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Thesis Abstract 

Background 

Waiting lists for clinical psychology services in the UK are long. A low-cost, 

transdiagnostic waiting list intervention could improve experiences and initiate 

processes of psychotherapeutic change. Guided Acceptance and Commitment 

Therapy (ACT) self-help holds promise in this regard – with evidence supporting 

its efficacy in other contexts – but has not yet been tested as a waiting list 

intervention. Moreover, research needs to explore underlying change-

processes. Do outcomes (where present) follow the predictions of the Phase 

Model of Psychotherapeutic Outcome (PMPO), and are outcomes mediated by 

psychological flexibility, and its theorised sub-components, as posited by ACT?  

 

Method 

A multiple-baseline single-case experimental design was utilised to explore 

participant outcomes in psychological flexibility (and its theorised 

subcomponents), well-being, symptomatology, and life-functioning, during a 10-

week phone-guided ACT self-help intervention. Analysis assessed levels of 

clinical/reliable change, and graphical plots of weekly scores were subjected to 

visual analysis utilising dual criterion and percentage of non-overlapping data 

methodology. Average percentage change on each measure was also 

calculated. Participants then engaged in a post-intervention change interview to 

triangulate results.  

 

Results 

Seven participants were recruited, with three participants completing the full 10-

week intervention. Of the three who completed the intervention, two 

experienced clinically significant improvements in psychological flexibility, well-

being, and symptomatology, and trends towards improvement in life-functioning, 

and the other participant experienced no significant changes in outcomes. The 
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greatest average percentage improvement was in well-being, followed by 

symptomatology, then life-functioning – as predicted by the PMPO. However, 

visual analysis of weekly outcomes indicated a temporal order whereby 

symptomatology changed first. Links between psychological flexibility and 

outcomes were supported, with changes in psychological flexibility preceding or 

co-occurring with other outcomes, and indication that processes relating to 

“openness to experience” were most influential. Outcomes experienced by the 

four individuals who withdrew from the intervention were both supportive and 

counterintuitive to the main results; however, external life-factors, and the 

reduced number of completed weeks, reduce the generality of the results.  

All participants attributed outcomes to both life-events and the intervention and 

placed emphasis on the positive impact of the guiding phone calls. Feedback 

also indicated that the intervention requires adaptation to improve accessibility 

prior to future implementation.  

 

Discussion 

Results indicate that a guided ACT self-help intervention produces outcomes 

that are (1) evidenced to predict later therapeutic results, (2) partially follow the 

temporal predictions of the PMPO, and (3) are likely mediated by changes in 

psychological flexibility (in particular “openness to experience”). The utility of the 

single-case experimental design has been supported, however, its limitations 

need to be considered when generalising results. Future research should 

continue exploration into ACT processes, and the application of guided ACT 

self-help interventions in such populations. 
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Highlights2 

• ACT self-help has small effects on depression, anxiety, and 

psychological flexibility 

• Greater clinician guidance is seen to improve outcomes 

• The effect sizes are not influenced by the self-help format of delivery 

• Psychological flexibility is a likely moderator of depression and anxiety 

outcomes 

• Methodology and reporting flaws may be causing ‘overselling’ of ACT 

self-help 

                                            
2 Feature of target journal.  
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Abstract 

Acceptance and Commitment Therapy (ACT) is a form of psychotherapy with 

growing evidence for its transdiagnostic effects. Traditionally face-to-face, ACT 

is also delivered in self-help formats. As self-help is becoming more prevalent, 

the demand for empirical evidence of the efficacy of ACT self-help is increasing, 

and there are concerns that intervention outcomes are being ‘over-sold’ 

(O’Donohue, Snipes, & Soto, 2016; Rosen & Lilienfeld, 2016). A systematic 

search of the literature was conducted to find all peer-reviewed randomized 

controlled trials investigating the efficacy of ACT self-help on depression, 

anxiety, and/or psychological flexibility. Thirteen studies were identified and 

reviewed, totaling 2580 participants. A quality appraisal of the papers under 

review indicated bias in methodology and reporting that may be leading to an 

‘overselling’ of the intervention. Meta-analysis showed significant small effect 

sizes favoring intervention for depression (g=0.34; 95% CIs [0.07, 0.61]; 

Z=2.49, p=.01), anxiety (g=0.35; 95% CIs [0.09, 0.60]; Z=2.66, p=.008), and 

psychological flexibility (g=0.42; 95% CIs [0.14, 0.70]; Z=2.93, p=.003) 

outcomes. Results indicate that higher levels of clinician guidance may improve 

outcomes but that intervention format (e.g. book/computer) is unlikely to 

moderate results. Analysis also shows psychological flexibility to positively 

correlate with depression (rho=.70, p=.25, n=10) and anxiety (rho=.90, p<.001, 

n=10), giving initial support for the theory that changes in psychological 

flexibility moderate distress outcomes. Therefore, ACT self-help may be a 

suitable intervention, particularly when clinician guidance is given. However, 

due to the small effect sizes, limited number of studies, and considerable 

heterogeneity of results, any conclusions made are tentative. 

Key Words: Acceptance and Commitment Therapy; ACT; Self-Help; Meta-

Analysis; Systematic Review.  
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Introduction 

Acceptance and Commitment Therapy 

Acceptance and Commitment Therapy (ACT) is a form of psychotherapy 

that aims to increase psychological flexibility (PF) and support individuals to 

embrace all aspects of the human experience (positive and negative) and live a 

value based life. It claims to achieve this through acceptance and mindfulness 

techniques paired with behavioral changes, and can be trans-diagnostically 

applied regardless of an individual’s experienced difficulty (Hayes, Strosahl, & 

Wilson, 1999). 

ACT has foundations in functional contextualism (Hayes, 1993) and 

Relational Frame Theory (RFT; Hayes, 1991). RFT states that language allows 

humans to make relational links between stimuli without direct experience, and 

that this ability that can lead to more complex cognitions and potential 

psychological distress. By increasing PF the impact of distressing relational 

links and cognitions are lessened and the individual freed to live the life they 

want (Hayes et al, 1999). However, ACT and RFT have been developed 

inductively, so more component analyses may be required to test these 

theoretical viewpoints (Zettle, 2005). 

ACT has six ‘core processes’ (Table 2; Hayes, Strosahl, & Wilson, 2013). 

It is felt that all six processes are needed for an intervention to be called ‘ACT’, 

however, many interventions are beginning to utilize various components of 

ACT alongside other techniques (e.g. Lappalainen et al, 2013). It is also 

potentially difficult to quantify the true influence of ‘ACT’ as a whole package 

because some argue that ACT and other therapies share similar techniques but 

just use different terminology (Hofmann & Asmundson, 2008). 

However, evidence for ACT is growing, and previous meta-analyses 

have shown its efficacy across a number of different difficulties (Öst, 2014; A-

Tjak et al, 2015) and potential benefits over other therapies (Jiménez, 2012). 

This is disputed because many argue that research is bias towards the 

publication of positive results (Fanelli, 2012). Alternatively, levels of efficacy 
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may be higher due to ACT being an ‘exciting’ new therapy which may increase 

levels of expectation and improve outcomes (Constantino, Coyne, McVicar, & 

Ametrano, 2016). Öst (2014) also argued that research trials often have 

methodological flaws and that ACT had yet to become a fully established 

treatment.  

 

Table 2 

Six core processes of ACT  

Core Process Description 

Acceptance Embracing all aspects of the human experience: positive and 

negative.  

Cognitive 

Defusion 

Observing thoughts as an experience, rather than trying to modify 

their frequency or content. 

Being 

Present 

Making contact with, and observing, current experiences in a non-

judgmental way. 

Self as 

Context 

Recognizing one’s experiences without investment or attachment 

to them 

Values Living life following personal values that are not based on cognitive 

fusion or experiential avoidance. 

Committed 

Action 

Creating goals and strategies in order to live a valued life, and 

committing to that behavior change. 
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The Role of Self-Help in Psychotherapy 

Whilst psychotherapy is traditionally face-to-face, many therapeutic 

models are being adapted into self-help, and in some cases, guided self-help 

has been found to be as efficacious as face-to-face therapy (Cuijpers, Donker, 

van Straten, Li, & Andersson, 2010; Andersson, Cuijpers, Carlbring, Riper, & 

Hedman, 2014). However, forms of self-help can vary in level of guidance and 

format. Therefore, efficacy is hard to judge without clear definitions. 

Previous definitions state self-help should “guide and encourage the 

patient to make changes... rather than just provide information” (Anderson et al, 

2005; pp. 387). It is stated that there are four variations of self-help (Table 3; 

Newman, Erickson, Przeworski, & Dzus, 2003, p. 253). Such variations make it 

difficult to generalize findings to any new self-help materials that are published. 

There is also a dearth of research when it comes to calculating whether self-

help is better guided or non-guided and what the best format (e.g. book) is for 

administration.  

This is important because self-help is becoming more prevalent for many 

reasons: (1) the Improving Access to Psychological Therapies (IAPT; a stepped 

care approach within the UK; Department of Health, 2007) has guided self-help 

as the first intervention ‘step’, (2) UK waiting lists are high (Mind, 2010; 2013) so 

individuals are more likely to seek self-help, and (3) increases in technology 

mean that self-help is more accessible (Newman, Szkodny, Llera, & Przeworski, 

2011). The current evidence base is struggling to keep up with these changes. 
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Table 3 

Levels of Self-Help  

Level of Self-Help Description 

Self-Administered 

Therapy (SA) 

Therapist may make contact for assessment. No 

further contact following this.  

Predominantly Self-Help 

(PSH) 

Therapist may make contact for assessment. Therapist 

may have further contact for periodic check-ins, 

teaching clients how to use the tool, providing initial 

therapeutic rationale. 

Minimal Contact Therapy 

(MC) 

Active involvement of therapist but to a lesser degree 

than traditional therapy. May help with certain aspects 

of the intervention (e.g. creating exposure hierarchy) 

Predominantly Therapist-

Administered Therapy 

(PTA) 

Client sees therapist for regular sessions, but self-help 

material may be given to supplement the therapy. 

 

ACT and Self-Help 

ACT self-help is now readily available to the public. A search for 

“Acceptance and Commitment Therapy Self-Help” on Amazon Books 

(www.amazon.co.uk; 05/08/16) shows 102 hits. However, there is minimal 

published research investigating whether ACT self-help interventions are as 

effective as the authors claim. 

For research that does exist, there is an argument that reporting 

standards are failing due to authors having a vested interest in promoting their 

interventions; for example, by only stating outcomes supporting their 

intervention, omitting data from ‘non-completer’ participants, and falsely 

claiming empirical support for published self-help books (O’Donohue, Snipes, & 



 

Page 26 of 433 
 

Soto, 2016; Rosen & Lilienfeld, 2016).  A systematic review is needed to assess 

the quality of each study without bias. 

A systematic review was conducted in 2014 investigating the efficacy of 

acceptance and mindfulness based self-help (Cavanagh, Strauss, Forder, & 

Jones, 2014). However, its findings cannot be fully generalized to ACT self-help 

due to acceptance and mindfulness only making up two of the six core 

processes. If ACT is being promoted as a complete self-help ‘package’ than a 

review is needed of interventions that include all six core processes. More in-

depth analysis is also needed considering the impact of (1) levels of clinician 

guidance, (2) self-help format, and (3) changes in PF or other outcomes. 

Comparisons not fully addressed in the Cavanagh review. 

 

Purpose of the Systematic Review 

This review aims to investigate the efficacy of ACT self-help. However, 

when defining ‘efficacy’ this review is limited to what current literature is 

reporting. Due to ACT’s transdiagnostic nature, the outcomes range from 

anxiety and distress to management skills and smoking. For pragmatic reasons, 

focus is placed on outcomes most often reported: depression and anxiety3. A 

third outcome, PF, is also analyzed. This enables exploration not only of the 

impact of intervention on PF, but also its moderating effects on depression and 

anxiety. As ACT is transdiagnostic, there no restrictions were placed on the 

participant population under review. 

Therefore, this review focuses on published RCTs reporting the efficacy 

of ACT self-help on anxiety, depression, and PF. It aims to answer the following 

questions: 

                                            
33 Note. The ACT model does not aim to reduce symptomatology, rather to 

increase acceptance of it (Hayes et al, 1999). However, as clients and 

commissioners tend to target symptoms (Mental Health Taskforce, 2016), 

depression and anxiety are often favoured as intervention outcomes. 
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• What is the quality of current research into ACT self-help? 

• What is the efficacy of ACT self-help on depression, anxiety, and PF? 

• Does the format of delivery or guidance impact outcomes? 

• Does PF moderate depression and anxiety outcomes? 

 

 

Method 

Search Strategy 

A systematic search for articles was conducted across six electronic 

databases: Cochrane Central Register of Controlled Trials (12 June 2016), 

PsychARTICLES (Full Text), PsychINFO (1806 to July week 1 2016), Embase 

(1974 to 2016 July 13), AMED (1985 to July 2016), OvidMEDLINE(R) (In 

process and other non-indexed citations and OvidMEDLINE(R)), and the 

Joanna Briggs Institute (EBP database current to July 06 2016). The following 

search terms were used via a combination of key words and subject headings: 

(‘acceptance and commitment therapy’ OR ‘ACT’) AND (‘self help’ OR 

‘bibliotherapy’ OR ‘web based’ OR ‘internet based’ OR ‘application’ OR ‘mobile’ 

OR ‘internet’ OR ‘computer’). No date limit was imposed and the last search 

was conducted 14/07/2016. Appendix A details the search strategy. 

 

Selection Criteria 

Following the systematic search of the literature, and removal of 

duplications, all titles and abstracts were reviewed for suitable articles. To 

ensure article selection was conducted systematically, set inclusion criteria 

were followed (Table 4). These were based upon study quality criteria 

(Treadwell, Singh, Talati, McPheeters, & Reston, 2011), study relevance criteria 

(ACT (Hayes et al, 2013), Self-help (Newman et al, 2003)), and relevance of 

outcome measures to ensure that each study could contribute to the review. 

The search was independently conducted by two of the review authors. A third 
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author was available to resolve selection disagreements; however, this was not 

required. 

 

Table 4 

Selection Criteria 

Inclusion Criteria Rationale 

Basic Study Criteria  

English Language Only Pragmatic reasons due to 

unavailability of translation. 

Published within a peer reviewed 

journal 

To ensure quality that is expected as 

standard amongst the scientific 

community. 

Uses an RCT design with a control 

condition (active or inactive) 

Deemed gold standard for assessing 

efficacy. 

Uses validated outcome measures To ensure reliability of stated effect 

sizes. 

The study and/or author provides 

sufficient data to extract appropriate 

effect sizes. 

 

To enable effective analysis within the 

review. 

ACT Criteria  

Needs to include all six core 

processes of ACT within the 

intervention 

To meet criteria for ACT intervention. 
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Inclusion Criteria Rationale 

The intervention needs to be pure ACT 

(Not combined with other intervention 

models) or the effect sizes of the ACT 

component need to be extractable 

To ensure that the effect sizes that are 

extracted are truly reflective of ACT 

interventions. 

Control group cannot contain 

components of ACT 

 

To be able to extract impact of ACT 

self-help 

Self-Help Criteria  

Self-help can be defined through 

Newman et al (2003) criteria as ‘self-

administered therapy’ (SA) or 

‘predominately self-help’ (PSH) 

To meet criteria for self-help as 

defined in this review. 

More than just psychological 

information; individual is encouraged 

to partake in activities tailored towards 

positive change  

 

To meet the criteria for self-help as 

defined in this review. 

Outcome Measure Criteria  

Must include measures of at least one 

of the following outcomes: depression, 

anxiety, or PF 

In order to be eligible for inclusion in 

meta-analysis 

 

Initial application of the inclusion criteria based on titles and abstracts 

produced 33 potentially eligible articles. Full text versions were accessed and 

14 articles excluded. The article list and inclusion criteria were then sent to 

experts in the field and the academic community within the Association for 

Contextual Behavioral Science (https://contextualscience.org/acbs) to check for 

missing articles. One article was identified (Ritzert et al, 2016) which was 
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previously missed due to recent publication at the time of the search (July, 

2016). The reference list and recorded citations of each article were reviewed 

and a search conducted on ClinicalTrials.gov for upcoming RCTs. Protocol 

authors were contacted (n=8) and four responded, however, none had yet 

reached publication. Newly identified articles were subject to the same inclusion 

criteria. Twenty articles met criteria for inclusion (Figure 1). As a number of the 

articles were reporting on the same studies, this equated to 13 studies (2580 

participants). 

 

 

Figure 1. Flow Chart of Study Selection 

 

Articles identified for review 

N=19 

 

Articles included for review 

N=20 

 

Potentially eligible articles 

accessed in full 

N=33 

 

Articles excluded 

N=872 

 

Articles identified through 

initial search 

N=1122 

 

Articles identified for title and 

abstract review 

N=905 

 

Duplicates removed 

N=217 

 

Articles Excluded:  

Did not include all six core 

processes (2), not self-help 

(2), not RCT (5), mixed with 

other interventions (3), ACT 

based control group (1), no 

relevant outcome measures 

(1)  

N=14 

icles included for review 

N = 20 

 

Hand Search:  

Articles identified from 

reference lists of relevant 

studies and contact with 

authors  

N=1 
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Data Extraction  

Participant characteristics were collected (number recruited/randomized, 

attrition rates, diagnoses), along with the control groups (active/passive) and 

details of each intervention’s duration and format (book based (BB) or computer 

based (CB), self-administered (SA) or predominantly self-help (PSH)).   

Post-intervention means and standard deviations were collected for all 

control and intervention groups. Whenever possible, data analyzed using an 

Intention to Treat (ITT) protocol was collected as non-ITT data can produce 

misleading results (BMJ, 2015). If more than one control condition was 

included, passive control groups were chosen in order to maximize study 

homogeneity. Data was only collected for measures quantifying depression, 

anxiety, or PF. If a study had multiple measures on an outcome, the measure 

with the best psychometric properties was used. Any analyses investigating the 

mediating effects of PF were also extracted. For studies missing needed post-

intervention data (Bricker et al, 2013; 2014; Ritzert et al, 2016), authors were 

contacted and relevant data received.  

 

Data Analysis 

Prior to meta-analysis, a risk of bias assessment was conducted, as less 

rigorous studies can lead to potentially misleading results (Detsky, Naylor, 

O’Rourke, McGeer, & L’Abbé, 1992). The assessment was conducted 

systematically following Cochrane guidelines (Higgins & Green, 2011) and was 

conducted independently by two of the review authors. When disagreements 

occurred between the author ratings, discussion were held with the third author 

to ensure group consensus. However, there is still a level of author 

interpretation and, even if a study’s risk of bias is high, that does not mean the 

findings are invalid  

Bias was also assessed via funnel plots created through Review 

Manager (RevMan) version 5.3 (Cochrane Collaboration, 2012). Whilst funnel 

plots can effectively identify reporting bias (Higgins & Green, 2011), visual 
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analysis is vulnerable to individual opinion and is often misinterpreted (Terrin, 

Schmid, & Lau, 2005). An alternative is the fail-safe N (Rosenthal, 1979), 

however, due to unreliable variations in implementation, guidelines advise 

against this (Higgins & Green, 2011). 

The results are expected to be heterogeneous due to natural clinical and 

methodological diversity found in psychological intervention studies (Higgins, 

Thompson, Deeks, & Altman, 2003). Therefore, guidelines advise use of 

standard mean difference (SMD) calculations within a random effects model 

(Higgins & Green, 2011). This produces more conservative pooled effect size 

estimates, less susceptible to the impact of heterogeneity. 

Therefore, for each meta-analysis, the post-intervention means (m), 

standard deviations (sd), and participant numbers (n) of intervention and control 

groups were entered in RevMan. The overall effect size estimate was calculated 

using Hedge’s G which is a more precise variation of Cohen’s D due to 

correction of biases in small effect sizes (Hedges & Olkin, 1985). 95% 

Confidence Intervals (CI) were calculated in order to improve certainty when 

stating significance (Sapp, 2004). The pooled effect size was calculated as 

follows (Figure 2): 

 

   

 

Figure 2. Formula for Standard Mean Difference 

 

The magnitude of Hedge’s G can be defined as small (0.2), medium 

(0.5), and large (0.8) following Cohen’s (1988) convention as cited in Higgins & 

Green (2011). Some argue these definitions are overgenerous and that g=0.41 

needs to be reached for “practical significance” (Ferguson, 2009), because 
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significant results do not necessarily mean an individual has experienced a level 

of change that is ‘significant’ to them. However, rigid adherence to such criterion 

may be inappropriate as it still does not guarantee that change is meaningful.  

Forest plots were produced to illustrate the effect sizes, and 

heterogeneity of results. The heterogeneity was quantified (I2) on RevMan as 

follows (Figure 3)4: 

 

 

Figure 3. Formula for Heterogeneity 

 

The I2 value can be interpreted as insignificant (<40%), moderate (30-

60%), substantial (50-90%), or considerable (>75%). However, the size, 

direction, and significance of the results also impact such judgments (Higgins & 

Green, 2011). Therefore, a level of individual interpretation has to be used. 

Further sensitivity analyses were then conducted in order to observe the impact 

of removing potentially ‘heterogeneous’ studies from meta-analysis. This tested 

whether certain assumptions of homogeneity (Blundel, 2014) were influencing 

the results. 

Therefore, analyses were conducted looking at the removal of studies 

that (1) did not have CIs overlapping with the pooled effect size, (2) had active 

controls, (3) had high risk of bias, (4) did not use ITT analysis, (5) had 

intervention durations falling ±2sds from average duration length, or (6) fell as 

an outlier on funnel plots. Sub-group analyses were also conducted 

investigating the pooled effect sizes of (1) SA and PSH studies, and (2) BB and 

CB studies. 

 

 

                                            
4 Q=chi-squared statistic; df=degrees of freedom 
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Results 

Study Characteristics 

Study characteristics are summarized in Table 5. For ease of reading, 

studies will be referred to by the first set of authors indicated in bold. Whilst all 

relevant characteristics have been displayed, Bricker et al (2013) had a 

depression screen that was excluded due to unsuitable psychometric 

properties. 
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Table 5 

Characteristics of Studies Selected for Review 

Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Bricker, 

Wyszynski, 

Comstock, & 

Heffner (2013) 

and Jones et 

al (2015) 

Adults 

smoking 

five or more 

cigarettes 

daily 

(CB)  

Website: 

webquit.org 

(1) Experimental 

website 

webquit.org 

(n=111) 

(2) Government 

website 

smokefree.go

v (n=111) 

(SA) 

None  

Eight 

modules 

self-paced 

over three 

months 

Three 

month 

follow up 

N/A 

 

AIS-27: 

Psychological 

Flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Bricker et al 

(2014) and 

Heffner, 

Vilardaga, 

Mercer, 

Kientz, & 

Bricker (2015) 

Adults 

smoking 

five or more 

cigarettes 

daily 

(CB) 

Smartphone 

application: 

SmartQuit 

(1) ACT 

application 

SmartQuit 

(n=98) 

(2) Cancer 

Institute 

application 

QuitGuide 

(n=98) 

(SA) 

None 

Self-paced 

over two 

months 

No follow up 

N/A 

 

AIS-9: 

Psychological 

Flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Buhrman et al 

(2013) 

Adults with 

chronic pain 

(CB) 

Website with 

audio 

exercises 

(1) Experimental 

Intervention 

(n=38) 

(2) Waiting List 

(n=38) 

(PSH) 

Homework 

feedback 

weekly via 

email. Two 

<30 min 

phone 

calls.  

Seven 

modules 

over seven 

weeks 

Six month 

follow up 

HADS: 

Anxiety and 

Depression 

 

CPAQ: 

Psychological 

Flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Fledderus, 

Bohlmeijer, 

Pieterse, & 

Schreurs 

(2012), 

Fledderus, 

Bohlmeijer, 

Fox, Schreurs 

& Spinhoven 

(2013) and 

Bohlmeijer, 

Lamers, & 

Fledderus 

(2015) 

Adults with 

mild to 

moderate 

depression. 

 

(BB) 

Book: Voilet 

Leven (Living 

Life to the 

Full, 

Bohlmeijer & 

Hulsbergen, 

2009) 

(1) Minimal email 

support 

(n=125) 

(2) Extensive 

email support 

(n=125) 

(3) Waiting list 

control 

(n=126) 

(PSH) 

Email 

based 

support 

Nine 

modules 

over nine 

weeks 

Three 

month 

follow up 

CES-D: 

Depression 

HADS-A: 

Anxiety 

 

AAQ-II (10 

items): 

Psychological 

Flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Hesser et al 

(2012) 

Adults with 

tinnitus 

(CB) 

Website 

(1) ACT 

intervention 

(n=35) 

(2) CBT 

intervention 

(n=32) 

(3) Online 

discussion 

forum (n=32) 

(PSH) 

Email 

based 

support  

Eight 

modules 

therapist-

paced over 

8 weeks 

Eight week 

and one 

year follow 

ups 

HADS: 

Anxiety and 

Depression  

 

TAQ: 

Psychological 

Flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Jeffcoat & 

Hayes (2012) 

Teachers (BB) 

Book: Get 

out of your 

mind and into 

your life 

(Hayes & 

Smith, 2015) 

(1) ACT 

intervention 

(n=121) 

(2) Waiting List 

(n=115) 

(SA) 

None 

Eight weeks 

to read book 

and 

complete 

quizzes 

Ten week 

follow up 

DASS-21: 

Anxiety and 

Depression 

 

AAQ-II (10 

items): 

Psychological 

flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Johnston, 

Foster, 

Shennan, 

Starkey, & 

Johnson 

(2010) 

Adults with 

chronic pain 

(BB) 

Book: Living 

Beyond your 

Pain (Dahl & 

Lundgren, 

2006) along 

with 

workbook 

(1) ACT 

intervention 

(n=12) 

(2) Waiting list 

control 

(n=12) 

(PSH) 

Weekly 

phone 

support 

 

Six weeks 

No follow up 

CMDI: 

Depression 

BAI: 

Anxiety 

CPAQ: 

Psychological 

Flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Levin, Hayes, 

Pistorello, & 

Seeley (2015) 

Adult 

students  

(CB) 

ACT 

multimedia 

program 

online with 

two core 

sessions and 

interactive 

exercises 

(1) ACT 

intervention 

(n=110) 

(2) Mental 

Health 

Education 

multimedia 

program 

(n=118) 

(SA) 

None 

Three 

weeks 

One and 

three month 

follow up 

DASS-21: 

Anxiety and 

Depression 

 

AFQ-Y: 

Psychological 

Flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Moffit & Mohr 

(2015) 

Adults 

screened as 

wanting to 

increase 

physical 

activity 

 

(CB) 

ACT DVD 

(1) ACT and 

walking 

intervention 

(n=39) 

(2) Walking 

intervention 

(n=37) 

(SA) 

None  

Five 

modules to 

watch prior 

to walking 

intervention 

over 3 

months 

Four, eight, 

and 12 

week follow 

up 

N/A AAQ (16 

items): 

Psychological 

Flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Muto, Hayes, 

& Jeffcoat 

(2011) 

Japanese 

students 

living 

abroad 

(BB) 

Book: Get 

out of your 

Mind and into 

your Life 

(Hayes & 

Smith, 2005) 

(1) ACT 

intervention 

(n=35) 

(2) Waiting List 

(n=35) 

(SA) 

None 

8 Weeks to 

read book 

Two month 

follow up 

DASS-21: 

Anxiety and 

Depression 

 

AAQ (10 

items): 

Psychological 

flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Pots et al 

(2016a) and 

Pots, 

Trompetter, 

Schreurs, & 

Bohlmeijer 

(2016b) 

Adults with 

mild to 

moderate 

depression 

 

(CB) 

Web-based 

version of 

book: Living 

Life to the 

Full 

(Bohlmeijer & 

Hulsbergen, 

2009) 

(1) ACT 

intervention 

(n=82) 

(2) Expressive 

Writing 

(n=67) 

(3) Waiting List 

(n=87) 

(PSH) 

Weekly 

email 

support  

9 modules 

over 12 

weeks  

Six and 12 

month 

follow up 

CES-D: 

Depression 

HADS-A: 

Anxiety 

 

AAQ-II (10 

items): 

Psychological 

Flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Ritzert et al 

(2016) 

Adults with 

anxiety 

(BB) 

Book: 

Mindfulness 

and 

Acceptance 

Workbook for 

Anxiety 

(Forsyth & 

Eifert, 2007) 

(1) ACT 

intervention 

(n=256) 

(2) Waiting List 

(n=247) 

(SA) 

None 

12 weeks to 

complete 

book 

Six and nine 

week follow 

up 

BDI-II: 

Depression 

BAI: 

Anxiety 

 

AAQ (16 

items): 

Psychological 

flexibility 
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Authors Participants Intervention 

Comparison 

(n=number 

randomized) Support Duration 

Depression/ 

Anxiety 

Measure(s) 

Psychological 

Flexibility 

Measure 

Trompetter, 

Bohlmeijer, 

Veehof, & 

Schreurs 

(2015a), 

Trompetter, 

Bohlmeijer, 

Fox, & 

Schreurs 

(2015b) and 

Trompetter, 

Bohlmeijer, 

Lamers, & 

Schreurs 

(2016) 

Adults with 

chronic pain 

(CB) 

Internet 

version of 

book: Voilet 

Leven (Living 

Life to the 

Full, 

Bohlmeijer & 

Hulsbergen, 

2009) 

(1) ACT 

intervention 

(n=82) 

(2) Expressive 

Writing 

(n=79) 

(3) Waiting List 

(n=77) 

(SA) 

None 

Nine 

modules 

over 12 

weeks 

Six month 

follow up 

HADS: 

Anxiety and 

Depression 

 

PIPS: 

Psychological 

flexibility 
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Note. SA: Self-Administered; PSH: Predominantly Self-Help; BB: Book Based; CB: Computer Based; Measures: AAQ (II): 

Acceptance and Action Questionnaire (II); AFQ-Y: Avoidance and Fusion Questionnaire for Youth; AIS-27 & AIS-9: Avoidance 

and Inflexibility Scale; BAI: Beck Anxiety Inventory; BDI (II): Beck Depression Inventory (II); CES-D: Center for Epidemiologic 

Studies Depression Scale; CMDI: Chicago Multi-scale Depression Inventory; CPAQ: Chronic Pain Acceptance Questionnaire; 

DASS-21: Depression, Anxiety, and Stress Scale; HADS: Hospital Anxiety and Depression Scale; PIPS: Psychological 

Inflexibility in Pain Scale; TAQ: Tinnitus Acceptance Questionnaire.
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Study Designs.  

All studies were RCTs with a mixture of passive control groups (n=5), 

active control groups (n=4), or both (n=4). Ten studies included depression and 

anxiety outcomes. All 13 studies included a measure of PF. Four studies 

investigated the mediating relationship between PF and depression and/or 

anxiety outcomes. 

Fledderus et al. (2012) had two PSH interventions: minimal or extensive 

guidance. However, in a later paper (Fledderus et al, 2013) the data of both 

interventions were combined. Therefore, data from this later paper was 

extracted in order to avoid duplication of control group data in the analyses.  

Jeffcoat and Hayes (2012) analyzed sub-groups depending on pre-

treatment depression or anxiety scores. Therefore, for depression outcomes, 

both intervention and control group data was split according to pre-intervention 

scores (i.e. depressed/not depressed). Similar sub-groups were also made for 

anxiety outcomes. This accounts for why two sets of results have been 

extracted from the study for the analyses of these outcomes. Analysis of PF 

outcomes was conducted on the group as a whole. 

 

Sample Sizes.  

Sample sizes ranged 24-503 with a total of 2590 participants. 1269 were 

allocated to intervention conditions, 1133 were allocated to control conditions, 

and the final 188 were allocated to conditions not under review. Discrepancies 

can be observed between intervention and control group sizes due to these 

other conditions, as well as six studies only displaying completer data.  

Participants had a wide range of characteristics. Seven studies (59.9% of 

participants) recruited from a clinical population with either mental or physical 

health symptoms: depression (2 studies, n=612), anxiety (1 study, n=503), 

chronic pain (3 studies, n=338), and tinnitus (1 study, n=99). Six studies 

recruited from a non-clinical population: smokers (2 studies, n=418), teachers (1 

study, n=236), students (2 studies, n=298), and those wishing to exercise more 
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(1 study, n=76). All participants were 18+ years with a mean age of 41.4 years; 

the majority was female (72.96%). 

 

Intervention Characteristics.  

More studies had SA interventions (n=8) than PSH (n=5), and CB 

interventions (n=8) were more common than BB (n=6). Across the CB 

interventions were four different formats: website (n=4), smartphone application 

(n=1), DVD (n=1), and books accessed online (n=2). Interventions were slightly 

more likely to be SA when delivered via CB programs. 

Intervention duration ranged from 3-12 weeks (mean=9 weeks; 

SD=2.86). 11 studies included one or more follow up data collections with final 

follow ups ranging 1-12 month post-intervention (mean=5.8 months, sd=4.21). 

 

Intervention Attrition and Engagement. 

All studies include attrition data. An average of 78.7% of participants 

(range: 53.6%-97.0%) completed post-treatment outcomes. Control groups had 

higher completion rates (mean=83.2%, range: 53.2%-100%) than intervention 

groups (mean=75.4%, range: 44.1%-94.3%) regardless of whether the control 

was active or passive. 

Participants were more likely to complete treatment when the 

intervention was PSH (mean=80.1%, range: 50%-94.3%) compared to SA 

(mean=71.9%, range: 44.1%-86.0%). There was also a slightly higher level of 

completion in CB interventions (mean=77.1%, range: 54.1%-94.3%) than BB 

interventions (mean=73.1%, range: 44.1%-88.8%). 

 

Risk of Bias.  

The risk of bias was assessed systematically following Cochrane 

guidelines (Tables 6 & 7; Higgins & Green, 2011; BMJ, 2011). Due to the nature 
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of psychotherapeutic intervention, RCTs are unable to ‘blind’ participants and 

personnel to the treatment. Therefore, all studies are deemed high risk in this 

domain. Also, all studies have unclear risk in the ‘selective reporting’ domain. 

Therefore, both domains were excluded from the overall risk rating to allow 

better differentiation between studies. Six were assessed as ‘high risk’, 

therefore, sensitivity analyses were conducted to observe their effects of 

heterogeneity and overall effect sizes. 

 

Table 6 

Risk of Bias Criterion  

Risk of Bias Interpretation Criteria Rating 

Low risk of 

bias 

Bias, if present, is unlikely to 

alter the results seriously 

Low risk of bias for all key 

domains 

L 

Unclear risk 

of bias 

A risk of bias that raises 

some doubt about the results 

Low or unclear risk of bias for all 

key domains 

U 

High risk of 

bias 

Bias may alter the results 

seriously 

High risk of bias for one or more 

key domains 

H 

Note. L = Low Risk; H = High Risk; U = Unknown Risk. 
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Table 7 

Risk Bias of Selected Studies  

Study 

Criteria 
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Bricker et al (2013)  L L H L H U L H 

Bricker et al (2014)  L L H L H U L H 

Buhrman et al (2013) L L H L L U L L 

Fledderus (2012)  L L H L L U L L 

Hesser et al (2012) L L H L H** U L H 

Jeffcoat & Hayes 

(2012) 

L L H L L U L L 

Johnston et al (2010) H H H H H U L H 

Levin et al (2015) L L H L L U L L 

Moffit & Mohr (2015) L U H U H** U L H 

Muto, Hayes, & 

Jeffcoat (2011) 

U U H H H** U L H 

Pots et al (2016) U U H L L U L U 

Ritzert et al (2016) L L H L L U L L 

Trompetter et al 

(2015) 

L U H L L U L U 

Note. *The risk domains of Blinding of participants and personnel and Selective 

reporting have been excluded from the calculation of overall risk rating, ** ITT 

analysis was conducted but reported data analysis was for completer number 

only. L = Low Risk; H = High Risk; U = Unknown Risk 
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Meta-Analysis 

Funnel plots were produced to check for bias in results and any outliers 

(Figure 4). Whilst visual inspection of the funnel plots shows symmetry, 

indicative of minimal bias across the results, the Ritzert (2016) study was an 

outlier in all three plots. Therefore, sensitivity analyses were conducted to 

observe it effects on heterogeneity and overall effect size. 

2a) Depression 

2b) Anxiety 

2c) Psychological Flexibility 

Figure 4. Funnel plots of post-intervention effect sizes by standard error 
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Depression Outcomes.  

Ten studies included measures of depression. With the splitting of 

Jeffcoat and Hayes’ (2012) results into “depressed” and “not depressed” 

subgroups, 11 sets of results (1870 participants) were included in the meta-

analysis (Table 8; Figure 5).
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Table 8 

Depression Symptom Outcomes 

Study 

Sub-group 

Intervention Group 

Outcome 

Control Group 

Outcome Weight 

% 

Standard Mean 

Difference 

Support Format M SD N M SD N Effect LCI UCI 

Buhrman et al (2013) (HADS-

D) 

PSH CB 8.85 4.40 38 10.52 3.77 38 8.7% 0.40 -0.05 0.86 

Fledderus et al (2012) (CES-

D) 

PSH BB 13.33 7.28 250 19.76 8.48 126 10.7% 0.80 0.54 1.05 

Hesser et al (2012) (HADS-

D) 

PSH CB 3.48 2.43 33 4.59 3.29 32 8.4% 0.38 -0.11 0.87 

Jeffcoat & Hayes (2012) Dep 

(DASS-D) 

SA BB 11.07 9.90 45 15.18 8.96 44 9.0% 0.43 0.01 0.85 

Jeffcoat & Hayes (2012) Not 

Dep (DASS-D) 

SA BB 4.79 6.50 64 3.98 3.71 66 9.7% -0.15 -0.50 0.19 

Johnston et al (2010) (CMDI) PSH BB 89.0 23.9 6 113.9 24.4 8 3.8% 0.96 -0.18 2.10 

Levin et al (2015) (DASS-D) SA CB 8.79 11.59 110 7.31 9.60 118 10.4% -0.14 -0.4 0.12 
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Study 

Sub-group 

Intervention Group 

Outcome 

Control Group 

Outcome Weight 

% 

Standard Mean 

Difference 

Support Format M SD N M SD N Effect LCI UCI 

Muto, Hayes, & Jeffcoat 

(2011) (DASS-D) 

SA BB 11.33 7.56 30 9.10 7.00 31 8.2% 0.30 -0.81 0.20 

Pots et al (2016) (CES-D) PSH CB 14.68 8.05 82 19.34 8.55 87 10.0% 0.56 0.25 0.87 

Ritzert et al (2016) (BDI) SA BB 14.18 11.18 256 24.41 13.69 247 11.0% 0.81 0.64 0.99 

Trompetter et al (2015) 

(HADS-D) 

SA CB 5.1 3.7 82 5.8 3.5 77 10.0% 0.19 -0.12 0.51 

Total (95% CI)     874   996 100% 0.34 0.07 0.61 

Note. Standard Mean Difference calculated as Hedge’s G. PSH = Predominantly Self-Help; SA = Self-Administered; CB = 

Computer Based; BB = Book Based; M = Mean; SD = Standard Deviation; N = Number of participants included in analysis; 

LCI = Lower Confidence Interval; UCI = Upper Confidence Interval
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Figure 5. Depression Outcomes Forest Plot 

 

The results show a significant small pooled effect size estimate (g=0.34; 

95% CIs [0.07, 0.61]; Z=2.49, p=.01) favoring intervention. However, the 

criterion for ‘practical significance’ (>0.41) was not met. As predicted, outcomes 

showed considerable heterogeneity (I2=86%), therefore, sensitivity analyses 

were conducted.  

The Ritzert et al (2016) study showed as an outlier on the funnel plot and 

did not have CIs overlapping the pooled effect size. Removing this study had 

minimal impact on heterogeneity (I2=82%), and the pooled effect size was 

reduced (g=0.28; 95% CIs [0.01, 0.56]; Z=2.01, p=.04) but remained significant 

and in the same direction.  

Sensitivity analyses also investigated the impact of removing studies with 

high risk of bias, and studies not using ITT analysis. For both analyses the 

same three studies were removed (Hesser et al, 2012; Muto et al, Johnston et 

al, 2010). Heterogeneity remained considerable (I2=89%) and the pooled effect 

size remained significant and in the same direction (g=0.38; 95% CIs [0.07, 

0.68]; Z=2.44, p=.01). 
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The pooled effect size remained significant and increased slightly to 

g=0.40 when limiting analysis to studies with passive controls (95% CIs [0.13, 

0.68]; Z=2.86, p=.004), or studies applying interventions of comparable length 

(95% CIs [0.15, 0.66]; Z=3.07, p=.002). Heterogeneity remained considerable in 

both cases (I2=89% and 81% respectively). 

 

Levels of Guidance: Self-Administered vs. Predominantly Self-Help.  

Limiting analysis to PSH studies (n=5) reduced heterogeneity to a non-

significant level (I2=27%) and the pooled effect size increased to a significant 

medium effect size (g=0.63; 95% CIs [0.43, 0.83]; Z=6.05, p<.00001) that meets 

the threshold for practical significance. Limiting analysis to SA studies (n=6) 

maintained considerable heterogeneity (I2=91%) and the pooled effect size 

reduced to a non-significant level (g=0.16; CIs [-0.26, 0.57]; Z=0.74, p=.46). It is 

worth noting that removal of the larger ‘outlier’ SA study, Ritzert et al (2016), 

reduced the SA pooled effect size to almost zero (g=0.01; 95% CIs [-0.23, 

0.24]; Z=0.07, p=.95). These results suggest that PSH has a greater impact on 

depressive symptoms than SA, however, other factors may be involved. 

 

Format of Intervention: Book Based vs. Computer Based.  

Limiting analysis to BB studies (n=6) led to an increased pooled effect 

size (g=0.41; 95% CIs [0.01, 0.81]; Z=2.00, p=.05) at a practically significant 

level. However, heterogeneity remained considerable (I2=88%). Limiting 

analysis to CB studies (n=5) reduced heterogeneity (I2=69%) and the pooled 

effect size dropped to a non-significant level (g=0.26; 95% CIs [-0.02, 0.54]; 

Z=1.80, p=.07). These results suggest that intervention format may potentially 

have a small impact, however, when the largest ‘outlier’ BB study, Ritzert et al 

(2016), is excluded the BB outcome dropped and lost significance (g=0.31; 95% 

CIs [-0.22, 0.84]; Z=1.14, p=.25). Therefore, the differences in outcomes are 

potentially due to other factors. 
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Anxiety Outcomes.  

10 studies included measures of anxiety. With the splitting of Jeffcoat & 

Hayes (2012) into “anxious” and “not anxious” subgroups, a total of 11 sets of 

results (1824 participants) were included in the meta-analysis (Table 9; Figure 

6). 
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Table 9 

Anxiety Symptom Outcomes 

 

Study 

Sub-group 

Intervention Group 

Outcome 

Control Group 

Outcome Weight 

% 

Standard Mean 

Difference 

Support Format M SD N M SD N Effect LCI UCI 

Buhrman et al (2013) (HADS-

A) 

PSH CB 8.97 4.33 38 9.67 3.50 38 8.7% 0.18 -0.27 0.63 

Fledderus et al (2012) (HADS-

A) 

PSH BB 6.12 2.96 250 8.69 3.19 126 10.9% 0.80 0.54 1.05 

Hesser et al (2012) (HADS-A) PSH CB 4.21 2.25 33 6.78 3.98 32 8.1% 0.79 0.28 1.29 

Jeffcoat & Hayes (2012) Anx 

(DASS-A) 

SA BB 12.21 8.02 39 14.46 8.82 42 8.8% 0.26 -0.17 0.70 

Jeffcoat & Hayes (2012) Not 

Anx (DASS-A) 

SA BB 4.66 5.46 64 3.75 4.05 66 9.8% -0.19 -0.53 0.16 

Johnston et al (2010) (BAI-II) PSH BB 12.0 8.7 6 20.0 8.80 8 3.6% 0.86 -0.27 1.98 

Levin et al (2015) (DASS-A) SA CB 7.05 9.34 110 6.94 8.68 118 10.6% -0.01 -0.27 0.25 
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Study 

Sub-group 

Intervention Group 

Outcome 

Control Group 

Outcome Weight 

% 

Standard Mean 

Difference 

Support Format M SD N M SD N Effect LCI UCI 

Muto, Hayes, & Jeffcoat 

(2011) (DASS-A) 

SA BB 12.53 8.2 30 10.45 6.75 31 8.2% -0.27 -0.78 0.23 

Pots et al (2016) (HADS-A) PSH CB 6.15 3.25 82 7.82 3.62 87 10.2% 0.48 0.18 0.79 

Ritzert et al (2016) (ASI) SA BB 18.22 12.41 256 28.25 13.91 247 11.3% 7.84 7.32 8.35 

Trompetter et al (2015a) 

(HADS-A) 

SA CB 5.0 3.8 59 6.1 3.6 62 9.7% 0.30 -0.06 0.65 

Total (95% CI)     857   967 100% 0.35 0.09 0.60 

Note. *Fledderus et al (2012 & 2013) and Bohlmeijer et al (2015) excluded from meta-analysis due to doubling up of control 

group data. Standard Mean Difference calculated as Hedge’s G. PSH = Predominantly Self-Help; SA = Self-Administered; CB 

= Computer Based; BB = Book Based; M = Mean; SD = Standard Deviation; N = Number of participants included in analysis; 

LCI = Lower Confidence Interval; UCI = Upper Confidence Interval
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Figure 6. Anxiety Outcomes Forest Plot 

 

The results showed a small significant pooled effect size (g=0.35; 95% 

CIs [0.09, 0.60]; Z=2.66, p=.008) favoring intervention, however, ‘practical 

significance’ was not reached. As predicted, heterogeneity was considerable 

(I2=84%), and so further sensitivity analyses were conducted. 

Removal of the study that did not have CIs overlapping with the overall 

effect size (Fledderus et al, 2012) did not significantly impact heterogeneity 

(I2=81%). The effect size was slightly reduced (g=0.29; 95% CIs [0.02, 0.55]; 

Z=2.12, p=.03) but remained significant. As per the forest plots, removal of the 

outlier study (Ritzert, 2016) again did not impact the heterogeneity (I2=81%) and 

the effect size was slightly reduced (g=0.30; 95% CIs [0.02, 0.57]; Z=2.13, 

p=.03) but remained significant. 

Sensitivity analyses were conducted that investigated the removal of the 

three studies assessed as having a high risk of bias, and not using ITT analysis. 

The pooled effect size remained significant at a similar level (g=0.34; 95% CIs 

[0.06, 0.62]; Z=2.40, p=.02) and heterogeneity remained considerable (86%). 
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The pooled effect size remained significant and at a similar level when 

analysis was limited to studies with passive controls (g=0.35; 95% CIs [0.08, 

0.63]; Z=2.49, P=.01), or studies with similar length interventions (g=0.39; 95% 

CIs [0.13, 0.65]; Z=2.98, p=.003). In both cases heterogeneity remained 

considerable (I2=83% and 81% respectively). 

 

Levels of Guidance: Self-Administered vs. Predominantly Self-Help.  

When limiting analysis to PSH studies (n=5), heterogeneity dropped 

(I2=54%) and the pooled effect size increased to a significant medium size 

(g=0.61; 95% CIs [-0.34, 0.88]; Z=4.43, p=.00001) with ‘practical significance’. 

Limiting analysis to SA studies (n=6) reduced the pooled effect size to a non-

significant level (g=0.16; 95% CIs [-0.22, 0.54]; Z=0.83, p=.41) and 

heterogeneity remained considerable (I2=88%). Removing the larger ‘outlier’ SA 

study (Ritzert, 2016) led to a greatly reduced heterogeneity (I2=36%) and the 

pooled effect size of the SA studies dropped to a non-significant level close to 

zero (g=0.02; 95% CIs [-0.18, 0.23]; Z=0.22, p=.82). This indicates that PSH 

may provide better anxiety outcomes than SA. However, as this analysis has 

impacted on the randomization of participants, other factors may be involved. 

 

Format of Intervention: Book Based vs. Computer Based.  

Limiting analysis to BB studies (n=6) led to a similar pooled effect size 

but was non-significant (g=0.36; 95% CIs [-0.04, 0.76]; Z=1.75, p=.08) with 

considerable heterogeneity (I2=88%). Removal of the larger ‘outlier’ BB study, 

Ritzert (2016), maintained considerable heterogeneity (I2=88) and the pooled 

BB effect size was reduced and remained non-significant (g=0.26; 95% CIs [-

0.28, 0.81] Z=0.94, p=.35). Limiting analysis to the CB studies (n=5) led to a 

reduced heterogeneity (I2=62%) and had minimal impact on the size, direction, 

or significance of the pooled effect size (g=0.31; 95% CIs: [0.05, 0.58]; Z=2.35, 

p=.02). These results suggest that it is unlikely that the intervention format is a 

moderator of anxiety outcomes. 



 

Page 64 of 433 
 

Psychological Flexibility Outcomes.  

All 13 studies (2194 participants) utilized measures of PF and were 

included in the meta-analysis (Table 10; Figure 7). A variety of different PF 

measures were used, therefore, there is variation in the interpretation of high 

scores. For three outcome measures, higher scores indicate less PF (AAQ (16 

items), PIPS, & AFQ-Y) whilst for the others higher scores indicate more PF 

(AIS-27, AIS-9, AAQ (10 items), AAQ-II (10 items), CPAQ & TAQ). The entering 

of data into RevMan was adapted accordingly. 

It is worth noting that Bricker et al (2013), following contact for results, 

found an error in initial analysis of AIS-27 scores and so corrected values are 

used within this analysis. 
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Table 10 

Psychological Flexibility Outcomes 

 

Study 

Sub-group 

Intervention Group 

Outcome 

Control Group 

Outcome Weight 

% 

Standard Mean 

Difference (Hedge’s D) 

Support Format M SD N M SD N Effect LCI UCI 

Bricker et al (2013) 

(AIS) 

SA CB 3.17 0.60 59 2.92 0.44 57 8.0% 0.47 0.10 0.84 

Bricker et al (2014) 

(AIS) 

SA CB 3.00 0.57 78 3.03 0.53 78 8.3% -0.05 -0.37 0.26 

Buhrman et al 

(2013) (CPAQ) 

PSH CB 50.84 18.23 38 43.58 16.58 38 7.4% 0.41 -0.04 0.87 

Fledderus et al 

(2012) (AAQ-II) 

PSH BB 49.29 9.08 250 43.00 10.27 126 8.7% 0.66 0.44 0.88 

Hesser et al (2012) 

(TAQ) 

PSH CB 44.27 9.69 33 36.81 10.95 32 7.1% 0.71 0.21 1.22 

Jeffcoat & Hayes 

(2012) (AAQ-II) 

SA BB 51.35 11.29 103 48.87 11.08 109 8.5% 0.22 -0.05 0.49 
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Study 

Sub-group 

Intervention Group 

Outcome 

Control Group 

Outcome Weight 

% 

Standard Mean 

Difference (Hedge’s D) 

Support Format M SD N M SD N Effect LCI UCI 

Johnston et al 

(2010) (CPAQ) 

PSH BB 59.00 8.2 6 52.3 13.80 8 3.9% 0.53 -0.55 1.62 

Levin et al (2015) 

(AFQ-Y) 

SA CB 35.37 12.27 110 36.11 13.51 118 8.6% 0.06 -0.20 0.32 

Moffit & Mohr (2015) 

(AAQ) 

SA CB 64.55 19.96 32 67.85 12.87 27 7.0% 0.19 -0.32 0.70 

Muto, Hayes, & 

Jeffcoat (2011) 

(AAQ) 

SA BB 44.30 6.67 30 43.48 8.63 31 7.1% 0.10 -0.40 -0.16 

Pots et al (2016) 

(AAQ-II) 

PSH CB 47.74 9.24 82 43.04 9.60 87 8.3% 0.50 0.19 0.80 

Ritzert et al (2016) 

(AAQ) 

SA BB 61.33 6.75 256 76.03 13.88 247 8.8% 1.35 1.16 1.55 
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Study 

Sub-group 

Intervention Group 

Outcome 

Control Group 

Outcome Weight 

% 

Standard Mean 

Difference (Hedge’s D) 

Support Format M SD N M SD N Effect LCI UCI 

Trompetter et al 

(2015) (PIPS) 

SA CB 40.70 13.80 82 43.80 13.10 77 8.3% 0.23 -0.08 0.54 

Totals     1148   1046 100% 0.42 0.14 0.70 

Note. *Fledderus et al (2012 & 2013) and Bohlmeijer et al (2015) excluded from meta-analysis due to doubling up of control 

group data. Standard Mean Difference calculated as Hedge’s G. PSH = Predominantly Self-Help; SA = Self-Administered; CB 

= Computer Based; BB = Book Based; M = Mean; SD = Standard Deviation; N = Number of participants included in analysis; 

LCI = Lower Confidence Interval; UCI = Upper Confidence Interval
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Figure 7. Psychological Flexibility Outcomes Forest Plot 

 

 The results show a significant small pooled effect size estimate (g=0.42; 

95% CIs [0.14, 0.70]; Z=2.93, p=.003) favoring intervention that meets criteria 

for ‘practical significance’. As predicted, heterogeneity was considerable 

(I2=89%), therefore, further sensitivity analyses were conducted. 

