of the participants got worse during their intervention 
period according to the clinician ratings. The participant whose 

TABLE 1 Comparison between patients who were included in the final analysis (completers) and those who were not (non-completers).

Completers (n  =  37) Non-completers (n  =  38)

M (SD) M (SD) Statistics

Age 39.5 (14.0) 38.5 (11.8)

t (73) = 0.34,

p = 0.735,

d = 0.079

Primary education in years 11.1 (1.6) 10.7 (2.5)

t (72) = 0.86,

p = 0.394,

d = 0.200

BPRS baseline score 59.6 (19.9) 57.9 (13.5)

t (56.456) = 0.40,

p = 0.692,

d = 0.099

GAF baseline score 37.5 (9.1) 41.1 (10.9)

t (55) = 1.39,

p = 0.170,

d = 0.259

BSI-18 baseline score 19.6 (15.0) 15.2 (13.0)

t (63) = 1.27,

p = 0.208,

d = 0.315

n (%) n (%)

Gender (female) 17 (45.9) 19 (50)

χ2 (1, N = 75) = 0.12,

 p = 0.725,

V = 0.041

Primary diagnosis

 Mental disorders due to a general medical condition 0 2 (5.3) -

 Substance-Related and Addictive Disorders 2 (5.4) 2 (5.3) -

 Schizophrenia Spectrum and other Psychotic Disorders 26 (70.3) 25 (65.8) -

 Bipolar and Related Disorders 6 (16.2) 8 (21.0) -

 Depressive Disorders 0 1 (2.6) -

 Trauma- and Stressor-Related Disorders 1 (2.7) 0 -

 Personality Disorders 2 (5.4) 0 -

Number of previous admissions n = 35 n = 36 -

 0 3 (8.6) 6 (16.7) χ2 (2, N = 71) = 3.31,

p = 0.191,

 V = 0.216
 1 to 5 22 (62.9) 15 (41.7)

 6 or more 10 (28.6) 15 (41.7)

Legal status of stay

 Voluntary 8 (21.6) 6 (15.8) χ2 (2, N = 75) = 0.52,

 p = 0.773,

 V = 0.083
 Emergency mandatory admission 17 (45.9) 20 (52.6)

 Mandatory admission by legal guardian 12 (32.4) 12 (31.6)
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condition was minimally worse at t1 was also the participant 
whose condition was much worse at t2. His initial CGI-Severity 
rating was among the most extremely ill patients. The participant 
whose condition was minimally worse at t2 had also received an 
initial CGI-Severity rating of being among the most extremely ill 
patients. Neither patient’s treating physician attributed their 
patient’s worsening to their participation in MCT-Acute.

3.3.2 BSI-18 (self-rating)
Numerically, patients improved on the BSI-18 scale from t0 to t2. 

A repeated measures ANOVA using the Greenhouse–Geisser 
correction revealed a small sized difference in BSI-18 scores between 

time points that failed to reach significance (F(1.371, 37.013) = 0.49, 
p = 0.546, ηp

2 = 0.018). Internal consistency was excellent at all three 
time points (αt0 = 0.91; αt1 = 0.91; αt2 = 0.94).

3.3.3 GAF (clinician rating)
GAF scores for all three time points were available for 21 of 

the participants. For these, a repeated measures ANOVA using the 
Greenhouse–Geisser correction determined that there was a large 
difference in GAF scores between time points, with scores 
increasing over time (F(1.416, 28.311) = 17.79, p < 0.001, 
ηp

2 = 0.471). Using the last observation carried forward method of 
data imputation, the repeated measures ANOVA using the 

TABLE 2 End-of-session feedback summarized over all modules.

Rather agree (%) Neither agree nor 
disagree (%)

Rather disagree (%) n

MCT-Acute was fun. 61 (89.7) 4 (5.9) 3 (4.4) 68

I am motivated to continue 

participating in MCT-Acute.
60 (87.0) 7 (10.1) 2 (2.9) 69

MCT-Acute helps me. 55 (83.3) 9 (13.6) 2 (3.0) 66

I learned something new during 

MCT-Acute.
51 (76.1) 10 (14.9) 6 (9.0) 67

MCT-Acute gives me hope for the 

future.
46 (69.7) 17 (25.8) 3 (4.5) 66

MCT-Acute reduces my health 

complaints.
35 (54.7) 22 (34.4) 7 (10.9) 64

MCT-Acute confuses me. 8 (11.6) 10 (14.5) 51 (73.9) 69

FIGURE 2

Acceptability of MCT-Acute at t2 in descending order of agreement.
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Greenhouse–Geisser correction still found a large increase in 
GAF scores over time (F(1.332, 47.943) = 20.44, p < 0.001, 
ηp

2 = 0.362).

3.4 Correlations between outcomes

There were no other significant correlations between outcomes 
(see Appendix A6).

4 Discussion

We assessed the feasibility, acceptability and safety of the 
Metacognitive Training version adapted for the acute inpatient care 
setting (MCT-Acute). A sample of 37 patients on closed wards, the 
majority of whom were classified as at least severely ill, were assessed 
at baseline and then two weeks and four weeks later. Participants 
evaluated MCT-Acute positively, the majority stating that they would 
recommend the training to others and that they would have liked more 
therapeutic interventions similar to it offered on the ward. Negative 
subjective evaluations mostly concerned MCT-Acute not addressing 
participants’ individual needs sufficiently. As symptoms decreased 
across the sample throughout the intervention period, we deem the 
intervention safe for application in the acute ward setting.

Overall, patients took part in about half of the sessions they 
could have attended during their intervention period, resulting in 
an average of three attended sessions per participant, similar to 
Paterson et al. (2019). The majority of missed sessions in the present 
study were missed not because of the patients’ direct choice but, for 
example, because they were released from the ward early (42.9%). 
Fife et al. (2019) also found discharge from the ward to be the most 
common reason for not attending their group (45%). In only 15.4% 
of all sessions, patients directly declined participation in 
MCT-Acute. Reasons for this included participants not feeling well 
on a given day, conflicts with other patients who might be attending 
the group, other appointments (e.g., with a social worker), or visits 
from family and were similar to those described in other 
interventions in the acute setting (e.g., Heriot-Maitland et al., 2014; 
Fife et al., 2019).

