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Sommaire 

 
La thérapie cognitive (TC) et la thérapie d’acceptation et d’engagement (ACT) 

reposent sur de différents principes philosophiques. La TC cible le changement de la 

forme et de la fréquence des expériences mentales, tandis que le ACT se concentre 

sur la compréhension du contexte des pensées et des sentiments. L’intégration de ces 

deux approches thérapeutiques dans une seule thérapie psychologique pourrait 

s’avérer bénéfique vu que les clients se voient ainsi offerts une plus grande flexibilité 

et un plus vaste répertoire de stratégies thérapeutiques. Dans le cadre d'une thérapie 

combinée, les clients pourraient se voir proposer des lignes directrices qui expliquent 

quand les techniques orientées vers le changement (par exemple, la restructuration 

cognitive) seraient plus efficaces et quand les techniques d'acceptation (par exemple, 

la défusion) seraient à privilégier. Un traitement combiné pourrait également être 

avantageux pour les clients souffrant de dépression qui n'ont pas connu de 

soulagement de symptômes en utilisant une modalité thérapeutique traditionnelle, 

grâce à un plus vaste choix d'outils pour faire face à leurs défis. Cette thèse traitera de 

l'utilité de l'intégration de la thérapie cognitive (TC) et de la thérapie d'acceptation et 

d'engagement (ACT) pour le traitement de la dépression et/ou de la dysthymie dans 

un contexte de thérapie de groupe. Avec la contribution de deux articles, la 

justification de l'intégration sur des bases théoriques sera présentée, ainsi que les 

principaux résultats empiriques d'une étude portant directement sur la question. 

 

Le premier article est de nature théorique et décrit la justification pour l'intégration 

des deux approches thérapeutiques, qui reposent sur des bases philosophiques 

différentes, pour traiter la dépression et la dysthymie. De son côté, la thérapie 

cognitive traditionnelle vise à aider les clients à modifier leurs distorsions cognitives 

et à créer de nouvelles pensées adaptatives. Ce processus, à son tour, peut améliorer 

l'humeur. La thérapie d'acceptation et d'engagement (ACT), quant à elle, vise à aider 

les clients à développer des stratégies pour mieux accepter et pour se détacher de 
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leurs pensées et émotions angoissantes plutôt que de les restructurer ou d'essayer 

d’aider le client à s’en débarrasser. Les clients sont encouragés à développer une 

connexion avec leurs valeurs personnelles et à s'engager à prendre des mesures 

concrètes pour avancer, malgré leurs états d'humeur difficiles. Il y a aussi d'autres 

différences importantes entre les deux approches, dont les suivantes: la TC a tendance 

à se concentrer sur la forme et la fréquence des pensées et des événements mentaux, 

tandis que le ACT a tendance à se concentrer sur le contexte des pensées, des 

sentiments et des sensations physiques (Twohig, 2009). En outre, la TC met l'accent 

sur la réduction des symptômes bouleversants. L’ACT, quant à elle, estime que la 

réduction des symptômes est moins importante que de vivre selon ses valeurs 

personnelles (Arch & Craske, 2008). Quoique la réduction des symptômes soit la 

bienvenue, elle est considérée comme un sous-produit du processus d’acceptation et 

d’engagement, plutôt que d’en être l’objectif premier. 

 

Je propose qu'il soit habilitant d’offrir aux clients des stratégies qui ont pour origine 

les deux approches thérapeutiques et de leur offrir la possibilité de sélectionner les 

outils qui conviennent le mieux à leurs réalités personnelles et à leurs personnalités. 

Le premier article théorique traitera de l'utilisation de directives particulières que j'ai 

compilées pour aider les clients à sélectionner les stratégies les mieux adaptées des 

deux approches contrastées. Certains chercheurs ont été source d'inspiration, et leurs 

théories sont présentées dans le premier article.   

 

Le deuxième article est de nature empirique et présente les résultats de mes 

recherches sur la faisabilité de la combinaison des thérapies cognitives et 

d’acceptation et d’engagement dans un échantillon communautaire de participants 

souffrant de dépression et/ou de dysthymie. Sur une période de deux ans, quatre 

groupes consécutifs ont été vus dans une clinique communautaire, dont 24 

participants ont complété un traitement d’une durée de 15 semaines. Des données 

post-traitement et de suivi ont démontré que les participants étaient satisfaits à l'égard 

du traitement, et qu’ils ont connu des diminutions importantes de la gravité de la 
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dépression et des augmentations significatives de leur qualité de vie sur les cinq 

périodes d’étude. Les résultats confirment qu’il est acceptable et faisable d'intégrer 

deux approches différentes (la TC et le ACT) pour traiter la dépression et/ou la 

dysthymie. 
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Mennin, Ellard, Fresco, and Gross (2013) propose that cognitive-behavioral 

therapies share common goals, principles, and processes. They introduce a framework 

that emphasizes behavioral adaptation as a unifying goal and present three core 

principles: context engagement, attention change, and cognitive change (Mennin et 

al., 2013). The authors point to the benefits of promoting “intervention science” that 

is “increasingly multimodal” and “interdisciplinary” (p. 236). They acknowledge the 

existence of philosophical differences in the techniques stemming from different 

approaches but believe that these different worldviews can be “honored” and 

“modeled” in the therapy (p. 245). Thus, Mennin et al. imply that one can use 

strategies from different philosophical approaches in one same therapy and this may 

have the potential to be therapeutically beneficial.   

 

As well, Ciarrochi and Bailey (2008) propose an integrated Cognitive 

Therapy (CT) plus Acceptance and Commitment Therapy (ACT) model in their book 

entitled A CBT Practitioner’s Guide to ACT: How to Bridge the Gap Between 

Cognitive Behavioral Therapy & Acceptance & Commitment Therapy that builds on 

traditional CT techniques with newer ACT tools added in a way that attempts to 

maintain a unified whole. The authors propose that ACT techniques can 

“supercharge” traditional CT and provide clients with an expanded reservoir of 

techniques (Ciarrochi & Bailey, 2008). The therapy techniques outlined in their guide 

target mental health problems in general and the model has not been directly tested in 

the treatment of clinical depression. 

 

Ciarrochi and Bailey make way for a flexible way of coping with cognitions 
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and emotions that can include cognitive restructuring but can also include defusion 

and acceptance techniques. Instead of relating to thoughts as fixed beliefs that need to 

be altered, defusion and acceptance – Ciarrochi and Bailey argue - allow people to 

distance themselves from the clutches of language and engage in mindful acceptance. 

As well, more effort can be placed on activating external behaviors that are in line 

with personal values (for example engaging in a hobby because it is tied to one’s 

spiritual identity).   

 

In the proposed CT and ACT integrated approach, clients are given the option 

of selecting which strategies are effective depending on context. As Ciarrochi and 

Bailey observe in their book, people can sometimes be keen on reinforcing accuracy 

and thus identification of cognitive errors and restructuring may be useful for them. 

However, in other contexts, the need may be different and other strategies may be 

more effective. For example, “believable thoughts” may not be testable at times and 

could be accurate, yet still cause distress. It may be more helpful in such situations to 

use acceptance techniques such as defusion, mindfulness, and engagement in 

committed action. Therapists are sometimes caught in a battle of trying to convince 

clients that their automatic thoughts are irrational and biased and that they should 

replace them with more rational appraisals. This kind of discussion can backfire 

because clients can feel criticized and ultimately resist pure restructuring attempts.  

 

The Ciarrochi and Bailey approach moves beyond purely focusing on content 

and helps people look at the utility of their thoughts and emotions using a vast 

repertoire of tools. However, it is important to point out that their framework is 

centered on integrating and adapting CT tools to fit into a larger ACT approach. In 

other words, the CT concepts are being cross-translated and now looked at through a 

contextual psychological flexibility lens (e.g. cognitive reappraisal is shifted into 

cognitive flexibility and exposure is shifted into response flexibility).  

 

What I have done in my research is significantly different and novel. The 
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therapy protocol that I have developed integrates two different therapeutic approaches 

(ACT and CT) while preserving their unique philosophical orientation and specific 

interventions, each grounded in its traditional form. As previously mentioned, 

guidelines will be provided to aid clients in their decision making process and help 

them decide when change strategies are the right choice versus when acceptance 

strategies are the right choice.  

 

I examined the feasibility and applicability of integrating strategies coming 

from traditional CT and ACT. I propose that a therapy that includes techniques from 

both CT and ACT provides clients with more options to deal with distressing 

thoughts, emotions, and sensations. Thus, I hypothesize that providing a greater 

degree of option creates more probability for positive change to occur. As well, I 

propose that it is not incompatible to include techniques from the different 

approaches in one same therapy program and that it can rather lead to an enriched 

treatment.  

 

Traditional CBT (Beck’s cognitive therapy), which we will refer to in the 

present thesis as CT, has proven to be an empirically effective treatment for a variety 

of psychological disorders. The main focus in CT is the modification of the content of 

cognitions. In contrast, ACT focuses on helping clients change the way they interact 

with their thoughts, feelings, and sensations. There is an emphasis in ACT on moving 

forward in the direction of one’s values, despite the suffering that may persist. Thus, 

clients are empowered to make room for distressing thoughts and emotions and are 

taught techniques to increase their distress tolerance. I argue that techniques that aim 

to change the content and frequency of cognitions (form) can be as helpful as 

techniques that target the context in which these cognitions are experienced 

(function). Thus, I believe that the two different treatment approaches can be 

employed in the same therapy as long as clients have guidelines to help them choose 

which technique to choose as a function of the context.  
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 I see great value in providing an extensive repertoire of tools to clients so that 

they can pick and choose which ones work for them. I propose that it is empowering 

for the client to be involved in this process of choosing what strategies they would 

like to try and that this may increase the likelihood of improvement because they are 

directly contributing to the steps involved in their treatment. There are studies in 

physical and mental health care that demonstrate the benefits of supporting the 

autonomy of clients throughout the therapy process. One study of 95 depressed 

outpatients randomly assigned to three different treatments found that there was a 

positive relationship between clients’ perceived support of autonomy as rated by the 

therapist and motivation in therapy (Zuroff et al., 2012). Another study of the 

effectiveness of an outpatient tobacco dependence program found that the promotion 

of participants’ autonomy and perceived competence improved long-term smoking 

cessation (Williams et al., 2009).  These findings and hypotheses are grounded in 

self-determination theory, which posits that individuals develop more favorably when 

behaviors are autonomous and self-motivated rather than being led by external 

pressure (Ryan & Deci, 2008). 

 

Clients can have tools in their toolbox that may not be helpful in a given 

situation but are worth remembering should they be useful later on. I am also 

reassured by the pilot data that I discuss in the second article that demonstrate that the 

combined approach is feasible and effective. As there is the potential for confusion 

when introducing two different therapeutic approaches in one and the same treatment 

program, I was careful to safeguard against this using various measures (which are 

outlined in the articles) and I also made sure to assess the participants’ level of 

satisfaction and comprehension.  In addition, I look at what techniques were preferred 

over others, and what participants felt could be improved in the treatment.  

 

The first theoretical article was accepted for publication in the Journal of 

Psychotherapy Integration. This journal promotes the integration of different 

psychological schools of thought.  The second article is currently under review at the 
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Journal of Cognitive Psychotherapy, which publishes research on CBT. 

 

This thesis will end with a conclusion that summarizes the main points of the 

research conducted and theoretical underpinnings.   
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Abstract 

Cognitive Therapy (CT) and Acceptance and Commitment Therapy (ACT) have 

different philosophical tenets. CT targets the form and frequency of mental 

experiences whereas ACT focuses on the context of thoughts and feelings. Integrating 

both approaches in one therapy may prove beneficial because clients are offered more 

flexibility and a vaster repertoire of strategies. In the combined therapy, we offer 

clients guidelines that explain when change-oriented techniques (e.g. cognitive 

restructuring) may be more effective and when acceptance techniques (e.g. defusion) 

may be more effective. This combined treatment may be advantageous for clients 

with depression who have not experienced symptom relief with traditional therapeutic 

modalities as they will be have more tools to cope with their challenges. This paper 

describes the development of a manualized group therapy that integrates CT and ACT 

for depression. The manual is being tested as part of a feasibility study currently 

under way in a community setting.  

Key words:  Cognitive therapy, acceptance, cognitive restructuring, depression, 

guidelines. 
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Introduction 

Cognitive behavioral approaches (e.g. Beck’s cognitive therapy) have proven to be 

empirically effective for treating a wide range of clinical disorders including 

depression. Since 1993, traditional cognitive therapy (CT) for depression has been 

recognized as a well-established treatment by the American Psychological 

Association’s Task Force. The results of meta-analyses have supported the 

effectiveness of CT for the treatment of depression (Butler, Chapman, Forman, & 

Beck, 2006; Gloaguen, Cottraux, Cucherat, & Blackburn, 1998). However, because 

the focal point in traditional CT has been on modifying the content of cognitions, 

specific techniques that train people to accept and distance themselves from painful 

thoughts and emotions are not emphasized as much in CT. 

 “Third wave” therapies focus on acceptance and mindfulness strategies and do 

not consider cognitive restructuring a central therapeutic technique (Hayes, Villatte, 

Levin, & Hildebrandt, 2011). One such treatment model that has gained much 

attention is Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, & Wilson, 

2012). In ACT, rather than changing or disputing negative thoughts clients are taught 

to defuse from them using various techniques that promote the process of 

disentanglement. As well, instead of seeking to reduce uncomfortable emotions and 

sensations, clients are encouraged to mindfully accept these experiences with an 

emphasis on living in accordance with personal values (Hayes, Strosahl, & Wilson, 

2012).  

The American Psychological Association has stated that ACT has modest 

research support for treating depression (APA Div 12 SCP. 2012). ACT also has 

strong research support for treating chronic pain, and modest research support for 

treating OCD, psychosis, and “mixed anxiety”. As well, ACT has merited the title of 

an “empirically supported” treatment by the US Substance Abuse and Mental Health 

Services Administration (SAMHSA, 2012) for depression, obsessive-compulsive 

disorder, for promoting general mental health, and preventing rehospitalisation.  Two 

recent meta-analyses have found that ACT is equivalent in effectiveness with CT for 

the treatment of depression, anxiety disorders, addictions, and somatic health 
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problems (Davis et al., 2015; A-Tjak et al., 2015).  

Despite CT’s status as the gold standard treatment for depression and its 

widespread empirical support, some studies have shown that 30-60% of clients with 

depression fail to experience significant improvement with pure CT (DeRubeis et al., 

2005; Dimidjian et al., 2006). A sizable proportion of these clients have comorbid 

conditions such as personality disorder symptoms and anxiety disorders.  As well, at 

least 15% of clients with major depression have chronic depression (Eaton, Shao, & 

Nestadt, 2008), now referred to in DSM-5 as Persistent Depressive Disorder (PDD) 

or dysthymia. This form of depression is present for most days over a period of two 

years or longer. “Double depression” can also exist when the person has a diagnosis 

of both major depression and dysthymia (American Psychiatric Association, 2013). 

Because clients that exhibit this more chronic course of depression do less well with 

standard CT, we hypothesize that integrative treatments that offer a variety of tools 

may be beneficial.  

Despite some overlap between the therapeutic constructs and mechanisms in 

ACT and CT, the differences in philosophy, theory, and chosen techniques appear to 

resonate as overtly different when they have been presented in therapy with clients.  

Instead of disregarding one therapeutic approach in favor of another, we see the value 

of offering both set of techniques to clients, and providing them direction in the form 

of guidelines as to when to choose which set of techniques. For example, what 

circumstances may indicate the use of direct change-oriented techniques (e.g. 

cognitive restructuring) as opposed to acceptance techniques (e.g. defusion) and vice 

versa. Combining both approaches also allows recognizing that techniques from a 

given approach may be better suited not only depending on the client’s circumstance 

or situation, but also based on personal preference, personality, or diagnostic profile. 

 We propose that offering a therapy that includes both traditional CT and ACT 

strategies allows clients to have more options for dealing with distressing thoughts 

and emotions and thus increases the effectiveness of the therapy. We will describe the 

development of a manualized therapy program that we created that combines 

traditional CT and ACT for the treatment of depression whose feasibility, 
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applicability and coherence will be described in a later article. To our knowledge, this 

will be the first integrative package that explicitly combines CT and ACT for the 

treatment of depression. We will offer clients guidelines for helping them decide 

when to use acceptance strategies versus change oriented strategies. We will argue 

that although the two approaches are based on different philosophical tenets, clients 

can be introduced to both conceptualizations in the same treatment program in order 

to choose which tools they prefer. We predict that clients can be taught greater 

flexibility by learning how to detect, challenge, and dispute cognitions while, at the 

same time, learning acceptance, defusion, mindfulness and values-based response 

flexibility. The guidelines will be provided to ensure cohesion by assisting clients in 

deciding when to use defusion (cognitive distancing) and when to use cognitive 

restructuring. The guidelines are also written in an easy and clear manner so as to 

prevent confusion and assist participants with the decision making process.    

Cognitive Therapy (CT) 

Cognitive therapy (CT) is the more traditional form of therapy developed by 

Dr. Aaron Beck in the 1960s that has its place alongside other approaches in the 

larger CBT family. There is ample evidence supporting the effectiveness of cognitive 

therapy (CT) to treat a plethora of mental disorders (Butler, Chapman, Forman, & 

Beck, 2006; Myhr & Payne, 2006). Meta-analyses have found that overall CT is as 

effective as antidepressant medication in the treatment of anxiety disorders and 

depression (Otto, 2004). There is a lower relapse rate with CT for depression 

compared to pharmacotherapy (Gloaguen, Cottraux, Cucherat, & Blackburn, 1998).  

Acceptance and Commitment Therapy (ACT)  

Acceptance and commitment therapy (ACT) targets the context and function 

of thoughts, sensations, and emotions rather than their content, accuracy, frequency, 

or intensity (Hayes et al., 2011). By function, we refer to the relationship people have 

with their thoughts.  ACT seeks to promote psychological flexibility by encouraging 

clients, with the use of acceptance and mindfulness techniques, to open up to their 

distressing experiences in order to move forward in their lives guided by their values.   

Within ACT, experiential avoidance is seen as a universal phenomenon that 
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touches us all and is not limited to a diagnostic category. A person’s natural 

inclination is to struggle with and/or avoid private events (memories, thoughts, etc.) 

that are distressing and cling to or attempt to control events that induce pleasure.  

Differences between CT and ACT 

 CT and ACT share many features such as their therapeutic focus on the 

present and on private internal experiences (thoughts, sensations, emotions).  

However, there are inherent characteristics that make the approaches unique.  ACT 

and CT have different epistemological roots. CT is based on a philosophy of 

“elemental realism,” which contends that there is an objective reality that exists and 

thus one’s mind can distort or misconstrue this reality (Dozois & Beck, 2011; 

Herbert, Gaudiano, & Forman, 2013). This leads to CT’s rationale for using change 

strategies focused more on reshaping schemas, beliefs, and thoughts so as to realign 

the person with a more accurate appraisal of reality (Dozois & Beck, 2011).  

However, ACT adopts the philosophy of functional contextualism that “views 

psychological events as ongoing actions of the whole organism interacting in and 

with historically and situationally defined contexts” (Hayes, Luoma, Bond, & 

Masuda, 2006, p. 4). Thus, ACT assumes that our reality changes depending on 

context and that it is more helpful to look at what works (workability or functionality) 

rather than what is true (reality testing). Thus, CT targets the form and frequency of 

mental experiences whereas ACT tends to focus on the context of thoughts, feelings 

and physical sensations (Twohig, 2009). Another important distinction between the 

two approaches is their position on the utility of symptom reduction. CT specifically 

aims to reduce distressing symptoms in clients. ACT, on the other hand, sees 

symptom reduction as less important than valued living (Arch & Craske, 2008). This 

is not to say that ACT discounts the value of symptom reduction. Rather, it sees 

symptom reduction as an inevitable after-effect. In addition, CT is different from 

ACT in how goals are conceived throughout therapy.  In CT, goals are concrete 

objectives aiming to diminish distress and improve mood or well-being. However, in 

ACT, goals are seen instead as valued directions to be clarified and refined with the 

aim of moving forward in life. Thus, there are clear distinctions between ACT and 



23 

CT.   

With regards to differing treatment techniques, CT primarily uses didactic 

techniques such as Socratic questioning, cognitive restructuring and behavioral 

experiments whereas ACT uses metaphors and experiential exercises (Herbert & 

Forman, 2014). The role of cognitive defusion in CT is seen as secondary to cognitive 

reframing whereas in ACT it is a primary technique used to promote willingness and 

committed action (Herbert & Forman, 2013). Hence, the primary focus in ACT is on 

coming into direct contact with distressing emotions and distancing oneself from 

thoughts or emotions instead of trying to control them. In contrast, the central focus 

in CT is on changing private experience leading in turn to behavior change. Thus, 

there is a differing treatment focus in ACT and CT and we highlight these distinct 

features to demonstrate the vast repertoire of techniques that each has to offer.   

Group CT 

Cognitive therapy has been found to be effective in treating some mental 

disorders when delivered in a group format. Cognitive Behavioral Group Therapy 

(CBGT) is a particularly cost effective and efficacious treatment for depression 

(Tucker & Oei, 2007). Numerous studies have shown that CBGT is effective in 

treating depression and is not inferior in effectiveness to individual CT (McDermut, 

Miller, & Brown, 2001; Morrison, 2001; Scott & Stradling, 1990; Shapiro, Sank, 

Shaffer, & Donovan, 1982). A non-randomized study conducted in 2009 looked at 

the effectiveness of group CT compared to individual CT in treating depression in a 

community mental health care setting (Craigie & Nathan, 2009). Participants treated 

individually fared better with regards to symptom reduction, but both individual and 

group therapy were effective (Craigie & Nathan, 2009). A meta-analysis was recently 

conducted to assess the overall effectiveness of individual and group CT in the 

treatment of unipolar depression in routine clinical practice settings. Individual and 

group CT were found to be equally effective in the treatment of depression (Hans & 

Hiller, 2013). The cost-effectiveness of CT in a group format relates to treating a 

greater number of clients at a time and reducing wait lists (Lewinsohn & Clarke, 

1999; Morrison, 2001). 
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Comparing the Effectiveness of ACT with CT 

There is a growing amount of research demonstrating that ACT is as effective 

as other empirically supported treatments for a range of mental disorders. A recent 

meta-analysis that included 60 randomized controlled studies found ACT to be as 

effective as CBT (Öst, 2014). In an early study, ACT was found to be as effective as 

CT in treating two samples of depressed women (Zettle & Hayes, 1986). A 

randomized controlled trial found that participants in the ACT condition showed 

equivalent improvement in depressive and anxiety symptoms compared with those in 

the CT condition (Forman, Herbert, Moitra, Yeomans, & Gellar, 2007). An early 

intervention targeting depressive symptomatology using ACT was found to be 

effective (Bohlmeijer, Fledderus, Rokx, & Pieterse, 2011). L. Hayes, Boyd, and 

Sewell (2011) found ACT to be superior to treatment as usual in helping 38 depressed 

adolescents. Thus, ACT is proving itself to be an effective therapeutic approach for 

the treatment of a range of mental health disorders.  

Combining CT and ACT: Research 

There are many studies comparing ACT and CT but there is little research on 

the additive effects of ACT and CT. There are a few studies that demonstrate the 

effectiveness of combining traditional CBT strategies with ACT strategies to treat 

certain mental disorders in a group format and in individual therapy. However, the 

findings have mostly come from non-randomized studies with no control groups 

and/or case studies with a small number of participants. A case study found that a 

combined treatment of CBT and ACT, in an individual therapy format, yielded a 

significant improvement in pain experience and sleep quality in an elderly woman 

with an eight year history of chronic pain (Lunde & Nordhus, 2009). In the therapy, 

the woman was trained to identify her negative thoughts and consider their impact but 

there were no attempts to restructure or replace the maladaptive thoughts.  Another 

study found that a group therapy integrating ACT and mindfulness techniques into an 

existing cognitive behavioral treatment produced marked improvements in anxiety 

levels for the four patients participating who were suffering from generalized anxiety 

disorder (GAD) (Orsillo, Roemer, & Barlow, 2003). The authors of this study 
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acknowledge that it is possible that the cognitive behavioral components were what 

contributed the most to the improvement in anxiety levels. However, they mention 

that participants were surveyed afterwards and found the acceptance-focused tools 

(value-driven action, enhanced willingness, and mindfulness) to be particularly 

beneficial (Orsillo et al., 2003). In an open trial of ACT combined with CBT for the 

treatment of GAD, the 16 clients enrolled demonstrated improvements in anxiety, 

depression, and quality of life (Roemer & Orsillo, 2007). These gains were 

maintained at a three-month follow-up point. The three previously discussed studies 

combined ACT with traditional therapy elements that were more behavioral than 

cognitive (e.g. exposure and relaxation techniques).  Again, there were no attempts to 

restructure or alter negative thinking in these studies.   

Three participants were treated for GAD in an investigation of the 

effectiveness of combining emotional regulation strategies (Mennin, 2006), 

acceptance and commitment-based strategies and CT (Carrier & Côté, 2010). This 

study used cognitive restructuring techniques in their original Beckian form and 

combined these with ACT and Mennin’s emotional regulation therapy skills. The 

results were such that all three participants benefited from the enriched therapy 

approach for their anxiety at the end of treatment. Aside from Carrier and Côté’s 

study, the majority of studies looking at treatments that combine CBT and ACT have 

purposefully omitted traditional cognitive processes, such as cognitive reappraisal, 

and have accentuated psychological flexibility mechanisms found in ACT such as 

acceptance, mindfulness and values. We propose to keep these traditional cognitive 

elements in our study because we believe that they are equally important and 

beneficial. 

Mindfulness-Based Therapies 

Studies that look at the effectiveness of combining traditional CT and ACT 

for the treatment of depression are lacking. However, there are a few studies that 

investigate a combination of CT and mindfulness-based therapy to treat depression 

and the results are encouraging. Mindfulness, as a therapeutic process, is shared 

between ACT and MBCT.  Mindfulness-Based Cognitive Therapy (MBCT) is 



26 

already an established treatment for recurrent depression (Segal et. al, 2012). 

However, in MBCT there is no focus on cognitive restructuring. For the purpose of 

our study, we are interested in reviewing studies that utilize cognitive restructuring 

combined with MBCT or mindfulness-based therapies. A case study investigated the 

integration of mindfulness with CT to treat an individual suffering from recurrent 

depression (Beckerman & Corbett, 2010). The therapy improved the individual’s 

mood (he was experiencing an acute state of depression) and prevented relapse as 

assessed at a two-year follow-up point. The authors of this study recommend that 

more research be conducted to study the efficacy of integrating mindfulness 

techniques into existing therapies (Beckerman & Corbett, 2010). A recent study 

conducted in India investigated the effectiveness of an eight-week therapy 

incorporating mindfulness meditation and cognitive restructuring with a sample of 

five patients suffering from depression (Sharma, Sudhir, & Narayan, 2013). Three of 

the five patients experienced significant improvement in outcomes related to mood, 

work and social adjustment. A randomized controlled study is currently underway 

studying the integration of CBT (psychoeducation, skills training and cognitive 

restructuring) with mindfulness skills in the treatment of veterans with PTSD and 

their partners to improve relationship functioning (Davis, 2013). The results of these 

studies, albeit limited in their sample size support the validity and usefulness of 

integrating CT with mindfulness-based therapies in the treatment of mood and 

anxiety disorders.  

Dialectical Behavior Therapy (DBT) 

 DBT is a treatment that was developed by Marsha Linehan in the early 1980s 

to treat highly suicidal patients, many of whom had borderline personality disorder 

(BPD). DBT is increasingly being adapted for a range of disorders marked by 

emotional dysregulation (Lynch et al., 2007). Linehan’s treatment evolved out of her 

observations that skills training from a purely behavioral approach was problematic 

for patients with BPD because the overemphasis on change was experienced as 

potentially invalidating. For example, a patient who has longstanding difficulties 

regulating intense affect, due in part to her experience of childhood abuse combined 
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with a certain biological proclivity heightening her emotional sensitivity, will likely 

react negatively to being instructed in therapy to work on changing her thinking 

patterns. Thus, Linehan highlighted the importance of validation as a central 

therapeutic strategy. 

DBT incorporates acceptance and mindfulness (heavily drawn from Buddhist 

ideology) while still preserving the utility of behaviorally driven change strategies.  

This “dialectic” has proven itself to be particularly effective in helping patients with 

BPD as they are encouraged to balance and synthesize two seemingly opposite 

therapeutic elements (acceptance and change; Farmer & Chapman, 2008). 

 DBT’s emphasis on dialectics bears some resemblance to what we seek to 

accomplish in our proposed therapy combining ACT and CT for the treatment of 

depression. Linehan’s model is centered on balancing and synthesizing acceptance 

and change oriented-techniques (Farmer & Chapman, 2008). The therapist works 

closely with the client to identify under what conditions a change strategy may prove 

more beneficial than an acceptance strategy to relieve distress and vice versa.  

However, in DBT there is no use of traditional cognitive restructuring techniques.  

Unhelpful thought patterns are identified (e.g. black and white thinking and fortune 

telling) but there no direct cognitive change interventions are applied because 

thoughts are conceptualized as unobservable behaviors that are contextually driven 

and not easily manipulated (Robins & Rosenthal, 2011). Thus, despite the similarities 

between DBT and our proposed therapy these differences are noteworthy. We suggest 

that it can be beneficial to include traditional cognitive restructuring techniques for 

the treatment of depression and that two philosophical approaches (contextualism and 

elemental realism) can be included in one treatment as long as clients understand the 

differences between the approaches and are guided in selecting which strategies work 

best for them.  

Combining CT and ACT: Clinical Rationale 

An argument can be made for focusing both on form and function in therapy 

in order to optimize a treatment for depression. In other words, techniques that aim to 

change the content and frequency of thoughts (form; CT) can be as empowering as 
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techniques that target the context in which these cognitions are experienced (function; 

ACT). There is the potential for confusion, however, as one can find it difficult to 

choose whether to start with acceptance techniques versus cognitive restructuring to 

target problems. It is critical that guidance is provided and that clients understand that 

circumstances may imply the suitability of a certain approach. However, it is also 

important that clients appreciate the fluidity of these approaches and that the choice 

of approach or technique is personal and constantly evolving. Ciarrochi and Bailey 

(2008) propose an integrated CT plus ACT model that builds on traditional CT 

techniques with newer ACT tools added in a way that attempts to maintain a unified 

whole. They believe that ACT techniques can “supercharge” traditional CT and 

provide clients with an expanded reservoir of techniques (Ciarrochi & Bailey, 2008). 

The therapy techniques target mental health problems in general and the model has 

not been directly tested in the treatment of depression. 

The integrated approach proposed by Ciarrochi and Bailey modifies the ABC 

model of distress endorsed in CT. In CT, clients are introduced to the power of 

cognitions in shaping mood states after a situation arises. Clients are then taught to 

change cognitions using various restructuring techniques that in turn lead to more 

favorable emotional reactions and are given the option of selecting which strategies 

are effective depending on context. As Ciarrochi and Bailey observe, people can 

sometimes be keen on reinforcing accuracy and thus identification of cognitive errors 

and restructuring may be useful. However, in other contexts, the need may be 

different and other strategies may be more effective. For example, “believable 

thoughts” may not be testable at times and could be accurate yet still cause distress.  

It may be more helpful in such situations to use acceptance techniques such as 

defusion and engage in committed action. Therapists are sometimes caught in a battle 

of trying to convince clients that their automatic thoughts are irrational and that they 

should replace them with more rational appraisals. This can backfire because clients 

can feel criticized and ultimately resist pure restructuring attempts.  The Ciarrochi 

and Bailey approach moves beyond purely focusing on content and helps people look 

at the utility of their thoughts and emotions using a vast repertoire of tools. However, 
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it is important to point out that their framework is centered on integrating and 

adapting CT tools to fit into a larger ACT approach.  Thus, the CT concepts are cross-

translated and understood through a contextual psychological flexibility lens (e.g. 

cognitive reappraisal is shifted into cognitive flexibility and exposure is shifted into 

response flexibility). Within this scope, cognitive restructuring is believed to have 

limited utility and there is much less emphasis on reappraisal. Thus, as Ciarrochi and 

Bailey state, the ultimate aim of the model is to “adapt CBT technology to the goals 

of acceptance and action”. What we propose to do is different. The therapy protocol 

that we have developed integrates two different therapeutic approaches (ACT and 

CT) while at the same time preserving their unique philosophical orientation and 

specific interventions, each grounded in its traditional form. As previously 

mentioned, guidelines will be provided to aid clients in their decision making process 

and help them decide when change strategies are the right choice versus when 

acceptance strategies are the right choice. 

Fishman, Rego, and Muller (2011) write about major differences and 

similarities that exist across the main currents of CBT. They note that for many years 

CBT has been driven by a perspective of “pragmatic behaviorism”. Thus, techniques 

from past generations of therapies have been integrated harmoneously with more 

recent therapies (e.g. using cognitive techniques within a behavioral approach or 

using acceptance within a cognitive model) to the extent that they help “solve real-

world problems” (p. 130). Persons (2008) also supports the idea of integrating 

techniques from different therapies in her approach to case conceptualization. She 

states that acceptance-focused therapies (such as ACT and MBCT) can be used in 

addition to traditional CT to help with case formulation and therapy. Persons’ 

perspective is that other cognitive approaches do “not contradict Beck’s theory but in 

fact complement and elaborate on it” (p. 36). She comments on the richness of a 

stance that employs different treatment formulations/plans based on an individual’s 

symptom presentation, background, and preferences. She views this case-by-case 

approach as beneficial because it may help retain clients. She remarks on the 

usefulness of a method that permits changing the therapeutic philosophy should the 
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client not be keen on using a particular skill or treatment angle on a given day. 

