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Preface

This handbook discusses issues concerning the definition, the assessment, and, in particular,
the practice of brief cognitive behaviour therapy (CBT). We believe it is unique, in that
it shows practitioners how they can use brief CBT to treat a wide variety of problems,
including those of a clinical, academic/evaluative, and occupational stress/performance
nature. This book also considers the differences between brief and “regular” CBT, identifies
contraindications for the former, and summarises the empirical evidence of the efficacy
of brief CBT. Finally, this book discusses an important professional issue in brief CBT:
therapist burnout and how to avoid it.

Certainly, the time seems ripe for a handbook on brief CBT. The UK National Health
Service and managed care in the USA are now influential, and difficult to ignore, advocates
for the use of brief psychotherapeutic interventions. Furthermore, even before these power-
ful proponents, therapists were commenting that many individual clients were seeking brief
psychotherapy for their problems (Wells, 1993); and, in response to these wishes, books
have been published that detail brief therapies from psychodynamic (e.g., Book, 1998),
eclectic (Garfield, 1998), and multiple perspectives (e.g., Wells & Giannetti, 1993). These
books do not, however, provide CBT-oriented psychologists with knowledge about how to
treat a wide range of problems from their own perspective. One aim of this volume is to
provide this currently needed knowledge.

Another distinctive goal of this handbook, as briefly mentioned above, is to detail
how brief CBT can be used to treat problems in several different settings. Today, CBT
is employed in the traditional consulting room, hospital wards, and even organisations.
Clinical and counselling psychologists are often the people who administer CBT in these
diverse settings, but work and health psychologists are now receiving training in this psy-
chotherapy and employing it in their specialist areas. It does not appear that one book
on CBT has described how this approach to treatment can be employed in the different
contexts in which it is currently used. Thus, we hope that this book can make a timely,
unique, and useful contribution by describing how brief CBT is used to treat ubiquitous
problems such as emotional disorders, pain, test (or evaluative) anxiety, and work-related
stress.

Frank W. Bond
Windy Dryden
London, 2004
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CHAPTER 1

Brief Cognitive-Behavioral
Therapy: Definition and
Scientific Foundations

Holly Hazlett-Stevens and Michelle G. Craske
Department of Psychology, UCLA, Los Angeles, CA, USA

Over the past 50 years, cognitive-behavioral therapies (CBT) have become effective main-
stream psychosocial treatments for many emotional and behavioral problems. Behavior
therapy approaches were first developed in the 1950s when experimentally based principles
of behavior were applied to the modification of maladaptive human behavior (e.g., Wolpe,
1958; Eysenck, 1966). In the 1970s, cognitive processes were also recognized as an im-
portant domain of psychological distress (Bandura, 1969). As a result, cognitive therapy
techniques were developed and eventually integrated with behavioral approaches to form
cognitive-behavioral treatments for a variety of psychological disorders. In this paper, we
review the evidence for brief forms of CBT across various disorders. First, we consider the
basic principles of CBT that render such therapies well suited for abbreviated formats.

BASIC PREMISES OF CBT

Although a number of different cognitive-behavioral techniques have been developed to
address a variety of specific clinical problems, a set of basic principles and assumptions
underlies all of these techniques. First, psychological dysfunction is understood in terms
of mechanisms of learning and information processing. Basic learning theory incorpo-
rates findings from laboratory research on classical and operant conditioning. For example,
certain phobic symptoms may represent a classically conditioned fear response that per-
sists long after the removal of the original unconditioned stimulus. In this event, repeated,
unreinforced exposure to the conditioned stimulus without the unconditioned stimulus is
assumed to extinguish the conditioned fear response. In a similar vein, operant conditioning
explains how undesired symptoms or behaviors are maintained as a function of the conse-
quences that follow. For example, chronic pain behaviors are believed to be maintained in
large part by attention from others. Therapies that teach persons to operate in their environ-
ment, S0 as to maximize positive reinforcement for adaptive behaviors and minimize such

Handbook of Brief Cognitive Behaviour Therapy. Edited by Frank W. Bond and Windy Dryden.
© 2002 John Wiley & Sons, Ltd. ISBN 0-470-02132-2.
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reinforcement for problematic behaviors, have developed from early operant conditioning
research. Cognitive research has shown that distortions in processing information about
oneself and the environment are integral to many behavioral and psychological problems.
For example, biases toward attending to threatening information or toward interpreting am-
biguous situations as threatening contribute to excessive or unnecessary anxiety. Similarly,
memory biases for distressing events or negative details of events may contribute to de-
pressed mood. Learning to shift appraisals, core beliefs, and associated biases in attention
and memory forms the basis of cognitive therapies.

Second, the cognitive-behavioral approach to treatment is guided by an experimental
orientation to human behavior, in which any given behavior is seen as a function of the
specific environmental and internal conditions surrounding it (Goldfried & Davison, 1994).
Behavior is therefore lawful and can be better understood and predicted once its function
is revealed. Because cognitive processes as well as overt behavior are viewed as adaptive
and subject to change, the cognitive domain is also appropriate for therapeutic intervention
(Goldfried & Davison, 1994). CBTs are therefore designed to target specific symptoms and
behaviors that are identified as a part of the diagnosis or presenting problem for treatment.
The cognitive-behavioral therapist approaches treatment with the assumption that a spe-
cific central or core feature is responsible for the observed symptoms and behavior patterns
experienced (i.e., lawful relationships exist between this core feature and the maladaptive
symptoms that result). Therefore, once the central feature is identified, targeted in treat-
ment, and changed, the resulting maladaptive thoughts, symptoms, and behaviors will also
change. For example, a CBT therapist treating panic disorder might discover that the patient
holds the erroneous belief that a rapid heartbeat indicates a heart attack. Treatment would
therefore aim to challenge this misconception with education and cognitive restructuring
while encouraging the patient to experience intentionally the sensation of a rapid heartbeat
in order to learn that a heart attack does not occur.

Third is the premise that change is effected through new learning experiences that over-
power previous forms of maladaptive learning and information processing. For example,
facing feared objects or situations without escape or avoidance enables new approach be-
haviors and judgments of safety to be learned. Change can therefore occur in the short
term as a result of learning these new thoughts and behaviors, and be maintained over the
long term as these newly acquired responses generalize across situations and time. CBT
also often involves the teaching of new coping skills (such as assertiveness, relaxation, or
self-talk) for more effective response to environmental situations. This is expected to lead
to improved outcome over time as the new skills are practiced and repeatedly implemented.
Clinical improvement can therefore result from two different pathways. First, as previous
maladaptive thoughts and behaviors are replaced with more adaptive responses, new learn-
ing occurs as the result of new experiences. Second, the individual may learn effective
coping skills that lead to improved functioning over time as these skills are practiced and
developed.

Fourth is the value of scientific method for CBT, as reflected in the therapist’s ongoing
evaluation of change at the level of the individual patient. From their experimental orien-
tation, CBT therapists generate hypotheses about an individual’s cognitive and behavior
patterns, intervene according to that hypothesis, observe the resulting behavior, modify
their hypothesis on the basis of this observation, and so on. Thus, the CBT therapist is not
simply bound to a set of techniques, but practices from a basic philosophical position con-
sistent with scientific methods (Goldfried & Davison, 1994). This experimental approach
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is also apparent in the large number of randomized, controlled psychotherapy outcome
research studies of the efficacy of CBT. In 1995, a Task Force of the American Psycholog-
ical Association’s Division of Clinical Psychology reviewed the psychotherapy outcome
research literature to determine which treatments were considered effective, according to
certain research criteria. By their 1996 update (Chambless et al., 1996), 22 different treat-
ments were deemed “well-established,” meeting the most rigorous research criteria for
efficacy, while an additional 25 treatments met the less stringent criteria of “probably ef-
ficacious treatments.” The great majority of these “empirically supported therapies” were
cognitive-behavioral treatments for a variety of problems, including anxiety disorders, de-
pression, physical health problems, eating disorders, substance abuse, and marital problems.
Thus, much research evidence is available to support the use of CBT to treat a number of
specific symptoms and behavioral problems.

The cognitive-behavioral conceptualization of psychological dysfunction, the specific
nature of the target of CBT, the hypothesized mechanisms of therapeutic change, and the
value of the scientific method all render CBT suitable for brief formats. That is, once the
critical maladaptive learning and information processing is understood, crucial therapeutic
learning experiences can be structured and coping skills can be taught in a very short period
of time. Similarly, continuous evaluation of the efficacy of CBT enables variations in its
delivery to be examined. One such variation is the length of treatment.

BRIEF CBT

As a result of the problem-focused approach, CBT treatments are typically brief and time-
limited in nature. Many CBT treatments lead to significant clinical improvement and symp-
tom reduction, relative to other forms of psychotherapy, in as few as 10-20 sessions.
However, treatment researchers are now working to streamline existing effective CBTs
to make them even more efficient, cost-effective, and affordable. Some approaches to in-
crease the efficiency of CBT treatments include adapting individual treatments to a group
format, self-help materials and bibliotherapy, and computer-assisted therapy programs. The
most common approach for enhancing efficiency, however, is to abbreviate existing CBT
treatments by reducing the number of treatment sessions. Not only is this trend a prag-
matic response to external pressures such as the rise of managed health care in the USA,
but it also reflects the underlying assumption (already stated) that effective CBT results
from identifying and changing specific cognitions and behaviors that are responsible for
the presenting problem. As CBT treatment research progresses, more powerful therapies
containing only those techniques that lead to significant change are developed. Similarly,
as additional research further pinpoints the likely cause of a particular disorder, treatments
become better targeted at the maladaptive features in need of intervention.

Brevity has many clear advantages. Increased cost-effectiveness could make treatment
accessible to more individuals in need of assistance. Patients enjoy rapid treatment gains,
and this may also improve the credibility of the treatment and increase the motivation for
further change. However, this approach may be disadvantageous in some circumstances.
Abbreviated CBT approach assumes that the target for change is clearly defined and cir-
cumscribed. Patients presenting with more diffuse symptoms or with particular comorbid
conditions that interfere with directly targeted programs (such as Axis II disorders) may
need more lengthy treatment. The abbreviated approach also assumes that the patient is
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motivated to participate in the treatment and is ready to make cognitive and behavioral
changes. Therefore, patients who are ambivalent about change and unwilling to comply
with necessary homework assignments may not benefit from treatments with very limited
durations. Similarly, brief CBT puts a greater burden on the patient to engage actively in
treatment both during and between sessions. The CBT patient assumes much responsibil-
ity for learning necessary therapeutic material and practice of related exercises and skills,
significantly more so when such treatment is abbreviated. Finally, the brief CBT approach
demands that the therapist be able to keep the patient focused on the specific goals and tasks
of treatment. This requires the therapist to be skilled at redirecting patients quickly while
maintaining a strong therapeutic alliance. Not all therapists may be suitable for brief CBT.
These potential disadvantages clearly warrant empirical investigation.

In the next section, we provide a brief overview of the empirical research evidence that
supports the practice of brief CBT. Although there is no clear, standard definition of “brief”
CBT, we considered CBT interventions consisting of fewer than 10 sessions. This cutoff
was based on the observation that current standard CBT treatments typically span 10-20
sessions. We located empirical studies of the efficacy of brief CBT by asking experts in a
variety of areas about available research and by searches of Psychological Abstracts. This
section is not an exhaustive review of the current literature, but an overview with a focus
on studies that employed randomized controlled group psychotherapy outcome research
designs. We structured our review by diagnostic category, as there has been no empirical
investigation of the efficacy of brief CBT across different disorders.

In evaluating the research to date for brief CBT, several issues become noteworthy. The
first issue, to which we already alluded, is that certain disorders may be more amenable
to brief CBT than other disorders. Specifically, more circumscribed disorders with more
readily definable lawful relationships, such as specific phobias, seem most suitable for
brief CBT. In accord, the specific phobias have been studied more than any other disorder
vis-a-vis brief CBT. The remaining issues have to do with the quality of research to date
regarding brief CBT; they are summarized in Table 1.1. For example, how should the efficacy
of brief CBT be evaluated? We found very few studies that directly compared abbreviated
to unabbreviated CBT, and those that did were often “confounded” by the incorporation
of self-help adjunct materials for the abbreviated CBT only. Unconfounded studies were
found in the treatment of specific phobias only. The majority of studies compare brief CBT
to another type of therapy (e.g., nondirective), an attention placebo control, or waiting list
control. While important, these designs do not directly assess the relative merits of brief
CBT versus unabbreviated CBT.

A third issue concerns the dimensions along which to compare abbreviated and unabbrevi-
ated CBT: is abbreviated CBT as effective as unabbreviated CBT in terms of acute response,
long-term response, and nontargeted symptoms or conditions? Most studies evaluate short-
term or acute response as well as long-term status. Despite the reasoning that relapse may be
elevated after brief CBT relative to unabbreviated CBT, particularly if skills and new learning
are not repeated and reinforced after the end of treatment, the evidence generally suggests
good long-term response to brief CBT. With respect to nontargeted symptoms and comorbid
conditions, evidence for the benefits of unabbreviated CBT is growing, at least with respect to
anxiety disorders. For example, targeted treatment for panic disorder leads to significant im-
provements in other comorbid anxiety disorders, depressive disorders, and Axis II features
(e.g., Brown & Barlow, 1995; Tsao et al., 1998). Some studies have investigated the effects
of brief CBT on measures that are not specific to the particular disorder (e.g., depression,
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general anxiety, and overall psychological functioning), but yet to be evaluated is whether
brief CBT has the same broad-based effect on diagnosed comorbid conditions.

A fourth consideration is whether the process of therapeutic change is the same in brief
CBT as in unabbreviated CBT. Rachman & Whittal (1989) compared fast and slow respon-
ders to exposure therapy for fears of spiders and snakes. They hypothesized that steady and
slow reductions in fear reflect a type of trial and error learning, whereas fast reductions
in fear reflect insight and reasoning, akin to a “flashbulb” effect. Obviously, the goal of
brief CBT is to structure the learning experiences in order to maximize this second type of
learning. Very rarely have therapeutic mechanisms been studied, to date.

A final issue concerns individual difference variables that predict outcome from brief
CBT, such as attitudes to treatment, chronicity, severity, and ongoing life stressors. Some
available research suggests that, as with standard CBT, positive attitudes toward treatment
predict treatment response to brief CBT. Other findings suggest that brief CBT may be more
effective with less severe populations. However, some studies found no significant predictors
of outcome. More research is needed to elucidate which individual characteristics lead to
improved treatment outcome under what treatment conditions. Finally, the relationship
between therapist variables, such as level of experience, and therapeutic outcome is also of
importance and has been rarely studied.

PANIC DISORDER AND AGORAPHOBIA

A number of advances have been made to reduce the number of treatment sessions for
panic disorder and agoraphobia. Traditional CBT is provided over 10-20 sessions and in-
cludes several treatment components (Craske, 1999). Education and cognitive restructuring
address faulty beliefs and misconceptions about the meaning of bodily sensations. Correc-
tive breathing techniques are sometimes incorporated to regulate breathing. Finally, various
forms of interoceptive and in vivo exposure are designed to reduce fear and avoidance of
physical sensations and agoraphobic situations. Several investigations support the use of
abbreviated CBT to treat panic disorder and agoraphobia.