The subjective utility of MCT-Acute was high and comparable to 
that of Metacognitive Training for patients with psychosis (Moritz and 
Woodward, 2007b) and of MCT for other disorders such as depression 
(Jelinek et al., 2017) or OCD (Jelinek et al., 2018). What is new about 
MCT-Acute is that it specifically targets patients who are in a highly 
acute crisis and/or are experiencing severe symptoms. With this, 
MCT-Acute aims to fulfill both, patients’ need for more therapeutic 
interactions (Wood and Alsawy, 2016) as well as researchers’ calls for 
documenting adaptations of psychological therapies to acute inpatient 
care (Jacobsen et al., 2020). In particular, the high endorsement of the 

TABLE 3 Self-rated side effects at post intervention (t2).

Item M (SD) I do not agree 
at all (%)

I slightly 
agree (%)

I moderately 
agree (%)

I completely 
agree (%)

MCT-Acute did not sufficiently address my 

personal needs. (n = 35)
1.2 (1.3) 15 (42.9) 7 (20) 3 (8.6) 10 (28.6)

Because of participating in MCT-Acute, I believe 

that taking medication is less important than 

I thought before participation. (n = 33)

0.9 (1.1) 18 (54.5) 6 (18.2) 4 (12.1) 5 (15.2)

MCT-Acute makes me feel like I am responsible 

for my problems. (n = 35)
0.5 (0.9) 23 (65.7) 6 (17.1) 5 (14.3) 1 (2.9)

My hope of improvement due to MCT-Acute was 

disappointed. (n = 35)
0.6 (1.1) 25 (71.4) 4 (11.4) 1 (2.9) 5 (14.3)

I often did not understand what MCT-Acute tried 

to tell me. (n = 34)
0.5 (1.0) 25 (73.5) 4 (11.8) 2 (5.9) 3 (8.8)

MCT-Acute makes me feel abnormal. (n = 33) 0.4 (0.7) 25 (75.8) 5 (15.2) 2 (6.1) 1 (3)

Participation in MCT-Acute reduced my interest 

to participate in a psychotherapy with personal 

contact. (n = 34)

0.5 (0.9) 26 (76.5) 2 (5.9) 4 (11.8) 2 (5.9)

MCT-Acute overwhelmed me with its abundance 

of information. (n = 35)
0.4 (0.9) 27 (77.1) 3 (8.6) 3 (8.6) 2 (5.7)

I feared that MCT-Acute could increase my 

symptoms. (n = 34)
0.3 (0.8) 28 (82.4) 3 (8.8) 1 (2.9) 2 (5.9)

MCT-Acute has triggered me to lose faith in 

psychotherapy in general. (n = 34)
0.3 (0.7) 28 (82.4) 4 (11.8) 1 (2.9) 1 (2.9)

The participation in MCT-Acute caused me to 

have more conflicts with others.(n = 34)
0.2 (0.6) 28 (82.4) 4 (11.8) 2 (5.9) 0 (0)

The participation in MCT-Acute has put pressure 

on me. (n = 34)
0.2 (0.7) 29 (85.3) 3 (8.8) 1 (2.9) 1 (2.9)
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statement “I would have liked more similar offers to this one on the 
ward” (64.9%) shows that patients are open to participating in 
psychological therapies during the acute stage of illness. Patients’ 
ability to judge an intervention’s usefulness and their ability to 
participate in it constitutes an important determinant of patient 
engagement with psycho social interventions (Raphael et al., 2021b). 
This is an encouraging result for the continued adaptation of 
evidence-based psychological therapies to the acute setting.

In recent years, several other psychological/non-pharmacological 
interventions have been developed for the acute setting and 
examined in clinical trials. These interventions target a variety of 
therapeutic aims, including reducing specific symptoms such as self-
harm or psychotic symptoms as well as targeting dysfunctional 
processing and high levels of arousal more generally. The 
interventions also vary regarding their target populations (e.g., 
patients with psychosis vs. transdiagnostic) and their mode of 
delivery (individual, group, or combined approaches). For instance, 
Fife et al. (2019) examined a DBT-based group intervention focused 
on self-harm and crisis management strategies regarding feasibility. 
The authors used content analysis to show that their participants 
viewed the strategies they were taught in the program to be helpful 
(Fife et  al., 2019). Both Paterson et  al. (2019) and Bullock et  al. 
(2021) examined therapeutic approaches based on the comprehend, 
cope and connect approach (CCC; Clarke and Nicholls, 2018), 
which grants participants the opportunity to express their emotions, 
understand the context of their current crisis better, and strengthen 
self-efficacy. Paterson et  al. (2019) reported descriptive statistics 
showing small readmission rate differences between the intervention 
and a TAU control group and small to moderate differences 
regarding certain psychological distress and self-efficacy measures 
post-intervention. Bullock et al. (2021) found significantly increased 
mood ratings post- vs. pre-intervention as well as a high mean post-
intervention helpfulness rating as indicators of acceptability. Trials 
examining psychosis-specific non-pharmacological interventions in 
the acute care setting include Jacobsen et al. (2020) who compared 
a mindfulness-based crisis intervention (MBCI) with an active 
control condition (social activity therapy). Their main outcome, 
readmission rate, was similar across groups at 6 months’ follow-up 
and lower in the intervention group at 12 months’ follow-up. Thus, 
despite the various challenges to conducting research on 
non-pharmacological interventions in the acute inpatient psychiatric 
setting, the body of literature is increasing, particularly within the 
last few years, and the present trial contributes to building a more 
solid scientific basis for such interventions.