Persons also remarks that the case conceptualization for a single client can evolve and 

change at different points in the therapy. She also states that interesting future 

research would involve looking at “whether the benefits of this strategy outweigh the 

risks” (p. 9). Thus, Persons believes that “second wave” and “third wave” strategies 

do not contradict each other and that they can be used concurrently in the same 

therapy. In a recent meta-analysis of 30 studies with different clinical populations 

(chronic pain, mood and anxiety disorders), both acceptance and control-oriented 

strategies were found to be effective for different purposes (Kohl, Rief & Glombieski, 

2013). Acceptance strategies were more effective than another emotional regulation 

strategies such as distraction and reappraisal with respect to pain tolerance but not for 

pain intensity and negative affect. However, control-oriented strategies (such as 

reappraisal and distraction) were found to be superior for symptom reduction. Thus, 

these results are in line with the ACT and cognitive behavioral models respectively. 

The studies suggest that both approaches are effective depending on purpose and 

context. Thus, a pragmatic viewpoint regards tools from different approaches as 

equally useful and provides support for the use of an integrated treatment model.  

Leahy, Tirch, and Napolitano (2011) advocate for an integrated approach to 

emotional regulation and they state  “our clinical experience is that there is no one set 

of interventions that works for every patient, and the clinician can enhance the 

effectiveness of therapy through flexibility of approach without requiring a strong 

allegiance to one model” (p. 200). These authors come from different theoretical 

backgrounds (ACT, CT and DBT). They have integrated ACT, CT, DBT, Emotion 

Focused Therapy and Compassion Focused Therapy in a way that preserves the 

original theoretical assumptions of the source material. They believe in the 

importance of adapting the therapy to the patient’s needs and point out that some 

people may respond well to cognitive restructuring and experience a consequent 

diminishing of negative emotion while others may benefit from mindfulness and 

acceptance, perhaps more so if they are experiencing intense emotional distress 

(Leahy et al., 2011). As well, in each chapter of their book describing a specific 



31 

clinical approach (i.e. cognitive restructuring), guidelines are suggested for selecting 

techniques and linking each technique to pertinent alternatives. For example, when 

the authors focus on acceptance and willingness, they point out that some clients may 

be too embarrassed or self-conscious to engage in certain meditation methods and 

that it could prove useful to work on restructuring their automatic thoughts and/or to 

ultimately turn to other techniques or a different approach altogether (Leahy et al., 

2011). Thus, being able to treat a clinical problem from different angles and 

therapeutic perspectives may prove to be particularly empowering as it promotes 

greater flexibility for clients. 

It may be that certain individuals gravitate more towards acceptance-oriented 

approaches (e.g. ACT) and others more towards change-oriented approaches (e.g. 

CT) depending on their personality style. There are some empirical results that 

support this hypothesis but more research is needed. For example, CBT practitioners 

have been found to be more conscientious, orderly, and efficient (Ogunfowora, & 

Drapeau, 2008; Arthur, 2000, 2001; Scragg, Bor, & Watts, 1999).  Ogunfowora and 

Drapeau hypothesize that conscientious individuals may be drawn to the structure of 

cognitive behavior therapy. The same trend could be predicted for clients. In other 

words, it could be that conscientious individuals are more attracted to traditional CT 

whereas less conscientious individuals have more of a preference for ACT or other 

therapies. For example, Arthur (2000) found that psychoanalytic therapists scored 

higher on the “intuiting” scale whereas CBT therapists scored higher on the 

“conforming” scale of a reliable personality measure.   Thus, personality has been 

found to correlate with therapeutic preference.      

Farmer and Chapman (2008) outline certain considerations for therapists in 

deciding whether to use acceptance versus change-oriented techniques. For example, 

they advocate for the use of acceptance techniques when the client’s thoughts or 

emotions are justified (e.g. thoughts related to wanting to weigh less when the client 

is actually overweight). On the other hand, they point out that when thoughts or 

emotions are unjustified (e.g. thoughts about being overweight when the client is 

actually thin), change-oriented strategies such as cognitive restructuring may be more 
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helpful. They also highlight other guiding principles for therapists to follow that 

would influence the choice of when to use acceptance vs. change-oriented strategies 

based on whether the client’s situation or reactions are changeable or unchangeable 

and effective or ineffective (Farmer & Chapman, 2008).  Many of the guidelines are 

based on the work of Farmer and Chapman and were incorporated into the treatment 

manual for our study. The strength of an approach that combines and balances 

change-oriented techniques and acceptance strategies is that this method gives clients, 

upon training, the option of selecting the most effective strategy based on 

circumstance and personal preference. This leads to a more comprehensive therapy 

that is tailored to the client’s needs and potentially increases effectiveness. 

Ultimately, an enriched group treatment that incorporates traditional CT and ACT 

may be advantageous for clients who have chronic depression and have not 

experienced significant symptom relief with traditional therapeutic modalities.      

These perspectives are in line with some current work by Herbert and Forman 

(2013), who have warned against putting traditional CT and ACT theories in 

opposition to one another. The authors state that “proponents of either perspective 

should be willing to embrace useful technological innovations from the other without 

hesitation. Technical eclecticism in this sense makes infinitely more sense than 

theoretical dogmatism” (p. 222). Their rationale partly stems from the prediction that 

change-oriented techniques may work more effectively than acceptance strategies in 

some situations (Herbert & Forman, 2013). Hoffmann et al. (2011) recommend that 

future studies examine the effectiveness of combining CT with other emotional 

regulation techniques, and they highlight the importance of “tailoring” strategies to 

individuals and diagnoses to maximize treatment outcomes (p. 284). 

It would be interesting to study the advantages of sequencing in future 

research. That is, studies should be conducted to examine whether it is more 

beneficial to introduce ACT first and then CT or vice versa. We are not aware of any 

theoretical rationale or empirical research that has looked at this, and our treatment 

manual introduces CT and CT at relatively the same time and spread the approaches 

out evenly over the course of therapy. For some, using acceptance techniques first can 
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help to decrease intense emotions so that one can subsequently move forward and get 

further relief with cognitive restructuring. However, for others, it may be more 

helpful to use cognitive restructuring first to help diminish negative emotions. Then, 

acceptance can follow to deal with uncontrollable emotions or thoughts. Again, 

hypotheses about sequencing effects have to be studied empirically. 

Proposing a Manual that Incorporates ACT and CT for the Treatment of Depression 

in a Group Context 

We created a treatment manual that is comprised of techniques and material 

drawn from a number of different texts. These sources are referenced in the manual 

and are adapted at times. They include ACT for Depression (Zettle, 2007), Mind over 

Mood (Greenberger & Padesky, 1995), The Happiness Trap (Harris, 2008), Thoughts 

and Feelings (McKay, Davis, & Fanning, 2007), The Mindfulness and Acceptance 

Workbook (Strosahl & Robinson, 2008) and the CBT group protocol for depression 

developed by Sinyor and Hawley at the Royal Victoria Hospital in Montreal, Quebec, 

based on Mind over Mood (Greenberger & Padesky, 1995). Our manual contains 

detailed session-by-session content for a group therapy that spans 15 weeks. Each 

session lasts 1.5 hours. It is ideal for a group of this kind to have at least 5 

participants enrolled to maximize cohesion but also permit a sufficient amount of 

participation. The treatment protocol includes verbatim instructions for therapists and 

take-home messages handed out at the end of each session summarizing the core 

concepts. There is homework assigned at the end of each group meeting that is 

reviewed at the beginning of the following session. Group participants are also 

informed that homework is collected by the therapists, is reviewed and then returned 

at the next session. There are experiential and didactic exercises that clients are 

encouraged to participate in. The group therapy is conducted in such a manner that 

participants are seated around a table with the therapists positioned in front so as to 

stimulate a psychoeducational learning atmosphere. To encourage group cohesion, 

the manual specifies that participants often team up in pairs at the beginning of the 

session to review their experiences with the homework practice.   

In the manual, the CT-specific content is printed in green and the ACT 
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specific content is printed in purple. This may appear to be a trivial detail but it was 

deemed important to incorporate this color code to identify which therapy the content 

belongs to so as to orient the therapist towards adopting the appropriate therapeutic 

stance. In addition, participants are made aware of the therapeutic model of the 

specific technique or concept being presented so they can compare and contrast with 

strategies introduced from a different therapeutic orientation.  Furthermore, much of 

the content remains printed in black because it is atheoretical, relates more to session 

format, or refers to specific considerations about the therapy as a whole (e.g. 

regarding the function of the guidelines). 

The therapy is structured in such a way that participants are reminded 

throughout the treatment that they have been introduced to two different therapy 

approaches (CT and ACT), that the two treatment models are equally useful and that 

they are benefiting by being taught more varied techniques. Group participants are 

also advised that specific guidelines are presented in the treatment to help them 

choose when one approach may be more suitable over another, depending on 

circumstance or personal preference. 

A thorough description of the main therapeutic components of the 15 

manualized sessions is found as online supplemental material (see Appendix).  An 

overview of the sessions is depicted in Table 1.            

Case Illustrations 

 To illustrate the application of the manual, we will describe below the therapy 

process for two individuals who completed the treatment using the manual.   

Robin was a man in his early 40s who worked full-time in the business sector. 

He had been treated for depression for many years with antidepressants. He had a 

history of relationship breakups and felt like he had difficulty trusting his romantic 

partners. He had been assessed for psychotherapy in the past but had never followed 

through and felt like group therapy could be beneficial as he could learn from others 

and engage more comfortably in a group context. He was diagnosed with major 

depressive disorder, with recurrent depressive episodes, and social phobia. He was 

feeling bored, isolated, had a loss of motivation, had abandoned activities, and was 
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very self-critical. Robin set specific goals for therapy, which included becoming more 

social, coping better with stress, improving his self-esteem, and expressing needs 

more clearly. 

From the start of therapy, Robin gradually increased mastery and pleasure-

oriented activities using CBT’s technique of activity scheduling. He started waking 

up earlier and socializing more with friends and colleagues. Thus, increasing his 

activity levels or activating himself behaviorally, an important component of 

traditional CT, began to help improve his mood. Using strategies from an ACT 

approach, in turn, Robin appreciated the exercise of clarifying his own personal 

values and deciding on committed actions to take in order to move towards such 

values. He clarified core values in the domains of work, education, and relationships.  

For example, he realized how important it was for him to connect interpersonally, and 

engaged in the committed action of socializing with coworkers, friends, and even 

strangers. He wanted to aim towards having a fulfilling long-term relationship with a 

woman and so he began making a point of leaving his house and being out in public 

(e.g. going to a café to do some work). Robin was receptive to the introduction of the 

CT technique of cognitive restructuring. He began to practice replacing self-

defeating, negative thoughts with more balanced ones. This helped reduce feelings of 

guilt, especially with regards to his performance at work. The therapy guidelines 

(when to use change versus acceptance-oriented techniques) helped him see that a 

helpful indication for when restructuring his thoughts could be beneficial was when 

he was feeling guilty at work, because, in fact, he did receive regular positive 

appraisal from his colleagues and boss. He knew in those instances that the feedback 

typically received at work ran counter to his self-critical outlook and that it would be 

more adaptive to think about himself in a more compassionate way. He also began to 

find the ACT defusion techniques valuable (taking distance from his thoughts by 

writing them down, revocalization strategies using silly voices, etc.). The guidelines 

were useful because they pointed out that these acceptance strategies could help him 

detach from a myriad of negative thoughts about himself, and were especially useful 

when his emotions were intense and hard to cope with.  Mid-way through the 
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treatment, he began to find it easier to accept anxiety (e.g. when he was not able to 

finish all tasks at work, given his perfectionistic tendencies). The guidelines also 

served as a reminder that ACT defusion and acceptance techniques were 

advantageous to engage in, especially when he found herself avoiding certain 

contexts (e.g. social events or business lunches). Instead of letting his negative 

thoughts and anxiety take over and persuade him to flee stressful situations, he 

propelled himself forward and confronted the circumstances, knowing that it got 

easier with exposure. He practiced the exercises diligently between sessions, and used 

the guidelines to decide when a change-oriented technique (e.g. cognitive 

restructuring) versus an acceptance-oriented technique (e.g. defusion) was more 

helpful. He identified an underlying fear of being rejected, connected with his family 

history, and worked on behavioral action plans to practice being more assertive 

during his week despite his core beliefs (e.g. “I’m flawed”).  Using the guidelines 

helped him with his self-confidence as they reminded him to gather evidence for and 

against core beliefs that were triggered and see that there were facts going against his 

self-perception of ineptness. Towards the end of therapy, Robin shared his 

observation that he was more able to accept the presence of certain negative thoughts 

instead of resisting them. He would practice mindfulness while doing chores at home 

and at work while coping with stressful situations. He also continued to implement 

activity scheduling and found himself more productive during the day. This, in turn, 

positively impacted his mood.  Robin was no longer depressed when assessed at the 

3-month follow-up. He was thriving at work and was also in a committed 

relationship. 

Erik was a man in his early 50s who worked full-time as a technician. He had 

major depression and dysthymia. Work had become quite stressful. He was also 

struggling with fatigue, suicidal thoughts and loss of motivation. He was extremely 

self-critical and was taking medication for sleep problems. He recollected grappling 

with low mood problems since childhood. Erik was keen on learning structured tools 

to help cope better with his mood. He was very quiet for the first few sessions, but 

made non-verbal cues indicating that he was taking in the information and following 
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with the rest of the group. He expressed difficulty with the ACT exercise of clarifying 

his values, and needed to be encouraged to go at his own pace. He stopped working 

due to his low mood during the earlier phase of the therapy program.  He spoke of his 

hopelessness and discouragement, and expressed gratitude towards the group 

members for giving him support and encouragement. Erik was motivated to use the 

CT tool of cognitive restructuring. He began identifying negative self-critical 

thoughts on the thought record and was able to work on reframing them, using the 

evidence for/evidence against technique. Erik found the guidelines useful in this 

context as they reminded him that certain thought patterns could become distorted 

and consequently identifying the thinking trap (e.g. overgeneralization) and coming 

up with a rebuttal could be adaptive and help him develop more balanced ways of 

thinking. Thus, cognitive restructuring was a helpful CT strategy to use when he 

found himself having a hit parade of negative, self-critical thoughts. He was 

disciplined in increasing his mastery and pleasurable-driven tasks with the help of 

CT’s activity scheduling throughout the weeks. For example, he began exercising and 

doing more activities outside of the home which he noticed improved his mood and 

made him feel more confident. He also used the ACT Sitting with Feelings 

acceptance exercise to cope with a situation that was out of his control at work which 

caused him to worry about his job security. Referring to the guidelines was beneficial 

as they reminded Erik that acceptance exercises, from an ACT perspective, were 

encouraged when he found himself trying to cope with intense emotions. He practiced 

breathing and letting anxious thoughts and feelings pass by without trying to get rid 

of them or control them. He became particularly emotional when identifying his core 

beliefs. He learnt how to challenge and reshape his core beliefs, from a CT approach, 

which helped him feel more empowered. It was also suggested that Erik refer to the 

guidelines as they served as a reminder that challenging his core beliefs could be 

indicated when he found himself using absolutist language which he did often (e.g. I 

am never able to get my chores done). At this later point in the therapy, he was more 

upbeat and participated more. He expressed that he was learning a lot about himself. 

As the guidelines stated, when he found himself more prone to avoidance (e.g by 
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oversleeping), he could practice mindfulness as well as other ACT acceptance 

techniques and found they helped him feel less anxious and calmed his overactive 

mind. He found the CT work on core beliefs particularly beneficial. However, he 

overall implemented techniques from both ACT and CT and used the guidelines as an 

overarching decision-making tool to help him choose which approach could be 

experimented with first in a given situation. Erik was no longer diagnosed with 

depression or dysthymia at the 3-month follow up and was back at work.           

Conclusion and Future Directions 

The manual that was developed incorporates both traditional CT and ACT 

into one treatment protocol to help clients with depression. CT and ACT stem from 

different philosophical traditions. Despite this reality, we argue that the two 

approaches can complement one another and that the treatment can remain cohesive 

as long as clients understand the uniqueness of each therapeutic framework and have 

guidelines to assist them in choosing the best technique for a given situation. These 

guidelines are offered to help clients decide when to use change-oriented strategies 

(e.g. cognitive restructuring) and when to use acceptance-oriented strategies (e.g. 

defusion, mindfulness). Providing clients with a greater number of techniques to help 

with psychological distress permits more flexibility and validates their choice of 

strategy and approach depending on circumstances or personal preferences. The 

feasibility, applicability and coherence of this treatment manual is currently being 

assessed with a clinical trial of depressed individuals in a community setting. 

Ultimately, the manual may prove useful for future research investigating the 

feasibility of integrating the two different therapeutic approaches in the treatment of 

depression.        
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Appendix 

 

Online Supplemental Material 

Description of Treatment Content 

Session 1 (CT & ACT):  An overview of CT and ACT is presented.  The 

group therapists introduce themselves and the group participants share a little general 

information about themselves.  Information about confidentiality as well as therapist 

and client roles is also provided.  An explanation regarding the function of the 

guidelines is given.  Emphasis is placed here on the message that, within this 

particular integrative approach, both CT and ACT strategies are useful and that it is 

beneficial to have the opportunity to learn more techniques.  We clarify that 

sometimes it might work best to actively change something so that we feel better.  At 

other times it might work best to accept it and not struggle trying to change a 

situation.  We stress that the guidelines provided are suggestions, must not be 

followed religiously and may vary from person to person.  Some time is spent 

discussing the relationship between the environment, thoughts, mood, behavior and 

physical reactions in order to understand the interconnectedness of each factor and 

what potential pathways for change exist for group participants.  We look at certain 

myths about depression, how they can impact and lead one into using strategies that 

are not effective.  The pink elephant exercise is presented to demonstrate the problem 

with experiential avoidance and control.  For homework, group members are given a 

chapter of Mind over Mood (Greenberger & Padesky, 1995) to read and are asked to 

fill out a form identifying their individual targets for change (thoughts, behaviors, 

emotions, situations, physical sensations).            

Session 2 (CT):  Group participants are introduced to activity scheduling.  

They are given the rationale that this technique can help push them to do higher levels 

of activity, even when they do not feel like it.  It is explained that in general people 

feel less depressed when they are more active, engaged in pleasurable activities and 

are accomplishing something specific with regards to their goals.  They are asked to 

add mastery-oriented and pleasure-oriented activities to their daily schedule for 
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homework.  In addition, they are asked to rate their moods doing these activities day 

by day.   

Session 3 (ACT):  The focus in this session is on helping group members 

clarify their own values and decide on certain committed actions.  An experiential 

exercise was conducted where they imagine that it is their 80th birthday and that they 

are being honored.  They are encouraged to think about what others would remember 

about them as well as what they would like said about them.  The distinction between 

values and goals is made and they are asked to think about what they have missed out 

on in life as a consequence of their struggles with depression.  Participants are guided 

in deciding on specific actions to take to achieve the goals that are connected with 

their values.  We also consider certain internal and external obstacles that can prevent 

them from accomplishing their committed actions.  For homework, they are 

instructed to work on committed actions and to continue with behavioral activation. 

Session 4-6 (CT):  These three sessions are centered on cognitive 

restructuring.  In the fourth session, group members are introduced to the thought 

record and the concept of changing negative thinking patterns to help diminish 

distress.  Examples from participants are used to practice identifying automatic 

thoughts triggered in certain situations that influence mood.  They learn about a 

number of cognitive distortions that tend to appear in a habitual way when one is 

depressed.   The assigned homework involves continuing with behavioral activation, 

committed action and completing the first three columns of the thought record 

(situation, automatic thoughts, emotions) as well as identifying any cognitive 

distortions.  In the fifth session, participants learn how to engage in the full process of 

cognitive restructuring.  Different methods of replacing distorted thoughts with more 

adaptive, balanced thoughts (e.g. evidence for/evidence against technique) are 

discussed.  We emphasize that it is not wrong to have such thoughts, that we can 

restructure thoughts with practice and that it can serve as a powerful technique.  

Homework consists of continuing with committed action, behavioral activation and to 

use the thought record in its entirety to restructure thoughts.  Session 6 has the same 

format as Session 5 because group members are encouraged to continue to enhance 
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their cognitive restructuring skills. 

Session 7 (ACT):  A model that we developed to visually illustrate the 

differing ACT and CT processes and how they relate to treatment goals is introduced 

in the seventh session.  This model is referred to throughout the therapy and it shows 

how CT and ACT can focus on the same feelings, sensations, thoughts and behaviors 

but with different techniques and from a different worldview or standpoint.  The 

model is shown in Figure 1.  The manual indicates that some tools may be more 

appropriate at different times and that group participants will be able to select those 

allowing for more flexibility and more options.  They are advised that the guidelines 

will serve to help them with this.  The manual instructs the therapists to refer to the 

model and states that within ACT valued living is what one strives for.  Thus, there 

will be talk of acceptance of thoughts and feelings so that one can move forward in 

the direction of what is important for them in their lives.  In contrast CT aims for 

distress reduction.  In other words, we would like to learn how to fix and change 

things, develop more balanced ways of thinking and increase activity levels so that 

we can improve our mood and confidence.  The option of acceptance is presented and 

group members are asked to adopt a willingness stance as an alternative way of 

responding to distressing emotions.  The acceptance exercise “sitting with feelings” 

(Zettle, 2007, p. 112) is conducted so that the group participants can experience this 

process for themselves.  They are alerted to the possibility that acceptance strategies 

in line with an ACT approach can sometimes be more effective than cognitive 

restructuring in certain circumstances.  For example, emotions can be very intense at 

times and hard to cope with and trying to replace thoughts with more adaptive 

thoughts may not help.  One could be coping with an objectively difficult situation 

(such as illness or death in the family) that is not going to disappear.  It may be more 

effective in these situations to turn to acceptance strategies.   

The guidelines are handed out and their utility is discussed in the seventh 

session.  The group is told that these guidelines have been compiled to help them 

decide when to use which strategy: when it is more appropriate to use change 

strategies and when it is more appropriate to use acceptance strategies.  Some time is 
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devoted to asking group members for their examples about when ACT strategies may 

be more useful and when CT strategies may be more useful.  The group is asked to 

consider past strategies used to get rid of depression and to evaluate their short-term 

and long-term effectiveness.  This particular ACT angle helps one realize that what is 

often regarded as a solution to a problem can in fact be part of the problem itself.  

Reflecting on past efforts to control or get rid of distressing thoughts and emotions 

helps create an optimal level of “creative hopelessness” (Zettle, 2007).  The 

“quicksand” metaphor (Hayes & Smith, 2005, pp. 3-4) is also presented to the group, 

in a didactic manner, to demonstrate the futility of control efforts.  For homework, 

group members are instructed to listen to an audio recording of the acceptance 

exercise.  The group is also advised that they should start using the guidelines to 

decide whether they will use cognitive restructuring or acceptance (observing their 

emotions and thoughts without analyzing or changing them) to cope with their 

distress.  They are reminded that it is important to practice the strategies on a daily 

basis and to keep written track of their practice with the appropriate forms.  They are 

also encouraged to continue with activity scheduling and committed action. 

Session 8 (ACT):  A refresher on the problem of control is presented in the 8th 

session.  Group participants are reminded that controlling our outer world is often 

possible (e.g. a basement that has flooded) but when it comes to our inner world 

(mind, thoughts, sensations) it is not feasible and can even be harmful.  The 

“polygraph” metaphor (Hayes, Strosahl, & Wilson, 1999, pp. 123-124) is used to 

illustrate the paradox of emotional control.  A more difficult acceptance exercise is 

conducted with the group and they are instructed to observe whatever feelings arise, 

to breathe into the sensations and make room for them.  This exercise is assigned for 

homework and the group is reminded to continue using the guidelines to help them 

decide which strategies to use and to continue to engage in committed action and 

behavioral activation. 

Session 9 (ACT):  The process of defusion is focused on in this session.  The 

dilemma of getting fused with thoughts is discussed.  Group members are reminded 

that sometimes it can help to restructure their thoughts and come up with more 
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adaptive thoughts but that other times it can be more helpful to distance themselves 

from their thoughts.  They are told that defusion enables them to take their thoughts 

less seriously and frees up space for focusing on what truly is important- conscious 

actions in line with our values.  A number of experiential exercises are used to help 

cultivate the process of defusion and to teach the group not to take their thoughts too 

seriously.  For homework, they are asked to complete a defusion exercise called the 

“taking inventory” (Zettle, 2007, p. 175) in which all automatic thoughts, emotions, 

bodily sensations, emotions or other private events that they may experience are listed 

and prefaced by identifying their particular category (for example “I’m having the 

thought that I’m worthless” or “I’m having a weighed-down sensation in my 

shoulders”).  Group members are instructed to fill out this form when they experience 

events that tend to get them stuck in their depression and interfere with their goals 

and activities.  As usual, they are reminded to continue to use all previously learned 

techniques. 

Session 10 (ACT):  This session continues to target the mechanism of 

defusion.  Another defusion exercise is presented didactically where the group repeats 

the word lemon over and over again.  The exercise is then done again but this time 

with a word or thought that has caused them some trouble or distress over the past 

week.  They are presented to the notion that defusion allows us to look at our 

thoughts in a new way in which we are less wrapped up in the content of our 

thoughts.  The session ends with the “thoughts on cards” exercise (Zettle, 2007, p. 99) 

that is also assigned for homework.  Group participants are asked to write down their 

negative thoughts on index cards and to read these thoughts two or three times a day 

(as a kind of exposure technique).  As well, they are asked to carry the cards around 

with them when they engage in committed actions.  This is especially useful if the 

cards contain thoughts that would otherwise serve as barriers to taking action (e.g. 

looking for a new job with the thought “I’ll never find anything better”).  The 

continued use of all pertinent exercises (cognitive restructuring, acceptance, defusion, 

behavioral activation, committed action) is encouraged.  As well, they are reminded 

about the utility and function of the guidelines. 
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Session 11 (CT):  In this session, group participants learn about core beliefs.  

They are taught to identify the underlying rules that govern behavior because of a 

past need for self-protection.  The differentiation between automatic thoughts, 

assumptions and core beliefs is made.  We teach different ways to identify core 

beliefs such as the downward arrow technique and by looking for themes in our 

thoughts records.  We then work on challenging core beliefs by testing rules, making 

predictions and analyzing the outcomes.  Participants are asked to keep an evidence 

log for homework and to work on challenging core beliefs by breaking rules and 

rewriting their core beliefs. 

Session 12 (CT):  This session is primarily focused on introducing the group 

to behavioral experiments as a way of increasing the believability of alternative 

balanced thoughts.   Specific behavioral experiments are planned out with the group 

participants as they are encouraged to choose examples from their previous thought 

records to work on.  They are given a chapter from Mind over Mood (Greenberger & 

Padesky, 1995) to read that will help them in designing and actualizing behavioral 

experiments for homework.  They are informed that sometimes our thought records 

alert us to problems that actually need to be worked on in a solution-oriented way.  In 

other words, we need to problem solve and take actions to work on something that is 

truly problematic.  Behavioral action plans can be used to concretely work on these 

goals and track progress.  They are to continue with committed action and behavioral 

activation.  As well, group participants are instructed to continue to use the guidelines 

and decide for themselves over the next week when to use cognitive restructuring 

(changing thoughts with thought records) or to use acceptance and defusion. 

Session 13 (ACT):  This session focuses on mindfulness and the first exercise 

introduced to demonstrate the process is the “raisin” experiment (Kabat-Zinn, 1990, 

pp. 27-29).  The group members are instructed to close their eyes and they are guided 

in paying attention, in a deliberate and focused manner, to the shape and taste of a 

raisin (as well as other attributes).  Much discussion is devoted to explaining what 

mindfulness means and how it can help deal more effectively with depression.  We 

stress the importance of practice and that this practice of mindfulness is a journey that 
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helps move one in the direction of one’s values.  We also stress that there is no ideal 

state of mindfulness and that the mind will inevitably wander but when that happens, 

just gently and compassionately bring oneself back to the present moment.  The 

“mindfulness of the breath” exercise (Segal, Williams, & Teasdale, 2002, pp. 150-

151) is also introduced and we also see how to incorporate mindfulness into daily 

life.  The rationale is to bring attention to the here and now while focusing on routine 

activities that are often done mindlessly.  For homework, group participants are 

instructed to practice “mindfulness of the breath” (Segal et al., 2002, pp. 150-151) as 

well as connecting to pleasant (e.g. petting their dog) and unpleasant activities (e.g. 

washing the dishes).  They are encouraged to continue to use all of the previous 

exercises as well as the guidelines to help in choosing techniques. 

Session 14 (CT & ACT):  At this point, we continue to work on testing core 

beliefs.  Other ways of challenging core beliefs are proposed such as writing letters to 

people who criticized them or treated them badly when they were young or using 

flashcards whenever a core belief is triggered.  The flashcard should have good 

qualities written on it and should invalidate the criticism (Young & Klosko, 1994).  

Another mindfulness exercise is introduced called “gazing at the clouds” (Zettle, 

2007, pp. 145-146) and there is clarification that it can be done with clouds, leaves, 

etc.  The group is told that it is normal to have thoughts, distractions and feelings 

disturb them during their mindfulness practice.  Often when we notice a passing 

thought, even mindfully, it leads to a hit parade of other thoughts and associations.  

This is what the mind does, and it becomes important to simply recognize that this is 

happening and that these are just thoughts (or sensations, or memories) and return to 

your breathing (or whatever other image is used as an anchor).  For homework, the 

group participants are instructed to practice this new mindfulness technique and to 

continue to test and rewrite their core beliefs.  As well, all the other exercises 

previously included in the manual are to be used when effective. 

Session 15 (CT & ACT):  The last session is focused on relapse prevention.  

The group participants are encouraged to continue to use the learned skills in order to 

maintain the gains they have achieved.  The early signs of relapse are discussed (e.g. 
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irritability, being less productive, more avoidance).  An action plan to deal with 

potential relapse is recommended that could include behavioral activation, thought 

records, requesting support from family and friends or individual therapy booster 

sessions.  As well, certain obstacles are discussed such as not believing a technique 

will work and not prioritizing the ongoing practice of skills.  We look at strategies to 

help maintain the gains.  From an ACT point of view, the importance of willingness 

is highlighted in coming into contact with specific thoughts and feelings (e.g. fatigue, 

embarrassment, sadness) while moving forward towards goals that are important to 

them.  A short video called The Unwanted Party Guest (Oliver, 2011) is shown to the 

group that depicts the many things that can go wrong at a party if you get caught up 

struggling with an uninvited party guest.  This serves as a metaphor for continuing to 

work on cultivating a stance of acceptance and making room for unpleasant thoughts, 

emotions and sensations instead of fighting, controlling or avoiding them.  A final 

refresher about the guidelines and the model is presented.  The group participants are 

reminded that both CT and ACT strategies are useful and have the power to help 

them relieve their distress and improve the quality of their lives.  They are 

encouraged to continue to use the guidelines and also create their own depending on 

what works for them. 
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Guidelines 

 

Tip:  Sometimes it is helpful to begin with a change strategy and then turn to an 

acceptance strategy if the change strategy has failed (or vice versa).  This can be 

because the first strategy or approach does not turn out to be helpful for you.  

 

One of the strengths of a combined approach (learning CBT plus ACT) is that you 

have more tools in your toolbox to choose from.  

 

WHEN TO USE CHANGE 

STRATEGIES 

WHEN TO USE ACCEPTANCE 

STRATEGIES 

When you want to find out whether or 

not your thoughts are accurate.  By 

looking at the evidence for and against 

certain thoughts or beliefs you can come 

up with a more realistic thought (or 

belief) based on the facts.  This should, 

with practice, reduce your distress. 

When your emotions are very intense and 

hard to cope with. 

When you are engaged in twisted 

thinking (i.e. all or nothing thinking, 

overgeneralization).  Being able to 

identify the thinking trap you are in lays 

the groundwork for challenging your 

thoughts because of the inherent 

inaccuracy that exists.  

When you are coping with chronic pain, 

illness or other difficult life situations 

that cannot be reversed or changed. Your 

negative thoughts may actually be 

justified, as they reflect the reality of 

your circumstances.  It may be more 

effective in these cases, to work on 

accepting the thoughts, emotions and 

situation. 

Using absolutist language (“always”, 

“never”, “should”) is another sign that 

distorted beliefs are operating and could 

be worth changing.   

When you are grieving or dealing with 

life losses, trauma or past abuse it is 

perhaps more effective to use acceptance 

oriented strategies. 

 

When there are concrete cues in your 

environment about the possibility that 

your emotions and thoughts are not 

justified.  For example, your family, 

therapist and friends are in disagreement 

with your self-perception and provide 

counter-arguments with tangible truths.    

When you are engaging in ineffective 

kinds of avoidance, then acceptance-

oriented strategies may be more of an 

effective choice.  You could be avoiding 

concrete situations or environments 

because they are anxiety provoking but 

you can also be avoiding certain thoughts 

or emotions because they are painful. 

 

When you have metacognitive beliefs 

about your thoughts or beliefs. For 

example, you may believe that worrying 
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or ruminating serves a useful purpose by 

protecting you, keeping you on guard or 

allowing you to solve problems.  In this 

case, it may be helpful to challenge the 

reasonability of these beliefs and 

thoughts.  

Problem solving may be an effective 

technique when you are facing a very 

difficult situation that you have some 

control over.  In other words, there may 

be steps to take that can help you tackle 

the situation and analyze different options 

for approaching it. 
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Figure 1.  CT and ACT Model.  Model to demonstrate visually to clients that ACT 

and CT focus on the same feelings, sensations, thoughts and behaviors but with 

different techniques and from a different worldview or standpoint.  
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Table 1. 

