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Abstract

Background: Generalized Anxiety Disorder (GAD) is characterized by an excessive preoccupation with daily life occurrences and
situations. This study aimed to compare the effectiveness of Metacognitive Therapy (MCT) and Acceptance and Commitment
Therapy (ACT) in reducing worry and improving the quality of life among women diagnosed with GAD.

Methods: A quasi-experimental study was conducted using a pretest and a 3-month follow-up design. The study participants
were women with GAD selected through convenient sampling in Tehran, Iran, from September to November 2022. According to
the research design, the participants were divided into experimental and control groups (n=17 in each group). The experimental
group underwent a 10-session treatment protocol based on ACT, while the control group did not receive any specific treatment.
Data collection was accomplished using the Pennsylvania State Worry Questionnaire (PSWQ) to assess worry, the Brief
Generalized Anxiety Disorder Scale (GAD-7) to measure generalized anxiety, and the Quality of Life Questionnaire (QOL)
to assess the quality of life. Data analysis was performed using SPSS version 25, utilizing analysis of variance and repeated
measures at a significance level of 0.05.

Results: Significant differences were observed between the experimental and follow-up phases among the ACT, MCT, and
Control groups concerning environmental health variables (P=0.04). The study’s results indicated significant differences in
anxiety variables between the three groups (ACT, MCT, and Control) during the experimental and follow-up phases (P=0.001).
No significant differences were noted between the ACT, MCT, and control groups regarding changes in physical health at the
post-test (P=0.2) and follow-up (P=0.1) phases. In addition, significant differences were found among the three groups (ACT,
MCT, and Control) regarding changes in mental health during the pretest and follow-up (P=0.001). This study also revealed
significant disparities in social health variables among the three groups (ACT, MCT, and Control) (P=0.001).

Conclusion: In summary, this study suggested that fostering positive thoughts about worrying may contribute to reducing
the severity of anxiety disorders in adults. Intriguingly, mindfulness and a focus on the present moment did not appear to be
significantly correlated with mild anxiety experiences.
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1. Introduction

Anxiety ranks as one of the most prevalent
causes of diminished quality of life, whereas
an excessive inclination towards experiential
pursuits is frequently overlooked as a concern in
need of resolution. Among the various types of
anxiety disorders, such as social phobia, obsessive-
compulsive spectrum disorder, and panic attacks,
Generalized Anxiety Disorder (GAD) stands out
as one of the most formidable anxiety disorders
(1). Anxiety is a common condition that impacts
an individual’s mental health and can exert both
short-term and long-term physical repercussions

on the body. Given its clinical significance, early
detection of anxiety is imperative (2). Anxiety is
characterized by a fear of uncertainty that elicits
unpleasant physical sensations, which individuals
find challenging to interpret (3, 4). Individuals
experiencing this sensation often cannot identify its
root cause (5). GAD is a prevalent form of anxiety
disorder, afflicting 5.2% of individuals aged 18 to
64 (6). It is widely believed that GAD perpetually
predicts or escalates negative behaviors, irrespective
of risk factors (7). Consequently, Cognitive Therapy
(CT) for GAD instructs clients to recognize
apprehensions as mere suspicions and encourages
them to test their validity when anxiety-related
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predictions prove to be erroneous (6, 7).

Traditional — Cognitive-Behavioral =~ Therapy
(CBT) focuses on cognitive restructuring and
altering thought content. In this therapeutic
model, rectifying flawed assumptions and core
beliefs follows a logical framework, and once these
adjustments occur, symptoms subside. While this
approach is reasonably practical in alleviating
anxiety symptoms, it does not target overall
quality of life or coexisting disorders, leading
to symptom recurrence (8). These conventional
treatments are favored because they reduce the
severity and frequency of disease symptoms (9). In
terms of treatment efficacy, both traditional CBT
and Acceptance and Commitment-Based Therapy
(ACT) have made strides in reducing anxiety
symptoms. However, it is worth noting that this
progress may not be sustained upon follow-up
(10). Acceptance and Commitment treatments
demonstrate significantly greater effectiveness
and maintain their impact on patients’ quality of
life over an extended period (11). Consequently,
a treatment approach based on Acceptance and
Commitment is a more robust predictor of long-
term improvement in patients’ quality of life (12).

