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ABSTRACT 

 Several therapeutic techniques target negative thoughts about the self, the world, and the 

future.  These include disputation, which seeks to restructure thoughts within this negative 

cognitive triad into more rational ways of thinking; as well as defusion techniques, such as word 

repetition and thought prefacing that focus on relating to thoughts as mere psychological events 

rather than facts. Few previous studies have compared the relative impact of these techniques 

and none have directly examined whether the domain of target thoughts moderate their benefits.  

To address this omission, participants with subclinical levels of depression (N = 59) were 

randomly assigned to one of the three techniques in targeting distressing and personally relevant 

thoughts representing each of the three domains of the negative cognitive triad.  Changes in 

believability of the individualized target thought along with willingness to have it were among 

the primary dependent variables analyzed.  In addition, generalization of benefits to other 

thoughts within the same domain as the target thought, as well as to those within the other two 

domains also were evaluated.  Overall, word repetition (n = 18) emerged as more efficacious 

than disputation (n = 20) and thought prefacing (n = 21).  Word repetition of thoughts about the 

future (e.g., “My future is bleak”) resulted in increased willingness to also have others within 

that same domain, and compared even more favorably to the other two techniques when applied 

to self-referential thoughts (e.g., “I’m no good”).  Although it was not superior to them in 

reducing believability, word repetition was associated with a greater willingness to have the 

target thought than disputation that also generalized to negative thoughts about the world (e.g., “I 

feel like I’m up against the world”) to a greater degree than for the other two techniques. 

Implications of the findings for clinical research and practice are discussed, while also 

recognizing the inherent limitations of analogue research as exemplified by this project. 
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CHAPTER ONE 

INTRODUCTION 

“Men are disturbed not by things, but by the views which they take of them” (Beck et al., 

1979, p. 8).  Aaron T. Beck and colleagues in the seminal book, Cognitive Therapy of 

Depression, provided the above quote from the Greek stoic philosopher Epictetus in making the 

assertion that “control of most intense feelings may be achieved by changing one’s ideas” (Beck 

et al., 1979, p. 8).  Based on the premise that changing thoughts can influence emotions, and that 

biased and unhelpful cognitions are a central feature of many psychiatric disorders, cognitive 

restructuring – a strategy used to identify, target, and modify dysfunctional ways of thinking – 

has been seen as the central tenet of cognitive therapy (Wenzel, 2013).   

 Following the emergence of cognitive therapy over four decades ago, the incorporation of 

cognitive restructuring as a central treatment component into many existing behavioral 

approaches led to the rise of what is now commonly referred to as cognitive behavioral therapy 

(CBT).  Cognitive restructuring remains one of the hallmarks that distinguishes CBT practice 

from psychodynamic and interpersonal therapy (Blagys & Hilsenroth, 2002) and is prominently 

featured in a number of CBT manuals and protocols (e.g., Brown et al., 2007). 

 Around the turn of the millennium, alternative approaches for addressing clinically-

relevant cognitive phenomena arose that collectively have been referred to as the “third-wave” of 

CBT (Hayes, 2004b).  Multiple aspects of these approaches differentiate them from their second-

wave predecessors such as Beckian cognitive therapy, but perhaps among the most notable is an 

emphasis on changing the function of unhelpful thoughts instead of attempting to change their 

content or frequency (Hayes, 2004b).  For example, one of the approaches within the third 

generation of CBT, acceptance and commitment therapy (ACT; Hayes et al., 2012), encourages 



2 
 

the use of defusion instead of direct change-oriented techniques such as cognitive restructuring 

in addressing problematic thoughts (Hayes et al., 2006).  Cognitive defusion is a strategy that 

aims to alter how clients relate to or react to their own thinking as opposed to engaging in a 

deliberative process of determining whether it is realistic or supported by objective evidence.  

While cognitive restructuring addresses the central question of what the evidence may be both 

for and against a particular target thought, such as “I can’t do anything right”, cognitive defusion 

focuses more on whether such a thought is useful. 

 Component studies examining the effects of cognitive restructuring and defusion have 

found that both significantly decrease ratings of believability and distress of targeted thoughts 

(Deacon et al., 2011; Larsson et al., 2016).  However, little is known if different characteristics 

of the client or the targeted thoughts themselves moderate the effectiveness of the two strategies.  

Although some suggestions have been made in the literature of when one technique might be 

more effectively employed over the other (e.g., Ciarrochi & Baily, 2008; Hallis, et al., 2016) 

little to no empirical research has been published on what might moderate the impact of these 

two interventions.   

Purpose of Study 

 The purpose of this study was to investigate how characteristics of clinically-relevant 

thoughts may differentially moderate the treatment effects of cognitive restructuring and 

defusion.  Specifically, the aim of this study was to evaluate if the relative impact of these two 

strategies varies as a function of which domain – negative thoughts about the self, the world, or 

the future – was targeted within the negative cognitive triad that typifies depressed thinking 

according to Beck (1967, 1987) and colleagues (Clark et al., 1999).  Due to the paucity of 

research on moderating variables for restructuring and defusion, this research was largely 
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exploratory in nature.  A more extensive review of the current literature on the history, theory, 

criticisms, and effects of cognitive restructuring and defusion is warranted before the details of 

this study and its overall purpose are explained further.   
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CHAPTER TWO 

LITERATURE REVIEW 

The influence that thoughts have on emotional states, overt behavior, and other 

psychological phenomena has long been of interest in modern psychology more generally, and 

within clinical psychology, in particular.  For instance, Freud (1922) theorized that unconscious 

ideas are the foundation for affect.  Adler expanded the range of cognitive influence by including 

the conscious thoughts of clients as a focus of therapy (Adler & Wolfe, 1946).   

The First Generation of CBT (1950s – late 1970s) 

In contrast to the emphasis that both conscious and unconscious cognitive processes 

received within traditional psychoanalytic and neoanalytic approaches (Arieti, 1980), what is 

now recognized as the first generation of CBT at least initially eschewed a serious consideration 

of such variables on both scientific and philosophical grounds (Hayes, 2004b).  The earliest 

behavior therapies were based on classical conditioning principles (e.g., Jones, 1924; Wolpe & 

Lazarus, 1966) and primarily situated philosophically within the methodological behaviorism of 

Watson (1913).  Thinking was recognized as talking to oneself, but not as a legitimate 

therapeutic target within a scientific approach to clinical psychology due to the inability to 

publicly observe such behavior.   

Thought stopping.  By the end of the first wave of CBT in the mid to late 1970s, the 

utility of including thoughts within the domain of clinically-relevant target behaviors began to be 

increasingly recognized (Lazarus, 1971).  One of the first attempts to systematically target 

problematic thinking was a technique called thought stopping (Rimm, 1973).  The procedure 

initially involved having the therapist loudly say “stop” when clients verbalized certain target 

thoughts (e.g., “I can’t do anything right”).  Control was then shifted to clients interrupting their 
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own chain of troublesome thoughts by first overtly, and then silently, saying “stop.”  Finally, 

clients were instructed to merely think “stop” in reacting to the emergence of undesired thoughts.  

Since this early conceptualization of the procedure, multiple alternative methods of thought 

stopping have been introduced, including rubber band flicks, punching of the hand, and even 

administration of electric shocks (Bakker, 2009). 

Thought stopping, as proposed by Wolpe (1958), was only suggested for use in anxiety 

disorders and was heavily implemented in the treatment of obsessions (Fensterheim & Baer, 

1975; Leger 1978) and phobias (Kumar & Wilkinson, 1971; Rimm, 1973).  However, thought 

stopping procedures were also extended to multiple clinically-relevant thoughts, with some 

researchers suggesting that thought stopping could also be applied to other private events such as 

images, urges, and in some cases, even emotions (Cautela & Wisocki, 1977).  Thought stopping 

ultimately began to be applied as part of larger treatment packages to different psychological 

issues, such as anger (Burns, 1980), depression (Peden et al., 2001), and even posttraumatic 

stress disorder (PTSD; Foa, 1997).  For instance, when thought stopping was applied to PTSD in 

Edna Foa’s 1997 article, it was implemented as part of a stress inoculation training protocol.   

Although thought stopping has been implemented with a variety of disorders and 

presenting problems as a part of larger treatment packages, few component studies have been 

conducted on the benefits of the procedure implemented by itself on clinically-relevant thoughts 

as compared to a control condition.  Those that have been conducted (e.g., Stern et al., 1973; 

Wisoki & Rooney, 1974) have found thought stopping to significantly decrease targeted 

symptoms (e.g., obsessions or cigarettes smoked, respectively) compared to control groups.   

Multiple hypotheses have been proposed for the mechanism through which thought 

stopping might work.  For instance, thought stopping has been considered to be the result of 
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external inhibition.  Extending the research of Pavlov (1927/2003), external inhibition occurs 

when conditioned responses are interrupted by the introduction of an additional stimulus that was 

not present during the initial conditioning of the response.  This extraneous stimulus can be 

presented externally or can arise internally.  Thought stopping has also been hypothesized to 

influence private events through counterconditioning.  In counterconditioning, the thought, 

which occurs as a response to either external or internal stimuli, is replaced by a new response in 

the presence of those same stimuli.  For instance, the thought “my future is hopeless” is replaced 

with the response of privately saying “stop” (Cautela & Wisocki, 1977).  

Recently, the effectiveness of thought stopping and other thought suppression strategies 

have come under scrutiny with some research suggesting that they may not only be ineffective, 

but perhaps even harmful (Beevers et al., 1999; Hayes et al., 2012).  In particular, research has 

reported paradoxical effects of thought suppression (Abramowitz et al., 2001; Wegner et al., 

1987) in which deliberate attempts to suppress a target thought, such as that of a white bear, led 

to a preoccupation and subsequent increase of the target thought.  This is believed to be due to an 

ironic monitoring system that searches for the avoided thought to identify if it is successfully 

being avoided (Wegner, 1994). 

Self-instructional training.  Self-instructional training was also introduced near the end 

of the first wave of CBT as an alternative way to target clinically-relevant 

thoughts.  The development of self-instructional training was inspired by Vygotsky (1962) and 

Luria (1961), who proposed that children go through three stages in placing their overt behavior 

under the control of private speech (Meichenbaum, 1977).  In the first, children’s actions are 

under the control of the verbal behavior of others, most often parental instructions, and 

directions.  During the next stage, children begin to use their own overt self-talk to control their 
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overt behavior.  In the final stage, children bring their behavior under the control of their own 

private or covert speech (Meichenbaum, 1977).   

Self-instructional training was first implemented with impulsive children and was 

designed to mirror the three developmental stages of self-regulatory covert speech.  

Meichenbaum and Goodman (1969), for example, had children first observe a model preform a 

behavior.  Then children performed the previously observed behavior while the model provided 

verbal instructions.  Next, children were asked to perform the task and to verbally instruct 

themselves first aloud, and then in a whisper.  During the final stage of training children 

performed the behavior while instructing themselves with covert speech (Meichenbaum & 

Goodman, 1969).   

Research on the effectiveness of self-instructional training with children has found it to 

yield improvements along with generalization across multiple settings in impulsivity (Camp et 

al., 1977; Douglas et al., 1976; Kendall & Finch, 1978), on-task behavior (Bornstein & 

Quevillon, 1976), prosocial behavior (Camp et al., 1977), test anxiety (Meichenbaum, 1972), and 

general self-control (Kendall & Zupan, 1981).  On the other hand, some studies during the same 

time period failed to find a difference in behavior change and generalization between self-

instructional training and control conditions (Freidling & O’Leary, 1979; Higa 1975; Williams & 

Akmatsu, 1978).   

Self-instructional training has also been used in adult populations to address problematic 

thoughts associated with anxiety (Saunders et al., 1996), anger management (Novaco, 1974), and 

pain (Wernick et al., 1981).  However, self-instructional training with adults did not necessarily 

follow the same steps used with children.  It typically involved helping adult clients identify 

problematic thoughts as self-statements, become aware of them, and replace them with 
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incompatible coping self-statements (Meichenbaum & Turk, 1976).  These self-statements can 

be utilized at different phases.  For instance, Meichenbaum and Cameron in an unpublished 1973 

study (as cited in Meichenbaum & Turk, 1976) gave the following examples of self-statements 

for phobic individuals:   (a) “don’t worry; worry won’t help anything” in preparation to come in 

contact with a stressor, (b) “one step at a time; you can handle the situation” when confronting 

and handling a stressor, (c) “it will be over shortly” when feeling overwhelmed, and (d) “you did 

it” as a way to commend oneself after successfully coping with a stressor.  Self-instructional 

training’s effects, like that of thought stopping, were rarely studied by themselves, but instead as 

a component within a larger treatment package or protocol.  For instance, self-instructional 

training was often used as part of stress inoculation training that has itself been found to be an 

efficacious treatment in multiple studies (Meichenbaum, 1993; Saunders et al., 1996).   

The Second Generation of CBT (Late 1970s – 1990) 

During the 1960s, two therapeutic approaches that provided more sophisticated ways of 

addressing problematic thoughts were being developed independently of each other.  Both 

rational-emotive therapy (RET); now known as rational-emotive behavior therapy, or REBT; and 

cognitive therapy (CT) were developed, respectively by Albert Ellis (1962, 1974) and Aaron 

Beck (1967, 1979), within the larger world of psychotherapy outside of the first wave of CBT.   

RET/REBT.  Ellis (1962) cited the study of ancient philosophies, such as Stoicism, as 

the basis of his assertion that irrational beliefs were the core cause of emotional and behavioral 

disturbances.  For instance, Ellis noted that “musts” (e.g., “I must be loved by everyone”) reflect 

preferences attached to “unconditional, dogmatic, absolutistic demands” on how the universe 

should be (Dryden, 1994, p.88).  Anxiety, distress, and depression inevitably result with the 

realization that the world outside of ourselves often remains indifferent to such demands.  Under 
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such circumstances, Ellis (1974) suggested questioning, challenging, and testing such irrational 

beliefs in order to replace them with more realistic and beneficial ways of thinking.  More 

specifically, RET/REBT examined irrational thoughts in a sequential or “A-B-C” fashion.  The 

first part of the sequence, “A,” identifies an activating event, such as being socially rejected, that 

is typically cited as the cause of psychological distress.  “B” refers to the following stage where 

irrational beliefs about the activating event are engendered (e.g., “I’m worthless and unlovable’).  

The final stage, “C,” is when the emotional and behavioral consequences of thinking about the 

activating event and its implications in irrational, catastrophic, and absolutistic ways emerge 

(e.g., “I’ll never be happy”).   

Both persuasive and more experientially-based strategies are used in RET/REBT to 

correct such dysfunctional ways of thinking.  For example, the rational-emotive therapist will 

typically first offer logical appeals and explanations in seeking to persuade clients to abandon 

their irrational beliefs in favor of more psychologically-healthy and rational ways of thinking 

(e.g., having the client ask themselves, “why is it catastrophic if I am not loved by everyone?”).  

Should this be ineffective, more powerful and experientially based ways of altering client beliefs 

would be introduced.  For example, clients in extreme cases may be asked to engage in “shame 

exercises” such as deliberately engaging in some action of which others would disapprove (e.g., 

dawdling in a long grocery-store, check-out lane). 

