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Background: Veterans are more exposed to mental disorders, especially anxiety, depression,
suicidal ideation, and suicide attempt, due to the important role they played in defending their
country. This study aimed to investigate the effect of Acceptance and Commitment Therapy (ACT)
on reducing anxiety symptoms, depression symptoms, and suicidal ideation.

Methods: This study was conducted following a pretest-posttest quasi-experimental study design
in 2020. The study included two groups, the experimental group and the control group awaiting
treatment. The participants in this study consisted of 20 veterans who were selected using
availability sampling and randomly assigned to two groups, the experimental group and the control
group awaiting treatment (10 in each group). The instruments used in this study included the Beck
Anxiety Inventory (BAI-II), the Beck Depression Inventory (BDI-II), the Beck Scale for Suicidal
Ideation (BSSI), and a researcher-made demographic information questionnaire. Participants in
the experimental group received 12 sessions of Acceptance and Commitment Therapy (ACT) for
two hours per week, and participants in the control group awaiting treatment did not receive any
intervention and received only routine medications. The pre-test and post-test were administered
to both groups. The data were analyzed by descriptive statistical indices and the univariate
Analysis of Covariance (ANCOVA) using SPSS 22 software.

Results: The study results showed that Acceptance and Commitment Therapy (ACT) contributed
substantially to managing and reducing anxiety symptoms, depression symptoms, and suicidal
ideation in veterans in the experimental group. After the intervention, the mean scores of the
experimental group on the variables of anxiety, depression, and suicidal ideation decreased as
compared to the control group awaiting treatment, and these differences were statistically
significant (P < 0.001).

Conclusions: The results of this study revealed that Acceptance and Commitment Therapy (ACT)
was effective in reducing the symptoms of anxiety, depression, and suicidal ideation in veterans.

Keywords: Acceptance and Commitment Therapy (ACT), anxiety, depression, suicidal ideation,
veterans.



Background

Mental disorders such as depression and anxiety are among the most important causes of suicide
(1). Annually, one in four adults develops these disorders, and factors causing disability in the
United States and Canada have been found in the groups aged 15-44 years (2). Relevant research
shows that 90% of suicides are associated with mental disorders, among which depressive and
anxiety disorders account for 60% of suicides (3). According to the statistics provided by the World
Health Organization (WHO), 400 million people worldwide suffer from anxiety, and this
phenomenon is the primary cause of 6 to 25 percent of all mental problems. Depression is also one
of the most common mental disorders in the world (4). More than half of suicide victims had
reported a depressive disorder before they died (5). Depression can lead to suicidal ideation (6),
and reduction in depression is accompanied by a reduction in suicidal ideation (7). In suicidal
ideation, the individual has thoughts or fantasies about committing suicide or self-harm, which are
expressed verbally or in written form, and the individual has not yet taken any action in this regard
(8). Suicidal ideation is associated with poor psychosocial functioning, future depressive disorders,
dropout, high-risk sexual behaviors, aggressive behaviors, and substance abuse disorders (9).

On the other hand, war is one of the factors influencing the increase in the prevalence rate, time of
onset, and course of some mental disorders among the soldiers who took part in war. The soldiers
who took part in war or veterans suffer from more severe mental problems than the public. Some
research suggests that in almost every four soldiers who return from war, one soldier suffers from
severe mental problems such as post-traumatic stress disorder (PTSD), depression and anxiety
spectrum disorders, aggression, suicidal ideation and suicide attempts, severe family and marital
conflicts, etc., and mental complications caused by war may sometimes also last for years after
war (10). Regarding the impact of war on the development of mental disorders, especially after the
First and Second World Wars, Vietnam-Korea war, Arab-Israel war, Iran-Iraq war, and the Persian
Gulf war, extensive research has been so far conducted on the soldiers and those who took part in
wars in various countries, indicating the devastating impacts of war and presence on the battlefield
on individuals’ behavioral responses and mental states (11, 12). Nearly 20% of deaths caused by
suicide in the United States have also occurred among veterans (11). Studies reveal that a large
number of veterans in the United States have reported mental health problems, of whom 19.5-
22.8% had traumatic brain injury (TBI) and 24.4% reported having PTSD (Institute of Medicine,
2014) (12, 13). Moreover, in 2014 in the United States, female veterans (46.5%) had reported a
higher prevalence of major depressive disorder (MDD) during their lifetime compared to male
veterans (36.3%) (14). According to reports in 2014, only 30% of the total population of veterans
in the U.S. health care system sought mental health care (15). From 1999 to 2014, the suicide rate
for female and male veterans increased by 62.4 and 29.7 percent, respectively (16). Depressive
disorder is known as a risk factor for suicide, as frequently reported in many studies (17, 18, 19,



20, 21, 22, 23). In the U.S. veteran community, the generalized anxiety disorder was between 5
and 20 percent (24, 25, 26).