In contrast to cognitive behavioral therapy,
MCT emphasizes information processing rather
than the content of thoughts. It posits that attention
and errors are intricately linked to cognitive and
metacognitive processes, with metacognitive beliefs
serving as the root cause of distress, anxiety, and
worry (12). According to the metacognitive theory,
many GAD-related behaviors have a psychological
origin (13). The metacognitive model contends
that effective treatment for metacognitive anxiety
disorder should concentrate on managing various
metacognitive factors (14). This encompasses
correcting misconceptions related to excessive
concern, recognizing the belief that excessive worry
leads to unfavorable outcomes, and acknowledging
that excessive worry can assist in coping with
difficulties. ~ Recent scientific  investigations
explored this therapy as a potential solution for
individuals grappling with specific mental health
challenges (11-13).

MCT has been proven to be effective for an array
of mental health conditions (13-19). The efficacy
of Acceptance and Commitment Therapy (ACT)
and MCT can be elucidated by examining their
distinctive features, underlying rationales, and core
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principles. Individuals suffering from anxiety, who
exhibit poor responses to traditional treatments and
endure diminished mental and social well-being
alongside a compromised quality of life, may find
potential benefits in these innovative approaches.
This research’s principal objective is to juxtapose
ACT with MCT in the context of anxious women.
The study aimed to evaluate the impact of these
therapies on women’s anxiety levels, psychological
flexibility, quality of life, and overall psychological
well-being.

2. Methods
2.1. Design and Participants

The present research serves an applied purpose,
employing a semi-experimental research method
with a pre-test-post-test design featuring a control
group and a two-month follow-up phase. The
statistical population under examination comprises
women residing in Tehran, Iran diagnosed with
GAD. The research activities occurred during
the summer and autumn of 2022 in Tehran,
Iran. Given the unavailability of comprehensive
statistics and information regarding all individuals
with generalized anxiety syndrome in Tehran, a
non-random convenient sampling approach was
employed. This approach aimed to selectively
include individuals diagnosed with GAD following
the completion of a questionnaire and a diagnostic
interview. The resulting sample consisted of 36
patients with GAD, 12 women in each group, all of
whom willingly participated in the study.

The researchers established the sample size by
utilizing G*Power software with a significance level
of 0.05, a power of 0.90, and an effect size of 1.42
(18). The participants were randomly allocated to
groups using a coin toss method, where a coin was
flipped in the air to determine group assignments.
Each participant in the test groups underwent
this coin toss procedure once to determine their
selection. Subsequently, the remaining individuals
constituted the control group.

To account for potential dropouts, 60 individuals
were selected as the sample. After the sample
selection, participants were randomly distributed
into three groups including two experimental
groups, each receiving a different intervention,
and one control group (n=17 for each group).
All groups, including the treatment and control
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groups, were homogenized based on specified
criteria for admission to the sessions.

Inclusion criteria for participation in the
research were as follows: not concurrently taking
psychiatric medications; absence of specific
physical ailments and personality disorders; no
history of hospitalization or receipt of psychological
treatment; age range of 18 to 60 years; absence of
a clinical diagnosis of GAD; minimum literacy in
reading and writing; and provision of informed
consent prior to participation.

Exclusion  criteria from the research
encompassed the following: the presence of co-
occurring disorders as mentioned in the inclusion
criteria; simultaneous engagement in counseling
or other psychotherapy sessions; the existence of a
severe physical or mental disorder (e.g., substance
use disorder, personality disorder, or impaired
temporal and spatial perception) rendering
intervention unfeasible; ongoing medication
treatment; and missing three consecutive sessions.

2.2. Procedure

Afterobtainingthenecessaryresearchapprovals,
including approval from the university’s ethics
committee (IR.JAU.SHAHROOD.REC.1401.058),
correspondence was initiated with various entities.
This included reaching out to cultural and artistic
centers within the Tehran municipality’s library
and three psychological clinics in Tehran regions
2, 3, and 4. Subsequently, negotiations were carried
out with the management of these centers and
officials from the cultural and artistic centers
of Tehran municipality to secure permission
for cooperation and sampling within the target
community, specifically focusing on women
suffering from general anxiety syndrome.