Overview of Therapeutic content of Group Sessions 

 

Components 

1. Introduction to Cognitive Therapy and Acceptance and Commitment 

Therapy (CT & ACT):  introductions; confidentiality; function of 

guidelines; relationship between environment, thoughts, mood, behavior and 

physical reactions; myths about depression; “pink elephant” exercise. 

2. Activity Scheduling (CT):  introduction to activity scheduling; mastery and 

pleasure-oriented activities; rating moods. 

3. Values and Committed Action (ACT): “80th birthday” experiential exercise; 

distinction between values and goals; committed action obstacles. 

4. Cognitive Restructuring 1 (CT):  introduction to thought record and concept 

of changing negative thinking patterns; identification of cognitive distortions. 

5. Cognitive Restructuring 2 (CT):  cognitive restructuring (full process); 

methods to replace distorted thoughts with more adaptive thoughts. 

6. Cognitive Restructuring 3 (CT):  further enhancement of cognitive 

restructuring. 

7. Acceptance (ACT):  CT & ACT model demonstrated (see figure 1.); 

willingness stance; “sitting with feelings” exercise to experience process; 

introduction of the guidelines to decide when to use change vs. acceptance 

strategies; Consideration of past strategies used to get rid of depression with 

evaluation of effectiveness; “quicksand metaphor” to demonstrate futility of 

control efforts. 

8. Acceptance (ACT):  problem of control; “polygraph” metaphor to illustrate 

the paradox of emotional control; experiential acceptance exercise; 

importance of guidelines reinforced. 

9. Defusion (ACT):  getting fused with thoughts; experiential exercises to 

cultivate process of defusion and free up space for focusing on committed 

actions; “taking inventory”. 

10. Defusion (ACT):  lemon defusion exercise; looking at thoughts in a new way 

in which we are less wrapped up in their content; “thoughts on cards” 

exercise. 

11. Assumptions and Core Beliefs (CBT):  identification of underlying rules 

governing our behavior;  differentiation between automatic thoughts, 

assumptions and core beliefs; ways to identify core beliefs; challenging core 

beliefs. 

12. Behavioral Experiments (CT):  behavioral experiments to increase 

believability of alternative balanced thoughts; behavioral action plans to work 

on goals and track progress. 

13. Mindfulness (ACT):  “raisin” exercise to introduce mindfulness; 

“mindfulness of the breath” exercise practiced; incorporation of mindfulness 

into daily life. 
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14. Challenging Core Beliefs and Mindfulness (CT & ACT): challenging core 

beliefs; “gazing at the clouds” mindfulness exercise. 

15. Relapse Prevention (CT & ACT): identification of early signs of relapse; 

relapse action plan; obstacles with continued use of techniques; strategies to 

maintain gains; the unwanted party guest video as a metaphor for continuing 

to work on acceptance; refresher about the guidelines. 

_________________________________________________________________

______________________________________       
Note. The guidelines are referred to throughout the course of therapy. From 

session 7 onward clients are encouraged to use the guidelines to decide when it is 

more appropriate for them to use change strategies (e.g. cognitive restructuring) 

versus acceptance strategies (e.g. defusion).   
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The first article discussed the theoretical rationale for integrating CT and 

ACT.  I argued that integrating two different therapies in one same treatment program 

could help clients as it provides them with an expanded repertoire of treatment 

strategies that they can choose from. Also, providing more therapeutic techniques 

may help clients with depression who have not experienced sufficient relief in past 

treatments that were more traditional in their approach.  As previously stated, I sought 

to test the effectiveness of treating clients in a community setting with such an 

integrated treatment. 

 

This second article looks at the empirical results of such a treatment and 

assesses the feasibility and acceptability of the therapy for helping clients with 

depression and dysthymia. Four ACT groups were held over a period of two years. 

They were all run by two therapists for 15 consecutive weeks. A treatment manual 

with detailed session-by-session content for the 1.5-hour group therapy sessions was 

created (see appendix). The group therapists closely followed this manual and did not 

deviate from the instructions for the most part. This manual incorporates ACT and 

CT and includes verbatim instructions for the therapists and take-home messages for 

the participants summarizing the core concepts learnt. The exercises in the manual 

and most of the content was drawn from ACT for Depression (Zettle, 2007), Mind 

over Mood (Greenberger & Padesky, 1995), The Happiness Trap (Harris, 2008), 

Thoughts and Feelings (McKay, Davis, & Fanning, 2007), The Mindfulness and 

Acceptance Workbook (Strosahl & Robinson, 2008) and the cognitive behavioral 

group therapy protocol for depression developed by David Sinyor and Lance Hawley 

in Montreal, Quebec, based on Mind over Mood  (Greenberger & Padesky, 1995).      
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Participants were encouraged to engage in experiential and didactic exercises 

during the course of the therapy and homework was given to be completed at home 

and was reviewed at each session. It was made clear in the therapy that participants 

were being introduced to two different therapy approaches (CT and ACT) and that the 

two treatment models have been shown to be equally effective. Specific guidelines 

were provided to help participants choose when one approach may be more suitable 

given their personal circumstances and given different situational contexts (see 

Appendix). 

It should be noted that due to word count restriction by the journals these 

articles were submitted to, supplemental material has been added and can be found at 

the end of this manuscript as appendices.  
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Article II 
Combining Cognitive Therapy with Acceptance and Commitment Therapy for 

Depression: A Group Therapy Feasibility Study  
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Abstract 

Cognitive therapy (CT) and Acceptance and Commitment therapy (ACT) have been 

shown to be effective in treating depression. Though integrating ACT with CT is used 

for the treatment of anxiety, there is a paucity of integrated CT and ACT treatments 

for depression and/or dysthymia. The purpose of this study is to determine the 

feasibility of integrating CT and ACT into a manualized group therapy treatment for 

depression and/or dysthymia. Over a period of two years, four consecutive groups 

were held at a community clinic, with 24 completing the 15-week treatment. Post-

treatment and follow-up data revealed satisfaction with the treatment, significant 

decreases in depression severity, and significant increases in quality of life over the 

five time points. The results support the acceptability and feasibility of a manualized 

integrated CT/ACT group therapy program for depression and dysthymia.  

 

Key words:  Cognitive therapy; Acceptance and commitment therapy; Depression  

 

 

 

 

 

 

 

 

 

  



65 

Introduction 

Psychotherapy integration has gained greater prominence in the discussion of the 

treatment of mood disorders over the past decade (Gold & Stricker, 2013). Integration 

is of particular interest for mood disorders, given the high rates of recurrence and 

their sometimes intractable nature. Some estimates show that between 30-60% of 

clients fail to improve significantly with CT alone (DeRubeis et al., 2005; Dimidjian 

et al., 2006), which has led to increased attention in the so-called third wave 

therapies, such as Acceptance and Commitment Therapy (ACT), for the treatment of 

mood disorders (SAMHSA, 2012).  

CT and ACT differ in terms of their therapeutic targets. For example, in 

traditional CT, the core focus of the therapy is on modifying the contents of 

cognitions, or maladaptive thoughts. Therefore, clients are encouraged to adopt more 

adaptive ways of thinking and behaving, and the techniques focus on achieving this 

goal. On the other hand, ACT prioritizes strategies such as acceptance and 

mindfulness, therefore emphasizing psychological flexibility and acceptance. The 

goal of ACT is to encourage the client to move forward in the direction of their 

values, reflecting a very different philosophy from that underlying CT.  

CT and ACT also differ in terms of their use of therapeutic techniques. While 

cognitive reframing is arguably central to CT, in ACT, it is not considered to be 

essential to successful treatment. In fact, some even suggest it can cause harm 

(Hayes, Villate, Levin, & Hildebrandt, 2011). As such, in ACT, instead of changing 

or disputing negative thoughts, clients are taught to defuse from them by stepping 

back and seeing them as “just thoughts” instead of objective truths. Despite these 

differences, there is considerable value to combining both approaches. 

The Value of Integrating ACT and CT Approaches 

Though ACT and CT differ in their underlying philosophy and theory, and in 

the therapeutic techniques they emphasize, both approaches teach patients 

complimentary skills that can be selectively applied depending on circumstance and 

personal preference. Because ACT and CT share some of their core features, in 
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particular, their therapeutic focus on the present and on private internal experiences 

(thoughts, sensations, emotions), the two therapies have a common platform from 

which they can be integrated.   

Importantly, techniques from either CT or ACT may be better suited to a 

specific client’s circumstances, situation, or preference, as well as to their treatment 

stage. For example, though CT may be the best approach to provide symptom relief 

for a client experiencing an acute major depressive episode, ACT might represent a 

better approach for a client whose depression lingers on as a result of a poor quality 

of life. An integrated CT/ACT treatment program therefore might emphasize 

elements from CT early in the course of treatment, and bring in elements from ACT 

later on, once the initial reduction in symptoms took place (Hallis, Knäuper, Cameli, 

& Dionne, 2016). Integrating both therapies allows therapists to harness the 

therapeutic value of both approaches. 

Furthermore, there are important considerations that can guide the use of 

acceptance-based (ACT) or change-based (CT) techniques. For example, Farmer and 

Chapman (2008) note that when the thoughts related to depressive feelings are 

justified (i.e., thoughts with no cognitive distortion), acceptance techniques may be 

more appropriate than change techniques. If a client believes she is overweight and 

this is objectively true, and the thought is causing a negative affective state, it is not 

appropriate to dispute the thought. By contrast, they suggest that when the thought is 

unjustified (i.e., thoughts with cognitive distortion) cognitive restructuring or other 

change-oriented techniques may be most helpful. As such, instead of disregarding one 

therapeutic approach in favor of another, there is value to combining them. Moreover, 

it is possible to do so using clear, logical guidelines (Hallis, Knäuper, Cameli, & 

Dionne, 2016). 

The Effectiveness of Integrating CT and ACT 

Previous studies evaluating integrated ACT and CBT therapies were small 

and none focused on mood disorders. One case study found that a combined 

treatment of CBT and ACT in an individual therapy format yielded a significant 

improvement in the pain experience and sleep quality in an elderly woman with an 
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eight year history of chronic pain (Lunde & Nordhus, 2009). Specifically, the woman 

identified her negative thoughts and considered their impact, but without attempting 

to restructure or replace her maladaptive thoughts.  This study demonstrates the 

potential utility of adding mindfulness and acceptance techniques to traditional CBT 

in order to help patients with chronic pain and sleep problems.    

 There is a growing literature supporting the integration of ACT and CT/CBT 

techniques in the area of anxiety, though the studies are limited by small sample 

sizes. Three participants were treated for GAD in a study investigating the 

effectiveness of combining emotional regulation strategies (based on Mennin, 2006), 

ACT strategies, and CT (Carrier & Côté, 2010). The researchers used cognitive 

restructuring techniques in their original Beckian form and integrated these with ACT 

and Mennin’s emotional regulation therapy skills. All three participants were found to 

have benefited from the enriched therapy program as assessed at the end of the 

therapy. Another study with four participants found that a group therapy integrating 

ACT and mindfulness techniques into an existing CBT treatment produced marked 

improvements in anxiety levels (Orsillo, Roemer, & Barlow, 2003). An open trial of 

16 clients enrolled in individual ACT combined with CBT for the treatment of 

generalized anxiety disorder found decreases in anxiety and depression and 

improvements in quality of life (Roemer & Orsillo, 2007). These gains were 

maintained at three-month follow-up.   

 In sum, small-scale studies looking at the integration of ACT and CBT for the 

treatment of pain and of anxiety disorders have shown encouraging results.  However, 

to our knowledge, no studies have been conducted looking at the benefit of 

integrating ACT and CT techniques for the treatment of mood disorders such as 

depression and/or dysthymia. In addition, the interventions developed so far have 

purposefully omitted using traditional CT strategies such as cognitive reappraisal in 

favor of incorporating acceptance, mindfulness, and values work. This decision, 

however, may have led to a missed opportunity to harness the therapeutic benefits of 

CT strategies concurrently with those of ACT strategies. Thus, our research was 

conducted as an important initial step towards the development of a manualized 
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treatment of mood disorders on a larger scale, integrating ACT and CT for the 

treatment of depression and dysthymia.     

The objective of the current study was to evaluate the feasibility of 

administering a larger scale manualized group therapy integrating CT and ACT 

(described in Hallis, Knäuper, Cameli, & Dionne, 2016) for the treatment of 

depression and dysthymia. To our knowledge, this study is the first to use a 

manualized integrative CT/ACT treatment in this population. We retained traditional 

CT strategies in this treatment and provided participants with guidelines for using 

techniques they deemed best suited to the situation at hand. A secondary aim of the 

study was to provide preliminary data on the effectiveness of the treatment, as well as 

data reflective of the process measures believed to underlie successful CT and ACT 

interventions (dysfunctional attitudes, frequency and believability of depressive 

automatic thoughts, acceptance, and mindfulness). 

 Method 

Procedure 

This study received ethics approval from the University of Sherbrooke’s 

ethics board and all participants provided written informed consent. Participants were 

recruited via posters advertising the study. The posters were posted in universities, 

colleges, and local health and community centers. Furthermore, doctors who regularly 

referred clients to the private community clinic where the study was conducted were 

provided information about the study in order to refer eligible patients.   

Inclusion criteria required that patients: (a) be aged 18 years or over, (b) have 

a diagnosis of current major depressive disorder and/or dysthymia, and (c) agreed to 

commit to a 15-week group therapy. Exclusion criteria included: (a) diagnosis of 

bipolar disorder, (b) history of psychotic symptoms, (c) current substance dependence 

or abuse, (d) severe personality disorder features, (e) concurrent participation in 

individual CT or ACT therapy.   

Potential participants contacted the researchers by phone. After a telephone 

pre-screen, potential participants met the principle investigator, a psychologist, who 

briefly assessed them using a semi-structured interview to determine whether they 
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met the preliminary criteria for further assessment and enrollment. Individuals who 

exhibited strong personality disorder features (Borderline Personality Disorder or 

Antisocial Personality Disorder) during this interview were excluded based on the 

psychologist’s clinical judgment. These individuals were offered individual therapy at 

the clinic in lieu of the group therapy. 

Participants who were retained after the preliminary interview were then more 

fully assessed using the Structured Clinical Interview for DSM (SCID; First, Spitzer, 

Gibbon, & Williams, 1994), which was administered by trained psychology doctoral 

students or the principle investigator.  The doctoral students’ training included 

watching the SCID training tapes (which show real interviews with patients), 

observing administrations of the SCID at the clinic, and conducting reliability 

assessments.   

Patients who met study criteria were then enrolled into the group therapy 

program. Four consecutive groups, consisting of 15 weekly sessions, were held over a 

period of two years. Each group included between five and eight participants. 

Participants responded to a series of questionnaires at five different time points 

throughout the study period: (1) at enrollment (i.e., after SCID interview), (2) at 

session 1 (start of treatment), (3) at session 8 (midpoint of treatment), (4) at session 

15 (end of treatment), and (5) three months after the end of treatment (follow-up). 

These time points were selected to represent the time course of the effect the group 

therapy had on symptoms.  

Measures  

Treatment Satisfaction Questionnaire (TSQ). We developed a 

questionnaire to assess participants’ perceptions of the effectiveness of the treatment 

as well as their satisfaction with the group therapy (Appendix A). This questionnaire 

combines a series of quantitative Likert-type questions (where 1 = disagree and 7 = 

agree), followed by a series of open-ended qualitative items. This questionnaire was 

administered at the end of treatment (session 15) and at the three month follow-up.  

Beck Depression Inventory II (BDI-II; Beck, Brown, & Steer, 1996). The 

BDI-II evaluates current depression severity, and was administered at each of the five 
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time points. There are 21 items on the BDI, scored on a scale from 0-3, where 0 

means the sign or symptom is absent and 3 means it is severe. Higher total scores 

represent more severe depressive symptomatology. The following standardized 

ranges have been established: 0-13 reflects minimal depression, 14-19 reflects mild 

depression, 20-28 reflects moderate depression, and 29-63 indicates severe depression 

(Beck, Brown, & Steer, 1996). The BDI-II has good reliability and validity in clinical 

and nonclinical samples (Beck et al., 1996).   

The World Health Organization Quality of Life (WHOQOL-BREF; 

World Health Organization, 1996). The WHOQOL-BREF is a shorter version of 

the original WHO Quality of Life questionnaire. It was administered at each of the 

five time points. It is comprised of 24 items distributed among four domains of 

quality of life: physical health, psychological health, social relationships, and 

environment.  Participants respond to each item using a 5-point Likert-type rating 

scale (where 1 = not at all and 5 = completely). Higher scores represent better 

perceived quality of life. The measure has demonstrated good discriminant validity, 

content validity, internal consistency, and test-retest reliability (Lin et al., 2007; 

Skevington, Lotfy, & O’Connel, 2004; Berlim, Pavanello, Caldieraro, & Fleck, 

2005).  

Process Measures. Acceptance and Action Questionnaire II (AAQ-II; Bond 

et al., 2011). The AAQ-II evaluates the acceptance of negative feelings and 

experiences as well as the extent to which the respondent feels they can take action 

despite feelings of uncertainty and low mood. It was administered at all five time 

points. The AAQ-II has 7 items scored on a Likert-type scale (where 1 = never true 

and 7 = always true). Higher scores indicate heightened levels of psychological 

inflexibility and experiential avoidance; lower scores reflect increased acceptance.  

The AAQ-II has been shown to have good reliability, construct validity, and internal 

consistency (Bond et al., 2011). 

Automatic Thoughts Questionnaire, Frequency and Believability (ATQ-F 

and ATQ-B; Hollon & Kendall, 1980). The ATQ-F measures the frequency of 

depressogenic thoughts and the ATQ-B measures the believability of depressogenic 
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thoughts (Addis & Jacobson, 1996). Both forms were administered at each of the five 

time points. The ATQ-F and the ATQ-B have 30 items each, scored on a scale where 

1 = not at all and 5 = totally. Both measures have excellent internal consistency and 

good concurrent validity (Hollon & Kendall, 1980).   

Dysfunctional Attitude Scale Short Forms (DAS-SF1 and DAS-SF2; 

Beevers, Strong, Meyer, Pilkonis, & Miller, 2007). The two DAS short forms (DAS-

SF1 and DAS-SF2) were administered at each of the five time points, and are based 

on the original 40-item Dysfunctional Attitude Scale (Weissman & Beck, 1978), 

which measures cognitive distortions related to depression based on Beck’s cognitive 

model. Each form has 9 items on a rating scale (where 1 = totally agree and 4 = 

totally disagree). The two parallel forms have been shown to have adequate internal 

consistency, as well as concurrent, convergent, and predictive validity (Beevers et al., 

2007). 

Mindfulness Attention Awareness Scale (MAAS; Brown & Ryan, 2003). 

The MAAS is a 15-item measure that assesses attention to and awareness of the 

present moment, and was administered at each of the five time points. The measure 

uses a 6-point rating scale that ranges from 1 (almost always) to 6 (almost never). 

Higher scores represent greater mindful attention and awareness. The MAAS has 

been shown to have good internal consistency and convergent validity (Brown & 

Ryan, 2003).   

Group Therapy: Integrative CT/ACT Treatment for Depression 

The contents of the treatment manual are described in detail in a previous 

publication (Hallis et al., 2015). The manual provided detailed session-by-session 

content for 15 weekly 1.5-hour group therapy sessions led by two therapists. Hallis et 

al. (2015) provide a summary of the contents of the weekly sessions. The manual 

includes verbatim instructions for the therapists and take-home messages for the 

participants, which summarize the core concepts presented in the session. The 

exercises in the manual as well as a large part of the content was drawn from ACT for 

Depression (Zettle, 2007), Mind over Mood (Greenberger & Padesky, 1995), The 

Happiness Trap (Harris, 2008), Thoughts and Feelings (McKay, Davis, & Fanning, 
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2007), The Mindfulness and Acceptance Workbook (Strosahl & Robinson, 2008), and 

the cognitive behavioral group therapy protocol for depression developed by David 

Sinyor and Lance Hawley in Montreal, Quebec, based on Mind over Mood 

(Greenberger & Padesky, 1995).  

It was made clear in the therapy that participants were being introduced to two 

different treatment approaches (CT and ACT), and that both had been shown to be 

effective empirically. Participants were encouraged to engage in experiential and 

didactic exercises during the course of the therapy. Homework was assigned for 

completion at home and reviewed at each session. We also offered patients guidelines 

within the treatment program to help participants decide when to use acceptance 

strategies versus change-oriented strategies (Appendix B).  

Data Analysis  

A series of descriptive analyses were conducted in order to evaluate the 

quantitative portions of the TSQ, which provided data on patient perspectives 

regarding the acceptability of the integrative treatment. The open-ended portion of the 

questionnaire was analyzed using qualitative methods. Category variables were 

created if a response was generated by at least two participants. For example, the 

variable “difficulties with homework” (in the homework category) was created 

(dummy code: 0 = no difficulties, 1 = difficulties). Within these categories, other 

variables were created as needed (e.g., problems with time management, homework 

causing increase in negative emotions, etc.) and dummy coded in the same way.   

The hypotheses concerning the preliminary effectiveness of the therapy were 

analyzed using linear mixed models for the BDI and WHOQOL scores. In order to 

control for missing items on some of the questionnaires, all BDI analyses were 

conducted using the BDI means (BDI mean = BDI total score / # of items completed). 

As such, the results from the statistical analyses below are presented first in terms of 

BDI means, and then as BDI calculated total scores (BDI calculated total score = BDI 

mean x 21 items). WHOQOL analyses were also conducted using the WHOQOL 

means (WHOQOL mean = WHOQOL total score / # of items completed). As such, 

the results from the statistical analyses below are presented first in terms of 
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WHOQOL means, and then as WHOQOL calculated total scores (WHOQOL 

calculated total score = WHOQOL mean x 24 items). Effect sizes for these analyses 

are reported as pseudo-R2, which was calculated by dividing the estimate of the 

variability accounted for by the effect by the total variability estimate (Cohen, 1988).  

Next, linear mixed models were also created for the process measures, in 

order to determine changes over the course of the study. Finally, correlations were 

performed to evaluate how process measures such as dysfunctional attitudes, 

depressive automatic thoughts, acceptance, and mindfulness were related to changes 

in depressive symptoms and quality of life. All quantitative analyses were carried out 

using IBM SPSS 20 (IBM SPSS, 2011).  

  Results 

Participant Demographics 

In total, 29 assessed individuals were eligible to participate in the group 

therapy. Among these, seven participants dropped out of the group therapy. Reasons 

for dropout were as follows: could not commit to the therapy; entered a residential 

mental health treatment; severe physical health problems that interfered with therapy; 

interfering anxiety when in the group; perceived generational gap; bereavement; 

unable to afford group therapy. Two of these participants dropped out after the 

therapy midpoint due to finding it difficult to balance school and group therapy 

demands in one case and entering an intensive hospital mental health residential 

program in the other. The data from these two participants were included up until and 

including the midpoint. Thus, the official study sample consisted of 24 participants.   

Out of these 24 participants, 15 (62.5%) were taking psychiatric medications 

(e.g., Wellbutrin, Cipralex, Clonazepam, Zoloft, Abilify), while the others (37.5%) 

did not take any medications or took natural supplements. Of those taking 

medication, 10 participants were stable (no change to dosages throughout the group 

therapy or for two months prior), and five participants had their medications adjusted 

prior to the group and/or during the treatment. Out of the total sample, 15 participants 

(62.5%) had been previously seen by a counselor, therapist, or psychiatrist for their 

mood problems. Of these participants, only one (4.16%) participant had experience 
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with CT or ACT, and in this individual’s case, the experience was limited to a few 

sessions with a psychology intern at the clinic for a few months prior to the beginning 

of the group. Throughout the duration of the group therapy, 16 participants (66.67%) 

did not engage in any individual therapy, four participants (16.67%) continued 

individual therapy with a psychologist, two participants (8.33%) continued their 

counseling with a social worker and were followed by a psychiatrist, one participant 

(4.16%) had one session of CBT and one participant (4.16%) started an outpatient 

program at a psychiatric hospital and subsequently dropped out of the group.   

In all, 18 participants (75.0%) had a primary diagnosis of major depressive 

disorder (MDD), four (16.67%) of dysthymia, and two (8.33%) of sub-threshold 

MDD. Among the participants with a primary diagnosis of MDD, two also had a 

diagnosis of dysthymia (8.33% of total); and among the participants with a primary 

diagnosis of dysthymia, one also had moderate intensity MDD (4.16% of total). Dual 

mood disorder diagnoses signal severe mood symptomatology. The two individuals 

with sub-threshold MDD were included as their BDI scores and SCID profiles 

suggested they were eligible for treatment (BDI scores in the moderate depression 

range; SCID revealed only one DSM criterion missing to qualify for full diagnosis).   

The majority of participants (n = 19, 79.16%) reported recurrent depression.  

Current and past comorbidities included OCD (n = 2, 8.33%), PTSD (n = 4, 16.66%), 

GAD (n = 2, 8.33%), panic disorder (n = 3, 12.5%), agoraphobia (n = 1, 4.16%), past 

alcohol dependence/abuse (n = 3, 12.5%), past drug dependence/abuse (n = 3, 

12.5%), specific phobias (n = 3, 12.5%), social phobia (n = 5, 20.8%), binge eating 

disorder (n = 1, 4.16%) and bulimia (n = 1, 4.16%).  

Treatment Satisfaction  

Overall, participant satisfaction with the treatment was high (Table 1). 

Responses to the quantitative portion of the TSQ revealed a total mean treatment 

satisfaction rating of 4.90 (SD = 0.74) at the end of treatment and 4.88 (SD = 0.87) at 

follow-up, based on a 7-point Likert scale. The item asking participants to rate the 

degree to which they felt the treatment program met their needs overall averaged 5.14 
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at session 15 (SD = 1.39) and 5.06 (SD = 1.44) at follow-up. These results suggest 

that participants were satisfied with the treatment and felt that it was on target. 

The analysis of other individual items demonstrates that participants in 

general enjoyed the therapy and found it easy to use. The low rate of agreement with 

the item which read “I found the treatment program confusing” shows that 

participants found the program relatively straightforward, with a mean response of 

2.09 (SD = 1.66) at session 15 and 2.44 (SD = 1.75) at follow-up, on a 7-point scale.  

Furthermore, participants also had a low rate of agreement with the statement which 

read “I found it difficult to learn when to change my thoughts and when to accept my 

thoughts” (M = 3.23, SD = 2.14 at session 15; M = 3.75, SD = 1.8 at follow-up), 

which suggests that overall participants found the skills taught in the program to be 

reasonably easy to learn. The same result was noted in the item assessing whether 

participants felt that the concepts and techniques in the program were well understood 

(M = 6.09, SD = 1.38 at session 15; M = 6.00, SD = 1.55 at follow-up). Finally, the 

mean rating for the individual item assessing the ease with which participants 

followed the treatment was 5.64 (SD = 1.81) at the end of therapy and 5.63 (SD = 

1.96) at follow-up, suggesting that integrating CT and ACT did not make the therapy 

difficult to follow.   

Furthermore, participants found both ACT and CT tools, as well as their 

combination, to be helpful. The mean rating for the item assessing the helpfulness of 

combining the techniques was 5.41 (SD = 2.09) at session 15 and 5.50 (SD = 2.07) at 

follow-up on the same 7-point scale. Thus, from the participants’ perspective, it was 

helpful to combine CBT techniques and ACT techniques. A separate question asking 

participants to rank their preferred treatment components suggested that participants 

favored cognitive restructuring, committed action, behavioural activation, and 

acceptance (Table 2). This result reflects that a combination of ACT and CT 

techniques was perceived as beneficial by participants.        

The qualitative analyses of the open-ended questions in the TSQ revealed 

some interesting findings. The items asking for feedback regarding the program 

generated categories of responses that included: difficulties doing the homework, 
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suggestions for improving the treatment program, feedback about the program, 

experiences applying the treatment strategies, and experiences using the guidelines. 

Notably, 10 people out of 13 (77%) who at follow-up provided information about 

whether they had experiences applying the strategies learnt in the group reported 

having applied the strategies learnt in their everyday life since the end of the 

treatment program. Among these 10 people, eight (80%) reported that applying the 

strategies from the therapy was helping them cope with their symptoms.  

Furthermore, at follow-up, 14 (93%) out of 15 people who provided information on 

their use of the guidelines reported having used the guidelines for deciding when to 

use acceptance-oriented versus change-oriented techniques.         

Symptoms of Depression (BDI)  

There was a significant time effect for the repeated measurement of mean 

depression levels (F(4, 59.34) = 7.70, p < .05), such that mean BDI scores were seen 

to decrease over time (Figures 1 and 2). The pseudo R2 for the effect of time in the 

mixed model for the BDI was 26.11%, a small-to-moderate effect size (Cohen, 1988). 

Post hoc LSD tests showed that the strongest decrease in BDI scores occurred 

between the beginning of treatment and the therapy midpoint. At the beginning of 

therapy, participants were in the severe range of depression (calculated average BDI 

score = 30.56) and at the midpoint, they were in the moderate range (calculated 

average BDI score = 23.77). This reflects a 6.7-point or 21.9% reduction in 

symptoms of depression from Session 1 to Session 8. Symptoms of depression also 

decreased between the midpoint and the end of therapy, such that participants were in 

the mild to moderate range of depression at the end of therapy (calculated average 

BDI score = 19.77). This reflects a 4-point or 16.82% reduction in symptoms from 

the midpoint. As expected, BDI scores remained stable after the treatment ended.  

Quality of Life (WHOQOL) 

Figures 3 and 4 show a significant effect of time for the overall WHOQOL 

(F(4, 49.21) = 4.25, p < .05). The pseudo R2 for the effect of time on the WHOQOL 

was 33.8%, which is a moderate effect size (Cohen, 1988). Significant changes across 

the assessment points were between the midpoint (calculated average total WHOQOL 
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score = 461.47) and the end of treatment (calculated average total WHOQOL score = 

475.61), as well as between end of treatment and follow-up (calculated average total 

WHOQOL score = 495.35). Thus, the group therapy program was found to overall 

increase quality of life in the second half of the treatment program.  

Process Measures 

Dysfunctional Attitudes (DAS-SF1). The linear mixed model revealed an 

overall significant reduction in dysfunctional attitudes across time (F(4,61.10) = 

12.41, p < .05) (Figures 5 and 6). All of the comparisons between time points, 

beginning at the start of therapy, were significant. This overall decrease in 

dysfunctional attitudes indicates that participants’ dysfunctional attitudes started 

decreasing very early on in therapy, and continued to do so until follow-up.  

Depressive Automatic Thoughts (ATQFREQ). Results of the linear mixed 

model showed a significant time effect for the ATQFREQ (F(4, 50.22) = 6.13, p < 

.05). The significant difference in frequency of automatic thoughts occurred between 

the end of treatment and follow-up (Figures 7 and 8).  

Believability of Depressive Thoughts (ATQDEG). The linear mixed model 

revealed a significant time effect for the ATQDEG (F(4, 51.56) = 8.44, p < .05). The 

significant differences occurred between the start of therapy and the midpoint, as well 

as between the midpoint and the end of therapy. The gains were maintained at follow-

up with no significant difference between session 15 and follow-up. In sum, although 

the frequency of depressive thoughts did not decrease very much, the participants’ 

belief in these thoughts went down during the active treatment portion of the study 

(Figures 9 and 10).  

Acceptance (AAQ-II). Results showed a significant time effect for the AAQ-II 

(F(4, 55.64) = 5.57, p < .05) (Figures 11 and 12). However, the decrease in 

psychological inflexibility and experiential avoidance only occurred in the second 

part of treatment, between the midpoint and the end of therapy. As expected, the 

improvement in acceptance remained stable after the end of therapy till follow-up. 

Mindfulness (MAAS). The linear mixed model revealed a significant increase 

in mindfulness throughout the treatment as measured by the MAAS (F(4, 59.24) = 
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6.30, p < .05) (Figures 13 and 14). There was a significant increase in mindfulness 

from the start of therapy to the midpoint; however, midpoint scores were not 

significantly different from the scores at the end of therapy. There was then again a 

significant increase in mindfulness between the end of therapy and follow-up.   

Correlations between Process and Outcome Measure Change Scores 

Table 3 presents pre- to post-treatment correlations between the process 

measures, and the outcomes (BDI, WHOQOL, and WHOQOL subscales). Change in 

BDI scores seems to be related to changes in the frequency and believability of 

automatic thoughts as well as to changes in acceptance and dysfunctional attitudes. 

These same process measures were related to changes in the WHOQOL overall score.  

Discussion 

This study assessed the feasibility of administering a manualized group 

therapy integrating CT and ACT for the treatment of depression and/or dysthymia in 

a community clinic setting. We ran four consecutive therapy groups for 15 weeks, led 

by trained therapists. Outcome and process measures were evaluated at enrollment, at 

the beginning of therapy, at the therapy midpoint, and at the end of therapy, as well as 

at a 3-month follow-up. Treatment satisfaction was evaluated at the end of therapy 

and at follow up.  

Results revealed that patients were satisfied with the treatment, and that they 

perceived the therapy as easy to follow, acceptable and effective. Preliminary 

analyses on outcome measures suggest that group therapy may have been effective at 

reducing depressive symptoms and improving quality of life over the course of the 

study, and these gains were maintained at follow-up. The analyses of process 

measures showed significant changes over time for dysfunctional attitudes, the 

frequency and believability of depressive automatic thoughts, as well as for measures 

of acceptance, and mindfulness. Furthermore, changes in these measures showed 

significant correlations with changes in depression symptoms and quality of life.  