Concerns that psychosocial interventions may not be sufficiently 
understood by patients or that they may be too distressing constitute 
barriers to the implementation of such interventions (Raphael et al., 
2021b), so at the end of each session we assessed whether patients 
were confused by MCT-Acute. Only three participants endorsed 
feeling confused after one or more sessions of the intervention, with 
the majority reporting they were able to follow the training. At the 
same time, in 89.7% of the questionnaires that were completed, 
participants indicated that the intervention was fun, which is similar 
to results from other MCT interventions (e.g., Jelinek et al., 2017).

Although the number of subjective adverse events reported 
ranged from zero to 12, the majority of participants reported 3 or 
fewer events. The most frequently voiced critique, that MCT-Acute 
did not sufficiently address a participant’s personal needs or 

preferences, is a commonly voiced argument against group therapy 
(Shechtman and Kiezel, 2016). However, some patients also mention 
that they prefer group therapy because it allows them to share 
experiences with other group members (Osma et  al., 2019). 
Practitioners agree that establishing a sense of sharing and belonging 
to a collective, as well as learning from other participants, are among 
the key advantages of the group setting which may outweigh 
drawbacks such as the inevitable lack of individualization (Kealy and 
Kongerslev, 2022) and lack of privacy as well as participants’ fear of 
criticism from others (Osma et al., 2019; Raphael et al., 2021b).

The definition of unwanted events and whether they involve 
statements about causality vary considerably across clinical trials, 
particularly those assessing psychotherapy (Klatte et al., 2022). In 
trials in the acute setting, adverse events, including events related to 
investigating psychological therapies and/or the acute setting 
specifically, are common but mostly occur independent of 
participation in the investigated intervention (e.g., Paterson et al., 
2019; Jacobsen et  al., 2020). Thus, the reported adverse events 
recorded in this trial (e.g., extension of stay, worsening of symptoms) 
were expected. Importantly, based on the ward staff ’s ratings, none of 
the reported unwanted events were directly associated with 
participation in MCT-Acute. Similarly, based on the judgment of the 
ward’s head psychiatrist or the patients’ treating psychiatrist (CGI) 
only two participants’ conditions became significantly worse during 
the intervention period; neither of these cases were related to the 
intervention, in the psychiatrists’ opinion. Similarly, self-rated 
symptoms and clinician-rated psychosocial functioning improved 
across patients throughout the intervention period. These results are 
encouraging as they support the perspective that psychological 
interventions in the acute setting are not harmful to patients but may, 
in fact, aid with problem formulation, stress reduction, and fostering 
hope. (Donaghay-Spire et al., 2016).

4.1 Limitations

The present study has several limitations, such as a comparatively 
small sample size and the high number of patients who dropped out 
of the study and were therefore not analyzed further. High patient 
fluctuation and challenges in recruiting acutely ill patients suffering 
from severe mental illness for studies in acute psychiatric settings are 
common. For the present study, assessments could still be conducted 
when patients were transferred to another ward and were even 
offered online for patients to complete at home after they had been 
discharged from the hospital. Still, the present sample was most likely 
skewed toward the more severely ill patients as by far the most 
frequent reason for dropout was discharge from the hospital due to 
sufficient stabilization. As many studies have shown the feasibility of 
Metacognitive Training programs for moderately acutely ill patients, 
the likely bias within the present sample does not take away from the 
finding that MCT-Acute is feasible and safe for severely acutely ill 
patients. Average attendance rates were low for multiple reasons (e.g., 
being discharged from the ward early) but were comparable to other 
studies (Paterson et al., 2019). Another limitation is that we did not 
include a control group, and we assessed transdiagnostic (global) 
symptom severity rather than disorder-specific symptoms. In 
addition, based on the study design, we cannot discern the impact 
that MCT-Acute had on patients’ symptom development as opposed 
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to the impact of the various other therapies that constitute the 
treatment as usual on acute wards. As assessment of safety rather than 
symptom improvement was the aim of this study, we can conclude 
that stabilization and improvement, regardless of underlying causes, 
constitute a positive outcome. Since the majority of participants had 
a diagnosis of schizophrenia spectrum disorder or bipolar disorder, 
the generalizability of our results to other disorders that patients 
frequently present with on an acute ward, such as depression and 
borderline personality disorder, is limited. However, there was no 
indication that MCT-Acute might be less feasible or safe to conduct 
with patients who suffer from these disorders. This trial demonstrates 
that MCT-Acute is feasible and safe as well as valued by patients, 
countering the broad skepticism regarding conducting any type of 
psychological individual or group therapy with severely acutely ill 
patients (Evlat et al., 2021; Raphael et al., 2021b).

4.2 Clinical implications

MCT-Acute is a highly standardized and easy-to-implement 
intervention. Our results add to the growing body of literature on 
psychologically informed interventions for the acute setting that 
demonstrates the feasibility of specifically tailored, flexibly 
administered programs that take into account patients’ particular 
needs during the acute phase. MCT-Acute enables practitioners to 
deliver an intervention based on well-researched cognitive mechanisms 
that is well accepted by patients, even during the acute stage of illness.

4.3 Future research

Researchers should conduct a larger MCT-Acute trial, including 
a control group, to examine positive symptoms as well as cognitive 
bias measures pre and post intervention in order to replicate MCT’s 
mechanism of action. In order to increase the sample size and to 
address the number of drop-outs due to discharge from the hospital, 
future studies should increase efforts to reach patients at the later 
assessment time points, e.g., by using monetary incentives and by 
emphasizing the possibility of conducting assessments via phone 
from home. To recruit more patients with non-psychosis diagnoses, 
researchers might consider offering participation in MCT-Acute 
even after patients have left the locked acute ward. This would also 
attenuate the inherent selection bias toward more severely impaired 
patients who are likely to stay longer on acute wards.

5 Conclusion

Patients experiencing acute exacerbations of mental illness value 
the opportunity to participate in interventions such as MCT-Acute on 
their acute psychiatric ward, mirroring prior reports that patients with 
severe mental illness are open to psychotherapeutic treatment. The lack 
of evidence-based interventions tailored specifically for this setting, 
together with our finding that MCT-Acute is acceptable and feasible, 
demonstrates that more research and efforts should be devoted to the 
development of psychosocial treatment options during acute mental 
health crises. As an easy-to-implement, freely available intervention 

program, MCT-Acute can represent one component of a 
biopsychosocial treatment plan for patients on acute psychiatric wards.