One series of studies compared brief therapist-administered CBT to self-help treatment
approaches. Lindren et al. (1994) found that an eight-session group CBT treatment effec-
tively reduced panic and agoraphobia symptoms on a number of outcome measures when
compared to a waiting-list condition. They also found that an eight-week, self-help, bib-
liotherapy treatment was equally effective. In a later study, this research group found that
a self-administered, bibliotherapy treatment was comparable to an eight-session individual
treatment consisting of education, breathing and relaxation training, cognitive restructuring,
and imaginal and in vivo exposure (Gould et al., 1993). Similarly, Ghosh & Marks (1987)
reduced treatment to a minimum of three and a maximum of 10 sessions in their self-directed
exposure program for agoraphobia. Results showed that this psychiatrist-instructed treat-
ment led to substantial improvement in agoraphobic avoidance at six-month follow-up.
The fact that their other treatment conditions that included a self-help book or computer
instructions only were just as effective suggests that an exposure program with no ther-
apist contact is an effective mode of treatment. However, recent evidence questions the
effectiveness of purely self-help treatments for panic attacks in the absence of any therapist
contact (Febbraro et al., 1999). Notably, none of these studies compared abbreviated to
unabbreviated CBT, and effects on comorbid conditions were not reported.
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A few studies have investigated the use of telephone contacts to reduce the number of
therapy sessions. Coté et al. (1994) provided panic disorder patients with either 17 individual
CBT sessions (including education, breathing retraining, relaxation, cognitive therapy, and
interoceptive and situational exposure) or the same treatment delivered over seven sessions
and eight brief telephone contacts. The results indicated that both treatments were effective,
with significant and equivalent improvements at six-month follow-up. For housebound
agoraphobic patients or those who are isolated from treatment facilities, guided exposure
treatment involving only telephone contact may also be effective when provided over eight
(Swinson et al., 1995) or 10 (McNamee et al., 1989) telephone sessions. This last study,
however, reported a high dropout rate for the group receiving telephone-guided exposure.

Direct comparisons between abbreviated and unabbreviated CBT include a study by
Botella & Garcia-Palacios (1999), who compared a standard 10-session CBT for panic
disorder to an abbreviated five-session treatment in a community sample with an overall
low level of education (average of 9.7 years). The results suggested that the treatments
were effective and comparable, with both groups maintaining gains at 12-month follow-up.
Such results are similar to those of Newman et al. (1997), who compared standard
12-session individual CBT to an abbreviated four-session, computer-assisted CBT. Both
treatment groups demonstrated significant improvement at post-treatment and at six-month
follow-up. Analyses of clinical significance suggested the superiority of the 12-session
condition, but only at post-treatment. Finally, Clark et al. (1999) compared standard
12—15-session cognitive therapy for panic disorder to a brief five-session version of the
same treatment. Both of these treatments were highly effective and superior to a waiting-
list control condition, and there were no significant differences between the two treatments.
It is noteworthy, and in contrast to lengthier CBT trials, that the brief versions of treatment
mentioned in the previous three studies all included self-help material as an adjunct to treat-
ment. Botella & Garcia-Palacios (1999) provided a self-help manual and audiotape to their
brief treatment participants, while Clark et al. (1999) also provided self-study written ma-
terials and exercises to patients in the brief cognitive therapy condition. Likewise, Newman
et al. (1997) included a computer-assisted therapy component to all participants receiving
the four-session treatment. Thus, it is unclear whether the results would have differed had
unabbreviated CBT included the same self-help material.

A final approach abbreviates the length of treatment by administering intensive treatment
over a brief period of time. Evans et al. (1991) provided 18 hours of intensive group
CBT over two days. Significant reductions in symptoms were found for this group when
compared to a waiting-list control group, and the clinically significant improvement found
for 85% of these patients was maintained at one-year follow-up. However, these results
should be interpreted with caution because this was not a randomized trial. In another open
trial, Spiegel & Barlow (2000) are evaluating an eight-day intensive treatment program for
panic disorder with moderate to severe agoraphobia that incorporates therapist-directed and
self-directed exposure. The preliminary findings are very positive.

A few studies reported an individual difference variable of relevance to outcome from
brief CBT. We (Craske et al., 1995) found that four weekly sessions of abbreviated CBT
were superior to four sessions of nondirective counseling of panic disorder patients seeking
pharmacological treatment. However, the results were not as effective as typically found
with 10-15 sessions of CBT, and less severe patients improved most with this particular
abbreviation of CBT. Febbraro et al. (1999) found that, among their sample of individuals
experiencing panic attacks with or without panic disorder, the presence of a panic disorder
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diagnosis did not predict outcome. The Clark et al. (1999) study described above found that
belief that treatment would be successful at the end of the first session predicted outcome
at post, and a measure of beliefs about bodily sensations predicted outcome at one-year
follow-up. However, Evans et al. (1991) reported that none of their 11 pretreatment variables
predicted outcome.

SPECIFIC PHOBIA

Much work has been done to develop brief and effective CBT for various specific phobias.
Treatment typically includes education about the nature of fear, cognitive restructuring of
thoughts and misconceptions about the feared object or situation, and systematic imaginal
and in vivo exposure to the feared object or situation (Craske, 1999). These procedures
are employed for all types of phobias, although applied tension is used in the treatment of
blood, injury, and injection phobias (Ost, 1996a). In 1996, Ost reviewed the specific phobia
treatment outcome research and found rates of clinical improvement ranging between 77%
and 90% after only one to eight sessions. Treatment studies for acrophobia; animal phobia;
blood, injury, and injection phobias; claustrophobia; dental phobia; and flying phobia were
included. Ost also examined the long-term outcome of these studies and concluded that
these gains are generally maintained for up to 10 years after successful treatment.

A number of studies support the use of single-session treatments for specific phobias.
For example, Ost et al. (1991) found that one session of therapist-directed exposure lasting
a maximum of three hours effectively reduced fear and avoidance in spider-phobic pa-
tients. This treatment was superior to a two-week, self-directed exposure program. These
researchers later demonstrated that this single-session, therapist-directed treatment is also
superior to self-help manual treatment programs that involved unsupervised patient-directed
exposure exercises either at home or in the clinic (Hellstrom & Ost, 1995). Therapist-
directed single-session exposure treatment is also effective when provided in a group format
(Ost et al., 1997b), especially when provided in smaller (i.e., three to four people) groups
(Ost, 1996b).

Single-session CBT for other phobias is supported when compared to longer-length
treatments. Hellstrom et al. (1996) compared a single two-hour session to five sessions
of an applied tension treatment that taught patients to prevent the fainting response with
muscle tension upon exposure to feared blood and injury stimuli. A third treatment group
received a single two-hour session of tension only without the exposure. All three groups
improved significantly at post-treatment and one-year follow-up. Although the five-session
applied tension treatment was superior to the one-session applied tension treatment at
post-treatment, no differences were found at follow-up. They also found that individuals
classified as “fainters” improved as much as (and on two measures even more so than)
those classified as “non-fainters.” This research group also concluded that a single session
of therapist-directed exposure is the treatment of choice for injection phobia (Ost et al.,
1992). One treatment session that did not exceed three hours in length was highly effective
at both post-treatment and at one-year follow-up. Furthermore, this single-session treatment
was just as effective as the same treatment delivered over five sessions. Recent evidence
also suggests that one session of CBT for claustrophobia is comparable to five sessions of
the same treatment (Ost et al., 2001). Similarly, one three-hour session of exposure and
cognitive restructuring was just as effective as five sessions of the same treatment for flying
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phobia at post-treatment and at one-year follow-up (Ost et al., 1997a). However, some loss
in treatment gains at follow-up was reported for both groups in this study. Clearly, this body
of research suggests that circumscribed phobias are well suited for brief CBT; and it appears
to be as effective in the short term as the long term.

OTHER ANXIETY DISORDERS

Of all the anxiety disorders, abbreviated treatments for panic disorder (with and without
agoraphobia) and for specific phobia have the most empirical support. A few studies sup-
port brief CBT for other anxiety disorders. A growing body of controlled research supports
the efficacy of cognitive-behavioral treatments for generalized anxiety disorder (GAD)
(Borkovec & Whisman, 1996). Standard CBT treatments include anxiety monitoring, re-
laxation training, cognitive therapy, and imagery exposure, and are typically conducted
over approximately 12 sessions. However, one study compared only eight sessions of CBT
to nondirective counseling and to a waiting-list control condition (Blowers et al., 1987).
Results showed that while CBT resulted in modest clinical improvements that were consis-
tently superior to the waiting-list condition at post-treatment and at six-month follow-up,
few differences emerged between the CBT and nondirective counseling groups. Another
study demonstrated that a six-session, large-group course was effective in the treatment
of GAD when compared to waiting-list control, but improvements were comparable to a
“placebo” version of the treatment (White et al., 1992). Additional research suggests that
CBT for GAD can be effective in as few as 4-7 sessions, appearing to be comparable to
active medication and superior to medication placebo (Power et al., 1990). A recently de-
veloped CBT treatment for GAD was successfully administered over six group sessions
with the adjunct use of a palmtop computer program (Newman et al., 1999). However, this
report consisted of an uncontrolled case design with a single group of three participants.
Lacking in the studies to date is a direct comparison between abbreviated and unabbreviated
CBT for GAD.

Social phobia can be effectively treated over approximately 12 sessions of either indi-
vidual or group CBT, and such treatments typically include psychoeducation, cognitive re-
structuring, and exposure to anxiety-provoking social situations (Heimberg & Juster, 1995).
While there is good controlled psychotherapy outcome research to support this practice,
little information is available regarding the efficacy of abbreviated treatments. In an un-
controlled study, Rapee (1993) provided an abbreviated version of the cognitive-behavioral
group treatment (CBGT) outlined by Heimberg et al. (1990). Treatment consisted of six
90-minute sessions. The results indicated significant improvement at post-treatment and at
three- and six-month follow-up on most outcome variables. However, data were available
from only 30 of the original 52 participants, and only one-third of the remaining participants
met stringent “responder” clinical criteria at post and follow-up assessments. Although this
rate of improvement falls within the estimated 20-95% reported range (Feske & Chambless,
1995), Heimberg and colleagues have reported improvement rates of 75% post-treatment
and 81% at six-month follow-up after unabbreviated CBGT (Heimberg et al., 1990).

Foa et al. (1995) investigated the efficacy of a brief intervention to prevent the onset
of post-traumatic stress disorder (PTSD) in female recent assault victims. This research
group adapted their effective CBT treatment for PTSD into a brief prevention program
consisting of four individual two-hour sessions. Results indicated significant improvement
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on a variety of measures post-treatment and at 5.5 months after the assault. Improvements
on some measures were also greater than those found for a matched repeated assessment
control group. Finally, only 10% of the CBT group later met diagnostic criteria for PTSD,
whereas 70% of the matched control group met PTSD criteria. These results should be
interpreted with caution, however, as participants were not randomly assigned. No studies
were found for brief CBT treatment for obsessive-compulsive disorder (OCD). Standard
CBT for OCD is quite intensive, typically consisting of 15 two-hour sessions that occur
daily over a three-week period (Riggs & Foa, 1993). Such intensive treatment may be
necessary for an individual to gain adequate exposure to feared situations without engaging
in a compulsive response that would reinforce the fear.

DEPRESSION

Substantial empirical evidence supports the use of CBT in the treatment of major depres-
sive disorder. Two such widely studied approaches include Beck’s cognitive therapy and
behavioral programs based on the work of Lewinsohn (Craighead et al., 1998). Behavior
therapy programs aim to increase pleasurable activity while reducing aversive experiences,
while CBT also targets negative thoughts regarding oneself and the world with cognitive
restructuring. These treatments are administered over 12-20 individual or group sessions,
and much research is available to support this practice (Craighead et al., 1998).

A few studies have investigated whether these highly effective treatments can be abbre-
viated for use in primary care and other community settings. Scott et al. (1997) provided
six weekly CBT sessions (lasting approximately 30 minutes each) and written educational
material to primary care patients diagnosed with major depression. Patients were randomly
assigned to either this treatment condition or to treatment as usual in the primary care clinic.
The results indicated that the treatment participants recovered at significantly higher rates
than the control group immediately after treatment, and these gains were maintained at
one-year follow-up. Similarly, Katon et al. (1996) provided a collaborative care treatment
for depressed patients in a primary care medical setting. Treatment included four to six
individual CBT sessions. In addition, therapists and physicians consulted with study psy-
chiatrists to optimize effective medication treatment and improve medication adherence.
Patients were randomized to either the collaborative condition or treatment as usual. The
results demonstrated significant improvement for those treatment patients diagnosed with
major depression when compared to the treatment as usual control condition. Finally, a
brief six-session group CBT appears to be effective when administered in a non-research
community mental health treatment setting (Peterson & Halstead, 1998), but this study was
an uncontrolled trial. While these studies support the efficacy of brief treatment, they do not
elucidate how these gains compare to lengthier CBT. If depression is a less circumscribed
disorder with less specific core features to target in treatment, brief treatments may not be as
effective. However, if therapists can successfully identify and challenge core maladaptive
thoughts over a brief period of time, this approach may prove beneficial. Further research
that directly compares standard CBT to brief CBT would be needed to answer this empirical
question.

Brief CBT may be effective for childhood depression. Wood et al. (1996) provided five
to eight sessions of either CBT or relaxation only control to child and adolescent patients
(aged 9-17) with diagnosed depressive disorders. At post-treatment, CBT was clearly
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superior to relaxation control, but the two treatments were similar on most measures by
six-month follow-up. Weisz et al. (1997) provided an eight-session CBT for childhood de-
pression that aimed to enhance reward and reduce punishment by teaching children to assert
control over their environment as well as to adjust their subjective reactions to undesired
events. Elementary school pupils (mean age of 9.6 years) with mild to moderate levels of
depression received either eight sessions of this group CBT or no treatment control. Re-
sults indicated significant improvements on depression measures for the treatment group
compared to the control group both at post-treatment and at nine-month follow-up.

EATING DISORDERS

Although CBT for anorexia nervosa is widely used, few randomized controlled studies
have been published, and treatment typically spans a one- to two-year period (Garner et al.,
1997). In contrast, CBT for bulimia nervosa is supported by a number of well-controlled
research studies (Wilson et al., 1997), and this treatment has been effectively adapted to
treat binge eating disorder as well (Wilfley & Cohen, 1997). Abbreviated versions of CBT
for bulimia nervosa and for binge eating disorder have been developed.

Standard CBT for bulimia nervosa is often based on the manual of Fairburn et al. (1993).
This treatment package includes education, self-monitoring, changes in eating patterns,
problem-solving and self-control strategies, and cognitive restructuring, and is typically
administered over 19 sessions (Wilson et al., 1997). In a small, uncontrolled trial, this
treatment was abbreviated to a maximum of eight 20-minute sessions in a primary care
setting, and 55% of patients showed significant improvement (Waller et al., 1996). These
results are consistent with a randomized controlled study that found eight sessions of CBT
to be highly effective through six-month follow-up and superior to an attention placebo
self-monitoring treatment (Thackwray et al., 1993).