The results of the TSQ suggest that the manualized therapy met its primary 

goal of being acceptable to patients. Overall, participants were satisfied with the 

treatment and perceived it as meeting their therapeutic needs. Participants reported 
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that they understood the treatment well, and that they developed skills to decide when 

to choose accepting versus changing unhelpful thoughts. Moreover, participants 

reported finding it helpful to combine CT techniques and ACT techniques.  

While developing the manual the researchers were concerned that participants 

would feel confused by the combination of the different techniques. However, 

participants felt the therapy was easy to follow, and indicated that the guidelines they 

received for knowing when to adopt ACT strategies versus CT strategies were 

helpful. This was further confirmed by reports that many patients provided of 

continuing to use these guidelines in their day-to-day lives after the end of the 

treatment. 

From the point of view of the therapists, though not formally assessed, the 

manualized approach was feasible and helpful; and they reported very few deviations 

from the manualized treatment. This is an encouraging result, as the issue of therapist 

allegiance (therapist preferring ACT over CT or vice versa) did not seem to affect the 

administration of the therapy for good or for ill.  

The study also provided preliminary effectiveness analyses for two main 

outcome measures: depressive symptoms and quality of life. Though these results are 

limited in that that there was no comparison group in this study, we believe that these 

data provide very preliminary evidence of the potential effectiveness of the combined 

CT/ACT group therapy. The data reveal an early drop in depressive symptomatology, 

which indicates that participants’ mood began to improve as the therapy unfolded. 

Though treatment gains are often seen at the start of therapy, these gains were also 

maintained over time. This result suggests that some of the early pieces of the 

intervention, specifically, the introduction of the cognitive model, the review of 

myths and misconceptions about controlling thoughts and feelings, and the 

preliminary attempts to restructure disordered cognitions, may have been effective in 

alleviating symptoms over the course of the study period. 

Overall, participants went from being in the severe range of depression (at 

baseline) to the lower part of the moderate range at the end of treatment. At the 3-

month follow-up, 16 (66.7%) treatment completing participants were no longer 
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meeting the DSM criteria for depression or dysthymia. The overall effects of the 

treatment were comparable to those found in other studies examining treatments for 

depression (Lappalainen et al., 2007; Peterson & Zettle, 2009; Folke et al., 2012; 

Forman et al., 2007).   

The gains in quality of life suggest that the acceptance-focused elements of 

the therapy, mostly introduced in the second half of the program, were effective. The 

gains in quality of life were primarily seen in the second half of the program, and 

seemed to continue through follow-up. Quality of life is an important outcome 

measure in most research involving ACT. These results reinforce the notion that this 

combined treatment is acceptable and feasible for this population.     

One of the strengths of this study was the inclusion of the measurement of 

process variables at each time point. These were included with the view of 

establishing the areas in which the integrative therapy could be most impactful. 

Indeed, the results reveal the effects of both the CT and the ACT components. First, 

we noted evidence that we were successfully able to re-shape many of the 

participants’ distorted cognitions and beliefs from the overall decrease in 

dysfunctional attitudes. The dip in dysfunctional attitudes began early on in the 

therapy (after session 1), which suggests that the CT elements of the manualized 

therapy were able to take root, and provide some relief, immediately after the start of 

therapy. Furthermore, this decrease continued until follow-up, which suggests that 

cognitive restructuring was a skill that was acquired and continued to be applied even 

after the end of therapy. Second, the decrease in the frequency and believability of 

depressive thoughts suggested that the program was effective in reducing depressive 

thoughts and in teaching patients to choose not to fuse with negative beliefs. This 

decrease may reflect both the action of CT and of ACT. Third, we found that 

acceptance improved in the second half of the treatment program. This is consistent 

with the chronology of the program. More traditional cognitive therapy skills were 

taught in the first part of the therapy (before midpoint) and ACT skills (e.g., use of 

mindfulness, defusion) were taught in the second part of the treatment (after 

midpoint). Finally, mindfulness showed a gradual increase over time. The authors of 
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the mindfulness scale administered this instrument to four independent samples of 

community adults (total N of 436) and found a mean of 4.20 (Brown & Ryan, 2003). 

They also tested the instrument with college students (14 independent samples) and 

found a mean of 3.83 (Brown & Ryan, 2003). Thus, in our study we can point to the 

improved means as being similar to those found in healthy student and community 

adult samples. 

Furthermore, the associations between the changes in process measures and 

outcome measures, specifically in terms of the frequency and believability of 

depressive thoughts, acceptance, and dysfunctional attitudes, provide further evidence 

that the gains witnessed throughout this treatment program were related to both the 

CT and ACT therapeutic techniques introduced. 

Strengths and Limitations 

This study was not designed to assess treatment effectiveness but rather to 

provide a thorough overview of the feasibility and potential therapeutic benefits of a 

standardized manualized integrative therapy for depression. Future studies with the 

proper control groups (wait-list, CT alone, and ACT alone) must be conducted before 

any firm statements can be made regarding the superiority of the integrated therapy 

over CT or ACT alone. Moreover, the study criteria in the present work did not 

control for participants’ medication or enrollment in other therapy programs. 

Furthermore, it is also possible that some patients had undiagnosed co-morbidities. 

Although thorough SCID was performed at enrollment to determine Axis I diagnoses, 

the researchers did not assess the presence of Axis II features in this way, relying on 

the preliminary clinical interview instead. As personality disorder features hinder the 

ability to engage effectively in a group therapy setting, it is important for future 

effectiveness studies to examine both Axis I and Axis II disorders.  

Additionally, participants in this study were required to pay partial therapy 

fees to cover the cost of the treatment. This was necessary given that our study was 

conducted without a grant. However, though this factor may limit the generalizabiliity 

of the results, the fee was limited to $30 per 1.5 hour session (20$ for students). We 
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believe that as the cost remained affordable for many, it did not significantly restrict 

participation.  

 Despite these limitations, this study reflects a novel contribution to the 

literature. To our knowledge, this is the first study to assess the feasibility of 

integrating CT and ACT as a treatment for depression. The study examined client 

responses to the manualized therapy among several therapy groups, making it larger 

scale than previous studies of CT/ACT integration. A further strength of the study is 

the fact of including both change-oriented strategies, including cognitive 

restructuring, and acceptance-oriented techniques in the manualized therapy. This 

was made possible in part thanks to guidelines that assisted clients in detecting, 

challenging, and disputing distorted cognitions while, at the same time, practicing 

acceptance, defusion, mindfulness, and values-based responding.  

Though cognitive restructuring is known to be a powerful element of CT, as a 

therapeutic technique, it is omitted from the majority of the CBT third wave 

treatments. The reason for this omission is the belief that the technique is both 

unnecessary and potentially harmful. However, our study demonstrated that cognitive 

restructuring was both effective and useful. In fact, participants found it to be one of 

the top three most helpful techniques they learned. We believe that by giving 

participants guidelines for when to apply techniques, as well as choice in terms of 

which techniques they apply, it is possible to circumvent the potential negatives of 

any given technique, while harnessing its therapeutic power.  

Implications for Future Work 

This study has many implications for future research on integrated CT/ACT 

approaches for the treatment of depression. Given the intractability of certain forms 

of depression, widening the available tools that clinicians can use as part of an 

evidence-based intervention is an important next step in integrative research. This 

study demonstrates that it is feasible to integrate CT and ACT into a manualized 

group therapy program for depression, and that this integration is acceptable to 

patients. Moreover, providing patients with the choice about which techniques to use 

to best manage and treat their symptoms may carry the additional benefit of 
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empowering patients and giving them a greater sense of positive agency. That being 

said, many participants in our study still reported depressive symptomatology after 

the end of the study period, revealing that more research is necessary to understand 

the reasons certain symptoms resist treatment. These findings suggest the potential 

benefits of an integrated ACT/CT group therapy program which may show promise 

for the future of the treatment of intractable depression and dysthymia. Further efforts 

are necessary to establish the effectiveness of the integrated approach above a CT-

alone or ACT-alone approach. The patients in this study reported a high level of 

distress and comorbidity at enrollment, including an average GAF of 56.4 (moderate 

difficulty in functioning). The treatment gains therefore represent a substantial 

improvement, suggesting that the integrated manualized therapy is effective.  

  Conclusion 

CT and ACT were combined into a single larger scale manualized group 

therapy program for depression and/or dysthymia. Traditional CT strategies, such as 

cognitive restructuring, were maintained in the therapy protocol whereas they have 

tended to be omitted from past integrative treatments. The results show the treatment 

to be feasible, and acceptable to patients. Patients from the program reported they 

were satisfied with the treatment, which they perceived as being both helpful and 

effective. Preliminary outcome measure analyses suggest the preliminary group saw 

decreases in depressive symptoms and increases in quality of life. Process measure 

analyses suggested that changes in the frequency and believability of automatic 

thoughts, as well as acceptance, may have been factors underlying these changes. In 

conclusion, CT and ACT techniques can be used together in a standardized treatment 

program despite their philosophical and technical differences.   
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Tables and Figures 

Table 1. Treatment Satisfaction Questionnaire (TSQ) means and standard deviations 

 

Question Last 

Session 

Mean 

(SD) 

(n = 22) 

3 

Month 

Follow-

up 

Mean 

(SD) 

(n = 16) 

1. The treatment program met my needs overall. 

 

5.14 

(1.39) 

5.06 

(1.44) 

2. What was taught was relevant to me. 

 

5.91 

(1.06) 

5.44 

(1.31) 

3. Overall, I have been using what I have been taught in 

my every-day life. 

 

4.73 

(1.45) 

4.44 

(1.86) 

4. The treatment has helped me deal more effectively with 

my depression 

 

5.59 

(1.47) 

5.13 

(1.78) 

5. I found the sessions easy to follow. 

 

5.64 

(1.81) 

5.63 

(1.96) 

6. Overall, I understood the techniques and concepts that 

were taught. 

 

6.09 

(1.38) 

6 (1.55) 

7. I am likely to continue to use the techniques learnt in the 

long term. 

 

5.77 

(1.48) 

5.38 

(1.78) 

8. Overall, I was able to able to do the homework 

assignments in between group sessions. 

 

4.64 

(1.46) 

5.13 

(1.46) 

9. I found the treatment program confusing. 

 

2.09 

(1.66) 

2.44 

(1.75) 

10. I found it difficult to learn when to change my thoughts 

and when to accept my thoughts. 

 

3.23 

(2.14) 

3.75 

(1.80) 

11. The guidelines for deciding when to accept my 

thoughts, emotions and sensations and when to change 

them were clear. 

 

4.64 

(1.92) 

4.75 

(1.65) 

12. It is very helpful to combine CBT techniques and ACT 

techniques in a therapy program. 

 

5.41 

(2.09) 

 

5.50 

(2.07) 
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15. (Follow-up) To what extent are you continuing to apply 

the strategies learnt in the group? 

 

 4.63 

(1.78) 

16. (Follow-up) To what extent are you continuing to use 

the guidelines for deciding when to accept your thoughts, 

emotions and sensations and when to change them? 

 

Total Mean 

 

 

 

4.90 

(0.74) 

3.50 

(2.28) 

 

 

4.88 

(0.87) 

Note:  The TSQ uses a likert scale ranging from 1 (disagree) to 7 (agree) for 

questions 1-12.  Questions 15 and 16 only appear on the three-month follow-up TSQ 

and use a Likert scale ranging from 1 (not at all) to 7 (a lot). 
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Table 2. Rankings of Most Helpful Treatment Components  

 

Treatment Components Last 

Session 

3 Month 

Follow-

up 

Listed Cognitive Restructuring as one of the three most 

helpful treatment components 

 

Listed Committed Action as one of the three most helpful 

treatment components 

 

Listed Acceptance as one of the three most helpful 

treatment components 

 

Listed Mindfulness as one of the three most helpful 

treatment components 

 

Listed Behavioural Activation as one of the three most 

helpful treatment components 

 

Listed Defusion as one of the three most helpful treatment 

components 

 

Listed Identifying and Changing Core Beliefs and 

Schemas as one of the three most helpful treatment 

components 

 

Listed Psychoeducation from an ACT perspective as one 

of the three most helpful treatment components 

 

Listed Psychoeducation from a CBT perspective as one of 

the three most helpful treatment components 

 

Listed Behavioural Experiments as one of the three most 

helpful treatment components 

 

12 

 

9 

 

8 

 

7 

 

6 

 

5 

 

5 

 

 

4 

 

 

2 

 

 

5 

 

10 

 

7 

 

5 

 

7 

 

7 

 

3 

 

3 

 

 

2 

 

 

4 

 

 

3 

Note: The numbers in the table refer to the number of participants that list the specific 

treatment component as one of their three most helpful techniques. 
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Table 3. Pre- to post-treatment change score correlations between outcome and 

process measures in the total sample 

 

                              ATQFREQ           ATQDEGR           AAQ           

MAAS           DASSF1           DASSF2                                            

  

 

BDI                                 .86**                    .74**                .58*              

-.44                    .49                  .79** 

 

WHOQOL                    -.70**                   -.30                  -.64**             

.42                    -.41                  -.59* 

  

 

WHOQOLREL             -.64**                   -.17                  -.45                

.51                     .01                  -.56* 

 

WHOQOLPSY              -.59*                    -.36                   -

.67**            .57*                   -.31                 -.48 

  

 

WHOQOLPHYS            -.3                        -.11                   -.24                

.003                  -.65**             -.41 

 

WHOQOLENV             -.61*                     -.22                   -.56*              

.28            -.10                -.33 

  

   

Note:  BDI = Beck Depression Inventory; WHOQOL = World Health Organization 

Quality of Life Assessment; WHOQOLREL = WHOQOL Social Relations Domain; 

WHOQOLPSY = WHOQOL Psychological Domain; WHOQOLPHYS = WHOQOL 

Physical Health Domain; WHOQOLENV = WHOQOL Environment Domain; 

ATQFREQ = The Automatic Thoughts Questionnaire (frequency section); 

ATQDEGR = The Automatic Thoughts Questionnaire (degree section); AAQ = 

Acceptance and Action Questionnaire; MAAS = Mindfulness Attention Awareness 

Scale; DASSF1 = Dysfunctional Attitudes Scale Symptom Form 1; DASSF2= 

Dysfunctional Attitudes Scale Symptom Form 2.  

* p < .05. **p < .01 
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Figure 1. Average of BDI means over time 
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Figure 2. Calculated BDI scores over time 

*p<0.05
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Figure 3. WHOQOL overall mean scores over time 
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Figure 4. WHOQOL overall calculated scores 

 

*p<0.05 
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Figure 5. DAS-SF1 mean scores over time 
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Figure 6. DAS-SF1 calculated scores over time 

 

*p<0.05 
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Figure 7. ATQ-F mean scores over time 

 

 
 

  

0

0.5

1

1.5

2

2.5

3

3.5

4

A
T

Q
-F

 m
e

a
n

 s
co

re
s

Time point

Enrollment

Start of therapy

Midpoint

End of therapy

Follow-up



100 

 

Figure 8. ATQ-F calculated scores over time 

 

 
*p<0.05 
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Figure 9. ATQ-D mean scores over time 
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Figure 10. ATQ-D calculated scores over time 

 

 
*p<0.05 
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Figure 11. AAQ mean scores over time 
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Figure 12. AAQ calculated scores over time 

 

*p<0.05 
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Figure 13. MAAS mean scores over time 
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Figure 14. MAAS calculated scores over time 

 

*p<0.05 
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Appendix B 

Guidelines 

 

Tip:  Sometimes it is helpful to begin with a change strategy and then turn to an 

acceptance strategy if the change strategy has failed (or vice versa).  This can be 

because the first strategy or approach does not turn out to be helpful for you.  

 

One of the strengths of a combined approach (learning CBT plus ACT) is that you 

have more tools in your toolbox to choose from.  

 

WHEN TO USE CHANGE 

STRATEGIES 

WHEN TO USE ACCEPTANCE 

STRATEGIES 

When you want to find out whether or 

not your thoughts are accurate.  By 

looking at the evidence for and against 

certain thoughts or beliefs you can come 

up with a more realistic thought (or 

belief) based on the facts.  This should, 

with practice, reduce your distress. 

When your emotions are very intense and 

hard to cope with. 

When you are engaged in twisted 

thinking (i.e. all or nothing thinking, 

overgeneralization).  Being able to 

identify the thinking trap you are in lays 

the groundwork for challenging your 

thoughts because of the inherent 

inaccuracy that exists.  

When you are coping with chronic pain, 

illness or other difficult life situations 

that cannot be reversed or changed. Your 

negative thoughts may actually be 

justified, as they reflect the reality of 

your circumstances.  It may be more 

effective in these cases, to work on 

accepting the thoughts, emotions and 

situation. 

Using absolutist language (“always”, 

“never”, “should”) is another sign that 

distorted beliefs are operating and could 

be worth changing.   

When you are grieving or dealing with 

life losses, trauma or past abuse it is 

perhaps more effective to use acceptance 

oriented strategies. 

 

When there are concrete cues in your 

environment about the possibility that 

your emotions and thoughts are not 

justified.  For example, your family, 

therapist and friends are in disagreement 

with your self-perception and provide 

counter-arguments with tangible truths.    

When you are engaging in ineffective 

kinds of avoidance, then acceptance-

oriented strategies may be more of an 

effective choice.  You could be avoiding 

concrete situations or environments 

because they are anxiety provoking but 

you can also be avoiding certain thoughts 

or emotions because they are painful. 

 

When you have metacognitive beliefs 

about your thoughts or beliefs. For 
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example, you may believe that worrying 

or ruminating serves a useful purpose by 

protecting you, keeping you on guard or 

allowing you to solve problems.  In this 

case, it may be helpful to challenge the 

reasonability of these beliefs and 

thoughts.  

Problem solving may be an effective 

technique when you are facing a very 

difficult situation that you have some 

control over.  In other words, there may 

be steps to take that can help you tackle 

the situation and analyze different options 

for approaching it. 
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Conclusion 
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The first article presents a theoretical conceptualization and description of a 

therapy manual for a vision of integrating CT and ACT for the treatment of 

depression and dysthymia in a group therapy context. As described, I developed 

guidelines to help assist participants in choosing what techniques would serve best for 

a given situation, circumstance, or preference.  These guidelines are decision-making 

tools that serve to help decide when to use change-oriented techniques (e.g. cognitive 

restructuring) and when to use change-oriented techniques (e.g. defusion). The 

guidelines were written to be clear and easy to understand.   

 

Subsequent to the completion of the theoretical conceptualization and therapy 

program, I conducted a feasibility study for which the results are presented and 

discussed in the second article. The results of the feasibility study showed that the 

majority of participants found the overall treatment program clear and did not find it 

difficult to choose between change or acceptance techniques. They also found the 

guidelines to be clear. Also, the majority of participants found it helpful to combine 

ACT techniques with CT techniques in one and the same therapy program. Although 

probably done often in clinical practice, allowing clients to pick and choose tools 

from the different approaches in a systematic, manualized way is novel. The 

importance of choosing the “right” tools is emphasized in each treatment session and 

not a lot of time is taken from the session focused on the choosing process. Generally, 

when the homework is presented at the end of each session, clients are simply 

reminded to practice choosing the approaches that work best for them. Clients are 

encouraged to experiment with their choice of technique and see if it works and to 

switch techniques when needed and/or desired. 
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It was found to be feasible for the therapists to ensure that the homework 

assignments were completed and understood and to go through many examples in the 

session to make sure that the skills were understood and applied. It was also 

emphasized along the way that once the tools were comprehended and tried out, 

participants could turn towards the ones they felt they related to more in general, or 

for specific situations. 

 

The conclusions of these two articles highlight the utility of an integrated 

approach in which a repertoire of various skills from different approaches can be 

learnt and the right technique can be chosen to help target a given issue.     
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Le Comité d'éthique de la recherche Lettres et sciences humaines a reçu les 
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« Combining Traditional Cognitive Behavioural Therapy (CBT) with 
Acceptance and Commitment Therapy (ACT) in the Treatment of 
Depression : A Feasibility Study ». 
  
I would fix the formatting so that the lines do not get brokenÀ la lumière des 
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rubrique. 
  
En terminant, je vous rappelle qu'il est de votre responsabilité d'informer le 
comité de toutes modifications qui pourraient être apportées à votre projet. 
  
Le comité vous remercie d'avoir soumis votre demande d'approbation à son 
attention et vous souhaite le plus grand succès dans la réalisation de cette 
recherche. 
  
Olivier Laverdière 
Président par intérim du comité d'éthique de la recherche 
Lettres et sciences humaines 
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En référence à votre projet de recherche intitulé « Combining Traditional 
Cognitive Behavioural Therapy (CBT) with Acceptance and Commitment 
Therapy (ACT) in the Treatment of Depression : A Feasibility Study » ayant 
reçu l'approbation éthique le 30 janvier 2012, le comité accuse réception de 
votre rapport final. L'examen de ce rapport indique que le projet s'est déroulé 
dans le respect de la Politique institutionnelle en matière d'éthique de la recherche 
avec des êtres humains.  
  
En terminant, nous vous rappelons qu'il est de votre responsabilité de protéger 
vos données de recherche jusqu'au moment de leur destruction. 
  
Le comité vous prie d'accepter ses salutations distinguées. 
Carole Coulombe 
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https://www.usherbrooke.ca/moncourriel-app/?_task=mail&_action=show&_uid=1352&_mbox=INBOX&_caps=pdf=1,flash=1,tif=0#add
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Comité d’éthique de la recherche – Lettres et Sciences Humaines 
Rapport de suivi éthique 
 
 
 
S.V.P. compléter le formulaire chaque année et à la fin du projet (ou à une 
fréquence différente signalée par le comité) et l’acheminer à 
cer_lsh@usherbrooke.ca. 
La présence des formulaires de suivi annuels peut être vérifiée par les 
organismes subventionnaires. 
 
No. de projet 2011-75 

Titre : 
Combining Traditional Cognitive Behavioural Therapy 
(CBT) with Acceptance and Commitment Therapy (ACT) 
in the Treatment of Depression : A Feasibility Study 

Chercheuse ou 
chercheur 
responsable : 

Leandra Hallis 

Source de financement 
et/ou programme 
d’études : 

Doctorat pour Psychologues en Exercise 

Date de début de la 
collecte de données : (mois et année) 

Nombre de 
participants recrutés 
depuis le début de 
l’étude 

26 

Nombre de 
participants exclus 
depuis le début de 
l’étude 

16  
Précisez les raisons : Ne complétait pas les critères 
d’inclusion pour l’étude (dépression majeure ou 
dysthymie et pas d’évidence de trouble de la 
personnalité).   
 
 
 

Date de fin de la 
collecte de 
données (prévue ou 
réelle) : 

Semaine du 31 Mars 2014 (entrevues de suivi pour le 
quatrième groupe seront complété) 

Date de fin du projet  
(prévue ou réelle) : Juillet 2014 

Date du rapport de 
suivi : 

17-02-2014 

mailto:cer_lsh@usherbrooke.ca
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Les recommandations du comité et les précautions annoncées dans la 
demande d’évaluation éthique ont-elles été respectées? Sinon, pourquoi? 
Oui 
      
Par rapport à la demande d’évaluation éthique soumise, des changements 
importants ont-ils été apportés ou des imprévus sont-ils survenus 
concernant… 
 

 
No
n  
 

Oui  
 

Si oui, s.v.p. préciser 
Quels sont les imprévus survenus ?  

Quels sont les ajouts ou les modifications 

apportés aux 

précautions pour respecter les principes 

éthiques ?  
…la nature du projet de 
recherche? 

No
n 

       

…les étapes de 
réalisation? 

No
n 

       

… la protection de la 
confidentialité des 
données et la diffusion 
des résultats? 

No
n 

       

… le choix du groupe de 
participantes et 
participants et les 
démarches d’obtention 
du consentement? 

No
n 

       

… le ou les formulaires 
de consentement? 

No
n 

       

… les risques et les 
bienfaits pour les 
participantes et 
participants?  
(notamment, apparition 
de risques non prévus et 
moyens mis en place 
pour les pallier) 

No
n 

       

 
Autres modifications ou remarques sur le déroulement de la recherche (s’il 
y a lieu) : non 
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Méthodologie 
  
L’étude est présentée comme étant une étude de faisabilité. Or, les instruments 
de mesure présentés mesurent l’efficacité du traitement. Le comité vous 
demande de clarifier l’objectif de l’étude ou d’inclure des mesures pour évaluer 
la faisabilité. 
  
Réponse : J’ai inclu une nouvelle mesure qu’on a construit  (Treatment 
Satisfaction Questionnaire) pour mesuré la faisabilité du traitement (voir an 
annexe à la présente). 
 
Le comité vous demande de préciser comment les deux approches 
thérapeutiques seront intégrées et décrire les effets possibles sur l’efficacité du 
traitement et les risques ou inconvénients pour les participants. 
  
Réponse :  In order to combine the two approaches (CBT and ACT) in a cohesive 
way we plan on presenting the participants with guidelines that will help them 
decide when it may be more effective to use an acceptance strategy (ACT) versus 
a change oriented strategy (CBT).  Below is a list of guidelines (that still needs to 
be finalized) that will be given to the participants: 
 
Guidelines for the client on when to use Cognitive Restructuring (and other 
change strategies) versus when to use Defusion (and other acceptance 
strategies) 
 
Tip:  Sometimes it is helpful to begin with a change strategy and then turn to an 
acceptance strategy if the change strategy has failed (or vice versa).  This can be 
because the first strategy or approach does not turn out to be helpful for you.  
 
One of the strengths of a combined approach (learning CBT plus ACT) is that you 
have more tools in your toolbox to choose from.  
 
WHEN TO USE CHANGE STRATEGIES WHEN TO USE ACCEPTANCE 

STRATEGIES 
When you want to find out whether or 
not your thoughts are accurate.  By 
looking at the evidence for and against 
certain thoughts or beliefs you can 

When your emotions are very intense 
and hard to cope with. 
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come up with a more realistic thought 
(or belief) based on the facts.  This 
should, with practice, reduce your 
distress. 
When you are engaged in twisted 
thinking (i.e. all or nothing thinking, 
overgeneralization).  Being able to 
identify the thinking trap you are in 
lays the groundwork for challenging 
your thoughts because of the inherent 
inaccuracy that exists.  

When you are coping with chronic 
pain, illness or other difficult life 
situations that cannot be reversed or 
changed. Your negative thoughts may 
actually be justified, as they reflect the 
reality of your circumstances.  It may 
be more effective in these cases, to 
work on accepting the thoughts, 
emotions and situation. 

Using absolutist language (“always”, 
“never”, “should”) is another sign that 
distorted beliefs are operating and 
could be worth changing.   

When you are grieving or dealing with 
life losses, trauma or past abuse it is 
perhaps more effective to use 
acceptance oriented strategies. 
 

When there are concrete cues in your 
environment about the possibility that 
your emotions and thoughts are not 
justified.  For example, your family, 
therapist and friends are in 
disagreement with your self-
perception and provide counter-
arguments with tangible truths.    

When you are engaging in ineffective 
kinds of avoidance, then acceptance-
oriented strategies may be more of an 
effective choice.  You could be avoiding 
concrete situations or environments 
because they are anxiety provoking 
but you can also be avoiding certain 
thoughts or emotions because they are 
painful. 
 

When you have metacognitive beliefs 
about your thoughts or beliefs. For 
example, you may believe that 
worrying or ruminating serves a useful 
purpose by protecting you, keeping you 
on guard or allowing you to solve 
problems.  In this case, it may be 
helpful to challenge the reasonability of 
these beliefs and thoughts.  

 

Problem solving may be an effective 
technique when you are facing a very 
difficult situation that you have some 
control over.  In other words, there 
may be steps to take that can help you 
tackle the situation and analyze 
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different options for approaching it. 
 
 
We predict that CBT integrated with ACT will prove to be an effective treatment 
for reducing depressive symptomatology and increasing quality of life in a 
sample of clients diagnosed with depression at a private community clinic.  We 
will be offering them more tools than compared to standard cognitive behaviour 
therapy.  As well, the newer ACT tools that will be shown can optimize the 
treatment.  Thus, participants will have the opportunity to learn strategies to 
change their thoughts but also, in the same treatment, learn to accept and 
distance themselves from painful inner experiences.  There are risks however 
pertaining to combining the two approaches.  Participants could find that the 
two approaches have contradictory messages (accept vs. change) and thus not 
find that it makes sense to have them integrated in one treatment.  However, we 
believe that by giving them clear guidelines this can help prevent such confusion.  
As well, they might find the metaphors difficult to understand and the terms and 
concepts complex and too abstract in ACT.  We will try to safeguard against this 
by providing clear definitions and explanations of different terms, metaphors, 
and concepts.  It will also help to not only provide individual metaphors, but also 
include some experiential exercises to help reinforce the significance of the 
metaphors.          
 
Here is a list of the treatment components that will be included in each group 
session:.  This order and content needs to be finalized as well: 
 
Session 1: CBT and ACT 
Psychoeducation about depression 
Understanding the relationship between environment, thoughts, mood, behavior 
and physical reactions 
Myths about depression, the problem with experiential avoidance and control 
Introduction to the two treatment approaches 
 
Session 2: CBT and ACT 
Behavioural activation (increasing pleasurable and mastery oriented activities) 
Identification of values 
Values oriented actions 
 
Session 3: CBT and ACT 
Commited action and obstacles and barriers 
Introduction to cognitive restructuring 
 
Session 4: CBT 
Cognitive restructuring 
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Session 5: CBT 
Cognitive restructuring 
 
Session 6: CBT 
Cognitive restructuring 
 
Session 7: ACT 
Problems with experiential control 
Willingness and acceptance 
 
Session 8: ACT 
Defusion 
 
Session 9: ACT 
Defusion 
 
Session 10: ACT 
Reasons for depression 
 
Session 11: CBT 
Behavioural experiments 
 
Session 12: CBT 
Assumptions and Core beliefs 
 
Session 13: ACT 
Mindfulness 
 
Session 14: ACT 
Mindfulness 
 
Session 15: CBT and ACT 
Relapse Prevention 
 
Les critères d’exclusion sont très clairement décrits dans le projet (pp.8-9). 
Cependant, on ne mentionne pas ce qu’il adviendra des participants qui seront 
exclus. Puisque ceux-ci consultent, on peut s’attendre à ce qu’ils éprouvent de la 
détresse psychologique. De plus, certains d’entre eux présenteront un niveau de 
sévérité des symptômes élevé (ex. : comorbidités). Le comité vous demande de 
préciser les mesures qui seront prises pour référer ces personnes vers des 
ressources appropriées.  
  
Réponse : J’ai ajouté ces specifications au projet de thèse en ajoutant ce texte 
(p.9): 
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Individuals who are excluded from the study will be able to participate in 
individual therapy at the clinic if they choose.  Individual therapy is conducted in 
English and French at the clinic.  Thus, if a potential participant is excluded for 
language reasons, they may be able to follow an individual therapy in French.  
Individuals who are excluded may request individual therapy at a reduced rate 
(if warranted by their financial circumstances).  They will also be presented with 
other referral options in the Montreal area, including clinics, hospitals, crisis 
centers and therapists who work in the private sector. 
 
Étant donné que l’intervention sera disponible uniquement en anglais, il faudrait 
préciser dans les critères d’inclusion que les participants potentiels doivent 
avoir une compréhension suffisante de l’anglais pour pouvoir participer à une 
intervention de ce type. 
  
Réponse :  J’ai ajouté ces specifications au projet de thèse aussi (p.9): 
 
Since the therapy will only be conducted in English, potential participants will 
also have to have sufficient mastery of the English language in order to 
understand and follow the group sessions. 
 
Potential participants will also be excluded if their English is not functional as 
they will thus not be able to follow the session content and comprehend what is 
being presented. 
  
Dans le projet, il est mentionné que les participants seront recrutés dans la 
communauté. Par contre, dans le texte d’accompagnement de la demande (page 
couverture du formulaire de soumission), on mentionne que les participants 
seront recrutés dans la communauté et parmi la clientèle de la clinique. Le 
comité vous demande de préciser si oui ou non le recrutement aura lieu en 
partie parmi les clients fréquentant déjà la clinique où aura lieu le traitement. 
Dans un tel cas, il pourrait y avoir conflit d’intérêts (tel que déclaré dans le 
formulaire de soumission) et le consentement libre des participants pourrait 
être compromis, puisqu’ils pourraient craindre que leur refus compromette 
leurs chances de poursuivre une psychothérapie déjà en cours à la Clinique et ne 
vienne altérer la qualité des services qu’ils reçoivent. Le comité vous demande 
d’indiquer dans le projet les mesures mises en place pour s’assurer que les effets 
indésirables dus à la procédure de recrutement seront évités, le cas échéant. 
 
Réponse :  J’ai enlevé le mention que des clients vont être recruité parmi la 
clientèle du clinique. Ce n’est pas le cas.  Voir p.1 du formulaire de soumission. 
J’ai ajouté ceci: 
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Participants will be recruited from the community.  Letters with information 
about the group therapy will be sent to doctors that usually refer clients to the 
clinic.  As well, posters will be put up at the Queen Elizabeth Health Complex 
(location of the clinic).  The research study using group therapy will also be 
listed as a treatment option when potential clients call the clinic to inquire about 
the services.  It will be carefully clarified that people can choose whatever 
treatment option they feel the most comfortable with, and this will not alter the 
quality of any of the services they receive. It will be very important to explain to 
potential clients that this is a research study.  They will also be explained that 
they can begin the group therapy as part of the research study and stop at any 
time, and still pursue individual therapy at the clinic afterwards. 
 
Le comité vous demande de justifier pourquoi le traitement est offert dans une 
clinique privée plutôt qu’en contexte universitaire dans un cadre qui 
n’occasionne habituellement aucuns frais pour les participants. De plus, le 
comité vous demande de justifier la raison et le tarif demandé aux participants. 
  