The Ritzert (2016) study was an outlier on the funnel plot and does not 

have CIs overlapping with the pooled effect size. Its removal led to a slight drop 

in the effect size (g=0.32; 95% CIs [0.16, 0.48]; Z=3.99, p<.0001), but remained 

significant. Heterogeneity reduced to a ‘substantial’ level (I2=56%). 

 A sensitivity analysis was conducted investigating the impact of removing 

the three studies that were assessed as having a high risk of bias, and did not 

use ITT data within their analysis. This led to an increase in the pooled effect 

size (g=0.50; 95% CIs [0.11, 0.89]; Z=2.49, p=.01) but heterogeneity remained 

considerable (I2=93%). 
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The pooled effect size remained significant and increased in size when 

analysis was limited to studies with passive controls (g=0.52; 95% CIs [0.15, 

0.88]; Z=2.76, p=.0006), or studies with similar length interventions (g=0.45; 

95% CIs [0.16, 0.74]; Z=3.04, p=.002). In both cases heterogeneity remained 

considerable (I2=90% and 89% respectively). 

  

Levels of Guidance: Self-Administered vs. Predominantly Self-Help.  

Limiting analysis to SA studies (n=8) reduced the effect size to a small 

and non-significant level (g=0.33; 95% CIs [-0.10, 0.76]; Z=1.51, p=.13) with 

considerable heterogeneity (I2=94%). Removal of the large ‘outlier’ SA study 

(Ritzert, 2016), reduced the heterogeneity to I2=0% and the pooled effect size, 

whilst significant, greatly reduced (g=0.16; 95% CIs [0.04, 0.29]; Z=2.51, p=.01). 

Limiting the analysis to PSH studies (n=6) led to a significant medium pooled 

effect size (g=0.73; 95% CIs [0.35, 1.11]; Z=3.75, p=.0002) with maintained 

considerable heterogeneity (I2=87%). These results indicate that PSH 

interventions may have greater impact than SA interventions, however, other 

factors may be involved. 

 

Format of Intervention: Book Based vs. Computer Based.  

Sub-group analysis was conducted looking at the pooled effect sizes of 

BB and CB studies. Limiting analysis to BB interventions (n=5) increased 

results to a significant medium effect size (g=0.60; 95% CIs [0.07, 1.13]; 

Z=2.20, p=.03) but maintained considerable heterogeneity (I2=93%). Removal 

of the large ‘outlier’ BB study, Ritzert (2016), led to the heterogeneity reducing 

(I2=63%) and a smaller significant pooled effect size (g=0.38; 95% CIs [0.06, 

0.70]; Z=2.36, p=.02). Limiting analysis to the CB interventions (n=8) reduced 

heterogeneity to a ‘substantial’ level (I2=48%) with a smaller but significant 

pooled effect size (g=0.28; 95% CIs [0.11, 0.46]; Z=3.16, p=.002). Whilst these 

results may indicate that BB interventions may be more effective at increasing 

PF, other factors are likely to be involved. 
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Impact of ACT Processes on Anxiety and Depression Outcomes.  

Ten studies included outcomes for all three measures. Four of these 

studies had further mediational analyses investigating the effect of PF on 

anxiety and/or depression symptoms. Significant mediating relationships were 

found with anxiety outcomes (Fledderus et al, 2013; Levin et al, 2015), 

depression outcomes (Fledderus et al, 2013; Levin et al, 2015; Pots et al, 

2016b), and overall HADS score (Trompetter et al, 2015b).  

 As changes in PF are expected to directly relate to changes in 

depression and anxiety scores it is expected that PF effect sizes will positively 

correlate with anxiety and depression effect sizes. A further meta-correlation 

(Table 11) was, therefore, conducted across the 10 studies reporting effect 

sizes for both process (psychological flexibility) and distress outcomes (anxiety 

and depression). Spearman rank correlations showed strong, positive 

relationships between effect sizes for (1) psychological flexibility and anxiety 

(rho = .90, p < .001, n = 10) and (2) psychological flexibility and depression (rho 

= .70, p = .025, n = 10); indicating that larger effects for distress (outcome 

indices) were associated with larger effects for psychological flexibility (ACT 

process measures). Rank correlations were used to reduce the influence of 

outlier data (relatively large effect sizes observed in Ritzert et al., 2016). 

 

Table 11 

Correlations of Effect Sizes of Depression, Anxiety, and Psychological Flexibility 

Measure 
Psychological  

Flexibility 

Depression .70* 

Anxiety .90*** 

Note. *p<.05, **p<.01, **p<.001 
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Discussion 

This systematic review considered the impact of ACT self-help on 

depression, anxiety, and PF. 13 RCT studies were identified that met criteria for 

inclusion within the review. The findings will be discussed alongside alternative 

explanations in regards to the questions posed by this review. 

 

What is the Quality of Current Research into ACT Self-Help? 

Six studies were found to be at high risk of bias. Concern was also raised 

due to these six studies not reporting ITT data despite three of them stating they 

were setting out to do so. Research indicates that ‘high risk’ studies tend to 

have significantly larger effect sizes (Hartling et al, 2009), however, this is not 

evident within the results as removal of such studies did not significantly impact 

size, significance, or direction of pooled effect sizes. This, however, may just 

indicate that the review authors were too stringent in the application of the risk 

assessment. 

The funnel plots were reasonably symmetrical and there was no 

indication of reporting bias, however, interpretation was vulnerable to individual 

opinion (Terrin et al, 2005). Also, only published results were included in this 

review, therefore, it is difficult to test Fanelli’s (2012) claim that there is 

publication bias. Whilst the forest plots show negative effect sizes in some 

studies, it is worth noting that many of these studies often neglected to 

sufficiently describe such negative outcomes within their article’s narrative. This 

echoes concerns raised by O’Donohue et al (2016) that there is bias in how 

research results are described. 

The funnel plots did raise concern over one ‘outlier’ (Ritzert et al, 2016) 

that had significantly greater effect sizes. Removing the study reduced pooled 

effect sizes but maintained heterogeneity levels. This indicates that it may only 

be due to the study’s large size, and reduced CI, that led to its position on the 

plots. It is also assessed as being at a low risk of bias and so it may be that, 

despite being an outlier, it has more representative effect sizes. 
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Despite the concerns raised about the methodologies and narrative 

representations of outcomes, the meta-analytic outcomes of this review did not 

appear to be impacted upon by these concerns. However, these concerns need 

to be taken into consideration in future practice. 

 

What is the Efficacy of ACT Self-Help on Depression, Anxiety, and 

Psychological Flexibility? 

Meta-analysis showed significant small effect sizes favoring intervention 

for depression (g=0.34; 95% CIs [0.07, 0.61]; Z=2.49, p=.01) and anxiety 

(g=0.35; 95% CIs [0.09, 0.60]; Z=2.66, p=.008) outcomes, but ‘practical 

significance’ (Ferguson, 2009) was not achieved and so such changes may not 

have been meaningful to the participants involved. However, it can be argued 

that, as ACT does not claim to reduce symptoms but rather increase 

acceptance of them (Hayes et al, 1999), symptom reduction was not 

necessarily expected. This highlights a flaw in ACT research as emphasis is still 

being placed on symptomology rather than more suitable outcomes. 

Meta-analysis of PF outcomes showed a significant small effect size 

(g=0.42; 95% CIs [0.14, 0.70]; Z=2.93, p=.003) favoring intervention. Whilst 

these results are positive, concerns have been raised that measures of PF, 

such as the AAQ, may instead be measuring distress or knowledge of the 

model (Francis, Dawson, & Golijani-Moghaddam, 2016). If this is the case, then 

it may be that the witnessed pooled effect size does not truly represent changes 

in PF. 

There may also be alternative explanations for the effect sizes, such as 

demand characteristics of participants wanting to give the ‘right’ answers rather 

than what they truly feel, particularly as participants were unable to be ‘blinded’ 

to the interventions. However, little research exists to indicate whether demand 

characteristics have any impact within non-laboratory settings (McCambridge, 

de Bruin, & Witton, 2012). 
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Despite these concerns, the results indicate that ACT self-help can 

increase PF to a level that is meaningful to an individual, and slightly reduce 

depression and anxiety symptoms. 

 

Does the Format of Delivery or Guidance Impact Outcomes? 

When looking at effect size alone, there is an indication that BB 

interventions have greater impact on outcomes. However, if intervention format 

was a moderator, BB studies would have lower levels of heterogeneity but this 

is not the case. Also, the differences between BB and CB outcomes were small 

and removal of the larger outlier study (Ritzert et al, 2016) significantly dropped 

the pooled effect sizes of the BB studies. Therefore, with the current research 

presented, no conclusions can be made in regards to whether the format of 

intervention moderates outcome, particularly as (1) randomization has been lost 

and (2) there is a no existing self-help literature to support these levels of 

interpretation. 

In regards to the impact of clinician guidance, there appears to be a 

strong indication that PSH interventions led to improved results, even when the 

larger outlier study (Ritzert et al, 2016) was removed. This may be due to other 

factors within the sub-groups as randomization has been lost, however, it is 

supported by self-help literature indicating that having any form of clinician 

guidance can greatly improve depression and anxiety outcomes compared to 

no guidance at all (Cuijpers et al, 2010; Harai & Clum, 2006). ACT self-help 

literature also shows face-to-face therapy to be more effective than self-help 

(Lappalainen et al, 2014), and minimal contact (MC) therapy to have greater 

impact on PF and depression outcomes (Thorsell et al, 2011). However, 

Fledderus et al (2012) found no significant difference between minimal and 

extensive guidance conditions, but as both of these conditions are PSH it may 

be that they were not dissimilar enough to show significant difference in 

outcomes. At current, there is no literature comparing SA to PSH interventions 

within ACT self-help. 
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These results suggest that the format of intervention is unlikely to impact 

outcome, but that having some form of guidance can improve outcomes within 

ACT self-help. 

 

Does Psychological Flexibility Moderate Depression and Anxiety 

Outcomes? 

Only four studies investigated the relationships between PF and 

depression/anxiety outcomes. This may indicate reporting bias; however, 

studies may have chosen to not investigate such relationships for other 

reasons. The four articles that did investigate all found PF to be a moderator of 

depression and anxiety outcomes. Also, when a meta-correlation was 

conducted, strong positive relationships between PF and the depression/anxiety 

outcomes were found. This indicates initial support for the theory that PF 

changes mediate changes in depression and anxiety symptoms as shown in 

previous research in non-self-help populations (Hayes et al, 1999; Levin, 

Hildebrandt, Lillis, & Hayes, 2012). However, causal inferences are difficult to 

make because (1) analyses are correlational, (2) limitation of only having four 

papers reporting on the mediating relationships, and (3) outcomes were not 

taken at multiple time points during the interventions and so the pattern of the 

relationship remains relatively unknown. 

Therefore, it is likely that PF does mediate changes in depression and 

anxiety outcomes within ACT self-help but, without further in-depth analysis, 

care needs to be taken when drawing such conclusions. 

 

Generalizability of Conclusions and Limitations of Review 

 The focus of the review has remained open to a range of client 

populations due to restrictions in currently available research and, as ACT is 

transdiagnostic, this may still be suitable. However, it is this heterogeneity that 

has limited the conclusions that can be drawn. Whilst this heterogeneity has 

been accounted for through sensitivity analysis, a limitation of this review is that 
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it has been unable to be more focused on particular client populations or 

difficulties. 

 The review’s findings can be generalized to other ACT self-help 

interventions, however, only those that are deemed SA or PSH. The findings 

can also only be applied when considering outcomes in depression, anxiety, 

and PF. Several studies did include further outcomes, however, for pragmatic 

reasons these outcomes were not the focus of the review. This is again a 

limitation, particularly as ACT does not set out to reduce symptomatology but 

rather increase acceptance to it.  

The findings can also be compared against any upcoming RCTs investigating 

ACT self-help, however, are limited due to focus on the impact of intervention 

against passive controls which will potentially mean misleading results 

(Karlsson & Bergmark, 2015). There is also the difficulty that only published 

research was analyzed, therefore, conclusions may be skewed due to 

publication bias (Fanelli, 2012). The review is also limited in that it did not 

consider the cost-effectiveness of any of the interventions under review. 

 

Implications for Practice and Future Research 

This review has, therefore, led to the following recommendations: 

• ACT self-help (1) should not be discounted as a form of 

intervention, but (2) should not be used as a replacement for face-

to-face therapy  

• Any service offering ACT self-help should give at least a minimal 

level of clinician guidance 

• More research is needed in this area in order to allow more focus 

within future meta-analytic reviews 

• Further research needs to (1) investigate SA versus PSH 

interventions within ACT self-help RCTs, (2) investigate changes 

in PF during ACT self-help through a series of single-case 

experimental designs, (3) focus more on outcomes that ACT 
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purports to target rather than symptomology, and (4) follow 

Cochrane guidelines (Higgins & Green, 2011) in order to improve 

research quality 

It is hoped that these recommendations will allow greater understanding 

of ACT self-help processes which can further reduce bias in how such 

interventions are being represented in public and academic domains. 
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Highlights7 

• Exploration of processes behind a ten-week guided ACT self-help 

intervention 

• High drop-out rates and qualitative feedback suggest feasibility issues  

• Significant improvement in psychological flexibility, well-being and 

symptomatology 

• Partial support for the Phase Model of Psychotherapeutic Outcome 

• Moderate support for ACT’s model of psychological flexibility 

                                            
7 Feature of target journal.  
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Abstract 

Background 

Waiting lists for clinical psychology services within the UK are long. A low-cost, 

transdiagnostic waiting list intervention could improve experiences and initiate 

processes of psychotherapeutic change. Guided Acceptance and Commitment 

Therapy (ACT) self-help holds promise in this regard – with evidence supporting 

its efficacy in other contexts – but has not yet been tested as a waiting list 

intervention. Moreover, research needs to explore underlying change-

processes. Do outcomes (where present) follow the predictions of the Phase 

Model of Psychotherapeutic Outcome (PMPO), and are outcomes mediated by 

psychological flexibility as posited by ACT?  

 

Method 

A multiple-baseline single-case experimental design was utilised to explore 

participant outcomes in psychological flexibility, well-being, symptomatology, 

and life-functioning, during a 10-week phone-guided ACT self-help intervention. 

Participants then engaged in a post-intervention change interview to triangulate 

results.  

 

Results 

Three participants completed the full 10-week intervention: Two experienced 

improvements in psychological flexibility, well-being, and symptomatology, and 

trends towards improvements in life-functioning; the other participant 

experienced no significant changes in outcomes. Analysis of weekly outcomes 

partially supported the predictions of the PMPO. Links between psychological 

flexibility and outcomes were supported, with changes in psychological flexibility 

preceding or co-occurring with other outcomes. Participants attributed outcomes 

to both life-events and the intervention, and placed emphasis on the positive 
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impact of the guiding phone calls. Feedback also indicated that the intervention 

requires adaptation to improve accessibility prior to future implementation.  

 

Discussion 

Future research should continue exploration into ACT processes, and the 

application of guided ACT self-help interventions in such populations. 

 

Keywords8: Acceptance and Commitment Therapy, Guided Self-Help, 

Case Series, Phase Model of Psychotherapeutic Outcome, Waiting List. 

 

                                            
8 Feature of target journal.  
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Introduction 

Waiting Lists 

In England, one in six adults (17%) meet criteria for a common mental 

health disorder9 (CMD; Mcmanus, Bebbington, Jenkins, & Brugha, 2016; 

Extended Paper 1.2.), and there is a push for mental health waiting times to be 

reduced to six weeks (Department of Health, 2014; The King’s Fund, 2015). 

The introduction of a stepped-care approach (Increasing Access to 

Psychological Therapies10) has improved access to psychological interventions 

in primary care settings, however, community-based waiting lists remain high 

for those with severe CMDs requiring specialist intervention (Mcmanus, 

Bebbington, Jenkins, & Brugha, 2016; Mind, 2013; Royal College of 

Psychiatrists, 2014).   

Such waits negatively impact individuals’ “livelihoods, relationships, and 

general well-being” (Mind, 2010, p.8; Extended Paper 1.4.). Without timely 

input, individuals are at greater risk of suicide attempts and/or detention under 

the Mental Health Act (Rethink Mental Illness, 2014; The King’s Fund, 2015). 

The impact is also economic, with 11.5% of UK sick days in 2016 due to mental 

illness (Office for National Statistics, 2017), and estimations that £1 billion could 

be saved per year in welfare and crisis costs if treatments were given promptly 

to depressed individuals in the UK (Jenkins et al., 2008). However, the supply of 

specialist intervention is struggling to meet demand (Extended Paper 1.5.). 

                                            
9 Mental health disorders with increased prevalence including depressive 

disorders, generalised anxiety disorders, panic disorder, phobias, social anxiety 

disorder, post-traumatic stress disorder, and obsessive-compulsive disorder 

(National Collaborating Centre for Mental Health, 2011) 

10 Service providing evidence-based psychological therapies to adults with mild-

to-moderate CMDs across three levels depending on need: (1) primary care 

assessment, (2) watchful waiting and guided self-help, (3) medication and short-

term psychotherapy (Extended Paper 1.3.). 
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A low-level waiting list intervention could provide an alternative way for 

services to reduce these negative outcomes. Within individuals treated, it could 

also initiate processes of psychotherapeutic change and enhance factors linked 

to improvements in later treatment outcomes. However, such changes need to 

be evidence informed prior to wider implementation (Centre for Reviews and 

Dissemination, 2011; The King’s Fund & The Health Foundation, 2015). 

 

Waiting List Interventions 

 A recent systematic literature review has highlighted that research into 

the impact of providing a low-level intervention prior to face-to-face therapy is 

still small and under development (Erbe, Eichert, Riper, & Ebert, 2017). 

Evidence indicates that self-help interventions within waiting list populations can 

improve symptomatology (Kenter, Cuijpers, Beekham, & van Straten, 2016; 

Whitfield, Williams, Hinshelwood, Pashley, & Campsie, 2007), and can also 

improve outcomes in later face-to-face psychotherapy. For example, Kenter, 

Warmerdam, Brouwer-Dudokdewit, Cuijpers, & van Straten (2013) found that 

individuals with mixed depression/anxiety presentations had significantly higher 

improvements in anxiety if they had engaged in self-help prior to face-to-face 

therapy, and 34% of the group reached clinical improvement in depression, 

anxiety, and stress in comparison to 9.1% of those who had only had face-to-

face therapy on its own. Similarly, Kok, van Straten, Beekham, & Cuijpers 

(2014) found that individuals with phobias had significantly improved outcomes 

on measures of fear and depression when given self-help prior to face-to-face 

psychotherapy, in comparison to those who had opted to not engage in self-

help prior to face-to-face therapy.  

However, the evidence is not always clear cut, with indication that 

“stepped-care” (where individuals have low-level interventions prior to face-to-

face therapy) produces similar outcomes to face-to-face therapy alone 

(Braamse et al., 2015; Gyanie, Shafran, Layard, & Clark, 2010), and Haug et al. 

(2015) found that individuals with panic disorder and/or social disorder have 

improved outcomes if given face-to-face therapy without prior self-help. Whilst 
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the evidence base is limited in size, it is encouraging that further research is 

currently being conducted (Reins et al., 2013; Grünzig, Baumeister, Bengel, 

Ebert, & Krämer, 2018; Härter et al., 2015) as it is clear that further research is 

needed if such approaches to waiting lists and stepped-care are going to be 

adopted within services.  

 

Phase Model of Psychotherapeutic Outcome 

Research into the processes of psychotherapeutic change indicates that 

psychotherapeutic outcomes occur over several stages, with both sequential 

(e.g., Fenichel, 1954) and non-sequential (e.g., Prochaska & Di Clemente, 

1982) models being proposed. Evolving from the Dose-Effect Model (Howard, 

Kopta, Krause, & Orlinsky, 1986), the Phase Model of Psychotherapeutic 

Outcome (PMPO; Howard, Lueger, Maling, & Martinovich, 1993; Extended 

Paper 1.6.) hypothesises that clients experience progressive, sequential, and 

causally mediated change across three domains: (1) improvement in subjective 

well-being (“Remoralisation”), (2) reduction of symptomatology (“Remediation”), 

and (3) enhancement of life-functioning (“Rehabilitation”). It has remained 

widely supported, with up to 65.8% of individuals showing outcomes consistent 

with the model (Hilsenroth, Ackerman, & Blagys, 2001; Sembill, Vocks, 

Kosfelder, & Schöttke, 2017; Stulz & Lutz, 2007), and any observed deviance in 

sequencing attributed to variance in population and setting (Callahan, Swift, & 

Hynan, 2006; Joyce, Ogrodniczuk, Piper, & McCallum, 2002). There is 

argument that the PMPO should be utilised to inform treatment pathways 

(Sembill et al., 2017); however, it has yet to be tested in interventions other than 

individual psychotherapy (e.g., group work, self-help, etc.), and there is 

indication that individuals with severe presentations are less likely to have 

PMPO consistent outcomes (Joyce et al., 2002; Stulz & Lutz, 2007). 

 Therefore, it is pertinent to investigate whether any proposed low-level 

waiting list intervention follows the PMPO. If the phases are sequential in nature 

then a waiting list intervention could initiate the sequence and enhance later 
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therapeutic outcome. The phases, and their ability to predict later outcomes, are 

considered further below. 

 

Subjective Well-being.  

Called “Remoralisation”, the first phase of the PMPO is improvement in 

subjective well-being (Howard et al., 1993; Extended Paper 1.7.). This is an 

individual’s appraisal about the emotional, psychological, and social aspects of 

their life, often considered on a continuum from “languishing” to “flourishing” 

(Gallagher, Lopez, & Preacher, 2009; Keyes, 2002, 2005, 2013; Robitschek & 

Keyes, 2009). Well-being is often viewed as synonymous to quality-of-life 

(Frisch, 1998); however, this remains a source of debate (see Camfield & 

Skevington, 2008; Extended Paper 1.8.). 

Improvements in well-being are linked to the initial stages of therapy 

where hope, empowerment, and positive future appraisal are inspired (Howard 

et al., 1993), with levels of well-being, hope, and future appraisal all presenting 

as predictors of later psychopathology and therapeutic outcome (Debats, 1996; 

Irving et al., 2004; Lamers, Westerhof, Bohlmeijer, Ten Klooster, & Keyes, 

2011). Psychological and emotional well-being have also been shown to 

moderate therapeutic outcomes within self-help formats (Trompetter, 

Bohlmeijer, Lamers, & Schreurs, 2016), with argument for positive well-being to 

be better monitored within such interventions (Trompetter, Lamers, Westerhof, 

Fledderus, & Bohlmeijer, 2017). PMPO research has shown that improved well-

being is needed prior to improvement in other outcomes (Howard et al., 1993; 

Stulz & Lutz, 2007), therefore, it is an important outcome for waiting list 

interventions to target.  

 

Symptomatology.  

The second phase, “Remediation”, is considered the resolution of an 

individual’s symptoms (Howard et al., 1993; Extended Paper 1.9.). Symptoms of 
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CMD broadly cover anxiety, depression, and stress (Baxter et al., 2014), with 

common factor and transtheoretical theories being argued due to difficulties in 

differentiating each construct (Hayes, Wilson, Gifford, Follette, & et al, 1996; 

Osman et al., 2012). Symptom improvements are linked to the middle phase of 

therapy where coping skills are developed, however, prior improvements in 

well-being can activate an individual’s existing coping skills without necessarily 

needing active therapeutic ingredients to do so (Howard et al., 1993; Stevens, 

Hynan, & Allen, 2000). Research suggests that symptom severity prior to 

therapy can moderate and predict outcome (Newman, Crits-christoph, Connolly 

Gibbons, & Erickson, 2006), and initial therapeutic alliance (Falkenström, 

Granström, & Holmqvist, 2014; Meier, Donmall, Barrowclough, McElduff, & 

Heller, 2005; Trompetter et al., 2016; Tschuschke et al., 2015) which mediates 

treatment outcome (Horvath, Del Re, Flückiger, & Symonds, 2011). Therefore, 

a low-level waiting list intervention that reduces symptoms could enhance later 

outcomes, and initiate improvements in life-functioning (Dunn et al., 2012; 

Howard et al., 1993).  

 

Life-Functioning.  

Detailed as “Rehabilitation”, the final phase of the PMPO observes 

improvement in life-functioning. Unlike well-being, which captures an 

individual’s appraisal of their life, life-functioning more objectively focuses on the 

enhancement of former/new functional roles across various areas of life (e.g., 

interpersonal, social, and work; Howard et al., 1993; Extended Paper 1.10.). 

Improvements are linked to the final stage of therapy where longstanding 

maladaptive patterns of living are targeted (Howard et al., 1993). It is argued 

that research needs more focus on life-functioning outcomes, rather than just 

symptomatology, as it is more likely to be meaningful to individuals (Kopta, 

Howard, Lowry, & Beutler, 1994). Further to this, recovery is enhanced if 

improved life-functioning is achieved (Agosti & Stewart, 1998), with poor life-

functioning presenting as a better predictor of relapse than attributional style, 

self-esteem, genetic vulnerability, social support, or number of previous 
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episodes (Staner et al., 1997). Therefore, a low-level intervention that improves 

life-functioning could reduce the negative impact of waiting lists and improve 

outcome durability. 

Considering the above, a waiting list intervention could help an individual 

begin movement through the PMPO, and experience an enhancement in later 

therapeutic outcomes. Such an intervention would need to be applied broadly 

across CMDs typically seen within waiting lists. Whilst psychotherapeutic 

models can be adapted for different CMD presentations (e.g., Cognitive 

Behavioural Therapy; Hofmann, Asnaani, Vonk, Sawyer, & Fang, 2012), the 

transdiagnostic approach of Acceptance and Commitment Therapy (ACT) may 

make it well-suited to address the diversity of presentations. 

 

ACT and Transdiagnostic Effects 

ACT is a third-wave psychotherapeutic approach grounded in functional 

contextualism (Hayes, 1993) and relational frame theory (Hayes, Barnes-

holmes, & Roche, 2002; Extended Paper 1.11.), and is considered 

transdiagnostic (Hayes et al., 2011). ACT posits that psychological distress 

arises from psychological inflexibility, whereby cognitive fusion (excessive 

regulation of behaviour by verbal processes) and experiential avoidance 

(attempts to alter frequency, form, or situational sensitivity of private events11) 

impair an individual’s ability to live a valued life (Hayes, Luoma, Bond, Masuda, 

& Lillis, 2006). From this perspective, CMD symptoms are normal responses 

that become pathological due to an individual’s unwillingness to accept them 

and continue living to their values.  

ACT aims to increase psychological flexibility, thereby reducing distress, 

through six core processes (Hayes et al., 2011; Table 12; Extended Paper 

1.12.). Unlike predominant psychotherapeutic approaches that target discrete 

psychological difficulties through cognitive restructuring, ACT encourages active 

acceptance and observation of private events, mindfulness, and engagement in 

                                            
11 Thoughts, images, and bodily sensations. 
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behavioural change in line with personal values (Hayes et al., 2006). Thus, by 

targeting underlying psychological inflexibility, distress can be alleviated 

regardless of diagnostic presentation. 

Table 12 

 

Six Core Processes of ACT 

Core Process Explanation 

Acceptance The notion of embracing both the positive and negative 

aspects of human experience. The opposite of experiential 

avoidance. 

 

Cognitive 

Defusion 

The notion of viewing thoughts as an experience to be 

observed, rather than attempting to alter their content or 

frequency. 

 

Being Present The notion of being in contact with present experiences in a 

non-judgemental way, and moving away from rumination or 

predicting the future. 

 

Self as 

Context 

The notion of being aware of one’s experiences without 

attachment or investment in them. 

 

Values The notion of developing life values that are not based on 

avoidance or fusion with verbal processes. 

 

Committed 

Action 

The notion of living a life based on values rather than rules, 

and the commitment to behaviour change. 

 

 

Evidence for ACT is growing with recent systematic reviews indicating 

efficacy in treating multiple disorders, including anxiety, somatoform disorders, 

depression, psychosis, and addictions (A-Tjak et al., 2015; Öst, 2014; Smout, 

Hayes, Atkins, Klausen, & Duguid, 2012). Öst’s (2014) review suggested that, 
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whilst positive, evidence is methodologically flawed and that ACT cannot yet be 

considered a fully established treatment. The research has also been critiqued 

for focusing too much on symptomatology (A-Tjak et al., 2015). However, there 

is emerging evidence for its efficacy in improving well-being (Bohlmeijer, 

Lamers, & Fledderus, 2015; Fledderus, Bohlmeijer, Smit, & Westerhof, 2010) 

and life-functioning (Dewhurst, Novakova, & Reuber, 2015; Franklin, Best, 

Wilson, Loew, & Compton, 2011; Hayes et al., 2004), and literature suggests it 

is at minimum equal to other established treatments (Levin & Hayes, 2009; 

Powers, Zum Vörde Sive Vörding, & Emmelkamp, 2009). Such empirical 

limitations are characteristic of emerging psychotherapeutic approaches 

(Gaudiano, 2009), therefore, the approach should not be discounted. 

Due to ACT theory being developed ahead of the data, concerns were 

raised that the model was not based on empirical evidence (Corrigan, 2001), 

with argument for more research focusing on underlying processes of change 

(A-Tjak et al., 2015). Attempts at exploring ACT processes have mostly been 

correlational, with psychological flexibility negatively correlated with quality-of-

life and mental health outcomes (Hayes et al., 2006). Sub-components of 

psychological flexibility have also been explored, for example, with experiential 

avoidance mediating well-being (Fledderus, Bohlmeijer, & Pieterse, 2010), 

cognitive defusion improving coping skills (Healy et al., 2008), and single-case 

experimental designs (SCEDs) indicating modular components of ACT can 

target the core processes somewhat independently (e.g., Villatte et al., 2016). 

However, such evidence has not yet been empirically supported across the 

range of CMDs, and there is argument for more SCEDs to further investigate 

the processes (French, Golijani-Moghaddam, & Schröder, 2017; Hayes, 1981; 

Holman & Koerner, 2014; Vilardaga, 2014). 

 

ACT Self-Help 

 Waiting list interventions need to be low-level to be achievable within 

services. Self-help interventions are considered cost-effective and are 

evidenced to reach equal efficacy with face-to-face therapies (Andersson, 
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Cuijpers, Carlbring, Riper, & Hedman, 2014; Cuijpers, Donker, van Straten, Li, 

& Andersson, 2010; Extended Paper 1.13.). A systematic review into ACT self-

help indicated small-to-medium effect sizes in improving psychological flexibility, 

depression, and anxiety, with greater outcomes achieved when administered 

alongside guided support (French et al., 2017). Randomised controlled trials 

(RCTs) have indicated ACT self-help’s efficacy in improving well-being 

(Fledderus, Bohlmeijer, Pieterse, & Schreurs, 2012; Pots et al., 2016) and 

quality-of-life (Fledderus et al., 2012; Hesser et al., 2012; Johnston, Foster, 

Shennan, Starkey, & Johnson, 2010; Ritzert et al., 2016); however, outcomes 

relating to life-functioning have not necessarily featured within the literature. 

 The above research is limited due to over-reliance on RCTs, as they can 

struggle to uncover underlying processes occurring between pre- and post-

intervention outcomes. A recent SCED indicated that the core process of valued 

living was beneficial in improving experiences of individuals with Chronic 

Fatigue Syndrome (Roche, Dawson, Golijani-Moghaddam, Abey, & Gresswell, 

2017); however, there is a dearth of published case-series approaches within 

ACT self-help literature. 

 

Research Questions 

 Considering the above, this study aimed to explore the processes and 

outcomes of a guided ACT self-help intervention within a waiting list population, 

to better inform potential treatment pathways (Extended Paper 1.14.). 

Therefore, the research questions were as follows:  

1. Does a guided ACT self-help intervention produce outcomes evidenced 

to predict later therapeutic outcome? 

2. Do these outcomes follow the temporal predictions of the PMPO? 

3. Do ACT processes account for any observed changes in outcomes? 
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Methods12 

Design 

A mixed-methods single-case experimental methodology with an A-B 

multiple-baseline design (Barlow & Hersen, 1984) was utilised (Extended Paper 

2.2). Participants completed a weekly battery of outcome measures during a 

baseline phase to act as a control period. A ten-week ACT guided self-help 

intervention was then delivered, with weekly administration of outcome 

measures ongoing. One-week post-intervention, outcome measures were 

repeated, and a semi-structured change interview conducted to triangulate 

conclusions (Elliott, 2010; Morse, 1991). The research protocol was approved 

by the first author’s institutional ethics committee and UK Health Research 

Authority ethics and governance procedures (Appendix B; Extended Paper 

2.3.). 

 

Recruitment 

 Participants were individuals on a waiting list for a “Step-4” 

psychotherapy service within the UK (Extended Paper 2.4.). “Step-4” is part of 

the National Health Service’s stepped-care approach to CMDs, aimed at 

community-based individuals with severe presentations needing more intense 

psychotherapeutic intervention with a qualified psychologist.  

Inclusion criteria were: minimum of four months remaining on waiting list, 

written and verbal English skills, ability to give informed consent, deemed 

suitable for self-help by a qualified psychologist, and an overall “languishing” 

score on the Mental Health Continuum – Short Form (MHC-SF; Keyes, 2002) 

falling a minimum of two standard deviations below the mean score of non-

clinical populations (MHC-SF score ≤ 1.63; see Measures). Participants were 

                                            
12 Methodology informed by the epistemological position of functional 

contextualism (Extended Paper 2.1.) 
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excluded if they had previous experience of ACT, or ongoing input from another 

mental health provider (Extended Paper 2.5.). 

Due to low uptake, recruitment was conducted over two phases. Twenty-

seven suitable individuals were identified, and a random number generator 

used to determine order of recruitment (Extended Paper 2.6.). Eligible 

individuals were contacted by the service via telephone and invited to an 

assessment to confirm eligibility and review the information sheet (Appendix C). 

If consenting, individuals met with the lead researcher to provide written 

informed consent (Appendix D) and demographic data (Appendix E). Their GPs 

were informed of their participation (Appendix F).  

As outcomes need to be observed across a minimum of three cases to 

be deemed meaningful, SCED studies typically recruit six participants to protect 

against attrition (Smith, 2012; Extended Paper 2.7.). Therefore, recruitment 

continued until six participants had commenced the intervention. Participants 

were not paid; however, reimbursement of travel costs was offered. 

 

The Intervention 

 The ACT self-help book “Get Out of your Mind and into your Life” (Hayes 

& Smith, 2005)13 was adapted by ensuring language was relevant to a UK 

population, dividing it into a ten-week intervention, adding additional prompts 

consistent with the guided approach (e.g., “You may wish to discuss this during 

your telephone support”), and increasing spaces for written exercises (Extended 

Paper 2.8.). Folders were provided for participants to store all material. Table 13 

details the division of chapters and which ACT processes were likely to be 

targeted. 

Participants received chapters by post once a week, alongside a weekly 

30-minute phone call from an Assistant Psychologist (AP) to guide them 

through the material. Phone calls adhered to semi-structured “scripts” 

                                            
13 See Appendix G for book permissions 
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developed for the purpose (Appendix H; Extended Paper 2.9.). Book 

adaptations and AP scripts were reviewed independently by two qualified ACT 

clinicians to check fidelity to the ACT model. Service User/Carer representatives 

advised on the accessibility of the intervention (Extended Paper 2.10.). 
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Table 13 

Ten Week Intervention and Related ACT processes 

Week Chapters Topic ACT Process 

1 Int. & 1 • Introduction 

• Human suffering 

 

Acceptance 

2 2 • Why language leads to 

suffering 

 

Cognitive Defusion 

3 3 & 4 • The pull of avoidance 

• Letting Go 

 

Acceptance 

4 5 • The trouble with 

thoughts  

 

Cognitive Defusion 

Self as Context 

5 6 & 7 • Having a thought versus 

buying a thought 

• If I am not my thoughts, 

then who am I? 

 

Cognitive Defusion 

Self as Context 

Being Present 

6 8 • Mindfulness 

 

Being present 

Self as Context 

 

7 9 • What willingness is and 

is not 

 

Acceptance 

8 10 • Willingness: Learning 

how to jump 

 

Acceptance 

Self as Context 

Being Present 

 

9 11 & 12 • What are values? 

• Choosing your values 

 

Values 

10 13 & 

Conc. 

• Committing to doing it 

• The choice of vital life 

 

Committed Action 

Note. Int. = Introduction; Conc. = Conclusion  
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Measures 

The implemented standardised self-report measures14 aimed to quantify 

well-being, symptomatology, life-functioning, and psychological flexibility 

(Appendix J; Extended Paper 2.11.). Due to the PMPO reporting well-being as 

the first component to change, the MHC-SF was chosen as the primary 

measure. To allow comparison with previous research, a second measure of 

psychological flexibility (Acceptance and Action Questionnaire – II; AAQ-II; 

Bond et al., 2011) was administered at pre-, mid-, and post-intervention time-

points. For each measure, participants were asked to consider the past week15. 

Measures were compiled into an online battery (Qualtrics, Provo, UT, USA), for 

which a weekly link was emailed to participants. One participant (Ron) opted for 

postal administration. Table 14 details the aims and scoring systems, the 

criterion for determining clinical/reliable change, and the psychometric 

properties of each measure.

                                            
14 See Appendix I for outcome measure permissions 

15 Wording of measures amended when necessary. 
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Table 14 

Outcome Measures 

Outcome 
Measure 

Aims to 
Measure... 

No. of Items 
and scaling 

Example 
Item 

Scoring and 
Direction 

CC and RCI Reliability 
(IC and TR) 

Validity 

Mental Health 
Continuum – 
Short Form 
(MHC-SF; 
Keyes, 2002) 

Well-being 
(emotional, 
psychological, 
social) 

14 items 
(subscales 3, 
6, and 5 items 
respectively)  
 
6-point Likert 
scales (0-5) 

“How often 
did you feel 
satisfied 
with life?” 

Scores 
calculated as 
averages. 
 
Higher scores 
indicate better 
well-being. 
 
Range: 0-5 

CCs 
“languishing” 
(Score of 0-1 
on at least one 
emotional and 
six other items) 
“flourishing” 
(Score of 4-5 
on at least one 
emotional and 
six other items) 
“moderately 
mentally 
healthy” (any 
other 
combination) 
 

RCI 
.60 
 

ICs  
α = .92 
(Keyes et al., 
2012) 
 
Three-Month 
TRs  
r = .68 
(Lamers et 
al., 2011) 
 

Convergent 
Subscales 
correlate with 
related 
outcomes 
(SWLS; 
PANAS; RSE; 
NES; NCS; 
Social 
Engagement; 
Lamers et al., 
2011) 
 
Discriminant 
Evidenced two-
continua 
model. 
Discriminated 
from results of 
mental illness 
(BSI; Lamers 
et al., 2011) 
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Outcome 
Measure 

Aims to 
Measure... 

No. of Items 
and scaling 

Example 
Item 

Scoring and 
Direction 

CC and RCI Reliability 
(IC and TR) 

Validity 

Depression, 
Anxiety, and 
Stress Scales – 
21 (DASS-21; 
Lovibond & 
Lovibond, 
1996). 

Symptomatolog
y (depression, 
anxiety, stress) 

21 items 
(subscales 7 
items each)  
 
4-point Likert 
scales (0-3) 

“I was 
aware of 
the dryness 
of my 
mouth” 

Scores 
calculated as 
totals 
multiplied by 
two 
 
Higher scores 
indicate 
greater 
symptom 
distress 
 
Range: 0-126 

CCs 
Total: 34.34 
 
Dep subscale 
“mild”: 10 
“moderate”: 14 
“severe”: 21 
“severe+”: 28 
 
Anx subscale 
“mild”: 8 
“moderate”: 10 
“severe”: 15 
“severe+”: 20 
 
Stress 
subscale 
 “mild”: 15 
“moderate”: 19 
“severe”: 26 
“severe+”: 34 
 

RCIs 
Total: 18.99 
Dep: 9.17 
Anx: 11.63 
Stress: 7.65 
 

ICs 
Total: α = .96 
Dep: α = .94 
Anx: α = .87 
Stress: α = 
.95 
(Davies, 
Caputi, 
Skarvelis, & 
Ronan, 2015) 
 
Two-Week 
TRs 
Dep: r =.75 
Anx: r =.64 
Stress: r = 
.64 
(Bottesi et al., 
2015) 
 

Convergent 
Subscales 
correlate with 
the relevant 
subscales of 
the HADS and 
PDS (Henry & 
Crawford, 
2005) 
 
Discriminant 
Between-
construct 
correlations 
(e.g. DASS 
anxiety versus 
HADS/PDS 
depression) 
less significant 
than within-
construct 
correlations 
(Henry & 
Crawford, 
2005) 
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Outcome 
Measure 

Aims to 
Measure... 

No. of Items 
and scaling 

Example 
Item 

Scoring and 
Direction 

CC and RCI Reliability 
(IC and TR) 

Validity 

Social 
Adjustment 
Scale – Self 
Report – 
Modified (SAS-
SR-M; Cooper, 
Osborn, Gath, 
& Feggetter, 
1982) 

Life-functioning 
(work, social, 
family) 

44 items 
(subscales 
12, 9, and 23 
items 
respectively)  
 
5-point Likert 
scales (1-5) 

“Have you 
missed any 
time from 
work?” 

Scores 
calculated as 
averages 
 
Higher scores 
indicate 
reduced 
functioning 
 
Range: 1-5 

CC 
1.98 
 
RCI  
.65 

IC 
α = .74 
(Edwards, 
Yarvis, 
Mueller, 
Zingale, & 
Wagman, 
1978) 
 
Two-Week 
TR 
r = .78 
(Edwards et 
al., 1978) 
 

Convergent 
Correlated with 
measure of 
health-related 
quality-of-life 
(SF-36; 
Gameroff, 
Wickramaratne
, & Weissman, 
2012) 
 
Discriminant 
Able to 
distinguish 
between 
individuals 
with/without 
mental illness 
as indicated by 
the SCL-90 
and GAS 
(Gameroff et 
al., 2012) 
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Outcome 
Measure 

Aims to 
Measure... 

No. of Items 
and scaling 

Example 
Item 

Scoring and 
Direction 

CC and RCI Reliability 
(IC and TR) 

Validity 

Comprehensive 
Assessment of 
Acceptance 
and 
Commitment 
Therapy 
Processes 
(CompACT; 
Francis, 
Dawson, & 
Golijani-
Moghaddam, 
2016) 

Psychological 
flexibility 
(openness to 
experience 
[OE], 
behavioural 
awareness [BA], 
valued action 
[VA]) 

23 items 
(subscales 
10, 5, and 8 
items 
respectively)  
 
7-point Likert 
scales (0-6) 

“Thoughts 
are just 
thoughts – 
they don’t 
control 
what I do” 

Scores 
calculated as 
totals 
 
Higher scores 
indicate 
greater 
psychological 
flexibility 
 
Range: 0-138 

CC 
Total: 81.19 
 
RCI  
Total: 14.95 
 

IC 
Total: α = .91 
(Francis et 
al., 2016) 
 
Two-Week 
TR 
Total: r = .88 
(Bayliss, 
Golijani-
Moghaddam, 
& Dawson, 
2018) 

Convergent 
Correlated with 
the AAQ-II 
(Bayliss et al., 
2018) 
 
Discriminant 
Did not 
correlate with 
measure of 
social 
desirability 
(MCSD-SF; 
Bayliss et al., 
2018) 
 
Concurrent 
Correlates with 
DASS-21 
subscales 
(Bayliss et al., 
2018) 
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Outcome 
Measure 

Aims to 
Measure... 

No. of Items 
and scaling 

Example 
Item 

Scoring and 
Direction 

CC and RCI Reliability 
(IC and TR) 

Validity 

Acceptance 
and Action 
Questionnaire – 
II (AAQ-II; Bond 
et al., 2011) 

Psychological 
flexibility 

7 items 
 
7-point Likert 
scales (1-7) 

“Emotions 
cause 
problems in 
my life” 

Scores 
calculated as 
totals 
 
Higher scores 
indicate 
reduced 
psychological 
flexibility 
 
Range: 7-49 
 

CC 
28.89 
 
RCI  
10.38 

IC 
α = .81  
(Bond et al., 
2011) 
 
 
Three-Month 
TR 
r = .81 
(Bond et al., 
2011) 

Convergent 
Correlates with 
greater levels 
of thought 
suppression 
(WBSI; Bond 
et al., 2011) 
 
Discriminant 
Did not 
correlate with 
measure of 
social 
desirability 
(MCSD; Bond 
et al., 2011)  
 
Concurrent 
Correlates with 
emotional 
distress and 
life-functioning 
(BAI; BDI-II; 
DASS-42; 
GHQ-12; SCL-
90; GJSS; 
Bond et al., 
2011) 
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Note. CCs and RCIs calculated using clinical and non-clinical norms in previous literature when standardised values 
unavailable; CC = Clinical Cut-Off; RCI = Reliable Change Index, whereby changes in score greater than the RCI value are 
deemed significant; IC = Internal Consistency; TR = Test-Retest; BAI = Beck Anxiety Inventory (Beck, Epstein, Brown, & 
Steer, 1988); BDI-I and -II = Beck Depression Inventory -I and -II (Beck, Steer, & Brown, 1996; Beck, Ward, Mendelson, Mock, 
& Erbaugh, 1961); BSI = Brief Symptom Inventory (Beurs & Zitman, 2006); CIS-R = Clinical Interview Schedule – Revised 
(Lewis, Pelosi, Araya, & Dunn, 1992); DASS-42 = Depression, Anxiety, and Stress Scale – 42 (Lovibond & Lovibond, 1995); 
GAS = Global Assessment Scale (Endicott, Spitzer, Fleiss, & Cohen, 1976); GHQ-12 and -28 = General Health Questionnaire 
-12 and -28 (Goldberg, 1978; Goldberg & Hillier, 1979); HADS = Hospital Anxiety and Depression Scale (Zigmond & Snaith, 
1983); IIP-32 = Inventory of Interpersonal Problems (Barkham, Hardy, & Startup, 1996); MCSD and -SF = Marlow-Crowne 
Social Desirability Scale and –Short Form (Ballard, 1992; Crowne & Marlowe, 1960); PANAS = Positive and Negative Affect 
Schedule (Watson, Clark, & Tellegen, 1988); PDS = Personal Disturbance Scale (Bedford & Deary, 1997); RSE = Rosenberg 
Self-Esteem Scale (Rosenburg, 1979); NCS = Need for Cognition Scale (Cacioppo & Petty, 1982); NES = Need to Evaluate 
Scale (Jarvis & Petty, 1996); SCL-90 = Symptom Checklist-90 (Derogatis, Rickels, & Rock, 1976); SWLS = Satisfaction with 
Life Scale (Pavot & Diener, 2009); WBSI = White Bear Suppression Inventory (Wegner & Zanakos, 1994).
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Procedure 

Participants completed all measures within the pre-intervention meeting. 

Participants were pseudo-randomly assigned16 a baseline of three, four, or five 

weeks, which could be extended by up to two weeks if an unstable or improving 

trend on the MHC-SF was observed (Extended Paper 2.12.). The four main 

measures (MHC-SF, DASS-21, SAS-SR-M, CompACT) were completed weekly 

throughout the baseline and intervention. Upon commencement of the 

intervention (Extended Paper 2.13.), participants began receiving chapters via 

post each Monday and a phone call each Thursday. Each weekend, 

participants completed the four main measures, with the AAQ-II included in 

week five. One week after intervention, participants attended a post-intervention 

meeting (Extended Paper 2.14.) where they completed all measures again and 

a semi-structured change interview was conducted (Elliott, 2010; Appendix K; 

Extended Paper 2.15.). Figure 8 and Table 15 illustrate these procedures. 

 

                                            
16 To satisfy the non-concurrent multiple-baseline design, order of assignment 

was adjusted to ensure no participant began the intervention at the same time. 
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Table 15 

 

Outcome Measure Timeline 

Measure Pre-Intervention Baseline  Intervention Post- Treatment 
T1 ... TN  T1 … T5 … T10 

MHC-SF ✓ ✓ ✓ ✓  ✓ … ✓ … ✓ ✓ 
DASS-21 ✓ ✓ ✓ ✓  ✓ … ✓ … ✓ ✓ 
SAS-SR-M ✓ ✓ ✓ ✓  ✓ … ✓ … ✓ ✓ 
CompACT  ✓ ✓ ✓ ✓  ✓ … ✓ … ✓ ✓ 
AAQ-II ✓       ✓   ✓ 

Note. ✓ indicate administration of outcome measure; Pre-Treatment = First data collection at initial meeting with researcher; 

Baseline: T1 = First data collection, weekly until TN = Last baseline data collection (baseline length variable across 

participants); Intervention: T1 = First data collection, weekly until T10 = Final data collection; Post-Treatment = Final collection 

at post-intervention interview; AAQ-II = Acceptance and Action Questionnaire - II; CompACT = Comprehensive Assessment of 

Acceptance and Commitment Therapy Processes; DASS-21 = Depression, Anxiety, and Stress Scale – 21; MHC-SF = Mental 

Health Continuum – Short Form; SAS-SR-M = Social Adjustment Scale – Self-Report – Modified  

Recruitment 

Initial assessment at 
service 

Exclusion/Inclusion 
criteria applied 

Consent gained for 
contact 

Pre-Intervention 
Meeting 

Consent gained for 
participation 

Demographic data 
collected 

Initial outcome 
measures gathered 

Baseline Period 

Randomised to 
baseline of either 
three, four, or five 
weeks 

Outcome measures 
taken weekly via post 
or online 

Intervention Period – 
Ten Weeks 

Monday: Receive 
chapters of book 

Thursday: 30-minute 
guided phone call with 
Assistant Psychologist 

Sunday: Complete 
outcome measures 

Post-Intervention 
Meeting 

Outcome measures 
taken final time 

Semi-structured 
interview about 
experienced changes 

Figure 8. Participant Journey 
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Analysis17 

To ensure validity and reliability of results, the APs made written notes of 

all phone calls, of which 10% were randomly selected (via random number 

generator) and independently subjected to fidelity checks by the first and 

second author using Plumb and Vilardaga’s (2010) guidelines (Extended Paper 

2.16.). Focus was placed on whether any content was antithetical to the model 

as befitted the nature of these brief guided calls. 