A few studies suggest that brief interventions that emphasize the educational compo-
nent might also be helpful to some bulimic patients. For example, Olmstead et al. (1991)
compared a five-session educational group treatment for bulimia nervosa to 19 sessions
of individual standard CBT. The results demonstrated equal effectiveness in symptom re-
duction for the least severe 25-45% of the sample, whereas standard CBT was associated
with greater improvement for the more severe participants. This replicates our finding with
panic disorder and agoraphobia (Craske et al., 1995). This five-session psychoeducation
treatment has also proven more effective than waiting-list control (Davis et al., 1990) and
equivalent to a 12-session CBT group process intervention (Davis et al., 1997), although this
last study employed a sequential cohort design without random assignment. In a follow-up
study, however, Davis et al. (1999) compared a six-session educational treatment to this
same treatment combined with 16 additional sessions of CBT, and found some advantage
of the lengthier treatment. Although this study compared a brief CBT treatment to a longer
treatment, the additional sessions in the standard CBT condition contained elements other
than those found in the brief psychoeducational treatment.

A second line of research has found the number of treatment sessions for bulimia nervosa
and binge eating disorder to be reduced with the aid of self-help materials. In 1994, Treasure
et al. compared eight sessions of CBT following the provision of a self-help manual to
16 sessions of standard CBT for bulimia nervosa. Results at post-treatment and at 18-month
follow-up yielded no differences between the two treatment groups, and both were superior
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to a waiting-list control group. Similarly, uncontrolled research suggests that this guided
self-help approach can be effective when provided over as few as four sessions (Cooper
et al., 1994; Cooper et al., 1996). In a large randomized controlled trial, Carter & Fairburn
(1998) compared pure self-help and non-specialist facilitator-guided self-help treatment
to a waiting-list control condition. Both self-help groups were given a book based on
the CBT treatment for binge eating disorder (Fairburn, 1995), and the guided self-help
participants met with a facilitator for six to eight brief sessions to discuss the content of the
materials. The results indicated that both treatment conditions led to significant changes
when compared to the waiting-list group, and treatment gains were maintained at six-month
follow-up. However, later research has demonstrated the advantages of therapist-guided self-
help treatment for binge eating when compared to an unguided version of this treatment
(Loeb et al., 2000).

A related condition, obesity, can be effectively treated with CBT in 16-20 sessions
(Brownell & O’Neil, 1993), and a few studies suggest that this treatment can be reduced
with the aid of a computer therapy program. Agras et al. (1990) randomized mildly to
moderately overweight women to a single-session plus computer treatment, a five-session
plus computer treatment, or standard CBT provided over 10 group sessions. The results
indicated that the modest treatment effects were equivalent for the three groups at one-year
follow-up. This research group later demonstrated that two different computer therapy
treatments combined with four group sessions led to significant weight reduction, although
one of the computer groups was superior to the other (Taylor et al., 1991). These computer-
assisted treatment programs appear to be most effective when participants are instructed to
use them seven days a week, and the addition of a brief support group component does not
appear to enhance outcome (Burnett et al., 1992).

COUPLES THERAPY

A few studies have investigated the efficacy of reducing standard 10-20-session CBT in the
treatment of couple dysfunction. Halford & Osgarby (1996) conducted a quasi-experimental
study comparing a three-session brief CBT to standard 12—15-session CBT. Both treatments
yielded significant and equivalent post-treatment effects. Davidson & Horvath (1997) pro-
vided either three sessions of brief CBT emphasizing cognitive reframing or delayed treat-
ment to 40 couples. Treatment led to significant improvement compared to delayed treatment
on some outcome measures, and the treatment gains were maintained at six-month follow-
up. Finally, a three-session assessment-feedback treatment led to small positive changes and
was superior to a written-assessment only condition in a sample of non-treatment-seeking
college student couples (Worthington et al., 1995).

ALCOHOL USE

A large number of treatment approaches for alcoholism have been developed, and CBT is
regarded as one of the more effective treatments (Longabaugh & Morgenstern, 1999). CBT
treatments for alcohol use and dependence disorders typically target problem drinking be-
haviors by improving cognitive and behavioral coping skills. Patients are taught to cope with
both internal events, such as alcohol cravings, and external events, such as social pressures
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to drink and environmental cues that trigger the urge to drink (Fuller & Hilles-Sturmhofel,
1999).

Standard CBT for problem drinking is provided over approximately 12 sessions
(Longabaugh & Morgenstern, 1999). A number of brief interventions have been developed
and investigated, but these brief interventions typically involve only self-help materials or
advice sessions delivered by primary health-care providers. In a review of brief interven-
tions for alcohol problems, Bien et al. (1993) found that physician advice interventions
were comparable to standard CBT and to other extensive treatments. They also reported
that brief motivational induction treatments appear to be effective in motivating alcoholic
patients to seek further treatment. CBT often has served as an extensive treatment against
which other forms of brief treatment (e.g., minimal physician advice) are compared (Hall &
Heather, 1991). However, one study compared a self-help bibliotherapy intervention to
three different therapist-directed brief group interventions (Skutle & Berg, 1987). The first
therapist-directed treatment group received six sessions of a guided self-help version of the
bibliotherapy intervention. The second treatment group received six sessions of coping
skills training, in which ways to cope with high-risk situations were taught and practiced.
The final therapist-directed treatment group received a combination of these two treatments
delivered over eight sessions. The results indicated that the weekly alcohol consumption
decreased significantly for all four groups, and these gains were maintained at one-year
follow-up. No significant differences were found among the groups.

CBT for problem drinking has also been abbreviated by Sobell & Sobell (1993). Their
guided self-management treatment program aims to motivate behavior change and to pro-
vide suggestions and strategies for accomplishing behavioral goals. Treatment procedures
include setting drinking behavior treatment goals, alcohol education, self-monitoring, iden-
tification of the triggers and consequences related to drinking, and the development of
behavioral strategies to attain established goals. Although the length of treatment is flex-
ible to meet the needs of the individual, this guided self-management treatment can be
effectively implemented in only two sessions (Sobell & Sobell, 1993). A randomized out-
come investigation of this treatment compared two 90-minute sessions of the behavioral
components only to two 90-minute sessions of the behavioral components plus cogni-
tive relapse prevention (Sobell et al., 1995). The results indicated that both groups exhib-
ited significant reductions in reported drinking behavior. These outcomes were maintained
at six- and 12-month follow-up. However, no differences were found between the two
treatments.

Marlatt and colleagues have developed a single-session intervention for the prevention
of drinking problems in high-risk college students. Marlatt et al. (1998) randomly assigned
college freshmen to receive either an individual interview session or no treatment during the
winter term of their first year. Participants considered to be at the highest risk of developing
alcohol-related problems (on the basis of reported high-school drinking behavior) were
selected. The intervention session consisted of reviewing the participants’ self-monitoring
of drinking; individualized feedback about observed drinking patterns, associated risks,
and beliefs about alcohol; discussion of information and misconceptions regarding the
effects of alcohol; and suggestions for risk reduction. This intervention was designed to
increase motivation, and confrontational or judgmental comments were avoided. The results
indicated decreases in drinking rates and harmful consequences for both groups over the two-
year follow-up period, but the treatment gains were significantly greater for the intervention

group.
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PAIN MANAGEMENT

While effective CBT-oriented treatments are available for a variety of chronic pain con-
ditions, this section will focus on the brief treatment research for headache and low-back
pain. CBT programs are widely used, effective approaches for the management of headache
pain (Blanchard & Seymour, 1996). Treatment typically employs education, some form of
relaxation training (e.g., progressive muscle relaxation, autogenic training, and meditation)
and/or biofeedback, and cognitive coping techniques (Holroyd & Penzien, 1994). Over the
past decade, researchers have developed brief “minimal therapist contact” treatments, in
which CBT is administered in only three to five sessions. In 1996, Rowan & Andrasik
systematically reviewed the available controlled outcome research to examine the efficacy
of minimal therapist contact CBT for headache pain. For adult tension-type headache, two
studies showed that three sessions were comparable to 10 sessions of relaxation training
(Teders et al., 1984; Blanchard et al., 1985). Equivalent efficacy was also demonstrated
for three sessions of relaxation when compared to five sessions of relaxation plus cognitive
therapy (Attanasio et al., 1987; Appelbaum et al., 1990) and to 11 sessions of relaxation and
cognitive therapy (Attanasio et al., 1987). However, one study did show some advantage of a
three-session treatment including both relaxation and cognitive therapy over three sessions
of relaxation alone (Tobin et al., 1988). Minimal therapist contact CBT for tension headache
has also proven superior to waiting-list control (Appelbaum et al., 1990) and comparable to
amitriptyline medication (Holroyd et al., 1991). Rowan & Andrasik (1996) concluded that
these brief tension headache treatments, largely consisting of progressive muscle relaxation
training, are as effective as longer, clinic-based relaxation training treatments, with 37-50%
of participants meeting stringent clinical improvement post treatment and up to two-year
follow-up.

Rowan & Andrasik (1996) also identified several studies that support minimal therapist
contact CBT for vascular (migraine and migraine combined with tension-type) headaches.
For example, Williamson et al. (1984) found that four sessions of group relaxation training
were equivalent to eight group sessions, with both treatments yielding significant improve-
ments compared to an attention placebo. Similarly, three sessions of individual relaxation
training were found comparable to 16 sessions for both pure migraine and migraine com-
bined with tension-type headache participants (Blanchard et al., 1985). Three-session in-
dividual relaxation plus thermal biofeedback appears to be equivalent to 16 sessions of the
same treatment (Jurish et al., 1983), to three sessions of an abortive medication and com-
pliance intervention (Holroyd et al., 1988), and to five sessions of the same treatment plus
cognitive therapy (Blanchard et al., 1990). This treatment was also superior to a headache-
monitoring condition (Blanchard et al., 1990). Finally, Richardson & McGrath (1989) found
that only two sessions of CBT produced the same effects as an eight-session CBT, both of
which were superior to waiting-list control. From these studies, Rowan & Andrasik (1996)
concluded that brief relaxation interventions, either with or without thermal biofeedback, are
as effective as longer treatments, leading to clinically significant improvement in 40-79%
of patients.

A few studies support the use of minimal therapist contact treatments for headaches in
children and adolescents. Three sessions of relaxation training were found superior to both
nine sessions of an attention placebo condition and a headache monitoring only condition
in the treatment of adolescent tension headache (Larsson et al., 1987). For the treatment
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of vascular headaches, three and four-session thermal biofeedback treatments appear to be
equivalent to 10 sessions in children aged 8—16 years (Burke & Andrasik, 1989; Guarnieri &
Blanchard, 1990). Finally, a single session of CBT with additional therapist telephone
contact was comparable to eight sessions of CBT and superior to waiting-list control in a
group of 11-18-year-old migraine patients (McGrath et al., 1992).

Judith Turner and colleagues have developed effective, brief CBT interventions for the
treatment of chronic low-back pain in adults. Early research demonstrated that five 90-
minute sessions of group CBT were comparable to five sessions of relaxation only on
most measures post-treatment, with some advantages of the CBT group up to two years
after treatment (Turner, 1982). When an eight-session group behavioral treatment aimed
at altering problematic “pain behaviors” was compared to an eight-session group CBT
treatment, both treatments yielded significant and equivalent improvement by one-year
follow-up, unlike the waiting-list control condition (Turner & Clancy, 1988). This eight-
session behavioral treatment was also effective when combined with an exercise component,
showing greater improvement than eight sessions of either component alone post-treatment
(Turner et al., 1990). However, all three treatments were better than waiting-list control,
and all three were equivalent at six-month and one-year follow-up. Similarly, six-session
relaxation training, six-session cognitive therapy, and a six-session CBT combining these
elements all led to significant and equivalent reductions in pain intensity when compared
to waiting-list control (Turner & Jensen, 1993). These gains were maintained for all three
treatment groups at both six-month and one-year follow-up.

SUMMARY

A number of controlled research studies support the use of abbreviated CBT for the treat-
ment of panic disorder (with and without agoraphobia) and a number of specific phobias.
Preliminary research suggests that brief CBT treatments might also be useful in the treat-
ment of GAD and social phobia, as well as in the prevention of PTSD after assault. Early
efforts to reduce the length of treatment for depression have been identified for both adult
and child populations. In the area of eating disorders, reduced session treatments are ef-
fective for both bulimia nervosa and binge eating disorder, with a few studies supporting
the use of brief computer-assisted therapy for obesity and weight reduction. Some research
also suggests that couples therapy CBT can be abbreviated and produce positive outcomes.
While much research supports the efficacy of CBT for alcohol use disorders, brief treat-
ments generally do not include CBT therapy components. One CBT treatment, however,
has been abbreviated to as few as two sessions, and the outcome data are promising. A
similar single-session intervention appears to be useful in the prevention of alcohol-related
problems in college students. Finally, a large body of research supports the use of minimal
therapist contact treatment for headache, and a recent meta-analysis shows that these treat-
ments are consistently comparable to longer, clinic-based treatments (Haddock et al., 1997).
Minimal therapist contact headache treatment also appears to be effective for children and
adolescents. The use of abbreviated CBT for chronic low-back pain is supported in a series
of research investigations as well.

These findings generally support the practice of abbreviating standard CBT. However,
some conditions have been studied far more than others. The conditions with specific,



16 HANDBOOK OF BRIEF COGNITIVE BEHAVIOUR THERAPY

circumscribed, maladaptive features and symptoms may be better suited to this approach.
In fact, specific phobias are the only disorders in which unconfounded comparisons have
supported the use of brief CBT versus unabbreviated CBT. When the source of the mal-
adaptive behavior can be readily identified and targeted in treatment, brief methods are
appropriate. If the patient suffers from a diffuse set of complex maladaptive thoughts and
behaviors, then longer treatment may be indicated. This may explain why clinical problems
such as panic disorder, specific phobia, and pain can be effectively treated in a few sessions,
while other disorders, such as depression and GAD, warrant further study. We need more re-
search that directly compares standard and brief CBT (unconfounded by adjunct materials),
especially across different disorders so that we are better able to identify those most likely
to benefit from an abbreviated approach, and that identifies the therapeutic mechanisms of
change and assesses the impact of therapist variables on outcome.
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Asreviewed in Chapter 1, brief cognitive-behavioral therapy (CBT) has been used with some
success for a variety of problems, including anxiety disorders, depression, eating disorders,
headaches, and chronic low-back pain. It has also been applied to couples therapy and to
problem drinking. Brief therapy, however, is unlikely to be optimal for every person or for
every problem. In this chapter, we focus on assessment issues for brief CBT. In particular,
we address assessment of outcome and suitability of brief CBT from the standpoint of the
diagnosis, the patient, and the therapist.

Brief CBT is defined as therapy that is presented in fewer sessions than the average
10-20 that are typically offered in targeted CBT, and/or presentation over a limited time
period. The latter refers to massed delivery of CBT, such as the treatment of panic disorder
and agoraphobia over 7-10 consecutive days (Spiegel & Barlow, 2000). Ten years ago,
the consensus was that short-term or brief therapy comprised 20 or fewer sessions (Hoyt,
1990). Many current protocols of CBT would meet this particular criterion for brevity.
Given the advances since the time of that definition, and given that “standard” CBT is
widely considered to be 10-20 sessions, brief CBT is defined as fewer than 10 sessions for
the purposes of our discussion.

Understanding the nature of brief CBT is necessary before examining assessment issues.
First, in its purest sense, brief CBT refers to a condensing of CBT material. However,
many versions of brief CBT minimize the amount of therapist contact without reducing the
amount of material to be covered. In these cases, therapist contact is augmented by self-
help in the form of books, workbooks, audiotapes, or even computer programs. Patients
study on their own to obtain the necessary psychoeducation and complete cognitive and/or
behavioral skills training and tasks that might otherwise be accomplished with the therapist.
In other words, “the brief psychotherapy patient or client is expected to act rather than
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suffer and to become an involved participant in the therapeutic process” (Wells & Phelps,
1990: p. 4).