Data availability statement

The raw data supporting the conclusions of this article will 
be made available by the authors, without undue reservation.

Ethics statement

The studies involving humans were approved by the University 
Medical Center Hamburg-Eppendorf ’s Ethics Committee for 
Psychological Studies. The studies were conducted in accordance with 
the local legislation and institutional requirements. The participants 
provided their written informed consent to participate in this study.

Author contributions

RF, JS, SM, and MN conceived and planned the project. RF, JS, 
and FL carried out the study. SM and MN supervised the project. DS 
and DL helped supervise the project. RF wrote the manuscript with 
support from JS, SM, MN, DS, DL, and FL. All authors contributed to 
the article and approved the submitted version.

Funding

This study was funded in part by Asklepios proresearch (grant 
number: 3902). The funding organization did not interfere with the 
design or execution of the study nor with the collection, management, 
analysis, or interpretation of the data. No other funds were received. 
We acknowledge financial support from the Open Access Publication 
Fund of UKE - Universitätsklinikum Hamburg-Eppendorf and  
DFG – German Research Foundation.

Acknowledgments

The authors would like to thank Rebecca Westphal and Charlotte 
Osthues for their help in study organization and recruitment, as well 
as Patric Duletzki, Simon Kirchhof, Patricia Rietzler, Josephine 
Kresnik, Jenny Hoeck, Isabel Murach, Lina Jallalvand and Ida 
Schultze-Kalthoff for their support in delivering the intervention. The 
authors would further like to thank Roland Garbella and Frank 
Oelkers for conducting psychopathological assessments. Finally, 
we would like to thank all the participants for the trust that they put 
in us, the time they spent with us and the valuable insights and 
information they provided us with.

Conflict of interest

MCT-Acute was developed by RF, SM and JS. JS and RF teach paid 
workshops on Metacognitive Training.

https://doi.org/10.3389/fpsyg.2023.1247725
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org


Fischer et al. 10.3389/fpsyg.2023.1247725

Frontiers in Psychology 12 frontiersin.org

The remaining authors declare that the research was conducted in 
the absence of any commercial or financial relationships that could be 
construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated 
organizations, or those of the publisher, the editors and the reviewers. 

Any product that may be evaluated in this article, or claim that may 
be made by its manufacturer, is not guaranteed or endorsed by 
the publisher.

Supplementary material

The Supplementary material for this article can be found online 
at: https://www.frontiersin.org/articles/10.3389/fpsyg.2023.1247725/
full#supplementary-material

References
American Psychiatric Association (2000) Diagnostic and statistical manual of mental 

disorders Virginia: American Psychiatric Association.

American Psychiatric Association (APA) (2020) The American Psychiatric Association 
practice guideline for the treatment of patients with schizophrenia, Virginia: American 
Psychiatric Association.

Bai, W., Liu, Z. H., Jiang, Y. Y., Zhang, Q. E., Rao, W. W., Cheung, T., et al. (2021). 
Worldwide prevalence of suicidal ideation and suicide plan among people with 
schizophrenia: a meta-analysis and systematic review of epidemiological surveys. Trans. 
Psych. 11:552. doi: 10.1038/s41398-021-01671-6

Barnicot, K., Michael, C., Trione, E., Lang, S., Saunders, T., Sharp, M., et al. (2020). 
Psychological interventions for acute psychiatric inpatients with schizophrenia-
spectrum disorders: a systematic review and meta-analysis. Clin. Psychol. Rev. 82:101929. 
doi: 10.1016/J.CPR.2020.101929

Bentall, R. P., Kaney, S., and Dewey, M. E. (1991). Paranoia and social reasoning: an 
attribution theory analysis. Br. J. Clin. Psychol. 30, 13–23. doi: 10.1111/J.2044-8260.1991.
TB00915.X

Bentall, R. P., Kinderman, P., and Kaney, S. (1994). The self, attributional processes 
and abnormal beliefs: towards a model of persecutory delusions. Behav. Res. Ther. 32, 
331–341. doi: 10.1016/0005-7967(94)90131-7

Berry, K., Raphael, J., Wilson, H., Bucci, S., Drake, R. J., Edge, D., et al. (2022). A 
cluster randomised controlled trial of a ward-based intervention to improve access to 
psychologically-informed care and psychological therapy for mental health in-patients. 
BMC Psychiatry 22:82. doi: 10.1186/s12888-022-03696-7

Bowers, L., Alexander, J., Bilgin, H., Botha, M., Dack, C., James, K., et al. (2014). 
Safewards: the empirical basis of the model and a critical appraisal. J. Psychiatr. Ment. 
Health Nurs. 21, 354–364. doi: 10.1111/jpm.12085

Bullock, J., Whiteley, C., Moakes, K., Clarke, I., and Riches, S. (2021). Single-session 
comprehend, cope, and connect intervention in acute and crisis psychology: a feasibility 
and acceptability study. Clin. Psychol. Psychother. 28, 219–225. doi: 10.1002/cpp.2505

Castillejos, M. C., Huertas, P., Martín, P., and Moreno Küstner, B. (2020). Prevalence 
of suicidality in the European general population: a systematic review and Meta-analysis. 
Arch. Suicide Res. 25, 810–828. doi: 10.1080/13811118.2020.1765928

Clarke, I., and Nicholls, H. (2018) Third wave CBT integration for individuals and 
teams: Comprehend, cope and connect. London: Routledge.

de Vries, B., van Busschbach, J. T., van der Stouwe, E. C., Aleman, A., van Dijk, J. J., 
Lysaker, P. H., et al. (2019). Prevalence rate and risk factors of victimization in adult 
patients with a psychotic disorder: a systematic review and meta-analysis. Schizophrenia 
bulletin, 45, 114–126. doi: 10.1093/schbul/sby020