Initially, pre-, mid-, and post-intervention scores were analysed for 

reliable and/or clinically significant change. Reliable Change Indices (RCIs) and 

clinical cut-offs (CCs) were calculated following Jacobson and Truax (1991) 

guidelines if not already reported (Table 27; Extended Paper 2.17.). For DASS-

21 subscales and the MHC-SF, change was deemed clinically significant if the 

participant’s score change was greater than the RCI and moved severity 

category (e.g., severe to moderate). For all other measures, where 

standardised severity categorisations do not exist, change was deemed 

clinically significant if it was greater than the RCI and moved closer to a non-

clinical score distribution than a clinical score distribution (Criterion C; Jacobson 

& Truax, 1991). Average percentage change on each measure from 

participants’ pre- to post-intervention scores was also calculated (Extended 

Paper 2.18.). 

Graphical plots of participants’ weekly scores were visually analysed in 

line with single-case series methodology (Barlow & Hersen, 1984; Extended 

Paper 2.19.). To reduce risks of misinterpretation (Deprospero & Cohen, 1979; 

Ottenbacher, 1990), a dual criterion methodology (Fisher, Kelley, & Lomas, 

2003) was also utilised with baseline medians and regression trend-lines 

superimposed over intervention time-points. Percentages of scores falling 

outside both the median line and regression line towards direction of 

improvement were interpreted in line with Percentage of Non-Overlapping Data 

(PND; Scruggs & Mastropieri, 1998) criteria: ≥90% = highly effective, 70-89% = 

                                            
17 Additional analyses are detailed in Extended Paper 2.21. 
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moderately effective, 50-69% = minimally effective, <50% = not effective. Within 

the graphical plots, consistent reliable change (versus transient or aberrant) 

was marked where present, by highlighting the first in any series of two or more 

adjacent scores meeting RCI criteria. If the first score to meet reliable change 

was at the final time-point, this was also marked (in absence of evidence that 

change was subsequently reversed). Weeks where participants experienced 

significant life-events were indicated on the X-axis to enable transparency in 

potential external causality. 

Analysis of change interviews took a mixed deductive-inductive approach 

to ensure relevance to aims whilst allowing new content to emerge, with content 

being analysed at the semantic level to enable more explicit interpretations - 

used to refute/support inferences made from quantitative analyses (Braun & 

Clarke, 2006; Extended Paper 2.20.). Focus was placed on (1) triangulating 

quantitative outcomes relating to change and its attribution, and (2) gaining 

feedback regarding the intervention’s feasibility. 

 

Results18 

Participants 

Seven individuals were recruited (seventh due to a pre-intervention drop-

out), of which four withdrew. Reasons for withdrawal included not finding the 

intervention helpful (n = 1), and life-events leading to difficulties finding time to 

engage (n = 3). All participants (both completers and non-completers) had pre-

intervention scores falling within the clinical range on all measures. Results 

focus on the three completers (Amber, Ron, and Samuel19), with reference to 

other participants when relevant (Extended Paper 3.1.). Participants were two 

                                            
18 Additional results relating to the CORE-OM and the CompACT subscales are 

detailed in Extended Paper 3.5. and 3.6. respectively, and a synthesis of results 

is detailed in Extended Paper 3.7. and 3.8. 

19 Pseudonyms 
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males and a female, all White British, with a mean age of 38.33 years (SD = 

4.93; range: 35-44). Reported difficulties were depression (n = 1) and anxiety (n 

= 2), however, all reported comorbidity. All three had prior experience of 

counselling but no formal therapy. Two participants (Ron and Samuel) were on 

a stable dose of anti-depressants. 

Participants reported that they completed all chapters, however, two 

participants (Ron and Samuel) missed some phone calls (50% and 20% 

respectively) due to reported time-constraints. Phone calls conducted by a 

temporary AP (n = 3), when the allocated AP was on annual leave, were not 

answered (42.86% of missed calls). Fidelity checks indicated that guided phone 

calls were not antithetical to the ACT model (Extended Paper 3.2.). Two 

participants (Amber and Samuel) each received one longer phone call (1 hour) 

in response to difficult life-events (week five and nine respectively). All outcome 

measures were completed as planned, however, one participant (Samuel) 

missed week eight due to a life-event. Participant details and notable events are 

recorded in Table 16. 
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Table 16 

Participants 

Participant No. Age Gender Ethnicity Current 
circumstances 

History Reported 
Difficulty 

Baseline Notable events 

Amber 4 44 Female White 
British 

Works in 
Information 
Technology. 
 
Single. No 
children. 
Lives with 
female 
housemate. 

History of 
difficult 
relationships and 
bereavements.  
 
States that 
gender issues 
and social 
difficulties have 
impacted her. 
 
Prior experience 
of counselling x 
3. 
 

Depression 
 
Also reports 
complex 
grief. 

6 weeks 
(extended 
from 5 
weeks at 
Amber’s 
request) 

Week 5: Made 
redundant. 
Longer phone call 
to aid distress 
management 
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Participant No. Age Gender Ethnicity Current 
circumstances 

History Reported 
Difficulty 

Baseline Notable events 

Ron 5 36 Male White 
British 

Unreliable 
temporary 
work as a 
truck driver 
and manual 
labourer. 
 
Single. No 
children. 
Lives alone. 

Reports that 
“bad stuff” 
happens to him. 
Feels he is 
“weird” and 
doesn’t let 
people in. 
Declared 
insolvent last 
year.  
 
Prior experience 
of counselling. 
On stable low 
dose of anti-
depressant. 
 

Anxiety 
 
Also reports 
depression 
and 
fibromyalgia. 

5 weeks Week 5: Gained 
employment 
 
Weeks 4, 5a, 6a, 
7, and 9: 
Missed/cancelled 
phone calls due 
to job centre and 
work 
commitments 
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Participant No. Age Gender Ethnicity Current 
circumstances 

History Reported 
Difficulty 

Baseline Notable events 

Samuel 7 35 Male White 
British 

Unemployed. 
 
In a 
relationship. 
Three 
children from 
two previous 
relationships. 
Lives alone, 
with children 
visiting on 
weekends. 
 
 

History of 
murder within 
the family, and 
experienced 
sexual abuse 
age 11.  
 
Reports that 
females have 
often cheated on 
him. 
 
On stable low 
dose of anti-
depressant. 
Prior experience 
of counselling. 

Anxiety 
 
Also reports 
panic 
attacks, low 
self-esteem, 
untrusting of 
others, 
depression, 
and historic 
self-harm. 

4 weeks Final baseline 
week: 
Relationship 
ended 
 
Weeks 6a and 7: 
Missed phone 
calls, reported he 
was busy and 
forgot. 
 
Week 8: Lost 
contact with two 
of his children 
(measures not 
completed) 
 
Week 9: Longer 
phone call to aid 
distress 
management.  
 

Note: a Ron and Samuel were allocated a temporary AP whilst their allocated AP was on annual leave (Ron weeks 5 and 6; 
Samuel week 6). 
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Clinically Significant Change 

Analysis of pre-, mid-, and post-intervention scores (Figure 9; Extended 

Paper 3.3.) on the four main measures (MHC-SF, DASS-21, SAS-SR-M, 

CompACT) determined that two participants (Ron and Samuel) showed reliable 

clinical improvement in psychological flexibility, well-being, and 

symptomatology. One participant (Samuel) experienced reliable improvement in 

life-functioning, however, no participant moved out of the clinical range. One 

participant (Amber) showed no reliable improvement on any outcome. Table 17 

shows the average percentage improvements (Extended Paper 3.4.). 

 

Table 17 

Average Percentage Improvements 

Outcome Percentage 

Improvement 

 

Psychological Flexibility 

(CompACT) 

47.21%  

Subjective Well-being (MHC-SF) 131.86%  

Symptomatology (DASS-21) 32.01%  

Life-Functioning (SAS-SR-M) 12.81%  

Note. MHC-SF = Mental Health Continuum – Short Form; DASS-21 = 

Depression, Anxiety, and Stress Scale – 21; SAS-SR-M = Social Adjustment 

Scale – Self-Report – Modified; CompACT = Comprehensive Assessment of 

Acceptance and Commitment Therapy Processes 

 

 

DASS-21 subscales show two participants (Ron and Samuel) 

experienced reliable clinical improvement in depression and stress. No 

participant experienced reliable change in anxiety; however, one participant 

(Amber) showed a trend towards deterioration, whilst two participants (Ron and 

Samuel) showed a trend towards improvement. Average percentage 

improvements in depression and stress were 30.16% and 39.25% respectively, 

with anxiety showing a deterioration of 22.02%. The average percentage 
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improvement in AAQ-II scores was 14.55%, with only one participant (Samuel) 

showing reliable clinical improvement.
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Figure 9. Outcome Measure Scores at Pre-, Mid-, and Post-Intervention Time Points;  Pre;  Mid;  Post; * indicates 

reliable change from previous time-point; + indicates reliable change from pre-intervention time-point; - - - indicates clinical cut-

offs; Mi = mild; Mo = moderate; S = severe; S+ = severe+; Arrows indicate direction of improvement; AAQ-II = Acceptance and 

Action Questionnaire - II; CompACT = Comprehensive Assessment of Acceptance and Commitment Therapy Processes; 

DASS-21 = Depression, Anxiety, and Stress Scale – 21; MHC-SF = Mental Health Continuum – Short Form; SAS-SR-M = 

Social Adjustment Scale – Self-Report – Modified 

   



 

Page 129 of 433 
 

Time-Series Graphs 

Graphical plots of weekly scores (Figure 10; Barlow & Hersen, 1984) 

show a high level of variability, particularly across well-being and 

symptomatology, with life-events appearing to impact outcomes. Observations 

of consistent reliable change indicate that for two participants (Ron and Samuel) 

consistent change occurred in symptomatology before well-being. All 

participants experienced consistent reliable change in psychological flexibility 

on or before consistent reliable changes in other outcomes. 

Use of dual criterion methodology (Fisher et al., 2003) and PND criteria 

(Scruggs & Mastropieri, 1998; Table 18) indicates the intervention was not 

effective for one participant (Amber). The results of the remaining two 

participants (Ron and Samuel) suggest the intervention is effective in improving 

well-being (minimal-high efficacy). However, only the results of one participant 

(Samuel) indicate the intervention’s efficacy in improving psychological flexibility 

(moderate efficacy) and symptomatology (minimal efficacy). The intervention 

was not found to be effective in improving life-functioning. It is worth noting, 

particularly with Ron, that the predicted trajectories of the baseline regression 

lines were vulnerable to the impact of outlier scores, therefore, influencing 

results which otherwise could have been assessed as effective. Ron did not 

report any life-events leading to the change in scores in the final baseline week. 
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Table 18 

Time Series PND Outcomes and Interpretations 

  Amber Ron Samuel 

Number of Time Points 

 

11 11 10 

CompACT Improved  3 0 7 

Deteriorated 4 0 0 

Overall 

 

Not effective Not effective Moderately effective 

MHC-SF Improved 5 10 6 

Deteriorated 6 1 0 

Overall 

 

Not effective Highly effective Minimally effective 

DASS-21 Improved  3 1 6 

Deteriorated 4 0 0 

Overall 

 

Not effective Not effective Minimally effective 

SAS-SR-M Improved 2 1 2 

Deteriorated 6 0 4 

Overall Not effective Not effective Not effective 

Note. CompACT = Comprehensive Assessment of Acceptance and 

Commitment Therapy Processes; DASS-21 = Depression, Anxiety, and Stress 

Scale – 21; MHC-SF = Mental Health Continuum – Short Form; SAS-SR-M = 

Social Adjustment Scale –Self-Report – Modified. 
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Figure 10. Weekly Scores over Baseline and Intervention; Total scores; Baseline median; Predicted trendline;  

Scores meeting dual criterion indicating improvement;  Scores meeting dual criterion indicating decline; X Life-event; * First 

score meeting consistent reliable change criteria; Pr = Pre-intervention; A-F = Baseline time-points; 1-10 = Intervention time-

points; Po = Post-intervention; Arrows indicate direction of improvement; CompACT = Comprehensive Assessment of 

Acceptance and Commitment Therapy Processes; DASS-21 = Depression, Anxiety, and Stress Scale – 21; MHC-SF = Mental 

Health Continuum – Short Form; SAS-SR-M = Social Adjustment Scale –Self-Report – Modified

Amber Ron Samuel 

X X X X 

* 

* 

* 

* 

* 

* 

* 
* 

* 
* 
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Change Interviews 

The change interviews (Table 19) indicate that all participants found the 

intervention useful, however, one participant (Amber) stated that outcomes 

were limited due to it covering things she already knew. When asked if they had 

experienced changes, two participants (Ron and Samuel) felt things had 

improved whilst one participant (Amber) reported no change, thus reflecting 

quantitative findings. All three attributed changes to a mixture of the intervention 

and life-events, with two participants (Amber and Samuel) stating the 

intervention had reduced the impact of negative life-events. However, one 

participant (Samuel) reported that the negative event of breaking up with his 

girlfriend was beneficial in hindsight. Across all interviews, guided phone calls 

received positive feedback, with two participants (Amber and Samuel) reporting 

it as the most helpful aspect of the intervention. All participants reported a range 

of positive aspects about the intervention, however, all three also reported that 

the language used in the intervention needed amending. Concerns were that it 

was not easy to understand, that the first chapter was too harsh in its approach, 

and that accessibility could be improved with more exercises and audio content.
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Table 19 

Change Interviews 

 Amber Ron Samuel 

Was the 

intervention 

useful? 

 

“Kind of yes”. It is “definitely a 

positive and a good thing”, 

however, “a lot of the topics I 

was already aware of” – “it did 

make me think about a few 

things” 

 

“Yes...it gave me new tools and a 

way of thinking” 

“It was useful” – helped to be “focusing 

on something that was going to help me”  

Any changes 

experienced? 

 

“I don’t feel it had that much of 

an effect” – “my mood 

plummeted...it’s recovered a 

bit since then” 

 

“I’m certainly a lot better off after 

it...gave me a more positive feel” – 

but anxiety not changed as “never 

really part of reflection which ACT 

impinges on” 

 

“At the start of it...I was okay” then 

external events caused things to go 

“back downhill”, but by end he felt “a lot 

better” 

 

“Used to struggle going...shopping” but 

now “I tend not to think about it” – “It is a 

massive change for me” 
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 Amber Ron Samuel 

Attributions Prompted discussion with 

housemate about mental 

health – “opening gambit to 

talk to someone” 

 

“The big fluctuation was an 

external factor, in terms of my 

job loss” 

 

Intervention may have 

reduced impact of job loss – 

“difficult to work out whether 

that [coping strategy] was 

something I would have done 

anyway”  

 

Feels she might be 

“somewhere on the autistic 

spectrum” and so has a 

“degree of anxiety from that” 

of which she is “not quite sure 

any intervention will help with” 

“Primarily related to the actual ACT 

itself” 

 

“There are a lot of external factors” 

including getting a new job – “the job 

has enabled me to amplify the ACT” 

 

Helped by his “meds” – “aside from 

the occasional swings...it’s levelled 

off” – “I’ve been on this one for the 

past year” a  

 

Intervention main factor behind 

improvement – “It’s been really helpful” 

 

External life-events created dips in mood 

– “my ex-wife has stopped me from 

seeing my two young kids” and “my 

girlfriend...disappeared and lied and 

cheated” – “tested” his depression and 

“went more than back hill” but “I’m sort 

of picking myself up”  

 

Loss of girlfriend also experienced as 

positive – “I have no worries...nobody is 

going to cheat on me” and more time to 

focus on eldest son 

 

“Just stopped” medication just prior to 

external life-events – did not attribute 

change to this as it was “not a 

particularly high” dose 

 

Intervention reduced impact of life-

events- “I’ve dealt with this totally 

different”. 
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 Amber Ron Samuel 

Helpful 

Aspects 

“The content was good” 

 

Helps to keep busy “to distract 

myself from getting into a bad 

place” 

 

“Reassuring to know that I 

was kind of along the right 

track” 

 

“Opening gambit to talk to 

someone [housemate], which 

was useful” 

“The overall 

module...accepting...aiming for 

goals” 

 

It used a “teaching style that 

basically speaks for me” – “more like 

a one to one” – “Gave a more in-

depth feel of why things work” 

 

“Informative and... entertaining” – 

uses “amusing” ways to teach 

concepts 

“It wasn’t trying to get rid of the 

negatives...just trying to help me deal 

with them. So that was a massive 

usefulness” 

 

“Having something to do on a night-time 

instead of just sat there” 

 

The “tug of war”, “filing cabinet”, and 

“train” metaphors “helped me quite a bit” 

 

Liked working on “values and goals” 

 

Best part is “doing the exercises and 

actually, physically writing it down” 

 

Nice “going through the questions 

[outcome measures] ...to kind of see 

myself coming back up again” 
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 Amber Ron Samuel 

Unhelpful 

Aspects 

“wasn’t easy to understand” - 

Not written in “laymen’s 

terms” – “made to feel stupid” 

 

First chapter was “really off-putting” 

– Tells you to “just suck it up and get 

on with it...I found that...a bit of an 

affront” 

“Was a challenge” to “get it all 

done...before the phone call” 

 

 “The meditation one. I just couldn’t do 

that” 

 

“How it’s written” – “It is really hard” 

 

Guided 

component 

“It was just good to have 

someone to ring me once a 

week to talk to...asking how I 

was” 

 

“Good to talk through weekly 

content...to reassure me” and 

to “have someone that cares” 

 

“Best” part of intervention. 

 

“Very helpful...that was what fleshed 

out the...unit” – The unit as a stand-

alone, “I don’t think it would be 

nearly as effective” 

 

“I wish that I could have participated 

more [in the phone calls]” 

“It was nice to talk to somebody, to ask 

how I was getting on... on a weekly 

basis” – “it perked me up a bit”  

 

“A lot easier than appointments” – “we 

all work” 

 

“Having someone to talk to that was 

actually interested... seemed as though 

they cared... seemed quite honest and 

trustworthy” – felt more important than 

discussing content. 

 



 

Page 137 of 433 
 

 Amber Ron Samuel 

Suggestions “Re-word it so it’s more in 

laymen’s terms” 

 

Outcome measures – 

“questions seemed to be 

ranked in a strange order”, 

didn’t capture housemate 

factors, and it was difficult to 

consider the previous week as 

current mood would “skew the 

results” b 

 

Change the first chapter to make it 

less “harsh” and “offensive” 

“The way it’s written” – “It could be made 

a lot easier” 

 

“Put a few more exercises in” – “I found 

it good to write it down” 

Note. a In a follow-up question Ron stated that he had been on a stable dose of anti-depressants for over a year; b Following 

interview, Amber showed the interviewer the questions that had concerned her and it was confirmed they were scored 

correctly. 
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Discussion20 

This study aimed to determine if outcomes of a guided ACT self-help 

intervention, within a waiting list population, follow the phases of change 

considered (within the PMPO) to predict later therapeutic outcome, and whether 

ACT processes account for changes observed. A mixed-methods multiple-

baseline SCED was utilised, with results focusing on three participants who 

completed the intervention. Findings are discussed below; however, with many 

results not showing the minimum of three replications, and reported influential 

external life-events, caution is advised when generalising findings. 

 

Does a guided ACT self-help intervention produce outcomes evidenced to 

predict later therapeutic outcome? 

 Analysis of reliable change indicates that guided ACT self-help could be 

a contributing factor to reliable improvements in psychological flexibility, well-

being, depression, and stress, and improving trends in life-functioning. This 

supports previous findings that ACT self-help produces small-to-medium effect-

sizes in depression and psychological flexibility (French et al., 2017); however, 

in contrast, the current study observed no significant improvement in anxiety 

and an average percentage deterioration. However, this deterioration could be 

misleading as only one participant (Amber) showed a deteriorating trend, which 

she attributed to external life-events, and the remaining two participants (Ron 

and Samuel) showed an improving trend. As ACT does not aim to target 

symptoms (Hayes et al., 2006), the lack of reliable change in anxiety might not 

indicate poor outcome (as reflected by one participant [Ron]). 

Observed improvements in well-being are consistent with previous ACT 

self-help literature showing similar improvements in well-being and quality-of-life 

(Fledderus et al., 2012; Hesser et al., 2012; Johnston et al., 2010; Levin, Hayes, 

Pistorello, & Seeley, 2016; Pots et al., 2016; Ritzert et al., 2016; Trompetter, 

                                            
20 Discussion of additional findings are detailed in Extended Paper 4.1. 
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Bohlmeijer, Veehof, & Schreurs, 2015). However, lack of life-functioning 

outcomes within previous literature limits further comparison. This is surprising, 

given ACT’s focus on valued/committed living; however, an individual’s 

appraisal of their functioning (i.e., well-being/quality-of-life) may bear more 

weight within the context of the ACT model. The observed minimal 

improvements in life-functioning could reflect the PMPO and/or greater number 

of sessions needed for significance to be reached (Howard et al., 1993; Stulz & 

Lutz, 2007), or the impact of external life-events. However, it could also indicate 

that the intervention is unable to impact more longstanding maladaptive 

patterns of living argued to underlie life-functioning outcomes (Howard et al., 

1993), thus limiting recovery and maintaining risk of relapse (Agosti & Stewart, 

1998; Staner et al., 1997). This may not be problematic as a waiting list 

intervention would aim to initiate the PMPO, however, it supports arguments for 

more research considering life-functioning outcomes (Jenkins et al., 2008; 

Kopta et al., 1994).  

 

Do these outcomes follow the temporal predictions of the PMPO?  

The differential change-sensitivity of outcomes was congruent with 

PMPO predictions. Average percentage improvements, and application of PND 

criteria, indicate well-being showed the greatest improvement, then 

symptomatology, with life-functioning improving the least. This supports 

previous literature within individual psychotherapy (Hilsenroth et al., 2001; 

Sembill et al., 2017; Stulz & Lutz, 2007). 

Visual analysis did not support the temporal predictions of the model, 

with symptomatology the first outcome to display consistent reliable change. 

This may be more consistent with patterns shown by 20% of participants within 

Stulz and Lutz’s (2007) study, who displayed comparatively rapid symptom 

remission, with only 55.2% remaining consistent with the PMPO’s temporal 

order. This group was characterised by higher initial impairment, and lower 

therapist ratings and expectations. As therapist ratings and expectations were 

not gathered within this study, it is difficult to determine if this participant group 
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had similar characteristics; moreover, qualitative feedback indicates good 

therapist ratings. However, the severity of impairment within this participant 

group may mean that the phases of the PMPO may be less observable, as 

posited by Joyce et al. (2002).  

 

Do ACT processes account for any observed changes in outcomes? 

The psychological flexibility model was mostly supported. Reliable 

clinical improvement between pre- to post-intervention CompACT scores was 

only shown by the two participants (Ron and Samuel) who showed improved 

outcomes, and visual analysis was suggestive of a correlational relationship 

between psychological flexibility and other outcomes. Whilst causation cannot 

be implied, the time-series graphs of all three participants indicated that 

consistent reliable change in psychological flexibility preceded/co-occurred with 

that of other outcomes. However, as two participants (Amber and Ron) 

experienced consistent reliable change in psychological flexibility during the 

baseline this may indicate temporal lability in the CompACT; a finding counter-

intuitive to existing test-retest data (Bayliss et al., 2018). When considering PND 

criteria, one participant (Ron) showed improved well-being without improved 

psychological flexibility; however, this may relate to an outlying baseline score 

heavily impacting the predicted trajectory of CompACT scores.  

The finding that psychological flexibility is related to other outcomes is 

supported within ACT self-help literature (French et al., 2017). However, 

previous research utilised the AAQ (I and II), and this study found that AAQ-II 

outcomes did not support the psychological flexibility model. Inconsistencies 

between CompACT and AAQ-II outcomes suggest that they may be measuring 

different constructs and are not directly comparable. This may relate to 

arguments that the AAQ-II is too heavily loaded on distress and negative affect 

(Francis et al., 2016; Rochefort, Baldwin, & Chmielewski, 2017), whereby AAQ-

II outcomes would be expected to be more closely related to DASS-21 

outcomes. This may be supported, as the discrepancy between the average 

percentage changes could be interpreted as the CompACT demonstrating 
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greater sensitivity to change in well-being, with expectation that improvements 

would be seen in the AAQ-II if DASS-21 outcomes were to improve. However, 

pre-, mid-, and post-intervention graphs do not indicate this, and there is no 

consistent pattern of the AAQ-II showing reliable change prior to the CompACT 

despite changes in symptomatology preceding well-being. Therefore, whilst 

results support the psychological flexibility model, there is a mixed picture 

regarding the two measures utilised. 

 

Acceptability of the Intervention 

Results indicate the intervention was not iatrogenic, as participants 

(including those who withdrew) attributed observed deteriorations to external 

life-events. One participant (who withdrew in week three) stated that 

intervention timings created undue pressure and anxiety, supporting recent 

findings by Roche et al. (2017). Research components likely increased time 

pressures, and so acceptability might be improved in non-research settings.  

This study’s high attrition rate (57.14%) can be argued to fall in the upper 

range of typical drop-out rates for self-help interventions, with previous 

systematic literature reviews indicating attrition rates ranging between 18% to 

66% within CBT self-help interventions (Joice, Freeman, Toplis, & Bienkowski, 

2010), and 5.7% to 55.9% within ACT self-help interventions (French et al., 

2017); with such rates shown to be equitable to face-to-face levels of attrition 

(Cuijpers et al., 2010; Lewis, Pearce, & Bisson, 2012). Mixed attrition rates have 

also been found in studies on individuals partaking in internet-based self-help 

whilst awaiting face-to-face psychotherapy, ranging from 30% to 86.7% (Kok et 

al., 2014; Kenter et al., 2016; Whitfield, et al., 2007), with similar low uptake 

rates of 26% to 52.8% of eligible individuals on the waiting list (Kenter et al., 

2013; Whitfield et al., 2007).  

Whilst a lower rate would be expected due to the guided component of 

the intervention (French et al, 2017; Warrilow & Beech, 2009), the high attrition 

rate, along with the low uptake, could indicate that other components of the 
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intervention, research procedures, or combination thereof were unacceptable to 

participants. Within previous studies, participants received payment, were of 

differing populations, and gave no qualitative feedback; therefore, it is difficult to 

say if attrition would have differed if alternative strategies had been adopted. 

For example, it is argued that lower attrition rates occur when participants are 

recruited through the media, as they potentially show greater motivation to 

engage because they made first contact (Joice et al., 2010). 

Whilst a level of acceptability can be assumed as all participants who 

withdrew requested a copy of the materials to read in their own time, 

amendments are clearly needed; namely a reduction in tone of language 

perceived as harsh, simpler explanations, and greater flexibility in timings 

(Extended Paper 4.2.). 

The guided phone calls were acceptable to participants. This is 

unsurprising as addition of guided components can increase efficacy of self-

help interventions to levels achieved by face-to-face therapy (Andersson et al., 

2014; Cuijpers et al., 2010; French et al., 2017; Hof, Cuijpers, & Stein, 2009), 

and the positive impact of therapeutic alliance is well established (Ardito & 

Rabellino, 2011; Martin, Garske, & Davis, 2000). Therefore, phone calls are 

likely to be an essential component of the intervention. 

 

Generalisability of Conclusions, Strengths, and Limitations 

 Whilst results appear promising, within SCEDs a minimum of three 

replications is advised before conclusions can be generalised (Kratochwill et al., 

2010), and this criterion has not been met for all outcomes. However, there are 

certain outcomes where this criterion has been achieved, therefore, 

strengthening their generalisability. These include:  

• Improvements in psychological flexibility occur before, or at the same 

time as, changes in the other outcomes measured. 

• No participant moved out of the clinical range on the measure of life-

functioning 
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• All participants found the intervention useful in some way, but attributed 

outcomes to both the intervention and external life-events 

• The guided phones calls were viewed as a positive aspect of the 

intervention 

• The language within the self-help book needs amending 

Despite this, participants are self-selected so may not fully represent the 

cohort from which they were recruited, thereby limiting generalisability. The 

recruiting service was unable to provide service data for comparison (Extended 

Paper 4.3.).  

Whilst this article focuses on the three completers, results of participants 

who withdrew showed a more mixed picture with emerging indication of well-

being as the first outcome to improve (prior to psychological flexibility), with 

reduced outcomes in symptomatology and life-functioning. This could be 

interpreted as counter-intuitive to the main results; however, interpretations are 

constrained by the reduced number of weeks completed, and the impact of 

external life-events leading to their withdrawal, thus limiting their contribution 

towards the generality of results. 

 The utilised methodology has improved insight into how outcomes 

progress over time to inform treatment development; insight often not achieved 

within RCTs. Care was taken to improve experimental quality (e.g., multiple-

baselines, fidelity checks, etc.), and the observation that consistent reliable 

changes in outcomes did not co-occur indicates that the temporal resolution of 

the study (i.e., weekly outcomes) was apt. However, there are limitations. 

Fidelity checks were limited to written information provided by the APs due to 

feasibility issues preventing audio-recording of phone calls and, even though 

participants stated they engaged with all the material, this was not formally 

assessed and could have been subject to response bias21. To facilitate 

                                            
21 Participants with anxiety/depression complete an average of 83% of self-help 

materials provided to them (Simco, McCusker, & Sewitch, 2014).  
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participant engagement and enhance ecological validity, the experimental 

control was compromised (e.g., stability only required on the MHC-SF baseline), 

therefore, limiting attributions that could be made. Whilst qualitative information 

was collected to triangulate and strengthen conclusions, the results gave a 

mixed picture (recognised trait of similar designs [Elliott, 2002]), and may be 

compromised by response bias despite efforts to reduce it.  

 However, the change interviews are a clear strength, as over-reliance on 

quantitative analysis could have produced misattribution of outcomes relating to 

external life-events. More conservative methods of quantitative analysis could 

have been adopted (e.g., conservative dual criterion, Fisher et al., 2003); 

however, due to the intervention being low-level, the decision was made to 

prioritise sensitivity over specificity (Extended Paper 4.4.). Also, regardless of 

adequate psychometric properties, outcome measures have limitations (see 

Boswell, Kraus, Miller, & Lambert, 2015). Whilst care was taken to select 

appropriate measures, their validity within this context cannot be fully assumed 

(e.g., SAS-SR-M could be argued to problematise feelings), thereby 

emphasising the need for qualitative triangulation.  

 Finally, whilst literature indicates that improvements in well-being, 

symptomatology, and life-functioning improve later therapeutic outcomes 

(Falkenström et al., 2014; Lamers et al., 2011; Newman et al., 2006), a longer 

follow-up period was not possible to explore this further. Other predictors of 

therapeutic outcome (e.g., therapeutic relationship) were also not explored due 

to risks of participant burden. This, alongside the other findings, provides clear 

avenues for clinical implementation and future research. 

 

Implications for Clinical Practice and Future Research22 

Use of a guided ACT self-help intervention within a waiting list population 

appears to have beneficial outcomes; however, adaptations are needed prior to 

                                                                                                                               
 
22 See Extended Paper 5 for critical reflections of the research process 
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future implementation. The severity of difficulties experienced by this client 

group may mean that a low-level intervention is limited in efficacy, and further 

research is required to see if findings are repeatable.  

Theoretically, the PMPO remains partially supported by this research; 

however, with no previous research investigating the PMPO within self-help 

formats, it is difficult to generalise results. The PMPO is based on the premise 

that therapies follow a temporal order and, within self-help formats, the 

movement from one stage to another occurs at manualised time-points, which is 

likely to impact outcomes. It is argued that the PMPO should be used to inform 

treatment delivery (Sembill et al., 2017), and so more research investigating the 

PMPO within self-help formats is needed before further recommendations can 

be made.  

 The psychological flexibility model is also supported by these findings; 

therefore, suggesting that psychological flexibility is a suitable target for 

interventions and can be transdiagnostically applied within diverse waiting list 

populations. As most of the existing research is correlational, further group time-

series designs are required to strengthen arguments regarding the temporal 

relation between psychological flexibility and clinical outcome.  

 In conclusion, results indicate that a guided ACT self-help intervention 

produces outcomes that are (1) evidenced to predict later therapeutic results, 

(2) partially follow the temporal predictions of the PMPO, and (3) are likely 

mediated by changes in psychological flexibility. However, amendments are 

needed to the intervention prior to future implementation. Despite difficulties in 

application, the value of SCEDs is supported, and further research is vital to 

investigate the replicability of this study’s findings (Extended Paper 4.5.).  
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To provide greater depth to the inferences that can be drawn, this 

Extended Paper aims to explore further into content that could not be expanded 

on within the Journal Paper. For example, the extended introduction expands 

on the nature of common mental health disorders (CMDs) and 

psychotherapeutic waiting lists, Step-4 services, the Phase Model of 

Psychotherapeutic Outcome (PMPO), Acceptance and Commitment Therapy 

(ACT), self-help, and the research rationale. Further content is also provided in 

the extended methods, results, and discussion sections before concluding with 

reflections on the research process. 

 

1. Extended Introduction 

1.1. Rationale for Target Journal 

 The Journal of Contextual Behavioural Science was considered suitable 

due to its strong connections to Contextual Behavioural Science and promotion 

of multi-level and multi-method exploration of the variables influencing human 

behaviour. As such, it is a leading journal in ACT research and the findings 

detailed in this paper are likely to be relevant to its target audience. In 2016 it 

had an impact factor of 1.62, which was favourable to the median impact factor 

of 1.31 for applied psychology journals. Therefore, it was considered an 

effective means of dissemination of the present study. 

 

1.2. Common Mental Disorders 

The National Collaborating Centre for Mental Health (2011) define CMD 

as mental health disorders with increased prevalence, with CMDs most often 

falling under the wider brackets of “anxiety” and “depression”. Most prevalent is 

mixed anxiety and depression, followed by generalised anxiety disorder, post-

traumatic stress disorder, depression, phobias, obsessive compulsive disorder, 

and panic disorders (National Institute for Health and Care Excellence [NICE], 

2011). The most recent Adult Psychiatric Morbidity Survey (Mcmanus, 



 

Page 176 of 433 
 

Bebbington, Jenkins, & Brugha, 2016) reported that, whilst overall prevalence of 

CMD is 17% of adults within England, it is more commonly reported in women 

(19%) compared to men (12%), and 10% of women report more severe 

symptoms compared to 6% of men. The results also indicated that the long-

term trend of CMD prevalence rates is increasing in adults aged 16-64 (6.9% in 

1993 to 9.3% in 2014). However, it needs to be considered that changes in 

rates could be attributable to increased awareness and shifts in diagnostic 

sensitivity. 

Risk factors for CMD are diverse, with higher rates reported within 

females, middle-aged individuals, those of lower socio-economic populations, 

minority status groups, individuals who engage in drug/alcohol behaviours, 

carers, ex-military personnel, individuals with cognitive impairment, those with 

learning disabilities and/or autistic spectrum disorders, and/or individuals with 

physical health problems (American Psychiatric Association [APA], 2013; 

Mcmanus et al., 2016; National Collaborating Centre for Mental Health, 2011). 

Not all individuals with such risk factors develop CMDs, and it is likely that a 

range of causal factors are at play.  

Biological theories of CMDS include genetic (Meyer-Lindenberg & 

Weinberger, 2006), hormonal (Paus, Keshavan, & Giedd, 2008), and 

neurotransmitter dysfunction (Beaulieu, 2012). Bio-psychosocial models posit 

that life stressors (e.g., abuse, immigration, financial difficulties, etc.) can 

moderate changes in neurotransmitter functioning (Mahar, Bambico, Mechawar, 

& Nobrega, 2014); whereby biological, psychological, and social factors work in 

combination to determine an individual’s presenting level of distress. However, 

the links between these factors remain vague, and are perhaps better 

hypothesised on an individual level through psychological formulation. 

Psychological theories range from intrapersonal models such as 

Cognitive Behavioural Therapy (CBT), where an individual’s faulty appraisals 

about themselves, the world, and others contribute to their distress (Beck, 1963; 

Golijani-Moghaddam & Dawson, 2016), to interpersonal models such as 

Systemic Therapy, where distress is considered a symptom of the wider 
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systems surrounding the individual (Rivett & Street, 2009). Given the wide 

range of psychological theories, they will not be presented here, however, a 

more in-depth consideration of the differing models and their critiques can be 

found in Dawson and Golijani-Moghaddam (2016). 

The presentation of CMDs varies depending on the individual and 

specified “diagnosis” as listed in the Diagnostic and Statistical Manual of Mental 

Disorders (5th ed.; DSM-5; APA, 2013). Individuals presenting with depressive 

disorders (weekly UK prevalence = 3.8%; Mcmanus et al., 2016) typically report 

tearfulness, apathy, suicidality, irritability, and somatic and cognitive impairment 

(APA, 2013, p. 155-188); whilst those expressing difficulties falling under the 

wider bracket of anxiety disorders (weekly UK prevalence = 5.9-11.1%; 

Mcmanus et al., 2016) typically report excessive fear, anxiety, avoidance, 

hypervigilance, and somatic related responses such as rapid breathing and 

faster heart rate (APA, 2013, p. 189-234). Those diagnosed with trauma related 

presentations (monthly UK prevalence = 4.4%; Mcmanus et al., 2016) are 

detailed as experiencing similar fear/anxiety responses, alongside anhedonia 

and dysphoric symptoms, externalised anger, flashbacks, and/or dissociative 

symptoms, which have specifically resulted from the experience of a traumatic 

event (APA, 2013, p. 265-290). However, with trauma increasingly being 

formulated as underlying more complex and severe CMD presentations (as 

described within Step-4 populations; The Health Scrutiny Committee for 

Lincolnshire, 2016), it is likely that clarity in differentiating CMD presentations is 

difficult to achieve. 

This is further exacerbated by the high comorbidity between different 

CMDs. For example, among individuals who met criteria for at least one CMD, 

19.1% met criteria for two CMDs, and 12.2% met criteria for three (Weich et al., 

2011). With such high rates of comorbidity, and large overlaps in the 

symptomatology of disorders listed within the DSM-5 (APA, 2013), it is often 

argued that diagnostic labels should instead be replaced with a focus on the 

formulation of symptoms (Division of Clinical Psychology, 2013; Extended 

Paper 1.9.); however, use of diagnostic terminology can enable smoother 
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navigation of research to better inform treatment (Professional Practice Board, 

2013). 

Recommended treatment for CMDs include medication, psychotherapy, 

or a combination of the two (NICE, 2011). Current UK psychotherapeutic 

treatment pathways are discussed further in Extended Paper 1.3. 

 

1.3. Increasing Access to Psychological Therapies 

 Increasing Access to Psychological Therapies (IAPT) was initiated in the 

UK in 2008 following recognition that individuals were struggling to gain access 

to psychotherapeutic treatment for CMDs (The Centre for Economic 

Performance’s Mental Health Policy Group, 2006; The Mental Health Taskforce, 

2016), with the aim of supplying evidenced based psychological therapies via a 

stepped-care approach (Figure 11). This means that the level of intervention 

offered to individuals can be tailored to their level of need, therefore, 

streamlining resources and improving access to services.  This has improved 

access to psychological intervention in primary care settings (Steps 1-3), 

however, those requiring mental health specialist teams (Step 4) have still had 

to wait over a year to access treatment (Royal College of Psychiatrists, 2014). 
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 Responsibility 
 

Focus Treatment 

Step 5     Inpatient 
care, crisis 
teams 

Risk to life, 
severe self-
neglect 

Medication, 
combined 
treatments, ECT 

    

Step 4    Mental health 
specialists, 
including crisis 
teams 

Treatment-
resistant, 
recurrent, 
atypical, and 
those at 
significant risk 

Medication, complex 
psychological 
interventions, 
combined treatments 

   

Step 3   Primary care 
team, primary 
care mental 
health worker 

Moderate or 
severe mental 
health problems 

Medication, 
psychological 
interventions, social 
support 

  

Step 2  Primary care team, 
primary care 
mental health 
worker 

Mild mental 
health problems 

Watchful waiting, guided 
self-help, computerised 
Cognitive Behavioural 
Therapy, exercise, brief 
psychological 
interventions 

 

Step 1 GP, practice nurse Recognition Assessment 

 
Figure 11. Stepped Care Model 

 

Typically, individuals seeking treatment for mental health difficulties will 

self-refer to IAPT following recommendation from a GP or practice nurse (Step 

1). Assessment follows NICE (2011) recommendations, whereby an individual’s 

history and presenting difficulties are considered, and the individual triaged to 

the appropriate “Step”.  

 Interventions provided within Steps 2-3 are only those deemed by NICE 

(2011) to have a suitable evidence base, based upon randomised controlled 

trials (RCTs). These include CBT, Interpersonal Therapy, Eye-movement 

Desensitisation and Reprocessing, Short-Term Psychodynamic Psychotherapy, 

Counselling, behavioural approaches, and psychoeducation; which are 

delivered via self-help, guided self-help, group programs, couples therapy, 

and/or short-term individual therapy (maximum 12 sessions). ACT is not 

currently one of the treatment options available. Interventions are typically 

delivered by Psychological Wellbeing Practitioners or Cognitive Behavioural 

Therapists. 
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  In contrast, Step-4 interventions not only utilise NICE recommended 

treatment, but also draw from emerging evidence of alternative interventions 

such as Cognitive Analytic Therapy and ACT (The Health Scrutiny Committee 

for Lincolnshire, 2016). Interventions typically involve longer-term individual or 

group therapy (maximum 18 sessions) with greater emphasis on developing 

insight into personal motivations underlying current presentation, and 

recognition of the impact of past trauma (identified as a common factor within 

individuals with more complex presentations). Interventions are typically 

delivered by Clinical Psychologists or Dynamic Psychotherapists. 

If the level of intervention given has not proven effective an individual can 

be “stepped-up” to a higher level if appropriate. As such, a proportion of 

individuals with more enduring mental health difficulties may present to Step-4 

specialist services having already experienced low-level interventions from 

Steps 2-3. Currently, the literature on the impact of having a low-level 

intervention prior to being “stepped-up” to a more intense intervention is mixed 

(See Journal Paper), however, there is evidence to suggest that prior 

experience of therapy leads to more rapid improvements in later treatment 

(Stulz & Lutz, 2007). 

 

1.4. Epidemiology and Impact of Waiting Lists 

In 2016/2017, 1,039,471 adults were receiving mental health treatment 

(Health and Social Care Information Centre, 2017), with over two-million people 

a year having some sort of contact with mental health services (Dormon, 2015). 

Alongside this, since 2007, individuals are increasingly more likely to utilise 

community services and discuss their mental health with their GP (Mcmanus et 

al., 2016; The King’s Fund, 2015). However, latest figures suggest that, whilst 

the majority of those with psychotic disorders access treatment, only half of 

those with depression, obsessive compulsive disorder, phobias, anxiety 

disorders, post-traumatic stress disorder, and drug dependence are likely to do 

so (Mcmanus et al., 2016). Also, whilst there has been a rise in the number of 

individuals in contact with secondary mental health services, there has been a 
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steady reduction in the number of contacts received (The King’s Fund, 2015): 

only 52% of service users reported seeing a professional in the previous month 

in 2014, compared to 59% in 2011 (Dormon, 2015). 

Absence of robust, up-to-date data makes it difficult to determine the 

current epidemiology of waiting times within secondary mental health services, 

however, what evidence there is suggests that waits are variable, and that waits 

for specialist services are a particular problem (Dormon, 2015). For example, in 

2013/2014, 20% of individuals with a personality disorder were likely to wait 

over a year (Health and Social Care Information Centre, 2014), average waits 

for early intervention in psychosis services were between 10 to 17 weeks 

(Department of Health, 2014a), and 50% of people with a severe mental illness 

reported waiting over three months for talking therapy, with 10% waiting over a 

year (Mind, 2013). Whilst this triggered a cross-government initiative to 

introduce standardised waiting times in line with physical health services 

(Department of Health, 2014b), parity of esteem has not yet been achieved, and 

a substantial proportion of individuals with severe CMDs are still waiting over a 

year to receive appropriate treatment (Mcmanus et al., 2016; Royal College of 

Psychiatrists, 2014; The King’s Fund, 2015). 

As detailed in the journal article, such waiting lists can have a negative 

individual and economic impact. The negative impact of waiting can also be 

exacerbated by discrimination (experienced by 90% of individuals with mental 

health difficulties), and loss of wages (Dormon, 2015). Individuals who wait 1-2 

years for therapy are five times less likely to return to work compared to those 

who waited less than three months and, with 70% of medically unexplained 

physical symptoms thought due to depression, the impact of physical health 

difficulties should also be considered (Mind, 2010).  

Such negative impacts of waiting can be deemed “common sense”, 

however, evidence is conflicted. Individuals within psychotherapy waiting lists 

have shown stability in Clinical Outcomes in Routine Evaluation – Outcome 

Measure (CORE-OM; Evans et al., 2000) and Beck Depression Inventory (BDI; 

Beck, Steer, & Brown, 1996) scores between initial assessment and the first 
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psychotherapy session up to six months later (Barkham, Mullin, Leach, Stiles, & 

Lucock, 2007), and participants in RCTs who are allocated to waiting list control 

groups often show stable or sometimes improving scores. Whilst improvements 

could be attributed to feeling hopeful that treatment will start soon (Trompetter, 

Bohlmeijer, Veehof, & Schreurs, 2015), it is unclear, and likely unethical to test, 

what the optimum length of a waiting list is. Also, individuals who have 

consented to be randomised within an RCT are aware of the potential to 

experience a waiting list, and the exact length of time they are due to wait, thus 

impacting how the wait is cognitively perceived.  

Despite this, the above provides the wider context of the epidemiology 

and impact of UK waiting lists. Whilst the absence of data makes conclusions 

difficult to draw, it is evident that more changes are needed to improve access 

to mental health services for individuals with more severe mental health 

presentations.  

 

1.5. Current Service Provision within LPFT Step-4 Services  

At the time of this study’s development, within the Step-4 Lincolnshire 

Partnership NHS Foundation Trust (LPFT)-East service (Boston, Skegness, 

Louth) there were just under 340 individuals awaiting therapy, with an average 

referral rate of six per week. The service was only working under the equivalent 

of 1.6 qualified psychologists, and the waiting list was growing rather than 

reducing over time. On average it took 2.5 months from referral to initial 

assessment, and two years from referral to treatment (estimated values 

gathered February 2016 with service permission).  

These figures were not unique to the LPFT-East service, with a 

published Step-4 Adult Psychology Services proposal in April 2016 (Jackson, 

2016) detailing that, across all Step-4 LPFT services, waiting lists peaked in 

early 2015 at around 1100 patients, before reducing to 800 individuals at the 
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time of the report23. The reduction was attributed to the addition of group 

interventions; however, with waiting times of up to two years, there was an 

identified need for cost-effective, low-level interventions to (a) support the 

individuals who were waiting, and/or (b) reduce the numbers waiting for 

individual therapy.  

The above indicates why there is increased interest in the evidence base 

and utility of self-help interventions within step-4 waiting list populations; 

therefore, providing the context within which this thesis was developed. 

 

1.6. Evidence Base for the Phase Model of Psychotherapeutic Outcome 

 Research into the trajectories of change over the course of 

psychotherapeutic treatment has enabled more precision in the prediction of 

therapeutic success/deterioration (Lambert, Hansen, & Finch, 2001; Lutz, Stulz, 

Martinovich, Leon, & Saunders, 2009). Initial focus was placed on the Dose-

Effect Model (Howard, Kopta, Krause, & Orlinsky, 1986), whereby the number 

of sessions needed (“dose”) to produce a level of outcome (“effect”) was 

investigated. Research has indicated a log-linear pattern, where longer therapy 

leads to better outcomes, but that progressively less improvement is observed 

as sessions progress (Hansen & Lambert, 2003; Lutz, Lowry, Kopta, Einstein, & 

Howard, 2001; Stulz, Lutz, Kopta, Minami, & Saunders, 2013). However, such 

analysis has been criticised for methodological flaws, with evidence for both 

linear and log-linear models being argued (Barkham et al., 1996; Falkenström, 

Josefsson, Berggren, & Holmqvist, 2016; Stulz et al., 2013).  

Further to this, the Dose-Effect Model was also critiqued for only 

considering global outcomes. Therefore, Howard et al. (1993) instead 

investigated the trajectories of three sub-domains of psychotherapeutic 

outcome: well-being, symptomatology, and life-functioning. Despite predictions 

                                            
23 Step-4 LPFT services have since temporarily limited referrals, which has 

achieved a significant reduction in waiting times to within governmental 

standards. 
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of co-occurrence and reciprocal influence amongst the domains, 

psychotherapeutic change was instead found to be progressive, sequential, and 

causally mediated; with change first occurring in well-being, then 

symptomatology, and finally life-functioning (as detailed in Journal Paper). Such 

findings are not necessarily new (e.g., Whitehorn’s (1959) three stage model: 

expect well, feel well, work well), and are argued to be vital to informing 

treatment pathways (Kopta, Howard, Lowry, & Beutler, 1994); however, despite 

the model gaining wide-spread support, evidence has not always been 

consistent (Sembill, Vocks, Kosfelder, & Schöttke, 2017). 

Howard et al.’s (1993) initial study of 529 psychotherapy patients over 17 

sessions shows the temporal predictions of the model through a method of 

causal analysis (see Blalock, 1964), visual analysis of trajectories, and average 

levels of change in each of the three domains. Results indicated greater 

average levels of improvement in well-being (1 SD), than symptomatology (.80 

SD) and life-functioning (.68 SD), with the percentage of participants 

experiencing clinically significant improvement in each domain reported as 85%, 

74%, and 64% respectively. However, their analysis of clinical significance was 

critiqued for not being conservative enough; for example, later application of 

Jacobson and Truax (1991) guidelines indicated that the finding that 53% of 

participants experienced clinical improvement in well-being by session eight 

could be assessed as a more conservative 22% (Kadera, Lambert, & Andrews, 

1996), and  Joyce, Ogrodniczuk, Piper, and McCallum (2002) argued that the 

results may be impacted by the inclusion of results from individuals who 

dropped out of therapy part way through. 

Despite this, the model has still been supported within the literature 

across other large outpatient psychotherapy samples, mostly consisting of 

individuals presenting with depression (e.g., Barkham et al., 1996; Kopta et al., 

1994; Mintz, Mintz, Arruda, & Hwang, 1992). There are also more recent 

findings. Callahan, Swift, and Hynan (2006), replicated findings within a sample 

of 20 participants receiving therapy within a training clinic24, however, could be 

                                            
24 Where therapy is conducted by Trainee Clinical Psychologists 
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critiqued for only analysing those who showed clinically reliable change. 

Findings by Hilsenroth, Ackerman, and Blagys (2001) and Dunn et al. (2012) 

also replicated results, with improvements in well-being and symptomatology 

predicting later improvement in life-functioning. Finally, the most recent findings 

by Sembill et al. (2017) indicate that well-being and symptomatology progress in 

a log-linear pattern, whilst life-functioning improves with a slower, more linear 

trajectory. However, it needs to be considered that such outcomes are 

considered at the group level, and that not all individuals showed the predicted 

trajectory of the PMPO. 

An example of this is Stulz and Lutz's (2007) study where, across a 

sample of 1128 outpatients, 65.8% of participants were found to follow the 

predicted order of change as posited by the PMPO; a significant finding 

because they utilised more conservative procedures of analysis. However, they 

also found evidence that divided participants into three groups based upon the 

observed trajectories of outcomes: (1) “phase model consistent” (63% of 

sample): participants who showed moderate treatment progress in all three 

domains (70.7% PMPO consistent), (2) “partial rapid responders” (17% of 

sample): participants with prior experience of therapy who showed rapid 

improvement in well-being and symptomatology, but almost no improvement in 

life-functioning (60.5% PMPO consistent), and (3) “symptomatically highly 

impaired” (20% of sample): participants with more severe presentations at 

commencement of therapy, and low expectations of the therapy and therapist, 

who showed clear-cut improvement in well-being and symptomatology but were 

more likely to violate the predictions of the PMPO (55.2% PMPO consistent). 