Due to the high prevalence of mental disorders, especially depression, anxiety, and suicidal
ideation among veterans, addressing therapeutic interventions in this group is of particular
necessity. One of the interventions with approved effectiveness in recent years is Acceptance and
Commitment Therapy (ACT), one of the third wave therapies utilizing for depression, anxiety, and
suicidal ideation. ACT is based on encouraging the individuals seeking treatment to accept
unpleasant feelings instead of attempting to control or change them. It also applies full awareness
strategies empirically investigated and is regarded as an indicator of the behavioral school. This
approach is based on full awareness, which is the complete acceptance of the current experience
and dropping barriers consciously (27). Using processes such as increased acceptance of
experience and mindfulness, ACT aims at treating inefficient and problematic escape from
psychological pain (such as suicidal ideation and suicide attempt) (28).

In this approach, acceptance is not just tolerance, but the non-judgmental acceptance of experience
in the present. The goal of treatment is to make it more possible to gain psychological flexibility.
In addition to acceptance, having a sense of commitment to action is essential as well. Commitment
is to make informed decisions about what is important in life and what one likes to do to manage
a valuable and meaningful life. Objective assignments and behavioral exercises were utilized in
the ACT as a way to build effective patterns of action that help treatment seekers follow their
values (29). ACT increases psychological flexibility associated strongly with mental health (30).
Various studies have shown the effectiveness of ACT in reducing depression in patients with
chronic pain (31), improving the quality of life of veterans (32), and reducing depression in soldiers
(33). Furthermore, a study suggests that experiential acceptance and mindfulness, which are pillars
of ACT, have significantly improved veterans’ anxiety and depression (34). Anxiety, depression,
and suicidal ideation, each alone, are the debilitating disorders among veterans, and no doubt
identifying the most effective ways is of great importance. Therefore, due to the necessity and
importance of the subject, the present study aimed to provide an effective short-term treatment
model to reduce the symptoms of anxiety and depression disorders as well as suicidal ideation
among Iranian veterans in 2020.

Methods

Given the main purpose of this study, which was to determine the effectiveness of Acceptance-
Commitment Therapy (ACT) in reducing anxiety symptoms, depression symptoms, and suicidal
ideation in veterans, it employed a two-group pretest-posttest quasi-experimental study design
based on random selection. Both groups were observed or measured twice. The first observation
was performed by administering a pre-test to both the experimental group and the control group
awaiting treatment using the Beck Depression Inventory (BDI-II), Beck Anxiety Inventory (BAI-
IT), the Beck Scale for Suicidal Ideation (BSSI), and a researcher-made demographic information
questionnaire. Immediately upon completion of the treatment intervention, the second observation



was performed by administering a post-test to both the experimental group and the control group
awaiting treatment using the instruments used in the pre-test phase. In this plan, the first
experimental treatment, i.e. ACT, was administered to the first group in 12 two-hour treatment
sessions over 12 weeks according to the relevant protocol, and the second group (the control group
awaiting treatment) did not receive any intervention and only received relevant pre- and post-tests
and routine medications. It should be pointed out that both groups took drugs.

The current study population included veterans referred to one of Iran’s military psychiatric

hospitals in 2020. Using the availability (convenience) sampling and a formula for estimating the
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sample size, N = , the sample size was calculated to be 10 in each group, and

(m1—p2)?
by considering 2 groups, in total, 20 samples were included in this study. At this stage, the

participants who met the inclusion criteria were randomly assigned to the experimental group and
the control group awaiting treatment.