Second, as with all unabbreviated CBT, but particularly so with brief CBT, the guiding
principles of intervention are “a clear focus on the patient’s complaints, devising specific
treatment for specific problems, relatively brief periods of treatment, and systematic ap-
praisals of outcome” (Wells & Phelps, 1990: p. 6). The notion of specific treatment for
specific problems requires a clear and precise assessment of the nature of the problem, and
recognition that some problems may be more amenable to brief CBT than other problems.

WHICH PROBLEMS ARE MOST AMENABLE TO BRIEF CBT?

We believe that there are several factors that will determine the suitability of brief CBT
and, hence, should be assessed. The first is problem and treatment definition—or, how well
defined is the problem, and how well targeted is CBT? As the “active ingredients” in CBT
have been identified, treatments have become far more focused on the disorders they target.
The result has been more effective treatments, as indicated by the number of cognitive-
behavioral therapies that have been classified as “empirically supported treatments” by the
APA Division 12 Task Force report (Chambless et al., 1996). Specificity of treatment is
presumed to be even more necessary when therapy time is very limited. MacKenzie &
Livesley (1986) wrote, “As the length of treatment is decreased, it becomes increasingly
important that the application of the most effective ingredients be optimized.” (p. 715).

Understanding of the core cognitive feature of certain disorders has provided one avenue
for tailoring treatments to specific targets. For example, because fear of bodily sensations
has been identified as central to panic disorder, targeting misinterpretations of sympathetic
arousal and systematic exposure to the sensations to obtain disconfirming evidence for
misinterpretations ultimately leads to change (e.g., Clark, 1986). In posttraumatic stress
disorder (PTSD), the core cognitions have been identified as the world as alienated and
dangerous, and oneself as incompetent and helpless (Foa et al., 1995). In their brief inter-
vention to prevent PTSD, Foa et al. (1995) targeted the first element by having patients
repeatedly relive the traumatic memories, and addressed the second by having patients re-
alize that they can tolerate the memories of the event and by teaching them new coping
skills.

We have not been as successful in identifying a core cognitive feature for all psychological
disorders. Effecting change—much less very rapid change—in disorders that are pervasive
or diffuse is likely to be more challenging. It is probably for this reason that most evidence
for brief CBT pertains to specific phobias (e.g., Arntz & Lavy, 1993; Ost et al., 1997a;
Ost et al., 1997b; Ost et al., 1998). In contrast, an eight-session, anxiety-management
intervention (relaxation and modification of upsetting thoughts) was no more successful
than nondirective counselling in reducing generalized anxiety disorder (GAD) (Blowers
et al., 1987). However, as reviewed in Chapter 1, there are some recent, more promising
findings regarding brief CBT for GAD (Power et al., 1989, 1990).

There are other disorders for which specifically targeted treatments are yet to be tested,
although continuing research is likely to yield such treatments. For example, currently, no
agreed-upon treatment for anorexia nervosa exists (Wilson, 1999). Until recently, the pre-
vailing theory about the maintenance of anorexia was broad: overvalued ideas about the
personal implications of body shape and weight, combined with individual characteristics
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such as perfectionism, asceticism, difficulties in regulation of affect, and “eccentric rein-
forcement contingencies” (Vitousek, 1996). The treatment based on this theory was equally
broad; it targeted interpersonal and family difficulties, low self-esteem, and identification
and expression of emotions. Often it was lengthy. A newer theory has, as the defining
feature of anorexia nervosa, an extreme need to control eating (Fairburn et al., 1999).
These researchers do not discount other features of the disorder, but do not believe they
are essential targets of intervention. The treatment that follows this theory is simpler, fo-
cusing on the issue of self-control, and eliminating other issues unless they present an
obstacle to change. Should this theory and its treatment offspring gain support, the treat-
ment may eventually be deliverable in fewer sessions. Fairburn and colleagues point to
the success of bulimia treatments, where “a wide range of problems could be the tar-
get of treatment, including most of those addressed by the current cognitive behavioural
treatment for anorexia nervosa, yet the cognitive-behavioural treatment for bulimia ner-
vosa focuses almost exclusively on the concerns about shape and weight and disturbed
eating” (p. 10).

Related to the issue of problem and treatment definition is the possibility that generalized,
widespread disturbances in relating with others (i.e., Axis II disorders) may be less suitable
for brief CBT. This is not to be confused with circumscribed interpersonal problems such
as conflict between partners, which may be targeted efficiently by a short intervention. For
example, a brief intervention for couples significantly improved dyadic-adjustment target
complaints and conflict-resolution skills, albeit without affecting relationship beliefs and
spousal attributions, relative to a no-treatment control (Davidson & Horvath, 1997). More
generalized and marked interpersonal difficulties, however, typically require lengthier treat-
ment. The most effective treatment for an Axis II condition—dialectical behavior therapy
(DBT)—was developed by Linehan for borderline personality disorder. As designed, this
treatment is intensive and lasts about one year (Linehan, 1993). That being said, one investi-
gation (Evans et al., 1999) of a brief derivation of DBT suggests some benefit within limited
domains. Patients with cluster B personality disorders who had a recent history of recur-
rent and deliberate self-harm received an average of 2.7 sessions, along with six self-help
booklets that contained elements of DBT. Results at follow-up indicated significantly lower
depressive symptoms and nonsignificantly lower rates of suicidal acts per month among
the experimental group than for those who received treatment as usual. This suggests that
a focused approach may have some impact on the most destructive behaviors of Axis II
disorders. Interpersonal functioning was not a target of this intervention, and we believe it
is less likely than discrete behaviors to respond to such a brief approach.

Another factor to consider is the context of the problem. A study that targeted depression
among men with HIV found that eight sessions of group social support yielded greater
reductions in psychiatric symptoms and anxiety for more participants than did equal-length
group CBT (Kelly et al., 1993). The authors concluded that the existential nature of the
issues confronting young adults facing a shortened future, stigmatized by both society and
their families, made the opportunity to gain support from others in the same situation most
helpful. CBT was superior only in reducing illicit drug use. Thus, when the lack of social
support is the primary problem, a process-oriented intervention may be more effective
than CBT.

In summary, disorders most appropriate for brief CBT—areas where we can bring about
significant change quickly—are those for which the problem and the treatment are well
defined and circumscribed.
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FUNCTIONAL ASSESSMENT

Given that a well-defined problem with a well-targeted treatment is considered to be essen-
tial to the success of brief CBT, a detailed functional analysis of the presenting problem
becomes even more essential. The importance of the functional analysis derives from the
underlying assumption that lawful relationships exist among behaviors and outcomes. Thus,
the functional assessment goes well beyond a description of form—symptoms and the re-
sulting diagnosis. A functional assessment performs the task its name implies; it describes
the function of the behavior, including the specific situation (cognitive, physiological, and
environmental) and the events that precede, co-occur with, and follow the target behavior
(O’Brien & Haynes, 1993). Ideally, the behavior is assessed in a wide range of settings,
and with various modalities including standardized self-reports, self-report diaries (e.g., of
panic attacks, binge episodes, marital arguments, or negative thoughts), interviews, and
collateral reports, as well as observational data. To put these data in context, the therapist
should be reasonably informed of the empirical literature about the given problem.

Goldfried (1982) described four levels of analysis in a functional assessment: antecedents
of behavior, the organismic level, the behavior itself, and the consequences of the behavior.
Detailed information is required for each. To understand antecedents, the therapist should
enquire about the precise nature of the stimuli that elicit the behavior, the setting in which
the behavior occurs, and how that setting differs from others in which it does not occur.
The organismic level focuses on the cognitive features, including how patients interpret
the events, what expectations exist, and the labeling of their own behavior (e.g., “I am
going crazy”). Analysis of the behavior itself should elucidate situation-specific examples,
duration, frequency, and pervasiveness. Finally, the therapist should obtain information
about the consequences of the behavior—the content (e.g., praise, attention, or avoidance
of pain), timing (e.g., positive short-term and negative long term, as in drug abuse), and
frequency. From this analysis, the lawful relationships and areas at which to intervene can
be pinpointed.

Some level of functional analysis already exists in many manualized CBT treatments,
such as those for specific phobia, panic disorder, agoraphobia, social phobia, eating disor-
ders, pain management, and so on. Because the anxiety disorders form relatively cohesive
subgroups, the treatments are tailored specifically to the unique aspects of each anxiety
disorder. Thus, CBT for social phobia targets fears of negative evaluation whereas CBT
for panic disorder targets misappraisals of bodily sensations. Nevertheless, there is still a
need for individual case formulation. For example, within the “fear of fear” conceptualiza-
tion that underlies CBT for panic disorder, individuals differ significantly in terms of their
interoceptive and exteroceptive triggers, perceived catastrophic outcomes, the logic used
to arrive at those outcomes, and their safety signals. Tailoring of CBT to each individual’s
profile is assumed to lead to more effective outcomes. Hence, a careful functional analysis
of the antecedents; the thoughts, behaviors, and physiological features; and the reinforcing
consequences is essential even when manualized treatments exist.

Functional analyses sometimes shift or become more refined as more information is
gathered over the course of unabbreviated CBT. In the case of brief CBT, there is less time
for data gathering and little time for error in functional analysis. Thus, we recommend that
for every presenting problem for brief CBT, a template be available for the areas to be
assessed in order to hone the functional analysis as quickly as possible. Again, manualized
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unabbreviated CBTs will provide the overarching framework or template within which to
conduct an individualized functional analysis. For example, manualized CBTs for anxiety
disorders will guide the clinician to assess lawful relationships among catastrophic cogni-
tions, avoidance behaviors, and safety signals. Similarly, manualized CBTs for chronic pain
will guide the clinician to assess lawful relationships among pain behaviors, analgesics, and
secondary reinforcements.

The exact task of treatment hinges on a thorough functional assessment. A case in point
is exposure, which is considered de rigueur in many treatments for anxiety, but would
be unlikely to benefit the patient if not appropriately designed. For example, therapist-
directed exposure to “‘contaminants” is unlikely to be beneficial to the person with obsessive-
compulsive disorder whose fear of spreading contamination is restricted to conditions of
spreading contamination inadvertently when alone. The therapist views the patient’s prob-
lem behavior as a dependent variable, and uses data from the functional assessment to
determine the independent variable—in other words, to decide what can best be manipu-
lated in order to bring about change (Goldfried, 1982). The therapist can choose to modify
variables at any level(s) delineated above. If the functional analysis does not yield clearly
specified variables to manipulate, brief CBT may not be suitable.

ASSESSING THE PATIENT

Aside from assessing whether the problem itself is suitable for brief CBT, there may be
individual difference variables to consider. Overall, issues that impede traditional CBT are
likely to pose even more difficulties in brief CBT. In selecting whom to treat with brief
CBT, a strong motivation to change is the first characteristic to assess. Even more than most
patients, those who participate in brief CBT will have to make the most of the very limited
session time they have. In addition, having fewer sessions with the therapist probably
requires a greater time commitment by the patient outside the clinic. In their review of
minimal-contact treatments of chronic headaches, Rowan & Andrasik (1996) pinpoint the
need for a higher level of patient motivation as one of the few drawbacks of such approaches.

One reasonable index for motivation is the level of distress that results from the specific
problem being targeted relative to other problem areas. Thus, a patient who is most wanting
meaningful interpersonal relationships may derail a therapist’s efforts to implement a spe-
cific problem-focused treatment program because, for that patient, emotional support may
be most important. However, a patient whose distress springs largely from the aftereffects
of a trauma, or from problems associated with binge eating, is likely to be most interested
in achieving relief from these symptoms. Establishing the target goals and principal di-
agnosis is essential in this case. Structured or semistructured interviews are valuable in
differentiating principal from secondary diagnoses based on the current levels of distress
and disablement associated with each disorder.

Treatment credibility ratings obtained after explanation of the therapy are another method
of assessing motivation. Because brief CBT offers so little time for the patient to be con-
vinced of the benefits of the approach, those who start off confident of its potential are likely
to put more effort into the treatment. The finding that treatment credibility at the end of
the first session of brief CBT for panic disorder predicted improvement (Clark et al., 1999)
supports this hypothesis. Patients with panic disorder and agoraphobia who had unfavorable
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attitudes toward the treatment condition to which they were assigned were more likely to
drop out of treatment (Grilo et al., 1998), although this was in reference to unabbrevi-
ated CBT. Ost et al. (1998) found that treatment credibility and motivation were the only
significant predictors of outcome in their brief treatment of specific phobia.

Second, patients who are not contending with too many stressful life events will probably
be more likely to benefit from brief CBT than will those whose lives are currently filled with
major changes and stressors. While stressors may interfere with all therapies, any distraction
from treatment in brief CBT results in the loss of a greater percentage of the therapy. In
addition, patients enduring stressful living conditions, whether they result from aversive
life events or general socioeconomic pressures, are likely to have difficulty finding time to
conduct the self-study or cognitive or behavioral between-session tasks so essential to brief
treatment. Low education and low income were found to impede unabbreviated treatment
of panic disorder (Grilo et al., 1998), probably as a result of its effect on the discretionary
time to devote to treatment.

Third, cognitive functioning is likely to predict the success of brief CBT (Rowan &
Andrasik, 1996). Many examples of brief CBT include supplemental bibliotherapy to master
material that typically would be covered in session (Clark et al., 1999; Scott et al., 1997).
Patients unable to comprehend this material on their own need more time with therapists
who can explain it in simple terms. Even without the requirement of outside-session reading,
patients in brief CBT must be able to grasp material presented in session quickly and to
apply it to their own condition. Thus, studies of brief as well as unabbreviated CBT often
exclude illiterate individuals (e.g., Foa et al., 1995; Scott et al., 1997).

Fourth, educational level may contribute to a patient’s suitability for brief CBT in sev-
eral ways. Patients with little formal education may lack the background to benefit from
treatments where they are responsible for mastering much, if not all, of the material inde-
pendently. Education may serve as an overall index of persistence. Finally, lower education
is frequently correlated with lower incomes, which can result in many of the difficulties
discussed above regarding stressful life events, and associated with greater problems with
treatment retention in general (Grilo et al., 1998).

Fifth, severity of psychopathology has been shown to predict outcome in brief interven-
tions. A CBT self-help manual for binge eating was tested, comparing therapist-guided
self-help with unguided self-help (Loeb et al., 2000). A significant predictor of poorer out-
come was more severe baseline symptomatology (eating, depressive, and overall psychiatric
symptoms). Likewise, among individuals who received four sessions of treatment for panic
disorder, there was a trend for the less depressed to respond more favorably (Craske et al.,
1995). Moreover, chronicity may be relevant to the degree that a well-established and in-
tensively rehearsed behavior is possibly more difficult to extinguish. It is perhaps for this
reason that a brief intervention for PTSD was implemented only with women who had
recently (mean = 15 days) experienced an assault (Foa et al., 1995). There have been no
applications of brief CBT for chronic PTSD. However, research on brief CBT for spe-
cific phobias suggests that duration of the phobia does not significantly predict outcome
(Ost et al., 1998). Further empirical evaluation is needed to determine the importance of
severity and chronicity for brief CBT.