This final group was linked to the findings of Joyce et al. (2002), who found 

limited evidence of the PMPO within a sample of 144 participants. Joyce et al. 

(2002) argued that this was due to their severe presentations, and the 

manualised nature of the face-to-face Interpretive Therapy that was 

administered. However, the first outcomes were not collected until session four, 

and so the initial pattern of change may have been missed; therefore, without 

further evidence, it is difficult to draw strong conclusions. 
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The difficulty with the above research is that it has only been applied 

within outpatient populations receiving face-to-face psychotherapeutic therapies 

and, if the type of therapy and clinical presentation is influential, as suggested 

by Joyce et al. (2002) and Stulz and Lutz (2007), it needs to be tested in other 

populations. Certainly, within this study’s sample (individuals with severe CMD 

receiving manualised guided self-help treatment), it may be that outcomes 

consistent with the PMPO may be less likely to be observed. Previous research 

can also be critiqued for often only taking outcomes at three or four time-points, 

and so research conducting session-by-session temporal analyses could further 

enhance the understanding of the model in relation to session number and 

content.  

 

1.7. Defining Subjective Well-Being within the Context of Positive Mental 

Health   

The past 60 years have seen a push towards “positive” views of health; 

where being healthy is not just the absence of illness, but also includes the 

enhancement of physical, mental, and social aspects of life (Jahoda, 1958; 

World Health Organization, 2006). This concept has informed Keye’s (2002, 

2005) Dual-Continua Model of mental health (Figure 12), with mental illness on 

one continuum (low to high), and a second continuum of well-being ranging 

from “languishing” (below average), to “moderately mentally healthy” (average), 

to “flourishing” (above average). The advantages of such a model is that it de-

pathologises symptoms (e.g., removes the assumption that if you have 

symptoms of mental illness you must be unhappy in life), and encourages the 

enhancement of well-being (rather than just reducing symptomatology).  The 

Dual-Continua Model is argued to fit well with ACT’s position on enhancing 

valued living regardless of experienced symptomatology, and has also been 

evidenced within ACT self-help literature (Trompetter, Lamers, Westerhof, 

Fledderus, & Bohlmeijer, 2017). 
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Figure 12. Keyes’ Dual Continua Model of Mental Health 

 

Whilst the presence of “flourishing” well-being does not mean absence of 

a mental illness (and vice-versa), there are increased rates of psychopathology 

within “languishing” individuals (Keyes et al., 2012). For example, the original 

study of 3032 US adults (Keyes, 2002) found that most individuals were 

moderately mentally healthy (56.6%; languishing = 12.1%; flourishing = 17.2%), 

and that the risk of a depressive symptomatology was two times more likely 

among “languishing” individuals than “moderately mentally healthy” individuals, 

and six times more likely among “languishing” individuals than “flourishing” 

individuals. Baseline levels of well-being have also been evidenced to explain 

12-15% of variance in depression and anxiety symptoms within ACT self-help 

interventions (Trompetter et al., 2017). The close connection between the two 
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concepts (mental illness and well-being) means that clarity in their definitions is 

essential25. 

 Subjective well-being can be defined as an individual’s own perception 

and appraisal of their life. Theoretically, well-being has derived from two 

perspectives (Ryan & Deci, 2001): hedonic (happiness, pleasure attainment, 

satisfaction) and eudemonic (meaning, self-realisation, psychological/social 

functioning). However, what constitutes well-being is still a source of debate, 

with most researchers now considering it to be a multi-dimensional construct, 

which has led to inconsistencies in its definition and measurement (Dodge, 

Daly, Huyton, & Sanders, 2012).  

 Such inconsistencies have also been observed within PMPO literature. 

The original definition of subjective well-being within the original PMPO article 

(Howard et al., 1993) could be argued to be too thin; whereby they discuss how 

early therapeutic processes (e.g., clarification of problems, installation of hope, 

etc.) lead to an enhancement of subjective well-being, yet a clear definition of 

well-being itself is not given. Their measurement strategy of using two multiple 

choice questions (“At the present time, how well do you feel that you are getting 

on emotionally and psychologically?” and “At the present time, how upset or 

distressed have you been feeling?”) can also be critiqued for not fully capturing 

the full concept of well-being. More recent studies (e.g., Lutz et al., 2001; 

Sembill et al., 2017) could be considered to better capture both hedonic and 

eudemonic conceptualisations of well-being; however, there still appear to be 

inconsistencies, which is perhaps unsurprising given the continually evolving 

definition (Dodge et al., 2012). 

Keyes (2002) argued that to fully capture the concept of subjective well-

being, measures need to cover both hedonic (emotional well-being) and 

eudemonic (psychological and social well-being) factors; therefore, producing a 

three-factor model of subjective well-being (Table 20). The model has been 

widely supported in the literature (Gallagher, Lopez, & Preacher, 2009; Keyes et 

                                            
25 See Extended Paper 1.9. for clarification of mental illness/symptomatology 
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al., 2008; Lamers, Westerhof, Bohlmeijer, Ten Klooster, & Keyes, 2011; 

Robitschek & Keyes, 2009), with support for its use within ACT research 

(Trompetter et al., 2017), therefore, Keyes’ definition of subjective well-being is 

used within this study. 

 

Table 20  

Keyes’ Three Components of Subjective Well-Being 

Sub-Component Definition 

Emotional well-

being 

The perceived presence of positive affect (e.g., feeling 

happy), the absence of negative affect (e.g., not feeling 

hopeless), and a perceived satisfaction with life. 

Psychological 

well-being 

The perceived presence of self-acceptance, personal 

growth, purpose in life, environmental mastery, autonomy, 

and positive relations with others. 

Social well-being The perceived presence of social coherence, social 

actualisation, social integration and acceptance, and social 

contribution. 

 

 

1.8. Quality-of-life in Relation to Life-Functioning and Well-being 

 Quality-of-life is a “person’s subjective evaluation of the degree to which 

his or her most important needs, goals, and wishes have been fulfilled” (Frisch, 

1998, p. 24), and is often measured as the gap between the importance an 

individual places on different aspects of their life, and how satisfied they are in 

those areas (Frisch, Cornell, Villanueva, & Retzlaff, 1992). Due to quality-of-life 

covering multiple life areas, such as work, family, and leisure activities, it is 

often misconceived as synonymous with life-functioning. However, quality-of-life 

is instead cognitively mediated, whereby it is not objective functional ability that 

is captured, but the appraisal an individual places on their current circumstance 
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(Frisch, 1998). For example, a depressed individual may function at work, but 

still feel that they are not satisfied with life. 

 Like subjective well-being, the concept of quality-of-life derives from the 

push away from pathology-oriented outcomes towards a focus on positive 

mental health (Frisch, 1998; Keyes, 2013). However, the terms are often used 

interchangeably (Frisch, 1998; McAlinden & Oei, 2006), and there is confusion 

as to whether well-being and quality-of-life are the same concept. The CASIO 

model of life satisfaction (Frisch, 2006) differentiates the two concepts. 

Likewise, well-being has been defined as equal to “happiness”, a 

subcomponent of quality-of-life, thereby indicating quality-of-life to be an 

umbrella term encompassing well-being (Camfield & Skevington, 2008; Ratzlaff 

et al., 2000). However, well-being has also been argued to be the over-arching 

concept encompassing quality-of-life (Diener, 2005; Dodge, Daly, Huyton, & 

Sanders, 2012). This confusion is likely due to both concepts developing over 

time, and new definitions of well-being suggest a convergence towards the 

international definition of quality-of-life (Camfield & Skevington, 2008; World 

Health Organisation, 1995). Camfield and Skevington (2008) addressed the 

issue directly, concluding that the two concepts might be synonymous, but that 

they themselves could not come to an agreement. Therefore, within this thesis, 

focus will be placed on subjective well-being as an individual concept, but 

previous findings of quality-of-life outcomes will not be discounted as a source 

of comparison. 

 

1.9. Defining Symptomatology 

 The definition of mental illness can be conceptualised as the presence of 

symptoms that are considered “abnormal”, and are usually diagnostically 

categorised (APA, 2013). It has been consistently argued that empirical 

difficulties in diagnostic classifications, namely overlapping constructs and 

heterogeneity in presentation, mean that focus should move away from 

diagnosis and instead focus on presenting symptoms and their formulation 

(Division of Clinical Psychology, 2013; Hayes, Wilson, Gifford, Follette, & et al, 
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1996; Osman et al., 2012). However, such an individualistic approach can lead 

to difficulties in the navigation of the evidence base, and consideration of how 

certain symptoms cluster together can better inform treatment pathways 

(Professional Practice Board, 2013). 

 Symptoms are characteristics that can present as psychological, 

behavioural, and/or physiological, and can be considered “abnormal” if they 

present at a level that impairs an individual’s life. Whilst the presence of 

symptoms is often considered “abnormal”, there is evidence that this is not the 

case. Lovibond and Lovibond (1995) found that the factor structure of the 

combined Beck Anxiety Inventory (BAI) and BDI (common measures of anxiety 

and depression) was maintained within non-clinical samples, thus supporting 

the argument that clinical levels of symptoms are just a more severe expression 

of “normal” human experience; a view also argued within the ACT model 

(Hayes, Luoma, Bond, Masuda, & Lillis, 2006). 

This raises the question of what determines the level of symptom 

severity. Watson and Clark (1984) argued that a third construct, “negative 

affect”, is a dimension of mood-disposition, whereby individuals high in negative 

affect are more prone to clinical levels of symptoms, and that negative affect is 

the underlying factor to both depression and anxiety presentations. This was 

seen to explain the overlap between the constructs of depression and anxiety, 

as current measurement strategies were argued to be too heavily loaded on 

negative affect. Lovibond (1998), during development of the Depression, 

Anxiety, and Stress Scale (DASS), argued that negative affectivity is more than 

just a common factor, but is instead a separate dimension (expressed as 

“stress” within the DASS), which is supported through its predictive power of 

anxiety and depression (Henry & Crawford, 2005). 

Due to its continued support within in the literature (Clara, Cox, & Enns, 

2001; Davies, Caputi, Skarvelis, & Ronan, 2015; Osman et al., 2012), its 

applicability to the ACT model, and symptoms of depression, anxiety, and 

stress seen to broadly cover those experienced within CMDs, the three-factor 

structure of symptomatology is utilised within this study. 
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1.10. Defining Life-Functioning 

 The functional status of an individual can be considered to cover both 

“functional capacity” (what an individual is able to do) and “functional 

performance” (what an individual does; Chang & Tamura, 2009). From a 

medical point of view, symptoms can impair an individual’s functional capacity, 

thus limiting functional performance. Both the PMPO and ACT models support 

the view that how one experiences their symptoms needs to shift before 

functional capacity can be improved. However, the PMPO posits that symptoms 

need to reduce before functional capacity is re-established (Howard et al., 

1993), whilst the ACT model has argued that it is not the symptoms that are 

impairing functional-capacity, but rather the individual’s attempts to avoid them 

(i.e., experiential avoidance; Ciarrochi, Robb, & Godsell, 2005). Once functional 

capacity is re-established, the final stage of therapy can focus on challenging 

maladaptive ways of functioning, and encouraging the uptake of new and/or 

pre-existing roles, thus improving observed functional performance (coined “life-

functioning” within the PMPO). 

 Life-functioning can be considered to cover multiple domains, with PMPO 

literature mostly covering the domains of work (job, housework, etc.) and 

interpersonal functioning (family, intimate, and social relationships). However, it 

could be argued that what is assessed as “functioning” could be culturally and 

individually specific (e.g., collectivistic cultures may be less likely to value 

autonomous functioning; Shavitt, Torelli, & Riemer, 2011; Tennant et al., 2004). 

Therefore, any adopted measurement strategy needs to cover the broad range 

of functioning areas, yet remain applicable to the client population. 

 

1.11. Relational Frame Theory 

 Developed from functional contextual26 behavioural research, relational 

frame theory (RFT) is a theory of human language and cognition, and the 

foundation of the ACT model (Hayes, 2004; Hayes, Barnes-holmes, & Roche, 

                                            
26 See Extended Paper 2.1. for overview of functional contextualism 
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2002). According to RFT, human language and cognition is constructed from 

the ability to learn to relate events based upon arbitrary contextual cues. For 

example, a variety of animals may be able to learn non-arbitrary, concrete 

relations such as if one object looks bigger than another (e.g., a two pence 

piece is “bigger” than a five pence piece). However, humans are seemingly 

unique in their ability to transfer relational learning under contextual control and 

apply it to events that are not related in a concrete way, such as if one object 

has a bigger value than another (e.g., a five pence piece is “bigger” than a two 

pence piece). Such abstract relations are often “arbitrary” in the sense that they 

are determined by social whim or convention (e.g., the values of the coins are 

socially determined). 

 This version of relational learning consists of three main properties: 

mutual entailment, combinatorial entailment, and transformation of stimulus 

functional properties (Hayes, 2004). Detailed in Table 21, the combination of the 

three is deemed a “relational frame”; the core of human language and cognition. 



 

Page 194 of 433 
 

Table 21 

The Three Components of a Relational Frame 

Component Explanation Example 

Mutual 

Entailment 

If A relates to B in a 

certain way, then the 

relationship of B to A 

can be determined. 

If one learns that eating a jalapeño 

pepper causes their mouth to 

burn, they can derive that a 

burning mouth is the effect of 

eating a jalapeño pepper. 

Combinatorial 

Entailment 

If A relates to B in a 

certain way, and B 

relates to C in a 

certain way, then the 

relationship of A to C 

can be determined. 

If one learns that a bell pepper is 

larger than a jalapeño pepper, and 

a jalapeño pepper is larger than a 

habaneros pepper, they can 

derive that a bell pepper is larger 

than a habaneros pepper. 

Transformation of 

Stimulus 

Functional 

Properties 

Such relational 

responses enable a 

transformation of 

stimulus functions 

between all related 

stimuli. 

If one learnt that smaller peppers 

are more potent than larger 

peppers, they can derive that 

eating a bell pepper will be less 

painful than a jalapeño pepper, 

and eating a habaneros pepper 

more painful. Therefore, one might 

avoid a habaneros pepper without 

ever having direct experience of it. 

Note. Derivation of relations are context specific, e.g., the relation of A to B may 

alter depending on context. 

 

 Language and relational frames serve to help humans problem solve, 

make plans, and survive. However, relational frames can also limit human 

behaviour and prevent experiential learning.  

This is clinically relevant because the functions of one event can transfer 

to other events, cause distress, and produce avoidance of potentially corrective 

experiences. For example, a child may learn that a certain food is called a 

“tomato”. Whilst eating a tomato they may choke, leading them to feel sick and 

anxious, and avoid eating the rest of the tomato. The next day, the mother tells 

the child “I have made tomato salad for lunch”, and the child feels sick and 
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anxious and refuses to go for lunch. The words “I have made tomato salad for 

lunch” have never been heard by the child whilst feeling sick and anxious, 

however, the words have now been transformed in their function (i.e., they now 

function to make them feel sick, anxious, and avoidant). In the future it may also 

transform the function of related stimuli, for example they might learn that a 

“tomato” is a “fruit”, and so other fruit may also start to function to produce 

sickness, anxiety, and avoidance. Hence, these relational frames can cause 

psychological distress and prevent corrective experiences; therefore, 

highlighting the importance of considering cognition when understanding human 

behaviour (Hayes et al., 2004). 

From a RFT/ACT perspective, distress is a result of when relational 

frames prevent an individual from behaving in line with their values, even when 

it is unhelpful or distressing (Hayes, 2004). This is termed “psychological 

inflexibility”, which is composed of experiential avoidance and cognitive fusion. 

 

1.11.1. Experiential Avoidance. 

Experiential avoidance is the unwillingness to experience aversive 

private events (thoughts, emotions, physical sensations), and actions taken to 

alter their form or frequency even if it results in psychological distress (Hayes et 

al., 1996). Avoidant actions are detailed in the literature to include thought 

suppression, distraction, expressive suppression, avoidance coping, wishful 

thinking, and cognitive reappraisal (Cutuli, 2014; Li et al., 2017; Magee, Harden, 

& Teachman, 2012; Penley, Tomaka, & Wiebe, 2002). As experiential 

avoidance covers a wide range of avoidance strategies, it is unclear if it is one 

overarching construct or multifaceted (e.g., cognitive, affective, and 

behavioural), and if outcomes are impacted by whether actions taken are 

voluntary or involuntary (Chawla & Ostafin, 2007). However, research supports 

the theory that experiential avoidance is often unhelpful, with thought 

suppression leading to a paradoxical increase in their occurrence (Abramowitz, 

Tolin, & Street, 2001; Magee et al., 2012), affective suppression leading to 

poorer cognitive, psychological, social, and physical health outcomes (Butler et 



 

Page 196 of 433 
 

al., 2003; Szczygieł & Maruszewski, 2015; Tackman & Srivastava, 2016), and 

behavioural avoidance leading to negative psychological outcomes (Holahan, 

Holahan, Moos, Brennan, & Schutte, 2005; Morris, Moghaddam, Tickle, & 

Biswas, 2017; Penley et al., 2002).  

Research into the relationship between experiential avoidance and 

psychopathology has indicated that experiential avoidance can predict severity 

of symptoms, mediate the association between trauma and distress, and is a 

causal factor for CMDs (Chawla & Ostafin, 2007; Spinhoven, Drost, de Rooij, 

van Hemert, & Penninx, 2014; Tull, Gratz, Salters, & Roemer, 2004). The 

nature of this relationship is thought to follow several potential pathways (Hayes 

et al., 1996), such as (a) thinking “I shouldn’t think about ‘X’” is in its very nature 

related to ‘X’, therefore, making ‘X’ more cognitively available, (b) private 

experiences are classically conditioned to neural pathways not amenable to 

verbal control, therefore, causing distress when they cannot be altered, (c) 

affective strategies may impair others’ abilities to recognise and respond to the 

emotional needs of the individual, and (d) behavioural strategies may restrict an 

individual’s life and the things they feel able to do (e.g., avoiding social 

situations might limit someone to remain in their house full-time). From an RFT 

perspective, avoidance often leads to the strengthening of the relational frame 

between the avoidant behaviour and the very thing that the individual is trying to 

avoid, therefore, leading to an increase in distress. 

 

1.11.2. Cognitive Fusion. 

Cognitive fusion is when an individual is dominated by verbal rules and 

evaluations of events, therefore, giving their thoughts control over their 

behaviour. For example, thoughts such as “I am too anxious to go to the party” 

will lead to an individual avoiding the party. This is problematic, as an individual 

who acts in accordance with their cognitions, rather than viewing them as a 

cognitive process in the present, is more likely to act in a way that strengthens 

and confirms the underlying relational frames (Hayes, 2004), and likewise 

denies them any corrective experience. 
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The notion of thoughts influencing behaviour is not new, and is a key 

component of CBT models of psychopathology, with “maladaptive” thoughts 

being targeted for modification during therapy (Beck, 1976; Clark & Wells, 1995; 

Wells, 1997). However, as discussed in “Experiential Avoidance” (Extended 

Paper 1.11.1.), ACT would posit that such interventions may inadvertently 

cause greater distress, as the more control an individual tries to assert over a 

thought, the more fused they become to it (Hayes, 2004). Instead, ACT would 

support an individual to “defuse” from their cognitions, to allow them to live in 

line with their values instead. Cognitive fusion is closely linked to experiential 

avoidance, and as such they both interact to cause distress and 

psychopathology relating to CMDs (Bardeen & Fergus, 2016; Donald, Atkins, 

Parker, Christie, & Guo, 2017). 

 

1.12. Transdiagnostic Application of ACT and the Core Processes 

 The theory of psychological inflexibility (experiential avoidance and 

cognitive fusion) can be transdiagnostically applied across the range of CMDs; 

whereby, an individual wishes to avoid an internal experience that they believe 

to be abnormal, adopts avoidant strategies that paradoxically serve to increase 

distress (which is negatively reinforced due to temporary relief), and become 

fused with their appraisals of events to the extent that they act in accordance 

with their cognitions rather than their values. Continuation of the above can 

restrict an individual’s behavioural repertoire, thus reducing subjective well-

being and life-functioning, and exacerbating symptomatology linked to the 

development of CMDs (Hayes, 2004; Hayes et al., 2006). 

 Therefore, ACT aims to increase psychological flexibility (as opposed to 

psychological inflexibility), to give an individual the ability to contact the present 

moment, distance themselves from their cognitions, and to act in line with their 

values. The goal of ACT is not to reduce symptomatology, but rather increase 

willingness to experience such internal experiences in aid of enhancing pursuit 

of valued actions. The reduction of symptomatology is instead a “secondary 

effect”, resulting from cessation of the avoidance cycle (Hayes et al., 2006). The 
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six core processes of ACT (Figure 13; Hayes, Strosahl, & Wilson, 1999) are 

designed to enhance psychological flexibility. 

 

 

Figure 13. The ACT Hexaflex of Psychological Flexibility 

 

 1.12.1. Acceptance. 

 An alternative to experiential avoidance, acceptance is the active 

embrace of private events (thoughts, emotions, physical sensations) without 

attempting to alter their frequency or form. Individuals are encouraged to accept 

their internal experiences, such as those relating to anxiety or low mood, fully 

and without defence. Acceptance is not itself an outcome, but rather a method 

implemented to allow the individual to increase their values-based actions. 

 

 1.12.2. Cognitive Defusion. 

 An alternative to cognitive fusion, cognitive defusion is where an 

individual can distance themselves from their thoughts and consider them as 

cognitive processes in the present (e.g., “I am having the thought ‘I am no 
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good’”), rather than treating the thoughts as what they refer to (e.g., “I am no 

good”). Therefore, rather than attempting to alter the cognition’s form or 

frequency, ACT focuses on changing how an individual relates to their thoughts 

by creating contexts in which the unhelpful function of the cognition is 

diminished. This is achieved in a multitude of ways, such as externalisation 

(giving the thought shape, size, colour, etc.), thanking the mind for giving the 

thought, and repetition (until only sound remains); and serves to decrease 

believability of, and/or attachment to, private events. 

 

 1.12.3. Being Present. 

 Being present involves being in contact with psychological and 

environmental events as they occur. Individuals are encouraged to witness their 

experiences without judgement, so that they are better able to adapt their 

behaviour in line with the values they hold. This is achieved through 

mindfulness (being consciously aware) and the practice of using language as a 

tool to describe events, rather than judge them.   

 

 1.12.4. Self as Context.  

 Self as context is the ability to differentiate the sense of self as differing 

from that of the verbal mind (i.e., the thought versus the thinker). The individual 

is encouraged to recognise this distinction through mindfulness exercises, 

metaphors, and experiential processes; thus, allowing them to observe internal 

experiences without attachment to them, and develop defusion and acceptance.  

  

 1.12.5. Values. 

 Values are the qualities of actions taken moment by moment that work 

towards a preferred life direction. For example, individuals are encouraged to 

consider what they value in different domains of life (e.g. career, community, 

health), whilst ensuring that choices are not selected based upon avoidance, 
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fusion, or social compliance. Values differ from goals, in that they cannot be 

obtained but are instead the direction taken.  

 

 1.12.6. Committed Action. 

 Committed action is where an individual opts to act in accordance with 

their chosen values. Individuals are encouraged to develop short-, medium-, 

and long-term goals that help them live more in line with their values. 

Committed action is further encouraged through other behavioural techniques 

such as skills acquisition, exposure, and homework, and the potential 

psychological barriers are addressed through the other ACT processes as they 

occur. Taken together, all six core processes serve to enhance the individual’s 

quality-of-life, thus alleviating subjective distress. 

 

1.13. Evidence Base of ACT Self-Help 

 Self-help interventions range from self-administered to therapist-guided 

(Newman, Erickson, Przeworski, & Dzus, 2003), and involve the provision of 

materials that “guide and encourage the patient to make changes... rather than 

just provide information” (Anderson et al., 2005, p. 387). Self-help interventions 

have the benefit of increasing access to client populations who might otherwise 

struggle to attend face-to-face therapy (e.g., social anxiety disorder, Nordgreen 

et al., 2012), and can prove cost effective for services (Bower, Richards, & 

Lovell, 2001). However, variations in how self-help interventions are defined 

and/or implemented means that research results can be difficult to consolidate 

and generalise.  

With the current climate of stepped-care, and increased provision of low-

level interventions (Department of Health, 2009), the evidence base for self-help 

interventions is increasingly growing. Systematic reviews indicate that self-help 

has efficacy in CMD presentations, with improved outcomes when in guided 

format, and levels of efficacy equitable to face-to-face therapy (Cuijpers, 

Donker, van Straten, Li, & Andersson, 2010; Hof, Cuijpers, & Stein, 2009). 
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However, literature has seemingly remained focused on CBT self-help 

interventions, with minimal research into ACT self-help in comparison. 

Currently, two systematic reviews relating to ACT self-help interventions 

have been conducted. An initial review by Cavanagh, Strauss, Forder, and 

Jones (2014) looked at fourteen RCTs of mindfulness and acceptance based 

interventions within guided and non-guided self-help formats (seven ACT-

based, four mindfulness-based, and four multi-component). Findings indicated 

an average attrition rate of 37% (range: 0%-69%), with small to medium effect 

sizes in anxiety, depression, and acceptance/mindfulness outcomes. However, 

the generalisability of such findings to ACT self-help interventions is reduced 

due to acceptance and mindfulness only making up two of the six core 

processes, and the inclusion of multi-component interventions making it difficult 

to differentiate the extent that ACT specific components played in producing 

outcomes.  

A more recent review shifted focus to only include guided and non-

guided self-help interventions that included all six ACT processes, and were not 

multi-component (French, Golijani-Moghaddam, & Schröder, 2017). Thirteen 

RCTs were identified, with an average attrition rate of 24.6% (range: 5.7%-

55.9%), and small effect sizes in anxiety, depression, and psychological 

flexibility, that increased to medium effect sizes when analysis was limited to 

guided interventions (n = 5). Similarly, average effect sizes were seen to 

increase when limiting analysis to book-based interventions (n = 6), compared 

to those that were computer-based. However, ACT does not purport to target 

symptomatology and, whilst psychological flexibility was considered, the review 

can be critiqued for not considering other outcomes such as well-being and life-

functioning.  

 As discussed in the journal paper, application of ACT self-help literature 

to the phases of the PMPO indicate support for ACT self-help’s efficacy in 

improving well-being and quality-of-life, however, not all RCTs have found 

significant levels of improvement (Buhrman et al., 2013; Levin, Hayes, 

Pistorello, & Seeley, 2016; Pots, Fledderus, et al., 2016; Trompetter et al., 
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2015). Closer inspection of study characteristics indicates that the levels of 

guidance and format of delivery may have impacted the results (guided/book 

formats more likely to show significance), as supported by findings in other 

outcomes (French et al., 2017); however, what is of note is that three of these 

studies found significant improvements in measures of anxiety and depression 

despite not finding significant improvement in well-being/quality-of-life (Buhrman 

et al., 2013; Pots, Fledderus, et al., 2016; Trompetter et al., 2015). Whilst this 

may appear counter-intuitive to the PMPO, it may be that small improvements in 

well-being are sufficient to trigger large improvements in symptomatology and, 

as they are group-based RCT designs, the temporal patterns of change are 

unable to be observed. A post-hoc analysis conducted by Pots, Trompetter, 

Schreurs, and Bohlmeijer (2016) did indicate that baseline levels of well-being 

moderated later outcomes, however, the picture remains unclear. 

 Whilst a distinction can be made between well-being/quality-of-life and 

life-functioning in relation to patterns of living/behaving, the latter does not 

necessarily appear within ACT self-help literature. Functioning has been 

assessed using measures that are context specific to the participant group, 

such as the functional impact of pain or chronic fatigue, and levels of physical 

activity/functioning (e.g., Fledderus, Bohlmeijer, Pieterse, & Schreurs, 2012; 

Moffitt & Mohr, 2015; Trompetter et al., 2015); however, broader life-functioning 

as defined by the PMPO is not apparent. This is perhaps surprising due to 

ACT’s focus on valued living and committed action, as you would expect a 

change in functional activity (e.g., “I feel depressed, but I am going to do the 

housework anyway”). It may reflect a conscious choice to instead focus on 

whether an individual feels their life is valuable (regardless of how that might 

functionally appear); however, with levels of life-functioning improving other 

outcomes (Agosti & Stewart, 1998), and presenting as a better predictor of 

relapse than self-esteem, social support, attributional style, genetic vulnerability, 

or number of previous episodes (Staner et al., 1997), this may represent a gap 

in current measurement strategy.   

The above indicates that ACT self-help interventions are effective in 

improving psychological flexibility, well-being, and symptomatology outcomes, 
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which are enhanced when the intervention is given in guided and/or book 

format. However, outcomes relating specifically to life-functioning are not 

necessarily apparent, and there is no clear indication of the temporal ordering of 

processes in relation to the PMPO. Taken together, this provides a suitable 

rationale for more in-depth consideration of processes within a guided ACT self-

help intervention. 

  

1.14. Research Rationale and Clinical Relevance 

 The extent of step-4 waiting lists, and the personal and societal impact of 

not providing timely intervention for individuals with CMDs, highlights the clinical 

relevance of investigating a low-level waiting list intervention within this 

population. Further to this, the heterogeneous presentation within Step-4 

populations calls for investigation of interventions that can be 

transdiagnostically applied (such as ACT).  

Whilst the efficacy of guided ACT self-help interventions has been 

established, there is reduced evidence regarding the processes of change that 

occur during treatment. This is clinically relevant because understanding the 

phases of change that an individual is likely to experience during therapy can 

inform treatment progression (e.g., if life-functioning is unlikely to improve until 

improvements in well-being and symptomatology are established, then a 

clinician may choose to not target patterns of functioning until the individual has 

experienced shifts in the first two areas). The PMPO model has been evidenced 

to explain the processes of change during face-to-face psychotherapy, but it is 

unclear if this is applicable within manualised self-help formats, and how it 

relates to the ACT model of psychological flexibility. Further to this, existing 

ACT self-help literature is limited in its investigation of life-functioning (the third 

stage of the PMPO), and the group based RCT designs make temporal patterns 

of change difficult to observe. As such, there is rationale for single-case 

research designs, whereby more in-depth observations and more regular 

outcomes can be taken to better observe temporal effects. 
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2. Extended Methods 

2.1. Epistemology  

The present study follows the epistemological position of functional 

contextualism (Gifford & Hayes, 1999). This position strongly links to RFT and 

ACT (Hayes, 1993), radical behaviourism (Skinner, 1945), and modern 

behavioural analysis (Fox, 2008).  Functional contextualism posits that all 

behaviours (including thoughts, feelings, and overt actions) are functional, and 

that it is the functional context (both historical and situational) in which a 

behaviour occurs that determines whether it is considered “helpful” or 

“unhelpful” (Hayes, Strosahl, & Wilson, 2012). For example, the thought “I am 

unfit” may serve a function of motivating oneself to go to the gym, or 

alternatively function as a reason to not attend a sports event. It is the function 

of the thought that determines the subsequent emotions and actions, not the 

verbal content. The thought itself is neither rational nor irrational, and does not 

itself cause a reaction (Ciarrochi et al., 2005; Hayes, 2004).  

Functional contextualism’s main goal is to predict and influence events 

with precision, depth, and scope (Fox, 2006). The approach rejects ontology in 

the sense that objective “truth” is always going to be limited by the context of 

our analysis (Hayes, 2004). Instead, it strongly adheres to the practical truth 

criterion, where rules and theories that do not contribute to the goals of 

prediction and influence are ultimately ignored or rejected (Fox, 2006). As such, 

the “truth” could be considered the degree to which a contextual factor predicts 

and influences the outcome of interest (Hayes, 2004). From this position, all 

behaviours (including thoughts, feelings, and overt actions) are viewed as 

dependent variables (DVs) which cannot be directly manipulated. Therefore, to 

predict and influence them, it is the manipulation of functional contextual 

variables that needs to be the focus of analysis (Biglan & Hayes, 1996; Hayes, 

2016). This can improve understanding of the functional relationship between 

context and behavioural outcomes (Fox, 2008), and contribute to the 

development of theories that are better able to be applied to practical action 

(Hayes et al., 2012).  
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The approach lends itself to quantitative, experimental techniques (Fox, 

2008; Gifford & Hayes, 1999), such as group comparisons and single-case 

experimental designs (SCEDs), where an independent variable (IV) is 

manipulated in a controlled manner to determine whether it has a direct causal 

or functional impact on the DV (J. D. Smith, 2012). Other approaches, such as 

correlational or descriptive methodologies, are less able to isolate the causal 

contextual factors, and qualitative designs are considered less effective at 

providing the precision required (Fox, 2008). Traditionally used within 

behavioural and contextual science, SCEDs are preferable when investigating 

the processes behind psychological interventions (J. D. Smith, 2012), and fit 

well with the functional contextualist position due to its intensive exploration of 

the links between treatment models, processes of change, and outcomes 

(Hayes, 2016; Vilardaga, Bricker, & McDonell, 2014). As functional 

contextualism argues that our analysis is vulnerable to contextual influences, 

reductionism is resisted (Hayes, 2004). Therefore, triangulation with other 

sources of information (e.g., change interviews, Elliott, 2010) can further inform 

context and strengthen analytic conclusions (Morse, 1991).  

 

2.2. Single-Case Experimental Design 

SCEDs are an alternative to group comparison designs such as RCTs 

(Barlow, Nock, & Hersen, 2008), and have the advantage of being able to focus 

on individual performance outcomes rather than that of the group (Rassafiani & 

Sahaf, 2010). The SCED’s experimental strategy, the systematic manipulation 

of IVs, means that conclusions drawn are less susceptible to misattribution of 

cause and effect (Rassafiani & Sahaf, 2010). A SCED’s capacity to track 

detailed individual outcomes at multiple time-points means that it is apt for 

meeting the aims of this study.  

Within SCEDs, causal relationships are typically established through the 

application and removal of the IV via an “A-B-A” design (Barlow et al., 2008). 

This involves a non-treatment baseline phase (A), followed by a treatment 

phase (B), followed by another non-treatment phase where the treatment is 
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withdrawn (A). If the DV under observation changes during the treatment phase 

(B) but then returns to baseline levels following the treatment’s withdrawal, a 

causal relationship can be inferred. However, application to psychotherapeutic 

treatments can be limited as therapy cannot be “unlearnt”, and removal of an 

effective treatment could be unethical (Rassafiani & Sahaf, 2010). 

Such limitations are ameliorated through the use of “A-B” designs, which 

are recommended for the analysis of newly developed psychotherapeutic 

interventions (Rassafiani & Sahaf, 2010). Like “A-B-A” designs, participants 

have a non-treatment baseline phase (A), however, allocated baselines are of 

varying length with different start dates. This helps minimise misattribution of 

outcomes that might be caused by confounding variables such as the passage 

of time or notable historical events (Barlow et al., 2008). Following the 

establishment of a stable baseline, participants partake in a treatment phase 

(B), but a second non-treatment phase is not included. Participants become 

their own controls with repeated measurements taken during both the baseline 

(A) and treatment (B) phases, (Barker, Pistrang, & Elliott, 2016). Therefore, 

changes in the DV during the treatment phase (B) can be attributed to the 

treatment, particularly if observed across multiple participants.  

The A-B multiple-baseline design was deemed suitable for this study due 

to (a) the aim to observe the effects of an ACT intervention on the development 

and temporal relation of multiple outcomes over time, (b) individuals being 

available to commence participation at differing times, and (c) the intervention 

being unable to be removed. As the intervention was divided into ten weeks, the 

treatment phase (B) was split into ten phases, thus allowing further analysis into 

the impact of each week’s content on observed outcomes (Figure 14). 

Prior to the baseline period commencing, outcome measures were 

administered within a pre-intervention meeting with the researcher. This 

provided initial scores for later reliable change analyses, and gave participants 

an opportunity to familiarise themselves with the measures and ask questions. 

To minimise the impact of expectation on subjective well-being (Howard et al., 

1993), they were administered prior to the participant knowing their baseline 
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length. Measures were also taken at a one-week follow-up to allow for temporal 

delays in outcomes, however, were not extended further due to the time 

limitations of the waiting list.  

 

a Length of baseline is variable 

Figure 14. Research Design 

 

2.3. Ethical Considerations 

The British Psychology Society’s (BPS) Code of Human Research Ethics 

(BPS, 2010) was used to inform the study’s procedural design. Ethical approval 

was gained from the University of Lincoln’s School of Psychology Research 

Ethics Committee, the Yorkshire and the Humber – Leeds West Research 

Ethics Committee (Ref: 16/YH/0508), and LPFT’s Health Research Authority. A 

minor amendment to protocol was made prior to the second phase of 

recruitment due to the extension of the recruitment area to include LPFT-West, 

of which all three ethical committees granted approval. Appendix B details 

confirmation of approvals. 

To protect the confidentiality of eligible individuals on the waiting lists, the 

service made initial contact via telephone. A brief overview of the study was 
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given and individuals who expressed interest were invited to an assessment 

with the service where the information sheet (Appendix C) was given along with 

an opportunity to ask further questions. As per service protocol, a risk 

assessment alongside the CORE-OM (Evans et al., 2000) was completed, with 

the aim of identifying and protecting individuals whose risk factors had 

increased since the initial referral assessment which might negate their eligibility 

for the study. The Mental Health Continuum – Short Form (MHC-SF; Keyes, 

2002) was then administered to check the final eligibility criterion. 

 If individuals were still eligible and willing to take part, their verbal 

consent was recorded in the clinical notes and the lead researcher informed. 

They were then invited to a meeting later that week with the lead researcher. 

During this meeting, the information sheet and consent form (Appendix D) was 

gone through with the individual, ensuring that they understood the nature of the 

research and the commitment required. Individuals were informed of the 

experimental nature of the intervention, and the potential costs and benefits. 

They were also made aware that their GP would be sent a letter informing them 

of their involvement in the study at both the beginning and end of their 

involvement. If informed consent was given, both the individual and the 

researcher signed the consent form. All remaining outcome measures were 

then administered, demographic data collected (Appendix E), and their GP 

informed of involvement (Appendix F). Items included within the demographic 

data were selected to enable inferences about the representativeness and 

comparability of the participants to other samples, and provide greater context 

to the findings. However, items were limited to avoid participant fatigue and 

protect anonymity in the write up.  

All participants were made aware that participation in the study was 

voluntary and did not impact their position on the waiting list for future therapy. 

Following signing consent, participants commenced the baseline phase of the 

procedure. Participants were aware that they had a “cool down period” of two 

weeks where they could have all data about them fully withdrawn from the 

study. Following this, any data collected prior to a withdrawal would be retained 

within the findings. Participants could withdraw at any time, without giving a 
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reason. Withdrawal options included: (a) withdraw from the research component 

but continue with the intervention, (b) withdraw from both the research and 

intervention but receive the remainder of the book, or (c) full withdrawal. Those 

that withdrew from the study were invited to an interview with the lead 

researcher to discuss their experiences of the intervention, however, it was 

made clear that this could be declined. To avoid inducing participants to partake 

in the research for inappropriate reasons, they were not paid for their 

involvement, but compensation for travel costs was offered at 24p per mile. 

To maintain confidentiality, participants were assigned numbers that 

were used to keep track of their data during collection and analysis. Participants 

were prompted via email to use their participant number each time when 

completing outcome measures online or via post. Posted outcome measures 

were returned in envelopes addressed to the University of Lincoln Doctorate of 

Clinical Psychology administration team where they were placed in locked 

storage. Participants were aware that the results of their outcome measures 

would not be available to the service and, therefore, would not contribute to 

decisions made about future therapy.  

Change interviews were recorded onto a dictaphone and transferred to 

an encrypted, password-memory stick provided by LPFT to ensure compliance 

with their data protection policies. Transcription was completed by an 

independent transcriber who had signed a confidentiality agreement. Data files 

were encrypted and password protected prior to being securely transferred 

online. 

 All electronic data collected over the course of the research was stored 

on the encrypted, password-protected memory-stick. This was kept with the 

lead researcher as per LPFT policy, before being stored in a locked safe at the 

University of Lincoln only accessible to the research team and administration 

staff. Any paper-based data was also stored within this safe. For audit reasons, 

data remained stored for seven years. All participants were given an option to 

receive a written summary of research findings, alongside the option to consent 

to contact for future follow-up research. 
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2.4. Area of Recruitment 

 Participants were recruited from the Adult Psychology and 

Psychotherapy Service (Step-4) across Lincolnshire Partnership NHS 

Foundation Trust – East and West. This covered five bases: Lincoln, 

Gainsborough, Louth, Boston, and Skegness. The service was chosen due to 

(a) its difficulties in providing qualified clinicians to meet the demands of the 

waiting list at the time of the study’s commencement, therefore, reflecting the 

clinical needs discussed in the introduction, (b) its ability to provide Assistant 

Psychologists (APs) to deliver the intervention alongside administrative support, 

and (c) logistical reasons relating to the location of the lead researcher. 

  

2.5. Inclusion and Exclusion Criteria.  

Assessment of eligibility was operationalised through set inclusion and 

exclusion criteria that were selected to ensure participant suitability. The 

rationales for these criteria are detailed in Table 22.  
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Table 22 

Rationale for Inclusion and Exclusion Criteria 

Criteria Rationale 

Inclusion Criteria 
 

 

Deemed suitable for 
self-help intervention 
by qualified Clinical 
Psychologist 
 

• Standard service protocol 

Minimum of four 
months remaining on 
waiting list 
 

• To ensure treatment as usual was not delayed by 
participation 

Written and verbal 
English skills 

• Book and phone calls administered in English 

• Unable to fund translation of intervention 
components 

• Unable to fund translation of book into verbal/visual 
format for illiterate individuals 

 
Ability to give 
informed consent 
 

• To ensure individual has capacity to decide on their 
involvement in the study 

Total score on MHC-
SF ≤ 1.63 
categorised as 
“languishing” 

• To ensure participants were representative of a 
clinical population 

• MHC-SF (Keyes, 2002) chosen due to well-being 
being the first component to change in the model of 
psychotherapeutic change (Howard et al., 1993) 

• Cut off value of 1.63 falls two SDs (0.88) below the 
mean score of non-clinical populations (3.24; Keyes 
et al., 2012) 

 
Exclusion Criteria 
 

 

Previous experience 
of ACT 
 

• To ensure intervention was novel to better witness its 
impact 

Ongoing input from 
another mental 
health provider 
 

• To improve isolation of ACT intervention as the main 
independent variable 

Note. MHC-SF = Mental Health Continuum – Short Form; ACT = Acceptance 
and Commitment Therapy. 
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2.6. Phases of Recruitment 

 Identification of eligible participants was conducted by the service via 

review of their waiting lists. Initial recruitment was across the three areas 

covered by LPFT-East: Louth, Boston, and Skegness, and application of the 

inclusion/exclusion criteria identified 11 eligible individuals. To ensure 

participant selection was randomised, yet remained representative of the client 

groups across the three areas, a stratified randomisation approach was 

adopted. Eligible participants were grouped according to their location and each 

assigned a number. A random number generator was then used three times by 

the second author (blind to the number allocations) to determine order of 

approach in each of the three areas. The aim was to recruit two participants per 

area. By the end of this first recruitment phase two participants were recruited 

from Louth, with one dropping out prior to commencing the intervention. 

 Due to low uptake, a second round of recruitment was conducted that 

included LPFT-West: Lincoln and Grantham (following ethical approval of 

amendment). The additional waiting lists were reviewed, including a re-review of 

the previous waiting lists for individuals newly referred to the service since the 

first round of recruitment. A total of 16 individuals were identified across two 

areas: Louth and Lincoln. Again, a stratified randomisation approach was 

adopted to the order of recruitment, with the aim of recruiting two individuals 

from Louth and three individuals from Lincoln, which was achieved. Figure 15 

further details the above two phases of recruitment and how the reported 

participant number was reached. 

As per Figure 16, participant screening, phone contact, and initial 

assessment was completed by the service. Pre-intervention meetings, to 

confirm eligibility and consent, were then conducted by the lead researcher at 

the service location (Figure 17). 
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 Figure 15: Recruitment Flow-Chart 
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Completers (n = 3) 

Excluded (n = 11) 

Declined: 5 

Unable to contact: 3 

Commenced intervention with another provider: 1 

Not needed, threshold for six participants met: 2 

Recruited (n = 5) 

Withdrawal (n = 1) 

During Baseline: 1 

Recruitment Phase Two 

LPFT East and West 

Identified (n = 16) 

Excluded (n = 9) 

Declined: 4 

Did not meet MHC-SF criteria: 1 

Did not attend initial assessment: 2 

Commenced intervention with another provider: 2 

Recruited (n = 2) 

Initial Recruitment Phase 

LPFT East 

Identified (n = 11) 
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Standard service 

protocol 

 

Conducted by 

service 

 

Conducted by 

lead researcher 

(See Figure 17) 

 No: Treatment as 

usual 

 

Yes: Participant 

recruited 

 

Eligibility confirmed and 

consent form signed? 

 

No: Treatment as 

usual 

 

Yes: Attend pre-

intervention meeting 

 

Are they interested/eligible and 

consent to researcher contact? 

 

Info. sheet given and 

MHC-SF criteria applied 

 

No: Treatment as 

usual 

 

Yes: Attend initial 

assessment 

 

Phone contact: Are they 

interested in taking part? 

 

Selected via random 

number generatorb 

 

No: Treatment as 

usual 

 

Yes: Put on list of 

potential participants 

 

Screen: Do they meet 

inclusion/exclusion criteria?a 

 

No: Indicated on 

waiting list 

 

Yes: Indicated on 

waiting list 

 

Referral received 

 
Initial consultation with 

Psychologist 

 

Are they suitable for self-help 

intervention? 

 

a = MHC-SF criteria unable to be applied at this time-point 

b = Randomisation conducted by second author “blind” to participants 

 

Figure 16. Participant Recruitment Process 
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2.7. Sample Size 

The high level of detail achieved by SCEDs means they typically require 

a small sample size. However, unlike single-subject research designs, multiple 

subjects are used to assess the replicability of the findings (Backman, Harris, 

Chisholm, & Monette, 1997). A minimum of three replications is recommended 

to provide sufficient data (Kratochwill et al., 2010), however, recruitment of six 

participants is advised to protect against attrition (J. D. Smith, 2012). Protecting 

against attrition was apt in the present study due to the intense nature of the 

design, even though participants were informed of the requirements prior to 

recruitment. A recent systematic literature review of ACT self-help interventions 

(French et al., 2017) indicated three-quarters of participants completed the 

interventions (mean = 75.4%, range: 44.1%-86.0%), with higher completion 

rates when the intervention included guided support (mean = 80.1%, range: 

Introductions 

Go through information sheet 

and confirm understanding of 

what is required 

Go through and sign consent 

form 

Three copies made for: 

- Participant 

- Researcher 

- GP (sent with GP letter) 

Collect demographic 

information 

Inform of baseline length and 

organise dates/times of 

phone-calls 

Participant commences 

baseline phase 

Confirm plan and answer any 

questions 

Figure 17. Pre-Intervention Meeting 
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50%-94.3%). Therefore, for this study, recruiting until six individuals 

commenced the intervention was deemed sufficient within the time frame 

available. 

 

2.8. Book choice and Amendments 

To meet the research aims, an ACT self-help book was required that was 

written in English with applicability to a wide range of mental health 

presentations. “Get Out of your Mind and into your Life” (Hayes & Smith, 2005) 

was chosen as it met the above criteria, and its presence within ACT self-help 

literature means that the results of this study can be more easily comparable to 

previous findings (French et al., 2017). Appendix G details confirmation of 

approval for its use. 

The American origins of the book meant that some components were 

less relatable to a non-American audience. For example, it referenced the 

supermarket chain “7-11” (Hayes & Smith, 2005, p.127) which was not 

prevalent in the UK. Whilst a British book, such as “Get the Life You Want” 

(Jackson-Brown, 2013), might circumvent these difficulties, no literature exists 

evidencing their efficacy (French et al., 2017), thus limiting the generalisability 

of the conclusions that could be drawn. Therefore, it was deemed more suitable 

to use “Get Out of your Mind and into your Life” (Hayes & Smith, 2005) with 

minor amendments to the language. 

The original book consists of an introduction, 13 chapters, and a 

conclusion (total = 15). To allow further analysis into the impact of each week’s 

content on the subscales of psychological flexibility, and ensure participants did 

not read all the content in one sitting, chapters were sent out once a week. To 

reduce participant burden, shorter chapters were paired together, thus reducing 

the intervention into ten parts over ten weeks. The order of the chapters was 

retained. As participants in previous RCTs could complete the book within eight 

weeks (Jeffcoat & Hayes, 2012; Muto, Hayes, & Jeffcoat, 2011), ten weeks was 

deemed a sufficient time-frame. Table 23 extends on from Table 13 in the 
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Journal Paper to demonstrate how each week’s content, and the related ACT 

processes, might link to the subscales of the Comprehensive Assessment of 

Acceptance and Commitment Therapy Processes (CompACT; Francis, 

Dawson, & Golijani-Moghaddam, 2016) which was explored within the extended 

results (Extended Paper 3.6.). 

 

Table 23 

Extended Table of the Ten Week Intervention and Related ACT Processes 

Week Chapters Topic ACT Process 

CompACT 

Subscale 

1 Int. & 1 • Introduction 

• Human suffering 

 

Acceptance OE 

2 2 • Why language leads to 

suffering 

 

Cognitive Defusion OE 

3 3 & 4 • The pull of avoidance 

• Letting Go 

 

Acceptance OE 

4 5 • The trouble with 

thoughts  

 

Cognitive Defusion 

Self as Context 

OE 

5 6 & 7 • Having a thought versus 

buying a thought 

• If I am not my thoughts, 

then who am I? 

 

Cognitive Defusion 

Self as Context 

Being Present 

OE (BA) 

6 8 • Mindfulness 

 

Being present 

Self as Context 

 

BA 

7 9 • What willingness is and 

is not 

 

Acceptance OE 

8 10 • Willingness: Learning 

how to jump 

 

Acceptance 

Self as Context 

Being Present 

 

OE (BA) 
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Week Chapters Topic ACT Process 

CompACT 

Subscale 

9 11 & 12 • What are values? 

• Choosing your values 

 

Values VA 

10 13 & 

Conc. 

• Committing to doing it 

• The choice of vital life 

 

Committed Action VA 

Note. Int. = Introduction; Conc. = Conclusion; OE = Openness to Experience; 
BA = Behavioural Awareness; VA = Valued Action. On weeks where more than 
one CompACT subscale may be targeted, the secondary subscale is indicated 
in parentheses. 

 

Whilst guided self-help interventions showed greater efficacy than non-

guided self-help interventions, “Get Out of your Mind and into your Life” (Hayes 

& Smith, 2005) had not previously been tested within guided formats (French et 

al., 2017). Therefore, prompts to seek support from an AP were added where 

necessary. Amendments also included the widening of the writing spaces within 

the exercises, as per the recommendations of the Service User and Carer’s 

Advisory Panel (SUCAP; see Extended Paper 2.10.). This meant the 

intervention covered 227 pages (rather than 202) and so the page numbers 

were updated accordingly. Occasionally the book referred to other 

chapters/pages, therefore, these were amended to refer to the correct 

week/page number to avoid confusion. A summary of the above amendments, 

alongside examples, is detailed in Table 24. 
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Table 24 

Example Book Amendments 

Amendment 

Example 

Before After 

Page 

No.a 

Language “I’ll call my friend for 

help on my cell 

phone” 

“I’ll call my friend for 

help on my mobile 

phone” 

 

57 (64) 

Division of 

chapters 

Introduction, 1, 2, 3, 

4, 5, 6, 7, 8, 9, 10, 11, 

12, 13, Conclusion 

(Introduction & 1), 2, 

(3 & 4), 5, (6 & 7), 8, 9, 

10, (11 & 12), (13 & 

Conclusion) 

 

n/a 

Guidance prompts “This book is based 

on...” 