Donaghay-Spire, E. G., McGowan, J., Griffiths, K., and Barazzone, N. (2016). 
Exploring narratives of psychological input in the acute inpatient setting. Psychol. 
Psychother. Theory Res. Pract. 89, 464–482. doi: 10.1111/papt.12081

Dudley, R., Taylor, P., Wickham, S., and Hutton, P. (2016). Psychosis, delusions and 
the “jumping to conclusions” reasoning bias: a systematic review and meta-analysis. 
Schizophr. Bull. 42, 652–665. doi: 10.1093/SCHBUL/SBV150

Eichner, C., and Berna, F. (2016). Acceptance and efficacy of metacognitive training 
(MCT) on positive symptoms and delusions in patients with schizophrenia: a Meta-
analysis taking into account important moderators. Schizophr. Bull. 42, 952–962. doi: 
10.1093/schbul/sbv225

Eisenacher, S., and Zink, M. (2017). Holding on to false beliefs: the bias against 
disconfirmatory evidence over the course of psychosis. J. Behav. Ther. Exp. Psychiatry 56, 
79–89. doi: 10.1016/J.JBTEP.2016.08.015

Evlat, G., Wood, L., and Glover, N. (2021). A systematic review of the implementation 
of psychological therapies in acute mental health inpatient settings. Clin. Psychol. 
Psychother. 28, 1574–1586. doi: 10.1002/cpp.2600

Fife, S., Blumenfeld, F., Williams, C., and Wood, L. (2019). A feasibility study highlighting 
challenges in evaluating a structured, psychological treatment for self-harm in adult 
psychiatric inpatient settings. Psychiatry Res. 282:112609. doi: 10.1016/j.psychres.2019.112609

Fischer, R., Scheunemann, J., Bohlender, A., Duletzki, P., Nagel, M., and Moritz, S. 
(2022). “You are trying to teach us to think more slowly!”: adapting metacognitive 
training for the acute care setting—a case report. Clin. Psychol. Psychother. 29, 1877–1885. 
doi: 10.1002/CPP.2755

Garety, P. A., Hemsley, D. R., and Wessely, S. (1991). Reasoning in deluded 
schizophrenic and paranoid patients. Biases in performance on a probabilistic inference 
task. J. Nerv. Ment. Dis. 179, 194–201. doi: 10.1097/00005053-199104000-00003

Gehlenborg, J., Bücker, L., Berthold, M., Miegel, F., and Moritz, S. (2021). Feasibility, 
acceptance, and safety of metacognitive training for problem and pathological gamblers 
(gambling-MCT): a pilot study. J. Gambl. Stud. 37, 663–687. doi: 10.1007/S10899- 
020-09975-W

Guy, W. (1976) Clinical Global Impressions, Assessment manual for 
Psychopharmacology, ECDEU assessment manual for psychopharmacology. In: ed W 
Guy. Rockville: National Institute of Mental Health. 218–22.

Heriot-Maitland, C., Vidal, J. B., Ball, S., and Irons, C. (2014). A compassionate-
focused therapy group approach for acute inpatients: feasibility, initial pilot outcome 
data, and recommendations. Br. J. Clin. Psychol. 53, 78–94. doi: 10.1111/BJC.12040

Jacobsen, P., Peters, E., Robinson, E. J., and Chadwick, P. (2020). Mindfulness-based 
crisis interventions (MBCI) for psychosis within acute inpatient psychiatric settings; a 
feasibility randomised controlled trial. BMC Psych. 20:193. doi: 10.1186/
s12888-020-02608-x

Jelinek, L., Moritz, S., and Hauschildt, M. (2017). Patients’ perspectives on treatment 
with metacognitive training for depression (D-MCT): results on acceptability. J. Affect. 
Disord. 221, 17–24. doi: 10.1016/j.jad.2017.06.003

Jelinek, L., Otte, C., Arlt, S., and Hauschildt, M. (2013). Denkverzerrungen erkennen 
und korrigieren: Eine Machbarkeitsstudie zum Metakognitiven Training bei Depression 
(D-MKT). Zeitschrift fur Psychiatrie, Psychologie und Psychotherapie 61, 247–254. doi: 
10.1024/1661-4747/A000167

Jelinek, L., Peth, J., Runde, A., Arlt, S., Scheunemann, J., and Gallinat, J. (2021). 
Metacognitive training for depression: feasibility, safety and acceptability of two new 
treatment modules to reduce suicidality. Clin. Psychol. Psychother. 28, 669–681. doi: 
10.1002/CPP.2529

Jelinek, L., Zielke, L., Hottenrott, B., Miegel, F., Cludius, B., Sure, A., et al. (2018). 
Patients’ perspectives on treatment with metacognitive training for OCD. Zeitschrift für 
Neuropsychologie 29, 20–28. doi: 10.1024/1016-264X/a000xxx

Johnson, S., Dalton-Locke, C., Baker, J., Hanlon, C., Salisbury, T. T., Fossey, M., et al. 
(2022). Acute psychiatric care: approaches to increasing the range of services and 
improving access and quality of care 21, 220–236. doi: 10.1002/wps.20962

Kaney, S., and Bentall, R. P. (1989). Persecutory delusions and attributional style. Br. 
J. Med. Psychol. 62, 191–198. doi: 10.1111/J.2044-8341.1989.TB02826.X

Kealy, D., and Kongerslev, M. T. (2022). Structured group psychotherapies: 
advantages, challenges, and possibilities. J. Clin. Psychol. 78, 1559–1566. doi: 10.1002/
jclp.23377

Klatte, R., Strauss, B., Flückiger, C., Färber, F., and Rosendahl, J. (2022). Defining and 
assessing adverse events and harmful effects in psychotherapy study protocols: a 
systematic review. Psychotherapy 60, 130–148. doi: 10.1037/pst0000359

Linden, M. (2013). How to define, find and classify side effects in psychotherapy: from 
unwanted events to adverse treatment reactions. Clin. Psychol. Psychother. 20, 286–296. 
doi: 10.1002/CPP.1765

Linden, M., and Schermuly-Haupt, M. L. (2014). Definition, assessment and rate of 
psychotherapy side effects. World Psychiatry 13, 306–309. doi: 10.1002/wps.20153