Inclusion criteria included employed or retired veterans with a history of taking part in war zones
in the 8-year Iran-Iraq war; having diagnostic criteria for depression, anxiety, and suicidal ideation
diagnosed by a psychiatrist and a clinical psychologist; undertaking structured clinical interviews;
failure to receive psychological therapies at least one month before entering the study; having at
least a high-school diploma; early diagnosis of depression, anxiety, and suicidal ideation, if any
concomitant disorders exist; and conscious desire and willingness to participate in research.
Exclusion criteria included taking psychotropic or narcotic drugs to reduce the symptoms of
anxiety and depression, non-adherence to assignments, unwillingness to participate in the research
and continue attending intervention sessions, and education level less than a high-school diploma.

It should be pointed out that this research was approved by the Vice-Chancellor for Research and
Technology of the Medical University for the Islamic Republic of Iran’s Army (AJA University
of Medical Sciences) (code of ethics: IR.AJAUMS.REC.1399.010). The most important ethical
issues observed were respecting the participants’ right to choose to participate in the study, the
confidentiality of personal information, providing the necessary information on how to implement
the research project, and providing therapeutic interventions to the control group after the end of
the study. Also, at the end of the study, the control group awaiting treatment underwent therapeutic
intervention in terms of adherence to ethical considerations.

In this study, the following instruments were used to collect data:

1. Beck Anxiety Inventory (BAI-II): It is a self-report questionnaire designed to measure the
severity of anxiety in adolescents and adults. This inventory is a 21-item scale in which the subject
selects one of four options in each item indicating the severity of anxiety. Each BAI item is rated
on a 4-point scale ranging from 0 to 3, with a maximum score of 63 indicating clinical severity of
anxiety. The cut-off points suggested for this inventory are shown in Table 1. This inventory has
high validity. Its alpha coefficient, as a measure of internal consistency, is 0.92, its test-retest



reliability coefficient for a one-week interval is 0.75, and the correlation of its items varies from
0.30 to 0.76. Each test item describes one of the most common symptoms of anxiety (mental
symptoms, physical symptoms, and panic). Therefore, the total score on this inventory ranges from
0to 63 (35, 36).

Table 1: Determining the degree of anxiety based on the Beck Anxiety Inventory (BAI-II)

Degree of anxiety Scores
No or minimal 0-07
Mild 8-15
Moderate 16-25
Severe 26-63

2. Beck Depression Inventory (BDI-II): This inventory is a self-report tool developed to measure
the severity of depression in people aged 13 to 80 years. This questionnaire consists of 21 items
designed to assess the symptoms of depression (such as sadness, sense of failure, feelings of guilt,
etc.). In BDI-II, items are rated on a 4-point Likert scale ranging from O to 3. The total score of
BDI-II varies from 0 to 63. Scores between 5 and 9 indicate no depression or minimal depression,
scores between 10 and 18 indicate mild depression, scores between 19 and 29 indicate moderate
depression and scores between 30 and 63 indicate severe depression. The inventory has been
widely used for research as well as clinical purposes, and its psychometric properties have been
well established. Beck, Steer, and Brown reported an internal consistency of 0.73 to 0.92 with an
average of 0.86 and an alpha coefficient of 0.86 for the patient group and 0.81 for the non-patient
group (37,38).

3. Beck Scale for Suicidal Ideation (BSSI): It is a 19-item self-assessment tool designed to
disclose suicidal attitudes, behaviors, and plans and measure their severity. BSSI is a combination
of three factors: the tendency to die (5 questions), preparedness for committing suicide (7
questions), and actual suicidal tendency (4 questions). Two questions dealing with deterrents to
suicide or concealment of suicide have not been considered in any of the above three factors. This
inventory has high reliability. Cronbach’s alpha coefficients have ranged from 0.87 to 0.97 and
the test-retest reliability coefficient has been obtained at 0.54 (39).

4. Researcher-made demographic information questionnaire: This questionnaire consisted of
questions designed to collect information about age, marital status, number of children, level of
education, employment status, length of stay on the battlefield, total percentage of veterans’
sacrificing in their medical records, history of hospitalization, and taking psychiatric medications
at the time of the research.



5. Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-DSM-IV-TR): This tool

is performed by a clinical trainer or a trained mental health expert familiar with the diagnostic
criteria and classification of disorders in DSM-5. The population interviewed includes psychiatric
patients or patients with general medical diseases. The diagnostic coverage and the language used
in SCID-5 make it suitable for people over 18 years of age; however, with a small change in the
wording of questions, it may be possible to apply it to adolescents as well. A normal person is
capable of understanding the SCID-5 language. Conducting SCID interviews with individuals with
severe cognitive impairment, restlessness, or severe psychotic symptoms may be impossible.
These individuals are often identified in the first ten minutes when performing the general
examination. In such cases, the SCID can be applied as a diagnostic checklist for conducting
interview with other informed sources.

6. ACT protocol: It was developed by Robyn Walser et al. in 2012 to treat anxiety and depression
spectrum disorders as well as suicidal ideation in veterans. It is performed in approximately 12-16
individual psychotherapy sessions. The protocol includes specific information such as 1- theory
and background of behavior (for example, the role of language in human suffering), 2-
implementing six main treatment processes, 3- concentrating on the patient’s specific skills (for
instance, mindfulness), 4- building up a therapeutic alliance, 5- assigning tasks to the patient, and
6- useful appendices (for example, sheets containing internet information and telephone line if
necessary) (40, 41).

According to Table 2, the content of each session, which is based on the ACT treatment protocol
for depression, anxiety, and suicidal ideation, is provided as follows.

Table 2: How to implement the ACT protocol

The data obtained in this study were analyzed by descriptive statistical indices such as frequency,
percentage, mean, and standard deviation and the univariate Analysis of Covariance (ANCOVA)
using SPSS software version 22.

Results

In the present study, 20 veterans referred to a military psychiatric hospital were examined. They
were assigned into two groups of 10, 10 in the experimental group and 10 in the control group
awaiting treatment. In terms of marital status, 80% were married and 20% were single in the
experimental group, and in the control group awaiting treatment, 90% were married and 10% were
single. In terms of the level of education, 70% of the subjects in the experimental group had a
high-school diploma, 10% an associate’s degree, and 20% a bachelor’s degree, and in the control
group awaiting treatment, 90% had a high-school diploma, and 10% had an associate’s degree. In
terms of the age range, the experimental group had a minimum of 28 and a maximum of 55 with
an average age of 41.5 years, and the control group awaiting treatment had a minimum of 26 and
a maximum of 54 with an average age of 40 years.



The univariate Analysis of Covariance (ANCOVA) was used to evaluate the effect of ACT and
whether it reduced the symptoms of anxiety, the symptoms of depression, and suicidal ideation in
veterans. The results obtained from this analysis confirmed the effect of ACT on reducing the

symptoms of anxiety in veterans. Therefore, it can be concluded that this treatment was effective
(Tables 3-8).

Table 3: Mean and standard deviation of pre- and post-test scores on the symptoms of anxiety in
study groups

Study groups
Study variables Experimental Control awaiting treatment
Mean Standard deviation Mean Standard deviation
(SD) (SD)
Symptoms of anxiety 10.30 21.5 70.30 66.4
(Pre-test)
Symptoms of 30.21 20.5 27 44.5

Anxiety (Post-Test)

The mean and standard deviation of the participants’ scores on the BAI-II in the pre-test and post-
test stages in terms of the study group are shown in Table 3. As shown in the above table, in the
experimental group, the participants’ mean scores on the BAI-II in both stages were
10.30and30.21, respectively. While the mean scores of the participants in the control group
awaiting treatment in both stages were 70.30 and27, respectively. Therefore, it can be concluded
that ACT reduced the symptoms of anxiety in the experimental group.

Table 4: Results of ANCOVA for the mean difference of the symptoms of anxiety in the
experimental group and the control group awaiting treatment

Variable Condition Degrees of Mean squares F value Significance
freedom level
Pre-test 1 398.380 618.296  0.001(**)
Symptoms of
anxiety Group 1 595.395 468.308  0.001(**)
membership

(**) The significance level was set at 0.01

As shown in Table 4, the results obtained from the univariate Analysis of Covariance (ANCOVA)
indicated the effectiveness of ACT in reducing the symptoms of anxiety in veterans (P < 0.001).