 

“If you aren’t sure, 

then skip ahead to 

chapters 11 and 12...” 

 

“This guided self-help 

is based on...” 

 

“...consider asking 

your Assistant 

Psychologist for 

advice” 

1 (1) 

 

 

121 (138) 

Writing space Narrow lines for “Milk, 

Milk, Milk” exercise 

 

Wider lines for “Milk, 

Milk, Milk” exercise 

71 (85) 

References “...your Coping 

Strategies Worksheet 

in chapter 2” 

 

“...your Coping 

Strategies Worksheet 

in week 2” 

33 (38) 

Note. a Page numbers of original book (amended book in parentheses) 

 

Due to the book being a well-established, ACT coherent, self-help 

intervention, adherence checks focused on the amendments made. 

Amendments were checked to ensure that content was not added that was 

inconsistent with the ACT model. Checks were informed by consultancy with 

two ACT clinicians with more than 10-years’ experience practicing and 

researching ACT. The assessment indicated that the book amendments 

remained coherent to the ACT model. 
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2.9. Guided Phone Calls 

The guided component of the intervention was chosen due to ACT 

literature indicating guided self-help interventions achieve greater outcomes in 

comparison to pure self-help interventions (French et al., 2017). The chosen 

length of the phone calls was 30 minutes due to it being (a) the standard length 

of guided phone calls within guided ACT self-help literature (French et al., 

2017), and (b) sufficient to provide support regarding the content of the 

intervention without risk of deviating into more in-depth therapeutic discussion. 

APs were chosen to deliver the guided component of the intervention, as 

opposed to qualified ACT clinicians, to reflect the level of training and 

supervision that would be typical of low-level interventions within step-4 

services. The intervention was not delivered by the lead researcher to ensure 

that bias was minimised during the post-intervention change interview. 

To ensure that the guided phone calls remained consistent to the ACT 

model, the APs who delivered them had previous knowledge of ACT, and 

received training from the lead researcher on the ACT model alongside extra 

training regarding the administration of the intervention. Clinical supervision was 

provided by qualified Clinical Psychologists within the service who themselves 

practiced ACT within their clinical work. To enable consistency across how the 

guided phone calls were delivered, and enhance fidelity to the ACT model, a 

“script” was written for APs to follow each week (Appendix H). These scripts 

were designed to be semi-structured to allow flexibility to what participants 

brought each week. The structure was based around providing the AP a 

reminder of the content and aims of that week, and prompting them to (a) 

check-in with the participant, (b) discuss and clarify the various exercises, and 

(c) clarify the participant’s progress through the intervention/research. The 

scripts were independently checked by two clinicians with more than ten years’ 

experience practicing and researching ACT, and 100% inter-rater agreement 

was achieved with the assessment indicating adherence to the ACT model. 

 

 



 

Page 221 of 433 
 

2.10. Service User and Carers’ Advisory Panel 

 Service user involvement in service development has extensive 

advantages and is becoming more prevalent within mental health settings 

(Rose, Fleischmann, Tonkiss, Campbell, & Wykes, 2002). To ensure the 

accessibility of the intervention to the client group, a focus group was held with 

individuals with lived experience of mental health difficulties from the SUCAP, 

Nottingham, UK. Members were given access to the intervention material, and 

the intervention and research procedures were explained by the lead 

researcher. Members of the group were encouraged to discuss their thoughts 

about the intervention and relay any related suggestions or amendments (Table 

25).  
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Table 25 

SUCAP Feedback and Actions 

Feedback Action 

The lay-out of the folder for keeping the chapters in 

was clear 

n/a 

The description of ACT given within the pre-

intervention meeting and on the information sheet was 

set at an appropriate level 

n/a 

The AP scripts were good, particularly as they allowed 

a level of flexibility to respond to what the client 

brought to the phone call 

n/a 

The proposed weekly plan of the intervention/research 

seemed suitable and well-paced 

n/a 

Advised more space for writing in the exercises Spaces widened 

Advised to inform participants in the pre-intervention 

meeting that the book does not have to be completed 

perfectly and that their work will not be “checked” or 

“scored” 

Included in pre-

intervention meeting 

Advised to inform participants in the pre-intervention 

meeting that their outcome measure scores will be 

kept from the service and will not influence whether 

they remain on the waiting list for psychotherapy 

Included in pre-

intervention meeting 

Advised that results of outcome measures could be 

fed back to participants in the post-intervention 

meeting 

Participants offered 

summary of results 

after completion of 

change interview 

Advised that feedback could be gained from 

participants about the research process 

Included within change 

interview 
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2.11. Outcome Measures 

 Outcome measures were chosen as the main mode of measurement 

within this study. Whilst they have subjective and reductionist limitations, they 

can provide a standardised measurement of experience (Boswell, Kraus, Miller, 

& Lambert, 2015), and the addition of the change interview can help reduce the 

impact of such limitations. The selection of outcome measures used within this 

study included consideration of whether available measures (a) aimed to 

measure the outcomes under investigation, (b) were not over-burdensome on 

the participant, and (c) had appropriate psychometric properties (Coster, 2013). 

As outcome measures were taken on a weekly basis, amendments were made 

to the wording of measures that typically asked participants to consider a longer 

time frame (i.e., “Over the last two weeks...” amended to “Over the last 

week...”). Whilst this could impact the validity of the reported test-retest 

reliabilities, it was deemed appropriate to ensure the relevance of the measures 

to the research aims. This section aims to detail the critique and rationale for 

the outcome measures selected. 

 Due to the PMPO being established within psychotherapeutic literature, 

outcome measures have been developed that cover its three constructs: well-

being, symptomatology, and life-functioning. For example, the Evaluation of 

Psychotherapeutic Processes (Der Fragebogen zur Evaluation von 

Psychotherapieverlaufen; Lutz et al., 2009) was developed specifically based 

upon the PMPO. However, this measure was deemed unsuitable for this study 

due to it not having been previously translated and verified within UK 

populations. Other measures that cover the three areas include the Behavioural 

Health Measure (Kopta & Lowry, 2002) and the CORE-OM. However, the 

number of items per factor within these measures remains small, and so the 

depth and strength of conclusions made from the outcomes would be limited. 

Whilst data from the overall score of the CORE-OM was retained (standard 

service protocol), analysis was instead based on measures that individually 

tapped into each phase of the PMPO. 
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2.11.1. Measure of Well-Being.  

Many measures of well-being could be argued to not cover all aspects of 

well-being (Linton, Dieppe, & Medina-Lara, 2016). As discussed in the 

introduction, Keyes (2005, 2013) argued that well-being covers three areas: 

emotional, social, and psychological. To ensure that well-being is 

comprehensively measured, these subcomponents could be measured 

individually (e.g., Ryff’s psychological well-being scales [Ryff, 1989]), and the 

Satisfaction with Life Scale [Diener, Emmons, Larsen, & Griffin, 1985]), 

however, such an approach could be deemed arduous on participants. The 

Mental Health Continuum (MHC; Keyes, 2002) has the advantage of being a 

single measure that has been consistently shown to map onto the three factors 

(Joshanloo, Wissing, Khumalo, & Lamers, 2013; Keyes et al., 2008; Lamers et 

al., 2011). It also maps onto Keyes’ (2005, 2013) model, therefore, allowing for 

measurement of positive well-being of which there has been an identified need 

within ACT self-help interventions (Trompetter et al., 2017).  

As the MHC-SF has been a commonly utilised measure of well-being 

within published ACT self-help literature (French et al., 2017), any results 

gathered are comparable to previous findings. An alternative measure often 

purported to measure well-being within ACT self-help literature is the Quality-of-

life Inventory (French et al., 2017; Frisch, Cornell, Villanueva, & Retzlaff, 1992). 

As discussed (Extended Paper 1.8.), it is unclear if quality-of-life is synonymous 

with subjective well-being, therefore, focus was placed on well-being and the 

MHC-SF due to its clearer relation to the PMPO. 

The original MHC consists of 40 items and so, to reduce participant 

burden, the short-form version has been chosen, which retains good 

psychometric properties (Keyes et al., 2012; Lamers et al., 2011). Despite 

consisting of the three factors, it is advised that only the overall score is 

reported (Jovanović, 2015). However, this is suitable within the aims of this 

study. 
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2.11.2. Measure of Symptomatology.  

Mental illness “symptoms” are varied and diverse within Step-4 

populations, and so a measure was required that considered the more broader 

aspects of symptomatology. The DASS (S. H. Lovibond & Lovibond, 1995) was 

designed as a measure of the shared causes across depression, anxiety, and 

stress and, because it is not diagnosis-specific, it is appropriate for use in more 

diverse clinical populations. Like ACT, the measurement strategy is more 

focused on common outcomes that are deemed to underpin mental health 

difficulties (transdiagnostic) rather than specific ‘diagnoses’ (Osman et al., 

2012).  

Other measures that are most commonly used to measure 

symptomatology are the Beck Scales, i.e., the BAI (Beck & Steeer, 1993) and 

the BDI (Beck, Steer, & Brown, 1996). However, when directly compared, the 

DASS showed greater separation in factor loadings, and the BDI was argued to 

fail to discriminate between depression and other affective states due to 

including items such as weight loss, insomnia, somatic preoccupations, and 

irritability (P. F. Lovibond & Lovibond, 1995). Compared to the Hospital Anxiety 

and Depression Scale (Zigmond & Snaith, 1983), the DASS has the additional 

dimension of stress and superior internal consistency (Sukantarat, Williamson, 

& Brett, 2007). 

The shorter version of the measure (DASS-21) was chosen as it is less 

taxing on participants and has been shown to have a cleaner factor structure 

(Antony, Bieling, Cox, Enns, & Swinson, 1998; Clara et al., 2001). Whilst no 

test-retest data exists within UK populations (Silva et al., 2016), it has 

consistently displayed good psychometric properties (Bottesi et al., 2015; 

Davies et al., 2015; Henry & Crawford, 2005). It has also been used in other 

ACT self-help literature (French et al., 2017), therefore, making outcomes 

comparable to previous findings. 
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2.11.3. Measure of Life-Functioning.  

Weissman, Olfson, Gameroff, Feder, & Fuentes (2001) compared three 

scales of life-functioning: The Social Adjustment Scale – Self Report (SAS-SR; 

Weissman & Bothwell, 1976), the Short-Form Health Survey (SFHS; Ware & 

Sherbourne, 1992), and the Social Adaptation Self-Evaluation Scale (SASES; 

Bosc, Dubini, & Polin, 1997). All three had good psychometric properties, but 

suitability was determined by the questions trying to be answered. The SAS-SR 

was deemed most suitable, as the SFHS included emotional well-being which 

would overlap with the MHC-SF, and the SASES focused on motivation to 

action rather than direct functioning. It could be argued that the length of the 

SAS-SR is too taxing on participants, however, as life-functioning is so broad, a 

measure that covers multiple factors is needed.  

The SAS-SR was developed from the Social Adjustment Scale Interview 

(Weissman, Klerman, Paykel, Prusoff, & Hanson, 1974) and so has good face 

validity. It correlates well with interview findings (Weissman & Bothwell, 1976), 

but is more sensitive to change in an individual’s clinical status (Achard et al., 

1995). It has also been utilised within PMPO literature (Hilsenroth et al., 2001), 

and has further strengths in its allowance for items to be omitted if not relevant 

to the individual (e.g., questions relating to childcare), therefore, making it more 

person-centred. However, it is not clear what impact that omitting items may 

have on the psychometric properties, therefore, this study follows advice that 

only overall scores should be used (Paykel, Weissman, Prusoff, & Tonks, 

1971).  

To improve accessibility to this study’s sample, the modified version of 

the measure has been chosen (Social Adjustment Scale – Self Report – 

Modified [SAS-SR-M]). Modifications made in the SAS-SR-M were slight 

language changes to ensure suitability for UK populations, and consistent labels 

used on the Likert Scales throughout. Whilst this might impact the psychometric 

properties, it is argued that the modifications were minor and it correlates well 

with the original SAS-SR (Cooper et al., 1982). The measure has been found 

useful in community samples and psychiatric outpatient groups, and it is 
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suggested that community norms be used as a stable criterion against which 

psychiatric populations may be compared (Weissman, 1981). 

Despite the above rationale, the measure still has limitations for use 

within ACT research. Closer inspection reveals that some items may 

problematise feelings (e.g., “Over the last week have you felt upset, worried, or 

uncomfortable at work?”) and, given that ACT encourages an individual to take 

action despite difficult feelings (Hayes, 2004), such wording may be 

inappropriate. With ACT’s focus on values and goals, having a measure that 

captures the perceived impact of the “problem” on an individual’s ability to act in 

important life domains seems focal. Often used within ACT self-help literature is 

the Quality-of-life Inventory (French et al., 2017; Frisch et al., 1992), which 

could be viewed to meet this need as the measure aims to capture the gap 

between an individual’s ideal life and their current reality. However, as 

discussed (Extended Paper 1.8.), it is related to well-being rather than life-

functioning, thereby making it unsuitable. A better alternative could be argued to 

be the Work and Social Adjustment Scale (Mundt, Marks, Shear, & Greist, 

2002), with items focused on the impact of “problems” on functioning (e.g., 

“Because of my problem, my ability to work is impaired”); however, this is 

extremely brief (only five items), and during the study’s development priority had 

been placed on finding a more detailed measure to enhance the depth and 

strength of conclusions that could be made27. 

 

2.11.4. Measures of Psychological Flexibility.  

Psychological flexibility is most typically measured using the Acceptance 

and Action Questionnaires (AAQ; Bond et al., 2011; Hayes et al., 2006). Whilst 

psychological flexibility measures exist for specific client populations (e.g., 

Psychological Inflexibility in Pain Scale [Wicksell, Lekander, Sorjonen, & 

Olsson, 2010]), participants within this study had heterogeneous presentations 

                                            
27 See Extended Paper 5.1. for reflections on choice of life-functioning outcome 

measure. 
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and so a more general measure of psychological flexibility was required. The 

AAQ-II (Bond et al., 2011) retains good psychometric properties; however, has 

been critiqued for being too heavily loaded on distress and negative-effect 

(Francis, Dawson, & Golijani-Moghaddam, 2016; Rochefort, Baldwin, & 

Chmielewski, 2017; Wolgast, 2014). It also only loads onto one factor, 

therefore, limiting its ability to differentiate between the influences of the 

individual ACT core processes.  

An alternative to the AAQ-II is the CompACT, which is argued to not be 

as loaded onto distress and has the advantage of measuring psychological 

flexibility across three factors (Francis et al., 2016). This means that more in-

depth analysis of the ACT core processes can be investigated. An alternative 

would be to use individual measures of each ACT process, including 

acceptance/experiential avoidance (e.g., Gámez et al., 2014), fusion/defusion 

(e.g., Gillanders et al., 2014), and values (e.g., Wilson, Sandoz, Kitchens, & 

Roberts, 2010). However, it is not clear how these measures would inter-relate 

(conceptually or empirically), and multiple measures would be burdensome on 

participants.  

Evidence for the psychometric properties of the CompACT (and its three 

subscales) is still developing, with current findings looking promising (Bayliss, 

Golijani-Moghaddam, & Dawson, 2018; Francis et al., 2016). However, it is not 

yet widely established in the literature, whilst the AAQ-II is highly prevalent 

within ACT self-help research (French et al., 2017). Therefore, to enable depth 

of analysis the CompACT was chosen as the weekly measure, with the AAQ-II 

at pre-, mid-, and post-intervention to enable outcomes to be compared to 

previous findings. As both measures contain questions relating to some of the 

ACT theory that participants learn during intervention, it needs to be considered 

that they may show bias towards responding how they think they “should” 

respond. However, this is a limitation across many self-report measures, and so 

should already be considered during analysis. 
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 2.11.5. Additional Outcome Measures. 

 Standard protocol of the recruiting service included the administration of 

the CORE-OM (Evans et al., 2000) at pre- and post-intervention time-points. 

With participant permission, results of the CORE-OM were included within the 

additional analyses. This was to aid the triangulation of results, and enable 

comparison to other client groups. 

 The results of the three CompACT subscales (see Extended Paper 

2.11.4.) were also included within the additional analyses, to enable a more in-

depth analysis of ACT processes. The psychometric properties, along with RCI 

and CC criterion, of both the CORE-OM and the CompACT subscales are 

detailed in Table 26.
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Table 26 

Additional Outcome Measures 

Outcome 
Measure 

Aims to 
Measure... 

No. of Items 
and scaling 

Example 
Item 

Scoring and 
Direction 

CC and RCI Reliability 
(IC and TR) 

Validity 

Clinical 
Outcomes in 
Routine 
Evaluation – 
Outcome 
Measure 
(CORE-OM; 
Evans et al., 
2000) 

Therapeutic 
outcomes (well-
being, 
problems, 
functioning, risk) 

34 items 
(subscales 4, 
12, 12, and 6 
respectively) 
 
6-point Likert 
scales (0-5) 

“I have felt 
tense, 
anxious, or 
nervous” 

Scores 
calculated as 
averages 
multiplied by 
10 
 
Higher scores 
indicate 
greater 
difficulties 
 
Range: 0-10 
 

CC 
10.00 
 
RCI  
5.00 

IC  
α = .91 
(Connell et 
al., 2007) 
 
One-Week 
TR 
r = .90 
(Evans et al., 
2002) 

Convergent 
Correlates with 
the CIS-R, with 
subscales 
each 
correlating with 
related 
measures 
(BDI-I; BDI-II; 
BAI; BSI; SCL-
90; GHQ-28; 
IIP-32; 
(Connell et al., 
2007; Evans et 
al., 2002) 
 
Divergent 
Able to 
discriminate 
between 
clinical and 
non-clinical 
populations 
(Evans et al., 
2002) 
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Outcome 
Measure 

Aims to 
Measure... 

No. of Items 
and scaling 

Example 
Item 

Scoring and 
Direction 

CC and RCI Reliability 
(IC and TR) 

Validity 

CompACT 
Subscale - 
Openness to 
Experience 
(OE; Francis, 
Dawson, & 
Golijani-
Moghaddam, 
2016) 

Openness to 
experience 

10 items 
 
7-point Likert 
scales (0-6) 

“I can take 
thoughts 
and 
feelings as 
they come, 
without 
attempting 
to control 
or avoid 
them” 

Scores 
calculated as 
totals 
 
Higher scores 
indicate 
greater 
psychological 
flexibility 
 
Range: 0-60 

CC 
28.34 
 
RCI  
9.50 
 

IC 
α = .90 
(Francis et 
al., 2016) 
 
Two-Week 
TR 
r = .87 
(Bayliss et al., 
2018) 

Convergent 
Correlated with 
the AAQ-II  
(Bayliss et al., 
2018) 
 
Discriminant 
Did not 
correlate with 
measure of 
social 
desirability 
(MCSD-SF; 
Bayliss et al., 
2018) 
 
Concurrent 
Correlates with 
DASS-21 
subscales 
(Bayliss et al., 
2018) 
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Outcome 
Measure 

Aims to 
Measure... 

No. of Items 
and scaling 

Example 
Item 

Scoring and 
Direction 

CC and RCI Reliability 
(IC and TR) 

Validity 

CompACT 
Subscale – 
Behavioural 
Awareness 
(BA; Francis, 
Dawson, & 
Golijani-
Moghaddam, 
2016) 

Behavioural 
awareness 

5 items 
 
7-point Likert 
scales (0-6) 

“I rush 
through 
meaningful 
activities 
without 
being really 
attentive to 
them” 

Scores 
calculated as 
totals 
 
Higher scores 
indicate 
greater 
psychological 
flexibility 
 
Range: 0-30 

CC 
15.41 
 
RCI  
5.72 
 

IC 
α = .87 
(Francis et 
al., 2016) 
 
Two-Week 
TR 
r = .83 
(Bayliss et al., 
2018) 

Convergent 
Correlated with 
the AAQ-II  
(Bayliss et al., 
2018) 
 
Discriminant 
Did not 
correlate with 
measure of 
social 
desirability 
(MCSD-SF; 
Bayliss et al., 
2018) 
 
Concurrent 
Correlates with 
DASS-21 
subscales 
(Bayliss et al., 
2018) 
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Outcome 
Measure 

Aims to 
Measure... 

No. of Items 
and scaling 

Example 
Item 

Scoring and 
Direction 

CC and RCI Reliability 
(IC and TR) 

Validity 

CompACT 
Subscale – 
Valued Action 
(VA; Francis, 
Dawson, & 
Golijani-
Moghaddam, 
2016) 

Valued action 8 items 
 
7-point Likert 
scales (0-6) 

“I behave in 
line with my 
personal 
values” 

Scores 
calculated as 
totals 
 
Higher scores 
indicate 
greater 
psychological 
flexibility 
 
Range: 0-40 

CC 
37.23 
 
RCI  
7.26 
 

IC 
α = .90 
(Francis et 
al., 2016) 
 
Two-Week 
TR 
r = .80 
(Bayliss et al., 
2018) 

Convergent 
Correlated with 
the AAQ-II  
(Bayliss et al., 
2018) 
 
Discriminant 
Did not 
correlate with 
measure of 
social 
desirability 
(MCSD-SF; 
Bayliss et al., 
2018) 
 
Concurrent 
Correlates with 
DASS-21 
subscales 
(Bayliss et al., 
2018) 
 

Note. CCs and RCIs calculated using clinical and non-clinical norms in previous literature when standardised values 

unavailable; CC = Clinical Cut-Off; RCI = Reliable Change Index, whereby changes in score greater than the RCI value are 

deemed significant; IC = Internal Consistency; TR = Test-Retest; CompACT = Comprehensive Assessment of Acceptance and 

Commitment Therapy Processes (Francis et al., 2016); DASS-42 = Depression, Anxiety, and Stress Scale – 42 (S. H. 

Lovibond & Lovibond, 1995); MCSD-SF = Marlow-Crowne Social Desirability Scale–Short Form (Ballard, 1992). 
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2.12. Baseline Phase 

 A minimum of three data points is required to assess the stability and 

trajectory of a baseline and, to minimise misattribution of outcomes that might 

be caused by the passage of time, baselines are advised to be of differing 

lengths (Barlow et al., 2008). Therefore, baselines were either three, four, or 

five weeks in duration. Participants commenced their baseline on the first 

weekend following the pre-intervention meeting, with outcomes then taken 

weekly to enable clearer comparison to the weekly outcomes during the 

intervention, and to reduce participant burden.  

Baseline lengths were pseudo-randomly assigned. The available 

baseline lengths (three, four, and five weeks) were randomised using a random 

computer generator, with the order of this randomisation duplicated until the 

desired number of participants had been recruited. The baseline lengths were 

allocated to participants in the order that they attended the pre-intervention 

meetings (meetings were organised by the service who were blind to the 

randomisation). Multiple-baseline designs advise against concurrent 

participants to protect against the impact of current events (e.g., news events) 

being misattributed to the intervention (Barlow et al., 2008). Therefore, if the 

allocated baseline would have led to a participant commencing the intervention 

at the same time as another participant, they were instead given the next 

baseline length on the randomised list. 

  As observed changes in the treatment phase (B) need to go beyond any 

variations that occurred in the baseline phase (A), the DV needs to be stable 

before treatment commences (Barlow et al., 2008). The primary DV in this study 

was the MHC-SF (Keyes, 2002). Stability was assessed through visual 

inspection, against exemplar patterns of baseline stability/instability as reported 

by Hersen (1990), with baseline lengths being extended if (a) the baseline trend 

was towards improvement and/or (b) more than 20% of baseline scores met the 

criteria for reliable change from the original pre-intervention score. This second 

criterion was selected to account for the variability of the outcome measure 

when assessing stability, i.e., that most (at least 80% of) baseline responding is 
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within the expected range (chance variability) given known measurement 

properties of the MHC-SF. 

 

2.13. Intervention Phase 

Following the baseline phase, each participant received the book’s 

introduction and first chapter on the Monday. Participants were instructed to 

read the chapters, and complete any exercises, by the end of the week. A 

guided phone call with their allocated AP was conducted on the Thursday, at a 

time suitable for the participant. Thursday was chosen (instead of Friday) due to 

the work pattern of the APs, therefore, reflecting what would be achievable 

within this service setting. Participants were advised that they did not need to 

have fully completed the chapters prior to this call, however, that they needed to 

have engaged in at least some of that week’s content to enable the phone call 

to be helpful. At the end of each week, participants were emailed a link to the 

online platform (Qualtrics, Provo, UT, USA) where they could complete the 

battery of outcome measures. This process was repeated over ten weeks, with 

each week having different chapters sent out in the order detailed in Table 13. 

As the fifth week (mid-intervention) involved the additional AAQ-II measure 

being completed, an alternative link was emailed that sent participants to a 

version of the battery that also included the AAQ-II.  

The systematic process of sending chapters week-by-week ensured that 

participants did not read the whole book in one sitting, and enabled additional 

analysis of the impact of certain chapters over the duration of the ten weeks. 

The fact that participants completed each week at a different time minimised the 

risk of the impact of extraneous variables (e.g., news events) being wrongly 

attributed to certain chapters.  

Chapters were posted by the lead administrator of the service, and were 

timed so that they would arrive on the Monday of each week. Participants opting 

for postal administration of outcomes were sent printed copies of the measures 

to complete each week which were sent alongside the chapters, with a pre-paid 
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return envelope and clear guidelines on when to complete them. These 

participants were given the option of an additional weekly email reminder to 

complete the measures. 

Participants received their weekly phone calls from their allocated AP. 

The two APs who conducted the phone calls were employed to cover different 

locations within the service, and so allocations were based on the participant’s 

location. On occasions when the allocated AP was unavailable due to annual 

leave, a third AP was made available to cover the phone call. Participants were 

informed of dates when this was due to occur. 

 

2.14. Post-Intervention Meeting 

 The post-intervention meeting was held by the lead researcher at the 

service location. All outcome measures were completed for the final time prior 

to the completion of the change interview, to minimise the impact of the 

interview on outcomes. The content of the post-intervention meeting is detailed 

in Figure 18. 
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2.15. Semi-Structured Change Interview.  

 To ensure consideration of contextual factors and determine 

explanations of change, a change interview was conducted during the post-

intervention meeting (Elliott, Slatick, & Urman, 2001; Appendix K). The interview 

was conducted by the lead researcher, who had not administered the 

intervention, therefore, minimising bias in feedback. The interview structure was 

based upon Elliot et al.’s (2001) change interview protocol, exploring what 

elements of the intervention the participants found helpful/unhelpful, what 

changes they experienced, and what they attributed these changes to. Due to 

the intervention being new to this waiting list population, questions were also 

asked regarding the intervention’s feasibility. The interview schedule was semi-

structured to allow flexibility to use follow-up questions to explore things in-

depth, whilst ensuring adherence to the research aims.  

 

 

Checking in and confirming 

plan for meeting 

Complete all outcome 

measures 

Change interview conducted 

- Letter sent to GP 

- Service informed 

Confirm whether they wish for 

summary of results 

Confirm that GP and service 

will be informed of study 

completion 

Participant removed from 

study 

Figure 18. Post-Intervention Meeting 
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2.16. Fidelity Checks of Phone Calls 

As highlighted by Öst (2014), ACT research is limited through lack of 

fidelity checks on the contents of the interventions. To ensure the validity and 

reliability of any conclusions drawn from the findings, fidelity checks were 

conducted on the guided phone-calls. For logistical reasons, phone calls were 

not audio-recorded but were instead logged within written notes. This limited the 

depth of assessment that could be made, as the notes did not give a full 

comprehensive account of discussions, and so assessment criteria were 

adapted to reflect this. 

Using strategies advised within Plumb and Vilardaga’s (2010) guidelines, 

10% of the phone calls (rounded up to n = 3) were selected via a random 

number generator and independently assessed by the first and second author. 

The authors rated each phone-call, using a three-point scale (0 = no; 1 = 

somewhat; 2 = yes), on the following questions: 

1. Was the recorded content of the discussions consistent with intended 

foci (as specified in the weekly scripts for the guided phone calls)? 

2. Was any advice given that was inconsistent with the ACT model (e.g., 

thought challenging)? [Reverse-scored] 

3. Was the AP suitably flexible and responsive to issues raised by the 

participant? 

The ratings of the first a second author were then compared and inter-

rater agreement determined. The median rating score was then calculated to 

determine likely levels of adherence to the ACT model. 

 

 

2.17. Reliable and Clinically Significant Change 

Jacobson and Truax (1991) suggested that individual change in 

outcomes following an intervention can be deemed meaningful if the criteria for 
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(a) reliable change and (b) Clinically Significant Change (CSC) are met. 

Therefore, these criteria were utilised within this study when assessing 

outcomes. If a measure had pre-established values for determining reliable 

change and CSC then these were used; however, for measures that did not, the 

following calculations were made. 

 

2.17.1. Reliable Change.  

Reliable change refers to when the change in an individual’s outcome 

score is statistically significant. To calculate this, the change in an individual’s 

score (pre-intervention score [X1] to post-intervention score [X2]) is divided by 

the standard error of difference between the two test scores (Sdiff), as shown in 

Figure 19. If this produces a value greater than 1.96 then the observed change 

is unlikely to have occurred by chance alone (p < .05; Jacobson & Truax, 1991).  

 

 

Figure 19. Formula for Determining Reliable Change 

 

The Sdiff can be calculated from the standard error of the measure used 

(SE), as shown in Figure 20, whereby the SE is calculated from the SD of the 

test-takers’ scores and the internal consistency (α) of the measure (Figure 21). 

 

 

Figure 20. Formula for Standard Error of Difference 
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Figure 21. Formula for Standard Error of Measurement 

 

Therefore, provided that the internal consistency (α) of the measure is 

known, alongside the SD of scores from a comparable clinical sample of test-

takers, a value referred to as the Reliable Change Index (RCI) can be 

computed. The RCI is the amount of change required from pre- to post-scores 

(X2 – X1) for it to be deemed significant for that measure and clinical population.  

Therefore, the RCI was calculated for each outcome measure used using 

the following equation (Figure 22), based upon clinical SDs and internal 

consistencies (α) reported in the literature. This value was then used to 

determine whether reliable change was observed. 

 

 

Figure 22. Formula for Reliable Change Index 

 

2.17.2. Clinically Significant Change.  

To determine if observed reliable change is clinically significant, 

Jacobson and Truax (1991) proposed three criteria as detailed in Table 27.  
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Table 27 

Criteria for Clinically Significant Change 

Criterion Definition When to Use 

Criterion A The individual’s score has 

moved to outside the range of 

the clinical population (a 

minimum of 1.96 SDs away 

from the mean of the clinical 

population) in the direction of 

the non-clinical population. 

 

If the normative data for a non-

clinical population are not 

available. 

Criterion B The individual’s score has 

moved into the range of the 

non-clinical population (a 

maximum of 1.96 SDs away 

from the mean of the non-

clinical population). 

 

If the normative data for 

clinical and non-clinical 

populations are available, and 

the scores from the two 

populations do not overlap. 

Criterion C The individual’s score has 

moved closer to the mean of the 

non-clinical population than the 

clinical population. 

If the normative data for 

clinical and non-clinical 

populations are available, and 

the scores from the two 

populations overlap. 

 

 

  

Following collection of clinical and non-clinical normative data, it was 

assessed that, for all measures, the group scores overlapped. Therefore, 

Criterion C was adopted when establishing a measure’s clinical cut-off (CC); the 

value that a participant’s score would need to cross to have shown CSC. This 

value is calculated as follows (Figure 23), where M1 and S1 indicate the mean 

and SD of the clinical population, and M2 and S2 indicate the mean and SD of 

the non-clinical population. 
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Figure 23. Formula for Criterion C 

 

2.17.3. Normative Data.  

The clinical and non-clinical population norms that were gathered from 

the literature for each measure to determine RCI and CC values are detailed in 

Table 28. Due to the small sample size within this study (n = 7), the calculation 

of RCIs and CCs was based on clinical norms from the literature, rather than 

the pre-intervention means and SDs of the participants (Jacobson & Truax, 

1991). In each case, an ideal clinical comparison group would have been a 

moderate/severe mixed diagnostic community waiting list sample, however, in 

cases where this was unavailable, a judgement was made about the best group 

norms that were most comparable to this study’s sample. Due to the wide range 

of complex presentations seen on Step-4 waiting lists, there is the possibility 

that the clinical reference groups are not representative of this study’s sample. 

This has implications for the application of the RCIs and CCs that have been 

calculated, and so meaningful change may be incorrectly assessed. Therefore, 

to enhance homogeneity within population samples selected, the choice of 

clinical sample was informed by both (a) the sample demographics and (b) 

comparisons to the pre-intervention outcomes found within this study.  

The means and SDs of (a) the three main participants, (b) the four 

participants who dropped out, and (c) all seven participants, are displayed in 

Table 29 to enable clearer comparison to the clinical norms. Homogeneity 

between the participants within this study and the clinical population is indicated 

on all measures, with the pre-intervention scores falling within two SD of the 

clinical population means. This means that use of these clinical population 

norms in determining RCI and CSC within this study is appropriate. 
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Table 28 

Psychometric Properties and Reference Group Norms of Measures 

Measure Sample Population N Factor Mean (SD) 

MCH-SF Non-Clinical (Keyes et al., 
2012) 
 

USA students from 13 colleges/universities 
nationwide. 
 

5689 Total 
 

3.39 (0.88) 
 

Clinical (Fledderus, Oude 
Voshaar, ten Klooster, & 
Bohlmeijer, 2012) 
 

Dutch adults in the community with mild to 
moderate anxiety and depression. 

362 Total 
 

2.13* (0.76) 

DASS-21 Non-Clinical  
(Henry & Crawford, 2005) 
 

UK adult community sample. 1794 Total 
Dep 
Anx 
Stress 

 18.86 (19.32) 
5.66 (7.74) 
3.75 (5.90) 
9.46 (8.40) 

 
Clinical (Davies et al., 
2015) 

Australian adults in the community referred for 
psychiatric assessment. 

2542 Total 
Dep 
Anx 
Stress 

61.78 (34.26) 
21.02 (13.51) 
17.06 (11.64) 
23.17 (12.35) 

 
SAS-SR-M Non-Clinical (Weissman, 

Prusoff, Thompson, 
Harding, & Myers, 1978) 
 

USA adult community sample.  482 Total 
  

1.59 (0.33) 
 

Clinical (Weissman et al., 
1978) 
 

USA adult psychiatric outpatients with acute 
depression. 

191 Total 
 

2.53 (0.46) 
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Measure Sample Population N Factor Mean (SD) 

CompACT Non-Clinical (Francis et 
al., 2016) 

UK university students. 256 Total 
OE 
BA 
VA 
 

93.92 (17.26) 
35.63 (11.51) 
18.69 (6.45) 
39.59 (5.87) 

Clinical (Francis et al., 
2016) 

UK university students meeting clinical cut-off in 
DASS-21 outcomes. 

96 Total 
OE 
BA 
VA 

67.93 (17.98) 
21.48 (10.84) 
12.51 (5.72) 
33.94 (8.17) 

 
AAQ-II Non-Clinical 

(Bond et al., 2011) 
 

UK adult employees of a retail bank. 
 

583 Total 
 

18.53 (7.52) 

Clinical (Fledderus, Oude 
Voshaar, et al., 2012) 

Dutch adults in the community with mild to 
moderate anxiety and depression. 
 

376 Total 40.72 (8.59) 

CORE-OM Non-Clinical (Connell et 
al., 2007) 
 

UK adult community sample. 553 Total 4.80 (4.30) 

 Clinical (Connell et al., 
2007) 
 

UK adults in the community referred to primary 
and secondary care psychotherapeutic services. 

10761 Total 18.30 (7.10) 

Note. * Due to scoring inconsistency (items rated 1-6 rather than the standard 0-5) the mean score has been adjusted 
accordingly to enable clearer comparison (Original reported mean = 3.13); SD = Standard Deviation; MHC-SF = Mental Health 
Continuum – Short Form; DASS-21 = Depression, Anxiety, and Stress Scale – 21; SAS-SR-M = Social Adjustment Scale – 
Self-Report – Modified; CompACT = Comprehensive Assessment of Acceptance and Commitment Therapy Processes; Dep = 
Depression subscale; Anx = Anxiety subscale; OE = Openness to Experience subscale; BA = Behavioural Awareness 
subscale; VA = Valued Action subscale. 
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Table 29 

Comparison of Clinical Norms to Study Sample 

  Three main 
participants 

Four Drop-
Outs 

All Seven 
Participants 

Clinical 
Norms 

Measure Factor Mean (SD) Mean (SD) Mean (SD) Mean (SD) 

MHC-SF 
 

Total 
 

1.19 (0.17) 1.34 (0.20) 1.28 (0.19) 2.13* (0.76) 

DASS-21 
 

Total 
Dep 
Anx 
Stress 
 

59.33 (8.33) 
21.33 (5.03) 
11.33 (6.43) 
26.67 (6.43) 

64.00 (14.88) 
23.50 (8.06) 
16.50 (5.26) 
24.00 (6.93) 

 62.00 (11.83) 
22.57 (6.50) 
14.29 (5.94) 
25.14 (6.31) 

61.78 (34.26) 
21.02 (13.51) 
17.06 (11.64) 
23.17 (12.35) 

SAS-SR-M 
 

Total 
 

2.93 (0.37) 
 

2.70 (0.21) 2.80 (0.29) 
 

2.53 (0.46) 
 

CompACT 
 

Total 
OE 
BA 
VA 

59.33 (14.01) 
21.67 (8.14) 
11.00 (6.93) 

26.67 (.58) 

59.25 (15.69) 
17.75 (9.18) 
15.50 (8.10) 
26.00 (8.76) 

59.29 (13.73) 
19.43 (8.28) 
13.57 (7.39) 
26.29 (6.21) 

67.93 (17.98) 
21.48 (10.84) 
12.51 (5.72) 
33.94 (8.17) 

 
AAQ-II 
 

Total 36.33 (9.24) 40.75 (6.13) 38.86 (7.27) 40.72 (8.59) 

CORE-OM 
 

Total 18.14 (2.95) 21.76 (4.83) 20.21 (4.28) 18.3 (7.1) 

Note. * Due to scoring inconsistency (items rated 1-6 rather than the standard 0-5) 
the mean score has been adjusted accordingly to enable clearer comparison 
(Original reported mean = 3.13); SD = Standard Deviation; MHC-SF = Mental Health 
Continuum – Short Form; DASS-21 = Depression, Anxiety, and Stress Scale – 21; 
SAS-SR-M = Social Adjustment Scale – Self-Report – Modified; CompACT = 
Comprehensive Assessment of Acceptance and Commitment Therapy Processes; 
Dep = Depression subscale; Anx = Anxiety subscale; OE = Openness to Experience 
subscale; BA = Behavioural Awareness subscale; VA = Valued Action subscale. 
 

 

2.18. Analysis of Average Percentage Change 

 Whilst calculating average percentage change does not necessarily 

indicate significant change, it can provide a quick reference to what areas of 

outcome may have been more greatly impacted by the intervention. Initially, the 

percentage change experienced by each participant between pre- and post-

intervention time points on each measure was calculated. This involved dividing 

the change in score by the pre-intervention score (Figure 24). 
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Figure 24. Formula for Percentage Change 

  

The percentage changes of each of the three participants were then 

summed together and divided by three to get the average percentage change 

(Figure 25).  

 

 

Figure 25. Formula for Average Percentage Change 

 

 To enable clarity in the interpretation of the percentages, values were 

given as positives if the change was towards the direction of improvement on 

that outcome measure, and given as negatives if towards deterioration. 

 

2.19. Visual Analysis 

Visual analysis is the main method of interpreting data collected within 

case-series (Barlow et al., 2008), and is considered to be generally reliable and 

conservative (Baer, 1977; Michael, 1974). To minimise misinterpretations, 

attempts have been made to operationalise the process, with analysts advised 

to consider level, trend, variability, immediacy of effect, overlap, and 

consistency of data patterns across similar phases (Kratochwill et al., 2010). 

Whilst the process of visual inspection has been operationalised to 

minimise misinterpretation, it remains subjective and visual inspectors are not 

always reliable in their judgements (Deprospero & Cohen, 1979; Ottenbacher, 

1990). Visual inspection can be improved by superimposing the split-middle 

trendline of the baseline over the intervention phase, against which the 

intervention scores are interpreted (Bailey, 1984). However, levels of type I 
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errors (false positives) can remain high, and so Fisher et al. (2003) instead 

advise the use of the dual criterion method, where the mean of the baseline is 

also super-imposed over the intervention phase (alongside the split-middle 

trendline), and a certain number of points must fall above/below both lines to be 

deemed meaningful. It has since been argued that a regression trendline is 

more sophisticated than a split-middle trendline (Morgan & Morgan, 2009), and 

that use of the median of the baseline is preferable over the mean due to it 

being less impacted by baseline outliers. Therefore, within this study, the 

baseline median and regression lines are utilised. 

Kazdin (1982) advised the use of a binomial formula to calculate how 

many points within the intervention phase would need to fall above/below the 

trendline for the intervention to be deemed effective. However, use of the 

binomial formula can only ever produce one of two outcomes, “effective” or “not-

effective”, without giving any indication of the level of efficacy. This limits the 

level of analysis that can be achieved. An alternative is the percentage of non-

overlapping data (PND) criteria, which is used within this study, where it is the 

percentage of points falling above/below the lines that determines level of 

efficacy (Scruggs & Mastropieri, 1998). Table 30 displays how many points 

need to fall above/below the baseline median and regression lines, towards the 

direction of improvement, to be deemed effective within this study. 

However, calculation of PND does not consider (a) whether the scores 

under observation meet reliable change or CSC from the pre-intervention time-

point, and (b) whether the change is consistent. To ensure this is considered 

within the analyses, the first time point where reliable and clinical change is 

observed over a minimum of two time-points (unless it is the final time-point in 

which stability is assumed) was indicated. This also allowed clearer 

consideration to the order of reliable and clinical change across the measures in 

relation to the PMPO. 
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Table 30 

PND Criteria 

Efficacy Level 

Percentage of 

Points Required 

Total Data Points Total Data Points 

11 10a 

Number of Points 

Required 

Number of Points 

Required 

 

Highly Effective 

 

 

≥90% 

 

10-11 

 

9-10 

Moderately 

Effective 

 

70%-89% 8-9 7-8 

Minimally 

Effective 

 

50-69% 6-7 5-6 

Not Effective 

 

<50% 0-5 0-4 

Note. a Whilst the expected number of data points is expected to be 11, 

calculation for only 10 data points is also included due to one participant 

missing a week of data collection. 

 

2.20. Analysis of Change Interview  

 Systematic approaches of qualitative analysis often produce multi-

layered, hierarchical categories of findings (e.g., Grounded Theory [Rennie, 

Phillips, & Quartaro, 1988], and Interpretive Phenomenological Analysis [J. A. 

Smith, Flowers, & Larkin, 2009]), however, such depth of analysis can be 

considered beyond the aims of this study (Elliott, 2010). The epistemological 

position adopted within this study would posit that theories that do not contribute 

to the goals of prediction and influence are ultimately ignored or rejected (Fox, 

2006). Therefore, the analysis needed to retain focus on the aims and intended 

use of the interview data.  

To achieve this, the transcribed interviews were reviewed, with 

responses organised under categories determined in relation to the aims of the 

interview. A mixed deductive-inductive approach was taken towards the 

categorisation of responses with the interview’s questions initially giving the 

structure, with changes made in response to emerging information. This kept 
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the analysis responsive to participant feedback, whilst retaining focus on the 

research aims. The content of given responses was taken at the semantic level, 

whereby more explicit interpretations could be made, as analysis at the latent 

level could take the analysis beyond the initial aims of the interview. The 

responses were then cross-examined across participants to observe for any 

replications of findings, and triangulated against quantitative findings to 

strengthen any conclusions made.  

 

2.21. Additional Analyses 

 In addition to the analysis reported within the journal paper, additional 

analysis was conducted on the pre- and post- intervention scores of the CORE-

OM. Scores were graphically depicted, RCI and CSC analysis (as utilised within 

the journal article) applied, and average percentage change calculated.  

Additional analysis was also conducted to investigate the impact of the 

weekly components of the intervention on the CompACT subscales. Scores on 

the each of the subscales at pre-, mid-, and post-intervention were first 

graphically depicted and the RCI and CSC analysis (as utilised within the 

journal article) was applied. Average percentage change was also calculated. 

Each ACT subscale was then depicted on time-series graphs alongside 

indication of which subscale was targeted within the chapters of the book sent 

each week. The data was then subjected to the same analysis that was applied 

to the case-series graphs within the journal article, alongside further visual 

analysis of whether the observed changes in the subscales were consistent with 

the processes being targeted in the chapters sent out each week (Table 23).  

 Whilst the analysis of the CompACT subscales can further uncover the 

processes behind changes observed, the limitations of this analysis need to be 

considered; mainly that (a) each chapter may touch on multiple ACT processes, 

and (b) that the ACT processes are unlikely to change in isolation due to them 

being considered inter-related to a certain extent (Francis et al., 2016; Hayes et 

al., 2006). Therefore, any conclusions drawn are tentative. 
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3. Extended Results 

3.1. Results of Participants Who Withdrew 

 Detailed below is an overview of the results of the participants who 

withdrew from the study (“non-completers”). It has been divided into 

demographic details, quantitative outcomes, and change interviews, to aid 

comparison and synthesis with the results of the “completers” as detailed in the 

journal paper. 

 

3.1.1. Demographic Details.  

Four individuals withdrew from the study: Jake, Lucy, Kim, and 

Rebecca28 (Table 31). These individuals consisted of three females and a male, 

all White British, with a mean age of 36.5 years (SD = 6.24; range: 29-43). 

Reported difficulties were depression (n =2), anxiety (n =1), or bi-polar disorder 

(n = 1), however, all reported other mixed comorbidities. Two had prior 

experience of CBT (of which one also had previous counselling), one had 

participated in a “Psychological Skills for Life” (PSL) group, and one had no 

previous contact with mental health services. When considering participant 

demographics, both completers and non-completers appeared mostly similar; 

however, those who remained within the study had only had prior experience of 

counselling, whilst those who withdrew had a mixed selection of prior 

therapeutic experiences. All participants (both completers and non-completers) 

had pre-intervention scores that fell within the clinical range on all measures. 

When considering all seven individuals who were recruited into the study, 

57.14% were female (n = 4). The mean age was 37.29 years (SD = 5.345; 

range 29-44). Three (42.86%) were in employment at the beginning of the 

study, however, one lost their job part way through, and another gained 

employment. All were White British. Only one was married. Four (57.14%) had 

children who lived in the family home or had joint custody. Three reported 

                                            
28 Pseudonyms used for confidentiality 
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depression (42.86%), three reported anxiety (42.86%), and one reported bi-

polar disorder (14.29%), however, all reported other mixed comorbidities. Only 

one individual had no prior contact with mental health services (14.29%), whilst 

two had experienced CBT (28.5%), one had participated in a Psychological 

Skills for Life group (14.29%), and three had counselling (42.68%). 
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Table 31 

Withdrawn Participant Details 

Participant No. Age Gender Ethnicity Current 
circumstances 

History Reported 
Difficulty 

Baseline Notable events 

Jake 1 43 Male White 
British 

Unemployed 
 
Single. No 
children. 
Lives alone. 

Difficult 
upbringing. 
History of 
losing job due 
to work-related 
stress and 
back pain. 
Historic suicide 
attempts.  
 
Historically on 
medication for 
sleep and 
depression. 
Prior 
experience of 
CBT, 
psychodynamic 
psychotherapy, 
and trans-
cranium 
magnetic 
stimulation. 
 

Depression 
 
Also reports 
difficulty 
sleeping. 

3 weeks Week 2: Missed 
phone call due to 
ill health 
 
Week 3: 
Requested phone 
call to be about 
week 2. 
Expressed anger 
at not receiving 
extra phone call. 
 
Withdrew: During 
week 4 due to not 
finding the 
intervention 
helpful 
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Participant No. Age Gender Ethnicity Current 
circumstances 

History Reported 
Difficulty 

Baseline Notable events 

Lucy 2 40 Female White 
British 

Unemployed 
 
Single. Lives 
with her only 
child. 

History of 
domestic 
abuse and 
divorce. 
 
Child has 
behavioural 
difficulties. 
 
Historic use of 
anti-
depressants. 
No prior 
experience of 
therapy. 
 

Anxiety 
 
Also reports 
depression, 
and historic 
sleep 
problems. 

5 weeks 
(extended 
from 4 
weeks at 
Lucy’s 
request)  

Baseline week D: 
Child stopped 
going to school.  
 
Withdrew: Prior to 
commencing the 
intervention due 
to no longer 
having time 
available to 
engage 
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Participant No. Age Gender Ethnicity Current 
circumstances 

History Reported 
Difficulty 

Baseline Notable events 

Kim 3 29 Female White 
British 

Housewife 
(ex-teacher) 
 
Single. Lives 
with her two 
children (ex-
husband has 
children a 
couple of 
nights a 
week) 

History of 
traumatic 
relationships. 
 
Previous 
experience of 
CBT and 
counselling. 

Depression 
 
Also reports 
anxiety and 
symptoms 
of post-
traumatic 
stress 
disorder 

4 weeks Weeks 2 and 3: 
Missed phone 
calls due to 
forgetting. 
 
Week 4: 
Safeguarding 
issues with ex-
husband. 
Children under 
her full-time care. 
Phone call 
focused on 
safeguarding. 
 
Withdrew: During 
week 4 due to no 
longer having 
time available to 
engage 
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Participant No. Age Gender Ethnicity Current 
circumstances 

History Reported 
Difficulty 

Baseline Notable events 

Rebecca 6 34 Female White 
British 

Cleaner 
 
Married. Lives 
with her 
husband and 
two children. 

Father was an 
alcoholic. 
Experienced 
domestic and 
sexual abuse, 
as well as a 
period of 
homelessness. 
 
Currently on 
stable dose of 
anti-
depressant. 
Previous 
experience of 
“Psychological 
Skills for Life” 
group. 

Bi-Polar 
 
Also reports 
depression, 
anxiety, 
episodes of 
psychosis, 
and 
fibromyalgia 
since age 
14. 

3 weeks Week 5: Phone 
call with 
alternative 
Assistant 
Psychologist due 
to annual leave. 
 
Week 6: Lost 
access to child 
benefits. Had to 
take up 
secondary job. 
Phone call 
cancelled due to 
staff sickness. 
 
Withdrew: During 
week 7 due to no 
longer having 
time available to 
engage 
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3.1.2. Quantitative Outcomes.  

Two of the non-completers (Rebecca and Kim) experienced consistent 

reliable change during their involvement in the intervention; both showing 

consistent reliable improvement in well-being in week three. One participant 

(Rebecca) then went on to experience consistent reliable improvement in 

psychological flexibility prior to a consistent reliable deterioration in 

symptomatology that co-occurred with a visual, but non-significant, reduction in 

well-being. No participant showed reliable change in life-functioning. Only one 

non-completer (Rebecca) completed the mid-intervention outcome measures, 

which showed clinically significant improvement on the AAQ-II, with reliable 

change on both the CompACT (improvement) and DASS-21 depression 

subscale (deterioration).   