Individuals ~ who  scored below the
predetermined threshold in the questionnaire were
contacted individually to assess their eligibility
for participation in the research. During these
telephone meetings, a clinical interview was
conducted to evaluate their general anxiety levels,
and participants were assessed against established
entry and exit criteria. Those meeting the criteria
and expressing willingness were invited to
participate in the research.

The researcher carried out the identification
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of general anxiety syndrome during the initial
telephone call with the research samples. The
researcher employed the 7-item scale (GAD-7) of
Spitzer and colleagues (20) as the identification
tool. Following the initial calculations, the
researcher administered the questionnaire over the
phone and calculated the scores for all participants.
Individuals diagnosed with general anxiety
syndrome based on the established threshold in
this questionnaire were included in the study.

Furthermore, these selected participants were
provided comprehensive information about the
study’s overarching objectives, potential benefits
and drawbacks, the research process, and its
anticipated duration. This ensured that they
could make an informed decision regarding their
participation. Ultimately, a total of 60 individuals
were chosen for the study.

Following the research design, participants
were initially divided into a control group (n=17)
and an experimental group (n=17). A pretest was
conducted for all participants, and each individual
completed the questionnaire. Simultaneously,
participants provided written consent to participate
in the study.

The  subsequent phase involved the
implementation of a 10-step treatment protocol
centered around agreement and commitment
(Table 1) for members of the first experimental
group (Table 2). The second experimental group
(Table 2) underwent the 10-step treatment
protocol (14) associated with MCT. The control
group maintained contact with the supervisor
but underwent no specific intensive treatment.
Treatment was conducted at the Taliee Center for
Clinical Psychology.

Upon completing the treatment phase, a
post-test was administered to all participants in
the experimental and control groups. Follow-
up observations were conducted at two-month
intervals. Furthermore, to meet the ethical
requirements of the study, individuals in the control
group who expressed a desire for professional help
after the study received a general anxiety treatment.

The CONSORT flowchart illustrating the study’s
progression is depicted in Figure 1. The designated
assessment tool assessed all participants in the
pretest and post-test phases.
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Table 1: Acceptance and commitment therapy

Session

One Brief explanation to the therapist about the problem; Applications of worry; Relaxation training

Two Learning to control uncontrollable things, Allegory of wrinkled socks; Allegory of the person in the pit; Allegory of the
man in the gas tank

Three Training of desire and external and internal principles; Allegory of passengers on the bus; Desire vs. wanting
Acceptance vs. submission;Training what to do when the worry starts; Exercise of giving up

Four Labeling Worrying Thoughts; Monitoring Thoughts; Practicing Watching Thoughts

Five Confronting, accepting, and eliminating fear; Extensive muscle relaxation exercise; Stop anxiety and worry exercise

Six Accepting and observing anxious thoughts; Separatinge yourself from your experiences; Parable of art vs. ant; Parable of
chess board; Practice Let’s have a great performance; Space evaluation exercise

Seven Mindfulness in the present time; listening practice; looking practice; smelling practice

Eighth Moving in the right direction; Practice of caring instead of worrying about your life; Practice of valuable experiences;
Practice of shopping in the store of values; Practice of the identification of obstacles

Nine Explaining the exposure; Dealing with the time of worry; Grading anxiety areas; Using skills; Moving forward

Ten Creating skills and solving problems; Problem-solving training; Courageous exercise

Table 2: Summary of therapy sessions based on metacognitive therapy

First session: * Designing a case formulation, * Introduction to the metacognitive model, * Introduction to postponing worry, * Homework:
Dissociative awareness attention and postponing worry.

Second session: * Reviewing the task and completing the GADS-R, especially the beliefs related to the uncontrollability of worry,
*Homework: Continue to postpone worrying and introduce the test of loss of control.

Third session: * Reviewing the assignment and completing the GADS-R, especially beliefs related to the uncontrollability of worry,
*Homework: continue to postpone worry, stop worry-avoidance behaviors, and experiment with loss of control.

Fourth Session: *Reviewing the task and completing the GADS-R, especially the beliefs related to the uncontrollability of worry and
behaviors, * Homework: Deliberate worry test to check whether the worry is dangerous.