Liu, Y. C., Tang, C. C., Hung, T. T., Tsai, P. C., and Lin, M. F. (2018). The efficacy of 
metacognitive training for delusions in patients with schizophrenia: a Meta-analysis of 
randomized controlled trials informs evidence-based practice. Worldviews Evid.-Based 
Nurs. 15, 130–139. doi: 10.1111/WVN.12282

Lukoff, D., Nuechterlein, K. H., and Ventura, J. (1986). Manual for the expanded brief 
psychiatric rating scale. Schizophr. Bull. 12, 594–602.

https://doi.org/10.3389/fpsyg.2023.1247725
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fpsyg.2023.1247725/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpsyg.2023.1247725/full#supplementary-material
https://doi.org/10.1038/s41398-021-01671-6
https://doi.org/10.1016/J.CPR.2020.101929
https://doi.org/10.1111/J.2044-8260.1991.TB00915.X
https://doi.org/10.1111/J.2044-8260.1991.TB00915.X
https://doi.org/10.1016/0005-7967(94)90131-7
https://doi.org/10.1186/s12888-022-03696-7
https://doi.org/10.1111/jpm.12085
https://doi.org/10.1002/cpp.2505
https://doi.org/10.1080/13811118.2020.1765928
https://doi.org/10.1093/schbul/sby020
https://doi.org/10.1111/papt.12081
https://doi.org/10.1093/SCHBUL/SBV150
https://doi.org/10.1093/schbul/sbv225
https://doi.org/10.1016/J.JBTEP.2016.08.015
https://doi.org/10.1002/cpp.2600
https://doi.org/10.1016/j.psychres.2019.112609
https://doi.org/10.1002/CPP.2755
https://doi.org/10.1097/00005053-199104000-00003
https://doi.org/10.1007/S10899-020-09975-W
https://doi.org/10.1007/S10899-020-09975-W
https://doi.org/10.1111/BJC.12040
https://doi.org/10.1186/s12888-020-02608-x
https://doi.org/10.1186/s12888-020-02608-x
https://doi.org/10.1016/j.jad.2017.06.003
https://doi.org/10.1024/1661-4747/A000167
https://doi.org/10.1002/CPP.2529
https://doi.org/10.1024/1016-264X/a000xxx
https://doi.org/10.1002/wps.20962
https://doi.org/10.1111/J.2044-8341.1989.TB02826.X
https://doi.org/10.1002/jclp.23377
https://doi.org/10.1002/jclp.23377
https://doi.org/10.1037/pst0000359
https://doi.org/10.1002/CPP.1765
https://doi.org/10.1002/wps.20153
https://doi.org/10.1111/WVN.12282


Fischer et al. 10.3389/fpsyg.2023.1247725

Frontiers in Psychology 13 frontiersin.org

Marcus, S. C., Hermann, R. C., and Cullen, S. W. (2021). Defining patient safety events 
in inpatient psychiatry. J. Patient Saf. 17, E1452–E1457. doi: 10.1097/PTS.00 
00000000000520

McLean, B. F., Mattiske, J. K., and Balzan, R. P. (2017). Association of the Jumping to 
conclusions and evidence integration biases with delusions in psychosis: a detailed Meta-
analysis. Schizophr. Bull. 43, sbw056–sbw354. doi: 10.1093/SCHBUL/SBW056

Miegel, F., Demiralay, C., Sure, A., Moritz, S., Hottenrott, B., Cludius, B., et al. (2022). 
The metacognitive training for obsessive-compulsive disorder: a pilot study. Curr. 
Psychol. 41, 7114–7124. doi: 10.1007/S12144-020-01158-5

Moritz, S., Pfuhl, G., Lüdtke, T., Menon, M., Balzan, R. P., and Andreou, C. (2017). A 
two-stage cognitive theory of the positive symptoms of psychosis. Highlighting the role 
of lowered decision thresholds. J. Behav. Ther. Exp. Psychiatry 56, 12–20. doi: 10.1016/j.
jbtep.2016.07.004

Moritz, S., and Woodward, T. S. (2007a). Metacognitive training for schizophrenia 
patients (MCT): a pilot study on feasibility, treatment adherence, and subjective efficacy. 
Germ. J. Psych. 10, 69–78.

Moritz, S., and Woodward, T. S. (2007b). Metacognitive training in schizophrenia: 
from basic research to knowledge translation and intervention. Curr. Opin. Psychiatry 
20, 619–625. doi: 10.1097/YCO.0B013E3282F0B8ED

Murphy, P., Bentall, R. P., Freeman, D., O'Rourke, S., and Hutton, P. (2018). The 
paranoia as defence model of persecutory delusions: a systematic review and meta-
analysis. Lancet Psychiatry 5, 913–929. doi: 10.1016/S2215-0366(18)30339-0

National Institute for Health and Care Excellence (NICE) (2014) ‘Psychosis and 
schizophrenia in adults: prevention and management Clinical guideline’. Available at: 
www.nice.org.uk/guidance/cg178 (accessed: May 28, 2023).

Odejimi, O., Bagchi, D., and Tadros, G. (2020). Typology of psychiatric emergency 
services in the United Kingdom: a narrative literature review. BMC Psychiatry 20:587. 
doi: 10.1186/s12888-020-02983-5

Osma, J., Suso-Ribera, C., Peris-Baquero, Ó., Gil-Lacruz, M., Pérez-Ayerra, L., 
Ferreres-Galan, V., et al. (2019). What format of treatment do patients with emotional 
disorders prefer and why? Implications for public mental health settings and policies. 
PLoS One 14:e0218117. doi: 10.1371/JOURNAL.PONE.0218117

Paterson, C., Karatzias, T., Harper, S., Dougall, N., Dickson, A., and Hutton, P. (2019). 
A feasibility study of a cross-diagnostic, CBT-based psychological intervention for acute 
mental health inpatients: results, challenges, and methodological implications. Br. J. Clin. 
Psychol. 58, 211–230. doi: 10.1111/bjc.12209