Due to variations in the number of weeks completed, calculation of 

percentage improvement was not suitable. However, visual analysis and 

application of PND criteria (Table 32) to the time-series graphs (Figure 26) of 

the three non-completers that commenced the intervention indicates that for two 

participants (Kim and Rebecca) it had minimal efficacy in improving 

psychological flexibility and well-being, but for one participant (Jake) it led to 

minimal deterioration of well-being. One participant (Rebecca) experienced 

minimal deterioration in symptomatology. Two participants (Kim and Rebecca) 

experienced minimal efficacy in the measure of life-functioning, towards 

improvement and deterioration respectively. Due to the small number of time 

points, such results need to be interpreted with caution. 
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Table 32 

Time Series PND Outcomes and Interpretations for Non-Completers 

  Jake Kim Rebecca 

Number of Time Points 

 

3 3 6 

CompACT Improved  0 2 3 

Deteriorated 0 1 1 

Overall 

 

Not effective Minimally 

effective 

Minimally effective 

MHC-SF Improved 1 2 4 

Deteriorated 2 1 2 

Overall 

 

Minimal 

deterioration 

 

Minimally 

effective 

Minimally effective 

DASS-21 Improved  0 1 3 

Deteriorated 1 1 1 

Overall 

 

Not effective Not effective Minimal 

deterioration 

 

SAS-SR-M Improved 2 2 0 

Deteriorated 0 0 4 

Overall Not effective Minimally 

effective 

Minimal 

deterioration 

 

Note. CompACT = Comprehensive Assessment of Acceptance and 

Commitment Therapy Processes; DASS-21 = Depression, Anxiety, and 

Stress Scale – 21; MHC-SF = Mental Health Continuum – Short Form; 

SAS-SR-M = Social Adjustment Scale –Self-Report – Modified. 



 

Page 258 of 433 
 

 
Figure 26. Weekly Scores of Non-Completers over Baseline and Intervention; Total scores; Baseline median; 

Predicted trendline;  Scores meeting dual criterion indicating improvement;  Scores meeting dual criterion indicating 
decline; X Life event; * First score meeting consistent reliable change criteria; Pr = Pre-intervention; A-F = Baseline time-
points; 1-10 = Intervention time-points; Po = Post-intervention; Arrows indicate direction of improvement; CompACT = 
Comprehensive Assessment of Acceptance and Commitment Therapy Processes; DASS-21 = Depression, Anxiety, and 
Stress Scale – 21; MHC-SF = Mental Health Continuum – Short Form; SAS-SR-M = Social Adjustment Scale –Self-Report – 
Modified 

Rebecca Kim Jake Lucy 

* 

* 

* 

* 

* 
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3.1.3. Change Interviews.  

Interviews were also conducted with the three participants who had 

commenced the intervention prior to their withdrawal (Table 33). The results 

indicated that two of participants (Kim and Rebecca) found the intervention 

useful, but did not feel their outcomes had improved due to external life events 

and/or not giving it enough time. One participant (Jake) felt that the intervention 

was unhelpful and had, in combination with the completion of the outcome 

measures, made things worse.  

Whilst all three participants felt that the intervention had prompted them 

to think more about mindfulness and/or their thoughts and feelings, two 

participants (Jake and Rebecca) reported that it was helpful in how it prompted 

them to access other resources such as mindfulness books or discussing things 

with their partner. All participants felt the guided phone calls were helpful, but 

one participant (Jake) felt the phone calls were limited in their utility due to the 

contact not being face-to-face and the lack of experience of the AP. Another 

participant (Rebecca) also reported that she felt her difficulties were too severe 

to be impacted by the intervention. 

All participants raised concerns about the language used within the self-

help book, alongside difficulties in completing the chapters in the allotted time, 

and all gave recommendations on how to improve its accessibility. All 

participants, including the individual who withdrew prior to commencing the 

intervention (Lucy), requested the remainder of the self-help book to read in 

their own time. 
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Table 33 

Change Interviews of Non-Completers 

 Jake Kim Rebecca a 

Was the intervention 

useful? 

“I didn’t because I withdrew 

from it...It didn’t work for me” 

“Yes, in terms of understanding my 

thought processes” - life factors 

prevented it being helpful 

 

Yes – Made to see things 

differently 

Any changes 

experienced? 

“[depression] increased...levels 

of anxiety got worse...my 

quality-of-life diminishes” 

 

“I didn’t really feel that there was an 

improvement” – “At times I’ve 

felt...[the depression has] reduced...I 

don’t know” 

No change 

Attributions Intervention and research 

components “generates anxiety 

[and] pressure” 

 

“My deterioration wasn’t all 

about...engaging with this” – “I 

wasn’t in a position to utilise the 

material to help myself” 

 

Prompted reading “books that 

I’ve already read around 

Buddhism...getting some 

positive things from those” 

 

“If things had gone to plan...I would 

have had time to do the material 

properly” – “I don’t feel like the 

material has had a chance” 

 

Any negative outcomes were 

“definitely not the material...my life 

circumstances have done that I think” 

 

 

Prompted discussions with 

husband about mental health, 

which was helpful. 

 

Felt intervention was helpful 

but not enough to change 

things. 
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 Jake Kim Rebecca a 

Helpful Aspects “Helped focus on some things 

that had helped...in the past 

about mindfulness, acceptance” 

– “helped going back to some 

books...I’ve already read 

around Buddhism... getting 

some positive things from 

those” 

 

“Where you list your painful thoughts, 

I thought that was useful” – “showed 

me that everything comes down to 

self-worth for me” 

 

“That was the best bit, just to break 

down what’s actually going on, so 

that I can understand it” 

 

Mindfulness and helping 

make connections between 

thoughts and feelings 

 

Prompted discussions with 

husband. 
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 Jake Kim Rebecca a 

Unhelpful Aspects “Restrictions of it being 

research...very strict [time] 

parameters...generates anxiety 

[and] pressure” 

 

“Establishing the baseline” – 

“doing questionnaires...[with] no 

supportive content” – 

“illustrating that you’re not in a 

good place” 

 

“how the content was written... 

prescriptive...patronising” – “if 

you weren’t...having any 

positive outcomes, it 

was...suggesting... you’re not 

doing it properly”  

 

“difficulty about how some of 

[Buddhism] has been 

interpreted...diluting it and 

making it a bit more clinical” 

 

“Probably wasn’t the right time 

for me to engage in that type of 

intervention” 

 

“only given small chunks at a 

time...I had no idea what was 

next, which ...I had difficulty 

with” 

“Felt like work I had to do” - “I did feel 

guilty for not being able to do the 

material” 

 

“It’s quite philosophical and I think it’s 

quite hard to understand” 

 

“quite repetitive” – “I found it 

frustrating” 

 

“I was thinking I can’t keep up” 

 

 

Unable to impact experienced 

difficulties – only “scratched 

the surface” 

 

Week two did not feel relevant 

and too academic 

 

Struggled to do mindfulness 

due to having to read at same 

time. 

 

Struggled to complete on time 
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 Jake Kim Rebecca a 

Guided component “not really the same as 

engaging in proper 

psychotherapy” 

 

“I need to be working with 

someone that’s got...quite a lot 

of experience. [AP] is quite a 

young practitioner” 

 

“being able to engage with 

someone to talk to them about 

it...that was positive and it was 

helpful” – “[AP] was supportive 

and helpful” 

 

“In terms of it really helping me 

move forward or helping me 

overcome stuff...there wasn’t 

really much there” 

 

“I found that quite useful, just to 

bounce ideas off” 

 

“I kept missing them...I don’t think we 

talked too much about the material, it 

was more just...this is what is going 

on...I’d been to a court hearing” 

 

 

Good to have someone to 

listen. 

 

Best part of intervention 
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 Jake Kim Rebecca a 

Suggestions “There should be some 

flexibility about the timescales 

at which it takes place, and that 

should be based on the client’s 

needs” 

 

Consider changing the 

“timescales and about the 

questionnaires” 

 

Amend language 

“It needs to be made accessible to 

people, audio, video, condensed 

down, very visual” 

 

Shorten introduction – “have methods 

of helping [readers] from the start” 

 

Reduce repetition – “It could do with 

being condensed a little bit” 

Should only be used for those 

with milder presentations 

 

Audio versions of mindfulness 

exercises 

 

Make shorter and more 

concise – to improve 

engagement 

 

More time to read material 

before phone calls 

 

Note. a Due to an audio-recording error where only half of conversation was captured, responses were extrapolated from 

interviewer’s replies to what Rebecca said. 
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3.2. Fidelity Checks 

There was 100% inter-rater reliability between the scoring of the first and 

second author, therefore, there was no need to conduct coefficient kappa 

(Table 34). The median score achieved across all ratings was two, indicating 

that the guided support given during the intervention phase was likely adherent 

to the ACT model; therefore, lessening the chance that outcomes could be 

attributed to alternative therapeutic approaches. 

 

Table 34 

Fidelity Checks of Guided Phone-Calls 

Fidelity Question 

Extract 
One 

Extract 
Two 

Extract 
Three 

A B A B A B 

Was the recorded content of the discussions 
consistent with intended foci (as specified in 
the weekly scripts for the guided phone calls)? 
 

2 2 2 2 2 2 

Was any advice given that was inconsistent 
with the ACT model (e.g., thought 
challenging)? [Reverse scored] 
 

2 2 2 2 1 1 

Was the AP suitably flexible and responsive to 
issues raised by the participant? 
 

2 2 2 2 2 2 

Note. 0 = no; 1 = somewhat; 2 = yes; A = First author; B = Second Author; 
Scores of the second question are presented in reverse scored format to aid 
analysis, whereby higher scores indicate greater adherence. 

 

3.3. Pre-, Mid-, and Post-Intervention Scores 

Analysis of reliable and CSC was conducted using RCI and CC criteria. 

To enable comparison to previous research, Tables 35 and 36 detail the pre-, 

mid-, and post-intervention scores of the three completers and the four non-

completers respectively. 
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Table 35 

Pre-, Mid-, and Post-Intervention Scores of Completers 

 Amber Ron Samuel Average 

 Pre Mid Post Pre Mid Post Pre Mid Post Pre (SD) Mid (SD) Post (SD) 

MHC-SF 1.29 1.43 1.64 1 1.50 1.93** 0.57 1.57 2.14** 0.95 (0.36) 1.50 (0.07) 1.90 (0.25) 

DASS-21 50 42 58 66 38* 24** 62 48 32** 59.33 (8.33) 42.67 (5.03) 38.00 

(17.78) 

Depression 22 14 26 16 14 6** 26 18 14* 21.33 (5.03) 15.33 (2.31) 15.33 

(10.07) 

Anxiety 4 10 12 16 10 6 14 12 4 11.33 (6.43) 10.67 (1.15) 7.33 (4.16) 

Stress 24 18 20 34 14** 12** 22 18 14** 26.67 (6.43) 16.67 (2.31) 15.33 (4.16) 

SAS-SR-M 3.22 2.63 3.19 2.52 2.19 2.11 3.06 2.62 2.41* 2.93 (0.37) 2.48 (0.25) 2.57 (0.56) 

CompACT 73 84 75 60 92** 94** 45 59 82** 59.33 

(14.01) 

78.33 (17.21) 83.67 (9.61) 

OE 31 42* 36 18 32** 30** 16 23* 35** 21.67 (8.14) 32.33 (9.50) 33.67 (3.21) 

BA 15 9* 5* 15 25** 26** 3 10* 16** 11.00 (6.93) 14.67 (8.96) 15.67 

(10.50) 

VA 27 33 34 27 35* 38** 26 26 31 26.67 (0.58) 31.33 (4.73) 34.33 (3.51) 

AAQ-II 31 33 26 31 32 35 47 20** 28** 36.33 (9.24) 28.33 (7.23) 29.67 (4.73) 

CORE-OM 15.29 - 17.06 21.18 - 10.29* 17.94 - 17.06 18.14 (2.95) - 14.80 (3.91) 

Note. * indicate reliable change from pre-intervention time point; ** indicates clinically significant change from pre-intervention 

time point; SD = Standard Deviation; MHC-SF = Mental Health Continuum – Short Form; DASS-21 = Depression, Anxiety, and 

Stress Scale – 21; SAS-SR-M = Social Adjustment Scale – Self-Report – Modified; CompACT = Comprehensive Assessment 

of Acceptance and Commitment Therapy Processes; OE = Openness to Experience; BA = Behavioural Awareness; VA = 

Valued Action; AAQ-II = Acceptance and Action Questionnaire – II; CORE-OM: Clinical Outcomes in Routine Evaluation – 

Outcome Measure. 
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Table 36 

Pre- and Mid-Intervention Scores of Non-Completers 

 Jake Lucy Kim Rebecca  

 Pre Pre Pre Pre Mid  

MHC-SF  1.14 1.57 1.43 1.21 1.29  

DASS-21 62 78 44 72 90  

Depression 32 28 14 20 32*  

Anxiety 12 20 12 22 22  

Stress 18 30 18 30 36  

SAS-SR-M 2.81 2.82 2.39 2.77 2.77  

CompACT 80 51 62 44 69*  

OE 26 15 24 6 30**  

BA 22 23 9 8 15*  

VA 32 13 29 30 24  

AAQ-II 36 35 45 47 28**  

CORE-OM 25.59 23.82 14.71 22.94 -  

Note. * indicate reliable change from pre-intervention time point; ** indicates clinically 

significant change from pre-intervention time point; SD = Standard Deviation; MHC-

SF = Mental Health Continuum – Short Form; DASS-21 = Depression, Anxiety, and 

Stress Scale – 21; SAS-SR-M = Social Adjustment Scale – Self-Report – Modified; 

CompACT = Comprehensive Assessment of Acceptance and Commitment Therapy 

Processes; OE = Openness to Experience; BA = Behavioural Awareness; VA = 

Valued Action; AAQ-II = Acceptance and Action Questionnaire – II; CORE-OM: 

Clinical Outcomes in Routine Evaluation – Outcome Measure. 

 

3.4. Analysis of Average Percentage Improvements 

 Whilst only the average percentage improvements were reported in the 

journal article, individual percentage improvements were also calculated. These 

are detailed in Table 37. 
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Table 37 

Percentage Improvements 

 Amber Ron Samuel Average  

MHC-SF 27.13 

 

93.00 275.44 131.86  

DASS-21 -16.00 63.64 48.39 32.01  

Depression -18.18 62.50 46.15 30.16  

Anxiety -200.00 63.50 71.43 -22.02  

Stress 16.67 64.71 36.36 39.25  

SAS-SR-M 0.93 16.27 21.24 12.81  

CompACT 2.74 56.67 82.22 47.21  

OE 16.13 66.67 118.75 67.18  

BA -66.67 73.33 433.33 146.67  

VA 25.93 40.74 19.23 28.63  

AAQ-II 16.13 -12.90 40.43 14.55  

CORE-OM -11.58 51.42 4.91 14.92  

Note. Values given as percentages with scores reversed so that positive values 
indicate improvement and negative values indicate decline; SD = Standard 
Deviation; MHC-SF = Mental Health Continuum – Short Form; DASS-21 = 
Depression, Anxiety, and Stress Scale – 21; SAS-SR-M = Social Adjustment 
Scale – Self-Report – Modified; CompACT = Comprehensive Assessment of 
Acceptance and Commitment Therapy Processes; OE = Openness to 
Experience; BA = Behavioural Awareness; VA = Valued Action; AAQ-II = 
Acceptance and Action Questionnaire – II; CORE-OM: Clinical Outcomes in 
Routine Evaluation – Outcome Measure 

 

3.5. Additional Results of the CORE-OM 

 The CORE-OM was implemented at pre- and post-intervention time 

points as per standard service protocol. Whilst logistical limitations meant that 

the CORE-OM data from the recruiting service could not be accessed, the 

results are detailed here to enable future comparison to such client groups and 

alternative interventions.  

 The pre- and post-intervention outcomes on the CORE-OM for the three 

main participants are displayed in Figure 27. All participants (including those 

who withdrew) fell within the clinical range at the pre-intervention time point. 

Application of RCI and CC criteria to the outcomes of the three completers 

indicates that only one participant (Ron) showed reliable change towards 

improvement. No participant moved outside of the clinical range. The average 
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percentage improvement was 14.92%. A break-down of the scores, including 

means and SDs, is detailed in Extended Paper 3.3. 

 

 

Figure 27. CORE-OM Scores at Pre- and Post-Intervention Time Points;  Pre; 
 Post; * indicates reliable change from previous time-point; + indicates reliable 

change from pre-intervention time-point; - - - indicates clinical cut-offs; Arrows 
indicate direction of improvement; CORE-OM = Clinical Outcomes in Routine 
Evaluation – Outcome Measure 

 

3.6. Additional Results of ACT Subscales 

 Analysis of the individual ACT subscales (Openness to Experience [OE], 

Behavioural Awareness [BA], Valued Action [VA]) was conducted to further 

investigate underlying ACT processes. Pre-, mid-, and post-intervention scores 

of each subscale for the three main participants are displayed in Figure 28. 

Application of RCI and CC criteria indicate that all participants experienced 

reliable improvements in OE, finishing outside of the clinical range. Results in 

BA are more variable, with two participants (Ron and Samuel) showing clinically 

significant improvements, but one participant (Amber) showing significant 

decline. Only one participant (Ron) showed clinically reliable improvement in 

VA. Table 38 details the average percentage change observed on each 

subscale, showing BA to have displayed the largest average percentage 

improvement, then OE, with VA showing the smallest average percentage 

improvement. 
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Figure 28. CompACT Subscale Scores at Pre-, Mid-, and Post-Intervention Time Points;  Pre;  Mid;  Post; * indicates 
reliable change from previous time-point; + indicates reliable change from pre-intervention time-point; - - - indicates clinical cut-
offs; Arrows indicate direction of improvement; CompACT = Comprehensive Assessment of Acceptance and Commitment 
Therapy Processes; OE = Openness to Experience; BA = Behavioural Awareness; VA = Valued Action 

 

Table 38 

Average Percentage Improvements in CompACT Subscales 

Outcome Percentage Improvement  

OE 67.18%  

BA 146.67%  

VA 28.63%  

Note. CompACT = Comprehensive Assessment of Acceptance and Commitment Therapy Processes; Openness to 
Experience; BA = Behavioural Awareness; VA = Valued Action 
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 Figures 29 to 33 display participants’ scores on each of the CompACT 

subscales over time in relation to the ACT processes likely to be targeted each 

week. Application of PND criteria (Table 39) indicates that the intervention had 

the greatest efficacy within the subscale of OE. Three participants (Amber, 

Samuel, and Jake) indicated minimal to high efficacy, and a further two 

participants (Ron and Rebecca) visually appeared to experience improvement 

which was not captured due to the improvement occurring prior to the 

intervention starting, therefore, impacting the trend of the baseline. Again, BA 

showed the most variable results. Two participants (Amber and Rebecca) 

showed minimal to moderate deterioration on this subscale, whilst one 

participant (Kim) indicated high efficacy, and two participants (Ron and Samuel) 

visually appeared to improve which again was not captured due to 

improvements occurring pre-intervention. Finally, VA showed the least level of 

change with two participants (Amber and Samuel) indicating minimal to 

moderate efficacy, and visually appearing to stay close to baseline levels for all 

participants. Below details observations of how each subscale varied over the 

intervention in relation to the ACT processes that each chapter was likely to 

target. 

 

3.6.3. Openness to Experience.  

Given that most weeks included content likely to tap into the OE 

outcomes (70%), it is unsurprising that efficacy is indicated on the OE subscale. 

Baseline observations indicate that two participants (Ron and Rebecca) 

experienced reliable improvements in OE prior to the intervention commencing. 

Within the first two weeks the impact of the intervention on OE appears minimal, 

with trends upwards occurring on or after the third week. This may relate to the 

content of the first two weeks being mostly introductory, or a delayed effect of 

the intervention’s commencement. For the four participants who completed 

more than three weeks of the intervention (Amber, Ron, Rebecca, and Samuel), 

scores on the OE subscale appear to peak within the fourth or fifth week before 

levelling off, which may link to the self-help book’s shift towards the other 
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processes. However, one participant (Samuel) showed a further improvement in 

OE in the final three time-points, following a life event, where it was mostly VA 

that was being targeted. The impact of negative and positive life events can 

also be observed in two participants (Amber and Ron) respectively. Two 

participants experienced consistent reliable improvement during the 

intervention; Ron in week five, and Samuel in week nine. Across the three 

participants who completed the intervention, an average percentage 

improvement of 67.18% was observed on the OE subscale. 

 

3.6.4. Behavioural Awareness.  

Content that was likely to target processes captured by the BA subscale 

was received by participants at three time-points (Weeks 5, 6, and 8). Prior to 

the intervention commencing, two participants (Ron and Samuel) experienced 

consistent reliable change towards improvement, and one participant (Lucy) 

experienced consistent reliable deterioration. Following commencement of the 

intervention, the scores achieved at the final baseline time-point appear to be 

mostly maintained, apart from for one participant (Amber) where there is an 

observable trend towards decline. Again, one participant (Samuel) showed a 

noticeable improvement in BA in the final three time-points, following a life 

event, where it was mostly VA that was being targeted. Only one participant 

(Rebecca) showed consistent reliable change during the intervention, which 

was in week four towards improvement. When considering the individual weeks 

where BA was targeted, there is no visual indication that they had a direct 

impact on BA as expected. Across the three participants who completed the 

intervention, an average percentage improvement of 146.67% was observed on 

the BA subscale. This was the largest percentage improvement across the 

three subscales, despite one participant’s (Amber) trend towards decline. 
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3.6.3. Valued Action.  

Content that would target the VA subscale is less present during the 

intervention, only occurring in the final two weeks, therefore, it is unsurprising 

that the least amount of efficacy was found on this subscale. During the 

baselines, VA appeared mostly stable, however, two participants (Lucy and 

Rebecca) did experience reliable change towards improvement and decline 

respectively. Upon commencement of the intervention, all participants 

experienced a relatively stable trend in VA scores, apart from one participant 

(Amber) who experienced an initial consistent reliable improvement before 

trending towards decline when she had a dip in outcomes in week six following 

a negative life event. Only one other participant (Ron) experienced consistent 

reliable improvement, which was in week seven following a gradual upwards 

trend, and another participant (Samuel) also experienced reliable change in 

week ten, however, this was not sustained. When considering the two weeks 

where VA was targeted, there is no visual indication that they had a direct 

impact on VA, apart from for one participant (Samuel) where there was an 

apparent improvement. It is unclear if this relates to the content of the chapters, 

or to the impact of the life event that Samuel experienced in week eight, as the 

pattern is similar across all three subscales. Across the three participants who 

completed the intervention, an average percentage improvement of 28.63% 

was observed on the VA subscale. 
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Figure 29. Amber’s Weekly CompACT Subscale Scores over Baseline and Intervention; Total scores; Baseline median;        

Predicted trendline;  Scores meeting dual criterion indicating improvement;  Scores meeting dual criterion indicating 

decline; X Life event; * First score meeting consistent reliable change criteria; OE = Openness to Experience; BA = 

Behavioural Awareness; VA = Valued Action; Pr = Pre-intervention; A-F = Baseline time-points; 1-10 = Intervention time-

points; Po = Post-intervention; Arrows indicate direction of improvement 
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Figure 30. Ron’s Weekly CompACT Subscale Scores over Baseline and Intervention; Total scores; Baseline median;            

Predicted trendline;  Scores meeting dual criterion indicating improvement;  Scores meeting dual criterion indicating 

decline; X Life event; * First score meeting consistent reliable change criteria; OE = Openness to Experience; BA = 

Behavioural Awareness; VA = Valued Action; Pr = Pre-intervention; A-F = Baseline time-points; 1-10 = Intervention time-

points; Po = Post-intervention; Arrows indicate direction of improvement 
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Figure 31. Samuel’s Weekly CompACT Subscale Scores over Baseline and Intervention; Total scores; Baseline 

median;       Predicted trendline;  Scores meeting dual criterion indicating improvement;  Scores meeting dual criterion 

indicating decline; X Life event; * First score meeting consistent reliable change criteria; OE = Openness to Experience; BA = 

Behavioural Awareness; VA = Valued Action; Pr = Pre-intervention; A-F = Baseline time-points; 1-10 = Intervention time-

points; Po = Post-intervention; Arrows indicate direction of improvement 
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Figure 32. Jake and Lucy’s Weekly CompACT Subscale Scores over Baseline and Intervention; Total scores; Baseline 

median; Predicted trendline;  Scores meeting dual criterion indicating improvement;  Scores meeting dual criterion 

indicating decline; OE = Openness to Experience; BA = Behavioural Awareness; VA = Valued Action; X Life event; * First 

score meeting consistent reliable change criteria; Pr = Pre-intervention; A-F = Baseline time-points; 1-10 = Intervention time-

points; Po = Post-intervention; Arrows indicate direction of improvement 

Jake 
 Primary: 

Secondary: 
 

OE 
 

 

OE 
 

 

OE 
 

 

X 

 

Lucy 

X 

* 

* 



 

Page 278 of 433 
 

   

Figure 33. Kim and Rebecca’s Weekly CompACT Subscale Scores over Baseline and Intervention; Total scores; 

Baseline median; Predicted trendline;  Scores meeting dual criterion indicating improvement;  Scores meeting dual 

criterion indicating decline; X Life event; * First score meeting consistent reliable change criteria; OE = Openness to 

Experience; BA = Behavioural Awareness; VA = Valued Action; Pr = Pre-intervention; A-F = Baseline time-points; 1-10 = 

Intervention time-points; Po = Post-intervention; Arrows indicate direction of improvement 
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Table 39 

Time Series PND Outcomes and Interpretations for CompACT Subscales 

  Completers Non-Completers 

  Amber Ron Samuel Jake Kim Rebecca 

Number of Time 

Points: 

 

11 11 10 3 3 6 

OE Improved  7 0 10 3 1 0 

Deteriorated 1 0 0 0 1 0 

Overall 

 

 Minimally effective 

 

Not effective Highly effective Highly 

effective 

Not effective Not effective 

BA Improved  2 0 1 0 3 0 

Deteriorated 8 0 0 0 0 3 

Overall 

 

 Moderate 

deterioration 

 

Not effective Not effective 

 

Not effective Highly 

effective 

Minimal 

deterioration 

VA Improved 8 1 6 0 0 0 

Deteriorated 2 0 2 0 0 0 

Overall Moderately 

effective 

 

Not effective Minimally 

effective 

 

Not effective Not effective Not effective 

Note. CompACT = Comprehensive Assessment of Acceptance and Commitment Therapy Processes; OE = Openness to 

Experience; BA = Behavioural Awareness; VA = Valued Action 
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3.7. Overall Synthesis 

 When considering all the results together, an overall synthesis of the 

findings can be considered. Greater levels of change are observed in well-

being, then symptomatology, with life-functioning showing the least amount of 

change. Outcomes appear to be related to observed improvements in 

psychological flexibility, particularly OE and BA subscales, as supported by 

participants reporting that the intervention had changed how they thought about 

things. Positive outcomes were mostly attributed to the intervention; however, 

also included positive life-events and being prompted to access other sources 

of support. Negative outcomes were mostly attributed to external life events; 

however, two participants felt that the intervention was not able to impact their 

levels of difficulty, with one reporting that the combination of the intervention 

and research was making things worse. 

 Order of change across the four main measures for the three main 

participants indicates that consistent reliable change was first observed in 

psychological flexibility and symptomatology, followed by well-being. However, 

within those who withdrew, there is indication that two participants (Kim and 

Rebecca) experienced consistent reliable change in well-being first. They also 

experienced this prior to any reliable change in psychological flexibility.  

 More in-depth exploration of the subscales of the CompACT indicate that 

OE has the greatest level of change, followed by BA, with VA showing minimal 

change. OE appears to improve from the third week onwards, often showing 

consistent improvements from pre-intervention levels. BA is more variable with 

no distinct pattern, whilst VA appears to show consistency across the time-

points; however, visually there do not appear to be correlations regarding the 

ACT processes being targeted each week. Also, all three subscales have been 

observed to experience consistent reliable change prior to the intervention 

starting, suggesting that observed outcomes may not be due to the intervention 

alone. 

 Positive feedback on the intervention consistently seemed to highlight 

how the self-help book helped participants to think about things differently, 



 

Page 281 of 433 
 

prompted access to other sources of support, and the benefits of the guided 

phone calls. However, negative feedback included the language within the book 

being patronising and difficult to understand, with recommendations that the 

accessibility be improved. 

 

3.8. Summary of Results for Each Participant 

Below details a narrative synthesis of each participant’s outcomes, 

including that of individuals who withdrew from the study. Please refer to the 

Journal Paper, and sections 3.1. to 3.6. of the Extended Paper, for 

tabulated/graphed results.  

 

3.8.1. Jake (P1).  

Jake withdrew during week four of the intervention. At pre-intervention, 

Jake’s scores fell within the clinical range on all measures. His three-week 

baseline showed no significant variations, with trends towards deterioration in 

measures of psychological flexibility and life-functioning. Within the change 

interview, Jake reported that the completion of the baseline outcome measures 

was reminding him how bad he felt and may have contributed towards this 

observed decline. Following commencement of the intervention, no significant 

changes in Jake’s scores were observed in either direction across the three 

time-points. Application of PND criteria indicated minimal efficacy in improving 

life-functioning, but also minimal reduction in well-being. Whilst no reliable 

change was observed in psychological flexibility and its three subscales, 

application of PND criteria indicated maximum efficacy in improving OE. Jake 

stated that both the intervention and the research components had caused him 

to feel worse, but reflected that he felt that it was potentially not the right timing 

for him to engage in the process, and it had made him access other resources 

such as books about mindfulness and Buddhism, which he found helpful. Jake 

had been ill during the second week of the intervention and missed a phone 

call, however, did not attribute any change in outcome to this event. In week 
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three, Jake expressed anger that he had not been offered an additional phone 

call following him taking ill, and withdrew from the intervention a week later 

saying that he was struggling to keep up with the intervention schedule, and 

was concerned that the intervention was making him worse.  

Within the change interview, Jake reflected that his low mood may have 

impacted his ability to engage in the intervention, however, did state that the 

intervention had prompted him to read other books on mindfulness, to which he 

attributed positive outcomes. He raised several concerns about the intervention 

and research process (see Table 33), but declined the offer to make a 

complaint. Jake asked to receive the remainder of the self-help book to read in 

his own time.  

 

3.8.2. Lucy (P2).  

Lucy withdrew prior to the intervention commencing. At pre-intervention, 

Lucy’s scores fell within the clinical range on all measures. Baseline scores of 

psychological flexibility and life-functioning showed no significant variability. 

However, within the psychological flexibility subscales in the second week, Lucy 

did experience consistent reliable improvement in VA, and consistent reliable 

deterioration in BA. Lucy experienced a reliable improvement in 

symptomatology in the first week of the baseline, however, this was not 

maintained and she showed a trend towards deterioration, which on closer 

inspection related to her levels of depression. Further to this, Lucy experienced 

an ongoing reliably significant deterioration in well-being from the second 

baseline week onwards. As Lucy opted to not commence the intervention, a 

change interview was not conducted and so attributions cannot be made. 

However, upon her withdrawal she stated that her child was refusing to attend 

school and she was being charged a fee for this, which was causing her stress 

and giving her no time to engage in the intervention/research process. Lucy 

opted to receive the self-help book to read in her own time. 
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3.8.3. Kim (P3).  

Kim withdrew during week four of the intervention. At pre-intervention, 

Kim’s scores fell within the clinical range on all measures. Her four-week 

baseline showed no significant variations, with slight trends towards 

improvements in symptomatology. Upon commencement of the intervention, 

visual inspection of Kim’s outcomes indicated a dip in all outcomes during week 

two, which was also observed in the CompACT subscales of OE and BA. Kim 

did not attribute this to anything specific during the change interview, however, 

did state that she felt that any negative outcomes were due to life-events rather 

than the intervention. Despite this dip, application of PND criteria suggests that 

the intervention had minimal efficacy in improving psychological flexibility 

(mostly relating to the BA subscale), well-being, and life-functioning. She also 

displayed reliably significant improvement in well-being after the third week of 

the intervention, but no reliable change on any of the other measures. This may 

reflect Kim’s report that she found the intervention useful as it changed her 

understanding of her thoughts and feelings, but felt that its efficacy was limited 

by the impact of ongoing difficulties with her ex-partner. Within week four, Kim’s 

ex-partner was stopped by authorities from having access to the children; this 

meant that she had full custody during the summer holidays and no longer felt 

able to dedicate the time required by the intervention/research. Therefore, she 

withdrew, but requested the self-help book to read in her own time.  

Within the change interview, Kim reflected that she found it difficult to 

determine what to attribute her outcomes to. She stated that the phone calls 

would have been helpful if she had not forgotten them or been “diverted” by 

safe-guarding issues. Kim reflected that she felt the intervention sometimes “felt 

like work” and could be made more accessible through amendments to 

language, the addition of an audio component, and inclusion of exercises earlier 

on.  
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3.8.4. Amber (P4).  

Amber completed the intervention. At pre-intervention, Amber’s scores 

fell within the clinical range on all measures. During her seven-week baseline 

Amber showed a trend towards improvement in symptomatology, and 

experienced reliable improvements in psychological flexibility and well-being in 

the fourth week which returned to pre-intervention levels prior to the intervention 

commencing. Amber did not attribute this to any external event. Upon 

commencement of the intervention, visual inspection of her time-series graphs 

indicates that Amber experienced improvements in psychological flexibility (with 

reliable improvement in VA), well-being, and symptomatology, however, 

consistent reliable change was not indicated despite the RCI cut-off for the 

CompACT being breached three times (Weeks one, three, and ten). Following 

the mid-point of the intervention, deterioration on all four main measures (and 

OE and VA subscales) can be observed, with well-being and symptomatology 

both showing consistent reliable change. Amber attributed this deterioration to 

being made redundant at work. Following this event, outcomes began to trend 

back towards pre-intervention levels before the intervention ceased. This 

reflects Amber’s reports that her mood had recovered since the redundancy. 

Application of PND criteria indicated no level of efficacy on any of the main 

measures.  

Consideration of the AAQ-II showed a similar pattern to the CompACT 

with a dip in scores at the mid-intervention time point and no observed reliable 

change. However, by the post-intervention time point Amber’s AAQ-II score had 

moved out of the clinical range; the only outcome measure to do so. Application 

of PND criteria on the CompACT subscales also showed a mixed picture, with 

minimal efficacy in OE, moderate efficacy in VA, and moderate deterioration in 

BA. Amber’s CORE-OM score showed no reliable change. 

Within the change interview, Amber stated that the intervention was 

limited in its efficacy as she felt she knew most of the content already; however, 

did reflect that the most helpful aspects were the guided phone calls and how 

the intervention prompted her to discuss her experiences with her housemate; 
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for example, her anxieties regarding social interactions. She attributed negative 

fluctuations to the loss of her job, but questioned whether she had coped better 

because of the intervention. She advised that the language of the self-help book 

needed amending to laymen’s terms. 

 

3.8.5. Ron (P5).  

Ron completed the intervention, and was the only participant to complete 

outcome measures via the post. At pre-intervention, Ron’s scores fell within the 

clinical range on all measures. During his six-week baseline, there was no 

significant variability until the last time point, when reliable change was 

observed towards improvement of psychological flexibility (relating to reliable 

improvement in OE and BA) and symptomatology. Well-being and life-

functioning also showed improvements but not to a reliable level. Ron did not 

attribute this improvement to anything, however, the resulting changes in 

trendline trajectories impacted the interpretation of all outcomes apart from well-

being. Following the first week of the intervention, all scores on the main 

measures fell above/below the median baseline scores towards the direction of 

improvement. There was also a slight observable improvement in psychological 

flexibility and well-being following Ron gaining employment in week five, both of 

which had moved out of the clinical range. Reliable improvement was 

maintained on measures of psychological flexibility and symptomatology, and 

reliable improvement in well-being was observed in week ten. No reliable 

improvement was indicated on the measure of life-functioning. Observation of 

the CompACT subscales indicates consistent reliable improvement in OE in 

week five, and VA in week seven. Application of PND criteria indicated high 

efficacy within well-being outcomes, however, no efficacy was found on the 

other outcomes due to the trajectories of the baseline trendlines. By the post-

intervention time point, Ron had moved out of the clinical range on 

psychological flexibility, well-being, and symptomatology, but remained within 

the clinical range for life-functioning.  
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Unlike Ron’s scores on the CompACT, his scores on the AAQ-II showed 

a trend towards deterioration, but with no significant changes observed. His 

score on the CORE-OM showed reliable improvement, but remained within the 

clinical range. 

Within the change interview, Ron stated that he did not feel his anxiety 

levels had improved as the ACT intervention did not aim to target anxiety, but 

that he felt that things had improved in all other areas. He attributed these 

positive outcomes to a mixture of the intervention and gaining employment; he 

also reflected that his medication may have helped even though he had not 

experienced any recent changes in his dosage. Ron advised that he found the 

first chapter offensive, but had otherwise found the intervention informative and 

entertaining. Ron also stated that the intervention would not have been as 

effective without the phone calls, and expressed a wish that he had not missed 

so many.  

 

3.8.6. Rebecca (P6).   

Rebecca withdrew during week seven of the intervention. At pre-

intervention, Rebecca’s scores fell within the clinical range on all measures. Her 

four-week baseline showed no significant variations on the four main measures, 

however, trends towards improvement in psychological flexibility, 

symptomatology, and life-functioning. Closer inspection of the CompACT 

subscales indicates that in the final week of the baseline consistent reliable 

improvement was experienced in OE and consistent reliable deterioration was 

experienced in VA. Upon commencement of the intervention, Rebecca showed 

reliable clinical improvement in well-being which was sustained until week five 

when it appeared to return to baseline levels. Rebecca also showed reliable 

improvement in psychological flexibility, which occurred after the improvement 

in well-being, and was indicated by both the CompACT and the AAQ-II and 

appeared to relate to improvements in OE and BA in week four. Throughout the 

intervention, Rebecca’s levels of symptoms showed a consistent trend towards 

deterioration, with reliable change indicated by the sixth week. No reliable 
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change was observed in her levels of life-functioning. Application of PND criteria 

indicated minimal efficacy towards improvement in well-being and psychological 

flexibility (despite minimal deterioration in BA), and minimal efficacy towards 

deterioration in symptomatology. Rebecca attributed the positive outcomes 

mostly to the intervention prompting her to discuss things more openly with her 

husband, however, she reflected that she did not feel the intervention alone was 

effective enough to impact her level of difficulty. She did not report any positive 

life events that may also had contributed to these improvements. Rebecca did 

not attribute negative outcomes to the intervention, but felt that the loss of child 

benefits probably had an impact. Rebecca had also had a phone call with a 

temporary AP during week five, and a period of sickness in week six, and it is 

unclear if these events were a causal factor.  

During the change interview, Rebecca stated that she did not feel things 

had changed for her, yet remained positive about the intervention and 

highlighted that the phone calls were the “best part”. She advised that the 

intervention was better for  milder presentations, and that adaptations were 

needed to make it more accessible.  

 

3.8.7. Samuel (P7).  

Samuel completed the intervention. At pre-intervention, Samuel’s scores 

fell within the clinical range on all measures. During his five-week baseline, 

there was no significant variability apart from on the BA subscale towards 

improvement. However, scores trended towards deterioration in well-being and 

symptomatology on the final baseline week, which Samuel attributed to the 

break-up of his relationship. Samuel also mentioned that he had ceased his 

anti-depressant medication at this point but felt that it was such a low dose he 

did not feel it influenced outcomes. Upon commencement of the intervention, 

results remained variable with slight trends towards improvements on all main 

measures by the mid-intervention time point. At week seven Samuel reached 

consistent reliable improvement in psychological flexibility. During week eight, 

Samuel missed submitting his outcome measures following losing access to his 
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two youngest children. Following this, Samuel showed trends towards 

improvements in all measures, reaching consistent reliable improvement in OE 

in week nine, symptomatology in week ten, and well-being and life-functioning 

at post-intervention. Samuel attributed his experienced improvements mostly to 

the intervention, stating that it had helped him cope better with the negative life 

events, however, reflected that both life events had left him with more time to 

focus on himself, his dog, and his eldest son, and so this may also had 

improved his outcomes. Application of the PND criteria indicated moderate 

efficacy in improving psychological flexibility (relating to OE [moderate] and VA 

[minimal]), minimal efficacy in improving well-being and symptomatology, and 

no efficacy in improving life-functioning. By the post-intervention time point, 

Samuel had moved out of the clinical range on all main measures apart from 

life-functioning. 

Samuel’s scores on the AAQ-II did not reflect his scores on the 

CompACT, and showed the largest significant improvement at mid-intervention 

before a slight non-significant deterioration at post-intervention despite still 

falling outside the clinical range. Samuel’s scores on the CORE-OM did not 

indicate any significant change and remained within the clinical range. 

During the change interview, Samuel stated that the biggest change was 

his ability to go shopping as this was previously something that he had avoided; 

a change he attributed to the intervention. He also felt that, whilst dips in 

outcomes were attributable to external life events, the intervention had 

minimised their negative impact, and that in hindsight the events had been 

helpful. However, he reflected that the language used in the self-help book was 

too difficult, and that he struggled to engage in mindfulness tasks but enjoyed 

the other exercises. Samuel was very positive about the guided phone calls. 
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4. Extended Discussion 

4.1. Discussion of Additional Findings 

4.1.1. CompACT Subscale Outcomes. 

The extended results indicate that the most consistent observations of 

clinically significant improvement were observed in the OE subscale, with mixed 

results for the BA subscale (yet the largest average percentage improvement), 

and minimal significant improvement on the VA subscale. Such outcomes are 

not necessarily surprising when considering that 80% of the weekly content 

focused on core processes relating to the OE and/or BA subscales, with content 

focusing on processes relating to the VA subscale only occurring in the final two 

weeks. Given that valued/committed action could be argued to be the most 

closely linked to life-functioning, this could be explained as a reason for the 

reduced life-functioning outcomes reported in the Journal Paper; however, this 

is a bold claim to make without further investigation of the relation between the 

concepts, and visual observation of the life-functioning and VA subscale scores 

over time is not indicative of a correlational pattern.   

Due to the CompACT’s comparatively new conceptualisation, it does not 

yet feature within the published research base, thus limiting the ability to 

compare this study’s findings to existing literature. Within ACT self-help 

literature, a recent study by Roche et al. (2017) utilised a similar SCED design 

(with the same self-help book [Hayes & Smith, 2005]) within a Chronic Fatigue 

Syndrome population, and found that greatest improvements were observed 

within the domain of valued living. This contradicts the findings of this study; 

however, it needs to be considered that (a) a different client group was utilised, 

(b) the core processes were measured by four individual measures (not the 

CompACT), and (c) the order the components of the book were delivered was 

altered. Therefore, it is unclear what factors may have influenced this 

discrepancy in findings.    

Gloster et al. (2017) found indication that participants, within an ACT 

face-to-face intervention, needed to engage in valued action before they could 
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reduce experiential avoidance. Such findings would predict that participants 

within this study would experience consistent reliable change in VA before 

consistent reliable change in OE; however, the results have shown a mixed 

picture with two participants showing this pattern (Lucy and Amber), and two 

participants showing the opposite (Ron and Samuel). Within Gloster et al.’s 

study they purposefully focused on introducing and monitoring valued action 

from the first session, whilst this study’s intervention had minimal focus on 

valued action until the last two weeks, and so the ordering of the ACT 

components within an intervention’s content could play an important part. 

Likewise, the difference in measurement strategy (they did not use the 

CompACT) could also impair the applicability of their findings to this study.  

Linking the findings to the limited evidence base appears to indicate that 

the reduced levels of improvement in the VA subscale were unexpected. 

However, this remains tentative at best. The CompACT subscales are 

distinguishable, yet remain inter-related (Francis et al., 2016), reflecting the 

inter-relational nature of the core processes posited within the ACT model 

(Hayes et al., 2006); therefore, the observations made from the analysis of the 

CompACT subscales need to be taken cautiously. However, such outcomes 

support the argument for further research into the differential impact of the sub-

components of the ACT model to further inform the focus, and ordering, of ACT 

interventions (Gloster et al., 2017). 

 

4.1.2. CORE Outcomes. 

The extended results indicate an unclear picture regarding CORE-OM 

outcomes, with indications that scores were relatively stable for two participants 

(Amber and Samuel), but with one participant (Ron) showing reliable 

improvement, and no participant showing clinical improvement. As the 

subscales of the CORE-OM (well-being, problems, functioning, risk) overlap 

with the other outcome measures, it is unclear why Samuel (who experienced 

reliable improvement in all measures) did not experience a greater level of 

improvement in his CORE-OM score. However, whilst previous literature has 
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indicated that participants on psychotherapy waiting lists show stable CORE-

OM scores (Barkham et al., 2007), a stable baseline on the CORE-OM was not 

established (only taken at pre- and post- intervention time-points), and so it is 

unclear if the participants’ trajectories were impacted by the intervention.  

At current, no published ACT self-help literature includes the CORE-OM 

as an outcome. Face-to-face ACT has been shown to produce significant 

improvements in CORE-OM outcomes within Step-4 populations, with average 

CORE-OM scores remaining above the clinical cut-off (Richardson, Bell, 

Bolderston, & Clarke, 2018); however, the number of participants who did move 

below the CC was not reported. Similar outcomes are also seen within guided 

CBT self-help literature, with reliable improvements in CORE-OM scores 

experienced within community anxiety/depression populations, and reports of 

47%-48.6% of participants showing a clinical level of improvement (Learmonth 

& Rai, 2008; Lucock, Kirby, & Wainwright, 2011; Reeves & Stace, 2005; 

Williams et al., 2013). Whilst this might be indicative of a level of similarity (with 

this study’s intervention potentially presenting as less effective in producing 

improvements in CORE-OM outcomes), comparative conclusions are difficult to 

draw due to (a) the limited sample size, (b) no ACT self-help literature detailing 

CORE-OM outcomes, and (c) no established base-line within this study.  

 

4.2. Acceptability and Feasibility 

Alongside the formally gathered feedback from the participants, feedback 

from the clinicians within the recruiting service was also gathered following the 

end of data collection. This was gathered informally, in response to clinicians 

expressing opinions (via email) on the feasibility of expanding the intervention 

for wider use within the service. Feedback mostly echoed those of the 

participants, whereby they expressed that they thought the intervention was 

“helpful” and “suitable” for the client group, and that individuals liked the 

exercises and metaphors, but that changes were required to make it more 

acceptable, e.g., “the book could be simplified (particularly the language) and 

shortened”. A common remark was that the intervention seemed to require a 
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certain level of psychological awareness and a stable lifestyle, and that the 

intervention might better be used “as a ‘step down’ intervention from the service 

[after individual psychotherapy], to help clients manage any residual distress 

and to find value in their lives”. Such feedback further informs and strengthens 

the recommended clinical adaptations suggested within this study; however, 

also provides an avenue for further research considerations regarding the utility 

of guided ACT self-help as a secondary intervention. 

Whilst this study was not a feasibility study, there were a few notable 

feasibility features that were not discussed further within the Journal Paper. The 

need for a second wave of recruitment highlights possible feasibility issues, with 

nine eligible individuals declining to participate for reasons due to the 

intervention content (three felt that the intervention would not be helpful for their 

level of difficulty, and three said that they had done something similar that had 

not been helpful), or the research component (one felt it would be too confusing 

to divert from the original intervention plan, and two did not feel they could 

commit to the research schedule). Of these nine individuals, eight declined over 

the phone, with only one individual declining after attending the initial 

assessment stating she could not commit to the intervention following reading 

the information sheet. The above reasons for declining, along with the reported 

reasons for withdrawal, suggest that both the intervention content and the 

research requirements have contributed to reducing the feasibility of conducting 

this intervention/research within this population.  

However, results also indicate that, from a service perspective, the 

application of the intervention is feasible. The fidelity outcomes of the guided 

phone calls indicate that it was possible for APs to deliver the intervention 

appropriately with the given “scripts” and minimal training. Further to this, only 

two phone calls went over the allocated 30-minute time-slot (2.38%), indicating 

that they were a suitable length to cover the necessary work, only needing 

expansion when the individual was experiencing emotional difficulties. As 

23.33% of phone calls were missed, this might suggest that adaptations may 

need to be made to improve participant engagement; however, given the 
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qualitative feedback, it is suggested that it is the timing of the phone calls that 

may need more flexibility, rather than the content needing adaptation. 

Across all the outcome measures administered, only one participant 

missed a week of outcome measures (2.38% of all outcomes). Within the 

outcome measures completed, no data points were missing. On four occasions, 

participants started outcome measures but then did not complete them until the 

following day. When taking these four occasions out of the equation, the mean 

average duration of completion was 14.77 minutes (SD = 16.77; range: 4.12-

121.67). This suggests that the burden of the outcome measures on the 

participants was not excessive; however, sometimes participants struggled to 

complete them in one sitting. One participant reported that the outcome 

measures had been unhelpful as they reminded him how distressed he felt, 

highlighting the value of ongoing phone support to monitor this. One participant 

also raised concerns regarding the descriptors of the CompACT appearing to 

be in the wrong order. 

Taking the above into account, the intervention and research 

components have reasonable feasibility within this population; however, as 

argued in the Journal Paper, adaptations to the content of the intervention are 

required prior to future implementation. The timings of the intervention and 

research components also might need greater flexibility to improve acceptability 

to participants; however, this would impair the scientific validity of the research 

design. 

 

4.3. Generalisability of Study Sample when Informing Service Delivery 

The sample was assumed to be representative of the individuals found 

on the waiting lists within LPFT’s Step-4 psychotherapy services; however, for 

logistical reasons, no service data could be obtained to ascertain the validity of 

this assumption. This makes it difficult to determine the extent that results can 

be generalised to other individuals on Step-4 psychotherapy waiting lists. 
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Since the completion of data collection, LPFT Step-4 psychotherapy 

services have become more integrated with the Community Mental Health 

Teams (CMHTs), so that other colleagues can deliver evidence based 

interventions (including guided self-help) under the supervision of qualified 

psychologists. It was estimated that this stepped-care approach would lead to 

only 35% of referrals needing one-to-one therapy with a clinical psychologist 

(Jackson, 2016). Such transformations in care have been part of the cross-

government strategy to mainstream mental health services (Department of 

Health, 2011; The Mental Health Taskforce, 2016), including a definitive shift 

towards the integration of specialist services into CMHTs and increased focus 

on recovery and self-management (The King’s Fund, 2015). 

Due to this study excluding individuals with CMHT input (to reduce 

extraneous IVs), this organisational change could reduce the generalisability of 

the sample (i.e., individuals receiving CMHT input alongside a guided ACT self-

help intervention may present with different outcomes). However, the push for 

more guided self-help interventions at the Step-4 level increases the relevance 

of this study’s findings, which could help inform such service level change 

(Centre for Reviews and Dissemination, 2011; The King’s Fund & The Health 

Foundation, 2015). 

 

4.4. Critique of Analytic Strategy 

4.4.1. Critique of RCI and CSC Methodology.  

The benefit of the RCI and CSC method is that, unlike most group 

designs (e.g., RCTs), it allows for more in-depth exploration of individual 

treatment response (Wise, 2004). It also aids consideration of when change is 

meaningful, rather than just statistically significant. However, despite being 

widely favoured, the approach has received critique.  

 Kazdin (1999) argued that such methods may not truly reflect whether 

experienced change is meaningful to an individual. An individual’s change in 

score on a measure might meet both reliable change and CSC criterion, yet that 
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does not mean that the individual feels that their life has improved. Further to 

this, failure to meet such criteria does not mean that treatment was 

unsuccessful. For example, a small improvement that does not meet the RCI 

cut-off might be attributed to measurement error, when it actually represents 

meaningful change (Hageman & Arrindell, 1993). Kazdin (2001) stated that 

such difficulties are emphasised when treatment outcomes focus on symptom 

reduction, instead of outcomes matched to the problems, goals, and lives of the 

individual. 