Fifth session: * Reviewing homework and complete the GADS-R, especially believes related to the dangerousness of worry, * Homework:
behavioral experiments to challenge beliefs related to the dangerousness of worry.

Sixth session: * Reviewing the task and complete the GADS-R, especially the beliefs related to the dangerousness of worry and the
remaining ineffective strategies, *Homework: a behavioral experiment to challenge beliefs about the dangerousness of worry.

Seventh session: * Reviewing homework and completing the GADS-R, especially related to the dangerousness of worry, *Homework: a
dissonant strategy or another experiment to challenge positive metacognitive believes.

Eighth session: * Reviewing homework and completing GADS-R, especially positive metacognitive beliefs Homework: behavioral
experiments (for example, anxiety-reduction and anxiety-increasing experiments).

Ninth session: *Reviewing homework and completing the GADS-R, examining residual maladaptive and avoidant coping, *Replacing the
new processing program, *Requesting the patient to prepare the initial treatment summary.

Ten session * Reviewing treatment summary and reviewing GADS-R,* Completing general treatment plan (relapse prevention), *
Strengthen new processing programs and explain them with examples, *Planning homework reinforcement sessions: Specifying the
continuation of the application.

2.3. Research Instruments pivotal questions within the Generalized Anxiety
Scale evaluates the respondent’s psychological state
and distress experienced over the preceding two
weeks. Scores for each question on the scale range
from 0 to 3, yielding a total score between 0 and
21. The GAD-7 exhibited robust content validity
(CVI value=0.85 and CVR value=0.95), internal
consistency (a=0.80), and test-retest reliability

(ICC=0.85) (21). In Iran, the scale demonstrated

2.3.1. Demographic Information
Questionnaire: This researcher-designed
questionnaire comprised inquiries regarding age,
education, occupation, and marital status.

2.3.2. Generalized Anxiety Disorder Short
Scale (GAD-7) : Developed by Spitzer and

colleagues (20), this scale encompasses seven core
questions and assesses impairment levels in the
patient’s activities, social interactions, family life,
and occupational functioning. The rating method
employed a Likert scale with four response options,
making it amenable to daily use. Each of the seven
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sound internal consistency with a Cronbach’s
alpha of 0.876.

2.3.3.Pennsylvania State Worry Questionnaire
(PSWQ): Crafted by Meyer and colleagues (22), this

questionnaire comprises 16 items, with responses
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Figure 1: The figure shows the CONSORT flow diagram.

rated on a 5-point Likert scale ranging from 1 (not
atall true) to 5 (very true). The PSWQ also exhibited
sound content validity (CVI value=0.75 and CVR
value=0.85), internal consistency (a=0.79), and
test-retest reliability (ICC=0.76) (23). Dehshiri
and colleagues (23) reported Cronbach’s alpha and
questionnaire retest coeflicients of 0.88 and 0.79,
respectively.

2.3.4. Quality of Life Questionnaire
(QOL): Developed in 1989 by the World Health
Organization (WHO) in collaboration with
15 international centers, this survey assessed
individuals’ quality of life during the preceding two
weeks. It comprises 100 questions (24). Nejat and
co-workers adapted the Iranian format based on
the translation of the original version, an adapted
format, a standard format, and a concise version
comprising 26 questions. Among these questions,
24 are allocated to four domains, while the first
two are not assigned to any specific domain (25).
The four subcategories encompass a) the physical
health domain, b) the psychological domain, c) the
social relations domain, and d) the life domain.
The raw score for each subscale is determined by
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summing the individual scores, resulting in a score
range of 26 to 130. Higher scores indicate a superior
quality of life.

Results from the 15 international centers of
the World Health Organization (WHO) and the
Quality of Life Scale Group exhibited Cronbach’s
alpha coefficients for the four subscales and the
overall scale, ranging from 0.73 to 0.89. The quality
of life questionnaire demonstrated robust content
validity (CVI value=0.95, CVR value=1), internal
consistency (a=0.79), and test-retest reliability
(ICC=0.86) (25). Furthermore, it was observed that
all questionnaires had strong internal consistency,
except for question 8 and the total questionnaire.
The validity of the two questionnaires, the Short
Patient Quality of Life Questionnaire and the
Quality of Life Questionnaire was 0.58 for the
overall scale and 0.63, 0.60, 0.39, and 0.50 for the
subscales. Cronbach’s alpha for this question in
this study was 0.85.