Réponse :  Je vous donne une justification ici (ajouté au p. 9 du formulaire de 
soumission). 
  
Au lieu de payer le frais régulier de la clinique (qui est généralement 65-125$ 
par séance) les clients vont avoir un rabais du a leur participation dans une 
groupe de thérapie qui fait partie d’une l’étude (probablement 40$ par groupe) 
The group therapists (Dr. Luisa Cameli and Leandra Hallis) both work at the 
Emotional Health CBT clinic.  Because it is a private clinic it is not possible to 
offer free services.  The clinic already has a sliding scale policy which ranges 
from 65$ to 125$ per session based on family income, thus allowing for more 
affordable fees for individual therapy.  Because we will be offering a group 
therapy, and it is a research study we have decided to set the group session fee 
at 40$ per participant.  The clinic already has a policy where a client may request 
a reduction of their therapy fee by writing a letter to the clinic director with the 
reasons for this request.  We will also permit this procedure for the group 
therapy.  By participating in a group therapy at a private clinic, people benefit 
from not having to be on a long waiting list (as is often the case at a CLSC or 
hospital). We need to also set a certain fee for the therapy because certain 
administrative expenses will have to be incurred, as well as for the therapists 
time.  This study is not being supported by research grants and there will be 
costs associated that the clinic will have to cover, such as printing up the 
manuals, questionnaires and consent forms, renting an office space that fits a 
group, etc. 
 
Puisqu’il s’agit d’une étude de faisabilité et que les participants seront invités à 
évaluer la qualité du traitement reçu, le comité vous recommande qu’une 
personne autre que l’équipe de chercheurs soit responsable de recueillir ces 
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informations auprès des participants. De plus, les chercheurs ne devraient pas 
avoir accès à l’information nominative en lien avec ce questionnaire. 
  
Réponse : D’accord. J’ai ajouté ce texte pour expliquer ceci (p. 15 du projet de 
these): 
 
This evaluation questionnaire will be administered by research assistants not 
involved in administering the group therapy.  The participants’ names will not 
be written on the questionnaires to keep the responses anonymous because it is 
evaluating the perceived satisfaction and quality of the treatment program from 
the vantage point of the participants. 
 
 
  
Affiche de recrutement 
  
L’affiche de recrutement devrait indiquer clairement qu’il s’agit d’un projet de 
recherche et en préciser le but. 
  
Réponse :  Je l’ai corrigé et l’a inclu comme pièce jointe. 
  
  
Formulaire de consentement 
  
Le comité vous demande de : 
ajouter dans le titre une mention sur le fait qu’il s’agit d’un traitement de « type 
thérapie de groupe » afin de bien représenter l’étude et l’intervention à laquelle 
sera soumis le patient; 
vulgariser le titre et la rubrique « Study procedures »; 
ajouter les noms et les coordonnées de la directrice de recherche (tel qu’indiqué 
dans le modèle de formulaire de consentement du CÉR-LSH); 
préciser de que l’on entend par « fit the inclusion criteria » (présence d’une 
dépression), puisque les participants pourraient éventuellement se demander 
pourquoi ils ne sont pas inclus dans l’étude; 
préciser le temps nécessaire pour remplir les questionnaires et donner une idée 
générale de la nature de l’information abordée dans ces questionnaires. La 
nature de la seconde période d’évaluation et des questions qui seront posées au 
téléphone devrait également être précisée; 
ajouter que la participation au projet pourra contribuer à la validation de la 
combinaison de ces deux modalités thérapeutiques; 
mentionner les inconvénients et risques mentionnés dans le formulaire de 
soumission, notamment déplacement, paiement des rencontres, temps requis 
pour les évaluations et les questionnaires, le fait que la thérapie proposée ne 
produise pas les effets désirés chez le patient, la possibilité de ressentir des 



130 

émotions difficiles. De plus, le comité vous demande d’indiquer les mesures 
mises en place pour atténuer ces risques et inconvénients; 
ajouter une rubrique « Droit de retrait »; 
harmoniser l’information concernant les personnes qui auront accès aux 
données identificatoires avec ce qui est mentionné dans le formulaire de 
soumission; 
spécifier que les données seront détruites 5 ans après la fin de la collecte des 
données. 
supprimer le paragraphe commençant par « If you have any concerns regarding 
[…] » dans la rubrique « Rights of research participants »; 
ajouter une rubrique « Consentement libre et éclairé » afin que le participant 
puisse consentir à l’étude.  
Finalement, le comité vous invite à consulter notre Guide du consentement pour 
la préparation de votre formulaire de consentement : 
http://www.usherbrooke.ca/recherche/fr/ethique/recherche-avec-les-etres-

humains/evaluation-des-projets/cer-lettres-et-sciences-humaines/  
  
Réponse :  Comme il y’a beaucoup de corrections pour le formulaire de 
consentement, j’ai souligné les changements et c’est inclu au fin de ce document. 
_____________________________________________________ 
 

 
 
 
 
RAPPORT D’EVALUATION DU PROJET DE THESE  
 
 
 
Titre de la thèse : Combining traditional cognitive behavioural therapy 
(CBT) with acceptance and commitment therapy (ACT) in the treatment of 
depression : a feasibility study 
 
 
Nom de l’étudiante : Léandra Hallis 
 
 
Nom de la directrice de thèse :  Bärbel Knäuper 
 
 
Date de transmission de l’évaluation : 19 décembre 2012 

Doctorat en psychologie 

http://www.usherbrooke.ca/recherche/fr/ethique/recherche-avec-les-etres-humains/evaluation-des-projets/cer-lettres-et-sciences-humaines/
http://www.usherbrooke.ca/recherche/fr/ethique/recherche-avec-les-etres-humains/evaluation-des-projets/cer-lettres-et-sciences-humaines/
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DÉCISION1 

Le projet EST ACCEPTÉ x 

L’acceptation du projet EST REPORTEE  
(voir commentaires) 

 

Le projet EST REFUSÉ  

 
 
Guylaine Côté et Olivier Laverdière 
11 décembre 2011 
 
 
 
1. La décision repose sur l’appréciation globale du projet et ne correspond 
pas à un calcul sommatif des différents critères énumérés. 
 
Macintosh HD:Users:leandrahallis:Desktop:Final Thesis Document:Sommaire for 
Thesis.docx 
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Rapport d’évaluation du projet de thèse 
Doctorat en psychologie 
 
 
Titre : Combining traditional cognitive behavioural therapy (CBT) with acceptance 

and commitment therapy (ACT) in the treatment of depression : a feasibility study 

 
Étudiant :  Léandra Hallis 
 
 

Critères d’évaluation 

 

Échelle de réponse 

 

S = Satisfaisant, remplit les exigences   

C = Clarifications ou modifications à apporter, corrections mineures  

I = Insatisfaisant et corrections majeures à apporter 

 

 

I. Clarté de la mise en problème 

 

 S C I 

- La structure générale de la problématique est bien articulée.  X   

- La problématique menant à la question de recherche est 

suffisamment explicitée. 

X   

- Les concepts centraux sont bien définis et bien documentés.  X   

- Les appuis théoriques et empiriques sont suffisants. X   

- Les études présentées sont décrites avec précisions.  X   

- Les études présentées sont critiquées.  X   

- L’information rapportée est parcimonieuse; l’étudiante ou 

l’étudiant s’en tient à l’essentiel.  

X   

- Les sources de références citées sont adéquates et 

suffisantes. 1 

X   

- Pertinence et justesse du titre. x   
1. À ce stade de la recherche, la recension des écrits n’a pas besoin d’être exhaustive. 

 

COMMENTAIRES (lorsque C ou I) 

 

La recension des études portant sur la combinaison d’un traitement CBT et ACT ne fait 

pas état des études déjà existantes sur ce point et pourtant  plus récentes que celles 

exposées (ex., Carrier et Côté, 2010 dans European Review of Applied Psychology). 
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II. Précisions et pertinence des objectifs et/ou hypothèses poursuivis, compte tenu de 

la problématique 

 

 S C I 

- Les objectifs sont clairs et bien définis.   X  

- Les objectifs découlent des écrits scientifiques.  X   

- Les objectifs sont vérifiables.  X  

- S’il y a lieu, les hypothèses1  (ou questions de recherche) 

sont claires, bien définies et découlent des écrits scientifiques. 

X   

-S’il y a lieu, les hypothèses  ou questions de recherche) sont 

présentées de façon opérationnelle.   

X   

- Le nombre d’objectifs et/ou d’hypothèses ou de questions de 

recherche) est adéquat. 

X   

 

COMMENTAIRES (lorsque C ou I) 

 

Il y a des discordances entre l’objectif de l’étude tel que formulé dans le sommaire, dans 

la section des objectifs avant la méthode et dans ce qui est annoncé dans le formulaire de 

consentement. Il y a aussi une discordance entre la formulation  de ces objectifs et le 

protocole expérimental dans la méthode. En effet, la formulation des objectifs est 

inexacte lorsqu’elle indique que l’étude a comme but d’évaluer si ACT ajoutera à la 

thérapie CBT traditionnelle, puisqu’il n’y a pas de groupe qui recevra la CBT 

traditionnelle seule.  

 

 

III. Pertinence de la méthode de recherche prévue1 

 

 S C I 

                                                        
- 1 L’hypothèse est une affirmation sur ce que devrait être la réalité qui ne doit pas entraîner de 
problèmes d’éthique 

- Elle doit être : 
- formulée en langage positif. sous la forme logique de « si …, alors… » : si telle condition est 
présente (état de la VI), alors tel phénomène doit être observé (état de la VD). 

- vérifiable empiriquement 

- parcimonieuse (simple) et efficace 
- pertinente pour la communauté scientifique (va générer de la recherche) 
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- La méthode présentée permet de répondre aux objectifs 

précédemment énoncés.  

 X  

- Description claire et rigoureuse de l’échantillon : X   

  i) la population cible est identifiée. X   

  ii) le nombre de participants est identifié et suffisant.  X  

  iii) les critères d’inclusion et d’exclusion sont présentés.  X   

  iv) l’échantillon est bien sélectionné en fonction du ou des 

objectifs. 

X   

- Description claire et rigoureuse des procédures de 

recrutement, de cueillette de données et/ou d’intervention, s’il 

y a lieu. 

X   

- Le matériel ou les instruments ainsi que leurs fonctions sont 

décrits adéquatement.    

X   

  i) La façon de présenter le matériel ou les instruments est 

claire et le cas échéant constante. 

X   

  ii) Le concept mesuré par l’outil ou l’instrument est identifié 

avec une brève justification de ce choix (comparaison avec 

d’autres outils). 

X   

  iii) Le cas échéant, les qualités psychométriques sont 

énoncées de façon brève, mais complète. 

X   

- Les méthodes d’analyses de données présentées sont 

suffisamment décrites et sont en lien avec les objectifs et 

hypothèses précédemment énoncés. 

X   

- Les règles éthiques et déontologiques sont prises en 

considération. 2 

  X 

1. On s’attend à ce que la démarche soit rigoureuse et respecte les exigences 

scientifiques habituelles. Mais on ne s’attend pas à autant de détails que dans une 

thèse de Ph.D. Par exemple, on doit trouver assez d’informations pour juger de la 

valeur scientifique de la démarche, mais on ne vise pas à en avoir assez pour 

répliquer la recherche.  
2. Le projet doit toutefois être soumis à l’évaluation du Comité d’éthique et de la 

recherche.  

 

COMMENTAIRES (lorsque C ou I) 

 

Puisqu’il n’y a qu’un seul groupe et que les deux modalités de traitement seront 

combinées, il apparait impossible de répondre à la question de recherche, à savoir si 

l’ajout d’un module augmentera l’efficacité du traitement CBT. Si l’ajout de groupes de 

traitement est impossible, il faudra revoir les objectifs de l’étude. 

 

Le nombre de participants prévu devrait être mentionné dans la méthode et non 



135 

seulement dans le sommaire. 

 

La procédure décrite dans le consentement éclairé ne correspond pas exactement à celle 

décrite dans la méthode du projet (p. ex., assignation aléatoire à deux groupes : CBT 

alone et CBT and ACT combined; deux périodes d’évaluation par questionnaire vs 

quatre dans la méthode dans la description des mesures).   

 

Au plan éthique, est-ce que les participants paieront pour la portion de traitement ajouté 

dont les bénéfices ajoutés sont actuellement inconnus? 

 

IV. Autres critères  

 

 S C I 

- La pertinence du projet pour la pratique professionnelle est 

suffisamment explicitée. 

X   

- Réalisme par rapport aux spécificités d’une thèse D.Ps. (ni 

trop, ni trop peu ambitieux)1 

X   

- Présence des outils de cueillette de données en annexe. X   

- Qualité de langue (français correct, orthographe, syntaxe 

et/ou organisation, etc.). 

X   

- Respect des normes de présentation (APA). X   
1. En cas de doute en lien avec ce critère, contactez préalablement la directrice ou le 

directeur de recherche. 

 

COMMENTAIRES (lorsque C ou I) 
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Consent Form 
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CONSENT FORM FOR PARTICIPATION IN A RESEARCH PROJECT 
 
TITLE:  
Combining Traditional Cognitive Behavioural Therapy (CBT) with Acceptance 
and Commitment Therapy (ACT) as a Group Therapy in the Treatment of 
Depression 
 
INVESTIGATORS:  
Leandra Hallis, M.A., Doctoral Candidate 
Psychology Department 
Université de Sherbrooke 
 
Luisa Cameli, Ph.D. 
Director 
The Emotional Health CBT Clinic 
2100 Marlowe, #261 
Montreal, QC, H4A 3L5 
(514) 485-7772 
 
Barbel Knauper, Ph.D. 
Associate Professor 
Department of Psychology 
McGill University 
1205 Dr. Penfield Avenue 
Montreal, QC, H3A 1B1 
(514) 398-8186 
 
You are being invited to take part in a research study about psychological 
treatments for depression. Before you decide whether to take part please take 
time to read the following information carefully. Please ask if there is anything 
that is not clear or if you would like more information.  
 
PURPOSE OF THE STUDY: 
This study will investigate whether Acceptance and Commitment Therapy (ACT) 
adds to traditional Cognitive Behavioural Therapy (CBT) for the treatment of 
depression in a group context. Results will help clarify how changes occur during 
the process of group therapy using the two approaches and whether these 
changes are maintained at follow-up points. Ultimately, your participation in this 
study will help validate the feasibility of combining these two therapeutic 
approaches for the treatment of depression. 
 
STUDY PROCEDURES: 
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The study will take place at the Emotional Health CBT Clinic located at the Queen 
Elizabeth Health Complex. The study will require your participation in 15 
therapy sessions that should last 1.5 hours each and 2 assessment sessions that 
should last approximately 1.5 hours each. You will participate in a therapy that 
combines traditional CBT and ACT. CBT is a skills-based approach that focuses 
on changing distorted thinking patterns and helping people develop more 
adaptive ways of thinking and behaving. ACT uses acceptance and mindfulness 
strategies to increase psychological flexibility. 
 
The initial assessment will evaluate whether or not you fit the criteria for the 
study. The inclusion criteria are the following: you will have to have sufficient 
mastery of the English language, you will have to be assessed as depressed, and 
you cannot have other clinical disorders that could complicate the treatment. 
There will also be questionnaires to fill out at home before beginning the group, 
during the course of therapy and at the end. You may also be contacted a few 
months after the end of the group to complete some questionnaires (that will be 
mailed to you). Filling out the questionnaires, at each time point, should take 
approximately 30 minutes. The questionnaires will ask about symptoms of 
depression, how you relate to your symptoms, quality of life and treatment 
satisfaction. 
 
PEOPLE RESPONSIBLE FOR THE STUDY: 
The researchers and their contact information are listed at the top of the consent 
form. This study is being conducted as part of Leandra Hallis’ doctoral degree in 
Psychology at the Université de Sherbrooke (Doctorat en Psychologie – 
Cheminement pour psychologues en exercise). 
 
RISKS AND DISCOMFORTS: 
By taking part in this study, there are some potential risks and discomforts that 
you may be faced with. You will be required to travel to and from the clinic. You 
will also be required to provide your time to complete questionnaires, be 
assessed and engage in the group therapy sessions. You will also be required to 
pay a certain fee for your group therapy session each week. There is also the 
possibility that the treatment does not provide the desired benefits for you, or 
that you experience strong emotions during the sessions. 
 
To prevent or deal with these potential risks and discomforts, the following 
steps will be taken: 
 
• If you are unable to continue with the group therapy and are interested in 
pursuing with individual therapy, we will assign you to another therapist on 
staff at the clinic. 
 
• Referral to other appropriate resources in the Montreal area (psychologists, 
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psychiatrists, clinics, hospitals, crisis centers, etc.) can also be made. 
 
RIGHT TO WITHDRAW: 
Your decision to participate is completely voluntary and you may withdraw from 
the study at any time and without giving a reason. If you decide not to take part 
in the group therapy, this will not affect your present or future treatment at the 
Emotional Health CBT Clinic. All data you have provided will be destroyed. 
 
BENEFITS TO PARTICIPANTS: 
ACT and CBT are both effective treatments for depression. The group may thus 
help improve your mood and alleviate your symptoms of depression. 
 
PAYMENT FOR PARTICIPATION: 
You will not be paid to participate in this research study but the group therapy 
will be offered at a significantly reduced rate (30$ per group session). 
 
CONFIDENTIALITY: 
All information that you give as part of the research will be kept strictly 
confidential to the full extent permitted by law. Research assistants, not involved 
in the group therapy, will administer the questionnaires (including this consent 
form). You will not provide any identifying information, and all materials and 
data will be given an anonymous code that is used in data analysis. The data 
gathered for the study will be kept in a locked file. All data will be destroyed 5 
years after the end of data collection. The results of the study may be used for 
educational purposes such as publication in a journal, or presentation at a 
meeting. You will not be identified as a study participant in any publication or 
presentation. 
 
RIGHTS OF RESEARCH PARTICIPANTS: 
I have been told of the purpose and procedure of this study and have had the 
opportunity to ask any questions. 
 
Address for further information: 
The Emotional Health CBT Clinic 
Queen Elizabeth Health Complex, Suite 261 
2100 Marlowe 
Montreal, QC 
H4A 3L5 
 
If you have any concerns regarding the overview of ethical aspects related to this 
study you can contact Mme Dominique Lorrain, president of the Ethics 
Committee for Humanities at the Université de Sherbrooke, through her 
secretary at 819 821-8000 ext: 62644 or by email at cer_lsh@usherbrooke.ca. 
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The Research Ethics Board – Lettres et sciences humaines of the Université de 
Sherbrooke has approved this research project and is responsible for its follow-
up. Furthermore, any modification to the study protocol or to this research 
information and consent form will be submitted to the REB’s approval.  
 
You may discuss any ethical issues related to the conditions of your participation 
in this project with the person in charge of the project, or address your concerns 
to Mr Olivier Laverdière, Interim Chair of the Research Ethics Board – Lettres et 
sciences humaines of the Université de Sherbrooke, by contacting the committee 
coordinator by phone at 1-800-267-8337 extension 62644, or by email at 
cer_lsh@USherbrooke.ca. 
 
FREE AND INFORMED CONSENT: 
I have been told about the contents of this consent form, have had the 
opportunity to ask questions, and agree to participate in this study. 
I understand that by signing this consent form I do not waive any of my legal 
rights.  
 
I understand that I will receive a copy of this consent form. 
 
 
____________________ 
Date 
___________________________ ________________________ 
Signature of Participant Print Name 
____________________________ _______________________ 
Signature of Investigator Print Name 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



141 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix D 
 

Recruitment Poster 
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Therapy Manual 
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CBT Plus ACT Treatment Manual 
 

Green = CBT 
Purple = ACT 

 
Session 1 

CBT + ACT 
Introduction to Cognitive Behaviour Therapy (CBT) and Acceptance and 

Commitment Therapy (ACT) 
 
-Introduce ourselves and discuss the roles of group leaders. 
 
-Have everyone sign Therapy Contract (both copies as we will keep a copy) 
 
- Allow clients to introduce themselves. Say something along the lines of “We’d 
like each of you to take a few minutes to tell us who you are, first names ONLY, 
what may have lead you to participate in this group, and anything else you’d like 
to mention, which you think might be important for us to know about you, and 
you’d like to share with the group.  (give everyone approx. 2 minutes or so) 
 
-Have participants fill out coded questionnaires in their personalized folder 
(collect questionnaires after they have completed them).  Make sure people 
spread out and have space between each other in the room (for privacy) when 
they fill out the questionnaires.   They can fill out questionnaires as we collect 
payments (to save time).  Make sure you collect the questionnaires and that they 
are all clearly coded (on each page).  Make sure each consent is signed (we keep 
original and they take home another copy).  Otherwise, in the folder, there 
should be an Take-Home Message form, and copy of chapter 1 of Mind over 
Mood.  These are their folders that they take home (they should be reminded to 
bring them to each session). 
 
-Overview of CBT: Therapy that will help you feel better by identifying and 
changing negative and unhelpful thinking patterns and beliefs. You will also 
learn methods to activate yourself. Each week you will be learning new skills, 
and you will be asked to practice these skills in between the sessions. Stress the 
importance of completing the homework. Mention that we will collect the 
homework, and give back to them the following week. Explain the rationale for 
this. 
 
-Overview of ACT: Similar to CBT in it’s active approach. There is also 
homework.  Newer form of therapy.  It has been shown to compare favorably to 
cognitive therapy for the treatment of depression.  2 main components:  
 



145 

1)  Acceptance side of ACT helps you better learn to tell the difference between 
aspects of your struggles with depression that can be changed/managed and 
aspects that may have to be accepted because they cannot be changed (Zettle, 
2007, ACT for Depression).  
 
2)  The commitment side of ACT is to help you set goals and make changes in 
your behavior to help you move forward in the direction you would like to go. 
Some of these concepts might sound a little abstract to you, and this is why it 
will be especially important to practice acceptance and commitment in the 
group sessions with exercises that we will show you.  Learn by doing.  
 
-Have definitions (clearer) on sheet to give to participants 
 
-Explanation Regarding the Function of the Guidelines. We believe that both 
CBT and ACT strategies are useful and have the power to help you relieve your 
distress and improve your quality of life.  The more tools you learn the better! 
Sometimes it might work best to actively change something so that we feel 
better.  At other times it might work best to accept it and not struggle trying to 
change it.  We have compiled and created some guidelines that can help you 
decide when to use which strategy: when is it more appropriate to use change 
strategies and when is it more appropriate to use acceptance strategies. These 
are suggestions and must not be followed religiously.  It may also vary for 
person to person.  We will be referring to these guidelines throughout the course 
of the therapy.  We will be handing out these guidelines in a couple of sessions.        
 
-Format.  Each of the sessions will follow a structured plan. We will start each 
session by setting an agenda (to be put on whiteboard).  We have certain 
material already planned and organized in a way that we think will help you.  
But this will be the time to think of anything you would like to add to the agenda.  
We will always review the homework assignments from the past week. Here you 
will have the opportunity to discuss your experiences and issues with your 
assignments.  We will then introduce a new set of skills, and you will be asked to 
practice these skills for homework (Sinyor, CBGT Mind over Mood Group 
Protocol).  Also, mention that we will take a 10 minute break mid-way and make 
sure there is a consensus in the group, and that they understand that this will 
extend the group until 7:35-40 pm. 
 
-Equal time:  We will be working as a group here.  We will try to balance our 
time equally for each group member, which means that there will be times when 
someone might not get to speak as much as they’d like, or that someone might 
have more time one week and less the next.  Overall, we try to create a balance, 
but if you feel that we’re not accomplishing this, please bring up this concern to 
us at the end of the session.  We will always try to spend a bit of time at the end 
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of each session looking at what was helpful for you, what went well, and what 
did not go as well (Sinyor, CBGT Mind over Mood Group Protocol) 
 
-Confidentiality: Everything said here must be kept confidential.  We ask that 
you do not discuss personal information about others that is talked about here 
with other people in your life (Sinyor, CBGT Mind over Mood Group Protocol) 
 
-Set session agenda (Put on whiteboard)  
Start by describing the topics for this session, which are:  
• Understanding the relationship between environment, thoughts, mood, 
behavior and physical reactions (Sinyor, CBGT Mind over Mood Group Protocol) 
• Myths about depression 
• The problem with experiential avoidance and control 
 
-Ask if anyone would like to add anything else to the agenda 
 
-CBT: 
Understanding your specific problems: Use one participant to illustrate the CBT 
model on the whiteboard.  If possible, pick a participant whose issue is shared by 
others in the group.  Generalize issues so that other group members can relate.  
If there is time, use another participant to illustrate the model. 
 
-CBT model with explanation/connections and examples from the group.  
Illustrate the interconnectedness of each category. 
 
-Use Helpful Hints sheet: 
 
1) Environmental changes/life situations: Stressful events? Long-term 
difficulties? 
 
2) Physical reactions: Physical symptoms (energy, appetite, sleep, heart rate, 
pain, breathing, dizziness)? 
 
3) Mood: Use single word descriptors (sad, nervous, guilty, angry, ashamed). 
Differentiate from thoughts. 
 
4) Behavior: What things you do that you’d like to change, with respect to 
home/work/specific people/alone? 
 
5) Thoughts/Images/Memories: About self, others, future, situation? How do 
they interfere? Differentiate from moods.  Reframe questions as statements. 
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Discuss ideas regarding possible pathways for change, based on the specific 
situations discussed.  Is it clear for them?   (Sinyor, CBGT Mind over Mood Group 
Protocol) 
 
Take a 10 minute break at approx. 6:45/7:00 (use time to tie up any loose ends 
with participants (i.e., questionnaires, forms, fees, etc.) 
 
 
The Happiness Myth and the Problem with Control  
 
-The ACT perspective: Sometimes our efforts to control our depression or get rid 
of it may actually make it worse.  We think of happiness as being the opposite of 
depression.  There are two meanings to the word happiness.  The common 
meaning is “feeling good”, feeling a sense of pleasure, or gratification.  We often 
find in life that these “happy” feelings don’t last and we tend to chase after them.  
The other meaning of happiness is living a rich and meaningful life, doing things 
and being with people that we truly value.  The ACT approach looks at happiness 
from this second approach- believing in the importance of going forward in the 
direction of your values, living painful emotions along the way but learning to 
handle these emotions better. 
     
-We are going to look into how our well intentioned attempts to suppress or get 
rid of negative thoughts, memories, and emotions actually often intensify these 
experiences. 
 
-There are some common misconceptions that are out there, that can impact 
how we deal with depression, in using strategies that don’t work very well.  
(After each myth is presented, ask for their feedback but limit it to a minute or so 
because of time restraints). 
 
MYTH 1: It is not normal to experience depression at some point 
 
The World Health Organization predicted that by 2012 depression would 
become the second biggest, costliest and damaging disease in the world. One in 
five people will suffer from depression at some point in their lives.  So you are 
not alone and since depression is so common, it is not so abnormal after all!   
 
MYTH 2: To feel better, we must get rid of negative feelings  
 
We are fed messages in our feel-good society that we must eliminate negative 
feelings and accumulate positive ones in their place.  However, the catch is that 
with the things we value the most in your life, there often comes pleasant and 
distressing experiences. Example: a long-term relationship will bring you joy 
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and love, but there will also inevitably be feelings of disappointment, frustration 
and jealousy. 
 
So one of the perspectives we will build on in the group is the understanding 
that in order to live a more fulfilling life, we need to also embrace and confront 
unpleasant feelings.  We will teach you the skills to do so. 
 
MYTH 3: You should be able to control what you think AND feel 
 
We have much less control over our thoughts and feelings than we would like.  
Control can work well in the outside world (outside of our heads or bodies). For 
example, we can rearrange our furniture in our home to give us more space. To 
get rid of a stinky garbage smell, we can drop the bag out in the trash.   However, 
when it comes to our internal world (thoughts, sensations and emotions) it is 
more difficult and sometimes impossible.  As mentioned before, we are often 
bombarded with messages that we should be able to control what we think and 
how feel. When we fail at this, it makes us feel more discouraged and inadequate.   
 
You will see that sometimes changing (not controlling) unhelpful thoughts and 
emotions can actually be helpful.  For example, we will look at how cognitive 
restructuring (explain in simpler terms) can often help us feel better.  It doesn’t 
always work though, and it sometimes works in some situations but not in 
others.  We will look at when changing thoughts can be effective. 
 
(Harris, 2008, The Happiness Trap) 
(Strosahl & Robinson, 2008, The Mindfulness & Acceptance Workbook for 
Depression) 
 
Small exercise proposed: 
-The pink elephant example.  Ask for their feedback. 
 
-Take Home Message: 1.  We will be using both a Cognitive Behavioural 
approach and an Acceptance and Commitment Therapy approach to dealing 
with thoughts and emotions connected to depression. Although these are 
different approaches (with CBT more focused on change, and ACT more focused 
on acceptance), they can both be useful and the more techniques learnt the 
better.  As well, the guidelines will help you choose when one approach may be 
more suitable than another, given the situation. 2. CBT: 5 targets for change: 
thoughts, behaviours, emotions, situations, physical. ACT: Cannot always/easily 
control the above 5 targets (ie. pink elephant) and sometimes it’s not desirable. 
 
-Assign homework 
Homework: Practice the above understanding- Understanding your Problems  
sheet. What to change vs. accept. Readings (chapter 1 handout Mind over Mood) 
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-Emphasize again that we will be picking up the homework  
-Provide and gather feedback (5-10 minutes) 
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Session 2 
CBT 

Activity Scheduling 
 
-Set agenda for today’s session (mark it on white board)  
 
-Review Homework (allow for aprox. 15 minutes at the most).  Ask about any 
difficulties participants may have had with the readings or CBT model.  Pick up 
homework and remind them re: rationale for this and that we will return to 
them at the next session (remember later to make a copy of their Understanding 
their Problems form for tracking progress purposes) 
 
-Review Session 1 briefly (allow for aprox. 10 minutes). 
 
Introduction to Activity Scheduling 
 
-We showed you last week that with the CBT model, you can understand your 
problems, and start working on them by focusing on your thoughts and 
behaviors. (Sinyor, CBGT Mind over Mood Group Protocol) 
 
-Activity scheduling is a great way to start working on your behaviors, by 
making small changes in your week. 
 
-One of the effects of depression is not having motivation, and finding it hard to 
push ourselves to do normal self-care activities, and pleasure is absent from our 
life. 
 
-Activity Scheduling can help push us to do higher levels of activity, even though 
we don’t feel like it.  In general people feel less depressed when they are more 
active, engaged in pleasurable activities and are accomplishing something 
specific with regards to their goals.   
 
-Show an example (hand out to each participant); point out and explain mood 
ratings and how to track activities. 
 
-Discuss pros and cons of this activity and client concerns (difficult, time-
consuming, overwhelming).   
 
-Ask participants to fill out an activity schedule for today (group exercise- give 
them a few minutes to do so) 
 
-What can participants learn from looking at their activity schedules? This can 
help serve as an activity baseline that will help you recognize progress in the 



151 

weeks ahead. You can also see how certain activities affect your mood. (Sinyor, 
CBGT Mind over Mood Group Protocol) 
 
-Hand out this list of questions: 
 
Did my mood change during the day? How? What patterns did I notice? 
Did my activities affect my mood? How? 
What activities helped me feel better? Why? Are these in my best interest in the 
long-term? What other activities could also make me feel better? 
What activities made me feel worse? Why? Are these in my best interest to do? 
Were there certain times of the day that were worse? 
Can I think of anything I could do to feel better during these times? 
Were there certain times of the day when I felt better? 
Considering the answers to 3 and 4, what activities can I plan in the next weeks 
to increase my chances of feeling better? Over the next months? 
 
Take a 10 minute break at aprox. 6:45/7:00 
 
-Success should be considered in small steps, and relative to what you can 
manage at this point in your life.  Ask participants to explain how doing one new 
activity might impact the whole process (can use CBT model). Important to 
remember that you will probably not find the activities that you are going to add 
as enjoyable or satisfying as they used to be before you were depressed (Sinyor, 
CBGT Mind over Mood Group Protocol) 
 
-Hand out Linehan’s Big List of Pleasurable Activities and the list of mastery 
activities; explain the difference between mastery and pleasurable activities.  
Clarify that mastery means sense of achievement and not actual objective 
achievement (which takes into account how hard the activity was, considering 
how you were feeling).  
 
-Increase mastery and pleasure activities 
 
-Add 1 mastery-oriented and 1 pleasure-oriented activity to each day. 
Remember option of breaking mastery activities into smaller components (that 
can take 5-15 minutes). Give an example. Good to write in activities ahead of 
time 
 
-Can also rate moods for the day using BA form. Track activity and selected 
mood. 
 
Take Home Message: 1.  Activity scheduling- planning ahead of time activities 
for your week- and behavioural activation- engaging in the activities- can help 
improve mood over time. It’s important to have both mastery and pleasure-
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oriented activities each day (ask them what the difference is between these two 
kinds of activities. Ie. mastery in blue and pleasurable in pink). 
 
Assign homework 
-behavioural activation using form and they should highlight the pleasurable and 
mastery activities added 
 
Review Session 2 briefly (allow for aprox. 5 minutes).  
 
Elicit and provide feedback (5 minutes) 
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Session 3 
ACT 

Values and Committed Action 
 
-Set agenda for today and put it on white board  
 
-Review Homework (allow for aprox. 10-15 minutes).  Ask about any difficulties 
participants may have had. 
 