 Therefore, the strength of this study is that (a) quantitative results are 

triangulated with qualitative feedback to avoid misattribution of outcomes, and 

(b) outcomes are not purely focused on symptom outcomes and consider 

broader factors such as well-being and life-functioning. Inclusion of wider 

outcomes is also supported within the ACT literature, as symptom reduction is 

not the primary aim of intervention (Hayes et al., 2006). 

 When considering the above, the RCI and CSC methodology has 

enabled clearer analysis of meaningful change within this study; however, the 

results to be taken within the context of the wider qualitative feedback. Such a 

methodology has withstood rigorous debate, and represents a positive shift 

towards investigation of individual treatment effects (Wise, 2004). 

 

4.4.2. Critique of Average Percentage Change Methodology.  

The use of average percentage change has helped indicate which 

outcomes have experienced the greatest amount of improvement/deterioration 

across the sample. Whilst average percentage change has been suggested as 

more suitable within smaller samples where other levels of group based 

analysis are unsuitable (Vickers, 2001), the limitations of using average 

percentage outcomes need to be addressed. Outcomes can be skewed by 

large outliers, be vulnerable to statistical invalidities, and results are statistically 

inefficient with further analysis being required to strengthen the conclusions that 

can be drawn (Vickers, 2001). For example, necessary further analysis might 
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include providing data values to give numerical context, and running statistical 

analyses to protect against misattribution of natural variance. Whilst there is 

argument between whether absolute change or percentage change should be 

reported, and whether there are mathematical methods for determining the 

most suitable approach, it is often dependent on the research context and aims 

(Zhang & Han, 2009). For example, researchers often favour reporting average 

percentage change when comparing outcomes using different units of 

measurement (Törnqvist, Vartia, & Vartia, 1985). 

Therefore, within this study, a decision was made that average 

percentage change would be reported. This has enabled outcomes that are (a) 

relatable to the predictions of the PMPO, (b) independent of the units of 

measurement, and (c) accessible to readers. When reported on their own, the 

given percentage change values have clear limitations; however, they have 

been reported alongside further statistical and visual analysis of the quantitative 

outcomes, and qualitative feedback from participants, which has reduced the 

limitations of the approach. 

 

4.4.3. Critique of Visual Analysis Methodology.  

Whilst strategic implementation of visual inspections can help strengthen 

conclusions drawn from case-series data, the risks of misinterpretation remain 

present and the level of inter-rater agreement is not always sufficient 

(Deprospero & Cohen, 1979; Ottenbacher, 1990). To attempt to mitigate this 

risk, this study has operationalised more objective criteria alongside 

consideration of wider contextual factors when analysing the data. Further to 

this, the data was reviewed independently by the first and second author, prior 

to discussing the results and coming to balanced conclusions; therefore, 

reducing the impact of bias that the first author might hold. 

Whilst misinterpretation is reduced through the implementation of the 

dual criterion method, a limitation is that the baseline trendline can be easily 

thrown by an anomalous score. This can lead to type II errors (false negatives), 
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as scores showing an effect may not breach the trendline and count towards the 

PND assessment of efficacy. This limitation can be removed if the intervention 

does not start prior to baseline stability being established, however, within this 

study, achieving stability on all measures was not achievable. Therefore, focus 

was placed on achieving stability on the main measure (MHC-SF; See 

Extended Paper 2.13.). Yet this is a clear limitation of the analysis of the other 

measures.   

Within the visual analysis methodology used, type I errors can still occur, 

and the PND assessment is vulnerable to decreased accuracy due to the 

potential presence of serial dependence29 in the data series and so, whilst it 

may improve reliability, it does not necessarily improve the validity of the results 

(Crosbie, 1987). However, despite this, the method allows for the standardising 

of analysis and increased inter-rater reliability, with good performance within 

original simulations (Morgan & Morgan, 2009). Fisher et al. (2003) stated that 

type I error rates can be reduced by using a more conservative dual criterion 

(CDC), where the line indicating the average of the baseline is raised by 0.25 

SDs (calculated from the baseline data). Within this study, CDC was not 

operationalised as the intervention was low level and, therefore, the impact 

would be harder to capture if the criterion were too strict. Therefore, sensitivity 

to change was prioritised over specificity. However, the addition of the change 

interviews helps to reduce the risk of Type I error, which is a strength of this 

study as many studies can neglect clear consideration of wider contextual 

factors (Fisher et al., 2003). 

The inclusion of the change interview has allowed consideration of the 

timings of improvements/deteriorations in relation to external life events, of 

which both positive and negative can be plotted on the graphs to enable 

transparency. This enables clearer analysis of whether the timings of life-events 

are in any way consistent with the observed changes in outcome. However, a 

limitation is that participants are unlikely to report every single life event that 

                                            
29 Serial Dependence: Where scores at one time-point are influenced by scores 

of a previous time-point 
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occurred over the duration of their participation, or may be biased towards only 

reporting negative life events (or vice-versa). Therefore, it should not be 

assumed that all relevant life-events are indicated on the graphical plots.  

 

4.5. Generalising Results to Inform Clinical Practice and Future Research 

 Due to their small sample size, SCEDs are considered to produce results 

that are less generalisable to related populations when compared to larger 

sample sizes within group designs/RCTs. However, there is a misconception 

that significance testing (within group designs/RCTs) and larger samples 

implies generality of results. Regardless of sample size, group designs cannot 

provide information about inter-subject generality because, whilst an overall 

result is produced, no information is reported concerning the number of 

participants for whom the effect was observed and the impact of individual 

participant factors and/or intervention components (Branch & Pennypacker, 

2011). Therefore, it is the replicability of results across 

participants/settings/intervention components that is most effective at indicating 

the generality of outcomes, and it is here, through systematic experimental 

replication, that SCEDs have their advantage (Branch & Pennypacker, 2011).  

 As discussed in the Journal Paper, a minimum of three replications is 

advised before conclusions can be generalised (Kratochwill et al., 2010). As 

such, the generality of this study’s findings is limited in some respects. 

However, there are certain findings that did meet this criterion; for example, the 

qualitative feedback from participants regarding the usefulness and 

acceptability of the intervention, attributions made, and the utility of the guided 

phone calls. Generalisation is still limited to this participant group (see Extended 

Paper 4.3.), and so future research would need to adopt the same experimental 

strategy across different settings, participants, and target behaviours before 

wider generality can be determined (Dallery, Cassidy, & Raiff, 2013). This could 

help inform which outcomes are replicable in which areas (including where 

treatment components may not be effective), thus informing the structure of the 

treatment and where it would be best targeted (Johnston & Pennypacker, 
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2009). Only then would advancement to RCTs be appropriate to better establish 

efficacy in comparison to other conditions within this population (Biglan, Ary, & 

Wagenaar, 2000), before expanding out to consider the treatment’s wider real-

world application (where treatment may be delivered in less stringent 

conditions). 

 Such a pattern of treatment development is often illustrated using the 

Hourglass Model (Salkovskis, 1995; Figure 34), whereby this study’s findings 

are situated within the “upper” part of the hourglass. Therefore, the findings 

should be used to inform the refinement of the intervention, before re-testing to 

assess replicability of results and inform further refinement of the intervention’s 

use within this population.  

 

 

Figure 34. Salkovskis’ Hourglass Model of Psychotherapeutic Research 
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5. Critical Reflection 

 Reflection is vital to a Clinical Psychologist’s development and can 

enhance the quality of scientific enquiry (Murray & Kujundzic, 2005; Sheikh, 

Milne, & MacGregor, 2007). This section presents my scientific, ethical, and 

theoretical reflections regarding the research process. 

 

5.1. Scientific Reflections 

My decision to focus on ACT self-help originated from my own personal 

experiences and multiple questions I held about how it worked, whether it was 

being oversold (Öst, 2014), and who it could be helpful for. I also held strong 

beliefs that the experiences of individuals on long waiting lists for psychotherapy 

needed to be improved (Mind, 2010), and the importance of scientific research 

to investigate the utility of any changes made (Centre for Reviews and 

Dissemination, 2011; The King’s Fund & The Health Foundation, 2015). Whilst 

my personal experiences and values enabled me to remain engaged in the 

research process, they also meant that I felt a level of underlying responsibility 

to make it a success. Combined with my attachment to the recruiting service 

(my first doctoral placement), and my desire to do well on the doctoral course, 

they led to a high level of anxiety to do the research “right”. On reflection, this 

caused me to change my ideas multiple times to please others. I learnt the 

importance of not just changing my ideas and methodologies on a whim, but to 

instead think carefully about my aims and my epistemology (Extended Paper 

5.3.) to come to clear and balanced decisions.  

This led to the decision to utilise a SCED methodology despite initially 

feeling a push to do an RCT. Current scientific discourse is that RCTs are the 

“gold standard” and are often the only research design to feature as evidence 

within NICE guidance. I felt pressure to have a high number of participants, and 

a powerful RCT, for my results to have any worth in the scientific community. 

However, RCTs felt unethical to me; appearing to be counter-intuitive to my 

values of not leaving individuals on a waiting list. I also felt that an RCT design 

would not meet my aims as, whilst they can evidence the efficacy of an 
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intervention, they can struggle to investigate how an intervention works 

(Persons & Silberschatz, 1999; Rassafiani & Sahaf, 2010). I was relieved to 

discover the SCED methodology and to find that within the ACT community 

there was a push for such designs (Hayes, 1981; Holman & Koerner, 2014; 

Vilardaga, 2014). It felt more acceptable to investigate a few cases in detail to 

get the depth required to answer my research questions, and I was glad that I 

had chosen to stick to my values and goals. I also felt relieved at the idea that 

fewer participants would mean that my research would be easier to manage 

within the constraints and pressures of the course; however, on reflection that 

assumption was likely wrong.  

The depth able to be achieved by a SCED was both a positive and a 

negative. The result was that I struggled to narrow down my ideas and focus on 

what I truly wanted to find out. This led to a failed protocol and feedback that I 

was being “too ambitious” and needed to narrow down my ideas. I returned to 

the existing literature with the aim of finding out “what do we know about how 

ACT self-help works?” and “what evidence is missing?”. I learnt more about the 

PMPO and the ACT model (Extended Paper 5.3.), and more importantly what 

was missing within the literature. This enabled me to narrow down my aims and 

enhance the focus of the research, and was a key learning point to carry 

forward to future research projects. 

However, with a limited time-frame to complete my amended protocol, 

pressure to submit ethics, alongside multiple other assignments, I was pushed 

to make decisions quickly. Whilst this likely enhanced my efficiency, it meant 

that I potentially made decisions that were not fully informed. An example of this 

was my decision to use the SAS-SR-M as the measure of life-functioning. 

Whilst I provide the rationale behind the decision, there were potentially better 

suited measures out there, as indicated by my critique (Extended Paper 2.11.). I 

also developed the change interview schedule (Appendix K) based on my 

research aims, without knowledge of the framework proposed by Elliot (2010) 

which, considering its similarities, further supports the face validity of the 

existing framework. Such knowledge has been developed after the 

commencement of data collection, however, I have had to manage my 
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frustrations at not knowing then what I know now. Moving into conducting 

research within my qualified role it is likely that other time pressures will exist, 

however, I now value the importance of asserting the need for more time to 

weigh up decisions, and recognising that research is a learning experience.   

 Upon commencement of data collection, I was keen to avoid bringing 

bias into the results. Therefore, I utilised the support of course supervisors 

(blind to service proceedings) to conduct the randomisation and fidelity checks, 

and the intervention was conducted by the service so that I could remain purely 

within the researcher role. However, I had not considered how my own anxieties 

about the research process might also impact outcomes. For example, I was 

anxious about recruiting enough participants, which may have impacted how I 

presented the research to potential participants in the pre-intervention meetings; 

wanting to make it seem highly effective and worth their while, whilst at the 

same time wanting to give realistic expectations about what the intervention 

could achieve so that they were not disappointed. This could impact results as 

levels of hope and expectation can predict future therapeutic outcome (Irving et 

al., 2004). I had to continually monitor myself to ensure that I remained impartial 

but, without an independent observer to the meetings, it is difficult to determine 

how my presentation may have impacted participant engagement and outcome. 

Further to this, the handing over of the intervention to the service caused me a 

level of anxiety as I felt out of control. I had to utilise supervision to reflect on the 

urges I felt to pester the service or the participants when things were not done 

to plan; trying to balance having the intervention as structured and scientific as 

possible whilst allowing for a certain amount of naturalistic observation so that 

results could be more applicable to real life settings. My anxiety levels were 

becoming problematic at the time, however, a shift occurred when I began to 

practice the ACT model on myself and learn to accept the events outside of my 

control. This allowed me to focus more easily on my goal of being an effective 

scientific practitioner, and gave me space to better engage in my ongoing 

clinical work 

Having chosen a mostly quantitative design, I had initially been under the 

impression that bias would not feature within my data analysis. However, the 
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analysis presented me with a wide range of data, and a multitude of ways to 

present it within the journal paper. Skinner (1974) argued that bias cannot be 

avoided in the process of behavioural analysis as the act of analysis is a 

behaviour in itself. I became acutely aware that how I reported the results, and 

what results I chose to emphasise, could impact the scientific literature and 

resulting clinical decisions, and I remained fearful of the scrutiny within the ACT 

community (Öst, 2014). I took a step back to reflect on my own feelings towards 

the data. I recognised that I was stuck between wanting to represent the 

intervention as being useful so that I could know that I had helped people and 

had not wasted NHS time and resources, but also wanting it to not be helpful so 

that the worth of the clinical psychologist and individual psychotherapy was not 

undermined. By making recognising my biases, I was better able to reduce their 

impact on the reporting of my data. 

 

5.2. Ethical Reflections 

 During my research I held concerns about the amount of work that I was 

asking participants to do. I was aware that it had passed ethical approval and 

gained positive feedback from the SUCAP, but I was worried that participants 

would struggle to remain engaged in the process and that it would be viewed as 

my fault. This may have impacted my attitude within the pre-intervention 

meetings (Extended Paper 5.1.), but also may have impacted how I managed 

situations when a participant was asking to withdraw. Ethically, I knew I needed 

to accept the withdrawals with no question, however, I had to fight the urge to 

apologise, or to try to convince them to remain in the process. Thankfully I could 

contain these feelings and remain ethical during such instances, however, I had 

to utilise supervision to vent my guilt and frustration, and change my thought 

process to recognise that it was out of my control. This was difficult to do, but 

the biggest change came when I realised the strength of conducting the change 

interview; giving participants a forum to explain what went wrong and what 

could have gone better, and being able to use this knowledge to inform future 

research and practice.  
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I also faced an ethical challenge whilst conducting the change interviews. 

Engaging participants in open and honest reflections about their experience 

required a certain level of therapeutic alliance (Elliott et al., 2001), however, I 

sometimes felt myself being drawn into a therapeutic role. For example, wanting 

to provide formulation and re-framing when two participants became upset 

disclosing distressing histories, or wanting to challenge inconsistencies in a 

participant’s narrative of events. Recognising and sticking to the boundary 

between research and therapy was harder than I expected, and I learnt the 

importance of recognising my internal urges and choosing to act otherwise; 

remaining compassionate but impartial. 

 

5.3. Theoretical Reflections 

 Part of my research journey was learning about epistemology and my 

position within it. Prior to the doctorate, I feel I was positivist and valued 

quantitative research over qualitative. Upon commencing the doctorate, I soon 

developed a more critical eye regarding the limitations of such a position and 

felt a shift towards more social constructionist views. However, social 

constructionist methods of data analysis did not seem scientifically rigorous 

enough to me, and I really struggled to determine my beliefs about the “truth” 

and its relation to scientific enquiry. This prompted a lot of reading into the 

subject, many reflections within supervision, and frustrations that I found it so 

hard to understand. I learnt more about the theories of functional contextualism 

and its relation to radical behaviourism, and I began to realise that it was more 

in line with my personal views. This process of learning about epistemology, 

recognition of my own personal stance, applying it to my research design, and 

self-reflection on how my stance might fluctuate over time, has been difficult but 

vital to my practice both as a researcher and a practitioner. I have been able to 

apply my learning to my clinical work, by considering how an individual’s 

epistemology may impact their relation to the therapeutic model adopted within 

therapy (Saferstein, 2007), and how it might inform my practice as a scientific 

practitioner. 
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 My learning during this research has also impacted my clinical work in 

other ways. Learning about the PMPO, and its relation to the stages of therapy, 

has prompted reflection on my own practice. Am I in tune with where an 

individual is at, or do I blindly stick to a structured therapy? I also began to 

consider whether the stages of change as predicted by the PMPO were 

something I had observed. The model allowed me to recognise that as a 

therapist it is okay to not “fix everything”, but to instead focus on helping an 

individual move through the stages of the PMPO, and that hope and therapeutic 

alliance is more powerful than I thought (Irving et al., 2004). It has also 

highlighted the many different outcomes that might be important to an 

individual, beyond that of symptomatology. In a way this was quite freeing, but I 

also felt frustration at many services’ continual fixation on symptomatology as a 

sole outcome. I hope to take this learning forward to inform how service 

outcomes are recorded in my future roles. 

 Finally, the research process has allowed me to learn more about ACT 

and its theoretical foundations. I noted my surprise at ACT initially seeming to 

be inductive in its development (Corrigan, 2001), but how this is often a 

limitation of newer therapeutic models as the evidence base takes time to build 

(Gaudiano, 2009). I have learnt that it is important to not take theoretical models 

of psychotherapy at face value, but to instead focus on following the evidence 

base, and conducting and publishing research to further advance this 

knowledge. I also began to reflect on whether psychotherapeutic models are 

just using different language to make sense of the same processes. For 

example, the ACT model of not directly changing the content of your thoughts 

but rather changing how you relate to them, may be occurring within CBT. For 

example, a CBT thought challenge might seem to target the content of the 

thought, but could instead function to distance the individual from their thought 

and change how they relate to it. Alternatively, the ACT process of distancing 

may instead function to change the contents of thoughts, thus changing how the 

individual feels and behaves (as posited by the CBT model). Linking such 

reflections back to epistemology, perhaps what is more important is doing what 

makes sense and is helpful to the client within that context, rather than get too 
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caught up on what the “truth” is. Therefore, the importance of taking a scientific 

approach towards monitoring outcomes within clinical work is vital. 

 

5.4. Summary of Reflections 

Upon conducting these reflections, it is interesting to note that I appear to 

have applied the ACT model to my own learning during the research process. 

For example, learning to accept the things that are out of my control, being 

mindful of my own thought processes and reactions to minimise bias, and 

choosing to follow my own values and goals. I have learnt a lot from the 

process, and it has had a positive impact on my attitudes towards my roles as 

both a researcher and a clinician. Moving forward, I feel that my scientific 

practitioner approach will be enhanced by remembering the following key 

learning points: 

 

• Focus on your own epistemology, values, and goals, rather than the 

opinions of others 

• Don’t be too ambitious. Read the literature to determine the gap in the 

evidence base to help narrow down your ideas 

• Give yourself time to think through each of the decisions you make 

• Remain mindful of your own internal experiences, and utilise reflection 

and supervision to reduce bringing bias into the scientific process 

• No research is perfect, and the things you learn can be used to inform 

future research 

• Use the research process to inform your clinical practice  
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Appendix A 

Search Strategies 

Table A1 

Search Strategy for following databases: PsychARTICLES (Full Text), 

PsychINFO (1806 to July week 1 2016), Embase (1974 to 2016 July 13), AMED 

(1985 to July 2016), OvidMEDLINE(R) (In process and other non-indexed 

citations and OvidMEDLINE(R)), and the Joanna Briggs Institute (EBP 

Database current to July 06 2016). 

1 exp "acceptance and commitment therapy"/ 

2 (acceptance and commitment therapy).mp. [mp=ab, hw, ti, tx, bt, ct, sh, tc, 

id, ot, tm, cc, sa, tn, dm, mf, dv, kw, nm, kf, px, rx, an, ui] 

3 exp ACT/ 

4 exp self-help/ 

5 self help.mp. [mp=ab, hw, ti, tx, bt, ct, sh, tc, id, ot, tm, cc, sa, tn, dm, mf, 

dv, kw, nm, kf, px, rx, an, ui] 

6 exp bibliotherapy/ 

7 bibliotherapy.mp. [mp=ab, hw, ti, tx, bt, ct, sh, tc, id, ot, tm, cc, sa, tn, dm, 

mf, dv, kw, nm, kf, px, rx, an, ui] 

8 web based.mp. [mp=ab, hw, ti, tx, bt, ct, sh, tc, id, ot, tm, cc, sa, tn, dm, mf, 

dv, kw, nm, kf, px, rx, an, ui] 

9 exp internet based/ 

10 internet based.mp. [mp=ab, hw, ti, tx, bt, ct, sh, tc, id, ot, tm, cc, sa, tn, dm, 

mf, dv, kw, nm, kf, px, rx, an, ui] 

11 exp application/ 

12 application.mp. [mp=ab, hw, ti, tx, bt, ct, sh, tc, id, ot, tm, cc, sa, tn, dm, mf, 

dv, kw, nm, kf, px, rx, an, ui] 

13 mobile.mp. [mp=ab, hw, ti, tx, bt, ct, sh, tc, id, ot, tm, cc, sa, tn, dm, mf, dv, 

kw, nm, kf, px, rx, an, ui] 

14 exp internet/ 

15 internet.mp. [mp=ab, hw, ti, tx, bt, ct, sh, tc, id, ot, tm, cc, sa, tn, dm, mf, dv, 

kw, nm, kf, px, rx, an, ui] 

16 exp computer/ 

17 computer.mp. [mp=ab, hw, ti, tx, bt, ct, sh, tc, id, ot, tm, cc, sa, tn, dm, mf, 

dv, kw, nm, kf, px, rx, an, ui] 
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18 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 

19 1 or 2 or 3 

20 18 and 19 

21 remove duplicates from 20 

  

 

Table A2 

Search Strategy for Cochrane Central Register of Controlled Trials 12, June 

2016 

1 acceptance and commitment therapy 

2 ACT 

3 self help 

4 bibliotherapy 

5 web based 

6 internet based 

7 application 

8 mobile 

9 internet 

10 computer 

11 1 OR 2 

12 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 

13 11 AND 12 
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Appendix B 

Ethical Approval 

B.1. Email Correspondence and Confirmation from SOPREC 

 

Email From: SOPREC 

Sent: 03 November 2016 14:07 

Subject: Ethic approval decision – PSY161746 

 

This is to confirm that your application titled Guided Acceptance and 

Commitment Therapy (ACT) self-help for clients on a waiting list for 

psychological therapy which was submitted for ethical approval, has been 

Approved by the School of Psychology Research Ethics Committee. 

 

 

Email to: SOPREC   

Sent: 06 January 2017 11:34 

Subject: RE: Ethics application decision - PSY161746 

 

Following SOPREC granting ethical approval for the application titled Guided 

Acceptance and Commitment Therapy (ACT) self-help for clients on a waiting 

list for psychological therapy I submitted it to IRAS/HRA for further ethical 

approval. 

  

Following my attendance at the ethics panel I received provisional ethical 

approval subject to a few considerations and changes. I have therefore slightly 

amended my research to meet the requirements of the ethics panel. 

  

I have, therefore, attached a letter summarising the changes along with the 

original provisional feedback from the panel. I have also attached the relevant 

documents that have also been amended for reference. 
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If possible, could you advise me as to whether the SOPREC are still willing to 

grant ethical approval following these changes? 

 

 

Email From: SOPREC 

Sent: 09 February 2017 09:54 

Subject: FW: Ethics application decision - PSY161746 

 

Your application for your changes has been approved by SOPREC. Please note 

that any future correspondence regarding ethical approval should go to 

soprec@lincoln.ac.uk and not individual accounts of staff. 

 

Your email was not dealt with previously as you had not sent the request to the 

committee.  

 

 

Email To: SOPREC   

Sent: 16 February 2017 14:48 

Subject: RE: Ethics application decision - PSY161746 

 

I am pleased to inform you that I now have full ethical approval from REC and 

HRA (See attached). Please be aware that the information sheet and consent 

form have changed slightly as HRA asked for the IRAS ID number to be added. 

I have therefore attached them to this email so that you have an up to date copy 

of each. 

  

Please could you confirm receipt of this email and let me know if you require 

any further information before I commence my study. 
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Email From: SOPREC 

Sent: 20 February 2017 14:06:49 

Subject: RE: Ethics application decision - PSY161746  

  

Thanks for this. I can confirm no further information is required. 

 

 

 

Email To: SOPREC  

Sent: 19 April 2017 16:58 

Subject: Re: Ethics application decision - PSY161746 

 

I am writing in regards to the application titled Guided Acceptance and 

Commitment Therapy (ACT) self-help for clients on a waiting list for 

psychological therapy. 

 

I have already got ethical approval for this study from SOPREC, REC, and 

HRA. However, I have recently had to make a minor amendment to my 

research in order to include two more recruitment bases (There are now 5 in 

total). These two extra bases are within the same psychology service within 

LPFT. They are at:  

 

The Archway Centre 

Carlton Centre 

Outer Circle Lincoln 

Lincolnshire 

LN2 4WA 

  

Trinity House 

Trinity Street 

Gainsborough 

DN21 1JD 
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I have contacted both REC and HRA and they have both confirmed that they 

are happy for the study to continue. 

 

Please could you confirm that the University Ethics Committee is happy with 

this amendment. 

 

 

Email To: SOPREC  

Sent: 06 July 2017 09:43 

Subject: URGENT: Ethics application decision - PSY161746 

 

I am writing in regards to the application titled Guided Acceptance and 

Commitment Therapy (ACT) self-help for clients on a waiting list for 

psychological therapy. 

Following amendments that were made on 19th April 2017 (See below email for 

details), I have been unable to find the email confirming that SOPREC are 

happy with the amendments (REC and HRA approval for the amendments were 

gained prior to 19th April). Please could the email of confirmation be sent to me 

again as soon as possible.  

 

 

Email From: SOPREC 

Sent: 07 July 2017 11:29 

Subject: RE: Ethics application decision - PSY161746 

 

We can confirm that the committee are happy with the changes. 
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B.2. Email and Written Correspondence and Confirmation from REC 

 

Email From: REC Committee 

Sent: 23 December 2016 10:30 

Subject: REC Reference: 16/YH/0508, IRAS Project ID: 215424 - Provisional 

Opinion 

 

Further to your recent application for ethical approval for a new research 

project, please find attached the letter confirming the Committee’s opinion. 

Please note that hard copies will not be sent unless specifically requested. 

 

 

Health Research Authority 

Yorkshire & The Humber – Leeds West Research Ethics Committee 

Jarrow Business Centre 

Rolling Mill Road 

Jarrow 

NE32 3DT 

 

23 December 2016 

 

Study Title:  Guided Acceptance and Commitment Therapy (ACT) 

self-help for clients on a waiting list for psychological 

therapy 

REC reference: 16/YH/0508 

Protocol number:  N/A 

IRAS project ID: 215424 

 

The Research Ethics Committee reviewed the above application at the meeting 

held on 09 December 2016. Thank you for attending to discuss the application. 
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Provisional opinion 

 

The Committee is unable to give an ethical opinion on the basis of the 

information and documentation received so far. Before confirming its opinion, 

the Committee requests that you provide the further information set out below. 

 

Authority to consider your response and to confirm the Committee’s final 

opinion has been delgated to a meeting of the Sub-Committee of the REC. 

 

Further information or clarification required 

 

1. Consideration of the use of validated outcome measures. 

2. Consideration of the use of a British Self-Help book as an adapted 

intervention. 

3. Clarification as to what would be done with audio recordings. 

4. Revision of the Participant Information Sheet throughout to clearly 

explain and walk potential participants through the study and what would 

be asked of them, and to ensure language used is lay friendly and 

appropriate given the sensitivities of the client group. 

5. Revision to the Participant Information Sheet to list NHS Crisis as the 

first option for support. 

6. Confirmation that the information sheet and consent form for the 

assessment stage would not be used. 

7. The Committee noted that the response to IRAS A35 which indicated 

that the participant and all identifiable data would be withdrawn from the 

study in the event that capacity was lost. Members recommended that 

the applicant opted to retain data obtained with consent up until the point 

that capacity was lost, as this would be permissible given that the 

participant would hence be withdrawn from the study. 

 

Note. Remaining six pages omitted for purposes of thesis 

 



 

Page 359 of 433 
 

 

Email From: REC Committee 

Sent: 08 February 2017 14:08 

Subject: 16/YH/0508 IRAS ID: 215424 Favourable Upon Review of Further 

Information 08.02.2017 

 

I hope that you’re well. Further to your recent response to the Committee’s 

provisional opinion, please find attached confirmation of the Committee’s 

favourable opinion of your study. 

 

 

 

Health Research Authority 

Yorkshire & The Humber – Leeds West Research Ethics Committee 

Jarrow Business Centre 

Rolling Mill Road 

Jarrow 

NE32 3DT 

 
 
08 February 2017 

 

Study Title:  Guided Acceptance and Commitment Therapy (ACT) 

self-help for clients on a waiting list for psychological 

therapy 

REC reference: 16/YH/0508 

Protocol number:  N/A 

Please note: This is the 

favourable opinion of the 

REC only and does not allow 

you to start your study at 

NHS sites in England until 

you receive HRA Approval 
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IRAS project ID: 215424 

 

Thank you for your letter of 27 January 2017, responding to the Committee’s 

request for further information on the above research and submitting revised 

documentation. 

 

The further information was considered in correspondence by a Sub-Committee 

of the REC. A list of the Sub-Committee members is attached. 

 

We plan to publish your research summary wording for the above study on the 

HRA website, together with your contact details. Publication will be no earlier 

than three months from the date of this opinion letter. Should you wish to 

provide a substitute contact point, require further information, or wish to make a 

request to postpone publication, please contact hra.studyregistration@nhs.net 

outlining the reasons for your request. 

 

Confirmation of ethical opinion 

 

On behalf of the committee, I am pleased to confirm a favourable ethical 

opinion for the above research on the basis described in the application form, 

protocol and supporting documentation as revised, subject to the conditions 

specified below. 

 

 

Note. Remaining five pages omitted for purposes of thesis 
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Email To: REC Committee 

Sent: 03 April 2017 16:24:37 

Subject: Re: REC Reference: 16/YH/0508, IRAS Project ID: 215424  

 

I am writing in regards to my research on Acceptance and Commitment 

Therapy Guided Self Help (REC ref: 16/YH/0508; IRAS ID: 215424) for which I 

have received ethical approval and am currently in the recruitment phase. 

 

My current recruitment catchment area in Lincolnshire East Psychology 

Services that are based in Boston, Louth, and Skegness. Upon discussion with 

my supervisors and the managers of the psychology services we feel that it 

would be appropriate to expand this catchment area to include Lincolnshire 

West: Lincoln and Grantham. We are hoping that this would be a minor 

amendment to the protocol and we wish to ensure that ethical approval would 

remain if this change was put into place. 

 

Please could you advise me on how best to confirm if this amendment is okay 

with REC and HRA? 

 

 

Email To: REC Committee 

Sent: 04 April 2017 08:54 

Subject: Re: REC Reference: 16/YH/0508, IRAS Project ID: 215424 

 

Sorry, in regards to my last email it has just been spotted that I made an error. 

Lincolnshire West is Lincoln and Gainsborough, not Lincoln and Grantham. 

 

Apologies for the confusion. 
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Email From: REC Committee 

Sent: 05 April 2017 14:00 

Subject: RE: REC Reference: 16/YH/0508, IRAS Project ID: 215424 

 

Thanks for your e-mail. As your study is not a Clinical Trial, this would just be a 

minor amendment to the study protocol. The REC does not need to be notified 

of minor changes to the protocol, but you should submit this in writing to 

hra.amendments@nhs.net with any amended study documentation that forms 

part of this amendment. 
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B.3. Email and Written Correspondence and Confirmation from HRA and 

LPFT 

 

Email From: HRA 

Sent: 16 February 2017 12:10 

Subject: IRAS 215424 - Guided Acceptance and Commitment Therapy Self-

Help. Outcome of Application for HRA 

 

RE: IRAS 215424. Guided Acceptance and Commitment Therapy Self-Help. 

Outcome of Application for HRA Approval 

 

Please find attached a letter informing you of the outcome of your application for 

HRA Approval. 

 

Please read all attached documents with care.  

 

You may now commence your study at those participating NHS organisations in 

England that have confirmed their capacity and capability to undertake their role 

in your study (where applicable).  Detail on what form this confirmation should 

take, including when it may be assumed, is given in Appendix B of the HRA 

Approval letter. 

 

If you have any queries, please do not hesitate to contact me. 
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Health Research Authority 

Email: hra.approval@nhs.net 

16 February 2017 

 

Study Title:  Guided Acceptance and Commitment Therapy (ACT) 

self-help for clients on a waiting list for psychological 

therapy 

REC reference: 16/YH/0508 

Protocol number:  N/A 

IRAS project ID: 215424 

 

I am pleased to confirm that HRA Approval has been given for the above 

referenced study, on the basis described in the application form, protocol, 

supporting documentation and any clarifications noted in this letter. 

 

 

Note. Remaining seven pages omitted for purposes of thesis 

 

 

Email From: HRA 

Sent: 16 February 2017 14:50 

Subject: IRAS 215424 - Guided Acceptance and Commitment Therapy Self-

Help - confirmation of capacity and capability LPFT 

 

Guided Acceptance and Commitment Therapy Self-Help 

 

This email confirms that Lincolnshire Partnership NHS Foundation Trust (LPFT) 

has the capacity and capability to deliver the above referenced study.  Please 

find attached our agreed Statement of Activities as confirmation. 

 

We agree to start this study on 16 February 2017 and confirm the site is now 

open.   
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Please do not hesitate to contact me if there is anything further you need to 

know.  We wish you every success with the study in Lincolnshire. 

 

 

Email From: HRA 

Sent: 19 April 2017 16:06 

Subject: RE: IRAS 215424. Confirmation of Amendment Categorisation as 

Category B 

 

Confirmation of Amendment Assessment of study – Guided Acceptance 

and Commitment Therapy Self-Help 

 

IRAS Project ID: 215424 

Short Study Title: Guided Acceptance and Commitment Therapy Self-Help 

Date complete amendment submission received: 05/04/2017 

Amendment No./ Sponsor Ref:  Addition of 2 new sites 

Amendment Date:  05/04/2017 

Amendment Type: Non-substantial 

 

Please accept this email as confirmation that Lincolnshire Partnership NHS 

Foundation Trust has received information and documents for non-substantial 

amendment (addition of 2 new LPFT clinical sites) related to the above study 

details. 

The Trust accepts the amendment and NHS permission continues unchanged. 
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Appendix C 

Information Sheet 

 
Guided Acceptance and Commitment Therapy (ACT) self-help for clients 

on a waiting list for psychological therapy  

Information Sheet 

Version 3 

Date: 15/02/17 

IRAS ID: 215424 

REC ref: 16/YH/0508 

 

Background: 

NHS waiting lists for psychological therapy are currently very high. Individuals 

on waiting lists are likely to be going through a difficult time and so services are 

beginning to offer guided self-help to those awaiting psychological therapy.  

 

Guided Self-Help: A form of psychological intervention where an individual 

receives a self-help book/worksheet along with regular phone contact 

with a clinician who can guide them through the content. 

 

Our research has focused on adapting a self-help book (Get Out of Your 

Mind and into Your Life’, Hayes and Smith, 2005) for use within a guided self-

help intervention for individuals on the waiting list. The book is based on a form 

of therapy called Acceptance and Commitment Therapy. Acceptance and 

Commitment Therapy is often referred to as “ACT”.  
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Acceptance and Commitment Therapy (“ACT”): A form of therapy that focuses 

on acceptance and mindfulness strategies to help individuals distance 

themselves from their thoughts and move towards a life based on values. 

This guided self-help package is now being offered to a number of 

people on the waiting list within East Lincolnshire. It consists of weekly self-help 

material being received through the post, along with regular phone contact and 

guidance.  

 

The aims of our research are: 

1. To investigate its impact on well-being, symptoms, and life-functioning 

2. To better understand the processes behind any changes observed 

 

If you are reading this information sheet then it is likely that you have had a 

discussion with an NHS clinician about trying out this guided self-help package 

yourself. If this is the case, then you may be eligible to take part in research that 

is currently being conducted at the University of Lincoln as part of the Trent 

Doctorate in Clinical Psychology program. The purpose of this information sheet 

is to give you information about the research so that you can make an informed 

decision about whether you are willing to take part. 

 

So why have we contacted you? 

In order to meet the aims of our research, we hope to recruit a number of 

participants who are eligible to complete the guided self-help package. 

Participants will be required to take part in the guided self-help package as well 

as complete weekly outcome measures. They will then attend a meeting with 

the lead researcher, Kate French, to reflect on how helpful they found the 

guided self-help. 

 



 

Page 368 of 433 
 

Outcome Measure: A set of questions that individuals can complete to measure 

thoughts, feelings, or behaviours at any one point in time. By completing 

the measures on a number of different dates, changes in thoughts, 

feelings, or behaviours can be tracked. 

 

We have contacted you as you are currently on a waiting list for 

psychological therapy, and you may be interested in trying out this guided self-

help intervention. 

 

Who is organising the research? 

The research is being organised and funded by the University of Lincoln. 

All research in the NHS is looked at by independent group of people, called a 

Research Ethics Committee, to protect your interests. This study has been 

reviewed and given favourable opinion by the Yorkshire & Humber – Leeds 

West Research Ethics Committee (REC Ref: 16/YH/0508). 

 

What to Expect: 

After signing consent, you will be asked for your contact details (for 

postage of the self-help material) along with the following information: 

Demographic Information. 

• Age 

• Gender 

• Ethnicity 

• Marital Status 

Clinical Information. 

• Presenting Difficulties/Diagnoses 

• Dates and Types of previous treatment 
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• Treatment plan post-self-help 

 

Two weeks after signing consent, you will be contacted by telephone to 

confirm if you are still willing to take part in the research. If you decline, any data 

collected will be destroyed and you will be removed from the research, 

however, you will remain on the waiting list for therapy. 

If you still consent to take part, you will then be asked to begin completing 

four outcome measures on a weekly basis (preferably at the weekend). These 

outcome measures will measure: 

- Your emotional, psychological, and social well-being 

- The severity of any symptoms you may be experiencing 

- Your current life-functioning 

- Changes in psychological flexibility and value based living 

There will also be a fifth measure that looks at psychological flexibility which 

will be completed at the initial meeting with Kate French, on the 5th week of the 

intervention, and during the final meeting with Kate at the end of the research. 

You can choose to either complete these outcome measures via post, 

online, or on a phone application. If you choose to complete via post you will be 

provided with pre-paid envelopes for you to return your answers to the research 

team each week. In your initial meeting with Kate French she will show you how 

to complete these measures. 

These measures will be taken on a weekly basis for the duration of your 

participation. 

After completing these outcome measures on a weekly basis for a minimum 

of 3 weeks (maximum 7), you will begin receiving chapters of the self-help book 

through the post. These will be posted on a Friday and will be expected to arrive 

to your home on the Monday of each week. You will be posted a total of 10 

‘packs’ of self-help material over 10 weeks. The self-help material has been 
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divided up so that you should be able to complete each ‘pack’ by the end of 

each week. 

You will also begin receiving weekly 30-minute long phone call from an 

Assistant Psychologist. They will talk with you about the self-help material you 

have received that week and give guidance if needed. Dates and times of these 

phone calls will be arranged in your initial meeting with Kate French, however, 

they are likely to be Wednesdays or Thursdays. You will be given the schedule, 

and the name of the Assistant Psychologist, prior to beginning the intervention 

The 10 weeks will, therefore, likely follow the below schedule: 

Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

Receive 

self-help 

material 

through 

the post. 

  Receive 

phone call 

from 

Assistant 

Psychologist. 

  Complete 

weekly 

outcome 

measures. 

 

Following the completion of the 10 weeks, the lead researcher will 

contact you and arrange to meet with you for an informal 30-minute meeting. 

This will be to find out your opinion on the intervention and how helpful you 

found it. Please be aware that this meeting will be recorded. You will also be 

asked to complete the outcome measures one last time. This meeting will be 

held at the same place where you initially met Kate French (at your local NHS 

psychology service). 

 

What are the possible disadvantages of taking part? 

Participants need to be aware that the completion of the outcome 

measures will need to be done on a weekly basis. This is not expected to take 

any longer than 30 minutes. Participants are also encouraged to ensure they 

engage with the self-help material as much as possible in order to gain its full 
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benefits. Therefore, participants need to be willing to put in their own time for 

the duration of the research. 

If a participant is required to travel for any meetings with Kate French, 

their travel expenses will be reimbursed at a rate of 24p per mile. 

Taking part in this research will not remove you from the waiting list for 

psychological therapy. Your GP and the Adult Psychology and Psychotherapy 

Service (To whom you are currently referred) will be informed of your 

participation. 

 

If you have any problems during/following the intervention: 

Whilst the evidence for Acceptance and Commitment Therapy is strong, 

we recognise that it is not helpful for everyone and it can impact on an 

individual’s thoughts and feelings. We encourage participants to be open in 

regards to their mental health when receiving the phone support from the 

assistant psychologist. 

Participants may wish to seek external support. Below lists contact details 

for various support services: 

- NHS Crisis (Single Point of Access): 0303 123 4000 

- Samaritans (24 hours): 08457 909090, www.samaritans.org 

- You may also wish to visit your GP/health care professional. 

 

How your information will be used: 

The research will follow ethical and legal practice in regards to the 

handling of information about you. Your participation in the study, and any 

identifiable information, will be kept confidential. 

The data from the outcome measures and the post-intervention meeting 

will be anonymised and then analysed alongside the data from the other 

participants. Please be aware that should you withdraw from the research, any 

http://www.samaritans.org/
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data collected up until that point will be unable to be erased and may still be 

used in the research analysis. 

The data collected for the study will be looked at by authorised persons 

from the University of Lincoln who are organising the research. They may also 

be looked at by authorised people to check that the study is being carried out 

correctly. All will have a duty of confidentiality to you as a research participant 

and we will do our best to meet this duty.  

 

All information which is collected about you during the course of the 

research will be kept strictly confidential, stored in a secure and locked office, 

and on a password protected database.   

 

Your personal data (address, telephone number) will be kept for 7 years 

after the end of the study so that we are able to contact you about the findings 

of the study and possible follow-up studies (unless you advise us that you do 

not wish to be contacted).  All other data (research data) will be kept securely 

for 7 years.  After this time your data will be disposed of securely.  During this 

time, all precautions will be taken by all those involved to maintain your 

confidentiality, only members of the research team will have access to your 

personal data. 

 

Please be aware that if you disclose anything to the research team which 

we feel puts you or anyone else at any risk, we may feel it necessary to report 

this to the appropriate persons.  

Right to Withdraw: 

You are under no obligation to take part in this research. If you consent 

to taking part but then change your mind at any point, you are under no 

obligation to continue your participation. You may withdraw your participation at 

any point during the intervention without any negative consequences. 
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If you wish to continue the intervention, but no longer want to participate 

in the research then this is okay. Withdrawing your participation in the research 

will not prevent you from accessing the intervention.  

All data collected will be anonymised. This means that we will be unable 

to trace which contributions to the research are yours. Therefore, if you 

withdraw from the study, please be aware that you will be unable to withdraw 

any contributions that you have made prior to that point in time. 

 

Making a complaint: 

The research is being organised and funded by the University of Lincoln. 

If you wish to make a complaint in regards to the research, you can contact the 

School of Psychology Research Ethics Committee using the following contact 

details: 

 

School of Psychology Research Ethics Committee (SOPREC) 

College of Social Science 

University of Lincoln 

Brayford Pool 

Lincoln 

Lincolnshire 

LN6 7TS 

Email: soprec@lincoln.ac.uk 

 

What you need to do next: 

Please take your time to ask Kate French any questions about the 

research in your initial meeting. Do not consent to take part in the research until 

you have read this information sheet and had your questions answered. You 

may wish to have a look at the outcome measures and familiarise yourself with 

the timetable of participation. 



 

Page 374 of 433 
 

If you are wanting to take part in this research, then please read and sign 

the enclosed consent form and return to Kate French. Please be aware that you 

are under no obligation to take part and you can withdraw at any time. 

 

Thank you for taking the time to read through this information sheet. If 

you have any questions or require further information following the initial 

meeting with the researcher, then please contact us using the details at the 

bottom of this letter. 

Kind Regards, 

Kate French 

 

Contact Details: 

Chief Investigator:  

Kate French: 11591146@students.lincoln.ac.uk 

Supervised By: 

Dr Nima Moghaddam: NMoghaddam@lincoln.ac.uk 

Dr Thomas Schröder: Thomas.Schroder@nottingham.ac.uk 

Postal Contact Details: 

Department of Clinical Psychology 

Bridge House 

University of Lincoln 

Brayford Pool 

Lincoln 

Lincolnshire 

LN6 7TS 

 

mailto:11591146@students.lincoln.ac.uk
mailto:NMoghaddam@lincoln.ac.uk
mailto:Thomas.Schroder@nottingham.ac.uk
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Appendix D 

Consent Form 

 

CONSENT FORM 

Version 3 

Date: 15/02/17 

Title of Study: Guided Acceptance and Commitment Therapy (ACT) self-help 

for clients on a waiting list for psychological therapy  

IRAS ID: 215424 

REC ref: 16/YH/0508 

Name of Researcher: Kate French      

   

Name of Participant: ________________________________________  

Participant Contact Details: -

________________________________________  

         

________________________________________ 

         

________________________________________ 

 

1. I confirm that I have read and understand the information sheet 

version number 2 dated 05/01/16 for the above study and have 

had the opportunity to ask questions. 

Please initial box 

 



 

Page 376 of 433 
 

2. I understand that my participation is voluntary and that I am free to 

withdraw at any time, without giving any reason, and without my 

medical care or legal rights being affected. I understand that 

should I withdraw within the next two weeks then all of my data 

will be erased. I understand that, following this two-week period, 

any information collected cannot be erased and that this 

information may still be used in the project analysis. 

3. I understand that relevant sections of my medical notes and data 

collected in the study may be looked at by authorised individuals 

from the University of Lincoln, the research group and regulatory 

authorities where it is relevant to my taking part in this study. I give 

permission for these individuals to have access to these records 

and to collect, store, analyse and publish information obtained 

from my participation in this study. I understand that such 

information will be kept for 7 years before being securely disposed 

of, and that any personal details will be kept confidential. 

4. I understand and agree that multiple outcome measures will be 

taken during the research for the analysis of the impact of the 

intervention on my well-being. 

5. Consent for storage and use in possible future research 

(Optional)  

I agree that the samples I have given and the information 

gathered about me can be stored by the administration staff at the 

University of Lincoln, for possible use in future studies. I 

understand that some of these studies may be carried out by 

researchers other than current team of researchers, who ran the 

first study, including researchers working for commercial 

companies. Any samples or data used will be anonymised, and I 

will not be identified in anyway. 

6. I understand that discussions held in the post-intervention interview 

will be audibly recorded and transcribed. I agree that the recording 
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can be sent through a secure system to an external transcription 

service, and that this service will be bound under a confidentiality 

agreement to keep my information confidential. 

7.  I understand that, should I lose my capacity to consent during my 

participation, I will be removed from the research. I understand that 

any data collected prior to this point cannot be erased and that this 

information may still be used in the project analysis. 

7. I agree to my GP being informed of my participation in this study. 

8. I agree to take part in the above study. 

 

________________________ ______________     ____________________ 

Name of Participant    Date          Signature 

 

________________________ ______________     ____________________ 

Name of Person taking consent  Date          Signature 

3 copies: 1 for participant, 1 for the project notes, and 1 for the medical notes 
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Appendix E 

Demographic Form 

Participant ID  

Please conceal ID number when creating photocopy for service. 

Full Name  

House Address  

Phone Number  

Back-up Number  

Email Address  

Birth Date  

Age  

Gender  

Ethnicity  

Marital Status  

Presenting 

Difficulties/Diagnosis 

 

 

 

 

Dates and types of 

previous treatment 

 

 

 

 

 

Treatment plan post-

self-help 

 

 

 

 

 

GP Name and 

Address 
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Appendix F 

GP Letters 

GP ADDRESS 

PSYCHOLOGY SERVICE ADDRESS 

DATE 

 

Dear Dr X, 

Re: Mr/Miss/Mrs X; NHS No.; D.O.B.; 

We are writing to inform you that the above-named patient has recently 

consented to take part in a new guided self-help intervention that is currently 

being offered to a number of clients on the waiting list for psychological therapy. 

This intervention is based on Acceptance and Commitment Therapy and is a 

ten-week program where the patient will receive a weekly pack of 1-2 chapters 

from the book “Get out of your mind and into your life” by Hayes and Smith 

(2005). Alongside this, they will also be receiving weekly 30-minute phone calls 

from an Assistant Psychologist to guide them through the material and 

exercises. 

This intervention is currently being offered as part of research being 

conducted by the University of Lincoln into the efficacy and processes of guided 

ACT self-help. Therefore, alongside the intervention, patients will also be asked 

to complete outcome measures on a weekly basis. These are estimated to take 

30 minutes a week. The patient will also have a semi-structured interview with 

the lead researcher, Kate French, at the end in order to reflect on any changes 

that may have occurred and to debrief from the research process. 

As Mr/Miss/Mrs X has already consented to take part in the research, 

there is nothing further you need to do. However, if you have any queries or 

concerns about their involvement then please do not hesitate to get in touch 

with the service and/or research team (details below). 
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Miss Kate French 

Trent Doctorate in Clinical Psychology 

Bridge House 

University of Lincoln 

Brayford Pool 

Lincoln 

Lincolnshire 

LS6 7TS 

15591146@students.lincoln.ac.uk 

 

Please be aware that participating in the intervention will NOT remove 

Mr/Miss/Mrs X from the waiting list for psychological therapy. 

 

Kind Regards, 

Clinical Psychologist
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GP ADDRESS 

PSYCHOLOGY SERVICE ADDRESS 

DATE 

 

Dear Dr X, 

Re: Mr/Miss/Mrs X; NHS No.; D.O.B.; 

As you are aware, the above-named patient recently consented to take 

part in a guided self-help acceptance and commitment therapy intervention as 

part of research being conducted by the University of Lincoln. 

We are writing to inform you that the above-named patient has now 

completed their involvement within the research. As previously explained, they 

are still on the waiting list for psychological therapy within the service and their 

place on the waiting list has not been impacted upon by their involvement. 

If you have any queries or concerns about their involvement, then please 

do not hesitate to get in touch with the service and/or research team (details 

below). 

Miss Kate French 

Trent Doctorate in Clinical Psychology 

Bridge House 

University of Lincoln 

Brayford Pool 

Lincoln 

Lincolnshire 

LS6 7TS 

15591146@students.lincoln.ac.uk 

Kind Regards, 

Clinical Psychologist 
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Appendix G 

Book Permissions 

 

 

Email To: Author of self-help book 

Sent: 27 February 2016 12:40 

Subject: IMPORTANT: New Research using your Self-Help Book 

 

My name is Kate French and I am currently a Trainee Clinical Psychologist on 

the Trent Doctorate in the UK. I am contacting you because I am interested in 

using your book ‘Get Out of Your Mind and Into Your Life. The New Acceptance 

and Commitment Therapy.’ in my research project. However, I did not want to 

use any content from the book without first asking your permission! 