Related research.  Most of the studies conducted on REBT have been basic research 

examining related theoretical issues, such as the nature of irrational beliefs and their impact on 

emotions (David et al., 2005).  Comparatively, less applied clinical research has been conducted 

on REBT.  The methodology utilized in early research on REBT’s effectiveness (i.e., research 

conducted before the 1980s) was highly criticized (Haaga & Davidson, 1993; Zettle & Hayes, 



10 
 

1980).  Since then, REBT has been found in more rigorous randomized trials to be efficacious 

for the treatment of anxiety and other presenting problems when compared to various control 

conditions (e.g., baseline, waiting list, and no-treatment conditions; Engels et al., 1993; Lyons & 

Woods, 1991).  REBT is currently recognized as having modest research support for the 

treatment of depression by the American Psychological Association (Society of Clinical 

Psychology, n.d.) based on the randomized clinical trial by David and colleagues (2008) that 

found it to be as efficacious as cognitive therapy and pharmacotherapy.   

Cognitive therapy.  Concurrent with the development of RET by Ellis, Beck created 

cognitive therapy after concluding that his clinical experience, particularly with depressed 

clients, was at odds with his psychoanalytic training that viewed depression as “anger turned 

inward.”  Beck noted, for instance, that depressed clients’ dreams appeared to have less hostility 

than those who were not.  Instead, Beck, with his colleague Ward, (1961) observed that 

depressed clients in their dreams were often the victims of painful experiences resulting from the 

actions of others or by poor circumstances.  Accordingly, Beck (1963) alternatively hypothesized 

that depressed clients displayed cognitive distortions that appeared to color their experiences, 

and consequently their emotions, in negative ways rather than manifesting retroflected hostility.  

Beck later expanded his theory for depression by postulating that people process and 

interpret their experiences through schemas that can be likened to cognitive filters or lenses 

through which events are viewed.  Because the interpretations of life events and experiences can 

profoundly influence emotions, Beck (1967) believed schemas play a major role in depression.  

He particularly noted that these schemas could be separated into three separate categories 

representing the self, the world, and the future.  In depressed individuals, these three schemas, 

known as the cognitive triad, are thought to lead to related negative automatic thoughts and 
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irrational beliefs that are believed to be the underpinnings of depressive symptoms (Beck, 1987; 

Clark et al., 1999).  For example, clients might react to criticisms made by their employer by 

thinking that they are worthless, the world is unfair, and that they will never be successful.   

Etiological research.  Multiple studies conducted to empirically test the cognitive triad 

theory of depression have found that depressed individuals tend to endorse more negative beliefs 

about themselves (e.g., Blatt et al., 1982; Bradley & Mathews, 1983; Clifford & Hemsley, 1987; 

Myers et al., 1989; Rude et al., 1988; Segal et al., 1988), hopelessness about the future (e.g., 

Blackburn et al., 1986; Dohr et al., 1989; Lam et al., 1987; Lewinsohn et al., 1981; McCauley et 

al., 1988), and a pessimistic view of the world (Blackburn et al., 1986) compared to 

nondepressed samples (Haaga et al., 1991).  While such findings are often cited as supportive of 

Beck’s cognitive model of depression, they are nonetheless open to alternative interpretations 

due to their correlational nature.  Specifically, the type of thinking pointed to by Beck may 

simply represent further syndromal symptoms of depression rather than causal variables. 

Outcome research.  Questions about the scientific support and integrity of Beck’s 

etiological theory of depression do not necessarily detract from the empirical status of CT that 

was created to purportedly mitigate the emotional impact of negative thoughts (Beck et al., 

1979).  In 1977, Rush et al. reported the first randomized control trial involving CT in which it 

compared favorably to pharmacotherapy (250 mg/day of imipramine).  While both interventions 

significantly decreased depressive symptoms, CT’s improvements were significantly greater and 

more durable.  

Since CT’s creation, the completion of its first empirical investigation, and the 

publication of its first treatment manual (Beck et al., 1979), CT has been the focus of 

considerable outcome research.  Multiple randomized clinical trials have provided consistent 
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empirical support for CT as an efficacious treatment for major depression (e.g., DeRubeis et al., 

2005; Dimidjian et al., 2006; Dobson et al., 2008; Garber et al., 2009; Hollon et al., 2002; 2005; 

2014; March et al., 2004) and other mood-related disorders, such as persistent depressive 

disorder or dysthymia (Ebrahimi et al., 2013) and bipolar disorder (Lam et al., 2003).  Such a 

body of literature has, in turn, led to the recognition of CT as having strong research support for 

the treatment of depression and modest support for the treatment of bipolar disorder (Society of 

Clinical Psychology, n.d.).  

 More ambiguity, however, in general surrounds process and component research 

involving CT.  To minimize undue confusion in discussing both types of research, it seems 

useful at this point to make a distinction between the process of change in cognitive variables as 

the proposed mechanism of action of CT and the component(s) within it that may be responsible 

for initiating this process.  Unfortunately, the term “cognitive restructuring” has been used to 

refer to both such process and component variables within CT.  For the purposes of this 

document and from this point forward, “cognitive restructuring” will only be used in speaking of 

the process of modifying cognitive variables as the purported central therapeutic mechanism of 

change in CT.  By contrast, “cognitive disputation” will be used to refer to the component or 

technique of challenging thoughts within CT. 

Process research.  Beck and colleagues (1979) held that the primary mechanism of 

change in CT was through the active modification of beliefs, schemas, and related cognitive 

variables.  Although CT can be viewed as a multifaceted approach that includes both behavioral 

and cognitive therapeutic components (Longmore & Worrell, 2007), all collectively were 

thought to work through the process of changing what and how clients think about themselves, 

the world, and their futures (Beck et al., 1979).  
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Multiple studies have documented both symptomatic relief and expected changes in 

cognitive measures with CT (e.g., DeRubeis et al., 1990; Jacobson et al., 1996; Oei & Free, 

1995; Simons et al., 1984).  Such results have been cited (Hollon & DeRubeis, 2004) as support 

for cognitive restructuring as the mechanism of change.  However, the direction of causality has 

not been well established (Lorenzo-Luaces et al., 2015) as most of the studies on cognitive 

restructuring have not attended to the temporal sequencing of the variables studied.  In particular, 

in mediational research variables reflective of the purported mechanism of change are 

hypothesized to change before improvement in outcome measures (Stice et al., 2007). 

One of the few studies on CT that adequately attended to the temporal order of changes in 

both mediational and outcome variables was conducted by DeRubeis and colleagues (1990).  

They found that changes in measures of attributional style, automatic thoughts, hopelessness, and 

dysfunctional attitudes from pretreatment to midtreatment predicted symptomatic relief from 

midtreatment to posttreatment for those who received CT.  However, changes in these cognitive 

variables were also noted for a comparison group receiving pharmacotherapy alone.  The only 

difference between the two conditions was that greater midtreatment changes in attributional 

style, automatic thoughts, and hopelessness among those receiving CT were predictive of a 

decrease in symptom scores at the end of treatment.  This led Hollon and DeRubeis (2004) to 

conclude that changes in cognition were the mechanism of change for CT, but an outcome of 

change for pharmacology.  However, as noted by Longmore and Worrell (2007), this begs the 

question of why the pharmacotherapy group did not experience similar changes in symptoms 

insofar as the cognitive model holds that such cognitive improvements should boost the affective 

states of clients regardless of the treatment model used.   
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The assertion that cognitive restructuring is a process variable in CT, but an outcome 

variable in pharmacotherapy, moreover does not appear to be supported by the temporal data 

from Simons and colleagues’ (1984) comparison study of CT and pharmacotherapy (Longmore 

& Worrell, 2007).  Nearly identical decreases in dysfunctional beliefs, automatic thoughts, and 

depressive symptoms for CT and pharmacotherapy were obtained across four separate monthly 

intervals.  The researchers note that their findings suggest that changes in cognitive variables, 

such as dysfunctional beliefs and automatic thoughts, represent additional symptoms of 

depression that are part of the overall improvement seen when depression is successfully treated 

by either psychotherapy or pharmacotherapy.  In short, reductions in negative thinking are more 

appropriately regarded as outcome rather than process variables.  

More recently a study providing a manualized CBT procedure for adolescents found that 

a reduction in cognitive distortions temporally predicted future reductions in depressive 

symptoms (Shirk et al., 2013).  The CBT protocol included components found in CT (cognitive 

disputation and behavioral homework) as well as some not traditionally utilized in CT (stress 

management and relaxation training).  Consequently, evidence that weakened cognitive 

distortions served as the ostensible mechanism of change cannot be unambiguously attributed to 

direct efforts to target them.  

Longmore and Worrell (2007) have noted that most of the studies that have found 

expected changes in cognitive variables with CT have also reported equivalent reductions with 

pharmacotherapy (DeRubeis et al., 1990; McManus et al., 2000; Oei & Free, 1995; Simons et al., 

1984) and behavioral activation (Jacobson et al., 1996).  Some have argued, however, that these 

findings support the role of cognitive restructuring as a transtherapeutic mechanism of change 

(Lorenzo-Luaces et al., 2015).  As Hollon and Derubeis (2004) note, the “relevant question is not 
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whether change in cognition is specific to cognitive therapy, but whether the pattern of change 

over time is consistent with casual agency” (p. 56).  It is feasible that treatments other than CT 

also might work through a process of cognitive restructuring whether that is the specific 

mechanism they seek to target or not.  Although cognitive restructuring would thus not be 

expected to solely occur in CT, treatments that directly attempt to challenge thoughts by 

emphasizing disputational treatment components could still be expected to produce greater 

cognitive changes when compared with other treatments that do not explicitly attempt to do so to 

the same degree (Lorenzo-Luaces et al., 2015). 

Some have, however, expressed doubts that cognitive restructuring explains the 

improvements seen by CT in particular (e.g., Hayes, 2004a; Illardi & Craighead, 1999), and to a 

lesser degree by other interventions as well.  Some of these reservations have been more linked 

to philosophical and conceptual differences (e.g., Zettle & Hayes, 1982), while others have been 

more empirically based.  

Zettle and Hayes (1982) suggested that CT and other cognitive-behavioral therapies that 

emphasize cognitive restructuring could be more usefully viewed through the behavior analytic 

lens of rule-governance than a Beckian model.  As originally formulated by Skinner (1969), rule-

governed behavior refers to actions that are under (a) the antecedent control of rules, instructions, 

and other types of verbal discriminative stimuli; and (b) the consequential control of both natural 

and socially-mediated outcomes.  For example, a child who follows parental direction to wear a 

coat while playing outside may be more comfortable and also be praised for listening to such 

advice.   

While a wide range of organisms have demonstrated contingency-shaped behavior that is 

controlled by its direct consequences, only humans are capable of having their behavior impacted 
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by descriptions of contingencies or rules that have not yet been experienced.  Such rules can be 

provided by others, such as when asking a stranger for directions, but also constructed by the 

same person who then follows them.  From this perspective, Beck’s negative cognitive triad and 

similar variables that are viewed as playing a causal role within his model of depression are 

instead reconceptualized as self-rules that participate in a behavior-behavior relationship.  Any 

causal variables within such a behavior analytic formulation are limited to external factors in the 

world outside of behavior that support the relationship between thinking and other forms of 

behavior. 

One contextual factor according to Zettle and Hayes (1982) that may impact the 

relationship between depressive thinking and overt behavior, as well as emotional reactions of 

clients, are the actions of the cognitive therapist.  The therapist according to Beck and colleagues 

(1979) critically engages in Socratic dialogues and other disputational measures with clients 

about their depressogenic beliefs in the service of reconstructing them into more rational and 

psychologically healthy ways of thinking.  Even more importantly, as Zettle and Hayes see it, the 

cognitive therapist additionally assigns behavioral homework that ostensibly also serves a similar 

purpose.  For example, depressed clients might be asked to engage in activities that they once 

found enjoyable as a way of testing whether their belief of being incapable of no longer 

experiencing pleasure is true.  From the perspective of Zettle and Hayes, however, such 

homework assignments may more critically serve a behavioral activation rather than cognitive 

restructuring function by providing an opportunity for the behavior of clients to come into 

contact with natural consequences that support more adaptive living.   

The subsequent results of an initial component and process analysis of CT by Zettle and 

Hayes (1987) provided initial empirical support for their reconceptualization of CT.  In 
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particular, time series analyses suggested that CT might work through the more behavioral 

mechanism of transferring the control of the behavior of depressed clients from self-rules to 

control by the direct and natural consequences of their actions.  In short, clinically-relevant 

behavior that had been rule-governed may shift to now being more contingency-shaped.  

To summarize, there is evidence that CT leads to positive changes in depressive 

symptoms and it has been shown to alter thoughts and beliefs in predictable ways as measured by 

self-report measures.  However, there is a paucity of research that provides conclusive evidence 

that cognitive restructuring is the agent of change for depressive symptoms.  For instance, it may 

even be the case that the direction of causality between cognitive restructuring and changes in 

depressive symptoms is in the opposite direction than would be expected from the cognitive 

model.  Additional research examining the key components of CT may further illuminate the 

processes through which it impacts depression. 

Component research.  Typically, CT has been construed as being comprised of the 

following three components, with the first two being more explicitly cognitive than behavioral in 

nature: (a) distancing, (b) cognitive disputation, and (c) behavioral homework.  Distancing has 

been described by Hollon and Beck (1979) as the “first, critical step” in CT, (p. 189) during 

which clients are asked to identify and self-record their negative automatic thoughts by 

completing the Daily Record of Dysfunctional Thoughts.  During cognitive disputation, such 

thoughts are then examined for logical distortions and critically evaluated by considering 

evidence both for and against their validity.  While doing so, the cognitive therapist is vigilant 

for patterns and themes suggestive of core beliefs and central schemas.  Finally, behavioral 

homework assignments are formulated and completed in which clients are directed to engage in 

certain behaviors as a way to test if targeted thoughts are true. 
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There has been a surprising scarcity of studies that have attempted to dismantle CT and 

isolate cognitive disputation from the other components within the overall treatment package, 

especially during the early years after the publication of the initial treatment protocol by Beck 

and colleagues (1979).  In a notable exception, Zettle and Hayes (1987) examined the 

contributions of distancing, cognitive disputation, and behavioral homework as the three 

treatment components of CT, to its overall efficacy.  The study found that distancing and 

disputation were equally effective and that the combination of the two components (with 

distancing preceding the introduction of disputation) did not appear to increase the overall 

effectiveness of treatment.  Similarly, the addition of behavioral homework to the two first 

components only continued the treatment trend established by them rather than accelerating it.  

In a study that used a similar approach as Zettle and Hayes (1987), Jarrett and Nelson 

(1987) found that the components of logical analysis and behavioral homework (which they 

referred to as “hypothesis testing”) produced equivalent changes in depressive symptoms and 

dysfunctional thoughts.  In addition, they found that a protocol that combined logical analysis, 

behavioral homework/hypothesis testing, and self-monitoring – a component that was not 

associated with significant changes in depressive symptoms or dysfunctional thoughts when 

implemented alone – contributed to significantly larger decreases on measures of depressive 

symptoms and depressing thoughts than exposure to logical analysis or hypothesis testing alone.  