-Review Session 2 briefly (2 by 2) 
 
Introduction to Values 
 
-Exercise (aprox. 5 minutes): (you can ask people to close their eyes if they feel 
comfortable enough, relax, and to put all the other stuff that we’ve been talking 
about out of their mind; take 2 minutes or so to begin to guide them in relaxing).  
Imagine that it is your 80th birthday and people are honoring you (friends, 
family, colleagues).  What will people say and remember about you?  How would 
you like them to remember you?  (Ask participants to write out their answers 
after on a piece of paper before them). Make a mental note of what they say 
about you as they speak.  
 
-Discuss responses as a group 
 
Values Clarification 
 
-What are values? Values give direction to our life.  They are leading principles 
that give meaning to our life.  They can guide and motivate us.  They are freely 
chosen- there are no right or wrong values.  They are constantly evolving, and 
are different from goals.  A goal is a desired outcome that can be achieved or 
completed (examples).  You can think of a value like a compass- it’s like heading 
west. No matter how far you travel, you can always go further west.  Whereas a 
goal is like a mountain or river you wish to cross on your journey (Harris, 2008, 
The Happiness Trap) 
 
-Give them clear definitions on handout. Values are ……. Goals are…….Committed 
Actions are……. 
 
-Give them a few minutes to begin to fill out the Bull’s Eye document Part 1 
(beginning to clarify their values). After they do so, go around the group and ask 
people to share their observations. 
 
-Why are we speaking about values?  What have you missed out on in life as a 
consequence of your struggles with depression?  Important for your values to be 
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your own.  Tip for therapist: asking “what would that do for you” is a good way of 
specifying the values behind certain goals (Zettle, 2007, ACT for Depression)  
 
-Helpful ways of clarifying values if participants have difficulty.  Can ask to revisit 
childhood wishes.  “We’d like to ask you to think about some things that may be 
unpleasant and even painful for you to think about.  We wouldn’t ask you to go 
there if we didn’t believe that it would be helpful in the long run to do it.  Are you 
willing to go there with us?  You say you no longer have any values and have given 
up wishes and dreams you once had for yourself.  Can you tell us what those wishes 
and dreams were?  Can you remember a time – maybe even going as far back as 
childhood if necessary- when you looked out at the world and had some hopes and 
dreams for the future?  What was that like, and what did you want your life to look 
like at this point in time?”  Can also ask whose life do you admire? (Zettle, 2007, 
ACT for Depression)  
 
Take a 10 minute break at aprox. 6:45/7:00 
 
Committed Action 
 
-Now that we’ve identified more closely your values, we will discuss committed 
action.  We must think about how you can take action, guided by your values.  
Which value domain is the most important to start working on as of now? The 
idea is to start with one domain, and then work on others gradually in time. 
   
-Move on to part 2 and 3 of the Bull’s Eye document (stress the importance of 
writing it down and reminder that research has found that you’re more likely to 
take action if your goals are written down). 
 
-This can be used to write down your specific action to achieve the goals that are 
connected with your values.  Give an example. What will you have to do in order 
to accomplish this goal? What could/would prevent you from doing this action 
to accomplish this goal? Give an example. The obstacles can be internal and 
external.  Give some examples of each. 
 
-Important to set realistic objectives, and to identify concrete actions.   
 
-For their committed action, ask them to stick to one value domain for now 
(emphasize this for therapist so not so overwhelming for participants) 
 
-Can do an example on white board: 
 
Value: Social Life 
Short-term goal: improve the quality and size of my social network 
Actions:  
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find Sarah’s phone number 
call Sarah during the weekend 
research online possibilities for registering for a seasonal activity 
etc  
 
-This might all sound too structured, too detailed and rigid.  You might ask, what 
about being spontaneous and going with the flow? We need structure and 
organization in our days for our lives to function well.  There will be plenty of 
room for spontaneity when you are headed in the right direction.  First, you need 
to choose in what direction you are going, then use a map and a compass to plot 
your course.  And of course, you mustn’t forget to appreciate the journey.  We 
will talk more about appreciating the journey later (mindfulness) (Harris, 2008, 
The Happiness Trap) 
 
-Take Home Message: 1. From ACT, Important to work on clarifying our values. 
This takes time and is not always so evident. Values give meaning to our life. 
Depression can lead us away from our values. 2. Committed Action means 
putting effort into taking steps forward in line with our values. 
 
Assign homework  
-Completing Bull’s Eye document at home  
-Committed action, behavioural activation (for them to continue to include at 
least 3 pleasure and mastery activities in their week and to write it in the activity 
schedule).  As well, they should insert the committed action(s) in their activity 
schedules (1 committed action per day).  Hand out more activity schedules. 
 
Review Session 3 briefly (allow for aprox. 5 minutes). 
 
Provide and gather feedback (5 minutes) 
 
Make sure to overall specify how many committed actions, pleasurable and 
mastery activities we are going to ask them to do. We should be clear on this. We 
should also do this for how many thought records we are going to ask them to do 
later on. 
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Session 4 
CBT 

Cognitive Restructuring Part 1 
 
 
-Set agenda for today’s session and put it on white board  
 
-Review homework (allow for aprox. 15 minutes).  2 x 2. Ask about any 
difficulties participants may have had. 
 
-Review Session 3 briefly 
 
-Look at successful examples from participants to motivate others. Spend some 
time on this, focusing on the group process.  Mention that success is really 
occurring on a continuum- Look at how one new activity can impact a whole 
process (look at CBT model as a reference) and also discuss the importance of 
committed action (ACT approach). 
 
 
-Committed Action.  Adopting a future attitude that may be uncomfortable in 
the short-term but that will help you continue in the direction you wish to give 
your life. Act in the direction of your values. Be prepared for obstacles (explain 
that we will get into more how to deal with obstacles (both inner and external)).   
 
 
Introduction to Cognitive Restructuring 
 
  - We are going to introduce now a technique that is part of the traditional     
 CBT framework that can help diminish your distress by focusing on   
 changing your negative thinking patterns  
 
-Introduce the thought record and the concept. 
 
-Explain and clarify the first 3 columns of the thought record. 1. Situation: Who? 
What? Where? When? Be as specific as possible. Make link to 1st session 
 
-2. Moods and Emotions: Specify and rate (using scale): go over some examples 
of certain emotions 
 
-3. Automatic Thoughts (words/images/memories): What was the thought in 
your mind just before you started to feel this way? Any others?   
 
-Hand out list of questions to help identify automatic thoughts 
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-Go over some examples with participants for situations that triggered strong 
emotions. Identify the thoughts that come. Can give an example to begin (of 
depression) (Sinyor, CBGT Mind over Mood Group Protocol).  Alternate between 
therapists (one therapist looks at one example with client and then other therapist 
looks at another example with a different client). 
 

-Further work on first three columns of thought record 

 

-Review: identifying situations (who, what, where, when), moods (rate) and thoughts. 

 

-Use a couple of examples from participants 

 

-Emphasize importance of identifying the automatic thoughts as they provide the link 

between a situation and your mood.  Identifying automatic thoughts is a crucial skill 

so we will be continuing to practice this for the next while. 

 

-Go over the nature of automatic thoughts: they often appear in shorthand, not 

necessarily thoughts- can be images or memories, automatic thoughts are almost 

always believed, automatic thoughts are experienced as spontaneous, automatic 

thoughts are persistent, automatic thoughts repeat habitual themes (ie. all or nothing), 

automatic thoughts are learned (McKay, Davis and Fanning, 2007, Thoughts and 

Feelings). 

 

-Identify the Hot Thought after participants have provided several thoughts. Explain 

that the hot thought is the thought that is emotionally charged, which is strongly 

connected to the mood.  

 

-Emphasize importance of filling in thought records regularly.  Exercise to build your 

skill of recognizing moods and thoughts, and how they influence your daily life.  

With continued practice, you will become more skilled in completing thought 

records.  As your skill increases, good chance you will feel better, less depressed and 

in more control of your life.  

 

-Introduction to the list of cognitive distortions and what they are 

 

-Look at examples of thoughts on records and see whether participants can point out 

certain distortions (de-stigmatize concept of cognitive distortions) 

 

-Take Home Message: 1. Cognitive restructuring begins with learning how to 

identify automatic thoughts that are triggered in certain situations and influence our 

mood. 2. We can also begin to identify certain cognitive distortions- which are errors 

in our thinking (such as overgeneralization or should statements) that tend to appear 

in a habitual way when we are depressed. 
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Homework: They are free to continue with behavioural activation (if you’d like, up 

to you), committed action (3-4 per week). To complete thought records (first three 

columns and identify the cognitive distortion). Do at least one situation per day for 

the thought records.  They should read over the list of distortions. 
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Session 5 

CBT 

Cognitive Restructuring Part 2 

 

-Set agenda for today’s session 

 

-Review session 4 briefly (in dyads) 

 

-Begin by looking over how participants are doing with their behavioural activation 

and committed action exercises.  Really stress the importance of behavioural 

activation and committed action (problem solve with those who are having more 

difficulty, in detail) As well, look at the homework of identifying situations, moods 

and automatic thoughts (with identification of cognitive distortions).  

 

-Begin to look at cognitive restructuring.  How to engage in cognitive restructuring 

(evidence for and against hot thought method AS well as other methods). Important: 

use as many group members as possible and have them help each other finding 

evidence against hot thoughts. 

 

-Questions to guide discussion: 

1. What constitutes evidence, for and against? 

2. Assumptions and feelings are not evidence 

3. Actual events and specific experiences are evidence – use tips 

4. Finding evidence against is often difficult- have other group members help 

5. Often we focus on the evidence for, and logically come to a conclusion which 

leads to depression.  However, this process is often biased- we need to test our 

thoughts as if they are hypotheses, pass them through a scientific testing 

process- look at all the evidence equally as scientists (or judges).  

 

Questions (p. 70 Mind over Mood- to hand out to participants) 

Have I had any experiences which show that this thought is not completely true all of 

the time? 

- If your best friend had the thought, what would you tell them? 

- If you had the thought, what would your best friend say to you? What 

evidence would they point out to you that suggests that the thought is not 100 

percent true? 

- When you’re not feeling this way, how do you think about the situation 

differently? 

- If you’ve had this feeling in the past, is there anything that you’ve thought 

that helped you feel better? 

- Have you ever experienced this situation before? What happened? Is there 

anything different between this situation and the previous situation? What 

have you learned from the previous situation that can help you now? 

- Are you jumping to conclusions that are not completely justified by the 

evidence (does the evidence contradict thought/mood)? 
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- Are you blaming yourself for something you don’t have complete control 

over? 

 

(Sinyor, CBGT Mind over Mood Group Protocol) 

 

-Work in the session on developing alternative, more adaptive thoughts to replace the 

distorted thoughts. 

 

-To get participants to practice identifying the cognitive distortions further. 

  

-Clarification about not giving the message that it is wrong to have such thoughts.  

That we will see that we can restructure thoughts with practice and this can be a very 

powerful technique. 

  

Take Home Message for CBT: 1. Cognitive restructuring- working on replacing 

distorted thoughts with more adaptive, balanced thoughts- is a very powerful 

technique that can help improve mood. There are many tricks to aid in cognitive 

restructuring, such as using the evidence for/evidence against technique or identifying 

the forms of twisted thinking (cognitive distortions). Practice is essential and one can 

do so with the use of a written thought record. 

 

Assign homework  

Committed action (specify how many times), behavioural activation 

To complete thought records (entire thought record- all columns) Specify how many 

thought records. Ie. 2-3 

Hand out Changing Unhelpful Thought Patterns form 

 

Review Session 5 briefly (allow for approx. 5 minutes). 

 

Gather and provide feedback (5 minutes) 
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Session 6 

CBT 

Cognitive Restructuring Part 3 

 

-Set agenda for today’s session (put it on the white board) 

 

-Review session 5 briefly 

 

-Begin by looking over how participants are doing with their behavioural activation 

and committed action exercises.  Really stress the importance of committed action 

and behavioural activation (problem solve with those who are having more difficulty, 

in detail). As well, look at the cognitive restructuring homework. Consider increasing 

or altering the behavioural assignments (and committed actions) for those who are 

motivated and are experiencing success. (Sinyor, CBGT Mind over Mood Group 

Protocol) 

 

Same format as previous session (cognitive restructuring in it’s entirety) 

 

Repeat same take home message as previous session 

 

Homework: To continue with behavioural activation, committed action. To complete 

thought records. 

 

Review Session 6 briefly (allow for aprox. 5 minutes). 

 

Gather and provide feedback (5 minutes) 
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Session 7 

ACT 

Acceptance: sitting with feelings, distancing, quicksand, introduction of the 

guidelines 

 

-Set agenda for today’s session (put it on the white board) 

 

-Review session 6 briefly 

 

-Can do the homework review in dyads again (if time permits) 

 

-Begin by looking over how participants are doing with their behavioural 

activation and committed action exercises.  Really stress the importance of 

behavioural activation and committed action (problem solve with those who are 

having more difficulty, in detail) As well, look at the cognitive restructuring 

homework. Important: do not take more than 15 minutes to look over their homework 

as there is a lot of new ACT material to cover) 

 

-We have been looking at ways of challenging our thoughts and coming up with more 

adaptive ways of thinking.  As well, we have looked at the importance of increasing 

our activity levels by doing things that we enjoy, and by being guided by our values.  

You might be left with the impression at times that we must learn how to successfully 

change thoughts, or get rid of negative thoughts in order to get better and recover 

from depression.  At times that’s what’s needed, but just not ALL THE TIME.  At 

other times, it’s more appropriate to accept.  While cognitive restructuring (explain) 

can help us practice more helpful ways of thinking, it is not always effective and 

other skills from another approach can serve us better.  

 

-Introduce the ACT + CBT model on the whiteboard: We are going to be referring to 

this model throughout the therapy. We will soon be handing you out some guidelines 

and the model will appear at the top of this page. We encourage you to bring the 

guidelines with you to each session. We see here with this model that therapy focuses 

on targeting feelings, sensations, behaviors and cognitions. ACT and CBT focus on 

these same feelings, sensations, thoughts and behaviors but with different techniques 

and from a different worldview or standpoint. (Refer to model). Some tools may be 

more appropriate at different times, and you will be able to pick and choose allowing 

for more flexibility and more options. We see here (point part in model) that within 

ACT, valued living is what we strive for and so you will often hear us talking about 

acceptance of thoughts and feelings so that we can move forward in the direction of 

what’s important to us in our lives. We see here (and point to “distress reduction) 

within CBT, distress reduction is often what we aim for. We would like to learn how 

to fix and change things- develop more balanced ways of thinking and increase 

activity levels- so that we can improve our mood and confidence.       
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Hand out the Guidelines and explain their utility 

 

-What do we mean by acceptance? (make sure to alternate between using the word 

acceptance and other equivalent terms throughout the course of the session).  

 

-Acceptance is the opposite of controlling thoughts and emotions. Acceptance is 

willingness. Acceptance is an active attitude by which you are welcoming and open 

to thoughts, sensations, and emotions by regarding them as they are, without 

attempting to change or reduce their intensity in any way (Strosahl & Robinson, 

2008, The Mindfulness & Acceptance Workbook for Depression) 

 

-Acceptance does not mean to abandon, resign oneself to, avoid, fight, attack, 

manipulate, judge, change, distort, etc.  Acceptance = choice + action 

 

-Willingness and acceptance as an alternative to control.  Being able to engage in 

acceptance or willingness (however you call it) allows you to move forward in line 

with your values.  In other words, if you accept your negative thoughts and 

distressing emotions, you can then ACT and live your life more fully because you 

will be able to do the things you want to do.  “Cultivate willingness to feel unpleasant 

emotions in order to do something of value” (Harris, 2007, ACT Introductory 

Workshop Handout). 

 

-Acceptance is about letting go of the struggle and simply noticing what you are 

feeling in your body.  Thoughts will come and try to distract you, just allow those 

thoughts to be there and allow them to come and go as they please. Acknowledge 

their presence but don’t focus on them.   

 

-When we are depressed, we often try to get rid of distressing emotions, thoughts, 

memories. We try to do this sometimes by trying to not think about painful 

experiences from our childhood, or trying to control our depression by trying to only 

think “happy thoughts”.  The more we try to do this, the worse it can get.  We might 

also try to avoid or withdraw from experiences that are challenging and painful, by 

isolating ourselves. 

 

-But it’s one thing to just talk about acceptance, we need to feel it and experience it 

for ourselves as well.  We will look at various acceptance strategies throughout the 

course of the therapy.  We will encourage you to practice these techniques in session 

and for homework.  By learning to accept distressing thoughts, emotions and 

sensations we free up time and energy that can be transferred to parts of our life that 

we can control.     

 

-An example of such an acceptance exercise is the Sitting with Feelings Exercise: We 

ask you to stop and close your eyes and “just notice” whatever you are experiencing 

at the present moment. “as best as you can, just follow my voice.  First, just take a 
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moment to become centered by noticing how your body feels against the chair you 

are sitting in.  Now shift your focus to your feeling of being overwhelmed. Can you 

take a few moments and be open to just notice what that is like.  Notice what it feels 

like.  Also notice any thoughts you might have or physical sensations.  Notice any 

urge or pull you might experience to make the feeling or thoughts go away.  See if 

you can leave your hands off these feelings or thoughts and just sit with them for a 

while” (adapted from Zettle, 2007, ACT for Depression). (Hand them out script for 

such a technique) 

 

-Debrief (this exercise is a way to practice, over time, strengthening willingness and 

acceptance as an alternative way of responding to distressing emotions; we observe 

our tendency to get pulled in to the craving to do something with what we are 

experiencing rather than simply observing it).  

 

-We believe that acceptance strategies that are in line with an ACT approach can 

sometimes be more effective than cognitive restructuring in certain circumstances. 

Ask participants to look at the guidelines and refer to the model (put it on 

whiteboard). Sometimes your emotions are very intense and hard to cope with, and 

trying to replace thoughts with more adaptive thoughts does not help.  You could be 

coping with an objectively difficult situation (such as an illness or death in the 

family) that is not going to go away. It may be more effective in these situations (and 

there are others- look at guidelines) to turn to acceptance strategies (that we will show 

you). 

 

-Explanation regarding the Function of the Guidelines. We believe that both CBT 

and ACT strategies are useful and have the power to help you relieve your distress 

and improve your quality of life.  The more tools you learn the better! Sometimes it 

might work best to actively change something so that we feel better.  At other times it 

might work best to accept it and not struggle trying to change it.  We have compiled 

and created some guidelines that can help you decide when to use which strategy: 

when is it more appropriate to use change strategies and when is it more appropriate 

to use acceptance strategies. These are suggestions and must not be followed 

religiously.  It may also vary for person to person.  We will be referring to these 

guidelines throughout the course of the therapy (can use examples from clients on 

when ACT strategies may be more useful and when CBT strategies may be more 

useful)  

 

-You might have noticed some positive effect by the act of simply writing your 

thoughts down on the thought record.  We call this a distancing effect.  You have a 

different perspective to your thoughts when they are marked down on paper.  Within 

the Acceptance and Commitment Therapy approach, we further look at how we can 

take a step back from our thoughts without getting ”caught up into them”.  We are 

going to spend the next few sessions looking at different exercises and techniques 

designed to help you step back from your depressive thoughts without getting caught 

up in them.  This may help you feel better and may help free you up so you’ll have 
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more time and energy to devote to enjoyable activities.  You will be asked to practice 

these skills for homework that will allow you to become better at these skills with 

time.   

 

-Again, we will not focus on getting rid of depressive thoughts and feelings. This 

might sound like a strange thing for us to say, but we will explain what we mean and 

you will understand more in time.  We know you’re here because you want to get rid 

of your depression, and you’ve probably tried a number of things to get rid of 

depression or distressing emotions, such as reconstructing your thoughts or 

reevaluating your feelings. Can refer to the model here as well. Sometimes working 

on distress-reduction through these means does not help. Go around the group and see 

what kinds of things participants have tried to get rid of their depression.  How 

successful have they been?  

 

-Mark the past strategies and things used by participants on whiteboard.  Use table 

that has a column for strategy, short-term effectiveness on ten, long-term 

effectiveness on ten and costs (can hand out table in group). 

 

-Say “it seems like you’ve tried different things and ways to get rid of your 

depression.  They have not worked that well otherwise you would not be here today.  

We want you to understand that deliberately trying to get rid of your depressive 

thoughts and feelings simply doesn’t work.  What you’ve been regarding as a 

“solution” to your problem is in fact part of the problem itself. The more you try to 

get rid of your depressive thoughts and feelings the deeper you get and end up feeing 

depressed about feeling depression. One of the things we’ll have to do is get you to 

stop trying “old” solutions that just make the problems worse (Zettle, 2007, ACT for 

Depression)  

 

-You can change your thoughts sometimes (CBT) or change how to relate to them 

(ACT) 

 

-Inducing Creative Hopelessness.  In listening to the participants past attempts to 

control or get rid of depression, the group leaders will work to induce an optimal 

level of creative hopelessness by emphasizing the futility of such efforts (Zettle, 

2007, ACT for Depression)  

 

-Quicksand metaphor: “We have looked at past attempts to get rid of unwanted 

thoughts and feelings that hasn’t worked that well and may have even kept you stuck. 

Let me give you a metaphor that might make what I’m trying to say a little clearer.”  

Note to therapists: this is an example of how a client could respond to the quicksand 

metaphor and how the therapist can reply. 

 

QUICKSAND METAPHOR 

 

Therapist: I don’t imagine you’ve ever had any personal experience with quicksand. 
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Participant: No 

 

Therapist: Have you ever seen depictions of people caught in quicksand in the movies 

or on tv shows? 

 

Participant: Sure 

 

Therapist: What happens when people who find themselves in quicksand struggle to 

get out? What would be your first reaction? 

 

Participant:  You struggle. You just sink even deeper 

 

Participant: That’s right. The more they try to get out of the quicksand, the worse 

things get. What do you think would be the best thing to do instead? 

 

Participant: Don’t struggle 

 

Therapist: Even more than that. The best thing they can do is to be in full contact with 

the quicksand, by leaning back and floating on it- like floating on your back on water. 

What I’d like you to consider is the possibility that your (depression) is like 

quicksand. Could it be that struggling with it only sucks you deeper into it and that 

another option is to allow yourself to come into full contact with it? 

 

Participant: But I’d be afraid it would just swallow me up. 

 

Therapist: it seems really scary to you. That’s a very understandable fear and one that 

we will need to address. Specifically we’ll need to consider different ways you might 

respond to this fear other than struggling with it so that it won’t swallow you up. 

(Zettle, 2007, ACT for Depression)  

 

-Discussion regarding the normalcy of control.  Why do we control? Control 

works for external situations (ie. flooding basement), children are asked to 

control their emotions, control of emotions and thoughts works over the short-

term, media and society portray happiness as being a lack of negative 

emotions.   

 

-We have look at the different ways that we try to regulate our mood and 

control how we feel emotionally.  We can compare it to struggling and 

fighting with the quicksand. For now however we will refer to it as emotional 

control- the tendency we all have to deliberately run away from unpleasant 

feelings and thoughts and to run towards the ones we like. We all make 

conscious efforts and create plans to control things we don’t like. Here’s what 

we would like you to consider- the possibility that the control agenda works 

well in the world outside of ourselves, but not so well in our internal world.  
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We can often control and change our environment but not always thoughts 

and emotions.    

 

-We are not asking you to believe us- instead, what does your own experience 

tell you? Refer back to the Quicksand Metaphor.  Point out that we all engage 

in experiential control for several reasons 1) effective external control 

generalizes to emotional control, 2) others may have suggested it should work 

for us “just cheer up!”, 3) if often works for others, and 4) it may even work 

for us in the short-term. (Zettle, 2007, ACT for Depression)  

 

Take Home Message: 1. Both ACT and CBT can help us with our mood and the 

guidelines can help us figure out when to use change strategies or acceptance 

strategies. 2. Acceptance means opening up to thoughts, emotions and sensations 

without trying to change them, even when they are painful. This helps us continue to 

move towards the things we want to do in our life (our values). 3. We often try many 

strategies to get rid of our depressive thoughts or feelings that don’t work so well.  

We try to get rid of, or control, feelings and thoughts (refer to quicksand metaphor). 

Acceptance is an alternative stance that can be practiced, and can help us move 

towards valued living. 

 

Hand out Acceptance exercise script (Sitting with Feelings) and Handling your 

Thoughts and Feelings document so participants can practice at home. 

 

Assign homework  

-Committed action, behavioural activation  

-Now that you’ve been practicing cognitive restructuring for a couple of 

weeks and we have introduced you to an acceptance technique we would like 

for you to start practicing using The Guidelines, and decide for yourself over 

the next week when to use one or the other approach.   When you are in 

situations over the next week and difficult emotions come up, you will decide 

whether you will use cognitive restructuring (write your thoughts down on the 

record, and look at challenging and reframing your automatic thoughts). Or, if 

it is more fitting and appropriate for you, you can choose to use the 

acceptance technique, just observe your emotions and thoughts without 

analyzing or changing them.  The importance is to practice these strategies on 

a daily basis and to record you practice on the appropriate forms (Handling 

your Thoughts and Feelings document). They should also be encouraged to 

continue with activity scheduling and committed action. 

 

Review Session 7 briefly (allow for aprox. 5 minutes). 

 

Gather and provide feedback (5 minutes) 
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Session 8 

ACT 

Acceptance: Polygraph metaphor, using the guidelines 

 

-Have group participants fill out the research questionnaires (mid-way point).  It 

should take at most around 15 minutes.  Mention that they can space themselves out 

around the room so they have more privacy.  Those who are taking more time can 

continue at the break, or after the group (if they insist they can bring them home to 

complete although we really want to encourage them to do them here). 

 

-Set agenda for today’s session (put it on the white board and hand out agenda to 

participants) 

 

-Review session 7 briefly 

 

-Begin by looking over the homework.  Give some general feedback about their 

thought records (ie. importance of circling hot thought and challenging it directly, 

etc.)  Address any difficulties anyone may have had. Reinforce importance of also 

continuing with BA, and committed action.  Where are they with respect to their 

activites and committed actions? Consider increasing or altering the behavioural 

assignments (and committed actions) for those who are motivated and are 

experiencing success. (Sinyor, CBGT Mind over Mood Group Protocol).  Look at 

how the practice went with either cognitive restructuring or acceptance.  Ask 

participants how they view acceptance. How do they define it themselves? Can say 

that we are switching gears now, and focusing on a different approach, but because 

we are not spending as much time on committed action and cognitive restructuring 

does not mean it’s not important anymore 

 

-Refresher on the Function of the Guidelines. We believe that both CBT and ACT 

strategies are useful and have the power to help you relieve your distress and improve 

your quality of life.  The more tools you learn the better! Sometimes it might work 

best to actively change something so that we feel better.  At other times it might work 

best to accept it and not struggle trying to change it.  The guidelines can help you 

decide when to use which strategy: when is it more appropriate to use change 

strategies and when is it more appropriate to use acceptance strategies. These are 

suggestions and must not be followed religiously.  It may also vary for person to 

person.  We will be referring to these guidelines throughout the course of the therapy 

(spend some time focusing on examples from clients on when ACT strategies may be 

more useful and when CBT strategies may be more useful). Put model on whiteboard 

and refer to it.  

 

-Refresher on the problem with control: we can control our outer world (give an 

example) but when it comes to our inner world (our mind, our thoughts, sensations, 

emotions, memories, etc) it is not possible, and can even be harmful.  We’re not 

asking you to believe us, and maybe it seems to you that it shouldn’t be this way, and 
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that it’s not fair- but instead what does your own experience tell you about the way it 

is? (Zettle, 2007, ACT for Depression).    

 

-Polygraph Metaphor: 

 

 

Polygraph 

 

Let’s see how trying to control what you feel works.  Imagine a situation in which it 

becomes very important that you not feel anxious.  Suppose I have you hooked up to 

the world’s most sensitive polygraph and in such a way that both of us can see its 

findings as the pen moves across the paper.  Your task is very simple—just remain 

relaxed.  To reinforce how important it is for you not to become anxious and to help 

motivate you not to become anxious, I also have a loaded gun and I tell you I will use 

to shoot you if you become anxious.  How well would you do in this task? 

 

Participant: You might as well just shoot me right now and get it over with.  

 

Therapist: So you couldn’t stay relaxed under those circumstances. Could anyone? 

 

Participant: not really 

 

Therapist: So anyone in that situation – you, me, the average person on the street- 

couldn’t stay relaxed. Anxiety itself has now become something to be anxious about.  

The more you try not to be anxious the more anxious you become. So you’re now 

anxious about being anxious.  

 

But notice this. Suppose I said change the color of that wall and clean up the dirt 

off this floor, or I’ll pull the trigger. What would happen then? You’d be painting 

and vacuuming. But if I simply demand that you become and remain relaxed, not 

only does it not work, but it’s the other way around. The very fact that I would 

ask you to do this under such circumstances would produce anxiety. But this isn’t 

just a funny story. You already have the perfect polygraph machine hooked up to 

you - your own nervous system. And you’ve got something pointed at you that is 

much more powerful than any gun - your own self-esteem and success in life. It’s 

like the gun. In your case it may not be anxiety that you’re trying to control, but 

depression. But doesn’t it work the same way? So here you are saying, ‘Be 

happy! Don’t be depressed. If I only weren’t so depressed . . . ‘ And what you’re 

left feeling is even more depressed - feeling depressed about feeling depressed.” 

Extend metaphors to positive emotions by saying something like, “But it’s not just 

with negative emotions like anxiety and depression. Here’s a test. Suppose I say 

to you, I have a million dollars here that you can have and what you need to do to 

earn it is really quite simple. We’ll leave the room here and your task is to fall 

madly in love with the first stranger you encounter - regardless of their age, 

gender, or physical appearance. If you do, you get the million dollars. Could you 
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do it? (Allow subject to respond.) Why not? What if I said you could have the 

million dollars if you changed the color of this wall or cleaned up this dirty floor? 

Could you do it? So what I’d like you to consider is that when it comes to 

deliberate efforts to control our emotions, not only does it not work when it 

comes to trying to get rid of feelings we don’t want to have, such as depression, 

but it also doesn’t work when it comes to trying to deliberately create emotions we 

do want, like feeling happy.” 

 

Extend metaphors to thought control with a reminder about the pink elephant 
example. 
 

-Normalize again: “So it’s no wonder you’ve been struggling, you haven’t 
known what else to do. We all- including ourselves- have done and would 
do exactly what you have done. We are all caught in our own quicksand. 
The only advantage we have so we can help you is one of perspective. 
(Zettle, 2007, ACT for Depression)  

 
What is the alternative?  
 

-Acceptance means abandoning the fight and control strategies when 
they turn out to be ineffective and orienting our actions towards that 
which gives meaning to our lives. Accepting thoughts and emotions that 
cause us distress.  As we’ve talked about earlier in the therapy, we need 
to practice acceptance by using various exercises. Another word for 
acceptance can be expansion- it means making room for our feelings. 
Opening up to negative feelings, instead of tensing up and trying to push 
them out of our body.  (Harris, 2008, The Happiness Trap) 

 
ACCEPTANCE EXERCISE 
 
“In practicing expansion/willingness/acceptance, the aim is to observe your 
emotions, not think about them.  There’s one problem. The thinking self will 
continually try to distract you….It may pass judgments on your feelings or try to 
analyze them or tell you scary stories about them. None of this needs to be a 
problem. Just allow those thoughts to be there, and let them come and go as they 
please. Acknowledge their presence, but don’t focus on them.  The 4 basic steps 
of expansion are: observe your feelings, breathe into them, make room for them, 
and allow them to be there.  The more you practice the more natural it becomes. 
 
Step 1: Observe.  Observe the sensations in your body.  Take a few seconds to 
scan yourself from head to toe.  As you do this, you will probably notice several 
uncomfortable sensations. Look for the one that bothers you the most.  For 
example. it may be a lump in your throat, a knot in your stomach. Now focus 
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your attention on that sensation.  Observe it with curiosity, like a scientist who 
has discovered some interesting new phenomenon.   
 
Step 2: Breathe.  Breathe into and around the sensation. Begin with a few 
breaths (the slower the better) and make sure you fully empty your lungs as you 
breathe out.  Slow, deep breathing is important because it lowers the level of 
tension in your body.  It won’t get rid of your feelings, but it will provide a center 
of calm within you.  It’s like an anchor in the midst of an emotional storm: the 
anchor won’t get rid of the storm, but it will hold you steady until it passes.  So 
breathe slowly and deeply and imagine your breath flowing into and around the 
sensation. 
 
Step 3: Create Space.  As your breath flows into and around the feeling, it’s as if 
you are somehow creating extra space within your body.  You open up and 
create a space around this sensation, giving it plenty of room to move. 
 
Step 4: Allow 
Allow the sensations to be there, even though you don’t like it or want it. In other 
words, “let it be”.  When your mind starts commenting on what’s happening, just 
say “Thanks, Mind!” and come back to observing.  Of course, you may find this 
difficult. You may feel a strong urge to fight with this feeling or push it away. If 
so, just acknowledge that urge. Then bring your attention back to the sensation 
itself.  Remember don’t try to get rid of the sensation or alter it. If it changes by 
itself, that’s ok. If it doesn’t change, that’s ok too. Changing or getting rid of it is 
not the goal. The goal is to make peace with it, to let it be even if you’ don’t like it 
or want it.  You may need to focus on this sensation anywhere from a few 
seconds to a few minutes, until you completely give up the struggle with it.  Be 
patient, take as long as you need. You’re learning a valuable skill.  As you practice 
this technique, one of two things will happen: either your feelings will change or 
they won’t.  It doesn’t matter either way, because this technique is not about 
changing your feelings- it’s about accepting them. If you have truly dropped the 
struggle with this feeling, it will have much less impact on you, regardless of 
whether or not it changes. (Harris, 2008, The Happiness Trap) 
 
Take Home message: 1. The guidelines can help us choose when to use a 
change strategy vs. when to use an acceptance strategy. 2. The polygraph 
metaphor reminds how how difficult it is to control our feelings (ie. anxiety). The 
same goes for depression. We cannot deliberately create happiness. 3. 
Acceptance allows us to open up to negative feelings and keeps us focused on 
moving forward guided by our values. 4. Acceptance can be practiced and can 
help us sit with uncomfortable feelings without trying to control or get rid of 
them. 
 