Related to severity of problems is comorbidity, which may hinder response to brief CBT,
especially when the comorbid problems fall on the Axis II spectrum. That is, given that
Axis Il disorders are less amenable to treatment overall, their comorbid presence is likely to
interfere with treatment of the targeted problem. For example, in traditional CBT, patients
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without any personality disorder have been found to benefit more from treatment for panic
disorder than those with a personality disorder (Marchand et al., 1998).

An additional factor to consider is the patient’s attitude toward seeking help. Mental
illness continues to be stigmatized, and those ashamed by their problems may prefer to
minimize their contact with psychologists. For example, Loeb et al. (2000) suggest that
individuals with bulimia may avoid seeking treatment because of the perceived embarrass-
ing nature of their disorder. In such cases, a greater reliance on self-help methods may
be more comfortable than many weekly meetings with a mental health professional. An
advantage of self-help methods, delivered either alone or as adjuncts, is the resulting in-
crease in patients’ sense of mastery and control (Newman et al., 1997) that may lead to a
greater presence of self-efficacy (Bandura, 1982). Thus, hesitation about therapy may be a
positive predictor for brief CBT.

Other characteristics to consider when selecting patients for brief CBT include the ability
to establish quickly a trusting and collaborative relationship with the therapist, the willing-
ness to assume personal responsibility for change, and two characteristics important for
any cognitive therapy: the ability to identify intrusive negative thoughts and an awareness
of emotional fluctuations (Moretti et al., 1990). Finally, depending on the population from
which the brief therapy patient is drawn, additional characteristics may optimize treatment
outcome. For example, if the patient is a child, parental support—e.g., helping the child
with monitoring and other homework—has been found to be important (Allen & McKeen,
1991).

ASSESSING THE THERAPIST

Therapists implementing brief treatments may need to be highly skilled to effect change
in little time (Scott et al., 1997). Several areas are especially important. First, therapists
must be able to establish a reasonably strong working relationship with the patient almost
immediately. Little time can be dedicated solely to building rapport. Second, such therapists
must know the treatment intimately to make the most of each moment with the patient. Third,
they must be skilled at structuring the therapy, both within sessions to ensure material is
covered, and across sessions to ensure that all presenting problems are addressed. Fourth,
they need to be good teachers, able to present material clearly and concisely, to come up with
specific examples as needed, and to apply them to the patient’s situation. Fifth, the ability
to communicate positive expectancies about the treatment could prove helpful, especially
with limited time (Whisman & Jacobson, 1990).

Therapist variables that have been shown to predict positive outcome from unabbreviated
CBT may become even more relevant to the success of brief CBT. From their review of
the extant literature on this topic in 1995, Keijsers et al. concluded that empathy, warmth,
positive regard, and genuineness assessed early in treatment predict positive outcome; that
patients who viewed their therapists as understanding and respectful improved the most; and
that patient perceptions of therapist expertness, self-confidence, and directiveness related
positively to outcome, although not consistently. In their own study of junior therapists
who provided CBT for panic disorder and agoraphobia, Keijsers et al. (1995) found advan-
tages of different interactional styles at different points in therapy; directive statements and
explanations in session 1 predicted poorer outcome, whereas such statements towards the
end of treatment predicted better outcome; empathic listening in session 1 related to better
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behavioral outcome, whereas empathic listening in session 3 related to poorer behavioral
outcome. Given the short duration of brief CBT, the tipping of the balance from initial em-
pathy to directiveness happens quickly, and further evaluation is needed of the relationship
between therapist process variables and outcome.

ASSESSING THE OUTCOME

Obviously, the intended goal of the therapy dictates the outcome that will be assessed. The
goal of brief CBT is not necessarily the same as unabbreviated CBT. For example, sometimes
brief CBT aims to teach skills rather than reduce symptoms. In that case, outcome measures
assess whether the patient has acquired the skills. These measures can range from multiple-
choice or fill-in-the-blank tests, to the presentation of relevant scenarios to which the patient
must apply concepts learned in the treatment, to the in vivo demonstration of the skill at the
end of therapy. For example, Burke and Andrasik (1989) taught parents and children 2to
administer thermal feedback over three sessions (supplemented by take-home manuals) to
reduce headache activity. Parents and children were tested pre- and post-treatment about
their knowledge of the treatment procedures they had been taught. The test showed that
children’s knowledge increased significantly during treatment, suggesting the skills had
been learned. In a seven-session structured group treatment that aimed to increase adaptive
and coping behaviors among adolescent girls who had experienced sexual abuse, a primary
outcome measure was a skills mastery test (Kruczek & Vitanza, 1999). This multiple-
choice test was given before and after treatment, and included such items as, “Which of the
following is one of the basic ways people respond to stress?” “To cope with angry feelings,
I should first ask myself. ?” Similarly, in our brief one-day workshop intervention for
persons at risk of panic disorder (Gardenswartz & Craske, 2001), the primary outcome
measure at the end of the workshop was retention of the educational material. Only at the
six-month assessment was symptom status re-evaluated.

Sometimes the goal is symptom reduction, even with brief CBT. For example, we eval-
uated change in panic frequency per week after our four-week CBT for panic disorder
(Craske et al., 1995). In headache-treatment research, a reduction of 50% in headache
activity has become the standard (Rowan & Andrasik, 1996). One-session treatments for
phobias (e.g., Ost, 1989; Ost et al., 1997a; Ost et al., 1997b; Ost et al., 1998) measures
outcome via various scales, including the Spider Questionnaire (Klorman et al., 1974) and
the Fear Survey Schedule—III (Wolpe & Lang, 1964). A more important measure, however,
is the patient’s accomplishment of behavioral approach tasks—such as an injection phobic
being able to receive an injection or a spider phobic being able to catch a spider with a
drinking glass and piece of paper and throw it out—without undue anxiety.

Behavioral approach tasks are clearly valuable measures of improvement. However, per-
formance in the situation treated may not generalize to more naturalistic settings; and perfor-
mance with a specific stimulus (e.g., small, fast spiders) may not generalize to other stimuli
(e.g., large, hairy spiders). Ost (1989) encourages generalization by assigning homework to
be completed as soon as possible after the one-session treatment: Patients are asked to seek
out and confront the phobic object in their natural environments. Assessment of general-
ization can be conducted via behavioral approach tasks with stimuli that were not directly
targeted in treatment (e.g., Williams & Kleifield, 1985) and by contacting patients for a
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brief verbal or written report shortly after the treatment’s end regarding generalization to
the natural context.

Another alternative to behavioral approach tasks is an ongoing log of behavior—e.g.,
number of drinks consumed or amount of food eaten per day; self-rating of activities, mood,
or pain intensity daily for a circumscribed time period. Compliance with such requirements
is likely to be a major issue, however (see Craske & Tsao, 1999).

Symptom and behavioral measures can be used immediately after brief and massed CBT,
because they assess how the patient responds to a given stimulus at a given time. Most
standardized self-report scales refer to a block of time, such as Beck Depression Inventory
(Beck et al., 1961) and the Beck Anxiety Inventory (Beck et al., 1988), which refer to mood
state over the last week. These latter kinds of measures would be suitable for brief, but not
massed, CBT.

ASSESSING OUTCOME IN THE LONG TERM

In research, outcome is assessed to provide data about the effectiveness of a standardized
treatment. In the clinical setting, where the number of sessions is not predetermined, treat-
ment response is assessed in order to determine when to terminate therapy. Brief CBT is
typically constrained to a limited amount of therapist contact, but some patients may require
further intervention or benefit from booster sessions. Therefore, at the end of brief CBT, the
therapist should determine whether treatment gains are incomplete or whether the patient
is at risk of relapse. Such indicators include scores on outcome questionnaires that fail to
meet a predetermined target, the presence of symptoms such as panic attacks or binge eating
that are still distressing or interfering, or the failure of the patient to acquire the knowledge
that the treatment attempted to impart.

Post-treatment status does not always predict long-term outcome, however, so follow-up
assessment is important. This can be accomplished either at the therapist’s or the patient’s
initiative. The former would entail a therapist-directed plan to contact all patients treated
via brief CBT at some point—e.g., monthly for several months—after treatment’s end. At
these follow-up contacts, patients can report on the presence or absence of the symptoms
that were targeted in treatment and generally describe how they are doing. Such information
would enable the patient and therapist together to decide about the need for booster sessions.
Alternatively, patients can use self-report methods, such as daily or weekly diaries monitor-
ing the targeted symptoms, to assess their own status, and contact the therapist for follow-up
treatment as needed. This latter technique would be analogous to a relapse-prevention plan.

Clearly, in many cases, changes in symptomatic measures may not be apparent until
some time after brief CBT treatment is over. For example, changes in quality of life and
interference with functioning are not likely to be observed in the week after a one-day
workshop for panic disorder and agoraphobia (Gardenswartz & Craske, 2001). In this
case, the value of follow-up assessments becomes even greater. For example, Evans et al.
(1999) took baseline measures and then waited until six months after the end of treatment
to assess outcome from their treatment for deliberate self-harm. They were targeting a
particularly severe problem, parasuicidal behavior, in an extremely high-risk population,
so measurement of change immediately after the average 2.7 sessions of treatment was
not meaningful. The assumption, of course, is that change will occur in the weeks and
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months following a very brief intervention, in terms of specific symptoms but especially
in terms of traits, life functioning, and personality characteristics. This contrasts somewhat
with lengthier CBT, where change is expected to occur both throughout CBT and in the
following weeks and months.

Another area to assess is generalizability of effects to nontargeted conditions, or comorbid
conditions. Targeted traditional-length CBT has been found not only to decrease substan-
tially the problem that was the target, but also comorbid disorders (Brown & Barlow, 1992;
Tsao et al., 1998). We do not yet know whether this pattern holds true for briefer versions of
CBT, although, as reviewed in Chapter 1, there is consistent evidence to suggest that brief
CBT has effects on nontargeted symptom measures, as in the case of changes in measures of
depressed mood after a brief intervention for anxiety disorders. Many studies of brief inter-
ventions exclude comorbid disorders—for example, in treating panic disorder, Clark et al.
(1999) excluded severe agoraphobia and depression that needed immediate treatment; Scott
et al. (1997) targeted depression and excluded those with depression secondary to a nonaf-
fective psychiatric illness, dysthymia, and bipolar disorder. In an eight-session treatment of
GAD, individuals with any other diagnosable disorder were excluded (Blowers et al., 1987).
In addition, those comorbid disorders not excluded were not tracked, so we have no data
on whether the brief intervention had any impact on the severity of nontargeted disorders.

Finally, if brief treatments require unwieldy assessment procedures, the purpose of the
brevity is defeated. One of the many reasons that research treatment protocols seldom are
used by practising clinicians is the large number of instruments involved, some of which
require complicated scoring (Sobell, 1996). Short paper-and-pencil measures provide high
return for low investment. They are simple for clinicians to administer and score, and are
too aversive for patients to complete. One study, for example (Davidson & Horvath, 1997),
gave patients who received three sessions of couples therapy five brief clinical measures
(e.g., the Dyadic Adjustment Scale [Spanier, 1976]) and also asked them to report their
compliance with homework.

CONCLUSIONS

The goal should be to have a clear sense in the beginning as to which problems, which
patients, and which therapists are appropriate for brief CBT. Then, as in any good CBT, a
thorough functional analysis should provide information necessary to conduct the treatment,
as well as offer the patient important feedback that itself will probably effect some change.
Outcome measures will be guided somewhat by the goal of brief CBT (skills or educational
attainment versus symptom reduction), and whether the intervention was massed or not.
Follow-up assessment is recommended to determine whether further intervention may be
required, as well as to gain information to improve treatments for the future.
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The purpose of this chapter is to discuss the short-term treatment of depression with accep-
tance and commitment therapy (ACT—pronounced as one word, “act,” not A-C-T). We will
first consider the psychological contexts that seem to relate to the initiation, exacerbation,
maintenance, and alleviation of depression. We will then present a brief overview of the
principles and techniques of ACT, and show how they attempt to modify the contexts within
which depression occurs. Finally we will review the literature on the impact of ACT on
depression.

AN ACT VIEW OF DEPRESSION

The theory and technology of ACT are grounded philosophically in functional contextualism
(Biglan & Hayes, 1996; Hayes, 1993; Hayes et al., 1988), which has as its core analytic
unit the ongoing act-in-context (Pepper, 1942). The central components of contextualism
include (a) a focus on the whole event, (b) an understanding of the nature and function of
the event within a context, and (c) a pragmatic truth criterion. In applying these components
to therapy, ACT is characterized by a thoroughgoing functionalism in which the content of
client complaints is not taken too literally, but the function of them is examined continuously.
The usual view of depression is content driven. Persons complaining of depressive
“symptoms” are diagnosed with a mood or affective disorder, and efforts are then made to
change the form, frequency, or situational sensitivity of these symptoms by manipulating
their purported causes, be they dysfunctional cognitions (e.g., Beck et al., 1979), a low
rate of pleasurable activities (e.g., Lewinsohn et al., 1980), or disordered brain processes
(Delgado & Moreno, 1999). Conversely, in ACT, the problematic nature of depression
and its varied symptoms are assumed to be entirely functionally based and contextually
determined. Stated another way, the root problem in depression is not depressed mood or
negative thoughts, nor even the behavioral impact of such events, but the way that specific
contexts link mood, thought, and behavior into an overall pattern of ineffective living.
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One major contextual factor appears to be the human language community itself. ACT
is a verbal psychotherapy explicitly based on basic research in the nature of language
and cognition (Hayes et al., 1999; Kohlenberg et al., 1993). Within an array of verbal
contexts, depression may be viewed as problematic because it is believed to be “bad”, it
is seen as reflective of the quality of one’s life, because depression is held to be a cause
for behavior or its absence, and can be justified through reason-giving, and because these
verbal constructions suggest that depression must be avoided and/or eliminated before more
effectiveliving is possible. In this way, depression comes to “cause” alife restriction, but only
because a social/verbal context supports this feeling—action relationship. ACT treatment of
depression accordingly focuses on changing the contextual features that are thought to link
depressed content to problems in living rather than on depression per se. When depressed
mood and thought are no longer tightly linked to behavior, the self-amplifying downward
spiral of depression is eliminated, without ever targeting mood or thought for direct change
efforts.

In an ACT perspective on depression, the pathological links between emotion, cognition,
and behavior are produced particularly by experiential avoidance and cognitive fusion.
Experiential avoidance is the tendency to attempt to modify the form, frequency, or situa-
tional sensitivity of private events (thoughts, feelings, memories, and behavioral predispo-
sitions) even when this effort produces behavioral harm. An example would be avoiding
feeling sad or hurt, or trying not to think of a dead loved one, even when this effort deflects
from living in accord with valued goals (e.g., raising a family, maintaining an intimate
relationship, or working). Cognitive fusion is the tendency for the stimulus functions of
verbal/cognitive events to dominate over other sources of behavioral regulation. Both
features come from human language itself.

The specific theory of language and cognition on which ACT is based is called relational
frame theory (RFT) (Hayes et al., 2001). It is simply beyond the scope of this chapter
to provide an account of RFT (see Hayes, 1989; Hayes & Hayes, 1989, 1992, for early
summaries of this literature, or Hayes et al., [2001] for a book-length version). The core
process can be expressed simply, however. A normal child taught to relate stimulus A to
stimulus B will now also relate B to A. Even human infants (Lipkens et al., 1993) learn to
relate stimuli in such a bidirectional fashion—so far as we know, unlike any other species.
The source of this process is the subject of considerable theoretical debate—RFT is only
one account—but the basic performance is a fact.