2.4. Statistical Analyses

In this study, descriptive statistics relied on mean
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and standard deviation, while inferential statistics
employed covariance analysis. The sphericity
test was utilized to assess the homogeneity of
covariances. SPSS version 25 was used for data
analysis, employing the f test and repeated
measures analysis of variance with a significance
level set at 0.05.

3. Results

In the intervention and control groups, the
mean+SD age of women with GAD was 44.23+5.32
yearsroups. Demographic variables of the women
with GAD are presented in Table 3. The results of
the Chi-square test also indicated that there were no
significant differences among the three groups in
terms of age and knowledge level (P>0.05) (Table 3).

Based on the data in Table 3, the researcher
compared the groups concerning demographic

variables. In the 20-30 age group, the proportions
of participants in the ACT, MCT, and control
groups were 46.6%, 53.3%, and 53.3%, respectively.
In the 31-40 age group, troportions were 33.3%,
37.0%, and 29.6%, respectively. In the 41-50 age
group, troportions were 26.6%, 13.3%, and 20%,
respectively. The percentages of participants in
the Masters group in the ACT, MCT, and Control
groups were 20%, 13.3%, and 20%, respectively.
The percentages of participants in the Senior group
in the ACT, MCT, and Control groups were 53.3%,
66.6%, and 60%, respectively. The percentages of
people participating in the PhD group in the ACT,
MCT, and Control groups were 26.6%, 20%, and
20%, respectively.

Table 4 demonstrates a significant difference
in anxiety levels between the ACT, MCT, and
control groups in both the pretest and follow-up
phases (P=0.001). Furthermore, the analysis results

Table 3: Demographic characteristics in the experimental and control groups

Demographic information ACT Percent  MCT Percent Control  Percent Chi-square P value
Age 20 to 30 years 4 26.6% 5 33.3% 4 26.6% 0.37 0.91
31 to 40 years 7 46.6% 8 53.3% 8 53.3%
41 to 50 years 4 26.6% 2 13.3% 3 20%
Grade Masters 3 20% 2) 13.3% 3 20% 0.78 0.74
Senior 8 53.3% 10 66.6% 9 60%
PhD 4 26.6% 3 20% 3 20%
ACT: Acceptance and Commitment Therapy; MCT: Metacognitive Therapy
Table 4: Mean+SD of the research variables in experimental and control groups
Variables Groups Mean+SD Within group
Pre-test Post-test Follow up P-value
Worry Acceptance and commitment 58.33+9.40 50.33+9.15 53.00+6.59 0.001
Metacognitive therapy 59.13+8.67 54.87+10.13 56.20+9.82 0.019
Control 59.40+7.53 58.33+7.81 58.87+9.30 0.676
Between group test P-value 0.939 0.001 0.027 -
Physical health Acceptance and commitment 15.93£5.52 17.53£4.52 18.47+4.17 0.188
Metacognitive therapy 16.27+5.34 16.87+4.32 17.60+3.83 0.153
Control 15.80+4.65 15.40+4.56 15.33+4.57 0.719
Between group test P-value 0.916 0.417 0.120 -
Psychological health Acceptance and commitment 13.53+4.85 19.47+3.27 20.47+3.27 0.001
Metacognitive therapy 14.67+2.94 17.47+2.36 17.00+2.14 0.002
Control 13.87£3.02 13.20+2.78 12.93+2.02 0.182
Between group test P-value 0.693 0.001 0.001 -
Social health Acceptance and commitment 16.73£3.37 22.33+1.88 23.07+1.83 0.001
Metacognitive therapy 16.73+4.53 19.87+4.00 21.87+4.31 0.001
Control 17.27+4.45 16.53+4.29 17.53+4.12 0.354
Between group test P-value 0.921 0.001 0.001 -
Environmental health Acceptance and commitment 7.13%5.18 10.40+3.11 11.67+3.90 0.005
Metacognitive therapy 8.60+3.94 10.13+4.03 11.13+£4.03 0.011
Control 8.47+3.68 7.67+3.74 6.93£3.26 0.082
Between group test P-value 0.593 0.021 0.002 -
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indicated a significant difference between the
pretest and post-test periods in the ACT and MCT
groups (P=0.01). However, no differences were
observed in the control group at different stages of
the study (P=0.37).