Table 5: Mean and standard deviation of pre- and post-test scores on the symptoms of depression
in study groups

Study groups




Study variables Experimental Control

Mean Standard deviation Mean Standard deviation
(SD) (SD)
Symptoms of 35.50 8.77 30.70 10.33
depression (Pre-test)
Symptoms of 32.90 6.50 33.70 6.66

depression (Post-test)

The mean and standard deviation of the participants’ scores on the BDI-II in the pre-test and post-
test stages in terms of the study group are shown in Table 5. As shown in the above table, in the
experimental group, the participants’ mean scores on the BDI-II in both stages were 35.50 and
32.90., respectively. While the mean scores of the participants in the control group awaiting
treatment in both stages were 30.70 and 33.70, respectively. Therefore, it can be concluded that
ACT reduced the symptoms of depression in the experimental group.

Table 6: Results of ANCOVA for the mean difference of the symptoms of depression in the
experimental group and the control group awaiting treatment

Variable Condition Degrees of Mean squares F value Significance
freedom level
Pre-exam 1 109.1095 702.69 0.001(**)
Symptoms of
depression Group 1 437.153 766.9 0.006(**)
membership

(**) The significance level was set at 0.01

As shown in Table 6, the results obtained from the univariate Analysis of Covariance (ANCOVA)
indicated the effectiveness of ACT in reducing the symptoms of depression in veterans (P < 0.001).

Table 7: Mean and standard deviation of pre- and post-test scores on suicidal ideation in study
groups

Study groups
Study variables Experimental Control
Mean Standard deviation Mean Standard deviation
(SD) (SD)
Suicidal ideation 10.80 8.364 10.90 6.999
(Pre-test)
Suicidal ideation 8.40 6.637 10.60 6.867

(Post-test)

The mean and standard deviation of the participants’ scores on the BSSI in the pre-test and post-
test stages in terms of the study group are shown in Table 7. As shown in the above table, in the



experimental group, the participants’ mean scores on the DSSI in both stages were 10.80 and 8.40,
respectively. Whereas the mean scores of the participants in the control group awaiting treatment
in both stages were 10.90 and 10.60, respectively. Therefore, it can be concluded that ACT reduced
suicidal ideation in the experimental group.

Table 8: Results of ANCOVA for the mean difference of suicidal ideation in the experimental
group and the control group awaiting treatment

Variable Condition Degrees of Mean squares F value Significance
freedom level
Pre-test 1 786.196 386.236  0.001(**)
Suicidal
ideation Group 1 22.350 10.980 0.004(**)
membership

(**) The significance level was set at 0.01

As shown in Table 8, the results obtained from the univariate Analysis of Covariance (ANCOVA)
indicated the effectiveness of ACT in reducing suicidal ideation in veterans (P < 0.001).

Conclusion

This study aimed to evaluate the effectiveness of Acceptance and Commitment Therapy (ACT) in
reducing anxiety symptoms, depression symptoms, and suicidal ideation in Iranian veterans. The
results obtained from this study showed that this treatment was totally effective. The results
obtained from data analysis showed that ACT reduced the symptoms of depression in veterans (41,
42, 43, 44, 45, 46, 47, 48). It should be noted that emotional control strategies, performing
behavioral commitment exercises, values clarification, and value-based behavior recognition
techniques along with the expression of metaphors, cognitive defusion, and acceptance all reduced
the symptoms of depression. This treatment aimed to help these patients accept their thoughts and
feelings and be committed to the changes that occurred. These patients were also received
assistance to experience their annoying thoughts only as a thought and become aware of the
dysfunctional nature of the current program and instead of responding to it, move toward doing
what is important and valuable to them in life. ACT teaches individuals how to Give up
experiential avoidance, get rid of annoying thoughts, strengthen the observer self instead of the
conceptualized self, and accept events instead of controlling them.

The results also showed that ACT reduced the symptoms of anxiety in veterans (43, 44, 46, 47,
48,49, 50,51)

This finding suggests that creative helplessness strategies, potential values, cognitive defusion,
emotional control strategies, and distance from values all reduce the symptoms of anxiety. In
general, avoiding experiences often increases the frequency or intensity of avoided thoughts and
feelings. Trying to control anxiety requires thinking about the anxiety, which in turn brings anxiety



to the individual; therefore, avoiding experiences strengthens them. The goal of this treatment was
to help patients directly experience the ineffectiveness of the solutions they have applied so far to
lose interest in and desire for them. Clients also learned to employ cognitive defusion process to
doubt what they think is objectivity and create a distance between thought and feeling. Patients
were able to observe the inner events as they really exist. Cognitive defusion in the ACT approach
decreases the functioning of inner events as psychological barriers and thus, makes the individual
exhibit less anxiety.