However, logical analysis, hypothesis testing, and the combinatorial treatment were found to be 

equivalent on other outcome and suspected process measures.  In general, the overall findings are 

consistent with those of Zettle and Hayes’ (1987) in suggesting that disputing depressive 

thoughts and beliefs is no more powerful than the other components that comprise CT in 

reducing depressive symptoms.  
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Perhaps the most impactful of the studies comparing cognitive disputation to the other 

components of CT was conducted by Jacobson and colleagues (1996).  Similar to the conceptual 

analysis of CT of Zettle and Hayes (1982), Jacobson et al. speculated that the most influential 

component of CT may be behavioral homework, but due to a process of behavioral activation 

rather than cognitive restructuring.  In their component analysis, behavioral homework/activation 

by itself, in which clients were encouraged to engage in enjoyable activities, was compared to a 

group that received behavioral homework after disputation focused on automatic thoughts, and a 

third condition representing the complete CT treatment package that also incorporated cognitive 

disputation of core beliefs.  The results call into question the utility of cognitive disputation as 

behavioral homework/activation by itself was as efficacious as the other two conditions that 

included disputational components. 

While of secondary importance for their purposes, Jacobson and his colleagues (1996) 

also examined if the three identified components of CT truly work through the process of 

cognitive restructuring as proclaimed by Beck et al. (1979).  Specifically, changes in distinct 

mechanisms of action thought to be differentially instigated by the following three separate CT 

components were analyzed: (a) the believability of automatic thoughts, rather than core beliefs or 

schemas, (b) the endorsement of core beliefs as assessed by an attributional style questionnaire, 

and (c) the frequency and/or amount of pleasure experienced in completing behavioral 

homework assignments.  The restructuring of core beliefs overall was identified as the key 

process of therapeutic change.  However, this was only the case for the behavioral 

homework/activation alone condition, results which “raise questions as to the theory of change 

put forth in the CT book by Beck and his associates” (Jacobson et al., 1996, p. 303).  

The Third Generation of CBT (1990s – Present Time) 
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Starting in the 1990s, a third wave of CBT, often referred to collectively as acceptance 

and mindfulness-based interventions, emerged that has taken a differing approach to addressing 

clinically-relevant thoughts (Hayes, 2004b).  Instead of attempting to modify the form/content or 

frequency of thoughts as found in second generation CBT approaches, these new interventions 

endeavor to alter their function.  In other words, the goal of these treatments is to change the 

relationship clients have with their thoughts rather than the thoughts themselves.  Emphasis is 

shifted from engaging in a deliberative questioning of the validity of suspected cognitive 

distortions that may have a ruminative quality to it (Teasdale, 1997; Watkins, 2016), to being 

more mindfully aware and accepting of them.  When their relationship with troubling thoughts 

has been changed, clients are ostensibly able to disengage from them while acting in a way that 

is congruent with their personal values.  Included in the third generation of CBT is dialectical 

behavior therapy (Linehan, 1993), mindfulness-based cognitive therapy (MBCT; Segal et al., 

2002), and ACT (Hayes et al., 2012).  While MBCT has primarily sought to prevent the 

recurrence of major depressive episodes among euthymic clients, ACT has been more widely 

applied and investigated in addressing acute depression (Zettle, 2007), for which it has been 

recognized as an empirically supported treatment (Society of Clinical Psychology, n.d.).   

 ACT.  The initial formative period for what is now known as ACT occurred during the 

late 1970s to mid-1980s (Zettle, 2005).  The earliest version of ACT developed during this time 

span was called “comprehensive distancing” after the “distancing” component within CT in 

which depressed clients self-monitor depressive thoughts while completing the Daily Record of 

Dysfunctional Thoughts.  As previously mentioned, in CT, distancing was seen as a “first, 

critical step” in treatment (Hollon & Beck, 1979, p. 189) in which clients are encouraged to see 

their thoughts as potential distortions that can be corrected through subsequent disputation rather 
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than as mere facts that must inevitably be true.  However, from the behavior analytic perspective 

of verbal behavior from which ACT was developed, distancing was seen as weakening 

dysfunctional controlling relationships between verbal behavior and other actions, such as 

various behavioral deficits (e.g., social withdrawal) and excesses (e.g., hypersomnia), typically 

seen in depression.   

It is worth noting that the process ostensibly activated by distancing in CT is now 

recognized as “defusion” within the model of human functioning on which ACT is based.  

Unfortunately, the word “defusion” has been used to not only represent a process, but also the 

components employed to presumably activate it.  Accordingly, it may be helpful to use differing 

terms for these two referents as was done in differentiating cognitive restructuring from 

disputation.   For the purposes of this paper, the term “distancing” will be used from this point 

forward in reference to the process of altering the stimulus functions of thoughts.  Conversely, 

“defusion” will be used in speaking of the multiple techniques or procedures employed 

ostensibly to induce distancing. 

  ACT in its infancy as comprehensive distancing no longer disputed the content of the 

client’s thoughts to activate distancing.  Accordingly, comprehensive distancing developed new 

defusion techniques to supplement existing ones, such as viewing thoughts in writing as mere 

letters on a page, borrowed from CT.  Multiple techniques already have been suggested, but 

additional methods continue to be developed by both ACT therapists and researchers 

(Blackledge, 2015).  Perhaps the most commonly used defusion technique is known as the “milk 

exercise.”  It involves repeating aloud a single clinically-relevant word, such as “stupid,” until its 

emotional impact dissipates and the only remaining stimulus function of the word is how it 

sounds (Masuda et al., 2004).  Other techniques include, but are not limited to singing one’s 
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thoughts, describing thoughts as if they are animate objects, and using metaphors (Blackledge, 

2015).  A more extensive compilation of defusion techniques has been provided by Luoma and 

Hayes (2009).  

  Functional contextualism.  The differing perspectives between CT and ACT on the 

relative therapeutic benefits and presumed function of something as simple as the self-

monitoring of depressing thoughts can be traced to discrepant philosophies of science in which 

each is embedded.  The philosophical underpinnings of CT (Beck, 1979) appear to be at least 

implicitly grounded in a philosophy of science known as elemental realism (Herbert et al., 2013).  

Elemental realism holds that the world is separate from our senses and that it can be understood 

by comprehensively identifying the individual elements that make up the world and their 

relationships with each other.  Hence, CT holds that thinking in depression is distorted and in a 

fundamental way is out of touch with the reality of the external world.  In effect, the goal of CT 

is to convince depressed clients that their thoughts about themselves, the word, and the future are 

in error, but correctible when the evidence both for and against them is objectively considered.   

 By contrast, ACT is based in the tradition of behavior analysis and radical behaviorism, 

which can be regarded as an extension of functional contextualism as a philosophy of science to 

psychology (Biglan & Hayes, 1996; Hayes, 1993; Hayes et al., 1988).  Unlike elemental realism, 

functional contextualism does not attempt to understand the ultimate nature of reality.  The “truth 

criterion” of elemental realism is “correspondence-based”, while that of functional contextualism 

is “successful working” (Hayes et al., 1988).  As applied to thoughts that may be clinically-

relevant, CT as an elemental realistic approach seeks to determine if they accurately reflect the 

way the world is arranged (Beck et al., 1979).  ACT as a functional contextualistic approach, on 

the other hand, asks whether the same thoughts are useful in helping clients move their lives in 
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directions that matter to them (Hayes, 2004b).  Thoughts that are deemed to be useful in this 

respect are left alone; those that are not, may be targeted with various “defusion” exercises and 

metaphors to weaken their behavioral control (Hayes et al., 2012).   

 Relational frame theory.  To adequately understand both “defusion” and “distancing” as 

those terms may be used in discussing ACT, it is first necessary to provide at least an overview 

of relational fame theory (RFT).  From the mid-1980s until the first few years following the turn 

of the century, the philosophical and basic scientific foundations of comprehensive distancing 

were further developed and solidified, resulting in the emergence of the ACT model as it is 

known today (Zettle, 2005).  Of perhaps greatest importance during this time period was the 

formulation of RFT (Hayes et al., 2001) as a post-Skinnerian account of verbal behavior and 

cognition.  Only an overview of RFT will be offered here, as a full description of the theory is 

beyond the scope of this paper.  The interested reader is referred to Hayes et al. (2001) and 

Törneke (2010) for more in-depth discussions of RFT.  

Arbitrary nature of relational responding.  RFT holds that language is based on the 

uniquely human ability to relationally respond to stimuli or relata based on their arbitrary 

properties.  Nonhuman animals are capable of responding relationally to stimuli based on their 

physical properties such as size and shape.  For instance, a rhesus monkey can learn to always 

choose the longer of two sticks when such discriminative behavior is sufficiently reinforced 

(Harmon et al., 1982).  This will occur even if the longer stick in a given trial had been the 

shorter stick in a previous one.  However, only humans at least thus far have demonstrated an 

ability to respond to stimuli based entirely on properties that are arbitrarily assigned.  Children 

who have not yet learned the value of various coins will typically prefer larger ones (such as a 

nickel) over smaller ones (i.e., both a penny and a dime).  It is only after sufficient buying 
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experiences and/or instruction that children learn that the value of coins is determined arbitrarily 

rather than being based on their physical size.   

Properties of derived relational responding.  Humans are not only able to learn 

relationships based on the arbitrary properties of stimuli, but also readily derive new 

relationships that are not directly taught or instructed from those that are.  For example, a child 

who is taught that a dime is worth more than a nickel, can then derive that a nickel is less than a 

dime, a phenomenon known as mutual entailment within RFT.  Moreover, the same child who is 

next taught that a nickel is worth more than a penny will derive that a dime is also worth more 

than a penny, which illustrates combinatorial entailment according to RFT.  Mutual and 

combinatorial entailment within RFT are two of three properties that define human language as 

arbitrarily applicable derived relational responding.  

The third defining property of relational framing – the transformation of stimulus 

functions – is particularly critical in understanding how ACT targets clinically-relevant thoughts 

through various defusion exercises and techniques.  Someone with arachnophobia will react with 

anxiety or disgust when presented with an actual spider, but also upon hearing or even reading 

the word “spider.”  An equivalence relationship is established between words and their referents.  

Through mutual entailment, the anxiety and disgust-eliciting stimulus functions of arachnids are 

transferred to the word “spider.”  As a result, thinking about and remembering scary and 

depressing events can be just as, if not even more, emotionally impactful as the events 

themselves.   

Fusion.  Fusion in ACT occurs when a particular derived stimulus function dominates 

over other possible derived functions and direct stimulus functions (Blackledge, 2007; Hayes et 

al., 2012; Wilson & Dufrene, 2009).  How different listeners respond to the spoken word 
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“lemon” provides an illustration.  The direct stimulus function of the word is how it sounds when 

spoken.  An array of derived stimulus functions, however, are also possible that overshadow 

merely hearing the sound of the spoken word.  Some listeners may see a yellow, oblong object; 

others may smell a lemon; while still others may experience watering and a tart taste in their 

mouths.  In a more clinical context, those with arachnophobia are unlikely to experience the 

mere sound of the spoken word “spider.”  Such a stimulus is more likely to elicit an image of an 

arachnid and anxiety and/or disgust.   

RFT holds that fusion not only may emerge through the language we use in speaking of 

objects such as lemons and spiders, but perhaps even more importantly from a clinical 

perspective, also via the words we use in speaking about ourselves.  Relational framing, and in 

particular the transformation of stimulus functions, plays an important role in how we view and 

conceptualize ourselves.  It is common to see many depressed clients strongly fused with 

negative self-referential thoughts (e.g., “I am not good enough” or “I am unlovable”) that 

construct what is referred to as a “conceptualized self” within ACT.  Clients may become so 

fused with such frames of equivalence (“me = incompetent” and “incompetent = me”) that they 

may defensively respond to attempts to challenge such formulations (Zettle, 2007).  They may be 

so closely identified with an image they have created of themselves (i.e., “me” = 

“conceptualization of me”) that efforts to question this is seen as a personal assault on the very 

being of who they are.  Instead of using disputation techniques to change the content of the 

conceptualized self, by for example questioning the evidence for being incompetent, ACT 

attempts to help clients distance themselves from such unhealthy self-conceptualizations.   

It has been suggested that insufficient distancing across multiple levels of verbal 

constructions may contribute to depression (Zettle, 2007).  In addition, to identifying with 
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negative self-referential thoughts, clients may also cling tightly to reasons that are generated to 

explain their depression, and at an even broader level, to a life story that constructs a coherent 

narrative of how a more extended series of events has inevitably left them depressed.  Arriving at 

reasons for depression may appear (both to the individual and to outsiders) to be in the service of 

solving the problem of depression.  Such reason-giving is most often beneficial and effective 

when the problem-to-be-solved, such as discovering why a car will not start, is one that involves 

objects outside of ourselves.  With such a learning history, it is not surprising that we attempt to 

use the same approach to solve problems, such as depression, that are more internal in nature 

(Addis & Carpenter, 1999).  Although there are times when such attempts may be functional 

(such as identifying foods to avoid that cause gastrointestinal distress), reason-giving 

surrounding depression typically takes the form of rumination, which has been shown to be a risk 

factor for clinical depression (Nolen-Hoeksema, 1991; Nolen-Hoeksema et al., 2008).  For 

instance, a study on adults who recently experienced the death of a family member found that 

those displaying a ruminative style during the first month after the loss had significantly higher 

depression scores 6 months later, even when controlling for their initial levels of depression, 

social support, and stressors (Nolen-Hoeksema et al., 1994). 

From an ACT prospective, rumination may be problematic in at least two respects.  One, 

time and energy allocation is a “zero-sum game” and engaging in rumination diverts both away 

from the pursuit of more meaningful, value-congruent activities (Hayes & Wilson, 1993).  For 

instance, rumination has been found to lead to a decreased likelihood of engaging in pleasant 

activities (Lyubomirsky & Nolen-Hoeksema, 1993).  Second, because rumination focuses on the 

past, whatever reasons are generated and held as being the “causes” of depression are unlikely to 

be matters that can be effectively addressed in the here-and-now.   
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A lack of distancing from the reasons for depression that emerge from a ruminative 

process is often further supported by the construction of a life story or narrative that offers a 

coherent account for why such events are attributed as having causal status.  For instance, a 

client who identifies “losing his job” as the reason for his depression may also explain that “I 

always end up screwing up any good thing that happens to me in life.”  This is thought to 

contribute to the maintenance of depression especially when clients are so strongly invested with 

their narrative that more emphasis is placed on “being right” than on becoming “unstuck” from 

depression (Zettle, 2007).  From an RFT perspective, depression is framed in coordination with 

the life story (i.e., depression = life story).  By continuing to “screw up”, the life story is affirmed 

and depression becomes entrenched.  In order to create the necessary space for depression to 

move on, sufficient distancing from the life story in recognizing it as a script that clients have the 

choice of no longer following, may be required.   