The test and control groups exhibited distinct
differences in mean scores for psychological
health, social relationships, and environmental
health components (P<0.05). The research revealed
substantial disparities in the changes in the quality
of life among the three groups (ACT, MCT, and
Control) (P<0.05).

At the Post-test and Follow-up stages, the ACT,
MCT, and Control groups showed similar levels of
physical health, as indicated by the results (P=0.1).
According to the results, there was significant
variation between the assessments before and
after for both the ACT and MCT groups, a=0.28
and P=0.26). The results demonstrated significant
differences in the mental health outcomes of the
ACT, MCT, and control groups at the Post-test and
Follow-up stages (P=0.001).

Overall, there were considerable differences
between the pretest scores and both the post-
test and follow-up scores in the ACT group. A
significant distinction was also found between the
MCT group’s pretest scores and the post-test and
follow-up scores (P=0.04). However, in the control
group, no differences were discovered between
the measurement points (P=0.26). The research
concluded that the ACT, MCT, and control groups
displayed significant variances in their social
health (P=0.001). The study ultimately revealed
a significant contrast in scores between the pre-
and post-tests for both the ACT and MCT groups
(P<0.001).

As a result, there was a significant variation in
the health conditions among the ACT, MCT, and
Control groups before and after the test (P=0.04).
The test scores and follow-up scores for the ACT
and MCT groups held great significance, as the
differences between the groups were found to be
statistically significant (P<0.01). However, in the
group that did not receive any special treatment, no
differences were found during the different stages
of the research (P=0.32). Overall, the treatment
based on acceptance and commitment helped
improve the quality of life and reduce worry in
women with pervasive anxiety disorders, proving
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to be more effective than other treatments.
4, Discussion

The study investigated the impact of ACT and
MCT on women suffering from GAD to reduce
anxiety levels and enhance their quality of life. It
was observed that ACT demonstrated long-lasting
effects at follow-up, unlike MCT, which proved to
be significantly less effective.

Supporting evidence for these findings is
provided by studies conducted by Mohagheghi
and colleagues (26), Petersen and colleagues
(27), Kelson and colleagues (28), and Barreto and
Gaynor (29). In 2016, Mohagheghi and colleagues
(26) found that ACT effectively reduced general
and social anxiety but did not have a substantial
impact on health-related anxiety (26). Similarly,
Mansouri and colleagues reported a reduction in
anxiety among mothers with GAD who underwent
ACT, especially among mothers of children with
autism spectrum disorder (30). Petersen and
colleagues (27) also reported favorable treatment
outcomes with high acceptability rates, supporting
the idea that ACT can be a valuable intervention in
educational and clinical settings serving anxious
youth (27).

Research conducted by Fledderus and
colleagues in 2012 under experimental conditions
demonstrated  significant improvements in
depression, anxiety, fatigue, experiential avoidance,
and mental well-being, as well as positive thinking,
compared to the control group (31). In the study,
participants were assigned randomly to different
groups in 11 tests, while in 9 experiments,
participants were not subjected to random
assignment. It is worth noting that all participants
in these studies were adults. Across 18 studies,
iACT (individualized ACT) treatment was found
to have a significant impact on reducing anxiety,
with participants in 13 of these studies expressing
moderate to high satisfaction with the treatment
overall (29).

Furthermore, the effectiveness of the
metacognitive approach is corroborated by the
research of Wells (14), Nordahl and colleagues
(32), Van der Heiden and co-workeres (33),
Javandel Someesaraee and colleagues (34), Naderi
Lordegani and Chorami (35), and Sandin and
colleagues (36). Findings of Javandel Someesaraee
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and colleagues (34) suggested that metacognitive
strategies training can be beneficial in improving
emotional suppression, poor emotional experience,
unprocessed emotions, and emotional avoidance
in patients with GAD (34). Study of Naderi
Lordegani and Chorami (35) demonstrated that
metacognitive training improved the quality of
life and psychological resilience of Red Crescent
rescuers in their experimental group, and these
effects were sustained for two months (35). Main
finding of Aydin and co-workers (17) was that
positive beliefs about anxiety were associated with
reduced symptom severity in individuals with
GAD. Additionally, individuals with high levels
of health consciousness held more positive beliefs
about anxiety. They were more concerned about the
internal experiences of GAD patients, who, in turn,
held negative beliefs about the uncontrollability,
danger, and the need to control their thoughts.