Penney, D., Sauvé, G., Mendelson, D., Thibaudeau, É., Moritz, S., and Lepage, M. 
(2022). Immediate and sustained outcomes and moderators associated with 
metacognitive training for psychosis: a systematic review and Meta-analysis. JAMA 
Psych. 79, 417–429. doi: 10.1001/JAMAPSYCHIATRY.2022.0277

Rains, L. S., Zenina, T., Dias, M. C., Jones, R., Jeffreys, S., Branthonne-Foster, S., et al. 
(2019). Variations in patterns of involuntary hospitalisation and in legal frameworks: an 
international comparative study. The Lancet Psychiatry, 6, 403–417. doi: 10.1016/
S2215-0366(19)30090-2

Raphael, J., Hutchinson, T., Haddock, G., Emsley, R., Bucci, S., Lovell, K., et al. 
(2021a). A study on the feasibility of delivering a psychologically informed ward-based 
intervention on an acute mental health ward. Clin. Psychol. Psychother. 28, 1587–1597. 
doi: 10.1002/cpp.2597

Raphael, J., Price, O., Hartley, S., Haddock, G., Bucci, S., and Berry, K. (2021b). 
Overcoming barriers to implementing ward-based psychosocial interventions in acute 
inpatient mental health settings: a meta-synthesis. Int. J. Nurs. Stud. 115:103870. doi: 
10.1016/j.ijnurstu.2021.103870

Rüegg, N., et al. (2018). An internet-based intervention for people with psychosis 
(EviBaS): study protocol for a randomized controlled trial. BMC Psych. 18, 1–12. doi: 
10.1186/S12888-018-1644-8/TABLES/2

Ruud, T., and Friis, S., (2022). Continuity of care and therapeutic relationships as critical 
elements in acute psychiatric care. World Psychiatry, 21, 241. doi: 10.1002/wps.20966

Sashidharan, S. P., Mezzina, R., and Puras, D. (2019). Reducing coercion in mental 
healthcare. Epidemiol. Psych. Sci. 28, 605–612. doi: 10.1017/S2045796019000350

Sauvé, G., Lavigne, K. M., Pochiet, G., Brodeur, M. B., and Lepage, M. (2020). 
Efficacy of psychological interventions targeting cognitive biases in schizophrenia: a 

systematic review and meta-analysis. Clin. Psychol. Rev. 78:101854. doi: 10.1016/J.
CPR.2020.101854

Saya, A., Brugnoli, C., Piazzi, G., Liberato, D., di Ciaccia, G., Niolu, C., et al. (2019). 
Criteria, procedures, and future prospects of involuntary treatment in psychiatry around 
the world: a narrative review. Front. Psych. 10:e00271. doi: 10.3389/fpsyt.2019.00271

Schilling, L., Moritz, S., Kriston, L., Krieger, M., and Nagel, M. (2018). Efficacy of 
metacognitive training for patients with borderline personality disorder: preliminary 
results. Psychiatry Res. 262, 459–464. doi: 10.1016/J.PSYCHRES.2017.09.024

Schneider, B., Bücker, L., Riker, S., Karamatskos, E., and Jelinek, L. (2018). Eine 
machbarkeitsstudie zum metakognitiven training bei depression (D-MKT) im alter. 
Neuropsychologie 29, 7–19. doi: 10.1024/1016-264X/A000210

Senior, M., Fazel, S., and Tsiachristas, A. (2020) ‘Articles the economic impact of 
violence perpetration in severe mental illness: a retrospective, prevalence-based analysis 
in England and Wales’. Available at: www.thelancet.com/ (accessed: May 28, 2023).

Shechtman, Z., and Kiezel, A. (2016). Why do people prefer individual therapy over 
Group therapy? Int. J. Group Psychother. 66, 571–591. doi: 10.1080/00207284.2016.1180042

Spitzer, C., Hammer, S., Löwe, B., Grabe, H., Barnow, S., Rose, M., et al. (2011). Die 
Kurzform des Brief Symptom Inventory (BSI-18): erste Befunde zu den 
psychometrischen Kennwerten der deutschen Version. Fortschritte der Neurologie 
Psychiatrie 79, 517–523. doi: 10.1055/S-0031-1281602/BIB

Thornicroft, G. (2020). People with severe mental illness as the perpetrators and 
victims of violence: time for a new public health approach. Lancet Public Health 5, 
e72–e73. doi: 10.1016/S2468-2667(20)30002-5

Tondo, L., Vázquez, G. H., and Baldessarini, R. J. (2021). Prevention of suicidal 
behavior in bipolar disorder. Bipolar disorders. 23, 14–23. doi: 10.1111/bdi.13017

Tracy, D. K., and Phillips, D. M. (2022). What is good acute psychiatric care (and how 
would you know)?. World Psychiatry, 21, 166. doi: 10.1002/wps.20958

van Oosterhout, B., Krabbendam, L., de Boer, K., Ferwerda, J., van der Helm, M., 
Stant, A. D., et al. (2014). Metacognitive group training for schizophrenia spectrum 
patients with delusions: a randomized controlled trial. Psychol. Med. 44, 3025–3035. doi: 
10.1017/S0033291714000555

Veckenstedt, R., Randjbar, S., Vitzthum, F., Hottenrott, B., Woodward, T. S., and 
Moritz, S. (2011). Incorrigibility, jumping to conclusions, and decision threshold in 
schizophrenia. MoritzCognitive neuropsychiatry 16, 174–192. doi: 10.1080/135 
46805.2010.536084

Ventura, J., et al. (1993). Manual for the expanded brief psychiatric rating scale. Int. J. 
Methods Psychiatr. Res. 3, 227–244.