Psychological inflexibility.  A lack of distancing from self-referential thoughts, reason-

giving, and the life story is clinically problematic to the extent that it engenders psychological 

inflexibility.  In ACT, psychological inflexibility is seen as the basis for human suffering as it 

limits one’s ability to live a valued and meaningful life.  Its counterpart, or psychological 

flexibility, is defined as “contacting the present moment as a conscious human being, fully and 

without needless defense – as it is and not as what it says it is – and persisting with or changing a 

behavior in the service of chosen values” (Hayes et al., 2012, pp. 96-97).  Psychological 

inflexibility, by contrast, entails avoidance of contacting certain psychological events as well as 

the contexts that occasion them.  For example, depressed clients may protect themselves from 

further contact with thoughts and feelings of incompetency by avoiding situations in which 

success cannot be assured.  Unfortunately, those same shunned situations, such as social 
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gatherings, may be the very ones in which what clients most value (i.e., intimacy and 

friendships) can be found.  Under such circumstances, ACT may seek to sufficiently distance 

clients from thoughts about themselves that serve as barriers for valued actions (e.g., attending a 

party) in order to increase psychological flexibility. 

 The process of what is being referred to as “distancing” is only one of six interrelated 

processes that contribute to psychological flexibility according to the model of human 

functioning on which ACT is based.  These remaining five processes include: (a) acceptance, (b) 

present moment awareness, (c) valuing, (d) committed action, and (e) self-as-context.  An 

overview of these processes will be provided in what follows.  For a more substantial coverage 

of each, the interested reader should see (Hayes et al., 2012).   

Acceptance.  Acceptance, as it is used in ACT, refers to the voluntary choice to be 

willingly in contact with undesired psychological experiences in the service of behaving in a way 

that is congruent with one’s values.  This is in opposition to the common response of experiential 

avoidance, where one attempts to alter the content, frequency, or situational sensitivity of 

unwanted thoughts, feelings, and bodily sensations (Hayes et al., 2012).  

 Present moment awareness.  Present moment awareness of unwanted experiences is 

thought to be necessary for acceptance.  Conversely, diverting attention from the present moment 

by ruminating on the past or worrying about the future are common forms of experiential 

avoidance.  The relationship between attending to the here-and-now and acceptance is reflected 

in most conceptualizations of mindfulness, particularly that of Jon Kabat-Zinn (1994) as “paying 

attention in a particular way: on purpose, in the present moment, and non-judgmentally” (p. 4).  

 Values.  Within ACT, values are seen as “freely chosen, verbally constructed 

consequences of ongoing, dynamic, evolving patterns of activity, which establish predominant 
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reinforcers for that activity that are intrinsic in engagement in the valued behavioral pattern 

itself” (Wilson & DuFrene, 2009, p. 66).  Accordingly, actions, such as reading a bedtime story 

to a child, that are congruent with deeply-held values, such as being a loving parent, are 

inherently reinforcing and add vitality and purpose to life. 

 Committed action.  Committed action, or choosing to engage in moment-by-moment 

behaviors that bring meaning to life despite experiential barriers, is the embodiment of 

psychological flexibility and the ultimate therapeutic objective of ACT.  Such actions can range 

from those that are fairly large and grand in scale (e.g., taking the family on a trip to Disney 

World) to those that are much more modest within the overall fabric of life, such as the 

aforementioned bedtime story, but no less invigorating. 

Self-as-context.  In instances of fusion with negative self-referential thoughts (e.g., “I’m 

stupid”), it is worth noting that distancing efforts typically occur in conjunction with a focus on 

also fostering what is known in ACT as self-as-context (Hayes et al., 2012).  Self-as-context can 

be likened to transcendent, perspective-taking in which clients experience a sense of themselves 

that is independent of their thoughts and other possible self-defining experiences, such as 

emotions, bodily sensations, memories, and even roles.  Clients in ACT are often asked to reflect 

on experiencing themselves as having a mind, but of not being their mind; and similarly, of 

having a body, but of not being their body.  It seems worth noting that this process parallels that 

of “decentering” which Teasdale (1997) and his associates (Segal et al., 2002) have suggested as 

being critical to the success of both traditional CT as well as MBCT.  Within RFT, however, the 

type of perspective taking entailed by self-as-context is thought to emerge more broadly through 

a particular kind of relational responding known as deictic framing (McHugh et al., 2004).  
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Deictic frames are controlled by relationships involving agency (I/you), time (now/then), 

and space (here/there) that emerge over the course of interchanges between individuals and 

members of a larger social community (Barnes-Holmes et al., 2001; Skinner, 1974).  For 

example, children may be asked what they are doing now, what they did yesterday, and where 

they are.  Correct reporting is reinforced, while incorrect answers of what some other child is 

doing, or that the child being questioned is somewhere else, are instead corrected.  The particular 

actions, time frames, and physical locations that participate in such interactions are inevitably 

quite varied.  What is constant and invariant, however, is the perspective from which such 

questions are correctly answered.  What emerges as a byproduct is the type of perspective taking 

denoted in ACT as self-as-context.  Many organisms see, but only humans appear to have a 

developed repertoire of self-awareness that enables us to see that we see, that is itself not 

dependent on what it is that is being seen.  For instance, when viewing a picture, it is possible to 

take a step back and also notice who is doing the viewing.  To be able to “see yourself seeing” 

there had to be a psychological perspective or space from which such seeing occurred (i.e., the 

you in “you see that you see.”).  Hayes (1984) likened this experience of the transcendent self to 

what many mystical and religious traditions have referred to as a sense of spirituality.  When the 

self is experienced in this way as “no-thing,” it is not defined by negative self-referential 

thoughts.  The thought “I am stupid” is no more consequential than that of “I am the Walrus.”   

Outcome research.  The modest base of empirical support for ACT in treatment of 

depression (Society of Clinical Psychology, n.d.) to a large degree has been informed by 

comparisons with CT (Forman, Shaw, et al., 2012; Tamannaeifar et al., 2014; Zettle & Hayes, 

1986; Zettle & Raines, 1989).  While the overall results of this research suggest that ACT 

compares favorably to CT, the findings from specific studies have not always been in agreement.  
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For example, two studies (Tamannaeifar et al., 2014; Zettle & Raines, 1989) found both CT and 

ACT to produce equivalent changes in depression scores.  However, although Forman, Shaw, 

and colleagues (2012) found both treatments to be equally effective at posttreatment, their 

analyses indicated that CT maintained treatment gains slightly better than ACT.  Conversely, 

Zettle and Hayes (1986) found ACT at 2-month follow-up to be more effective at reducing 

depressive symptoms than CT. 

 Process research.  Another basis for drawing comparisons between ACT and CT 

involves their purported differing mechanisms of change (Arch & Craske, 2008).  Even if the 

two approaches are concluded to be equally efficacious in the treatment of depression, it is 

possible that they attain similar outcomes through discrepant therapeutic processes.  Given the 

purpose of this project, the following discussion will provide a greater focus on findings 

involving distancing than on the other five processes that ostensibly also contribute to 

psychological flexibility and therapeutic improvement according to the model on which ACT is 

based. 

 Multiple studies have examined a number of mediators for the successful treatment of 

varying presenting problems with ACT (Hayes et al., 2006).  However, while relatively fewer 

investigations have directly compared process variables that may mediate therapeutic outcomes 

in the treatment of depression with CT versus ACT, such efforts go back to when ACT was still 

known as “comprehensive distancing.”  In the first randomized trial, Zettle and Hayes (1986) 

examined changes in distancing using a modified version of the Automatic Thoughts 

Questionnaire (Hollon & Kendall, 1980) to assess changes in the believability of depressive 

automatic thoughts that occurred independently of reductions in their frequency.  Greater 

reductions in believability scores at posttreatment and follow-up for those treated with ACT as 
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opposed to CT provided preliminary support for distancing as a mechanism of action.  Further 

support was provided by subsequent reanalyses of the process variable data with more 

sophisticated mediational tests that were rarely performed at the time the original study was 

published.  Results confirmed that greater changes in the believability of depressogenic thoughts 

mediated the treatment effects among those receiving ACT (Hayes et al., 2006; Zettle et al., 

2011). 

 While other process research comparing ACT to CT and closely related versions of CBT 

in treatment of depression has been consistent in suggesting differential and conceptually 

meaningful mechanisms of change, distancing has not always been identified as the key variable.  

For example, an exploratory, albeit not formal analysis of potential mediators, found that the 

“observing” and “describing” subscales of the Kentucky Inventory of Mindfulness Skills (KIMS; 

Baer et al., 2004) were more strongly associated with outcomes for CT than ACT (Forman et al., 

2007).  Hence, the skills of identifying and being able to apply words to one’s experience appear 

to mediate outcomes for CT.  This makes theoretical sense to the degree that clients need to be 

able to identify and clearly articulate their thoughts before they can critically examine if they are 

true or not.  

 For ACT, reduced scores on the Acceptance and Action Questionnaire (AAQ; Hayes et 

al., 2004), a measure of experiential avoidance/psychological inflexibility, and increases in the 

“acting with awareness” and “acceptance” subscales of the KIMS were associated more strongly 

associated with improvement.  These results appear to be consistent with the purported 

mechanisms of change in ACT in suggesting that therapeutic gains are mediated by increased 

accepting awareness of private events that otherwise constrict psychological flexibility.  These 

overall findings are also consistent with those from a similar exploratory analysis of mediators 
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reported by Lappalainen and colleagues (2007).  ACT increased acceptance, as measured by a 

shortened version of the AAQ (see Lappalainen et al., 2007 for included items), to a greater 

degree than CBT, and this improvement was positively correlated with symptom relief.  

However, this study was limited in providing treatment to a small number of participants at an 

outpatient clinic with varying presenting problems.  Although the majority experienced 

depressive symptoms, analyses did not differentiate between them and those who were seeking 

treatment for other reasons. 

 Process variables other than distancing were also implicated in another study by Forman 

and his colleagues in their treatment of anxious and depressed clients seen at a university clinic 

(Forman, Chapman, et al., 2012).  To track changes in both outcome and process variables across 

time, brief measures of therapeutic improvement, as well as of purported mechanisms of change; 

including acceptance of cognitions, affective acceptance, affective change strategies, 

dysfunctional thinking, distancing, cognitive restructuring, and committed action; were 

administered each session.  The overall results of the study revealed no difference in outcome 

between the two therapeutic approaches over the course of treatment, but clear evidence of 

moderated mediation.  Consistent with their conceptual and strategic differences, affective 

change and cognitive restructuring mediated outcomes for CT, while acceptance of thoughts and 

emotions did so for ACT.  Decreases in dysfunctional thinking and distancing were found to 

equivalently mediate treatment outcomes in both conditions.   

Component research.  A final possible means of drawing meaningful comparisons 

between ACT and more traditional forms of CBT, including CT, involves component analyses of 

each.  To date, unfortunately, no component studies have been completed examining the effects 

of defusion techniques with a clinical population.  Such effects have, however, been studied in at 
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least two groups of subclinical participants (Deacon et al., 2011; Watson et al., 2010) and more 

extensively in nonclinical samples.   

Word repetition.  The majority of component research has focused on a defusion 

technique within ACT first studied by Severance and Washburn (1907) and later investigated 

under the name of “semantic satiation” (e.g., Amster, 1964).  Semantic satiation most often 

occurs when the literal meaning of a target word is diminished as a subject repeatedly utters it 

aloud (e.g., Amster, 1964; Lambert & Jokobovits, 1960).  One illustration of this is how the 

previously cited derived stimulus functions of the word “lemon”; involving seeing, tasting, and 

smelling; dissipate as it is spoken aloud at a rapid pace.  As mentioned earlier, today this word 

repetition technique is commonly referred to as the “milk exercise” within ACT as it is typically 

experientially introduced by using “milk” as the target word to be rapidly repeated aloud.  After 

such an introductory demonstration, the focus shifts to more clinically-relevant words, such as 

those that are negatively self-referential in nature (e.g., “stupid”).   

Among nonclinical samples, the milk exercise has been found to be superior to 

distraction in significantly reducing the believability and distress/discomfort (terms that have 

been used interchangeably in research on defusion) of negative self-referential thoughts (Masuda 

et al., 2004, 2009; Masuda, Feinstein et al., 2010; Masuda, Twohig, et al., 2010).  In a parametric 

study of the technique, Masuda et al. (2009) found that emotional distress surrounding the target 

thought decreased to its lowest level after 3-10 s of verbal repetition, while maximal reductions 

in believability occur after 20-30 s.  The greatest reductions in both distress and believability 

occur if the target word is repeated once per s (Tyndall et al., 2017).  
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In the first of two investigations of the word repetition exercise with subclinical samples, 

Watson et al. (2010) compared it to imaginal exposure with college students who scored within 

the clinical range on the contamination obsessions and washing compulsions subscale of the 

Padua Inventory-Washington State University Revision (Burns et al., 1996), but who were not 

receiving treatment for obsessive-compulsive disorder.  The two techniques displayed equivalent 

reductions in distress levels and in believability of related thoughts a week after their 

introduction, but different immediate effects.  Significant changes in both measures occurred 

right after practicing the defusion technique that were maintained at 1-week follow-up.  By 

contrast, imaginal exposure did not produce such immediate effects on distress and believability, 

but did so to a degree equivalent to word repetition a week later. 

A second investigation of word repetition with a subclinical sample by Deacon and 

colleagues (2011) compared it to cognitive disputation among female college students with 

scores above the mean for eating disorders on the Body Shape Questionnaire (Dowson & 

Henderson, 2001).  Ratings of believability and distress associated with the thought of being fat 

were obtained at three different points: (a) at the beginning of the study, (b) after the introduction 

and performance of the milk exercise or a disputation technique, and (c) following a week of 

practicing the assigned component as homework.  Participants also performed a mirror task three 

different times, during which they examined their body shape in a mirror and then rated the 

amount of distress experienced while doing so along with overall satisfaction with their body 

shape. 

The two techniques were found to have differing effects over time on the two thought-

related measures (i.e., distress and believability) and two mirror task-related ratings (i.e., distress 

and body dissatisfaction).  Defusion had a greater initial impact than disputation on these four 
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variables immediately after the introduction and performance of the assigned techniques, but 

these improvements decreased slightly during the week of homework with the exception of a 

slight increase in body satisfaction.  Conversely, cognitive disputation’s initially weaker 

treatment effects on the two mirror-related measures and the thought distress measure improved 

to levels comparable to defusion’s posthomework levels.  Although disputation had an initially 

weaker effect on believability of being fat, after a week of practicing the technique, the 

reductions in believability for the disputation group surpassed improvements found in the 

defusion group.  To summarize, the word repetition exercise had a greater immediate impact on 

distress and body dissatisfaction during the mirror task as well as on distress and believability 

associated with the thought of being fat than disputation, but the benefits of disputation improved 

with further practice whereas those of defusion did not.  In attempting to explain these findings, 

Deacon and colleagues (2011) speculated that participants may have used word repetition as a 

suppression technique during the week of homework despite instructions to the contrary. 