Nordahl and colleagues, investigated the
effectiveness of MCT in assisting individuals with
GAD. The objective was to determine if this therapy
could reduce anxiety and worry while enhancing
overall quality of life. The findings indicated that
individuals with GAD experienced reduced anxiety
and worry, ultimately leading to an improvement
in their overall quality of life (32). Similarly, in a
study conducted by Van der Heiden and colleagues,
significant improvements were observed in the
participants’ condition following the completion of
both MCT and ACT treatments (33).

Research of Wells in 2010 revealed that 31
patients underwent individualized treatment
over 8 to 13 weekly sessions. The recovery rate
for MCT was 81% for trait worry and 11% for
applied relaxation. At the six-month follow-up, the
recovery rate for MCT remained high at 71% for
both worry and trait-anxiety variables, while for
relaxation therapy, it was only 11% and 31% for the
respective variables. The twelve-month recovery
rate for MCT was 81% for worry and 61% for trait
anxiety, whereas for applied relaxation therapy, it
was 11% and 31%, respectively. In conclusion, based
on recovery rates and effect size in this research, it
can be concluded that MCT is more practical than
applied relaxation therapy (14).

To further elucidate these findings, it is essential
to understand that individuals with GAD tend to
avoid their emotions and thoughts due to their
behavioral limitations. According to the model
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developed by the researchers, individuals with
GAD react negatively to their emotions and attempt
to evade them in their actions and thoughts.
Occasionally, individuals may encounter situations
that induce fear or distress, prompting them to
distance themselves from these experiences. While
this avoidance may provide short-term relief from
the distress associated with internal experiences,
it ultimately reinforces behavioral restrictions and
diminishes activities that individuals value (14, 37).

On the other hand, the model of avoiding
worry and GAD posits that increased emotional
and physical experiences can lead to the effective
processing of emotional signals. Habituation
and desensitization eliminate the potential
for confronting fear-inducing signals entirely,
rendering worry an ineffective cognitive effort to
address perceived threats while avoiding distressing
emotional and physical experiences. According
to this model, catastrophic mental images are
replaced by verbal activities that result in reduced
distress and physical activity. Therefore, anxiety is
negatively reinforced through the elimination of
distressing and fear-inducing mental images (38).

4.1. Limitation

However, it is essential to acknowledge certain
limitations in this study. The small sample size
and non-random sampling method pose a risk of
potential flaws in the results. Additionally, self-
report instruments may introduce recall bias and
response imprecision, potentially influencing the
findings. Despite efforts to statistically control
extraneous variables, some subject-related factors,
such as comorbid physical conditions that may
manifest similar symptoms, could have been
overlooked. Therefore, future studies should
consider these factors as exclusion criteria.
Subsequent research should also adopt longitudinal
designs to examine changes in mindfulness and
metacognition over time and identify causal
predictors of symptom severity in individuals
with GAD. Finally, it is advisable to assess
mindfulness and metacognition in AD patients
who are not undergoing pharmacological or non-
pharmacological treatments to prevent potential
interference with symptom severity assessments.

5. Conclusion
In summary, this study posits that cultivating
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affirmative cognitions regarding apprehension
could potentially ameliorate the gravity of anxiety
disorders in adult individuals. Intriguingly, the
conscious awareness and concentration on the
current moment did not appear to exhibit a
discernible correlation with the manifestation of
mild anxiety. Consequently, the proposal suggested
that, rather than emphasizing mindfulness, it may
be more advantageous to concentrate on enhancing
pessimistic  cognitive constructs concerning
ruminative processes and knowledge acquisition
among adults diagnosed with anxiety disorders.
Given the pioneering nature of this investigation,
further research is imperative to elucidate the
impact of metacognitive beliefs on the anxiety
levels of adults.
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