We have argued elsewhere (e.g., Hayes et al., 1999) that it is the bidirectionality of human
language that leads directly to experiential avoidance and cognitive fusion. For example,
verbal knowledge of a painful history itself becomes painful through bidirectionality. A per-
son remembering past abuse feels upset because the verbal events and the original abuse are
bidirectionally related. Without bidirectionality, reports would have to precede and predict,
not just follow, painful events to acquire painful functions themselves. Thus, humans may
be tempted to avoid painful memories of abuse the way animals would avoid abuse itself.
This shows that experiential avoidance is built into human language itself.

Cognitive fusion is as well. The stimulus functions of verbal events arise due to their bi-
directional nature (among other processes that would require more time than we have here to
discuss). Stated loosely, because words and events stand in a bidirectional relation, humans
can deal with the world by dealing with referents to it. As humans interact verbally with
the world, they become more focused on thinking, evaluating, and categorizing it. Humans
become “fused” with their own cognitions in the sense that this verbal source of behavioral
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regulation becomes more and more dominant. As a consequence, the behavioral functions
of our world increasingly originate from derived stimulus relations and rules rather than
from direct contact with contingencies and with what works.

If these processes are often pathological, and yet are built into human language itself,
in what sense is the pathological process contextually determined? The answer is that it
is possible to manipulate the social/verbal community in therapy itself in such a way that
the normal effects of language are challenged and transformed. Examples of how this is
attempted in ACT will be given later in the chapter.

Consistent with ACT assumptions, experiential avoidance has been implicated in a large
number of behavioral disorders (Hayes et al., 1996). The publications on thought suppres-
sion, coping, and reason-giving provide good examples of the ways aspects of experiential
avoidance participate in the creation of psychopathology. We will cover each in the following
sections.

Thought Suppression

The preponderance of negative thoughts that typifies the thinking of depressed individu-
als has been well documented (see Haaga et al., 1991; Mathews & MacLeod, 1994, for
reviews). In a survey among the general population, suppressive strategies (e.g., “think
about something else,” “use willpower; forget it,” and “avoid thinking about it”’) were com-
mon responses to the question, “What’s the thing to do when you’re feeling depressed?”
(Rippere, 1977a). The “common-sense belief” that suppression is effective in eliminating
intrusive, depressive thoughts, furthermore, is one that is apparently widely practiced. For
example, the use of thought suppression has been reported by both subclinically (Wenzlaff &
Bates, 1998) and clinically depressed (Brewin et al., 1998) populations. Brewin et al. found
that depressed cancer patients reported significantly more intrusive memories than nonde-
pressed cancer patients and that greater numbers of intrusive memories were associated
with efforts to suppress them.

The literature on thought suppression, in general (Wegner, 1994), and as it applies to
depression, in particular (Beevers et al., 1999; Wenzlaff, 1993), is consistent in documenting
the ineffectiveness of this coping strategy. Subclinically depressed individuals especially are
ineffective in suppressing negative material, as documented through a series of experiments
by Wenzlaff et al. (1988). Subclinically depressed and nondepressed participants read a
story depicting either a very positive or a very negative event. Immediately afterwards, all
participants were asked to write down their thoughts, with half of them instructed not to
think about the story while doing so. An analysis of the participants’ protocols indicated
that all groups thought less of the story over a nine-minute period, with the exception of
depressed individuals who were attempting to suppress negative thoughts. These subjects
reported a decrease of thoughts during the first two-thirds of the nine-minute period, but an
abrupt increase in negative thoughts during the final three minutes.

Not only does thought suppression result in a relative increase in depressing thoughts,
but it may also increase depressed mood. Wenzlaff et al. (1991) found that reinstating a
musically induced mood that nondepressed participants were in while suppressing a target
thought resulted in a return of the suppressed thought. Conversely, instructing subjects not
to think about the target thought reinstated the original mood. In effect, a vicious circle
is established between thoughts and mood, such that efforts to suppress negative thoughts



38 HANDBOOK OF BRIEF COGNITIVE BEHAVIOUR THERAPY

associated previously with a dysphoric mood result in increased dysphoric mood, which in
turn, leads to a re-emergence of the suppressed thought.

Although it has not been subjected to a similar experimental analysis, various bodily
states (e.g., sad facial expressions and stooped body posture) have also been cited as cues
that may reinstate depressive thinking (Teasdale & Barnard, 1993). For example, depressed
individuals may assume a slumping, “defeated” body posture while experiencing negative
thoughts and dysphoric mood. Resuming the posture at a later time may reinstate the
depressing thoughts and mood, thus making the suppression of negative thoughts even
more difficult. The impact of thought suppression on bodily states is also well documented,
including even negative immunological effects (Petrie et al., 1998).

Depressed individuals use characteristic distraction patterns as methods of thought sup-
pression. In attempting to rid themselves of one depressing thought, depressives typically fo-
cus on other dysphoric thoughts, while nondepressed individuals rely upon positive thoughts
(Wenzlaff et al., 1988). This difference cannot be attributed to the failure of depressives
to recognize the effectiveness of positive distracting thoughts, but is apparently due to the
greater accessibility of negative thoughts for use as distracters. Even when subclinically
depressed participants are provided with positive distracters, however, they are unable to
use them as effectively as nondepressed participants in suppressing a negative thought.

Summary

Thought suppression as a way of experientially avoiding and escaping from unwanted
negative thoughts appears to be at least temporarily effective for individuals who are not in
significant psychological difficulty. This same strategy appears to be ineffective for those
experiencing symptoms of depression.

The degree to which these findings can be generalized to psychotherapy clients experi-
encing severe levels of clinical depression, however, remains unclear. Most of the research
investigating the suppression of negative thoughts (e.g., Wenzlaff et al., 1991) has used
college student participants experiencing what must be regarded as a subclinical level of
depression (e.g., a score of 7 or above on the short form of the Beck Depression Inven-
tory [Beck & Beck, 1972]). While it does not seem unreasonable to think that clinical
depressives may find it even more difficult to suppress successfully highly emotionally
laden self-referential thoughts (e.g., “I can’t do anything right”), empirical support for such
a conclusion must await the results of systematically extending work in thought suppres-
sion to psychiatric populations. However, additional research investigating avoidant coping
styles and reason-giving by clinically depressed clients, to which we now turn, provides
ample support for the dysfunctional roles played by experiential avoidance in depression.

Ineffective Coping Styles

Several ineffective coping styles have been implicated in depression (Cronkite & Moos,
1995). Unfortunately, different terms and concepts, in some cases by the same research
group, have been used to denote these coping styles, including “emotion-focused coping”
(Billings et al., 1983; Coyne et al., 1981; DeGenova et al., 1994), “avoidance coping”
(Krantz & Moos, 1988), “emotional discharge coping” (Swindle et al., 1989), “ineffective
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escapism” (Rohde et al., 1990), and “ruminative coping” (Nolen-Hoeksema et al., 1994;
Nolen-Hoeksema & Morrow, 1991). However, it is our contention, despite their apparent
differences, that all such coping styles can be meaningfully regarded as functioning in the
service of experiential avoidance.

Emotion-focused coping, for instance, has been characterized as “regulating an indi-
vidual’s emotional response to a problem” (DeGenova et al., 1994: p. 656), in contrast
to problem-focused coping, which is directed at resolving problems that cause depression
(Lazarus & Folkman, 1984). One example of emotion-focused coping is “tried to forget
the whole thing,” whereas “made a plan of action and followed it” is cited as illustrating
a problem-focused strategy (DeGenova et al., 1994: p. 656). Items that make reference to
unsuccessful attempts to suppress (“Quite often I cannot overcome unpleasant thoughts that
bother me”) and avoid depressing thoughts (“I cannot avoid thinking about mistakes I have
made in the past”) load on the empirically derived coping factor of “ineffective escapism”
(Rohde et al., 1990).

Perhaps the one coping style that on the surface might appear to be unrelated to ex-
periential avoidance is rumination (Nolen-Hoeksema, 1993). Depressives who engage in
ruminative coping worry excessively but passively about their depression. Ruminative cop-
ing includes focused brooding about the self (e.g., “I think back to other times I have been
depressed”), one’s depressive symptoms (e.g., “I think about how hard it is to concentrate™),
and the implications of one’s depression (e.g., “What does it mean that I feel this way?”’)
and its possible causes (e.g., “I go away by myself and think about why I feel this way”).
Clearly, ruminative coping is not problem-focused in the sense already mentioned, and,
with its focus on determining the causes of depression, it may contribute to the type of
dysfunctional reason-giving (to be discussed in the section that follows) that has also been
implicated in depression. While rumination may thus precede reason-giving, it has been
suggested that ineffective thought suppression, in turn, may precede rumination. That is,
depressives may initially but unsuccessfully try to suppress their negative thoughts and
emotions before turning to rumination (Nolen-Hoeksema et al., 1994). Nolen-Hoeksema
and Morrow (1991) found that college students who tended to avoid negative emotions
were also more likely to ruminate about them. Similarly, widows who avoided talking with
others about their husbands’ suicides were found to be more likely to ruminate about it than
widows who talked about their loss (Pennebaker & O’Heeron, 1984). Thus, it appears to
be useful to regard thought suppression, rumination, and reason-giving as different forms
of experiential avoidance lying on a temporal continuum.

It also seems meaningful to view depression itself within the context of a process affected
throughout by avoidant coping. Comparisons between depressed and nondepressed indi-
viduals consistently have found that depressives are more likely to use emotion-focused and
other types of avoidant coping styles and less likely to employ problem-solving coping than
their nondepressed counterparts (Billings et al., 1983; Billings & Moos, 1981; Coyne et al.,
1981; DeGenova et al., 1994; Folkman & Lararus, 1980; Pearlin & Schooler, 1978). At least
two prospective studies suggest not only that avoidant coping is correlated with current de-
pression, but also that it may function as an independent risk factor in predicting the onset
of depression. Within a community sample of older adults, the coping factor of ineffective
escapism was found to be associated with current depression and also to have a direct and
interactive effect of stress on future depressive episodes over a two-year period (Rohde et al.,
1990). Nolen-Hoeksema and Morrow (1991) documented similar findings among college
students after an earthquake. Specifically, students who displayed a ruminative style in
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coping with depressed mood were more likely to be depressed seven weeks after the earth-
quake than their peers with less ruminative response styles.

An avoidant coping style is not only a risk factor for those who becomes depressed in the
first place, but is also predictive of who is likely to experience an exacerbation and contin-
uation of mood disorder. Nolen-Hoeksema et al. (1994) found that bereaved adults with a
ruminative style were more likely to experience higher levels of depression six months later,
even after controlling for initial depression levels. In another longitudinal study, Moos and
his colleagues examined the relationship between avoidance coping assessed at intake and
the long-term outcome of treatment for depression. One year after the start of treatment, 41%
of clients who relied heavily on avoidance coping at intake were still depressed, compared to
26% of clients who did not resort to avoidance coping (Krantz & Moos, 1988). At four-year
follow-up, a similar pattern was maintained, as clients who displayed emotional discharge
coping at intake experienced more depression and physical symptoms (Swindle et al.,
1989). The negative relationship between reliance on avoidant coping and responsivity to
treatment for depression may, in part, be attributable to a poor client—therapist relationship.
Depressed clients who relied more heavily on avoidance coping found it harder to form a
positive relationship with their therapist in short-term psychotherapy (Gaston et al., 1988).

Summary

A wide array of investigations consistently have found that coping styles emphasizing ex-
periential avoidance are associated with the initiation, exacerbation, and maintenance of
depression, as well as poor responsivity to its treatment. That such convergent findings have
been accumulated despite divergent populations (college students, HIV-infected patients,
bereaved adults, older adults, depressed clients, etc.) and differing ways of assessing de-
pression and evaluating coping styles attests to the robust and powerful role of experiential
avoidance in depression.

Reason-Giving

Depressed clients ruminate, at least in part, in order to arrive at the reasons or causes for
their depression. Unfortunately, many of the “causes” that are discovered involve private
events that cannot be successfully suppressed, avoided, or escaped. The process of reason
formulation or reason-giving itself can become dysfunctional, in that it expends time and
energy that could be more productively channeled elsewhere (i.e., problem-focused coping),
as is the control that its byproducts may exert upon behavior. Reasons that make reference
to private events would not be problematic were it not for the fact that they are seen
by the verbal-social community and clients themselves as causes of their depression that
presumably must themselves be changed in order to overcome depression (Zettle & Hayes,
1986).

Said another way, clients begin to believe their own stories about why they are depressed
and unfortunately those stories involve internal rather than external “causal” events. Inves-
tigations of common-sense beliefs about depression have found that a high percentage of
individuals hold that depression is causally unrelated to external events (79% as reported by
Bloor [1983] and 92% by Rippere [1977b]) and that “feeling depressed is not the same thing
as feeling depressed about something.” Individuals who give more reasons for depression
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not surprisingly also ruminate more in response to depressed mood (Addis & Carpenter,
1999). Among depressed clients, those who can offer “good reasons” for their depressed
behavior tend to be both more depressed and more difficult to treat than other depressives.
Additionally, they differentially respond to treatment compared to depressed clients who
do not give as many reasons for their depression (Addis & Jacobson, 1996).

Summary

Reason-giving is a form of experiential avoidance: it is part of the process of figuring out how
to get rid of something. Although it has not been as extensively investigated as some other
facets of experiential avoidance, reason-giving is an integral part of the contextual mosaic
supporting depression. It has been both indirectly, through its relationship with ruminative
coping, and directly associated with nonresponsivity to treatment for depression.

Given the powerful data on thought suppression, coping, and reason-giving, the success
of any approach to psychotherapy for depression may be contingent upon its ability to
undermine these forms of experiential avoidance. It is a sobering thought, because most
forms of psychotherapy for depression pay little overt attention to this factor at all. ACT is
an exception.

OVERVIEW OF ACT

This portion of the chapter summarizes the major approach and goals of ACT. No attempt
is made to provide an extensive coverage of such matters, and interested readers are advised
to consult Hayes et al. (1999) for a more in-depth treatment of them.

Application of ACT

Strategically, ACT attempts to create a special verbal/social community within therapy
in order to undermine experiential avoidance, cognitive fusion, reason-giving, and other
verbal contexts and constructions that help support psychopathology. In doing so, it fre-
quently uses metaphors, paradox, and experiential exercises to point out the traps created by
language. ACT does not necessarily seek to eliminate the personal distress experienced by
clients. Rather, one of its goals is to enable clients to distinguish between circumstances in
which direct behavioral change is possible (commitment) and those in which psychological
acceptance is amore viable alternative. Most importantly, ACT actively undermines clients’
efforts to rid themselves of what are seen as impeding and unwanted private events that
stand in the way of acting in accordance with values in life.

The following sections are brief illustrations of some of the key components that comprise
ACT.

Creative Hopelessness

The first objective of ACT is for clients to realize that whatever they have been seeing as
possible solutions to their problems, including entering therapy itself, may instead be part
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of the problem. The various efforts and strategies that clients have attempted to get rid of
depression are examined dispassionately and in some detail. Clients are asked to consider
the possibility that perhaps they are still depressed, not because they haven’t tried hard
enough or have lacked sufficient motivation to rid themselves of depression, but because
their efforts to do so are simply making the problem worse. The goal is not for clients to
feel hopeless, but for them to see the hopelessness of their previous agenda: avoiding or
escaping from depression as a means to effective living. Seeing the hopelessness of the
agenda is called creative hopelessness, because it commonly carries a sense of opening
up. The client does not know what to do, but knows, that, whatever it is, it will have to be
new. Throughout this process, a distinction is made between blaming oneself for having a
problem such as depression in the first place and being “creatively responsible” (literally,
having the ability to respond—*‘response-able”—differently) in reaction to it.