-Debrief 
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Assign homework  

-Committed action, behavioural activation  
-Now that you’ve been practicing cognitive restructuring for a couple of 
weeks now, and we have introduced you to a couple of acceptance 
techniques we would like for you to practice using The Guidelines, and 
decide for yourself over the next week when to use one or the other 
approach.   When you are in situations over the next week and difficult 
emotions come up, you will decide whether you will use cognitive 
restructuring (write your thoughts down on the record, and look at 
challenging and reframing your automatic thoughts). Or, if it is more 
fitting and appropriate for you, you can choose to use the acceptance 
techniques, just observe your emotions and thoughts without analyzing 
or changing them.  The importance is to practice these strategies on a 
daily basis and to record you practice.  You can use the Handling your 
Thoughts and Feelings Diary to do so. 

 
★Audio acceptance technique will be sent to them by email 
 
Review Session 8 briefly (allow for aprox. 5 minutes). 
 
Gather and provide feedback (5 minutes) 
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Session 9 
ACT 

Defusion 
 
-Review Homework (allow for aprox. 15 minutes).  Ask about any difficulties 
participants may have had. Look over how participants are doing with their 
goals and committed actions. 
 
-Review Session 8 briefly (allow for aprox. 5 minutes). Can do it in dyads. 
 
-Set agenda for today’s session 
 
-Introduction to FUSION:  The mind is always telling us stories.  It is constantly 
comparing, judging, evaluating, criticizing, and planning.  Often, many of the 
stories we tell ourselves are real attention grabbers.  We get lost in these stories.  
We get caught in our thoughts and often believe our thoughts at face value and 
give them a lot of attention.   (Harris, 2008, The Happiness Trap) 
 
-These are some of the messages that get sent our way when we are depressed: 
 
-Your mind is giving you a negative message about who you are as a person: “I’m 
a loser,” “I’m ugly”, “I’m unlovable”. 
 
-Your mind tells you what you can and can’t afford to think, feel, remember, or 
sense: “I can’t be angry at my spouse if I want us to remain close,” “I can’t allow 
myself to think about my childhood if I want to be happy”. (Add others to relate 
to what you have heard from the participants) 
 
-Your mind predicts what will happen if you take a step to approach or solve a 
personal problem: “I will get fired if I bring this concern to my supervisor” 
 
-Your mind tries to compare how you’re doing in life now with how you should 
be doing: “With all the good things I’ve got in my life, I should be happier than I 
am”, I’ve wasted a lot of my life struggling with my feelings and still I don’t feel 
good”, “I’m going nowhere in my studies and have wasted my potential”. 
 
-Your mind compares how you’re doing in life to how other people are doing in 
their lives: “Other people don’t seem to be depressed all the time, so why am I?”  
“Everyone else seems to have a direction in their life, so why don’t I?” 
“Relationships seem to be easier for other people than they are for me”.  
(Strosahl & Robinson, 2008, The Mindfulness & Acceptance Workbook for 
Depression) 
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-So when we speak about Fusion, (or becoming fused with our thoughts) we are 
talking about how we get caught into the trap of thinking that our thoughts are 
reality, that our thoughts are the truth, that our thoughts are important and that 
our thoughts are threatening. This can take up so much space that we lose sight 
of our values. 
 
-As we have seen in the previous sessions, sometimes it can help to restructure 
our thoughts and come up with more adaptive thoughts (refer to the Guidelines).  
However at other times, it can be more helpful to distance ourselves from our 
thoughts.  We are going to look at such defusion techniques today.  Defusion 
basically refers to observing thoughts, or taking a step back from thoughts so 
that we get dis-entangled from them.   Put up model on the whiteboard and refer 
to it. Defusion helps us take our thoughts less seriously and free up space for 
focusing on what truly is important- conscious actions in line with your values 
(acting on what is meaningful in your life).. 
 
-To disentangle ourselves from our thoughts, we can use the technique to see 
thoughts as just sounds, words, stories, bits of language, passing through our 
heads.   
 
-(TECHNIQUE) I’M HAVING THE THOUGHT THAT…. 
 
-Demonstrate this technique on the white board. 
 
-Choose one group participant and ask them to bring to mind and share with the 
group an upsetting thought that takes the form “I am X” (for example:  I’m not 
good enough or “I’m incompetent”).  Preferably ask them to choose a thought 
that often recurs and that usually bothers or upsets them.  Then ask them to 
focus on the thought and believe it as much as you can for ten seconds.  Now ask 
them to take the thought and in front of it, insert the phrase:  I’m having the 
thought that…..” now think to yourself  for ten seconds “I’m having the thought 
that I am X”.  Notice what happens. Then ask them to do it again, but this time 
with the phrase slightly longer”.  Ask them to add: I notice I’m having the 
thought that I AM X.”  Ask them to notice what happens.   
 
-Take a few minutes and have each participant practice silently with their own 
written-down thoughts.   
 
-Discuss technique as a group.  Get their feedback 
 
-(TECHNIQUE) REVOCALIZATION EXERCISE (also called the Silly Voices 
technique) 
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-Explain that these are techniques that help you take your thoughts less 
seriously, and defuse from them so you can refocus on what’s important in your 
life 
 
-Can present the next technique in this way: “Here is a little defusion technique 
that can help with negative self-judgments or critical evaluations of yourself that 
keep coming back.  Ask a participant to share with the group one thought that 
tends to re-occur and bothers them (ie. I can’t do anything right).  Ask them to 
focus on the thought and to put energy into believing it as much as possible. Ask 
them to share how it affects them.  Then ask them to pick a humorous voice (ie. 
Homer Simpson, Donald Ducks, sing the thought in an opera voice, in a low slow 
voice) and say the thought out loud.  “Hear” the thought in the silly voice (or 
singing voice) and notice what happens.  
 
-Debrief, and ask participants what they noticed (particularly the ones who 
engaged in the exercise) 
 
-Notice here that we have not tried to get rid of or change the thought, but 
rather, we are seeing the thought for what it is (a bit of language).  By saying the 
thought in a different voice, we are becoming aware that it is nothing but a string 
of words and this can (with time) make it lose it’s impact.  We are trying to work 
towards taking our thoughts less seriously. 
 
-Note of caution to the group:  Defusion is not about making fun of serious 
problems in your life.  It is about “freeing ourselves from the oppression of our 
thoughts and freeing up our time, energy, and attention so we can invest in 
meaningful activities” instead of getting caught in ruminating, or dwelling on our 
thoughts.  (Harris, 2008, The Happiness Trap) 
 
TAKING INVENTORY (to assign for homework and do an example in session) 
 

-To list (using the form) all of the automatic thoughts, emotions, bodily 
sensations, memories or other private events that they may be 
experiencing and also to preface each by identifying its particular 
category (for example “I’m having the thought that I’m worthless, I’m 
having a weighed-down sensation in my shoulders”).  Can do this 
following a depressive event.  Instruct participants to fill out the form 
regarding incidents that tend to get them stuck in their depression and or 
interfere with their goals and activities.  

 
Take Home Message: 1. Fusion refers to how our mind is always telling us 
stories and we believe our thoughts at face value. 2. Defusion means taking a 
step back from our thoughts and seeing them just as sounds, stories, bits of 
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language and freeing up space so we can center ourselves instead on moving 
forward in line with our values.   
 
Review Session 9 briefly (allow for aprox. 5 minutes). 
 
Gather and provide feedback (5 minutes) 
 
Homework: To continue with committed action, behavioural activation and 
other techniques.  To do Taking Inventory assignment. Encourage continued use 
of exercises, and recording on appropriate forms. 
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Session 10 
ACT 

Defusion 
 
-Review Homework (allow for approx. 30 minutes).  Ask about any difficulties 
participants may have had. 
 
-Review Session 9 briefly (allow for approx. 5 minutes) 
 
-Briefly review what has been covered so far, in a quizzing kind of way, so that 
you can see if participants are grasping the differentiation and identification of 
the different tools/approaches learnt. Can put the model up on the whiteboard, 
and refer to the Guidelines, to discuss what is helping so far and what needs to 
continue to be worked on. Take ample time here since there is not as much to be 
covered today. 
 
-Lemon, lemon, lemon exercise.  Present it to the group as a whole, asking them 
each some of the T questions.  Note to therapists: below is an example of a 
dialogue between a therapist and client which can serve as a guide. 
 

Lemon, Lemon, Lemon Exercise 
 
T: If you are willing to do so, I’d like us to do a little exercise together. Say the 
word “lemon” 
 
C: Lemon 
 
T: What came to mind when you said that? 
 
C: A yellow, round shaped fruit. Fairly small, not too big. 
 
T: So you could almost see it. What else? 
 
C: I don’t know 
 
T: How about smell? 
 
C: Yeah, it smells like a lemon- lemony. 
 
T: What else? 
 
C: Well the taste of lemon- you know kinda sour. 
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T: So notice what happened when you said the word lemon. It’s as if a lemon was 
actually here- you could see it, smell it, and taste it. There’s no lemon actually 
here, but it was here psychologically. Now comes the silly part of the exercise. I 
want you, along with me, to say the word “lemon” over and over again as fast as 
you can. Let’s just do it, and see what happens. 
 
T: At this point the therapists and participants begin to repeat the word over and 
over again.  The therapists take the lead in setting the pace, and they begin to say 
lemon-lemon-lemon at an increasing rate.  Soon the words begin to trip slightly 
over themselves and the pace of the words makes them a bit difficult to follow.  
The volume has increased slightly.  This continues until the therapists calmly ask 
the participants to stop.  This can take about 40 seconds.  This stop of the 
repetition is followed by brief silence.  What happened? What’s different now 
when you say the word lemon (ask them to say the word just one more time).   
 
C: It just sounds like blabber, nonsense 
 
T: What happened to the sour-tasting, lemony smelling, yellow, round fruit that 
was here a little while ago. 
 
C: It’s gone. 
 
T: (direct the following suggestion to one participant so that the others can listen 
and it doesn’t become too chaotic).  Let’s try the same thing with a different 
word, a thought that has caused you some trouble or distress over the past 
week.  Would that be all right? (ie. Dumb)  (Zettle, 2007, ACT for Depression)  
 
- Ask group participants about their observations.  Ultimately, they should 
understand that this is another defusion exercise. Refer back to the last session, 
and how we have been talking about how we can choose to look at our thoughts 
in a new way, a way in which we are less wrapped up in the content of our 
thoughts and move towards taking our thoughts less seriously (this should be 
repeated numerous times because otherwise defusion can be a little abstract, 
and can be confused with cognitive restructuring).  
 
Thoughts on Cards Exercise (introduce and assign for homework) 
 

-Ask participants to write down their negative thoughts on a deck of 
index cards (one per card).  They are to write down negative, depressing 
thoughts that they have during the week.  They can read out each card 
two or three times a day (as a kind of exposure technique).  As well, ask 
them to carry the cards around with them when they engage in 
committed actions (we have not discussed committed action in detail 
here, but they can be presented with the idea of just bringing these cards 
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with them in their daily activities.  This is especially useful if the cards 
contain thoughts can could otherwise serve as barriers to taking action 
(ie. looking for a new job with the thought “I’ll never find anything 
better”).  Instead of pushing such thoughts away, or trying to challenge or 
change them, the idea here is to acknowledge the thoughts and choose to 
deliberately take them along in their activities (ie. job hunting).  (Zettle, 
2007, ACT for Depression)  

 
Review Session 10 briefly (allow for aprox. 5 minutes). 
 
Gather and provide feedback (5 minutes) 
 
Take Home Message:  1. The lemon, lemon, lemon exercise is another defusion 
exercise which can show us how we can relate to thoughts and words in a 
different way. A way where we are less wrapped up in the content of our 
thoughts. 2. Being disentangled from our thoughts and sensations can allow us 
to focus on what’s more important, our values.   
 
Homework: Asides from completing the homework assignment stated above, to 
continue with behavioural activation and committed action.  Encourage 
continued use of exercises (cognitive restructuring, acceptance, defusion) and 
recording on Handling your Thoughts and Feelings diary.  Reminder about the 
utility and function of the Guidelines. 
 
Important: Ask them to bring the thought records they have been working on 
over the past couple of months to the next session as we will be working on core 
beliefs.  
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Session 11 
CBT 

Assumptions and Core Beliefs 
 
Note: most of the material in this session comes from (McKay, Davis and 
Fanning, 2007, Thoughts and Feelings)  
  
-Review Homework (allow for aprox. 10 minutes).  Ask about any difficulties 
participants may have had. 
 
-Review Session 10 briefly (allow for aprox. 5 minutes). 
 
-Set agenda for today’s session 
 
-Important for Therapists: Try to elicit as many examples from participants as 
possible during the entire session. 
 
Identification of Core Beliefs  
 
-You have been diligently filling out thought records over the past couple of 
months, and you may have started to notice certain patterns in the way you 
think.  These are common themes that keep coming up in your life and they may 
come from earlier in life so they can be pretty ingrained, run deep and can affect 
most of your actions (and personality). 
 
-Because of such beliefs, we have certain rules that govern our behavior because 
of a past need to protect ourselves. 
 
-Put example on the whiteboard: 
 
-Joan is an artist who, as a child, believed her parents when they called her 
stupid.  She formed the negative core belief “I am stupid” which in turn produced 
these rules: 
 

1. Don’t apply for grants 
2. Don’t do anything mathematical. I don’t have the brains. 
3. Don’t argue. People will know I’m dumb. 
4. Don’t say too much. People will see how little I know. 
(McKay, Davis and Fanning, 2007, Thoughts and Feelings) 

 
Differentiate between Automatic thoughts, Assumptions and Core beliefs 
 
-Demonstrate this on white board (how they are at different levels) 
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-Automatic thoughts are on the surface and are the result of deeper assumptions 
and core beliefs.   
 
-Assumptions are not completely obvious but we can understand them from our 
actions, and they can be identified by looking at the common themes that come 
out from our thought records. 
 
-They are often: “If then….” statements or “Should” statements 
 
-Ie. “If someone gets to know me, then they will reject or hurt me” 
 
-“I should be able to do everything perfectly”, “Others should always support 
me” (you can use some of the assumptions of the participants to demonstrate 
but nothing too personal that could embarrass them or put them on the spot) 
 
-The deepest level is the core belief, absolute statements about ourselves (ie. I’m 
worthless, I’m a victim, I’m a failure), others (People don’t respect me, People 
are unreasonable) or the world (the world is filled with overwhelming 
problems).  
 
Ways to identify Core Beliefs: 
 
-Give them handout and alert them to downward arrow forms 
 
-Downward Arrow technique: Keep digging to get to the root. 
  
-Select a thought from your thought record about the self, others or the world 
and write, “What if __________(your thought ____________ is true?  What does this 
mean? What’s so bad about that?  If this was true, what would it imply? 
 
-Answer these questions with beliefs, not your feelings.  Feelings do not lead to 
core beliefs, but your self-statements do. 
 
Example from Cognitive Therapy (1995) by Judith Beck, p. 146 
 
T: It’s important for me to understand the most upsetting part of this to you.  
What would it mean if your roommates and friends did get better grades than 
you? 
 
P: Oh, I couldn’t stand it. 
 
T: So you’d be pretty upset, but what would be the worst part about it? 
 
P: They’d probably look down on me 
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T: And if they did look down on you, what would be so bad about it? 
 
P: I’d hate that. 
 
T: Sure, you’d be distressed if that happened. But so what if they looked down on 
you? 
 
P: I don’t know. That would be pretty bad. 
 
T: Would it mean something about you, if they looked down on you? 
 
P: Sure.  It’d mean I’m inferior, not as good as they are. 
 
-Tip for therapists: You know to stop the downward arrow technique when 
you’ve reached the core belief and that often becomes clear when there is a 
change in mood or the negative core belief is re-iterated in the same or different 
words. 
 
2. Theme Analysis 
 
-Look at your thought records and see if there is a common theme that stands 
out. Ie. Lucy notices that her situations often have to do with her son, and 
recognized the core belief that she was incompetent- a bad mother, as standing 
out. 
 
Challenging Core Beliefs 
 

1. Identify your Rules for your Core belief (hand out Basic Rules Checklist as 
an aid). On a sheet of paper, mark the core belief and ask yourself for each 
item on the checklist “If my core belief is true, what must I do or not do in 
this situation?”. Be honest and open.  Ask yourself, “What do I really do to 
cope with my belief? How do I protect myself? What do I avoid? How am I 
supposed to act? What are my limits? On the left hand side of the paper 
write your rules. Provide them with examples of such Rules. 

 
2. Flowing from each core belief is a set of rules, for how you need to act in 

the world to avoid pain and catastrophe.  For example, if you have a core 
belief that you are unworthy, typical rules that you have might include, 
“Never ask for anything; never say no; never get angry at anyone; always 
be supportive and giving; never make a mistake; never be an 
inconvenience. 

 
Example to do before: “I am helpless” 
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1. I walk on eggshells to keep George in a good mood 
2. I won’t buy a condo 
3. I don’t start conversations at gatherings 
4. I don’t trust myself with a credit card 
5. I don’t make independent decisions 
6. I don’t try to solve problems 

 
3. Generate catastrophic predictions 
 
-You have catastrophic predictions for what happens if you don’t follow this rule.  
It’s important to remember that they may have served you well earlier in life, to 
protect yourself, but are probably no longer necessary and the consequences for 
disobeying them may no longer be so catastrophic or even unpleasant. 
 
-To the right of the rule you listed, write the consequences you predict will 
happen if you disregard it. Remember to include not only your feelings but also 
objective consequences you could observe and test 
 
-Example: The consequences for Janet to break the rule “walk on eggshells to 
keep George in a good mood” would be: He will leave me, he will take his anger 
out on our son, I will get upset and he will say something mean to me. 
 
Select the rules you want to test 
 
-Choose rules that you can set up an easy test situation, choose a rule for which 
you can test the core belief directly, the rule should include a clear prediction of 
behavioural responses (yours and others’) not just subjective feelings, the 
outcome should be relatively immediate, and choose a low-fear rule to test 
(explain concept of baby steps, moving onward in a hierarchal way). 
 
Testing your rules 
 
-Identify one relatively low-risk situation in which to make your initial test. 
Example: Janet decided to enroll in a carpentry class because she wouldn’t lose 
much money or time 
 
-Begin a Predictions log (hand it out to participants).  Write a specific prediction 
of what your catastrophic prediction will be for the situation.  Feelings can be 
included in your prediction but also add observable results 
 
-Make a contract with yourself to break your rule.  This will help you rewrite 
your core beliefs and change the way you think about things.   Commit to a 
specific time, place and situation.  Check with a support person, if possible, one 
to whom you can report your test results 
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-Script your new behavior.  Visualize what you’ll do.  Practice an imaginary test 
with a friend, or record a dry run of your test.  By testing it out in real-life you 
will see that it is often not as scary as we think, that the outcome is not as 
catastrophic as we fear.  
 
-Test your new behavior and collect data. In your predictions log, write the 
outcomes of your test.  Write which specific parts of your predictions occurred 
and which did not occur.  If you are uncertain about people’s reactions to your 
test, ask them some questions like the following: Did you have any reaction to 
what I said? I had the impression that you might be feeling ______ when I said 
__________.  Was there anything to that? Is it ok with you that I _________?  In your 
prediction log, write the answers to these questions along with other data 
collected. 
 
-Select more situations in which to test your rule and repeat the previous steps.  
Choose situations that gradually heighten your risk.  As you obtain more and 
more positive outcomes to situations that break your rules, your core beliefs will 
be modified 
 
Step 6: Rewriting Core Beliefs 
 
-After your have tested your rules sufficiently and recorded your data in the 
Predictions Log, rewrite your core belief.  This becomes a new core belief. Ie old 
belief “I am a poor mother” becomes “I am a skilled mother, usually. I am loving 
and self-disciplined as a mom, especially when I am not tired from work. 
 
-Develop New Rules.  Use I rather than You, and use the present tense. Write 
them as affirmations instead of commands or restrictions.  If possible, include 
predictions with the rules.  Ie. “I am able to argue my position well, especially if I 
think before I speak”.   
 
-Keep an Evidence Log. Keep track of all interactions, events, conversations- 
anything that will support your new rules and core beliefs.  To start your 
Evidence Log, write on the left side of a page “What Happened”; on the right side 
write, “What it Means”. 
 
Take Home Message: 1. Core beliefs are ingrained, absolute statements we have 
about ourselves, others and the world.  They are shaped earlier on and affect our 
actions and personality.  2. We can identify our core beliefs by using the 
downward arrow technique, and look for themes in our thought records. 3. We 
can challenge our core beliefs by breaking the rules we have set forth for the 
longest time, analyzing the outcomes and rewriting our core beliefs.  
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Homework: To work on challenging one rule per day, and gather data using 
handout. 
 
Important: Ask them to bring the thought records they have been working on 
over the past couple of months to the next session as we will be working on 
behavioural experiments.  
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Session 12 
CBT 

Behavioural Experiments 
 
-Note: most of the material in this session is directly taken from Mind over Mood 
(1995, Greenberger and Padesky) and Mind over Mood protocol by David Sinyor 
(Sinyor, CBGT Mind over Mood Group Protocol) with some minor adaptations 
 
-Review Homework (allow for aprox. 10 minutes).  Ask about any difficulties 
participants may have had. 
 
-Review Session 11 briefly (allow for aprox. 5 minutes). 
 
-Set agenda for today’s session 
 
Introduction to behavioral experiments:   
 
-When we learn, we first tend to learn in an intellectual way.  We understand the 
concepts on a more logical level rather than on an emotional one.  Relate this to 
group members’ previous examples (ie. “I understand it logically, but don’t 
believe it emotionally”, “I can challenge automatic thoughts but it doesn’t sink 
in”, “I know what I need to do but I don’t seem to have control over changing it”).  
Developing more balanced thoughts with your thought records may be like 
writing in a new language for you.  Like any new language, these new thoughts 
probably seem awkward, robotic, and only partly believable.  While your 
automatic thoughts flow easily like a familiar native language, your alternative 
thoughts emerge only with great effort.  You probably believe the new thoughts 
“in your head” but don’t feel as if they fit your life experience as well as your old 
automatic thoughts”.  (Mind over Mood, 1995, Greenberger and Padesky). 
 
-Another good way of increasing the believability of the alternative, balanced 
thoughts is to test them out in your real life.  We are going to work on designing 
experiments to test out our alternative thoughts.  If we see the actual evidence in 
real-time our beliefs in these alternative thoughts is likely to strengthen and 
help improve our mood.  If the experiments do not support our alternative 
thoughts, do not worry, we can fine-tune our thoughts to be more accurate and 
fit our life experience more reasonably.   
 
-There will be obstacles when we carry out the exercises.  It is important to 
problem-solve and to see this as a dynamic, evolving process that improves with 
time and practice (this is why we also encourage that you keep up with the 
thought records). (Sinyor, CBGT Mind over Mood Group Protocol) 
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-Example of a behavioural experiment (adapted from Mind over Mood):  
Experiment: Reach out and help someone 
 
-Miranda’s sadness and discouragement around the holidays were somewhat 
alleviated by her realization that even though her friends didn’t need her in the 
same ways they used to, they still enjoyed her company, asked for advice and 
needed her in different ways.  Although recognizing this helped her feel better, 
her new way of thinking was not fully believable to her- even though the 
evidence seemed to support her new more balanced thought.  One way for her to 
increase this belief in her new conclusion was to do some “experiments” to test 
out the alternative thoughts.  Miranda decided to test out her new conclusions 
(they still need me but in different ways and they enjoy being with me”.  She 
called one of her friends and asked if they needed help with any of the home 
renovations they were working on.  Her friend told her that they didn’t have any 
projects currently that needed help with.  Rather than concluding that she was 
unwanted as she had done in the past, she decided to carry her experiment 
further: she asked if she could help her friend and husband out in any other way. 
Her friend mentioned that she could use some help with gardening and was 
interested in what Miranda thought about a particular garden design she was 
planning, and asked if she would be interested in coming over for tea and to do 
some gardening over the coming week.  This experiment led to information that 
supported Miranda’s alternative thought (even though my friends don’t need me 
in the same ways, they still enjoy my company and  ask for my advice).  This new 
thought helped boost her confidence, will help her engage in more actions in line 
with this belief, and created positive time with her friend.  In the past, Miranda 
may have given up when she was told by her friend that she didn’t need help 
with renos, and may have had thoughts such as “what’s the use? They don’t need 
me anymore, I’m useless”.  Her alternative thoughts gave her the confidence to 
find new ways to feel needed instead of giving up when her initial offer was 
turned down (Mind over Mood, 1995, Greenberger and Padesky). 
 
Setting up your Behavioural Experiments: 
 
-Start with the thought to be tested- this is usually the more balanced thought 
that you came up with on your thought record 
 
-Column 1) Experiment.  Define the experiment.  Choose something that is 
achievable if you push yourself somewhat.  Pick something that directly allows 
you to test out your thought.  Do not try to take on too much at once, or too soon.  
Break the experiment up into small steps.  These experiments should be related 
to your depression and/or anxiety symptoms, should connect with your 
therapeutic goals. 
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-Column 2) Prediction.  Come up with a reasonable prediction of the outcome of 
the experiment.   
 
-Column 3) Possible problems.  Identify possible problems that might stand in 
the way of you carrying out your behavioural experiment. 
 
-Column 4) Strategies.  Come up with specific strategies to help deal with the 
problems/obstacles you may encounter. 
 
-Column 5) Outcome.  Carry out the experiment, and detail the outcome. 
 
-Column 6) Rate how much the outcome supports the thought being tested. 
 
-Finally, state what you have learned from the experiment 
 
-It will be important to do many experiments before we truly believe the new 
way of thinking about things. It’s important also to track your experiments 
(write down on the record) and the outcomes because it means you will be more 
likely to learn from them.   
 
-Plan out (on the white board) some behavioural experiments with participants.  
Ask them to choose some examples from their thought records to design 
behavioural experiments.  They should choose some thoughts that they do not 
fully believe. 
 
- Remember that you can also work on behavioural experiments with negative 
predictions (ie. There are no jobs I am qualified for, If I talk to an old friend, she 
will snub me, If I go to that party I will have a terrible time, Even if I start 
working on the paper, I won’t be able to finish it). 
 
Review Session 12 briefly (allow for aprox. 5 minutes). 
 
Gather and provide feedback (5 minutes) 
 
Take-Home Message: 1. Testing out our alternative, more balanced thoughts in 
real life can help increase their believability.  2. Sometimes our thought records 
alert us to problems that actually need to be worked on in a solution oriented 
kind of way. In other words, we need to problem solve and take action to work 
on something that is truly problematic (give an example from what was 
covered).  We can use behavioural action plans to concretely work on these 
goals and track our progress.   
 
Homework: 



189 

Carry out one or more behavioural eperiments.  Hand out copy of chapter 8 
(Mind over Mood) to give them in the task.  To continue with committed action 
and behavioural activation.  In addition to this, continue to use The Guidelines, 
and decide for yourself over the next week when to use cognitive restructuring 
(changing thoughts with thought records) or to use acceptance and defusion.   
When you are in situations over the next week and difficult emotions come up, 
you will decide whether you will use cognitive restructuring (write your 
thoughts down on the record, and look at challenging and reframing your 
automatic thoughts). Or, if it is more fitting and appropriate for you, you can 
choose to use the acceptance and defusion techniques, just observe your 
emotions and thoughts without analyzing or changing them using the 
acceptanceaudio techniques (Sitting with Feelings exercise) or And/Or use some 
of the defusion techniques (specify).  The importance is to practice these 
strategies on a daily basis and to record you practice.  You can use the Handling 
your Thoughts and Feelings Diary and Taking Inventory to do so. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



190 

Session 13 
ACT 

Mindfulness 
 
-Review Homework (allow for aprox. 15 minutes).  Ask about any difficulties 
participants may have had. 
 
-Review Session 12 briefly (allow for aprox. 15 minutes). 
 
-Set agenda for today’s session 
 
Introduction to Mindfulness (Raisin experiment):  (present the instructions 
slowly with pauses of aprox. 10-15 seconds in between each directive). Ask 
everyone to close their eyes and hand out the raisins.  Then ask them to open 
their eyes.  I’d like you to imagine that you have never before in your life seen 
the object that is now before you.  It’s as if you are seeing it for the first time- as 
if it is completely new and foreign to you.  Take the object and place it in the 
palm of your hand.  Look at it very closely.  Notice the sense of curiosity you have 
as you slowly study it.  Look at the way the light shines and reflects off it so that 
some parts of it are lighter in color and other parts are darker.  Examine the 
wrinkles and contours of it- how it bulges out in some places and dips in in 
others.  Take one of your fingers of your other hand and slowly rub over it, 
noticing its texture.  Explore what it feels like and notice how your finger knows 
exactly what to do.  Notice where the object rests in the palm of your hand.  
Focus on where the object touches your hand and what that feels like.  Notice the 
weight of the object as you feel it contacting your skin.  Now slowly pick up the 
object.  Feel it between your fingers.  Slowly bring the object up toward your 
nose.  Now smell the object.  Place it to one side of your nose and then the other 
as you slowly and deeply inhale, while carefully noticing its smell.  Now slowly 
move the object to your mouth.  Notice how your mouth and hand knows exactly 
what to do.  Gently open your mouth and place it inside noticing how it feels.  
Slowly run your tongue over the surface of the object.  Notice what it feels like.  
Carefully notice what it tastes like.  Now very slowly and gently bite into the 
object, noticing any change in its taste.  Slowly chew the object.  Feel it making 
contact with your teeth and the saliva in your mouth changing its consistency.  
Finally, when you are ready see if you can slowly and deliberately swallow it and 
notice it settling into your stomach.  (Zettle, 2007, ACT for Depression)  
 

-Elicit group members’ observations in an open-ended way.  Finalize this 
exercise by emphasizing that it was designed to enable them to become 
aware of what goes on both inside and outside of them as it occurs, and 
that mindfulness, like any skill, can be strengthened with further practice. 

 



191 

-We’d like for you to try out these different mindfulness exercises that will help 
you explore and develop a different way of responding and relating to thoughts 
and feelings you’ve been struggling with.  We will have you try out a couple here 
and then have you practice them more for homework.  Let us clarify what these 
exercises are designed to do and what they are not designed to do.  They are not 
designed to make your depressing thoughts and feelings go away.  They may or 
may not go away as your mindfulness skills become stronger, but that is not 
their purpose.  The exercises are not designed to teach you a new way of 
controlling or getting rid of your depression.  The purpose of the exercises is to 
see if it’s possible for you to develop a new way of responding and relating to 
your depression (Zettle, 2007, ACT for Depression).   
 
-Often with depression, people tend to focus on the past and worry about the 
future. Mindfulness helps you center on the present moment. With depression, 
we often try to avoid, or suppress any sign of depression, painful emotion, 
physical pain or memory that can make it worse.  Mindfulness can help you 
experience thoughts and sensations in a different way, with acceptance, 
compassion and non-judgment so you can see that the emotions and thoughts 
come and go, and that you can become in contact with them without fear. 
 
-Mindfulness allows us to be become more aware of what we are trying to avoid 
(be it thoughts, memories, feelings, sensations).  This awareness can help us 
intervene earlier.  Mindfulness can also help you connect with things in your life 
that you may have given up on or lost touch with.  It can help you regain a sense 
of pleasure and satisfaction with your activities (connection with values)      
 
-In the previous sessions, we have talked about our tendency to get fused with 
thoughts and emotions (demonstrate physically with paper put in front of our 
face) and how this can make us more depressed and use up a lot of our time and 
energy.  
 
-“Imagine yourself walking along a path by a river on a sunny day.  You’re feeling 
a little depressed, a little down.  At first you’re not really aware of your mood, 
but then you realize you don’t feel very happy.  You’re also aware that the sun is 
shining.  You think.  It’s a lovely day: I should be feeling happy.  Let that thought 
sink in: I should be feeling happy.  How do you feel now?”  If you feel worse 
you’re not alone, we all have a tendency to compare the how we are feeling with 
how we should be feeling…this takes us even further away from how we want to 
be”.  (Williams, Teasdale, Segal and Kabat-Zin, 2007, The Mindful Way Through 
Depression). 
 
-This is what the mind does!  Another word for it is Rumination.  When we 
ruminate we become focused on the causes, meanings and consequences of our 
depression.  We mull over events from our past, and replay them in our mind 
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and foreshadow into the future (Give some examples of ruminative thoughts 
that we have heard so far in the group from participants: What did I do to 
deserve this?  Why do I always react this way?  Why can’t I handle things 
better?)  Research has shown that we ruminate because we feel it will help us 
problem-solve.  We believe that it will help us overcome our depression- in fact, 
what we have found is that rumination makes our depression worse (and that 
we actually are worse at problem-solving when we are caught in a rumination 
spiral).  From an ACT point of view, when we are ruminating we are using up our 
energy that could be used more productively to move forward with what’s 
important to us in our life doing the things that will actually carry us forward. 
(emphasize) 
 
-Mindfulness allows us to deal more effectively with depressive thoughts, 
sensations and emotions.  What is mindfulness? (ask participants for their 
feedback).  One definition is “the awareness that emerges through paying 
attention on purpose, in the present moment, and non-judgmentally to things as 
they are” (Williams, Teasdale, Segal and Kabat-Zin, 2007, The Mindful Way 
Through Depression). 
 