Although the overall findings on reduced believability appear to be at odds with other 

research on the word repetition exercise, other results of Deacon et al. (2011) appear to be 

congruent with ACT’s purported mechanisms of actions (Hayes et al., 2006).  Participants in the 

defusion condition relative to those in the disputation group reported that whether or not they 

continued to have the target thought became less important.  Moreover, lower importance ratings 

predicted reduced distress associated with the thought for the word repetition group.  On the 

other hand, decreases in distress were predicted by higher importance ratings for participants in 

the disputation condition. 

Thought prefacing.  Another defusion procedure is known as a thought expansion prefix 

technique (Healy et al., 2008).  Simply stating, “I am having the thought that…” followed by the 
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negative thought has been found to effectively reduce distress and to increase willingness to see 

or read negative self-statements compared to using no prefix (Healy et al., 2008) as well as 

relative to cognitive disputation and a no-instruction control condition (Larsson et al., 2016).  

However, compared to the word repetition exercise, the impact of the prefix technique on 

thought believability has been even more inconsistent.  Healy et al. (2008) found that it 

unexpectedly increased believability of negative self-referential thoughts, while Larsson and 

colleagues (2016) reported lowered believability. 

The primary purpose of the first study of thought prefacing (Healy et al., 2008) was to 

evaluate if it constituted another viable defusion technique.  Undergraduates rated their 

willingness, distress, and believability associated with 10 positive (e.g., “I am happy with who I 

am”) and 10 negative (e.g., “I am a bad person”) predetermined thoughts.  The 20 thoughts were 

presented under three different conditions: (a) with the prefix, (b) without the prefix, and (c) with 

the thought prefaced with “I have a wooden chair and…” to control for the increased length 

created in condition (a).  The prefacing technique resulted in a significant increase in willingness 

and a decrease in distress related to targeted thoughts compared to the other two presentation 

conditions.  However, contrary to the study’s hypothesis, the thought prefacing technique 

increased believability, a finding that conflicts with effects reported for the word repetition 

exercise (Masuda et al., 2004, 2009; Masuda, Feinstein, et al., 2010; Masuda, Twohig, et al., 

2010).  

Of particular relevance for this project is another study of thought prefacing by Larsson et 

al. (2016) that produced slightly different results than those of both Healy et al. (2008) and 

Deacon et al. (2011).  Larsson et al. (2016) first instructed participants, consisting of both college 

students and community volunteers, to generate “…a negative thought about yourself…” (p. 
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459).  Participants then practiced the same prefacing technique investigated by Healy et al. 

(2008) with the identified negative self-referential target thought (e.g., “I am a bad person”).  

Participants next sang their thought to themselves to the tune of “Happy Birthday,” and finally 

imagined their thought being said by their favorite cartoon character.  The defusion condition 

significantly decreased the believability, distress, and frequency of targeted thoughts, while 

increasing participant willingness to have the thought significantly more than a disputation and a 

no-instruction control group.  Within-subject analyses found that disputation also decreased 

distress and increased willingness to have the thought, but not its frequency or believability.   

Summary.  To summarize, the aggregate results of the two studies comparing defusion 

and disputation of target thoughts have yielded inconsistent findings.  Within-condition analyses 

suggest that both word repetition and thought prefacing techniques immediately decrease 

thought-related distress, but that both their absolute and comparative impact on believability may 

differ.  Deacon et al. (2011) found a stronger effect for disputation than word repetition 

following a week of practice, while Larsson et al. (2016) reported that thought prefacing 

decreased distress and believability to a greater degree than both disputation and control 

conditions.  These overall results at least at first glance suggest that thought prefacing may be 

relatively more effective than word repetition in reducing the believability of target thoughts 

when both are compared with disputation.  Such cross-study comparisons, however, must always 

be undertaken cautiously, especially insofar as no research to date has directly evaluated both 

defusion techniques against each other and relative to disputation within the same study.  A 

major purpose of this project was to rectify this deficiency.   

Purpose of this Study 
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The inconsistent findings that emerged from the two studies by Deacon et al. (2011) and 

Larsson et al. (2016) could certainly have occurred due to variables other than differences in the 

specific defusion techniques each investigated.  A consideration of these additional factors is 

germane in determining which variables to manipulate experimentally versus control in this 

study and in order to elucidate its purpose more fully.   

Participant status and target thought relevance.  Perhaps the most obvious of such 

potential factors involves differences in the relative clinical status of participants in the two 

projects.  Both samples can be legitimately viewed as “nonclinical,” although it seems more 

appropriate to regard that of Deacon et al. (2011) as “subclinical”.  Their participants were not 

presenting themselves for treatment, but did report body image concerns that fell within the 

clinical range.  By contrast, the participants of Larsson et al. (2016) were university students and 

community volunteers who scored 1-29 on the Beck Depression Inventory-II (BDI-II; Beck et 

al., 1996) to at least exclude those with severe depression.  The mean BDI-II scores for both the 

defusion (6.42) and disputation groups (9.63) fell within the nonclinical range of depression.   

Differences in the subclinical status of participants between the two studies may have 

impacted the personal relevance of target thoughts as well associated levels of believability and 

distress.  Unfortunately, because they used different scales in assessing believability and distress, 

direct pretreatment comparisons between the two projects on these variables is precluded.  The 

preselected and targeted fat-related thoughts were presumably of great personal relevance to the 

participants of Deacon et al. (2011) who had been screened for elevated body image concerns.  

Mean pretreatment ratings of believability (62%) and distress (77%) associated with target 

thoughts support this assessment and suggest that any floor effects were inconsequential.  Unlike 

Deacon et al., Larsson et al. (2016) had participants generate negative target thoughts that were 



40 
 

self-referential, but which could not be about their physical features or characteristics, such as 

body weight or shape.  It seems possible because they were self-generated that the thoughts in 

some sense may have been of even greater personal relevance than those targeted by Deacon et 

al.  However, neither study directly assessed target thoughts for their degree of personal 

relevance, a provision that was included in this project.   

Although it appears that sufficient levels of personal relevance for target thoughts can be 

obtained with nonclinical participants, this study increased this likelihood by recruiting a sample 

reporting subclinical levels of depression as measured by the BDI-II.  The Automatic Thoughts 

Questionnaire (ATQ; Hollon & Kendall, 1980), or what is now more commonly referred to as 

Automatic Thoughts Questionnaire-Negative (ATQ-N; cf. Ingram & Wisnicki, 1988), provided a 

list of possible target thoughts likely to be encountered by such participants from which those  

rated as highly believable, distressing, and personally relevant could be identified.  To the degree 

that the ATQ-N is also used in a similar way in clinical practice, the ecological and external 

validity of this analogue project was enhanced.  This also presumably increased the clinical 

utility of the study. 

Focus of target thoughts.  In addition to the personal relevance of targeted thoughts, 

their differing focal content might also be a reason why the two studies in question found 

diverging results.  Although both studies targeted negative self-referential thoughts, that of 

Deacon et al. (2011) focused on those that were rather specific and related to body image.  By 

contrast, the target thoughts of Larsson et al. (2016) excluded ones focused on specific 

characteristics and were more global in nature (e.g., “I am a bad person”).  This project 

controlled for this variable by having the ATQ-N provide a common list of possible target 
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thoughts from which one that was sufficiently personally relevant for each participant could be 

identified. 

The use of the ATQ-N in this way also provided an opportunity to compare how the two 

defusion techniques and disputation compare in targeting depressing thoughts that are not limited 

to those that are self-referential in nature.  The ATQ was designed to assess a variety of 

automatic thoughts typically experienced by depressed individuals, and as might be expected, 

accordingly reflects all three domains of the negative cognitive triad within Beck’s (1967, 1987) 

model of depression.  For example, it lists negative thoughts about the self (e.g., “I’m 

worthless”), but also those that pertain to the world more broadly (e.g., “Something has to 

change”), and to those about the future (e.g., “My future is bleak”).   

To date, no project has examined if the different aspects or domains of targeted thoughts 

moderate the relative impact of defusion and disputation, although at least two studies reviewed 

previously have to a limited extent included thoughts that were not self-referential in focus.  

With one possible exception, all of the thoughts targeted with thought prefacing by Healy et al. 

(2008) (i.e., “No one will ever love me,” p. 628) were limited to those specifically focused on the 

self.  Although they provided no verbatim examples of them, Watson et al. (2010) targeted 

thoughts of contamination with word repetition that were more related to the world, for instance, 

in referencing disease, germs, and urine.  However, neither of these two studies as noted earlier, 

compared the defusion technique being evaluated with disputation.  To the extent possible, this 

project sought to address this omission by comparing word repetition, thought prefacing, and 

disputation in targeting personally relevant thoughts across all three domains of the negative 

cognitive triad that were equivalent in their pretreatment levels of believability and distress. 
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 Technical issues.  Technical differences in what constituted defusion and disputation 

techniques within the two studies under consideration may have also differentially influenced the 

results of the two component studies.   

Defusion.  As discussed previously, Masuda and colleagues (Masuda et al., 2004, 2009; 

Masuda, Feinstein, et al., 2010; Masuda, Twohig, et al., 2010) have identified an optimal 

protocol for presentation of the word repetition technique that was followed by Deacon et al. 

(2011).  This suggests that the comparative advantage they found for disputation cannot be 

simply attributed to a weak version of word repetition.   

Similar parametric research, however, has not been published to date on the prefacing 

technique to, for example, determine how many times it may need to be repeated for maximum 

effect.  Larsson et al. (2016) based their intervention on the prefacing technique used by Healy et 

al. (2008) in which participants were simply told that it would help decrease the emotional 

impact of the target thought before implementing the technique with each of 10 predetermined 

negative and 10 positive self-statements.  Although Larsson et al. (2016) used the same 

technique as Healy et al., they provided a more comprehensive rationale on how it supposedly 

worked and also had participants sing the target thought and imagine a cartoon character saying 

it.  Because of these differences, it is unclear if the opposite effects on believability reported in 

the two studies are attributable to differences in the rationales offered for thought prefacing 

and/or because other exercises were provided by Larsson et al. in addition to the technique by 

itself.  

The number of times a defusion technique is repeated and/or whether each presentation 

occurs for a sufficient length of time relate to a larger issue of what constitutes an optimal dosage 

of both word repetition and thought prefacing.  Deacon et al. (2011) indicated that presenting the 
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rationale for and training in word repetition lasted approximately 15 min, whereas Larsson et al. 

(2016) only reported on the word length (594) of their thought prefacing protocol.  Even if the 

duration of initial presentation of the two defusion techniques were similar, their implementation 

time quite likely differed.  Larsson et al. had participants practice three separate techniques 

(prefacing, singing, and stating target thoughts in a cartoon character’s voice), while the 

participants of Deacon et al. practiced word repetition twice (with “fat” and with a synonym for 

it).  This study attempted to control for such “dosage” variables between the two defusion 

techniques by presenting and implementing each for approximately the same length of time.  

Disputation.  Another factor that might account for inconsistencies between the findings 

of Deacon et al. (2011) and Larsson et al. (2016) involves differences in their disputation 

techniques.  Deacon and colleagues had participants complete a form similar to the Daily Record 

of Dysfunctional Thoughts traditionally used in CT (Beck et al., 1979, pp. 164-165) that included 

identification of (a) the situation in which the target thought occurred, (b) the target thought 

itself, (c) supporting evidence, (d) disconfirming evidence, and (e) a balanced conclusion 

concerning the truth of the target thought.  By contrast, Larsson et al. first informed participants 

about typical thinking errors (e.g., catastrophizing, dichotomous thinking, mind-reading) before 

examining evidence against their target thought, asking if others would accept their thought as 

true, and finally, in generating an alternate thought.   

As with the defusion techniques, any differences in dosage for disputation between the 

two studies under consideration are difficult to evaluate.  What is more clear was the need to 

compare the two defusion techniques within this study against the same disputation technique 

that is similar in presentation and implementation time to each of them.  A combination of the 
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two disputation protocols just described appeared appropriate given their similarities and 

recognition that both are often included in CT/CBT treatment manuals (e.g., Brown et al., 2007).   

 Summary.  To summarize, the purpose of this study was to examine how the relative 

impact of two defusion techniques (i.e., word repetition and thought prefacing) and disputation 

on target thoughts may be moderated by domains of the negative cognitive triad.  Variables that 

may have contributed to the differing results found in Deacon et al. (2011) and Larsson et al. 

(2016) were either manipulated (e.g., defusion technique used) or controlled for (e.g., clinical 

status of participants) in this study.  

 This study selected a subclinical sample of participants with BDI-II scores (i.e., 11-21) 

reflective of a mild level of depression (Beck et al., 1996).  Although such participants should 

properly be regarded as constituting an analogue sample, their inclusion nonetheless increased 

the clinical utility of this study relative to other laboratory investigations of defusion and 

disputation.  The selection of a sample reporting subclinical depression, in particular, should 

increase the likelihood that the thoughts targeted would be of sufficient personal relevance.  

Further confidence in this feature of the project was provided by selecting target thoughts from 

the ATQ-N that were verified by participants as personally relevant and rated as both highly 

believable and distressing.  Because negative thoughts about the self, the world, and the future 

are all represented on the ATQ-N, the use of this instrument in target thought selection provided 

an opportunity to evaluate the domains of the cognitive triad as a possible moderating variable. 

 Participants were randomly assigned to apply either (a) word repetition, (b) thought 

prefacing, or (c) disputation to their targeted thoughts.  To validly compare the effects of the 

three techniques, they were similar in the length of presentation time.  Although this is an 
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analogue study and the techniques cannot be full representations of those implemented in 

therapy, they were constructed to mirror how each is used in clinical practice.  

 The domains of the cognitive triad as possible moderators of the impact of the three 

thought-focused techniques constituted an additional between-subjects variable, thus creating a 3 

x 3 factorial design.  Participants who only endorsed thoughts from one domain as highly 

distressing, believable, and personally relevant were only eligible to be randomly assigned to a 

technique.  Those who endorsed target thoughts in two or three domains were also randomly 

assigned on that basis as well.  These participants also provided an opportunity to assess for 

generalization across domains of the cognitive triad by, for example, determining if successfully 

disputing a negative target thought about the world also reduced the believability of a self-

referential thought.   

 The two primary dependent variables assessed in this project, believability and distress, 

were those that have traditionally been included in defusion research (e.g., Masuda et al., 2004; 

2009) and were also the primary outcome measures of Deacon et al. (2011) and Larsson et al. 

(2016).  However, it should be noted that Deacon et al. (2011) referred to the believability 

variable as “accuracy”, although it was ostensibly measured the same way believability was 

assessed by Masuda et al. (2004).  It has long been recognized by defusion researchers that 

reductions in believability may serve as a proxy rather than direct measure of the distancing 

process (Herzberg et al., 2012; Masuda et al., 2004; Zettle & Hayes, 1986).  This is largely 

attributable to the challenge of defining and asking questions about the impact of defusion 

techniques in a way that is sufficiently understandable to participants without placing an undue 

burden on them (Forman, Herbert, et al., 2012).  It is much less challenging to ask participants to 
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indicate how much they believe in various thoughts than it is to rate how distanced or defused 

they are from them. 

  Two secondary dependent variables were also evaluated.  The willingness of participants 

to continue to have the target thoughts was also assessed by Healy et al. (2008) and Larsson et al. 