The “quicksand metaphor” is commonly used early in ACT to encourage clients to
disband previous efforts at experiential avoidance and open themselves up to alternatives.
Clients are told the following:

It would be like if you were caught in quicksand. Of course, you’d try what you know
how to do to get out, but almost everything you know about how to get out will only get
you deeper into the quicksand. If you pushed down with one foot to get out, your foot
would only sink in. The safest thing to do with quicksand is to spread out and try to get
yourself fully in contact with the quicksand. Maybe your situation is like that. It may
not make logical sense, but maybe what you need to do is stop struggling and instead
get fully into contact with what you have been struggling with.

The purposes of this first phase of ACT are to undermine reason-giving, to block experiential
avoidance, and to disconnect language from its normal, literal functions. If everything that
can be thought of to “solve” a problem is itself an aspect of the problem, then language
itself may be seen in a slightly different way. Language becomes a behavioral process to
notice, but not one to use to deal with troubles. This is an example of what we mentioned
earlier in the chapter: using the social/verbal community in therapy to change the context
in which language has its problematic functions. There are many other examples of this in
ACT, but we will not be able to go into many of these in any detail in the present chapter
due to space limitations (see Hayes et al., 1999).

The Problem of Control

If the goal of engendering creative hopelessness is successful, clients are ready to appreciate
more fully why their agenda of experiential avoidance has failed. Instead of explicitly
interpreting the difficulty as one of experiential avoidance, the central problem is presented
as one of deliberate attempts to control. It is pointed out that deliberate attempts to control or
get rid of unwanted circumstances work quite well when such events lie outside ourselves.
In short, the operative rule is “If you don’t like something (e.g., a messy house), figure out
what you need to do in order to get rid of it, and do it (clean the house).” By contrast, an
experiential appeal is made to clients about the futility of extending the control agenda to
private events. While deliberate efforts to control depressive thoughts, for example, may
appear to work in the short term, the suppression literature and, more importantly, the direct
experience of depressed clients suggest that this strategy is actually harmful in the long run.
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Instead, the operative rule involving direct control of private events appears to be “If you
aren’t willing to have it, you’ve got it.”

A series of “thought experiments” and exercises are presented to underscore how delib-
erate attempts to control private events typically “backfire.” With regard to the control of
feelings, something like the following commonly is presented:

Let’s imagine you were hooked up to the world’s most sensitive polygraph and in such
a way that both of us could clearly see its readings and thereby immediately know how
anxious or relaxed you were. Now suppose I presented you with the following task—all
you have to do is remain relaxed. Furthermore, to increase your motivation on the task,
I take out a loaded revolver, point it to your head, and tell you I will pull the trigger if
you fail at the task by becoming anxious. What will happen?

After clients acknowledge that they would be unable to remain relaxed under such cir-
cumstances, the presentation continues:

Do you see in this situation that it is very important for you to avoid becoming anxious?
But what happens when you deliberately try to avoid becoming anxious? Do you see
that now anxiety itself becomes something to be anxious about? Isn’t it true in your
own experience that a very similar thing happens with other unwanted emotions as
well—that if you’re depressed and have struggled to get rid of it, depression itself can
be something to be depressed about, so that now you are even more depressed. Sure,
you don’t go through life hooked up to a polygraph, but we all have something that
serves the same purpose—our own nervous systems. We don’t need a machine to tell
us when we are anxious or depressed; our own body and nervous system will tell us.
We also don’t have guns pointed at our heads either, but you must be motivated to get
rid of your depression or why would you be here? You won’t be shot if you become
even more depressed, but what do you think will happen to you and your life if you
don’t successfully rid yourself of it? Notice that deliberately trying to control feelings
doesn’t work with positive emotions either. Suppose I offered you a million dollars if
you could fall in love within 24 hours with the first stranger you encounter upon leaving
here. Could you do it?

To underscore the futility of trying to control unwanted thoughts, clients are typically
asked to suppress a specific thought; e.g., “For example, whatever you do right now, don’t
think of jelly doughnuts! Especially jelly doughnuts that are so big around, are all covered
with powdered sugar, and are all sugary and gooey when you bite into them. Whatever you
do, don’t think of them.” In our experience, this phase of ACT is the one most clients readily
relate to, as they have had the experience of being unable to get rid of a thought or feeling
that they did not want.

Willingness

Once clients more fully understand the counterproductive nature of their control agenda,
it is useful to present willingness as an alternative. The “two scales metaphor” is used to
differentiate deliberate control from willingness:

Imagine there are two scales, like the knobs on a stereo. One is right out here in front
of us and it is called “depression.” It can go from O to 10. In the posture you’re in, what
brought you in here, was this: “My level of depression is too high.” In other words, you
have been trying to turn the knob down on this scale. But now there’s also another scale.
You may not have even known it’s there because it’s hidden and hard to see. This other
scale can also go from 0 to 10. What we have been doing is gradually preparing the way
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so that we can see this other scale. We’ve been bringing it around to look at it. It’s really
the more important of the two, because it’s the one that makes the difference, and it’s
the only one of the two that you can control. This second scale is called “willingness.” It
refers to how open you are to experiencing your own experience when you experience
it—without trying to control it, avoid it, escape from it, and so on. When depression is
up here at 10, and you’re wrestling with it to make it go down or go away, then you’re
unwilling to feel and experience the depression. In other words, the willingness scale is
down at 0. But that is a terrible combination. It’s like a ratchet or something. You know
how a ratchet wrench works? When you have a ratchet set one way, no matter how you
turn the handle on the wrench, it can only tighten the bolt. It’s like that. When depression
is high and willingness is low, the ratchet is in and depression can’t go down. That’s
because if you are really, really unwilling to have depression, then depression itself
is something to be depressed about. It’s as if when depression is high, and willingness
drops down, the depression kind of locks into place. So, what we need to do in this
therapy is shift our focus from the depression scale to the willingness scale. You’ve
been trying to control depression for some time and it just doesn’t work. Don’t believe
me when I say this, but look at your own experience. It’s not that you weren’t clever
enough; it simply doesn’t work. Instead of doing that, we will turn our focus to the
willingness scale. Unlike the depression scale, which you can’t move around at will, the
willingness scale is something you can set anywhere. It’s not a reaction—not a feeling
or a thought—it’s a choice. You’ve had it set low. You came in here with it set low—in
fact, coming in here at all may initially have been a reflection of its low setting. What
we need to do is get it set high. If you do this, I can guarantee that if you stop trying to
control depression, your level of depression will be low—or—it will be high. I promise
you! And when it is low, it will be low, until it’s not low and then it will be high. And
when it’s high it will be high until it isn’t high anymore. Then it will be low again—I'm
not teasing you. There just aren’t good words for what it is like to have the willingness
scale set high.

The shift from an agenda of deliberate control to willingness is critical but also tricky for
several reasons. For one, willingness cannot be subverted into a form of emotional control:

CLIENT: OK, so if I am willing to be depressed, then it’ll go away?

THERAPIST: It may or it may not. If you’re willing to be depressed, your depression is
free to seek its own level. But you can’t trick yourself. If you’re willing to experience
depression only in order to get rid of it, then you’re not willing to have it. And remember,
if you’re not willing to have it, you’ve got it.

It’s also not uncommon for clients to experience other types of confusion surrounding
willingness. From an ACT perspective, willingness is not a concept or a feeling, but a strategy
clients can adopt in order to gain control of their lives. Control over one’s life, however,
is not achieved through controlling unwanted private events. They are uncontrollable and
attempts to do so only results in one’s life being out of control. As a strategy, willingness
most usefully is thought of as an activity, or in some instances, not acting. For example,
depressed clients might not feel willing to get out of bed and go to work in the morning,
but could be willing in the sense that they show up for work.

A final difficulty clients may experience at this phase of ACT is in distinguishing be-
tween being willing and wanting. They are not the same. One can be willing to experience
depression in the service of achieving an important goal without wanting to experience the
emotion. Similarly, willingness is not the same as “gutting it out,” tolerating, or ignoring
certain thoughts and feelings. Most importantly, willingness must occur simultaneously
at the levels of overt behavior and private events. Clients must not only be willing to put
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themselves in situations that are likely to occasion depression, but also not engage in activ-
ities to reduce or escape from it when it does occur.

Defusion

Willingness is facilitated through other components of ACT, particularly “cognitive defu-
sion.” By the use of this term we mean the disruption of the usual meaning functions of
language. Defusion weakens the tight equivalence classes and verbal relations that establish
stimulus functions through verbal processes (Hayes et al., 1999). Words are usually seen
as equivalent to the things they describe, even when applied to one’s life (e.g., “My life is
hopeless”). However, through defusion, a thought may come to be not just understood, but
also heard as a sound or simply observed as an automatic verbal relation.

Several means are used within ACT to promote defusion and, by doing so, change the
stimulus functions of language for clients. These include the use of mindfulness exercises,
paradox, and metaphor, as well as several “verbal conventions.” One such convention has to
do with use of the words “but” and “and.” What “but” literally means is that what follows
the word, “but,” contradicts what went before the word. What is really the case, though, is
that one’s got whatever precedes and follows the “but.” The convention that ACT adopts as
part of the language of therapy is to replace “but” with “and.” For example, a client who
says, “I wanted to go out with my friends, but I was too depressed,” would be prompted to
reformulate the statement with an “and”—*T wanted to go out with my friends and I was
depressed.” Both things are true and one doesn’t negate the other. The client might be asked,
“Is it possible that you could have gone out with your friends and be depressed?”

A second verbal convention consists of distinguishing between evaluation and descrip-
tion. This is important because all of us commonly make almost no distinction between
the primary properties of events themselves (the description with which most others would
agree) and their secondary properties derived from the emotional responses and evaluations
we have to the events (evaluations that may be unique to each individual). This is prob-
lematic when clients react to a subjective property of some event as an objective, external
property of it. For instance, depressed clients may believe the thought, “I am a worthless hu-
man being.” While all would agree that clients are human beings, the adjective “worthless”
is a subjective evaluation that clients are making of themselves. The ACT therapist would
help the client to separate descriptions from evaluations, perhaps by saying something like
the following: “Aren’t what you really saying or thinking is that you are a human being and
right now that you have the evaluation that you are worthless? So, let’s have you try saying
it that way—‘I am a human being and I am having the evaluation that I am worthless.””
More generally, clients are encouraged to label all verbal processes for what they are. For
example, ACT works with clients to say, “I’m having the thought (or feeling, evaluation,
urge) that > This helps clients to see that their private events are things that they are
experiencing rather than taking the thoughts and evaluations literally.

Self as Distinct from Private Events

Especially in depression, negative thoughts and feelings that clients experience are about
themselves. It becomes important therapeutically not only to help clients distinguish
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between verbal descriptions and evaluation, but also to distinguish between themselves
and private events that are experienced as self-evaluations. Loosely speaking, clients may
identify too closely with self-referential thoughts and feelings (e.g., “I think I’'m worthless,
so I must be worthless”).

In order to undermine attachment to verbal content as a matter of personal identity, ACT
helps clients find a sense of self that transcends the literal and is defined by the continuity of
consciousness over the course of one’s lifetime (Hayes, 1984). The sense of observing from
“here now” is one that all verbally able humans experience under certain conditions (e.g.,
when meditating). ACT highlights this naturalistic sense of spirituality through metaphors
and experiential exercises designed to recontact clients with their “observing self.” This
sense of self appears to be critical, as it provides clients with at least one stable, immutable
fact about themselves that has and can be experienced directly, and that will not be threatened
by a willingness to experience previously avoided private events. It seems less threatening
to clients to face depression and other types of psychological pain in life if they know that no
matter what happens, the “I,” in at least one important sense of that word, will not be at risk.

Another metaphor, that of “house and furniture,” is used to help clients distinguish
between their sense of self and undesirable psychological content:

It’s as if you were a house filled with furniture. The furniture is not, and can never be, the
house. Furniture is the content of the house, or what’s inside it. The house merely holds
or contains the furniture and provides the context in which furniture can be furniture.
Notice that whether the furniture is thought to be good or bad says nothing about the
value of the house. Suppose you are more like the house than the furniture. Just as the
furniture is not the house, suppose in some deep sense that your thoughts and feelings
are not you.

Values and Commitment

The phases of ACT that have been presented to this point primarily are designed to increase
willingness and undermine experiential avoidance and cognitive fusion. The acceptance of
previously avoided depressive thoughts, feelings, and memories, however, is not a goal in
its own right, but is sought in the service of enabling clients to move their lives in a valued
direction. Helping clients identify valued life goals and to make and keep commitments
consistent with these values, even in the face of psychological obstacles, is the focus of the
final phase of treatment within ACT.

ACT defines values as verbally constructed, globally desired life directions. Values man-
ifest themselves over time and unfold as an ongoing process rather than an outcome (like
heading west). Thus, values are more like choosing a direction (valuing the direction of
west), while concrete goals are more like selecting an attainable destination (getting to
California). Importantly, values are chosen, and not decided upon. On this point, ACT holds
that it is useful to draw a distinction between choosing a course of action and deciding upon
one. Another metaphor is used to make this distinction:

Suppose you commit yourself to drive a small busload of children to an outing at the
state fair. You were planning on going to the state fair anyway and thought you’d help
out. Imagine, though, that after you commit yourself to the trip, its organizer informs
you that little Johnny Boogernose, the meanest, nastiest kid in the bunch, will be riding
with you. Still, you said you’d transport a load of children, so you head off to the state
fair, several miles away. Imagine, though, that just a few miles out the kids start fighting,
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squawking, and hollering uncontrollably. So you pull off to the side of the road and
inform them that you won’t go any further until they shut up and behave themselves.
Notice, though, what happens when you do that—who is now in control of whether or
not you make it to the fair? Is it you or the rowdy kids? What if they never shut up?
You’'re stuck. Are you prepared to spend the rest of your life pulled over to the side of
the road? Do you see that your choice to go to the fair has now been transformed into
a decision that is out of your hands? Imagine further that the rowdy kids, even little
Johnny Boogernose himself, are thoughts, feelings, and memories that you wish you
could shut up. And you’re not just on a trip to the fair but on life’s journey. Are you going
to choose the direction you take or are you going to let your thoughts and feelings decide
for you?

Because thoughts and feelings, as pointed out earlier, are typically cited as reasons for
actions and held as behavioral causes, an effort also is often made at this point in ACT
to undermine any dysfunctional control exerted by reason-giving. For example, clients
are asked to choose between two imaginary dishes of ice cream, one chocolate and the
other vanilla. Once the choice is announced, the client is repeatedly asked “Why?” until
all possible reasons to justify the choice have been exhausted. Usually, three or four why
questions will exhaust the reason-giving repertoire in this area. Exasperated clients usually
finally say something like, “I don’t know why I choose it, I just do,” and that precisely is the
point. Choices are to be made not because of a proper alignment of thoughts and feelings
nor because of all the right reasons. Choices and commitments are to be made because they
move us in a direction consistent with our values. In this regard, the final critical question
presented to clients by ACT is the following:

Given a distinction between you and the things you’ve been struggling with and trying
to change, are you willing to experience those things, fully and without defense, as they
are, and not as they say they are, and do what takes you in a valued direction in the
situation?