  

To give a bit of context, there is currently massive waiting list for individual 

psychological therapy and many individuals are left waiting for a number of 

years. I want to be able to provide some guided self-help interventions to help 

those individuals survive the wait. Due to ACT being trans-diagnostic it made 

sense to develop the guided self-help using ACT material. The guided self-help 

would be individuals receiving different materials each week and having regular 

phone support and guidance from the Assistant Psychologists within the service 

(NHS Lincolnshire Partnership Foundation Trust, UK). 

  

My research aims to do the following four things: 

1) Develop the ACT guided self-help intervention 

2) Assess the feasibility of using the intervention within the NHS (Focus group 

and initial trials) 

3) Assess the efficacy of the intervention through a single-case experimental 

design 

4) Synthesise the findings with service evaluation data and qualitative feedback 

from clients and the service 
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For the ACT self-help intervention, I would love to be able to use material from 

your book. I will likely be changing some things in order to fit it into the service 

provision and reflect any feedback that I get from the focus group and initial 

trials. However, I do not feel comfortable using the content of the book without 

discussing it with you first. Your book will be referenced multiple times 

throughout the research, and I will happily send you the write up of the research 

when it has been completed. 

  

Please feel free to share any concerns you may have and ask me any 

questions. I look forward to hearing your opinion on the idea! I have CC’ed in 

my two research supervisors, so feel free to contact them if you need to. 

  

 

Email From: Author of self-help book 

Sent: 27 February 2016 12:40 

Subject: IMPORTANT: New Research using your Self-Help Book 

 

You can certainly use the ideas/metaphors etc. 

  

If you are reproducing many sections of the book without change, that is a 

copyright issue.I don't hold it ... New Harbinger does. They are good people 

though. They sell the book at cost for people doing research on it. 

  

So, you can't just Xerox it en mass ... but could you tweak the language and put 

it in a web based program or whatever ... sure.    

Could you have a therapist manual that covering this word for word?  Sure. 

Could you create a set of handouts? I think so. 

  

But if it is not to a creepy level, I personally would just acknowledge the source 

and do the project. 
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Copyright Information checked on New Harbinger Website: 

www.newharbinger.com/rights-and-permissions 

 

“Thesis and dissertation writers and other students: properly cited, limited use of 

material from New Harbinger books in theses and dissertations and in academic 

work typically does not require permission, so long as you don't plan to publish 

and distribute copies of your academic work for sale (releasing your work to 

thesis and dissertation subscription databases intended for research, though, is 

fine).” 
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Appendix H 

Weekly Scripts for Guided Phone calls 

 

Week One 

Chapters Included 

• Introduction (p. 1-9) 

• Chapter 1 (p. 10-18) 

 

Summary 

Introduces existentialist stance. Pain is normal and everyone has it. 

However, you can choose whether to suffer and struggle against it. Problems 

arise when we let pain get in the way of the life we value. Learning to recognize 

your pain/suffering and radical acceptance of it. Acceptance is not the same as 

giving up, but rather living alongside your pain in order to live a valued life. 

 

Metaphors 

• Choosing to leave the battlefield rather than win the war (p. 2-3) 

• Better to get with the quicksand rather than struggle and sink (p. 3-5) 

 

Exercises 

• Your Suffering Inventory (p. 14-15): Create a list of painful and 

difficult issues you experience. Then rank in terms of impact of life. 

Then draw lines linking the issues that are connected with each other. 

• The Pain is Gone, Now What? (p. 16-17): Use items from suffering 

inventory and complete the following sentence: If … wasn't such a 

problem, then I would…  Do for a few different items on the inventory. 
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Discussion 

• Initial thoughts on the intervention. Any shock about existentialist 

stance? 

• Check understanding that acceptance is not same as giving up 

• Have they completed Your Suffering Inventory? How did they find 

it? Did it bring anything up? 

• Have they completed The Pain is Gone, Now What? How did they 

find it? Did it bring anything up? 

• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm date of next delivery/next phone call 
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Week Two 

Chapters Included 

• Why Language Leads to Suffering (p. 19-37) 

 

Summary 

Introduces Relational Frame Theory and the benefits (communication, 

problem solving) and disadvantages (mental distress) of language. It covers the 

derived relations between the Gub-Gub going “Woo” to demonstrate our 

automatic relational skills. It then explains how such language ‘relations’ can 

cause distress before giving examples of how thought suppression doesn’t 

work. Gives a strong emphasis on how avoidance of thoughts and emotions 

doesn’t work and asks reader to identify their own coping strategies so they can 

begin recognising those strategies that maybe aren’t working. Finishes by 

introducing the idea of cognitive diffusion through the mind-train metaphor. 

 

Metaphors 

• The Shark Tank Polygraph. Don’t get anxious otherwise you will fall 

in the tank! (p. 34) 

• The Mind Train. Can you get off the train and choose for yourself the 

direction you want your life to go in (p. 36-37) 

 

Exercises 

• Relate Anything to Anything Else (p. 20-21): Write down two 

concrete nouns (e.g. animal or object). Practice relating them in 

different ways such as ‘how are they alike’, ‘how is one better than 

the other’, etc. Demonstrates that the mind can always make 

relations, however weird they may be. 
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• A Screw, a Toothbrush, and a Lighter (p. 24-25): Imagine you had 

a screw that you need to get out of a board but you only have a 

toothbrush and a lighter to do so. How would you do it? Demonstrates 

the benefit of the minds ability to use time travel for problem solving. 

• A Yellow Jeep (p. 27-28): Imagine a yellow jeep. Now try to 

suppress all thoughts of the jeep and record how much you thought of 

it. Now allow yourself to think anything, how much did you think of the 

yellow jeep this time? Demonstrates how thought suppression can 

make our thoughts occur more often. 

• Don’t Think About Your Thoughts (p. 29): Write down a thought 

that causes you suffering. Do the same with this thought as you did 

with the Yellow Jeep exercise above. 

• Coping Strategies Worksheet (p.31-32): Write down painful 

thoughts and feelings and current strategies and then rate the 

strategies for how effective they are in the short- and long- term.  

• Coping Strategies Diary (p. 32-33): A way to record distressing 

thoughts/feelings in a diary form to help you to work out what your 

current coping strategies are. 

 

Discussion 

• Initial thoughts on this week’s material. Recognition that some of the 

theory based discussions may be confusing or feel irrelevant.  

• Have they completed Relate Anything to Anything Else? How did 

they find it? Did it bring anything up? Check understanding that it 

should demonstrate how well the mind can make random 

connections. 

• Have they completed A Screw, a Toothbrush, and a Lighter? How 

did they find it? Did it bring anything up? Check understanding that it 

demonstrates the benefit of the minds ability to use time travel for 

problem solving. 

• Have they completed A Yellow Jeep and Don’t Think About Your 
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Thoughts? How did they find them? Did they bring anything up? 

Check understanding that thought suppression doesn’t work. Link to 

Shark Tank Polygraph. 

• Have they completed Coping Strategies Worksheet/Diary? How did 

they find it? Did it bring anything up? Have they identified any coping 

strategies that they use that aren’t helpful? 

• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm date of next delivery/next phone call 
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Week Three 

Chapters Included 

• The Pull of Avoidance (p. 38-48) 

• Letting Go (p. 49-59) 

 

Summary 

Introduces the idea that society has raised us to suppress and avoid our 

negative thoughts and emotions. Strong emphasis on examples of how and why 

avoidance doesn’t work. It then asks the reader to give themselves a break and 

understand that it is not their fault that they have spent so long struggling and 

avoiding. Moves on to introduce simple mindful techniques of observing internal 

experiences. Then the second half of the content focuses on describing 

willingness, how lack of willingness is linked to distress, and creating reasons 

and motivation to be more willing in life. 

 

Metaphors 

• The Metaphor of the Hungry Tiger (p. 42): The tiger is your anxiety. 

The more you feed it, the bigger and scarier it will get. Demonstrates 

how avoidance strategies can make the situation worse in the long 

run. 

• The Chinese Finger Trap (p. 42-43): The harder you pull, the 

smaller the tube becomes, and the stronger it holds your fingers. 

Demonstrates how the more you struggle to avoid 

experiences/emotions/thoughts, the more trapped you will be. 

 

Exercises 

• Why We Do What Can’t Work (p. 38-41): Five questions that get 
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you thinking about how your upbringing and society may have 

contributed to the false belief that you must control your thoughts and 

feelings in order to be happy. 

• The Blame Game (p.43-44): Write down examples of blaming 

yourself of others for negative events, and score how 'empowering' 

that blame was. Demonstrates how unhelpful blame is. 

• Judging Your Own Experience: Examining What Works (p. 45-

46): Daily diary rating the pain, struggle, and workability of each day. 

Asks the reader to practice observing thoughts/feelings rather than 

controlling them. 

• What Are You Feeling and Thinking Now? (p. 47-48): List any 

thoughts and feelings you are having now about the difficulties that 

motivated you to take part in this self-help.  

• Why Willingness? (p.55): Write down four of your own reasons for 

why you want to accept willingness into your life. 

• Be Willingly Out of Breath (p.56-58): Mindful activity of holding the 

breath for as long as possible and observing the physical and mental 

experiences that occur as a result. Reader was asked to do this 

initially on page 49 and can see whether they were able to hold their 

breath for longer following reading about ‘willingness’.  

 

Discussion 

• Initial thoughts on this week’s material. Recognition that society 

teaches us to hold in and avoid negative thought/emotions, but this 

self-help is stating that we should willingly allow these negative 

thoughts/emotions into our lives. 

• Have they completed Why We Do What Can’t Work? How did they 

find it? Did it bring anything up?  

• Have they completed The Blame Game? How did they find it? Did it 

bring anything up? Were they able to think of times that they had 

blamed themselves or others? Did it work? 
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• Have they completed Judging Your Own Experience: Examining 

What Works and What Are You Feeling and Thinking Now? How 

did they find them? Did they bring anything up? What did they 

observe? Were they able to sit with these observations without 

getting caught up in them?  

• Have they completed Why Willingness? How did they find it? Did it 

bring anything up? What reasons have they thought of? Check 

understanding of what willingness means. 

• Have they completed Be Willingly Out of Breath? How did they find 

it? Did it bring anything up? Did they manage to hold their breath for 

longer? 

• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm date of next delivery/next phone call 
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Week Four 

Chapters Included 

• The Trouble with Thoughts (p. 60-82) 

 

Summary 

Introduces the idea of how we take thoughts as fact and can blindly follow 

them without realising it. Explains that thoughts have evolutionary advantages 

but as a result we can’t turn off ‘thinking’. Therefore, reader is encouraged to 

instead observe thoughts and how they can be helpful in problem solving, but 

unhelpful when the thoughts and emotions are themselves relationally 

described as “bad”. Therefore, can the reader begin to observe thoughts and 

emotions without judging them? The reader is then asked to record their 

thoughts and emotions over four days and create mini-formulations of triggers, 

reactions, and thoughts. It then finishes with a mindful exercise of observing the 

mind-train. 

 

Metaphors 

• Thoughts are like signs on the road and, like when we zone out while 

driving, we tend to follow them as fact even if they take us the wrong 

direction. Instead of trying to scribble on the signs and change their 

content, ACT instead encourages observation of the signs but to 

choose your own path. 

• We Are Fish Swimming in Our Thoughts (p. 62): Thoughts are to 

us like water is to fish. They are there all the time so we stop noticing 

their presence and impact on our life. We can’t live without thoughts 

(like fish can’t live without water) but we can become aware of them. 

• We swallow our saliva all the time, but it is disgusting imagining 

drinking it from a glass. Although the physiological functions of saliva 

are not aversive, the functions of language can make them so. 
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Demonstrates power of cognitive fusion. (p. 63-64). 

• Reference again to the Mind-Train. This time standing on bridge over 

three slow moving mining train. One contains sensations, 

perceptions, and emotions. One contains thoughts and evaluations. 

One contains urges to act or avoid. Metaphor of how our mind tries to 

pull us onto the trains rather than observe. (p. 80-81). 

 

Exercises 

• What Are You Thinking Right Now? (p. 62-63): Write down all the 

thoughts you are having right now. Demonstrates how our minds are 

constantly talking all day and we don’t even notice it until we pay 

attention. 

• Your Daily Pain Diary (p. 70-77): For four consecutive days, the 

reader is asked to record events that caused distress 

(anxiety/pain/sadness/etc.). They record triggering events, the 

experienced distress, and the thoughts that came up for them. 

• Looking at Your Daily Pain Diary (p. 78-79): Look back over the 

completed Pain Diary and look for any patterns. Write down situations 

that most often trigger distress, what the form of distress tends to be, 

and the most recurring thoughts that tend to appear. Are there any 

patterns or formulations that you can spot? 

• Watching the Mind-Train (p. 80-82): Mindful exercise of picturing 

the three mind-trains (sensations, thoughts, urges) but remaining on 

the bridge to observe rather than get swept along. Record the content 

of each of the three trains. Then record what content was able to 

sweep you off of the bridge. 

 

Discussion 

• Initial thoughts on this week’s material. Recognition that observing 

and getting in touch with negative thoughts and emotions can feel 
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painful when we have avoided them for so long. 

• Have they completed What Are You Thinking Right Now? How did 

they find it? Did it bring anything up? Did they find that their mind was 

really chatty? 

• Have they completed Your Daily Pain Diary and Looking at Your 

Daily Pain Diary? How did they find them? Did they bring anything 

up? What patterns were they able to find? Maybe help them to 

formulate these patterns. 

• Have they completed Watching the Mind-Train? How did they find 

it? Did it bring anything up? What content did they have on their 

trains? What content did they find most easily swept them off the 

bridge and onto the train? 

• Have they completed Be Willingly Out of Breath? How did they find 

it? Did it bring anything up? Did they manage to hold their breath for 

longer? 

• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm date of next delivery/next phone call 
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Week Five 

Chapters Included 

• Having a Thought Versus Buying a Thought (p. 83-101) 

• If I’m Not My Thoughts, Then Who Am I? (p. 102-120) 

 

Summary 

Introduces the idea of cognitive defusion and how thoughts should be 

observed rather than followed. Focuses on giving the reader multiple 

techniques on how to distance themselves from their thoughts. Moves on to 

consider self-conceptualisations and the three senses of self: Conceptualised 

Self, Self and a Process of ongoing Self-Awareness, and the Observing Self. 

Begins to introduce mindfulness exercises to allow the individual to experience 

the observing self. 

 

Metaphors 

• Imaging thoughts as if they are leaves floating along a stream. Goal is 

to allow the leaves/thoughts to keep of flowing rather than picking 

them up. (p. 91-92). 

• The Chess Metaphor (p. 111-112). The pieces on the board are your 

positive and negative emotions/feelings. Each side is fighting to win. 

Instead of being in the war can you instead be the chessboard? You 

are still in touch with all the pieces but you no longer have to struggle. 

Exercises: 

• Initial thoughts on this week’s material. Recognition that some of the 

cognitive defusion exercises often feel a bit silly, but that they can be 

powerful in changing how we relate to our thoughts. Reminder that 

such defusion techniques should be practiced in the long term until it 

becomes natural. 
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• Say the Word “Milk” as Fast as You Can (p. 86-87): Repeat the 

word “milk” over and over for 25 seconds. Record how the meaning of 

the word changes the more you repeat it. Then try it again with a 

negative thought you have about yourself. Demonstrates how words 

are just words and have no power over you. 

• Labelling Your Thoughts (p. 90): Practice labelling your thoughts, 

feelings, memories, sensations, and urges. For example, “I am having 

the thought that…” Encourages reader to utilise this type of self-talk 

to enable them to maintain distance from their thoughts. 

• Floating Leaves on a Moving Stream (p. 91-92): Imagine a stream 

with leaves flowing along. Each time a thought pops up, put it on a 

leaf. If you get caught up with a leaf, then notice it happening and 

step back to side of the stream and begin again. Write down your 

experiences doing this exercise. 

• Describing Thoughts and Feelings (p. 92-94): Think of a painful 

thought and give it a colour, size, shape, etc. Reflect on how you feel 

about this ‘creature’ and any feelings of resistance you may have. 

Then give this feeling/resistance a colour, size, shape, etc. Can you 

‘drop the rope’ and let these creatures back in? 

• Exploring the Difference Between Descriptions and Evaluations 

(p. 96-97): Practice writing the ‘descriptions’ and ‘evaluations’ 

separately for a tree, a movie, and a friend. Then do the same for a 

painful emotion you have experienced. 

• Creating Your Own Cognitive Defusion Techniques (p. 100): 

Write down a thought you are struggling with. Then think of a time 

when you might notice the same words but not get caught in a 

struggle (e.g. as a headline in The Sun). Then try and right your 

thought in a similar way (e.g. as if it was a headline). Reflect on the 

experience. 

• Retelling Your Own Story (p. 106-108): Write the story of your 

suffering, the main problems, history, etc. Go back and underline the 

facts. Now take just these facts and write a completely different story. 
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Demonstrates how it is not necessarily the facts that determine our 

‘life story’ but rather our conceptualization of those facts. 

• Experientially, I’m Not That (p. 113): Stare at a spot on the wall 

whilst breathing deeply. Experience that you are not the wall, and 

remain mindful of the wall by returning your thoughts to it each time 

your mind drifts. Feel the difference between the ‘observing self’ and 

the ‘events observed’. Practice with other objects then close your 

eyes and practice it with your thoughts. 

• Tracking Your Thoughts in Time (p. 116-117): As thoughts pop into 

your head, using your finger along the timeline, track whether the 

thoughts are past, present, or future. Reflect on experience. 

• Watching Bodily Sensations (p. 117-118): Observe your physical 

bodily sensations and at the same time point to the words that 

describe it and the location on the body drawn in the book. Reflect on 

the experience. 

• Defusing from Implicit Evaluations (p. 119-120): Become mindful 

of the present moment and observe your experiences. At the same 

time observe any judgments you make and use your finger to track 

their strength and whether they are good or bad on the diagram in the 

book. Reflect on the experience. 

 

Discussion 

• Initial thoughts on this week’s material. Recognition that observing 

and getting in touch with negative thoughts and emotions can feel 

painful when we have avoided them for so long. 

• Have they completed Say the Word “Milk” as Fast as You Can? 

How did they find it? Did it bring anything up? Did the meaning of the 

words change? 

• Have they completed Labelling Your Thoughts? How did they find 

it? Did it bring anything up? Are they going to keep practicing ‘I am 

having the thought that...’? 
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• Have they completed Floating Leaves on a Moving Stream? How 

did they find it? Did it bring anything up? Was it easy or hard to not 

get swept away with the stream? 

• Have they completed Describing Thoughts and Feelings? How did 

they find it? Did it bring anything up? What did their creatures look 

like? Was it easy or hard to let the creatures back in? 

• Have they completed Exploring the Difference Between 

Descriptions and Evaluations? How did they find it? Did it bring 

anything up? Can they explain the difference between descriptions 

and evaluations? 

• Have they tried any of the Cognitive Defusion Techniques listed on 

pages 98-99? Which ones did they like? Were they able to think up 

any of their own in Creating Your Own Cognitive Defusion 

Techniques? 

• Have they completed Retelling Your Own Story? How did they find 

it? Did it bring anything up? Were they able to create a whole new 

story with the facts? 

• Have they completed Experientially, I’m Not That? How did they 

find it? Did it bring anything up? Did it feel strange to stare at the 

wall? Did they manage to experience the observing self? How did that 

feel? 

• Have they completed Tracking Your Thoughts in Time, Watching 

Bodily Sensations, and Defusing from Implicit Evaluations? How 

did they find them? Did they bring anything up? How easy was it to 

track such experiences? Did they learn anything about how their 

feelings, sensations, judgments, etc. change over time? 

• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm date of next delivery/next phone call 
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Week Six 

Chapters Included 

• Mindfulness (p. 121-137) 

 

Summary 

This section introduces a variety of different mindfulness activities that can 

be used in different situations with elements of defusion. It emphasises the 

importance of not getting caught up in your thoughts and has an in-depth 

description of how to meditate 

 

Exercises 

• Be Where You Are (p.123-125): Whole body scan with a space at 

the end to reflect on their experience. 

• Silent Walking (p.125): Mindfully walking around a garden or street 

and being mindful of thoughts that appear whilst walking. Option to 

label thoughts and say aloud to help with defusion e.g. saying “stress, 

stress, stress” if you identify stressful thoughts during the walk.  

• Cubbyholing (p.125-126): Verbally categorising what comes up in 

the mind as either; emotion, thought, bodily sensation, evaluation, 

urge, or memory. 

• Eating Raisins (p.126-127): Mindfully eating raisins. Space at the 

end to reflect on their experience.  

• Drinking Tea (p.127-128): Mindfully drinking a cup of tea with space 

at the end to reflect on their experience. 

• Eating Mindfully (p.129): Mindfully eating a meal, paying attention to 

each bite of food. 

• Listening to Classical Music (p.129-130): Mindfully listen to a piece 

of music, paying attention to the various instruments and noticing how 
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the mind may try to get swept away with the overall music. 

• Be Mindful of Your Feet While You Read This (p.130-131): Read a 

nursery rhyme out loud whilst being mindful of your feet. 

• Just Sitting (p.132-136): In-depth description of how to meditate, 

taking into consideration when, where, and how. 

 

Discussion 

• Initial thoughts on this week’s material. Recognition of how difficult it 

is to not get caught up in our thoughts. 

• Have they completed Be Where You Are? How did they find it? Did it 

bring anything up? What did they notice? 

• Have they completed Silent Walking? How did they find it? Did it 

bring anything up? What did they notice? 

• Have they completed Cubbyholing? How did they find it? Did it bring 

anything up? What did they notice? 

• Have they completed Eating Raisins? How did they find it? Did it 

bring anything up? What did they notice? 

• Have they completed Drinking Tea? How did they find it? Did it bring 

anything up? What did they notice? 

• Have they completed Eating Mindfully? How did they find it? Did it 

bring anything up? What did they notice? 

• Have they completed Listening to Classical Music? How did they 

find it? Did it bring anything up? What did they notice? Were they able 

to focus their attention on the specific sounds and instruments 

individually? 

• Have they completed Be Mindful of Your Feet While Reading 

This? How did they find it? What did they notice? Were they able to 

remain mindful while reading the nursery rhyme? Did they notice their 

attention shifting between the two? 

• Have they completed Just Sitting? How did they find it? What did 

they notice? 
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• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm date of next delivery/next phone call 
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Week Seven 

Chapters Included 

• What Willingness Is and Is Not (p.138-152) 

 

Summary 

This section introduces the link between acceptance and willingness. It 

explains how we can struggle to resist, ignore, and buy into our pain, but 

describes a way in which we can live alongside it and to give up the struggle 

with it. It explains how we might not want pain, and actively try to avoid painful 

experiences, but becoming willing to experience these regardless. 

 

Metaphors 

• Aunt Ida (p.143-144): Aunt Ida represents the feelings, memories 

and thoughts that emerge that you don’t like. The metaphor explains 

that by attempting to make her go away, you are sacrificing your 

quality of life and ability to experience the more positive things. By not 

struggling with the pain, you are allowing it to come and go as it 

pleases. It also explains how willingness is not the same as wanting. 

 

Exercises 

• What needs to be accepted? (p.140-142): Write down the 

memories, images, sensations, emotions, thoughts, and behaviours 

that you are avoiding. Then write down what avoiding these things 

costs you. 

• Willingness is not conditional (p.144-145): Write down some 

examples of times or experiences in half-measures simply wouldn’t 

work. 
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• The Pain in Your Head (p.149-150): In the diagram of the head, 

write down troublesome emotions, memories, thoughts, sensations, 

or urges. 

 

Discussion 

• Initial thoughts on this week’s material. Recognition the willingness 

can involve embracing pain, rather than resisting or ignoring it. 

Understanding the links to acceptance. 

• Have they completed What Needs to Be Accepted? How did they 

find it? Did it bring anything up? Were they able to think of 

experiences they had been avoiding? 

• Have they completed Willingness Is Not Conditional? How did they 

find it? Did it bring anything up? Were they able to think of times 

when half measures were not enough and why? 

• Have they completed The Pain in Your Head? How did they find it? 

Did it bring anything up?  

• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm date of next delivery/next phone call 
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Week Eight 

Chapters Included 

• Willingness: Learning How to Jump (p.153-174) 

 

Summary 

For the purpose of this section, the reader is asked to think of a “target” 

which is referred back to throughout this section. The target should be a painful 

emotion, thought, belief, or memory that has caused avoidance. It then 

introduces willingness and the idea of letting all experiences/feelings into their 

life, including this target, regardless of any judgments that may previously have 

been made (e.g., Good/bad). By using cognitive defusion techniques of 

physicalizing their target the client is then encouraged to take the new ‘form’ or 

‘creature’ willingly into their life without judgment. Finishes by suggesting small 

graded exposure techniques to practice such willingness in real life scenarios. 

 

Exercises 

• The Willingness Scale Worksheet (p.154-156): The reader is asked 

to think of something that is causing pain and are avoiding. It then 

asks them to consider the two dials referred to in week 2 and 

evaluating their willingness and limitations to their willingness.  

• Physicalising (p.157-158): The reader is asked to imagine a painful 

thought, emotion, or belief as a physical item in front of them. It 

encourages them to visualise it fully and to see it as a pile of rubbish 

– not defining them or as self-referential. 

• Giving Your Target a Form Works (p.158-161): The reader is asked 

multiple questions encouraging them to allow their target to take on a 

physical form. It asks them to consider some of the negative reactions 

we have to the target and to then do the same with those. It then asks 

them to take them back inside them willingly like welcoming a guest. 
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• The Tin-Can Monster (p.162-170): Get in touch with the ‘target’ 

previously identified earlier on. Break it up into physical sensations, 

emotions, urges, thoughts, and memories. Then break down your 

reactions to each of these experiences. Reflect on any connections 

between the physical sensations, emotions, urges, thoughts, 

memories, and current experiences. Each of the pieces are parts of 

the Tin-Can Monster. Can you allow each of these parts into your life 

without allowing them to play a destructive role? 

• Acceptance in Real-Time (p.170-174): List some scenarios that 

could cause the target to show itself and rank them 1-10. Asks the 

reader to complete graded exposure work with these scenarios. 

 

Discussion 

• Initial thoughts on this week’s material. Recognition that being 

willing/accepting of bad thoughts/feelings is easier said than done. 

Confirmation that it is not acceptance of bad things that may have 

happened to them (e.g. Nothing condones abuse etc.) but rather 

acceptance of bad feelings etc. that are currently in their life. 

• Have they completed The Willingness Scale Worksheet? How did 

they find it? Did it bring anything up? Did they find the radio dial 

metaphor easy to understand? 

• Have they completed Physicalising and Giving Your Target a Form 

Works? How did they find them? Did they bring anything up? Were 

they able to give forms to their target? How easy was it to accept the 

target back? 

• Have they completed The Tin-Can Monster? How did they find it? 

Did it bring anything up? Recognition that it was a big exercise. What 

do they think about their tin-can monster now?  

• Have they completed Why Willingness? How did they find it? Did it 

bring anything up? What reasons have they thought of? Check 

understanding of what willingness means. 
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• Have they completed Acceptance in Real-Time? How did they find 

it? Did it bring anything up? Have they thought of ways to begin trying 

willingness in real life scenarios? What scenarios are they going to try 

and when? Can they try something this week and report it back to 

you? 

• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm date of next delivery/next phone call 
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Week Nine 

Chapters Included 

• What are Values? (p. 175-187) 

• Choosing Your Values (p. 188-201) 

 

Summary 

Begins by reminding the reader that regardless of thoughts/feelings/etc. they 

are ultimately in charge of the direction that they want their life to take. 

Introduces the idea of values and spends time to clearly define what they are 

and are not.  It then moves on to get the reader to begin to consider what they 

want their life to be about, how do they want to be remembered by others? The 

ten value domains are then introduced and the reader asked to write down and 

rank their chosen values. 

 

Metaphors 

• Instead of allowing the passengers on your bus (Thoughts and 

feelings) to decide where you drive (How you live your life), can the 

reader instead accept that the passengers are there but choose their 

own route to drive regardless of what they are saying? (p. 175-176) 

 

Exercises 

• Making a Choice (p.179-181): Asks reader to choose between the 

letters A and Z. Can they make the choice regardless of any reasons 

that may pop up into their head? Gets them to keep trying again and 

again and reflects on how the mind hates not making choices based 

on reason. Demonstrates how with practice we can follow values 

regardless of what our minds say. 

• Attending Your Own Funeral (p.157-158): The reader is asked to 

imagine that they have died. They are then asked to write two 
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eulogies: (1) what they are scared others might say and what the 

person giving the eulogy might secretly be thinking (2) what they 

would really want the eulogy to say. They are then asked to write 

what they would want to see written on their headstone. 

• Ranking and Testing Your Values (p.199-200): The reader is asked 

to write down their values in each of the ten domains. Then, for each 

value, they rank its level of importance and the level that it is currently 

being met. The difference in these values is then calculated to work 

out the values that need some more time dedicated to them if 

possible. 

 

Discussion 

• Initial thoughts on this week’s material. Recognition that it is quite 

morbid when asking reader to imagine they have died. Have they 

coped with this okay? What are their initial thoughts on the ideas of 

living by values? Have they grasped what values are? 

• Have they completed Making a Choice? How did they find it? Did it 

bring anything up? How much did their mind struggle against the idea 

of making a choice regardless of what thoughts were coming up? 

• Have they completed Attending Your Own Funeral? How did they 

find it? Did it bring anything up? Recognition that it is a morbid 

exercise and that it can be upsetting if as a result you find out that 

you are not living the life you want to be remembered for. Did it reveal 

anything for them about what they want to change? 

• Have they completed Ranking and Testing Your Values? How did 

they find it? Did it bring anything up? What values did they create? 

Check that each one is a value (e.g. a direction rather than a goal).  

Also, remind client that you can’t ever expect to manifest every value 

to the level of 10, but rather life is about increasing the levels over 

time and making recognition to the fact that the importance of each 

value can fluctuate over time. 
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• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm date of next delivery/next phone call 
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Week Ten 

Chapters Included 

• Committing to Doing It (p. 202-223) 

• Choosing Your Values (p. 224-227) 

 

Summary 

Begins by asking the reader if they are now ready to willingly step into a new 

life direction and states that this week’s content is about making those steps. It 

then introduces the role of goals as a way to make such values a reality. It asks 

the reader to pick one value and to then begin creating long term goals that are 

then broken into short-term goals. These are then broken down further into 

actions and the reader is encouraged to start these actions today. Makes 

recognition to potential barriers and helps reader to think of ways to overcome 

these. Concludes by summarising the work conducted and the overall 

messages that ACT encourages.  

 

Metaphors 

• Instead of allowing the passengers on your bus (Thoughts and 

feelings) to decide where you drive (How you live your life), can the 

reader instead accept that the passengers are there but choose their 

own route to drive regardless of what they are saying? (p. 175-176) 

 

Exercises 

• Goals Worksheet (p. 205-207): Asks reader to select a value and 

create 2+ long term goals that will help them to manifest that value. 

They are then asked to break each of the long-term goals into 3 short 

term goals. 

• Making Goals Happen Through Action (p. 208-209): The reader is 
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reminded that goals are only helpful if they are willing to plan and 

complete the actions that are required to meet it. Asked to take a 

short-term goal and break it down into actions and sub-actions. 

Encourages reader to start these actions today. 

• Expected Barriers (p. 211): The reader is asked to write down the 

potential barriers that may get in their way. Next to each barrier they 

are asked to write what ACT strategies they could use to overcome 

such barriers. 

• Valued Living (p. 219-221): Asks reader to record the importance 

and manifestations of each of their values over the next few weeks. 

Allows them monitor how such thing can fluctuate as well as be a 

prompt to work more on a value that may be being missed. 

 

Discussion 

• Double check that client aware that this is last week/last phone call 

• Initial thoughts on this week’s material. Did they find it easy or hard to 

create goals? Check understanding that values are directions whilst 

goals are ways in which to walk in that direction. Values are not 

obtainable whilst goals are.  

• Have they completed Goals Worksheet and Making Goals Happen 

Through Action? How did they find them? Did they bring anything 

up? What value did they choose and what goals, actions, and sub-

actions did they create? Check that goals/actions are SMART. 

Encourage client to repeat with their other values if they have not 

already done so. Has the client identified anything that they can do 

today? 

• Have they completed Expected Barriers? How did they find it? Did it 

bring anything up? Have they been able to come up with ACT 

strategies to overcome these barriers? Help them if need be. 

• Have they completed Valued Living? How did they find it? Did it 

bring anything up? This exercise will carry on after the end of the 
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guided self-help. 

• Anything they have struggled with/not understood? Clarify 

• How are they feeling? Any safeguarding concerns? 

• If research client, then prompt to complete measures on time 

• Confirm what will happen next (e.g. Discharge/waiting list/do they 

need to meet Kate for research meeting).  
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Appendix I 

Outcome Measure Permission 

 

From: Allocated correspondent for the MHC-SF 

Sent: 18 May 2017 18:12 

Subject: RE: Permission to use MHC-Short Form in research 

 

Kate, 

 

You can indeed use the mhc-sf.  I have attached a copy in case you need one. 

 

 

From: Allocated correspondent for the SAS-SR-M  

Sent: 14 September 2017 11:19 

Subject: RE: Permission to use SAS-SR-Modified 

 

Dear Kate 

 

Thank you for your email. You may use the Modified Social Adjustments Scale 

(published in the BJPsych) for your research. 

 

Please ensure that you include a full reference. 
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Use of the DASS-21:  

 

Retrieved from: 

http://www2.psy.unsw.edu.au/dass/DASSFAQ.htm#_3.__How_do_I_get_permi

ssion_to_use_ 

 

“The DASS questionnaire is public domain, and so permission is not needed to 

use it. The DASS questionnaires and scoring key may be downloaded from the 

DASS website and copied without restriction (go to Download page). 

The DASS questionnaires and scoring key may also be distributed, published or 

made available electronically, with the restrictions that: 

a) the scales are not modified, 

b) the scales are not sold for profit, 

c) the intended audience is researchers or health professionals rather than end 

users, and 

d) reference is included to the DASS website: www.psy.unsw.edu.au/dass/” 

 

 

Use of the CompACT:  

Retrieved from: 

https://contextualscience.org/comprehensive_assessment_of_acceptance_and

_commitm 

 

“The CompACT is free to use for clinical and research purposes: we have 

attached the CompACT response form and a scoring calculator below. We hope 

it will prove to be a useful measure, building on the promise of our initial 

findings.” 
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Use of the AAQ-II:  

Retrieved from: 

https://contextualscience.org/acceptance_action_questionnaire_aaq_and_variat

ions  

 

“Permission is given to use the AAQ-II for research and with clients, and does 

not require additional author permission.  If, however, the AAQ-II was to be 

used in any type of money making enterprise (e.g., consultancy to 

organizations), seeking permission is requested by the authors. - Frank Bond, 

Goldsmiths College, London.”  
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Appendix J 

Outcome Measures 

 

Guided Acceptance and Commitment Therapy (ACT) self-help for clients 

on a waiting list for psychological therapy  

Outcome Measures 

Version 2 (05/01/17) 

 

As part of the research, participants are required to complete the Outcome 

Measures on a weekly basis. Therefore, please find enclosed the measures that 

you are required to complete this week. 

REF NUMBER: __________________ 

DATE DUE: _____________________                          

DATE COMPLETED: ______________ 

 

Please tick as you complete each measure: 

 Mental Health Continuum – Short Form 

 Depression, Anxiety, and Stress Scale 

 Social Anxiety Scale 

 CompACT 

 AAQ-II (Week 5 only) 

 

Once all measures are completed, please return by post in the enclosed pre-

paid envelope to the following address: 
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Kate French 

Department of Clinical Psychology 

Bridge House 

University of Lincoln 

Brayford Pool 

Lincoln 

Lincolnshire 

LN6 7TS 

If you have any questions about how to complete the outcome measures, 

please contact Kate French via email on 11591146@students.lincoln.ac.uk.

mailto:11591146@students.lincoln.ac.uk
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Outcome Measure 1: Mental Health Continuum – Short Form (MHC-SF) 

During the last week, how 
often did you feel... Never 

About 
Once a 
Week 

Once 
or 

Twice 

About 
2 or 3 
Times 

a 
Week 

Almost 
Every 
Day 

Every 
Day 

1. Happy 
 

0 1 2 3 4 5 

2. Interested in life 0 1 2 3 4 5 
3. Satisfied with life 0 1 2 3 4 5 
4. That you had something 

important to contribute to 
society 

0 1 2 3 4 5 

5. That you belonged to a 
community (like a social 
group, or your 
neighbourhood) 

0 1 2 3 4 5 

6. That our society is a 
good place, or is 
becoming a better place, 
for all people 

0 1 2 3 4 5 

7. That people are basically 
good 

0 1 2 3 4 5 

8. That the way our society 
works makes sense to 
you 

0 1 2 3 4 5 

9. That you liked most parts 
of your personality 

0 1 2 3 4 5 

10. Good at managing the 
responsibilities of your 
daily life 

0 1 2 3 4 5 

11. That you had warm and 
trusting relationships with 
others 

0 1 2 3 4 5 

12. That you had 
experiences that 
challenged you to grow 
and become a better 
person 

0 1 2 3 4 5 

13. Confident to think or 
express your own ideas 
and opinions 

0 1 2 3 4 5 

14. That your life has a 
sense of direction or 
meaning to it 

0 1 2 3 4 5 
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Outcome Measure 2: Depression, Anxiety, and Stress Scale – 21 (DASS-

21) 

Over the last week how much did 
the following statements apply to 
you? 

Not at 
all 

To 
some 

degree 

To a 
considerable 

degree 
Very 
much 

1. I found it hard to wind down 0 1 2 3 

2. I was aware of dryness of my 

mouth 
0 1 2 3 

3. I couldn’t seem to experience any 

positive feeling at all 
0 1 2 3 

4. I experienced breathing difficulty 

(e.g. excessively rapid breathing, 

breathlessness in the absence of 

physical exertion) 

0 1 2 3 

5. I found it difficult to work up the 

initiative to do things 
0 1 2 3 

6. I tended to over-react to situations 0 1 2 3 

7. I experienced trembling (e.g. in 

the hands) 
0 1 2 3 

8. I felt that I was using a lot of 

nervous energy 
0 1 2 3 

9. I was worried about situations in 

which I might panic and make a 

fool of myself 

0 1 2 3 

10. I felt that I had nothing to look 

forward to 

0 1 2 3 

11. I found myself getting agitated 0 1 2 3 

12. I found it difficult to relax 0 1 2 3 

13. I felt down-hearted and blue 0 1 2 3 

14. I was intolerant of anything that 

kept me from getting on with what 

I was doing 

0 1 2 3 

15. I felt I was close to panic 0 1 2 3 

16. I was unable to become 

enthusiastic about anything 

0 1 2 3 

17. I felt I wasn’t worth much as a 

person 

0 1 2 3 

18. I felt that I was rather touchy 0 1 2 3 

19. I was aware of my heart in the 

absence of physical exertion (e.g. 

sense of heart rate increase, 

heart missing a beat) 

0 1 2 3 
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20. I felt scared without any good 

reason 

0 1 2 3 

21. I felt that life was meaningless 0 1 2 3 

 

Outcome Measure 3: Social Adjustment Scale – Self-Report – Modified 

(SAS-SR-M) 

Work outside the home: the following questions are about how things have 

been in your   job (full or half-time – if you do not have a job go straight to 

the next section) – Over the last week have you: 

 
Not 

at 

all 

Only 

Occasionally Sometimes Often 

Most 

or all 

of the 

time 

1. Missed any time from 

work? 
1 2 3 4 5 

2. Been doing your job well? 
5 4 3 2 1 

3. Felt ashamed of how you 

have been doing your 

work? 

1 2 3 4 5 

4. Got angry with or argued 

with people at work? 
1 2 3 4 5 

5. Felt upset, worried or 

uncomfortable at work? 
1 2 3 4 5 

6. Been finding your work 

interesting? 
5 4 3 2 1 

 

Housework: the following questions are about how the housework has 

been – Over the last week have you: 

 
Not 

at 

all 

Only 

Occasionally Sometimes Often 

Most 

or all 

of the 

time 

7. Done the necessary 

housework each day? 
5 4 3 2 1 

8. Been doing the housework 

each day? 
5 4 3 2 1 

9. Felt ashamed of how you 

have been doing the 

housework? 

1 2 3 4 5 
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10. Got angry with or argued 

with 

salespeople/tradesmen/ 

neighbours? 

1 2 3 4 5 

11. Felt upset, worried or 

uncomfortable while doing 

the housework? 

1 2 3 4 5 

12. Found the housework 

boring, unpleasant or a 

drudge 

1 2 3 4 5 

 

Social and leisure activities: the following questions are about your friends 

and what you have been doing in your spare time – over the last week 

have you: 

 
Not 

at 

all 

Only 

Occasionally Sometimes Often 

Most 

or all 

of the 

time 

13. Been in touch with any of 

your friends? 
5 4 3 2 1 

14. Been able to talk about 

your feelings openly with 

your friends? 

5 4 3 2 1 

15. Done things socially with 

your friends (e.g. visiting, 

entertaining, and going out 

together?) 

5 4 3 2 1 

16. Spent your available time 

on hobbies or spare 

interests? 

5 4 3 2 1 

17. Got angry with or argued 

with your friends? 
1 2 3 4 5 

18. Been offended or had your 

feelings hurt by your 

friends? 

1 2 3 4 5 

19. Felt ill at ease, tense or 

shy when with people? 
1 2 3 4 5 

20. Felt lonely and wished for 

companionship? 
1 2 3 4 5 

21. Felt bored in your free 

time? 
1 2 3 4 5 
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Extended family: the following questions are about your extended family, 

i.e. parents, or brothers, sisters, in-laws, and children not living at home 

(Please do not include your partner or children living at home) – over the 

last week have you: 

 
Not 

at 

all 

Only 

Occasionally Sometimes Often 

Most 

or all 

of the 

time 

22. Got angry with or argued 

with any of your relatives? 
1 2 3 4 5 

23. Made an effort to keep in 

touch with your relatives? 
5 4 3 2 1 

24. Been able to talk about 

your feelings openly with 

your relatives? 

5 4 3 2 1 

25. Depended on your 

relatives for help, advice or 

friendship? 

5 4 3 2 1 

26. Been feeling that you have 

let your relatives down at 

any time? 

1 2 3 4 5 

27. Been feeling that your 

relatives have let you down 

at any time? 

1 2 3 4 5 

 

Marital: the following questions are about how things have been between 

you and your partner. If you are not living with your partner or living with a 

person in a steady relationship, go straight on to the next section. Over 

the past week have you: 

 
Not 

at 

all 

Only 

Occasionally Sometimes Often 

Most 

or all 

of the 

time 

28. Got angry with each other 

or argued with one 

another? 

1 2 3 4 5 

29. Been able to talk about 

your feelings/problems with 

your partner? 

5 4 3 2 1 

30. Been making most of the 

decisions at home 

yourself? 

5 4 3 2 1 



 

Page 424 of 433 
 

31. Tended to give in and let 

your partner have their 

own way when there was a 

disagreement? 

1 2 3 4 5 

32. And your partner shared 

the responsibility for 

practical matters that have 

arisen? 

5 4 3 2 1 

33. Had to depend on your 

partner to help you? 
1 2 3 4 5 

34. Been feeling affectionate 

towards your partner? 
5 4 3 2 1 

35. And your partner had 

sexual relations? About 

how many times? 

5 4 3 2 1 

36. Had any problems during 

sexual intercourse (e.g. 

pain or difficulty with 

climax)? 

1 2 3 4 5 

37. Enjoyed your sexual 

relations with your partner? 
5 4 3 2 1 

 

 

Parental: the following questions are about how things have been with 

your children (If you do not have children living at home, go straight to the 

next section) – Over the last week have you: 

 
Not 

at 

all 

Only 

Occasionally Sometimes Often 

Most 

or all 

of the 

time 

38. Been interested in your 

children’s activities, e.g. 

school/friends/etc.? 

5 4 3 2 1 

39. Been able to talk and listen 

to your children? 
5 4 3 2 1 

40. Been shouting at or 

arguing with your children?  
1 2 3 4 5 

41. Been feeling affectionate 

towards your children? 
5 4 3 2 1 
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Family Unit: the following questions are about how things have been with 

your immediate family, that is your partner and children at home. If you do 

not have an immediate family, please ignore this section. Over the past 

week have you: 

 
Not 

at 

all 

Only 

Occasionally Sometimes Often 

Most 

or all 

of the 

time 

42. Been worrying more than 

necessary about things 

happening to your family? 

1 2 3 4 5 

43. Been feeling that you have 

let your immediate family 

down at all? 

1 2 3 4 5 

44. Been feeling that your 

immediate family has let 

you down at all? 

1 2 3 4 5 
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Outcome Measure 4: Comprehensive Assessment of Acceptance and 

Commitment Therapy Processes (CompACT) 
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1. I can identify the things that 

really matter to me in life and 

pursue them 

0 1 2 3 4 5 6 

2. One of my big goals is to be 

free from painful emotions 
6 5 4 3 2 1 0 

3. I rush through meaningful 

activities without being really 

attentive to them 

6 5 4 3 2 1 0 

4. I try to stay busy to keep 

thoughts or feelings from 

coming 

6 5 4 3 2 1 0 

5. I act in ways that are 

consistent with how I wish to 

live my life 

0 1 2 3 4 5 6 

6. I get so caught up in my 

thoughts that I am unable to 

do the things that I most want 

to do 

6 5 4 3 2 1 0 

7. I make choices based on 

what is important to me, even 

if it is stressful 

0 1 2 3 4 5 6 

8. I tell myself that I shouldn't 

have certain thoughts 
6 5 4 3 2 1 0 

9. I find it difficult to stay 

focused on what's happening 

in the present 

6 5 4 3 2 1 0 

10. I behave in line with my 

personal values 
0 1 2 3 4 5 6 

11. I go out of my way to avoid 

situations that might bring 

difficult thoughts, feelings, or 

sensations 

6 5 4 3 2 1 0 

12. Even when doing the things 

that matter to me, I find 

myself doing them without 

paying attention 

6 5 4 3 2 1 0 
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13. I am willing to fully experience 

whatever thoughts, feelings, 

and sensations come up for 

me, without trying to change 

or defend against them 

0 1 2 3 4 5 6 

14. I undertake things that are 

meaningful to me, even when 

I find it hard to do so 

0 1 2 3 4 5 6 

15. I work hard to keep out 

upsetting feelings 
6 5 4 3 2 1 0 

16. I do jobs or tasks 

automatically, without being 

aware of what I'm doing 

6 5 4 3 2 1 0 

17. I am able to follow my long-

term plans including times 

when progress is slow 

0 1 2 3 4 5 6 

18. Even when something is 

important to me, I'll rarely do 

it if there is a chance it will 

upset me 

6 5 4 3 2 1 0 

19. It seems I am "running on 

automatic" without much 

awareness of what I'm doing 

6 5 4 3 2 1 0 

20. Thoughts are just thoughts - 

they don't control what I do 
0 1 2 3 4 5 6 

21. My values are really reflected 

in my behaviour 
0 1 2 3 4 5 6 

22. I can take thoughts and 

feelings as they come, 

without attempting to control 

or avoid them 

0 1 2 3 4 5 6 

23. I can keep going with 

something when it's important 

to me 

0 1 2 3 4 5 6 
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Outcome Measure 5: Acceptance and Action Questionnaire - II (AAQ-II) 
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1. My painful experiences and 

memories make it difficult for 

me to live a life that I would 

value 

1 2 3 4 5 6 7 

2. I’m afraid of my feelings 1 2 3 4 5 6 7 

3. I worry about not being able to 

control my worries and feelings 
1 2 3 4 5 6 7 

4. My painful memories prevent 

me from having a fulfilling life 
1 2 3 4 5 6 7 

5. Emotions cause problems in 

my life 
1 2 3 4 5 6 7 

6. It seems like most people are 

handling their lives better than 

I am 

1 2 3 4 5 6 7 

7. Worries get in the way of my 

success 
1 2 3 4 5 6 7 
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Outcome Measure 6: Clinical Outcomes in Routine Evaluation – Outcome 

Measure (CORE-OM) 

Over the last week… 
Not at 

all 
Only 

Occasionally Sometimes Often 
Most or all 
of the time 

1. I have felt terribly 
alone and isolated 

0 1 2 3 4 

2. I have felt tense, 
anxious or nervous 

0 1 2 3 4 

3. I have felt I have 
someone to turn to for 
support when needed 

4 3 2 1 0 

4. I have felt O.K. about 
myself 

4 3 2 1 0 

5. I have felt totally 
lacking in energy and 
enthusiasm 

0 1 2 3 4 

6. I have been physically 
violent to others 

0 1 2 3 4 

7. I have felt able to cope 
when things go wrong 

4 3 2 1 0 

8. I have been troubled 
by aches, pains or 
other physical 
problems 

0 1 2 3 4 

9. I have thought of 
hurting myself 

0 1 2 3 4 

10. Talking to people has 
felt too much for me 

0 1 2 3 4 

11. Tension and anxiety 
have prevented me 
doing important things 

0 1 2 3 4 

12. I have been happy 
with the things I have 
done 

4 3 2 1 0 

13. I have been disturbed 
by unwanted thoughts 
and feelings 

0 1 2 3 4 

14. I have felt like crying 0 1 2 3 4 
15. I have felt panic or 

terror 
0 1 2 3 4 

16. I made plans to end 
my life 

0 1 2 3 4 

17. I have felt 
overwhelmed by my 
problems 

0 1 2 3 4 
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Over the last week… 
Not at 

all 
Only 

Occasionally Sometimes Often 
Most or all 
of the time 

18. I have had difficulty 
getting to sleep or 
staying asleep 

0 1 2 3 4 

19. I have felt warmth or 
affection for someone 

4 3 2 1 0 

20. My problems have 
been impossible to put 
to one side 

0 1 2 3 4 

21. I have been able to do 
most things I needed 
to 

4 3 2 1 0 

22. I have threatened or 
intimidated another 
person 

0 1 2 3 4 

23. I have felt despairing 
or hopeless 

0 1 2 3 4 

24. I have thought it would 
be better if I were 
dead 

0 1 2 3 4 

25. I have felt criticised by 
other people 

0 1 2 3 4 

26. I have thought I have 
no friends 

0 1 2 3 4 

27. I have felt unhappy 0 1 2 3 4 
28. Unwanted images or 

memories have been 
distressing me 

0 1 2 3 4 

29. I have been irritable 
when with other 
people 

0 1 2 3 4 

30. I have thought I am to 
blame for my 
problems and 
difficulties 

0 1 2 3 4 

31. I have felt optimistic 
about my future 

4 3 2 1 0 

32. I have achieved the 
things I wanted to 

4 3 2 1 0 

33. I have felt humiliated 
or shamed by other 
people 

0 1 2 3 4 

34. I have hurt myself 
physically or taken 
dangerous risks with 
my health 

0 1 2 3 4 



 

Page 431 of 433 
 

Appendix K 

Semi-Structured Change Interview 

 

 

Guided Acceptance and Commitment Therapy (ACT) self-help for clients 

on a waiting list for psychological therapy  

Semi-Structured Interview Format 

Version 1 

Date: 25/11/16 

 

The following questions will be used to guide the topics of conversation 

within the post-intervention interview: 

• Did you find the intervention useful? If so, why? 

• What changes have you noticed in your levels of depression? 

• What changes have you noticed in your levels of anxiety? 

• What changes have you noticed in your well-being? 

• What changes have you noticed in your life-functioning? 

• What were the best parts of the intervention? 

• What were the worse parts of the intervention? 

• If you have experienced any changes, when did these changes occur? 

• Do you feel there were any other possible explanations for these 

changes? If so, what? 

• Have you got any concerns regarding any part of the intervention? 

• How could these concerns be resolved? 
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