Moreover, the results showed that ACT reduced suicidal ideation in veterans (40, 44, 49, 50, 52,
53). This result suggests that ACT has made positive changes in some psychological functions,
such as anxiety and depression and increased psychological flexibility, resulting in reduced
suicidal ideation. According to clinical interviews conducted, most veterans were preoccupied with
their thoughts; therefore, it attempted to demonstrate the practical meaning of defusion through
utilizing the metaphors available in ACT and to make them capable of accepting their thoughts
and setting aside the struggle, instead of getting caught up in their thoughts or because of those
thoughts, forced to do something.

In this research, as in other studies in the humanities sciences, there are some limitations such as a
small number of samples. The current study represented a small sample of veterans and may not
have fully represented all veterans with depression, anxiety, and suicidal ideation; therefore,
caution should be taken in generalizing the results of this research. Another limitation is being
unaware of the effect of the passage of time on the reliability of therapeutic achievements due to
not performing follow-up after the completion of treatment sessions. It is suggested that further
research be carried out with a six-month or one-year follow-up so that, through the application of
follow-up data, one can find whether the observed effects of ACT on variables will last or not.
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sessions

Session 1

Session 2

Session 3

Session 4

Session 5

Session 6

Table 2: How to implement the ACT protocol

topic

Informed
Consent; Formal
and Informal
Assessment;
Rapport Building

Values
Assessment/Goals
of Therapy

Creative
Hopelessness

Control as the
Problem

Willingness:
Building
Acceptance,
Defusing
Language — Part |

Willingness:
Building
Acceptance,
Defusing
Language — Part
II

content

Therapist preparation, self-report, Provide the rationale for
mindfulness (definition of mindfulness, Discussion of the
exercise) , consent, commitment to therapy and course of
treatment, Conduct formal and informal assessments
including a suicide risk assessment, Alliance building,
Assign homework/behavioral commitments

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Body Scan) , Review prior session
and homework, values assessment (What do I want my life
to stand for?) , Assign homework/behavioral commitments.

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Mindful seeing followed by mindful
stretching), Review prior session and homework, creative
hopelessness (Man-in-the-hole metaphor, ...), Assign
homework/behavioral commitments

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Mindfulness of the breath, sound,
and thoughts), Review prior session and homework, control
as the problem (Driving with the rear-view mirror
metaphor, ...), Assign homework/behavioral commitments

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Acceptance of feelings exercise),
Review prior session and homework, willingness: building
acceptance, defusing language — part I(Cognitive
Defusion/Distancing Techniques), Assign
homework/behavioral commitments

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Acceptance of thoughts), Review
prior session and homework, willingness: building
acceptance, defusing language — part II(Distancing From
Thoughts), Assign homework/behavioral commitments



Session 7

Session &8

Session 9

Session 10

Session 11

Session 12

Self-as-Context —
Part I

Self-as-Context —

Part 1T

Values — Part |

Values — Part 11

Committed
Action

Termination

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Acceptance of Anxiety), Review
prior session and homework, willingness: building
acceptance, self-as-context — part I (Acceptance of anxiety
exercise), Assign homework/behavioral commitments

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Acceptance of depression and
suicidal ideation), Review prior session and homework,
willingness: building acceptance, self-as-context — part 11
((Acceptance of depression exercise), Assign
homework/behavioral commitments

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Compassion Exercise), Review prior
session and homework, willingness: building acceptance,
values — part I (What would it say on your tombstone?
Exercise,...), Assign homework/behavioral commitments

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Word/Phrase Exercise), Review prior
session and homework, willingness: building acceptance,
values — part II (Choice and moment by moment choosing
exercise,...), Assign homework/behavioral commitments

Therapist preparation, self-report, Select and prepare
mindfulness exercise (Yes and No Exercise), Review prior
session and homework, willingness: building acceptance
(ACT: Accept, Choose, Take action Technique, ...) ,
committed action, Assign homework/behavioral
commitments

Therapist preparation: review concepts and session
materials, Select and prepare mindfulness exercise (Mindful
Walking), Review prior session and homework,
termination, Wrap up, Stand and commit, Suggested post-
treatment assessments