-Important to get across the points of practice, that it is a journey (can give the 
example of Zen Buddhists and the path towards vitality), that it moves you in the 
direction of your values, compassion, and that there is no perfection….that your 
mind will wander, but that when this happens just gently and compassionately 
bring yourself back to the moment (or to your breathing). 
 
Mindfulness of the Breath Exercise 
 
- Can use the Kabat Zin Mindfulness technique here (and practice for homework) 
 
- Debrief and discuss the significance of this exercise and how/why it can help 
them (make sure the connection to values is understood and refer to model on 
whiteboard here- and the Guidelines) 
 
Incorporating Mindfulness into your Daily Life 
 
-The rationale is to bring attention (as you did with the raisin) to the here and 
now in your daily life.  We will zone in on routine activities that we often do 
mindlessly and practice deliberately paying attention to our experience 
engaging in such activities.   
 
-Give the example of washing a dirty dog (example from the Happiness Trap) 
 
-Ask participants to write the examples that will come in their Mindfulness 
Exercise Journal and explain that the homework will be to do at least one routine 
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activity mindfully each day before the next group session and to write it down in 
the journal. Encourage that participants vary the activity every day although the 
focus more so should be on practicing mindfulness everyday.  The idea is for 
them to focus on doing the activity slower, and pay attention to the related 
experience. 
 
-Connection to pleasant experiences (ask participants to elicit their own 
examples). 
 
Eating 
Drinking (ie. mindfully brewing and drinking a cup of tea) 
Listening to music 
Having a hot bath 
Walking  
Observing the scenery 
Engaging the Conversation (listening and talking)  
 
-Connection to unpleasant activities (ask participants to elicit their own 
examples). 
 
Washing the dog 
Doing the dishes 
Cleaning the house 
Brushing your teeth 
 
(Zettle, 2007, ACT for Depression)  
 
Take-home message:  Reiterate rationale for the learning of mindfulness.  That 
it helps you identify patterns of negative thinking, or when you are spiraling into 
a depressive cycle and can help you intervene earlier to prevent it from getting 
worse.  Mindfulness can help you reconnect with day-to-day experiences that we 
often take for granted, or lose sight of when we operate on auto-pilot (explain 
what this means). Mindfulness helps us reconnect with what we value.  
Mindfulness can help you stay in the present moment, instead of getting caught 
in rumination- focusing on the past and worrying about the future.  Mindfulness 
allows you to open up to painful emotions as well, and make room for them in a 
way where you see that you can accept them, and breathe into them without 
trying to get rid of them or battle with them.  This takes a lot of practice, but this 
can be done without necessarily meditating for hours a week but by practicing 
small mindfulness techniques on a daily basis. This can be as simple as when 
waking up and before getting out of bed, taking 5 mindful breaths, feeling the 
ground under your feet and each step as you walk to the bus stop, petting your 
dog and being fully engaged in the experience.  Can you think of other little 
things that you can do in a mindful way? 
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Homework assigned: Asides from practicing the mindfulness of the breath 
exercise, and engaging in daily activities in a mindful way, to continue with 
behavioural activation and committed action. To continue using exercises 
(cognitive restructuring, acceptance, defusion, challenging core beliefs, engaging 
in action plans and behavioural experiments, etc.) and record on Handling your 
Thoughts and Feelings diary. Remember to use the Guidelines for help in 
choosing techniques. 
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Session 14 
CBT + ACT 

Challenging core beliefs and Mindfulness 
 
-Review Homework: they can work in dyads for a bit at first. (allow for aprox. 30 
minutes- longer today in order to really let the mindfulness content sink in and 
to trouble-shoot problems related to their challenging of core beliefs from the 
previous session).  Ask about any difficulties participants may have had with any 
of the homework exercises. 
 
-Review Session 13 briefly. 
 
-Set agenda for today’s session 
 
Continuation of Testing Core Beliefs 
 
-Important that they understand that you can also have core beliefs about other 
people (ie. Other people are untrustworthy, The world is a rotten place, Other 
people will hurt me).  These core beliefs are worthy of identifying and changing 
as well.  
 
-Points to reiterate about Core Beliefs: 
 
1. That it is an idea, not necessarily a truth 
 
2. That we can believe it very strongly, even “feel” it to be true and yet it can be 
mostly or entirely untrue. 
 
3. That, as an idea, it can be tested 
 
4. That it is rooted in early life events 
 
5. That it continues to be maintained (explain this), in which we readily 
recognize data that supports our core belief while ignoring or discounting data 
to the contrary 
 
6. That we can use a variety of strategies to change our core beliefs so that we 
can view ourselves (and others) in more realistic ways 
 
Introduce the Core Belief Worksheet and work on a couple of their own 
examples: 
 
Old Core Belief: “I’m inadequate” 
How much do you believe the old core belief right now? (0-100): 60% 
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What’s the least you’ve believed it this week? (0-100) 60% 
New Belief: I’m adequate in most ways (but I’m only human too) 
How much do you believe the new belief right now? (0-100) 50% 
 
Evidence that contradicts old core belief and supports new belief: 
Ie. understood this worksheet 
Asked a question in statistics 
Got a B on a chemistry exam 
 
Evidence that supports old core belief with reframe: 
Ie. Got a B on a literature paper, BUT it’s an ok grade. If I really was inadequate I 
wouldn’t be in university. 
 
(bottom part is to be filled out partly in the group session, but also later for 
homework as they monitor the operation of their core beliefs and reframe 
evidence that seems to support the old belief) 
 
Other ways to come up with positive data for the Core Belief Worksheet: 
 

-Think of data that someone else would probably say indicates positive 
evidence for you (someone you trust) 

 
Other ways to Challenge Core Beliefs: 
 
-Write a letter to the people who criticized you or treated you badly when you 
were young.  (no need to send the letter).  Express your feelings in the letter and 
talk back to them, venting your anger and frustration.  Focus on what they did to 
you when you were young and explain why you did not deserve this.  Tell them 
how you wished it could have been. The importance is to be honest about what 
happened and how it makes you feel. 
 
-Use flashcards.  Make a flashcard and take it out whenever your core belief is 
being triggered. The flashcard should have all your good qualities on it, and it 
should invalidate the criticism. Use objective evidence that has been gathered.  
This is a good way to work on self-esteem too.  Ie : Right now I feel humiliated 
and indadequate. I feel surrounded by people, especially women, who seem 
superior to me in every way. I feel their presence diminishes me totally.  But this 
is not true. What is really going on is that my schema (core belief) is being 
triggered. The truth is that i am worthy too. I am sensitive, intelligent, loving and 
good.  The truth is that many people have found me worthy of love (list names). 
Generally, I have not given people a chance to get close enough to really know 
and appreciate me.  But believing what I say on this card will help me move in 
the right direction. (Reinventing your Life, 1994, Young and Klosko).   
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Continuation of Mindfulness 
 
-Re-iterate importance of practice, that it is a journey (can give the example of 
Zen Buddhists and the path towards vitality), that it moves you in the direction 
of your values, compassion, and that there is no perfection….that your mind will 
wander, but that what then his happens just gently and compassionately bring 
yourself back to the moment (or to your breathing). 
 
-Discuss in more depth the inevitablity of having thoughts, distractions, feelings, 
disturbing us during our mindfulness practice.  Often, when we notice a passing 
thought, even mindfully, it leads to a hit parade of other thoughts and 
associations.  This is what the mind does, simply recognize that this is 
happening, and that they are just thoughts (or sensations, or memories) and 
return to your breathing (or whatever other object you are using as an anchor).   
 
-Present next exercise with clarification that this can be done with clouds, leaves, 
etc. (we can provide them with a few different variations for homework 
practice) but that the idea is that thoughts and emotions will come and distract 
you, that this is inevitable but you are to return to your anchor (whether it is 
your breath, the clouds, the leaves, etc.))   
 

Gazing at the Clouds 
 
We are now ready to extend our work in mindfulness to a most difficult area – 
that of our own thoughts, feelings, memories, and so on.  We often find many of 
our thoughts and emotions bothersome.  It’s challenging to simply observe them 
without getting lured into wrestling with them.  If you’re willing to do so, I’d like 
to introduce you to a new exercise that may provide you with another way to 
respond to thoughts and feelings that you don’t like. 
Please close your eyes and take a moment to become centered.  Notice where 
you feel your body making contact with the chair.  [pause 10-15 seconds]  Take a 
moment now to focus your attention on your breath as you’ve been practicing 
for this past week.  [ pause 10-30 seconds] 
Now I’d like you to shift your attention to following the sound of my voice.  
Imagine it’s a warm spring day and you are comfortably lying on your back in a 
meadow watching clouds as they lazily drift across the sky.  Imagine as you lie 
there that each thought that you have is being carried by its own cloud as it 
slowly moves across the sky.  See each thought you have – as you have it – slowly 
and effortlessly floating by in the sky on its own cloud.  Just as one cloud drifts 
by, another comes along to carry the next thought.  Just lie back and watch your 
thoughts drift by.  If you find yourself distracted at any point – if you find 
yourself no longer lying in the meadow but in the clouds themselves or 
elsewhere – see if you can back up a bit and notice what you were doing before 
that happened.  Then take a moment to recenter by focusing on your breath and 
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when you are ready, return to the meadow and watch your thoughts drift by on 
the clouds.  One by one – just lay back and observe the flow of your thoughts. At 
some point, you may have the thought that this exercise is stupid or that you 
don’t like some of the thoughts that are coming up. If so, see if it’s possible to 
take those thoughts and have them drift by on their own clouds. (Zetttle, 2007, 
ACT for Depression). 
 

-Debrief with a focus on how you cannot fail at the exercise, and 
distinguish responding to thoughts in a fused vs. a mindful manner. 

 
Take-home message:  Reiterate rationale for the learning of mindfulness.  That it 
helps you identify patterns of negative thinking, or when you are spiraling into a 
depressive cycle and can help you intervene earlier to prevent it from getting 
worse.  Mindfulness can help you reconnect with day-to-day experiences that we 
often take for granted, or lose sight of when we operate on auto-pilot (explain 
what this means). Mindfulness can help you stay in the present moment, instead 
of getting caught in rumination- focusing on the past and worrying about the 
future.  Mindfulness allows you to open up to painful emotions as well, and make 
room for them in a way where you see that you can accept them, and breathe 
into them without trying to get rid of them or battle with them.  This takes a lot 
of practice, but this can be done without necessarily meditating for hours a week 
but by practicing small mindfulness techniques on a daily basis. This can be as 
simple as when waking up and before getting out of bed, taking 5 mindful 
breaths, feeling the ground under your feet and each step as you walk to the bus 
stop, petting your dog and being fully engaged in the experience.  Can you think 
of other little things that you can do in a mindful way? 
 
Homework: Continue to work on testing your core beliefs. In addition to this, 
continue to use The Guidelines, and decide for yourself over the next week when 
to use cognitive restructuring (changing thoughts with thought records) or to 
use 
acceptance, defusion and mindfulness. When you are in situations over the next 
week and difficult emotions come up, you will decide whether you will use 
cognitive restructuring (write your thoughts down on the record, and look at 
challenging and reframing your automatic thoughts). Or, if it is more fitting and 
appropriate for you, you can choose to use the acceptance, defusion and 
mindfulness techniques. Just observe your emotions and thoughts without 
analyzing or changing them. The importance is to practice these strategies on a 
daily basis and to record you practice. You can use the Handling your Thoughts 
and Feelings Diary to do so. 
 
 
  



199 

Session 15 
CBT + ACT 

 
-Review Homework (allow for aprox. 10 minutes).  Ask about any difficulties 
participants may have had with any of the homework exercises. 
 
-Review Session 14 briefly. 
 
-Set agenda for today’s session 
 
Relapse Prevention 
 
-Have group participants discuss their activity schedules (pleasurable and 
mastery activities) and have a discussion about what they have accomplished, 
what needs to continue to be worked on and how they plan to do so. 
 
-Look at what tools they found the most helpful, and what needs more practice. 
 
-Encourage them to continue to practice the skills learnt (to maintain the gains) 
and offer them the suggestion that they can meet together afterwards to support 
each other (they can organize this after the session or group therapist can send 
one volunteer’s email out for this). No one should feel pressured. Really 
emphasize importance of continuing to use and practice the skills and 
techniques that were learnt in the group.   
 
-Reminder that questionnaires will be filled out at the end of the session (take an 
extra 15 minutes), and pre-stamped envelopes can be provided at the end if they 
are really running short for time.  Reminder that there will be a follow-up 
assessment session (over the phone, and with questionnaires mailed to them). 
 
-Identify the signs of relapse: discuss with participants what the signs are for 
them that they are headed for a relapse (ie. Mood (more irritable, crying, etc), 
Interpersonal (more arguments, less productive, etc.), Leisure (less interested, 
avoiding, etc.))  Have an action plan to deal with potential relapse (behavioural 
activation, thought records, request support from family and friends, individual 
therapy booster sessions, medication adjustment, etc.). (Sinyor, CBGT Mind over 
Mood Group Protocol) 
 
Obstacles 
 
-Not believing that a technique or exercise will work.  Repeating to yourself 
negative and discouraging statements such as “this won’t work”, “I’ll never get 
better”, I’m too stupid”.  Important to work on restructuring such thoughts.  -
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What can help is committing to certain time points in your month (schedule in 
advance) to review the readings and practice the techniques/exercises.  
 
-Boredom: many of the techniques are dull, but they work!  Think of the trade-
off.   
 
-Poor time management: Not having time is a common barrier.  Discuss the 
importance of priorities.  It’s crucial to schedule your exercises as you do with 
other important activities in your life. (McKay, Davis and Fanning, 2007, 
Thoughts and Feelings) 
 
What can help to maintain the gains 
 
-Incorporate the core belief work (and cognitive restructuring) into your daily 
routine.  Daily evidence gathering and daily thought records. 
 
-Use weekly rewards for core belief work that is done. 
 
-Set new goals, which have a pay off, and monitor progress  
 
-Adapt tools to make them more convenient (ie. post-it at your desk) (Sinyor, 
CBGT Mind over Mood Group Protocol) 
 
-Involve friends/family in your continued progress.  Can make a contract with 
someone to help you with your practice (someone you trust and can open up to).  
Hand out Contract form as an example of a document they can use. (McKay, 
Davis and Fanning, 2007, Thoughts and Feelings) 
 
-Self-Therapy Sessions: Go over the document briefly with them 
 
ACT Relapse Prevention 
 
-Discussion regarding the (internal and external) barriers in the way of 
committed action.  Refresher on what’s important for them in their lives and 
whether or not they are moving forward with their commited actions.  Value 
driven goals 
 
-Discuss the importance of willingness and say something like this: 
 
-The mind is very good at coming up with reasons for not doing the things we 
really want to do, the things we value.  Physical exercise is a good example.  In 
most western countries, over 40% of the adult population is overweight.  Yet 
almost all of of us, deep down inside, value our health.  Sure, many of us neglect 
our health but that doesn’t mean we don’t value it.  It just means we’re not 
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taking action.  Most of us would prefer to eat healthier and exercise more. So 
why don’t we?  It’s partly because our mind is a genius at coming up with 
reasons not to (ie. I don’t have enough time, I’m too tired, It’s too cold).  We must 
be willing to realize that reasons are just thoughts.  Thoughts do not need to 
control our behavior.  You can still take action even if your mind says you can’t.  
Many of us don’t act on our values for long periods of time: months, years and 
even decades. But those values are always there deep inside of us. A value is like 
your body, even if you’ve neglected it for years, it’s still there.  It’s still an 
essential part of your life, and it’s never too late to connect with it.  (Harris, 
2008, The Happiness Trap) 
 
-You can ask group members if they are willing to experience specific thoughts 
and feelings (ie. fatigue, embarrasssment, sadness). Reminder that they are 
doing it to move forward towards goals that are important to them. (ie. Are you 
willing to do X and be embarrassed? (Give other examples that we have heard 
from group members) 
 
-Show Joe the Bum video  
 
-Debrief (briefly). The idea is the stance that you take with regards to your 
thoughts and feelings, how you relate and react to them. We have been working 
on cultivating a stance of acceptance.  Opening up to, making room for 
unpleasant thoughts, feelings and sensations instead of fighting, controlling or 
avoiding.  This metaphor relates to all the thoughts, feelings and memories that 
show up what you don’t want and that you don’t like.  “There are just more Joe 
the Bums at the door”.  Can you choose to accept Joe the Bum even though you 
don’t like the fact that he is there?  Are you willing to accept his foul smell, his 
disheveled appearance and loud voice.  If not, what’s the party going to be like? 
(Zetttle, 2007, ACT for Depression). 
 
-Discuss FEAR acronym for identification of barriers (hand out card and suggest 
they carry it with them in their purse or bag where it can be quickly looked at 
when needed):  
 
-“We’ve been spending some time today talking about barriers that commonly 
stand in the way between ourselves and where we want to go in life and 
interfere with us making commitments to move in that direction.  This handy 
reminder summarizes what we’ve been talking about throughout the therapy.  If 
you find yourself getting stuck it is useful to refer to this acronym to help you 
pinpoint where you are stuck.  Let’s take a few minutes to review what each of 
the letters refer to” (Zetttle, 2007, ACT for Depression). 
 
-F: Fusion with your thoughts. Ask group what this means to them.  Can 
demonstrate physically again (sheet of paper right in front of face).  Fusion 
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refers to buying into your thoughts and treating them as facts instead of just 
mind chatter.  Ask group what they can do to respond to fused thoughts. 
(Remind them of additional techniques and they can look at self-therapy session 
form as a guide). 
 
-E: Excessive Expectations.  Ask group what this means to them.  Goals could be 
too big. You expect to achieve goals for which you lack the necessary skills or 
resources. You expect to do it all perfectly, to make no mistakes. Ask group how 
they can handle excessive expectations (breaking down goals, learn skills, accept 
that you are human and that you make mistakes, self-compassion).   
 
-A: Avoidance of your experiences.  Ask group what this means to them.  The 
more you try to avoid pain and discomfort the harder it will be to make 
important changes. Change is difficult.  Reminder about the pink elephant 
example and the polygraph metaphor.  Don’t believe what we are saying here- 
rather look at your experience of what happens when you try to avoid, get rid of 
or control emotions and thoughts.  Ask how they can handle avoidance 
(mindfulness, defusion, acceptance).  
 
-R: Reason giving for your behavior. Ask them what is meant here.  Can speak of 
reason giving in looking at thoughts and feelings that can come up when you are 
moving forward and veer you away from making a commitment.  Give an 
example of such a thought. 
 
-To demonstrate even more elaborately that thoughts do not need to control 
behaviors do this exercise: 
 
-1. Think to yourself, “I can’t scratch my head! I can’t scratch my head!” and as 
you do, lift your arm and scratch your head. (ask them to try this out). 
 
-Reasons are not a problem unless we fuse with them. Reasons are not facts. 
 
-You can choose to keep the commitment or have your thoughts and feelings 
decide for you.  Can make allusion to Joe the Bum metaphor. Can also think of 
reason-giving related to the reasons we offer for why depression may have 
occurred in the first place, events from the past, that cannot be changed. Can say 
the following: “We’ve just talked about how reason-giving can undermine our 
ability to make and keep commitments and prevent us from moving forward 
with our life.  Another way that reason-giving can keep us stuck is when reasons 
are offered for why depression may have occurred in the first place and events 
that have occurred in the past and that, therefore, cannot be changed.  Such 
events in the past can’t be controlled anymore than unwanted thoughts and 
feelings can be controlled”. (Zetttle, 2007, ACT for Depression).   
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-Can discuss forgiveness briefly (if relevant to group). Could you choose to 
forgive those whom you feel have mistreated you (or yourself)? Are you willing 
to forgive them (or yourself)?  This is not about forgetting what happened. What 
happened happened (it is what it is).  Forgiving is like acceptance (willingness)- 
it is freely chosen.  Forgiving is a freely chosen action. Is it possible to forgive 
them (and yourself) and have the thought that you don’t deserve to be forgiven?  
Is it possible for you to offer forgiveness even if it’s never received by those who 
are being forgiven?  Imagine that those whom you choose to forgive are sitting in 
this chair (point to an empty chair). Or direct the forgiveness to yourself.  What 
do you want to say? (ask them to take a minute or so and just silently engage in 
this exercise). (Zetttle, 2007, ACT for Depression). 
 
-Discuss ACT acronym now: “this serves as a reminder of what’s involved in 
choosing and acting upon commitments. Let’s take a few minutes to review what 
each of the letters refers to”.  Yes ACT stands for Acceptance and Commitment 
Therapy but the acronym also summarizes the major themes of the approach in 
a different way.  This is another way of breaking down the acronym ACT to 
remind yourself what’s important to do to help yourself move forward. 
 
-(the first letter) A: Accept your reactions and be present.  What does this mean 
to you?  Refer to techniques and exercises.  Refer to Joe the Bum metaphor again. 
 
-(the second letter) C: Choose a valued direction.  What does this mean to you? 
Reminder that it’s a chosen process that they commit to (not the outcome, but 
the process).  Reminder about the compass metaphor.  Ie. It’s like moving in the 
direction of being a loving partner. Do you ever get to a point where you say, 
“Ok, that’s it. I’ve finally arrived at being a loving partner.  I’m finally here, so I 
don’t have to bother or mess with this anymore. I no longer have to act like a 
loving partner”? 
 
-(the third letter) T: Take Action.  What does this mean to you?  
 
-Debrief 
 
-Return to the Guidelines (AND THE MODEL ON WHITEBOARD) and a 
refresher given on the rationale for their utility.  We believe that both CBT 
and ACT strategies are useful and have the power to help you relieve your 
distress and improve your quality of life.  The more tools you learn the better! 
Sometimes it might work best to actively change something so that we feel 
better.  At other times it might work best to accept it and not struggle trying to 
change it.  The guidelines were compiled to help you decide when to use which 
strategy: when is it more appropriate to use change strategies and when is it 
more appropriate to use acceptance strategies. These are suggestions and must 
not be followed religiously.  It may also vary for person to person.  We encourage 
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you to continue to use them and to create your own, depending on what works 
for you. 
 
-Take the time at the end to exchange best wishes and to complete the 
questionnaires (have them spread out around the room to ensure privacy). 
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DAS-SF1 

The sentences below describe people’s attitudes. Circle the number which best 
describes how much each sentence describes your attitude.  Your answer should 
describe the way you think most of the time. 

Totally 
Agree 

Agree Disagree Totally 
Disagree 

1 If I don’t set the 
highest standards for 
myself, I am likely to 
end up a second-rate 
person. 

1 2 3 4 

2 My value as a person 
depends greatly on 
what others think of 
me. 

1 2 3 4 

3 People will probably 
think less of me if I 
make a mistake. 

1 2 3 4 

4 I am nothing if a 
person I love doesn’t 
live me. 

1 2 3 4 

5 If other people know 
what you are really 
like, they will think 
less of you. 

1 2 3 4 

6 If I fail at my work, 
then I am a failure as 
a person. 

1 2 3 4 

7 My happiness 
depends more on 
other people than it 
does me. 

1 2 3 4 

8 I cannot be happy 
unless most people I 
know admire me. 

1 2 3 4 

9 It is best to give up 
your own interests in 
order to please other 
people. 

1 2 3 4 
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DAS-SF2 

The sentences below describe people’s attitudes. Circle the number which best 
describes how much each sentence describes your attitude.  Your answer should 
describe the way you think most of the time. 

Totally 
Agree 

Agree Disagree Totally 
Disagree 

1 If I am to be a 
worthwhile person, I 
must be truly 
outstanding in at least 
one major respect. 

1 2 3 4 

2 If you don’t have other 
people to lean on, you 
are bound to be sad. 

1 2 3 4 

3 I do not need the 
approval of other 
people in order to be 
happy. 

1 2 3 4 

4 If you cannot do 
something well, there 
is little point in doing 
it at all. 

1 2 3 4 

5 If I do not do well all 
the time, people will 
not respect me. 

1 2 3 4 

6 If others dislike you, 
you cannot be happy. 

1 2 3 4 

7 People who have good 
ideas are more worthy 
than those who do not. 

1 2 3 4 

8 If I do not do as well as 
other people it means I 
am an inferior human 
being. 

1 2 3 4 

9 It I fail partly, it is as 
bad as being a 
complete failure. 

1 2 3 4 
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The Mindfulness Attention Awareness Scale (MAAS) 

Day-to-Day Experiences 

Instructions: Below is a collection of statements about your everyday 
experience. Using  
the 1-6 scale below, please indicate how frequently or infrequently you currently 
have  
each experience. Please answer according to what really reflects your experience 
rather  
than what you think your experience should be. Please treat each item 
separately from  
every other item.  

           1 2              3  4       5 6 
       Almost          Very             Somewhat        Somewhat           Very  Almost 
       Always    Frequently        Frequently       Infrequently     Infrequently     Never 

I could be experiencing some emotion and 
not be conscious of it until some time 
later. 

1 2 3 4 5 6 

I break or spill things because of 
carelessness, not paying attention, or 
thinking of something else. 

1 2 3 4 5 6 

I find it difficult to stay focused on what’s 
happening in the present. 

1 2 3 4 5 6 

I tend to walk quickly to get where I’m 
going without paying attention to what I 
experience along the way. 

1 2 3 4 5 6 

I tend not to notice feelings of physical 
tension or discomfort until they really 
grab my attention. 

1 2 3 4 5 6 

I forget a person’s name almost as soon as 
I’ve been told it for the first time.    

1 2 3 4 5 6 

It seems I am “running on automatic,” 
without much awareness of what I’m 
doing. 

1 2 3 4 5 6 
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I rush through activities without being 
really attentive to them. 

1 2 3 4 5 6 

I get so focused on the goal I want to 
achieve that I lose touch with what I’m 
doing right now  to get there. 

1 2 3 4 5 6 

I do jobs or tasks automatically, without 
being aware of what I'm doing. 

1 2 3 4 5 6 

I find myself listening to someone with 
one ear, doing something else at the same 
time. 

1 2 3 4 5 6 

I drive places on ‘automatic pilot’ and 
then  wonder why I went there. 

1 2 3 4 5 6 

I find myself preoccupied with the future 
or the past. 

1 2 3 4 5 6 

I find myself doing things without paying 
attention. 

1 2 3 4 5 6 

I snack without being aware that I’m 
eating. 

1 2 3 4 5 6 
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Treatment Satisfaction Questionnaire 

To what degree do you agree with the following aspects of the treatment 
program? (Please choose a number that best represents your answer on a 
continuum) 

1. The treatment program met my needs overall.

Disagree 1 2 3 4 5 6 7 Agree 

2. What was taught was relevant to me.

Disagree 1 2 3 4 5 6 7 Agree 

3. Overall, I have been using what I have been taught in my every-day life.

Disagree 1 2 3 4 5 6 7 Agree 

4. The treatment has helped me deal more effectively with my depression.

Disagree 1 2 3 4 5 6 7 Agree 

5. I found the sessions easy to follow.

Disagree 1 2 3 4 5 6 7 Agree 

6. Overall, I understood the techniques and concepts that were taught.

Disagree 1 2 3 4 5 6 7 Agree 

7. I am likely to continue to use the techniques learnt in the long term.

Disagree 1 2 3 4 5 6 7 Agree 

8. Overall, I was able to do the homework assignments in between group
sessions.

Disagree 1 2 3 4 5 6 7 Agree 

9. I found the treatment program confusing.

Disagree 1 2 3 4 5 6 7 Agree 
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10. I found it difficult to learn how to know when to change my thoughts and 
when to accept my thoughts. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
11. The guidelines for deciding when to accept my thoughts, emotions and 
sensations and when to change them were clear (when to use change strategies 
vs. when to use acceptance strategies). 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
 
12. It is very helpful to combine CBT techniques and ACT techniques in a therapy 
program. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
13. If completion of the homework assignments was difficult, please explain the 
reasons for this: 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
________________________________________________________________ 
 
14. Please list the three treatment components that you found the most helpful  
(1. most helpful, 2. second most helpful, 3. third most helpful).  To assist your 
memory, a list of the main treatment components is provided below. 
 
 ________________________________________________________ 
 
________________________________________________________ 
 
________________________________________________________ 
 
List of the main treatment components: 
 
Psychoeducation from a CBT perspective (understanding the relationship 
between the environment, thoughts, mood, behavior, and physical reactions) 
 
Psychoeducation from an ACT perspective (myths about depression, problems 
with control, suppression and avoidance of our thoughts, emotions and 
sensations) 
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Behavioural Activation (increasing pleasurable and mastery-oriented activities 
using the activity schedule) 
 
Committed Action (clarifying your values and moving forward with values-based 
actions) 
 
Cognitive Restructuring (identifying cognitive distortions (ie. all or nothing), 
challenging automatic thoughts and developing more balanced thoughts (ie. 
Thought Record) 
 
Acceptance (ie. Sitting with Feelings exercise, Quicksand metaphor, Polygraph 
metaphor, Acceptance of Thoughts and Feelings exercise) 
 
Defusion (distancing oneself from distressing thoughts and emotions, and 
relating to them differently (ie. I’m having the thought that….exercise, Silly 
Voices technique,  Lemon, Lemon, Lemon exercise, Physicalizing exercise, 
Thoughts on Cards exercise, Reasons for Depression exercise) 
 
Behavioural Experiments (testing out automatic thoughts in real life) 
 
Identifying and changing core beliefs and schemas (i.e. downward arrow 
technique, identifying your Rules, making predictions, keeping an evidence log, 
rewriting your core beliefs, Core Belief worksheet, using flashcards, writing a 
letter to people who have treated you badly when you were young) 
 
Mindfulness (i.e. Raisin experiment, Mindfulness of the Breath exercise, 
incorporating mindfulness into your daily life, Gazing at the Clouds exercise) 
 
15. We are interested in your honest opinions in order to improve the treatment 
program in the future. Therefore, please enter any comments and suggestions 
you have into the space below: 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________ 
 
16.  Please provide us with any additional comments or feedback about your 
experience doing the treatment program. 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________ 
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Treatment Satisfaction Questionnaire 
 
To what degree do you agree with the following aspects of the treatment 
program? (Please choose a number that best represents your answer on a 
continuum) 
 
1. The treatment program met my needs overall. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
2. What was taught was relevant to me. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
3. Overall, I have been using what I have been taught in my every-day life. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
4.  The treatment has helped me deal more effectively with my depression. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
5. I found the sessions easy to follow. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
6. Overall, I understood the techniques and concepts that were taught. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
7. I am likely to continue to use the techniques learnt in the long term. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
8. Overall, I was able to do the homework assignments in between group 
sessions. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
9. I found the treatment program confusing.  
 
Disagree 1 2 3 4 5 6 7 Agree 
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10. I found it difficult to learn how to know when to change my thoughts and 
when to accept my thoughts. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
11. The guidelines for deciding when to accept my thoughts, emotions and 
sensations and when to change them were clear (when to use change strategies 
vs. when to use acceptance strategies). 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
 
12. It is very helpful to combine CBT techniques and ACT techniques in a therapy 
program. 
 
Disagree 1 2 3 4 5 6 7 Agree 
 
13. If completion of the homework assignments was difficult, please explain the 
reasons for this: 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
________________________________________________________________ 
 
14. Please list the three treatment components that you found the most helpful  
(1. most helpful, 2. second most helpful, 3. third most helpful).  To assist your 
memory, a list of the main treatment components is provided below. 
 
 ________________________________________________________ 
 
________________________________________________________ 
 
________________________________________________________ 
 
List of the main treatment components: 
 
Psychoeducation from a CBT perspective (understanding the relationship 
between the environment, thoughts, mood, behavior, and physical reactions) 
 
Psychoeducation from an ACT perspective (myths about depression, problems 
with control, suppression and avoidance of our thoughts, emotions and 
sensations) 
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Behavioural Activation (increasing pleasurable and mastery-oriented activities 
using the activity schedule) 
 
Committed Action (clarifying your values and moving forward with values-based 
actions) 
 
Cognitive Restructuring (identifying cognitive distortions (ie. all or nothing), 
challenging automatic thoughts and developing more balanced thoughts (ie. 
Thought Record) 
 
Acceptance (ie. Sitting with Feelings exercise, Quicksand metaphor, Polygraph 
metaphor, Acceptance of Thoughts and Feelings exercise) 
 
Defusion (distancing oneself from distressing thoughts and emotions, and 
relating to them differently (ie. I’m having the thought that….exercise, Silly 
Voices technique,  Lemon, Lemon, Lemon exercise, Physicalizing exercise, 
Thoughts on Cards exercise, Reasons for Depression exercise) 
 
Behavioural Experiments (testing out automatic thoughts in real life) 
 
Identifying and changing core beliefs and schemas (i.e. downward arrow 
technique, identifying your Rules, making predictions, keeping an evidence log, 
rewriting your core beliefs, Core Belief worksheet, using flashcards, writing a 
letter to people who have treated you badly when you were young) 
 
Mindfulness (i.e. Raisin experiment, Mindfulness of the Breath exercise, 
incorporating mindfulness into your daily life, Gazing at the Clouds exercise) 
 
15. To what extent are you continuing to apply the strategies learnt in the 
group?  
 
Not at all 1 2 3 4 5 6 7 A lot 
 
If so, what are your experiences doing so? If not, what obstacles are in the way of 
you doing so? 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________ 
 
16.  To what extent are you continuing to use the guidelines for deciding when to 
accept your thoughts, emotions and sensations and when to change them (when 
to use change strategies vs. when to use acceptance strategies)?  
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Not at all 1 2 3 4 5 6 7 A lot 

If so, what are your experiences doing so?  If not, what obstacles are in the way 
of you doing so? 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________ 