(2016).  Similarly, Deacon et al. (2011) had participants rate how important it was for them to 

not have the thought.  Although importance ratings would appear to be inversely related to 

willingness ratings, collecting both was not judged to be burdensome to participants and were 

included in the event they were sufficiently independent of each other.   

Hypotheses and Expected Findings 

Many of the questions and issues addressed by this project, particularly those involving 

possible moderating effects, were of necessity approached in a more exploratory way.  For 

others, the following a priori hypotheses informed by previous research findings were proposed 

and evaluated.   

1. It was hypothesized that the three thought-focused techniques would differ during the 

treatment phase of this project in their ability to weaken the believability of target 

thoughts immediately after their presentations.  Specifically, it was expected that the 

two defusion techniques would decrease believability to a greater degree than 

disputation.  This is based on similar findings for believability by Deacon et al. (2011) 

and Larsson et al. (2016).   

2.  During the 1-week follow-up phase, the relative effects of the three techniques on 

believability were hypothesized to change.  Similar to the findings of Deacon et al. 

(2011), it was anticipated that disputation would decrease the believability of the target 
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thought to a significantly greater degree than the decreases seen in the word repetition 

group.  Because Larsson et al. found the thought prefacing technique to be superior to 

disputation after 1 week of practice, the same result was expected for this study.  

Therefore, it was hypothesized that thought prefacing would be the strongest technique 

and that word repetition would be the weakest at the end of the 1 week of follow-up.   

3. Similar to the first hypothesis and based on the same studies, the two defusion 

techniques were expected to have a greater initial impact on decreasing distress than 

disputation. 

4. The findings that after a 1-week follow-up thought prefacing had a greater impact on 

distress than disputation (Larsson et al., 2016), while word repetition had equivalent to 

less powerful effects compared to disputation (Deacon et al., 2011), supported a 

hypothesis that thought prefacing would also be the most effective means of reducing 

thought-related distress after 1 week.  Unlike their expected differential impact on 

believability, it was anticipated that word repetition and disputation would have an 

equivalent effect on distress. 

5. Larsson et al. (2016) found that although both thought prefacing and disputation 

increased willingness, thought prefacing did so to a greater degree.  Because word 

repetition is also believed to work through a distancing process similar to thought 

prefacing, it seemed reasonable to anticipate that both defusion techniques would 

increase willingness to have target thoughts to a similar, but greater degree than 

disputation during the treatment as well as follow-up phase. 

6. It was expected that both defusion techniques would also have a similar, but greater 

effect than disputation in reducing the importance of not having target thoughts at both 
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treatment and follow-up phases based on related findings by Deacon et al. (2011).  In 

their study, word repetition decreased while disputation increased the importance of 

not having fat-related thoughts at both time points.  Again, because thought prefacing 

may operate through a similar distancing process, it seemed reasonable to expect that 

its impact on importance would be comparable to that of word repetition, but differ 

from that of disputation during both treatment and follow-up phases.  
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CHAPTER THREE 

METHODOLOGY 

Participants 

 Two pools of potential participants initially were recruited through somewhat different 

means to complete an online screening survey to determine their eligibility to participate in the 

study proper.  A total of 738 Wichita State students were primarily recruited through the online 

SONA system, while 185 residents of Wichita and the surrounding area completed the screening 

survey in response to advertisements on flyers, email distribution lists, and social media.  As 

indicated in Figure 1, approximately 22% of the 923 screened individuals (N = 199) were sent an 

email invitation to participate in this project upon meeting the selection criteria of: (a) being at 

least 18, (b) being fluent in English, (c) reporting subclinical levels of depression as assessed by 

BDI-II scores (11-21), and (d) indicating an interest in being contacted about their participation 

eligibility.  Of the 73 participants who accepted this invitation (37%), all were students with the 

exception of one faculty staff member of the university.  As can be seen in Table 1, participants 

at this pretreatment phase of the project were predominantly White (70%) females (75%) with a 

mean age of 20.95 years.   

Measures 

 Beck Depression Inventory – II.  The BDI-II is a 21-item self-report measure of 

depression (see Appendix A).  It is widely used clinically and in research and has been found to 

have good test-retest reliability, internal consistency (α = .93 in this study), and concurrent and 

divergent validity (Beck et al., 1996).  The BDI-II has also been commonly used as a screening 

instrument in identifying individuals reporting differing levels of depression.  In this project the 



50 
 

BDI-II was administered to identify students reporting a subclinical level of depression (i.e., 11-

21).   

 Automatic Thought Questionnaire.  The ATQ-N (Hollon & Kendall, 1980) is a 30-item 

self-report measure of automatic thoughts associated with depression according to Beck’s (1963, 

1967) cognitive theory of the disorder.  It has been widely used in both research and clinical 

practice (Garratt et al., 2007) and originally only assessed the frequency of automatic thoughts 

on a 5-point Likert scale.  A believability scale was later added to provide a proxy measure of 

distancing (Zettle & Hayes, 1987).  Both scales have displayed good internal and test-retest 

reliability (Chioqueta & Stiles, 2004; Ghassemzdeh et al., 2006; Hollon & Kendall, 1980; Sahin 

& Sahin, 1992; Zettle et al., 2011).   

 The validity of the ATQ-N has also been well documented.  For example, both clinically 

and subclinically depressed individuals score higher than nondepressed control subjects (Dobson 

& Breiter, 1983; Harrell & Ryon, 1983; Hollon & Kendall, 1980; Hollon et al., 1986), and 

reduced scores occur as a result of successful treatment (e.g., Bisno et al., 1985).  In addition, 

significant correlations between the ATQ-N and self-report measures of depression, including 

the BDI-II, suggest it possesses adequate concurrent validity (Harrell & Ryon, 1983).  

For the purposes of this study, an abbreviated version of the ATQ-N, referred to as the 

ATQ-A, was developed.  The ATQ-A is comprised of 22 items that a panel of three CBT-trained 

therapists independently and unanimously identified as representing one of the three domains of 

the negative cognitive triad.  As seen in Appendix B, 14 of the negative automatic thoughts were 

rated by the panel as being about the self, 5 about the world, and 3 about the future.  Participants 

rated each of the 22 thoughts on four 100-point visual analog scales at pretreatment and follow-

up: (a) believability [“how believable (true) is this thought?”] (b) distress (“how uncomfortable 
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is this thought?”) (c) importance (“how important is it to you not to have this thought?”), and (d) 

willingness (“how willing are you to have this thought?”).  As displayed in Table 2, total as well 

as separate ratings for thought domains exhibited good to acceptable levels of internal 

consistency at both assessment occasions, with the exception of believability ratings of world 

domain thoughts at pretreatment (α = .55). 

Thought-Focused Techniques 

Participants were randomly assigned to receive one of three thought-focused techniques 

that were designed to be similar in the length of presentation (approximately 5 min and 30 s.) to 

control for possible dosage effects: (a) word repetition, (b) thought prefacing, or (c) disputation.  

A brief rationale and demonstration were provided of each technique as well as an opportunity 

for participants to practice it with an individualized target thought.  Participants were instructed 

to practice the technique whenever they had the target thought during the following week with 

compliance assessed at follow-up (see Appendix C).  

Word repetition.  Similar to Deacon et al. (2011), the word repetition technique 

resembled the version of it first studied by Masuda et al. (2004).  The protocol (see Appendix D) 

initially provided a rationale for defusion, explaining that language and thoughts are powerful 

tools with positive and negative influences on how we experience the world.  Participants were 

informed that taking thoughts literally, especially negative ones, plays an instrumental role in 

human suffering.  As an alternative, participants were encouraged to look at their thoughts as 

simply what they are; i.e., “thoughts are just words.”   

The technique itself was first demonstrated by having participants repeat out loud an 

emotionally neutral word (i.e., “milk”) along with the research assistant for 30 s.  While doing 
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so, participants were prompted after 10 to 20 s to say the word either faster or louder.  The 

experience was then processed by having them reflect on how the meaning of the word changed 

during the exercise.  Participants were next asked to identify a single word that best represented 

their targeted thought (e.g., “worthless”) before applying the exercise to it.  

Thought prefacing.  The thought prefacing technique was an abbreviated adaptation of 

the defusion technique of Larsson et al. (2016).  Unlike their protocol, this one did not include 

the singing of target thoughts nor expressing them in a cartoon voice in order to keep it distinct 

from word repetition, even though the rationales offered for the two defusion techniques were 

quite similar (see Appendix E).   

The technique was first demonstrated with an emotionally neutral and personally 

irrelevant thought (e.g., “Milk is good/bad”) before stating it again prefaced by “I’m having the 

thought that…”.  After processing the demonstration, the technique was applied to the target 

thought of each participant. 

Disputation.  This protocol (see Appendix F) combined elements of the disputation 

techniques of both Deacon et al. (2011) and Larsson et al. (2016).  Participants were first asked 

to acknowledge that thoughts can impact emotions, but that many of our thoughts do not always 

accurately represent reality, and are instead the result of thinking errors.  Catastrophizing, 

dichotomous thinking, overgeneralization, fortune telling, and mind-reading were defined and 

offered as examples of such distorted thinking.  A rationale was offered for disputation by noting 

that such ways of thinking, if not critically examined and questioned, will continue to have a 

negative impact on our emotional well-being.  The technique was then demonstrated and applied 

to the neutral thought “milk is good/bad” by having participants first identify a situation in which 

their target thought typically occurs before examining the objective evidence both for and against 
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its accuracy in arriving at a balanced conclusion about its “truthfulness.”  After processing the 

demonstration, the technique was applied to the target thought of each participant. 

Procedure 

Individuals interested in participating in the study proper were first required to complete 

an online survey that included the BDI-II and a background questionnaire (see Appendix G) as 

well as a question asking if they were interested in being contacted about additional studies for 

which they were eligible.  Interested participants meeting the selection criteria were sent an 

email invitation to sign up for the study proper, conducted in a research laboratory located in the 

Psychology Department.  The subclinical level of depression reported by participants (i.e., BDI-

II scores = 11-21) fell above the normal range to increase the clinical utility of the study, but was 

not severe enough that they were expected to be unduly distressed by focusing on negative 

thoughts for which only a brief intervention was offered.  

 After obtaining informed consent (see Appendix H), each participant completed an 

online version of the ATQ-A to identify a personal pool of eligible target thoughts rated at least 

50 on the believability and distress scales.  A total of 4 of 73 (5%) participants with no such 

eligible target thoughts were dismissed at this juncture.  All were white, non-Hispanic females 

from the student sample who did not significantly differ from the other 69 participants in their 

age (20) or level of depression (BDI-II = 14).   

As part of the target thought selection process, any items chosen from the ATQ-A pool 

also had to be subsequently rated as at least 50 on a scale of personal relevance (see Appendix I) 

in order to be retained.  An additional six participants (9%) were dismissed for failing to meet 

this requirement, leaving a total of 63 who completed the treatment phase of this project.  These 
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dismissed participants were predominately white (67%), non-Hispanic (83%), females (83%) all 

from the student sample who were comparable to the retained group of 63 participants in their 

age (20) and level of depression (BDI-II = 14.67) 

Three steps were undertaken to maximize the likelihood that there ultimately would be a 

desired proportional representation of the three thought domains across the three thought-focused 

techniques.  First, participants were randomly allocated to one of the three techniques.  An 

iterative two-step process was then used to determine which thought domain would be targeted 

and which specific thought within it for each participant.  The initial step in this iterative process 

was to assign participants to one of the three thought domains.  Two participants reported 

eligible target thoughts in only the self-domain.  Among the remaining 61 participants, the 

majority (41 or 67%) initially were randomly assigned to a thought domain.  For the final 20 

participants, however, the thought domain with the least participants within their technique group 

was assigned in the service of maintaining proportional representation of domains across 

techniques. 

The second step in the iterative process of selecting a target thought for participants 

involved vetting possible candidate thoughts within their initially assigned domain, and, if 

necessary, considering others.  Participants first rated the personal relevance of the thought with 

the highest combined ratings of believability and distress belonging to that domain.  If the 

thought met the personal relevance requirement, it was assigned as the target thought.  However, 

if the vetted thought did not, the next highest rated thought on combined believability and 

distress within that same domain was evaluated for personal relevance.  This process continued 

until either an eligible thought was identified, as was the case for 36 participants, or all eligible 

thoughts within the initially assigned domain were exhausted.  For 19 of the remaining 
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participants, an acceptable target thought was identified from a second domain, while the 

iterative process had to continue to the third and last domain for 6 participants.    

Following the identification of the target thought, participants were presented with their 

assigned thought-focused technique.  The total presentation time of the rationale and technique 

was tracked to ensure dosage effects were similar across all three.  Immediately upon completing 

the technique, participants rerated the target thought on the four visual analog scales of the ATQ-

A.  Before being dismissed from the lab, participants, were instructed to reimplement the 

technique whenever they experienced the target thought in the subsequent week.   

A week after completing the lab portion of the study, participants were sent an online 

follow-up questionnaire containing the ATQ-A, the additional ratings of personal relevance and 

frequency for the target thought, two questions to check for understanding and correct 

application of the assigned technique (see Appendix J), and a measure of homework compliance 

(see Appendix C). Upon submission of the completed survey, participants were sent a written 

debriefing of the study (see Appendix K) and were given the option to contact the researcher 

with questions or concerns.   

 Three participants (5%) had their data removed from this follow-up phase because of 

extreme ratings of 0 or 100 provided on 90% or more of the ATQ-A items.  These participants 

were all non-Hispanic students who did not differ from the larger sample in age (21.33) or 

depression level (BDI-II = 13).  Their racial and gender composition was more varied than that 

of participants dismissed during the treatment phase.  They included a black female and white 

male from the word repetition group and a biracial female from the disputation condition.  One 

additional participant, a 19 year old female who identified as native Hawaiian or other Pacific 

Islander of Hispanic origin from the word repetition group, also was dismissed following the 
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manipulation check for failing to correctly identify the skill she had been asked to practice, 

resulting in a retained sample of 59 participants for analyses of follow-up data.  

 Statistical Analyses 

Multiple statistical analyses were conducted in examining the results of this study.  

Questions concerning proportional differences were evaluated with chi-square tests.  Measures 

that met required statistical assumptions (e.g., skewness, kurtosis, and homogeneity of variance) 

and for which there were adequate sample sizes, were analyzed with parametric tests such as 

ANOVAs, and where appropriate, ANCOVAs.  Nonparametric analyses, such as Kruskal-Wallis 

and Mann-Whitney tests, were conducted with small samples sizes and in instances in which the  

assumptions underlying the use of parametric tests could not be verified. 

Corrections for experiment-wise error rate were implemented selectively.  Bonferroni 

corrections were utilized for post-hoc comparisons.  However, due to limited statistical power 

attributable to a modest sample size as well as use of nonparametric tests, no further adjustments 

were made to minimize experiment-wise error rate.  Two-tailed tests though were applied 

throughout to minimize the increased likelihood of Type 1 errors due to the number of analyses 

conducted. 
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CHAPTER 4 

RESULTS 

Preliminary Analyses  

 Background and demographic variables.  Prior to evaluating the hypotheses of this 

study, the retained samples from the treatment and follow-up phases were first analyzed for any 

differences in background and demographic variables as well as in pretreatment levels of 

depression across the three thought-focused techniques (see Table 3). At both phases none were 

found.  For this reason, all subsequent data analyses were collapsed across demographic 

variables and BDI-II scores were not included as a covariate. 