If the client can answer “yes” to this question, then life itself opens up just a bit. If the
answer is no, then, psychologically speaking, the client becomes a bit smaller.

Summary

ACT is a comprehensive approach to verbal psychotherapy that is philosophically grounded
in functional contextualism and based upon basic behavior analysis developments in lan-
guage and cognition. It is designed, and normally implemented, as a brief (10-20 sessions)
outpatient therapy that employs the use of metaphor, paradox, and experiential exercises to
undermine cognitive fusion, experiential avoidance, and other forms of verbal/social sup-
port for psychopathology. Research investigating the degree to which ACT can successfully
treat depression through processes consistent with its model of psychopathology will be
considered in the next section.

TREATMENT OF DEPRESSION WITH ACT

Although the total number of published reports investigating the treatment of depression
with ACT is rather modest, ACT, to our knowledge, is the only brief, behaviorally based
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intervention that has been evaluated by both efficacy and effectiveness research (Seligman,
1995).

Efficacy Research

Efficacy research, in general, is more common than effectiveness research and has been used
to “validate empirically” a number of psychological treatments (American Psychological
Association Task Force on Promotion and Dissemination of Psychological Procedures,
1995), including cognitive (Beck et al., 1979) and interpersonal therapy (Klerman et al.,
1984) for depression. In an initial randomized clinical trial (Zettle & Hayes, 1986), 18
depressed women received 12 weekly sessions of either cognitive therapy (Beck et al.,
1979) or an early version of ACT. Participants in both conditions improved significantly
from pretreatment through the end of a two-month follow-up. However, those receiving
ACT were judged by a blind, independent evaluator using the Hamilton Rating Scale for
Depression (Hamilton, 1960) to be significantly less depressed at follow-up than women
treated with cognitive therapy.

An analysis of several process measures also detected differences between ACT and
cognitive therapy in the mechanisms through which therapeutic change was apparently
effected. At pretreatment, posttreatment, and follow-up, participants completed the Auto-
matic Thoughts Questionnaire (ATQ) (Hollon & Kendall, 1980) and a Reasons Question-
naire specifically developed to assess reason-giving for dysfunctional behavior. The ATQ
assesses separately the frequency and degree of believability of negative thoughts associated
with depression. Participants in both therapy conditions reported significant, but equiva-
lent, reductions in frequency scores across the course of the study. A different pattern of
findings, however, was found on ATQ believability scores. Participants treated with ACT
reported significantly greater reductions than those receiving cognitive therapy in their be-
lief in depressive thoughts at posttreatment. In short, significantly lower believability scores
for ACT clients were not associated with similar differential reductions in ATQ frequency
ratings. Stated somewhat differently, changes in the believability of depressive thoughts
occurred independently of reductions in their frequency, consistent with ACT’s emphasis
on undermining experiential avoidance. The goal of ACT in this regard can be cast as one
of reducing the dysfunctional control exerted by depressive thoughts, as reflected by reduc-
tions in believability ratings, but not by merely eliminating such private events. Through
ACT, depressed clients may still have depressive thoughts, but learn how to react differently
to them.

Further evidence that ACT works by weakening verbal/social support for psychopathol-
ogy is offered by findings from the Reasons Questionnaire. Participants initially were asked
to provide separate reasons for their overeating and being suicidal, and subsequently, to rate
“how good” each reason was. Judges reliably categorized reasons as “external,” referring to
environmental events as the cause of the dysfunctional behavior, or “internal,” referring to
private events. The participants treated with ACT showed a significant reduction in validity
ratings for internal reasons from pretreatment to follow-up. By contrast, those receiving
cognitive therapy showed only a slight and nonsignificant reduction in the extent to which
they viewed private events as “good reasons” for dysfunctional behavior.

A second comparative outcome study investigating the efficacy of ACT relative to cog-
nitive therapy evaluated both treatments when delivered in a group, rather than individual,
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format (Zettle & Rains, 1989). A total of 31 depressed women were randomly assigned to
ACT or to one of two variants of cognitive therapy. All three groups showed significant, but
equivalent, reductions in depression over 12 weeks of treatment and two-month follow-up.
While ACT was found to be equivalent in efficacy to cognitive therapy when both were
delivered in a group, as opposed to individual, format, other discrepant findings again
suggested that the two interventions may operate through different processes. Specifically,
participants treated with cognitive therapy reported significant reductions from pretreatment
through follow-up in their agreement with depressive beliefs as assessed by the Dysfunc-
tional Attitude Scale (DAS) (Weissman & Beck, 1978). By contrast, participants receiving
ACT showed only slight, nonsignificant reductions in DAS scores.

Upon first consideration, these results may appear to be directly opposite to the earlier
findings of Zettle and Hayes (1986) in which ACT clients, relative to those receiving
cognitive therapy, showed greater reductions in ATQ believability scores. One possible
explanation of these seemingly discrepant findings may involve differences in the wording
used in the two instruments and in the type of cognitive activity each purportedly assesses.
The ATQ asks participants to “indicate how strongly, if at all, you tend to believe that
thought, when it occurs,” while the DAS instructs respondents to decide how much they
“agree or disagree” with each listed belief. It is not inconsistent with the conceptualization
we have offered for ACT to posit that depressed clients treated with it may continue to
agree with “depressogenic beliefs,” provided that any associated dysfunctional emotional
and behavioral control is effectively weakened. For example, a depressed client successfully
treated with ACT may still totally agree that “people will probably think less of me if I
make a mistake,” but stop avoiding situations in which possible social censure and any
resulting embarrassment might occur as a consequence of making mistakes. In other words,
“feeling that others think less of me” is no longer a psychological event to be avoided.
At the very least, process data from the two efficacy studies are consistent in strongly
suggesting that ACT initiates therapeutic change through a mechanism that differs from that
of cognitive therapy. This seems especially noteworthy in light of other research that has
documented significant reductions in DAS scores when depression is successfully treated
with pharmacotherapy (Reda et al., 1985; Simons et al., 1984; Simons et al., 1986).

Most recently, a Swedish study compared ACT to treatment-as-usual (TAU) with 24
unemployed individuals on sick leave suffering from depression (Folke & Parling, 2004).
The 11 participants in the TAU condition received governmental interventions available to
the unemployed on sick leave, while those randomly assigned to the ACT condition received
these services as well as one individual and five weekly group sessions of treatment. After
treatment, the ACT group showed significantly lower levels of depression and reported a
higher quality of life, general health, and perceived level of functioning compared to the
TAU group.

Effectiveness Research

Effectiveness research can be distinguished from efficacy research in several important
respects (Seligman & Levant, 1998). While efficacy research typically evaluates manualized
therapies delivered for a fixed number of sessions to homogeneous volunteers meeting
various selection criteria, effectiveness research investigates the impact of interventions
as they are applied in “the field” for varying lengths of time in serving clients actively
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seeking therapy for a diverse array of presenting problems. A recent study by Stroshal et al.
(1998) meets the defining criteria for effectiveness research (Seligman, 1995) and provides
further empirical support for the clinical impact of ACT. Because effectiveness research
does not screen out participants with multiple interacting problems and “dual diagnoses,”
it should be noted that only 12% of the participating clients were diagnosed with a mood
disorder. However, its results appear to be relevant to an evaluation of brief ACT in treatment
of depression. No findings varied as a function of client diagnosis, and mood disorder
was the second most common Axis I diagnosis after adjustment disorder. Accordingly, it
seems reasonable that the study’s general findings would extend more specifically to the
effectiveness of brief ACT with depression.

Therapists at mental health centers in a health maintenance organization (HMO) setting
were offered training in ACT. The training consisted of an initial introductory ACT work-
shop, followed by an “intensive” clinical workshop, as well as dissemination of a detailed
therapy manual and monthly supervisory consultations over the course of the one-year
project. All new clients of ACT-trained therapists over a one-month period, as well as those
for a control group of therapists who did not receive the training, were evaluated prior to
training and again the following year after the completion of training.

In effect, the design of the study simultaneously evaluated the acquisition of ACT skills
through training and their relevance and impact. If ACT were effective with only a few
clients, it might have high impact, but low relevance, and no overall difference in outcomes
would be expected. Furthermore, if ACT seemed to apply, but was ineffective, no outcome
differences would be obtained. Finally, if the training did not reliably lead to the acquisition
of ACT skills, differences would not be found even if ACT might otherwise be effective. This
appears to be a fairly bold way to evaluate therapeutic impact in the real world, especially
given an extensive literature showing that therapist training generally does not improve client
outcomes (Dawes, 1994), and, consequently, easily obtained placebo effects are unlikely.

Among other findings, the clients of ACT-trained therapists reported significantly better
coping than the clients of untrained therapists and were more likely to have completed treat-
ment within five months of starting therapy. In addition, clients of ACT-trained therapists
were more likely to agree with their therapists about the ongoing status of therapy (whether
it was still continuing) and less likely to be referred for pharmacotherapy. Finally, evidence
also suggested that increasing client acceptance was instrumental to ACT’s effectiveness.
Specifically, clients of ACT-trained therapists showed increased levels of acceptance after
training, while the acceptance scores of clients of untrained therapists did not change.

Summary

Evaluations of the relative efficacy of ACT suggest that it compares favorably with cogni-
tive therapy in the treatment of depression. Although there have only been two comparative
outcome studies, evaluating ACT against cognitive therapy appears to provide a fairly rig-
orous test of its efficacy, given the large body of literature establishing the empirical validity
of cognitive therapy. Obviously additional research is necessary for further evaluation and
determination of the relative efficacy of brief ACT in treating depression, and if efficacy
research provided the only empirical support of ACT’s clinical impact, our evaluation of its
potential would be even more tempered. However, our overall assessment of ACT is bol-
stered considerably by evidence for its effectiveness when applied in the field to a variety
of clients.
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In our view, promising evaluations of the efficacy and effectiveness of ACT are ad-
ditionally exciting and noteworthy given findings about the processes and mechanisms
through which it may initiate therapeutic change. Both efficacy and effectiveness research
are consistent in suggesting that ACT facilitates therapeutic change through unique pro-
cesses consistent with the model upon which it is based. Whether such processes can be
more optimally addressed and exploited through further strategic and technical refinements
of ACT, possibly thereby resulting in increased levels of efficacy and effectiveness, is a
question that also merits additional research.

CONCLUSION

The development and evaluation of ACT is an ongoing process. We have attempted in this
chapter to provide a “snapshot” of ACT as it exists at the time of this writing. In some
sense, ACT is still in its infancy and will undoubtedly continue to grow and evolve in both
unforeseen and more predictable ways.

The strategy of treatment development that has been followed with ACT is unusual. After
its earliest applications showed positive effects, over a decade of research was dedicated
to basic philosophical, theoretical, and process research. Only in the last few years have
additional randomized controlled trials appeared (e.g., Bond & Bunce, 2000), but now
with a technology that is on a firmer scientific footing. Whether ACT as a technology will
survive we do not know, but it does seem clear that the issues of experiential avoidance,
cognitive fusion, and mindfulness and acceptance, are here to stay within the empirical
clinical literature. We like to think that expansion of the empirical clinical tradition is good
both for the field and for the suffering humanity it serves.

REFERENCES

Addis, M. E., & Carpenter, K. M. (1999). Why, why, why?: Reason-giving and rumination as predictors
of response to activation- and insight-oriented treatment rationales. Journal of Clinical Psychology,
55, 881-894.

Addis, M. E., & Jacobson, N. S. (1996). Reasons for depression and the process and outcome of
cognitive-behavioral psychotherapies. Journal of Consulting and Clinical Psychology, 64, 1417—
1424.

American Psychological Association Task Force on Promotion and Dissemination of Psychological
Procedures. (1995). Training in and dissemination of empirically validated psychological treat-
ments: Reports and recommendations. The Clinical Psychologist, 48, 3-23.

Beck, A. T., & Beck, R. (1972). Screening depressed patients in family practice: A rapid technique.
Postgraduate Medicine, 52, 81-85.

Beck, A. T., Rush, A.J., Shaw, B. F., & Emery, G. (1979). Cognitive therapy of depression. New York:
Guilford Press.

Beevers, C. G., Wenzlaff, R. M., Hayes, A. M., & Scott, W. D. (1999). Depression and the ironic effects
of thought suppression: Therapeutic strategies for improving mental control. Clinical Psychology:
Science and Practice, 6, 133-148.

Biglan, A., & Hayes, S. C. (1996). Should the behavioral sciences become more pragmatic? The case
for functional contextualism in research on human behavior. Applied and Preventive Psychology:
Current Scientific Perspectives, 5, 47-57.

Billings, A. G., Cronkite, R. C., & Moos, R. H. (1983). Social-environmental factors in unipolar
depression: Comparisons of depressed patients and nondepressed controls. Journal of Abnormal
Psychology, 92, 119-133.



52 HANDBOOK OF BRIEF COGNITIVE BEHAVIOUR THERAPY

Billings, A. G., & Moos, R. H. (1981). The role of coping responses and social resources in attenuating
the impact of stressful life events. Journal of Behavioral Medicine, 4, 139-157.

Bloor, R. (1983). “What do you mean by depression?”—A study of the relationship between
antidepressive activity and personal concepts of depression. Behaviour Research and Therapy,
21, 43-50.

Bond, F. W., & Bunce, D. (2000). Mediators of change in emotion-focused and problem-focused
worksite stress management interventions. Journal of Occupational Health Psychology, 5, 156—
163.

Brewin, C. R., Watson, M., McCarthy, S., Hyman, P., & Dayson, D. (1998). Intrusive memories and
depression in cancer patients. Behaviour Research and Therapy, 36, 1131-1142.

Coyne, J. C., Aldwin, C., & Lazarus, R. S. (1981). Depression and coping in stressful episodes.
Journal of Abnormal Psychology, 90, 439-447.

Cronkite, R. C., & Moos, R. H. (1995). Life context, coping processes, and depression. In
E. E. Beckham & W. R. Leber (Eds.), Handbook of depression (2nd ed., pp. 569-587). New
York: Guilford Press.

Dawes, R. M. (1994). House of cards: Psychology and psychotherapy built on myth. New York: Free
Press.

DeGenova, M. K., Patton, D. M., Jurich, J. A., & MacDermid, S. M. (1994). Ways of coping among
HIV-infected individuals. Journal of Social Psychology, 134, 655-663.

Delgado, P., & Moreno, F. (1999). Antidepressants and the brain. International Clinical Psychophar-
macology, 14 (Suppl 1): S9-S16.

Folke, F., & Parling, T. (2004). Acceptance and commitment therapy in group format for individuals
who are unemployed and on sick leave suffering from depression: A randomized controlled trial.
Unpublished thesis, University of Uppsala, Uppsala, Sweden.

Folkman, S., & Lazarus, R. S. (1980). An analysis of coping in a middle-aged community sample.
Journal of Health and Social Behavior, 21, 219-239.

Gaston, L., Marmar, C. R., Thompson, L. W., & Gallagher, D. (1988). Relation of patient pretreatment
characteristics to the therapeutic alliance in diverse psychotherapies. Journal of Consulting and
Clinical Psychology, 56, 483-489.

Haaga, D. A., Dyck, M. J., & Ernst, D. (19