Ward, T., and Garety, P. A. (2019). Fast and slow thinking in distressing delusions: a 
review of the literature and implications for targeted therapy. Schizophr. Res. 203, 80–87. 
doi: 10.1016/j.schres.2017.08.045

Wood, L., Alonso, C., Morera, T., and Williams, C. (2021). The evaluation of a highly 
specialist inpatient psychologist working with patients with high risk presentations in 
an acute mental health inpatient setting. J. Psych. Intens. Care 17, 29–40. doi: 10.20299/
JPI.2020.019

Wood, L., and Alsawy, S. (2016). Patient experiences of psychiatric inpatient care: a 
systematic review of qualitative evidence. J. Psych. Intens. Care 12, 35–43. doi: 10.20299/
JPI.2016.001

Wood, L., Jacobsen, P., Ovin, F., and Morrison, A. P. (2022). Key components for the 
delivery of cognitive behavioral therapies for psychosis in acute psychiatric inpatient 
settings: a Delphi study of therapists’ views. Schizophrenia Bulletin Open 3;sgac005. doi: 
10.1093/schizbullopen/sgac005

Woodward, T. S., Moritz, S., Cuttler, C., and Whitman, J. C. (2006). The contribution 
of a cognitive bias against disconfirmatory evidence (BADE) to delusions in 
schizophrenia. J. Clin. Exp. Neuropsychol. 28, 605–617. doi: 10.1080/13803390590949511

Yee, N., Matheson, S., Korobanova, D., Large, M., Nielssen, O., Carr, V., et al. (2020). 
A meta-analysis of the relationship between psychosis and any type of criminal 
offending, in both men and women. Schizophrenia Research, 220, 16–24. doi: 10.1016/j.
schres.2020.04.009

Zhang, S., Mellsop, G., Brink, J., and Wang, X. (2015). Involuntary admission and 
treatment of patients with mental disorder. Neurosci. Bull. 31, 99–112. doi: 10.1007/
S12264-014-1493-5/METRICS

https://doi.org/10.3389/fpsyg.2023.1247725
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org
https://doi.org/10.1097/PTS.0000000000000520
https://doi.org/10.1097/PTS.0000000000000520
https://doi.org/10.1093/SCHBUL/SBW056
https://doi.org/10.1007/S12144-020-01158-5
https://doi.org/10.1016/j.jbtep.2016.07.004
https://doi.org/10.1016/j.jbtep.2016.07.004
https://doi.org/10.1097/YCO.0B013E3282F0B8ED
https://doi.org/10.1016/S2215-0366(18)30339-0
http://www.nice.org.uk/guidance/cg178
https://doi.org/10.1186/s12888-020-02983-5
https://doi.org/10.1371/JOURNAL.PONE.0218117
https://doi.org/10.1111/bjc.12209
https://doi.org/10.1001/JAMAPSYCHIATRY.2022.0277
https://doi.org/10.1016/S2215-0366(19)30090-2
https://doi.org/10.1016/S2215-0366(19)30090-2
https://doi.org/10.1002/cpp.2597
https://doi.org/10.1016/j.ijnurstu.2021.103870
https://doi.org/10.1186/S12888-018-1644-8/TABLES/2
https://doi.org/10.1002/wps.20966
https://doi.org/10.1017/S2045796019000350
https://doi.org/10.1016/J.CPR.2020.101854
https://doi.org/10.1016/J.CPR.2020.101854
https://doi.org/10.3389/fpsyt.2019.00271
https://doi.org/10.1016/J.PSYCHRES.2017.09.024
https://doi.org/10.1024/1016-264X/A000210
http://www.thelancet.com/
https://doi.org/10.1080/00207284.2016.1180042
https://doi.org/10.1055/S-0031-1281602/BIB
https://doi.org/10.1016/S2468-2667(20)30002-5
https://doi.org/10.1111/bdi.13017
https://doi.org/10.1002/wps.20958
https://doi.org/10.1017/S0033291714000555
https://doi.org/10.1080/13546805.2010.536084
https://doi.org/10.1080/13546805.2010.536084
https://doi.org/10.1016/j.schres.2017.08.045
https://doi.org/10.20299/JPI.2020.019
https://doi.org/10.20299/JPI.2020.019
https://doi.org/10.20299/JPI.2016.001
https://doi.org/10.20299/JPI.2016.001
https://doi.org/10.1093/schizbullopen/sgac005
https://doi.org/10.1080/13803390590949511
https://doi.org/10.1016/j.schres.2020.04.009
https://doi.org/10.1016/j.schres.2020.04.009
https://doi.org/10.1007/S12264-014-1493-5/METRICS
https://doi.org/10.1007/S12264-014-1493-5/METRICS

	Metacognitive training in the acute psychiatric care setting: feasibility, acceptability, and safety
	1 Introduction
	2 Materials and methods
	2.1 Design
	2.2 Setting
	2.3 Sample
	2.4 Procedure
	2.4.1 Intervention (MCT-Acute)
	2.4.2 Recruitment
	2.5 Instruments
	2.5.1 Acceptability of the intervention
	2.5.1.1 MCT-Acute feedback questionnaire
	2.5.1.2 Session-specific feedback
	2.5.2 Safety
	2.5.2.1 Adapted questionnaire about side effects psychosis and internet
	2.5.2.2 Unwanted events
	2.5.3 Symptoms
	2.5.3.1 Brief psychiatric rating scale (4.0) expanded version
	2.5.3.2 Clinical global impressions scale
	2.5.3.3 Brief symptom inventory-18
	2.5.3.4 Global assessment of functioning scale
	2.6 Data analysis

	3 Results
	3.1 Acceptability of the intervention
	3.1.1 Number of attended sessions and reasons for missing sessions
	3.1.2 Subjective utility
	3.1.3 Session-specific feedback
	3.2 Safety
	3.2.1 Subjective adverse events during MCT-Acute (adapted-QueSPI; self-rating)
	3.2.2 Unwanted events (clinician rating)
	3.3 Symptoms
	3.3.1 CGI (clinician rating)
	3.3.2 BSI-18 (self-rating)
	3.3.3 GAF (clinician rating)
	3.4 Correlations between outcomes

	4 Discussion
	4.1 Limitations
	4.2 Clinical implications
	4.3 Future research

	5 Conclusion
	Data availability statement
	Ethics statement
	Author contributions

	References