 Pretreatment ATQ-A ratings.  Second, ratings from the ATQ-A were evaluated for any 

pretreatment differences among participants (N = 59) who completed it a second time at follow-

up (see Table 4).  Only the average ratings on willingness for the three thoughts within the future 

domain were found to significantly differ between techniques, F(2, 54) = 3.71, p = .03, η² = .12.  

Posthoc analyses found participants assigned to the thought prefacing group (M = 19.83) were 

less willing than those within the disputation condition (M = 34.28) to have negative thoughts 

about the future.  The word repetition group (M = 29.72) did not significantly differ from either 

of the other two.  

  Pretreatment ratings of target thoughts.  The next set of preliminary analyses 

examined any differences in pretreatment ratings of target thoughts across both thought domains 

and thought-focused techniques.  As can be seen in Table 5, efforts to ensure that the final 

proportional distribution of target thoughts did not differ significantly across both domains and 

thought-focused techniques were successful.  No significant differences were noted between 
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techniques when collapsed across domains.  There were also no significant interactions between 

techniques and thought domains for any of the five pretreatment ratings.  However, a one-way 

analysis of variance found pretreatment differences between target thought domains when 

collapsed across techniques on levels of rated believability,  F(2, 60) = 4.23, p = .02, η² = .12, 

and importance,  F(2, 60) = 4.43, p = .02, η² = .13. Posthoc tests found the rated believability of 

thoughts about the future (M = 73.60) to be significantly lower than those about the self (M = 

84.76), p = .048, and the world (M = 84.68), p = .047.  Target thoughts about the future (M = 

84.95), however, were also rated as more important than those about the world (M = 64.73), p = 

.02. 

 Because of these pretreatment differences, it seemed appropriate to conduct subsequent 

analyses of treatment effects on the believability and importance of target thoughts separately for 

the three domains.  For the sake of consistency and to facilitate comparison of the overall 

findings involving target thoughts, similar separate analyses by domain were conducted for other 

ratings as well.  

 Treatment presentation duration.  The final preliminary analysis determined if there 

were any “dosage differences” between target-thought techniques.  As noted earlier, an effort 

was made for the presentation time for all three to be approximately 330 s or 5 min and 30 s.  

Actual timing of each, however, revealed a significant difference, F(2, 60) = 6.38, p = .003, η2 = 

.175, in which the average duration of the disputation protocol (M =  456.29 s,  SD = 145.39 s) 

was significantly longer (p = .002) than that of thought prefacing (M =  357.05 s,  SD = 41.14 s).  

The mean duration of the word repetition protocol (M = 409.52 s, SD = 38.77 s) was not 

significantly different from the other two.  No dosage differences across thought domains were 
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noted within any of the three techniques nor any interaction between target-thought techniques 

and thought domains. 

 Due to the differences found between target-thought techniques, correlations were 

examined between duration of presentation time and the following outcome variables:  (a) 

pretreatment to posttreatment improvement in target thought ratings, (b) pretreatment to follow-

up improvement in target thought ratings, and (c) pretreatment to follow-up improvement in 

ATQ-A total scores. As can be seen in Table 6, presentation length was significantly associated 

with pre to posttreatment reductions in target thought believability, r(61) = .27, p = .04, and 

willingness, r(61) = -.30, p = .02, but unrelated to any pretreatment to follow-up changes in 

target thought ratings.  Length of presentation unexpectedly was also correlated with 

pretreatment to follow-up increased importance, r(57) = -.34, p = .01, and decreased willingness 

ratings, r(57) = -.33, p = .01, of the ATQ-A.  Because of these relationships, presentation time 

was treated as a covariate in subsequent analyses when statistically possible and conceptually 

appropriate.  

 Homework compliance.  There were no differences across the three thought-focused 

techniques or target thought domains in how often participants reported practicing their thought-

focused techniques during the week of follow-up (see Appendix C).  The majority (52 of 59 or 

88%) reported doing so at least “sometimes,” with only two from the disputation technique 

indicating “not at all” (see Table 7).  Because of the overall high homework compliance rate, 

data from all participants were retained.  

 Manipulation check.   The manipulation check administered at the conclusion of the 

follow-up phase consisted of three questions (see Appendix J).  In response to the first, the 
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majority of participants (41 of 59 or 69%) clearly identified their target thought.  No 

identification differences were found based on techniques or target thought domains.  

 As already mentioned, only one participant was dismissed for failing to correctly identify 

the skill she had been asked to practice in responding to the second question of the manipulation 

check.  Less than 10% of participants (5 of 59 or 8%) failed to correctly identify the purpose of 

their thought-focused technique in responding to the third manipulation check question.  Only 

one participant misidentified the purpose of disputation by selecting “to experience the thought 

as just a thought.” Four participants failed to correctly identify the purpose of word repetition, 

with all but one indicating distraction.  The remaining participant believed the purpose of word 

repetition was “to stop having the thought.”  The proportion of participants (4 of 18 or 22%) who 

misidentified the purpose of word repetition did not differ significantly from their counterparts in 

the disputation technique (i.e., 1 of 20 or 5%), but did from thought prefacing in which all 21 

participants correctly identified its purpose.  Data from all five participants who technically 

failed this aspect of the manipulation check were nonetheless retained insofar as being unable to 

correctly identify the purpose of their thought-focused technique was judged to be less 

consequential than that of identifying and failing to practice it.  

Evaluation of Hypotheses  

 Changes in target thought ratings.   Ratings at each assessment occasion for all 

retained participants are presented in Table 8, while Tables 9-11 display comparable ratings for 

each of the three target thought groups.  Initially a series of 3 (time) x 3 (technique) mixed 

ANCOVAs with presentation duration as the covariate were conducted separately for each of the 

three thought domains.  Because they were only gathered at pretreatment and follow-up, 

frequency ratings of target thoughts were evaluated with 2 x 3 ANCOVAs.  In what follows and 
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for ease of processing, only ratings for which there were significant findings (i.e., believability, 

willingness, and relevance) will be reported.  There were no significant main effects nor 

interactions for target thought ratings of importance, distress, and frequency.  

 Believability.  The analyses (see Table 12) yielded a significant main effect for time for 

the future domain, F(2, 30) = 3.86, p = .03, η2 = .21, and an interaction with technique for the 

self,  F(4, 30) = 4.30, p = .01, η2 = .37, and world domains, F(4, 34) = 2.83, p = .04, η2 = .25.     

 Future-related thoughts.  Pairwise comparisons collapsing across techniques within the 

future domain found a significant decrease in believability ratings of target thoughts (p < .001) 

from pre (M = 72.21) to posttreatment (M = 38.84) that was maintained at follow-up (M = 

40.63). 

Self-related thoughts.  The interaction between time and technique for the believability of 

self-referential target thoughts (see Figure 2) was explicated by next conducting Kruskal-Wallis 

tests on three sets of change scores.  A significant difference was found between techniques on 

change scores from pre to posttreatment, χ2(2) = 9.18, p = .01, and from pretreatment to follow-

up, χ2(2) = 8.34, p = .02, but not from posttreatment to follow-up.  Further analyses using the 

Mann-Whitney U test indicated that disputation initially decreased believability ratings from pre 

to posttreatment (M = 64.00) significantly more than both word repetition (M = 22.20), U = 2.54, 

p = .01, and thought prefacing (M = 36.28), U = 2.25, p = .03, that did not differ from each other.  

Although posttreatment believability ratings also did not differ between the two defusion 

techniques, only those for thought prefacing were significantly higher than disputation, U = 5.00, 

p = .01.   
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 Because of some deterioration of treatment gains during the week of follow-up for all 

three techniques (see Figure 2), relative pre to posttreatment differences among them were not 

completely maintained in examining pretreatment to follow-up change scores.  Disputation (M = 

54.72) and thought prefacing (M = 33.43) did not significantly differ from one another, U = 1.73, 

p = .08, but both displayed significantly greater reductions in believability ratings than word 

repetition (M = 13.20) over this same span of time (U = 2.36, p = .02 and U = 2.12, p = .03), 

respectively.  Despite these differences, there were none among the three techniques in 

believability levels of negative thoughts about the self at follow-up. 

World-related thoughts.  The same process and analyses used in examining the 

interaction involving the believability of self-related target thoughts were also applied to the 

same effect involving those pertaining to the world.  Kruskal-Wallis tests found a significant 

difference in change scores across the three techniques from posttreatment to follow-up, χ2(2) = 

8.42, p = .02, but not for pre to posttreatment or pretreatment to follow-up change scores.  As 

seen in Figure 3, Mann-Whitney U tests indicated that believability scores significantly 

worsened for disputation (M = -28.66) during the week of follow-up compared to both word 

repetition (M = 1.37), U = 2.39, p = .02, and thought prefacing (M = -2.85), U = 2.65, p = .008, 

with the two defusion techniques not differing from each other.  Perhaps more importantly, no 

differences in believability were noted among the three techniques at follow-up as well as at the 

other two assessment occasions.  

 Willingness.  There were significant main effects for both time, F(2, 30) = 7.10, p = .003, 

η2 = .32, and technique, F(2, 15) = 3.96, p = .04, η2 = .35, for the self-domain only (see Table 13 

and Figure 4).  Pairwise comparisons found an unexpected significant decrease in willingness 
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ratings when collapsed across techniques from pretreatment (M = 51.81) to posttreatment (M = 

39.66), p = .045, with no further changes through follow-up (M = 39.34). 

 Pairwise comparisons for techniques indicated willingness ratings collapsed across time 

for disputation (M = 30.52) were significantly lower than for word repetition (M = 56.67), p = 

.008.  There were no significant differences between thought prefacing (M = 43.62) and the other 

two techniques.  

 Relevance.  As seen in Table 14, a single main effect for technique on ratings of self-

related thoughts was found, F(2, 15) = 4.40, p = .03, η2 = .37.  Pairwise comparisons found mean 

relevance ratings for thought prefacing (M = 71.19) when collapsed across time to be 

significantly higher than disputation (M = 54.10), p = .01 and word repetition (M = 57.13), p = 

.047. 

 Changes in ATQ-A ratings.  To determine if any impact on individualized target 

thought ratings generalized to other thoughts both within and outside the domain of the target 

thought, changes from pretreatment to follow-up in ATQ-A ratings also were analyzed.  As 

previously noted, pretreatment differences in willingness ratings for future-related thoughts 

between techniques necessitated analyzing any subsequent changes in these ratings separately by 

the three thought domains.  For ease of comparison with these analyses and also with those 

conducted at the level of target thoughts, all ATQ-A ratings also were analyzed separately by the 

domain of each participant’s target thought.    

  To evaluate possible generalization effects, separate average ATQ-A ratings were 

calculated within and across domains for each participant.  For example, for participants with a 

self-related target thought, the average ratings at pretreatment and follow-up for the other 13 
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thoughts within that domain were calculated.  This same procedure was followed in determining 

mean “within-domain” ratings for participants with world and future-related target thoughts.  For 

all participants, two “across-domain” ratings were also calculated based on ATQ-A thoughts 

outside the domain of their target thought (see Tables 15, 16, and 17).  Multiple 2 (time) x 3 

(technique) mixed ANCOVAs with presentation duration as a covariate were conducted on both 

within and across domain ratings for each of the three target thought groups.  Because of their 

considerable number, only those analyses that yielded significant findings will be reported here.  

Self-related target thought group.  The only significant finding for the 19 participants 

whose target thoughts were self-referential involved an across-domain main effect for technique 

on willingness ratings of automatic world-related thoughts, F(2,15) = 4.21, p = .04, η2 = .36 (see 

Table 18).  Post hoc comparisons found significantly higher willingness ratings when collapsed 

across time for participants whose self-focused target thoughts had been addressed with word 

repetition (M = 58.60) compared to disputation (M = 40.43) and thought prefacing (M = 36.97). 

World-related target thought group.  For the 21 participants whose target thoughts were 

about the world, the only significant finding was an across-domain reduction in believability 

ratings of future-related thoughts, F(2,17) = 5.46, p = .03, η2 = .24 (see Table 19), from 

pretreatment (M = 25.17) follow-up (M = 18.97). 

Future-related target thought group.  There were significant findings for both 

importance and willingness ratings for the 19 participants whose target thoughts pertained to the 

future. 
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Importance ratings.  A significant across-domain effect involving a reduction from 

pretreatment (M = 68.96) to follow-up (M = 56.89) in how important negative thoughts about the 

world were rated was found, F(1,15) = 6.61, p = .02, η2 = .31 (see Table 20).   

Willingness ratings.  A significant main effect for time was found for both across-domain 

self-referential thoughts F(1,15) = 4.98, p = .04, η2 = .25, and for the within-domain future-

related thoughts, F(1,15) = 4.63, p = .048, η2 = .24 (see Table 21). For self-related thoughts, 

willingness ratings unexpectedly decreased from pretreatment (M = 41.41) to follow-up (M = 

37.02), while willingness to have negative thoughts about the future beyond the specific one 

targeted in treatment increased (M = 29.49 to M = 30.42). 

As indicated in Table 21, a significant interaction between time and technique, F(2,15) = 

4.21, p = .035, η2 = .36, was also found for within-domain willingness ratings.  Mann-Whitney 

tests of between technique differences at both measurement occasions only found a difference at 

follow-up between disputation (M = 44.21) and thought prefacing (M = 16.64), U = 2.24, p = 

.03.  However, as seen in Figure 5, the amount and type of change in willingness ratings for 

future-related thoughts other than the one targeted in treatment varied by thought-focused 

techniques.  Although there was no change from pretreatment to follow-up for disputation, 

willingness ratings for word repetition significantly increased, Z = 2.03, p = .04, while those for 

thought prefacing significantly decreased, Z = 2.03, p = .04. 
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CHAPTER 5 

DISCUSSION 

 The primary purpose of this study was to examine the degree to which the relative impact 

of disputation and two separate defusion techniques varied as a function of which domain of the 

negative cognitive triad – involving thoughts about the self, the world, or the future – was 

targeted in a sample with subclinical levels of depression. This project also presented an 

opportunity to (a) confirm the findings of previous comparison studies of disputation and 

defusion, (b) to directly compare the defusion techniques of word repetition and thought 

prefacing, and (c) to examine how the effects of disputation and defusion techniques generalize 

to other thoughts that belong to the same or a differing domain of the cognitive triad.  

Summary of Findings 

 It may be helpful before reviewing each of this study’s hypotheses to summarize its 

overall findings by the three domains of the negative cognitive triad. 

 Self-related target thoughts:  Although disputation reduced believability ratings more 

from pretreatment to posttreatment than the two defusion techniques, its relative advantage over 

them was not maintained over follow-up and did not extend to any other target thought ratings.  

Willingness ratings of self-related thoughts for disputation participants, for example, were lower 

than word repetition, while relevance ratings were equivalent, suggesting word repetition as a 

preferred defusion technique.  This favorable evaluation is supported further by an across-

domain generalization effect for word repetition on greater willingness for negative thoughts 

about the world.    
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 World-related target thoughts:  Fading of the initial impact of disputation in reducing 

the believability of target thoughts also extended to those related to the world.  Although no 

differences in the three techniques were found in the reduction of believability ratings from pre 

to posttreatment, disputation’s gains deteriorated to a greater degree than the two defusion 

approaches during follow-up.  The three techniques appeared to be indistinguishable from each 

other in their within and across-domain generalization effects of significantly reducing the 

believability of negative thoughts about the future.  

Future-related target thoughts:  Unlike with target thoughts from the other two 

domains, the three techniques were equally effective in both initially reducing the believability of 

target thoughts about the future and in maintaining these gains through the week of follow-up.   

Two across-domain and one within-domain generalization effect were associated with targeting 

future-related thoughts.  While the ATQ-A importance ratings of  thoughts pertaining to the 

world decreased, so unexpectedly did ratings of the willingness to have negative thoughts about 

the self.  However, by contrast, ATQ-A willingness ratings for other future-related thoughts 

increased, with this effect apparently attributable to the impact of word repetition insofar as it 

was the only technique of the three to significantly increase this variable.  

Review of Study Hypotheses 

  A summary of findings related to the hypotheses of this study are presented in Table 22.  

In general, the hypotheses for this study were not supported, despite being based on the results of 

previous research investigating disputation and defusion techniques.  This may have resulted 

from some limitations in the overall design and execution of the study that can be addressed at 

this juncture as well as several more specific issues that will be explicated in reviewing each of 

the individual hypotheses. 
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 One factor that may have impacted the overall findings of this study is the differing 

presentation lengths of the three thought-focused techniques.  Despite efforts in designing each 

protocol to have their presentation times be similar, disputation’s was found to be significantly 

longer than word repetition.  This likely stemmed from a greater opportunity in the disputation 

protocol for participants to provide more elaborate and time-consuming answers in responding to 

questions and prompts than during the presentation of both defusion protocols, particularly 

thought prefacing (e.g., “What else?  Is there more evidence on the other side of your original 

judgment?”).  This seems reflected in the standard deviations of the presentation durations for 

each technique (disputation, 145.39 s; thought prefacing, 41.14 s; and word repetition, 38.77 s).  

As a result of this difference and a finding that presentation length significantly 

correlated with some of the thought ratings, presentation length was treated as a covariate in all 

subsequent analyses when conceptually appropriate.  Doing so, however, may have resulted in 

more stringent analyses that reduced the effect of dosage on the dependent variables.  It may also 

though have removed some portion of variance shared with the effects of the implemented 

techniques, thereby increasing the likelihood of a Type II error.   

The probability of Type II errors may have been increased further by reduced power 

attributable to the relatively modest sample size for this study in addition to the loss of a degree 

of freedom in conducting ANCOVAs.  Based on the total sample size, and assuming a medium 

effect size and correlation among repeated measures, the estimated power of around .60 for each 

analysis falls below the recommended level of .80 or higher (Tabachnick & Fidell, 2013).  As a 

consequence, there were two nonsignificant findings with large effect sizes in the analyses of 

target thought ratings (see Tables 13 and 14), and four more such instances in those involving 

ATQ-A data (see Tables 19-21).  Further research comparing the three thought-focused 
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techniques investigated in this project would benefit from greater statistical power by both 

eliminating the need to conduct covariate analyses in controlling dosage effects and by recruiting 

sufficiently larger samples. 

 An additional general limitation that may have impacted the overall findings of this study 

involves possible participant assessment fatigue.  Participants were asked to rate all 22 ATQ-A 

items on four scales each for a total of 88 items at both pretreatment and follow-up, in addition to 

completing other questionnaires assessing demographic variables, target thought ratings, and 

homework compliance, as well as manipulation checks. Although completing the 1-week follow-

up portion of the study online made doing so more accessible to participants, and thus possibly 

limited attrition, the validity of their ratings may have been compromised to a greater degree than 

would be the case had it occurred in a laboratory setting due to distractions (e.g., concurrent 

social media usage, noisy environments) or completion of the survey across multiple sittings.  

 Hypothesis 1: Immediate effects on target thought believability.  It was hypothesized 

that the two defusion techniques would decrease the believability of target thoughts to a greater 

degree from pretreatment to posttreatment than disputation.  This hypothesis was based on the 

findings of Deacon et al. (2011) and Larsson et al. (2016) that defusion techniques decrease 

believability to a greater degree than disputation immediately after being practiced in a 

laboratory setting.  Contrary to what was expected, the only difference found among the three 

thought-focused techniques favored disputation in immediately reducing the believability of 

negative thoughts about the self.  There were no immediate significant differential effects for 

treatment in reducing the believability of world and future-related target thoughts and the relative 

advantage of disputation was not maintained through follow-up.  
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 A number of differences, either separately or in the aggregate, between this study and 

those of Deacon et al. (2011) and Larsson et al. (2016) might ostensibly clarify why this first 

hypothesis was not supported.  One such factor may have involved differences in study samples.   

Unlike the Deacon et al. study that was limited to female college students with elevated body 

concerns, this project’s sample included male participants and at least one nonstudent with 

subclinical levels of depression.  However, the two samples did not differ from each other in age, 

suggesting that differences in personal concerns between the two samples may have been more 

of a critical factor.  While Deacon et al. (2011) targeted self-related thoughts associated with 

being fat, this study chose thoughts culled from the ATQ-N (Hollon & Kendall, 1980) that 

appeared to be primarily about self-worth and self-competence (e.g., “I’m worthless” and “I 

can’t finish anything”).  More importantly, none of the self-referential thoughts in this study 

seem to be related to body image.  Perhaps word repetition as examined by Deacon et al. (2011) 

is preferable for thoughts about self-image, while disputation is more immediately impactful in 

reducing the believability of those involving self-worth and competence. 

This project’s participant recruitment and that of Larsson et al. (2016) overall appears to 

be more similar as their sample also included both male and female students as well as 

community members.  Although the two samples did not differ in gender, the participants of  

Larsson et al. were significantly older and more varied in age (M = 26 years, SD = 10.9); t(142) 

= 3.55, p < .001; as well as significantly less depressed (M = 8.44, SD = 6.5); t(142) = 6.16, p < 

.001; as assessed by the BDI-II, than those in this study.  Of these two sample differences, that in 

levels of depression would appear to be the more important, although further research would be 

required to substantiate this.  It would be informative, for instance, to compare the impact of the 
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disputation and defusion protocols employed within the two studies with samples reporting a 

wider range of depressive symptoms than either considered. 

Baseline or pretreatment differences across projects in target thought believability would 

seem to be another sample-related variable worthy of consideration in possibly explicating why 

Hypothesis 1 was not supported.  Like this project, Deacon et al. (2011) also in effect used a 

100-point scale to rate the believability of target thoughts, thus making it possible to make some 

meaningful comparisons between the two studies on this variable.  Although Deacon and 

colleagues described their measure as assessing “accuracy,” their instructions (i.e., “To what 

extent do you believe this thought accurately describes you?”) included the word “believe” and 

was similar to that used in this study [“How believable (true) is this thought?”].  Pretreatment 

ratings were significantly lower for both the disputation (M = 61.41, SD = 21.19); t(31) = 3.12, p 

= .01); and word repetition protocols (M = 62.22, SD = 11.36); t(29) = 3.28, p = .01); compared 

to participants in this study (M = 81.70, SD = 16.10 and M = 77.17, SD = 13.29), respectively; 

(see Table 8).  Despite higher ratings of believability at pretreatment, those at posttreatment for 

the disputation group in this study were significantly lower (M = 34.6, SD = 18.02) than their 

Deacon et al. counterparts (M = 51.92, SD = 24.11); t(31) = 2.36, p = .01. There, however, were 

no similar differences between the two studies concerning the impact of word repetition, even 

though participants in this project reported higher levels of pretreatment believability, suggesting 

that the relative advantage of disputation noted in this project likely cannot be attributed to a 

weaker form of defusion. 

 Differences in the protocols themselves across the three projects under consideration in 

addition to those involving their samples may have been consequential.  One such variable that 

might further explain discrepant findings across the three studies might be differences in the 
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duration/length of the techniques.  Deacon et al. (2011) reported that the rationale and 

implementation of their techniques took approximately 15 min whereas this study was around 7 

min.  This difference seems noteworthy, and perhaps somewhat surprising, given that the word 

repetition protocol in both projects was based on one developed by Masuda et al. (2004).  The 

length of each protocol was not reported by Larsson et al. (2016), but only word lengths (594 for 

thought prefacing and 560 for disputation) that are shorter than those of this study’s protocols 

(673 for disputation, 810 for thought prefacing, and 749 for word repetition).  As found in this 

study, however, word length is a poor predictor of the length of time it takes to complete a 

protocol.  For instance, disputation had the shortest word count, but required the longest time on 

average to implement in this study.  Future research would likely benefit from a more stringent 

control of dosage effects to better examine between-technique differences.  

 Variations in the content of the protocols themselves also may have led to differential 

findings between studies.  Of the three techniques, word repetition appears to be the only one 

that was interchangeable between this study and the other two insofar as both this project and 

that of Deacon et al. (2011) used a protocol that, as mentioned, was developed by Masuda et al. 

(2004).  The disputation protocol used in this study, on the other hand, combined elements used 

by both Deacon et al. and Larsson et al. (2016).  Specifically, this study’s protocol included the 

same thought challenging elements presented by Deacon et al. integrated with brief 

psychoeducation on distorted thinking patterns as covered in the protocol of Larsson et al.  The 

thought prefacing protocol used in this project was an abbreviated version of the one used by 

Larsson and colleagues that excluded the additional techniques of singing target thoughts and 

saying them in a cartoon character’s voice.  Dismantling research would likely to be necessary in 

conducting component analyses of the three techniques to identify which specific elements 
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within each are most impactful, and may consequently help explain some of the discrepant 

findings across the three studies. 

 The overall unexpected findings that address Hypothesis 1 suggest that they more likely 

resulted from a greater impact for disputation than had been anticipated.  Less clear is what 

factor or combination of factors specific to sample and/or protocol differences might have, in 

turn, accounted for this surprising outcome.  What seems more certain is that any relative 

advantage that defusion techniques have over disputation, or vice versa, in targeting negative 

thoughts about the self is itself apparently determined by a host of contextual variables.  

Accordingly, the question, for instance, of whether defusion techniques are preferable to 

disputation in reducing the believability of self-referential thoughts may be overly simplistic.  

The more relevant inquiry instead would seem to be one that focuses on identifying the 

conditions under which one or both of the defusion techniques are preferable to disputation, and 

conversely, the conditions under which disputation should be the technique of choice.  A 

consideration of such factors that may have resulted in findings nonsupportive of Hypothesis 1 

points to a least a partial list of several possible suspects that could be evaluated by an extensive 

research agenda that further examines each in isolation as well as in combination with each 

other.  

 Hypothesis 2:  Delayed effects on target thought believability.  Based on the collective 

findings of Deacon et al. (2011) and Larsson et al. (2016), an order effect concerning the impact 

of the three techniques compared within this project on target thought believability at 1-week 

follow-up was hypothesized.  More specifically, it was anticipated that the greatest endorsement 

decreases would be reported by participants in the thought prefacing group, followed by 

disputation and word repetition.  The findings of this study did not support this hypothesis as the 
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believability ratings for both future- and self-related thoughts did not significantly change from 

posttreatment to follow-up.  Moreover, the only differential change from posttreatment to follow-

up in the believability of thoughts about the world was in the direction opposite to that 

hypothesized.  More specifically, participants who had received disputation significantly 

increased their endorsement of negative thoughts pertaining to the world compared to their 

counterparts in the two defusion techniques.  Nonetheless, there were no identified differences in 

levels of believability of target thoughts within any of the three domains after 1 week of practice 

between the three techniques. 

 The overall nonsupportive, if not findings contrary to Hypothesis 2, appear in retrospect 

to not be that surprising given that any expected differences in the immediate impact of the three 

techniques in reducing believability did not materialize.  Accordingly, the same factors that 

likely contributed to results unsupportive of Hypothesis 1 presumably are involved here as well.  

Clearly applying the three thought-focused techniques during the week of follow-up at best 

maintained immediate reductions in the endorsement of target thoughts.   However, in the case of 

disputation, its relative advantage over the two defusion techniques at posttreatment deteriorated 

during this period of time.  

 An additional factor that might account for differences between the results of this project 

and those of Deacon et al. (2011) and Larsson et al. (2016) is one more specific to the 

homework/follow-up phases within each.  Perhaps the least intensive homework regimen was the 

one employed in this study as participants were simply asked to apply their assigned technique to 

their target thought whenever it should arise.  The participants of Larsson et al. (2016) also 

received similar instructions, but were additionally asked to complete daily frequency and 

willingness logs of target thoughts and reminded to do so via a daily text message.  The follow-
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up period was shorter than the week long phase of this project, thus providing a shorter period of 

time during which any immediate treatment effects might deteriorate.  This possibility could be 

addressed in further research by more closely tracking how treatment effects change daily over 

the course of a week. 

Similar to this study, Deacon et al. (2011) also had a 7-day follow-up during which 

participants were encouraged to practice their assigned technique when target thoughts arose.  

However, participants were asked to complete homework forms two times a day (i.e., ratings of 

the one-word thoughts for word repetition and thought record forms for disputation).  These 

differences suggest that a more specific and directed homework practice may further increase 

immediate treatment effects, whereas a simple instruction to practice the skill at best may only 

help maintain them.  Further research appears necessary to systematically identify a host of 

parameters associated with posttreatment homework that may optimize its impact.   

Hypothesis 3:  Immediate effects on target thought distress.  Similar to the findings of 

Deacon et al. (2011) and Larsson et al. (2016), it was expected that the two defusion techniques 

would have a greater immediate impact on distress ratings of target thoughts than disputation.  

However, there were no significant findings of any kind for any of the three thought domains.  

These results, or lack thereof, are in conflict not only with those of the two projects upon which 

this hypothesis was based, but also with multiple previous studies on defusion techniques (Healy 

et al., 2008; Masuda et al., 2004, 2009; Masuda, Feinstein, et al., 2010; Masuda, Twohig, et al., 

2010) that found such techniques to significantly reduce distress ratings. These discrepancies 

might at least in part be attributable to this study’s limited power and use of more stringent 

analyses.  
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The lack of expected differences between the techniques of this study in immediately 

impacting target thought distress specifically compared to findings of Deacon et al. (2011) and 

Larsson et al. (2016) would appear to be most likely explained, however, by some of the same 

factors described previously in reviewing Hypothesis 1 (i.e., differences in samples, the content 

of target thoughts, as well as in the duration and content of protocols).  Deacon et al. assessed 

distress with the same scale as used in this project, thus permitting meaningful comparisons on 

this measure between the two studies as another possible explanatory variable.  No pretreatment 

differences were found between them in distress ratings of both disputation and word repetition 

participants.  However, a different pattern emerged in comparing posttreatment ratings within 

protocols across the two projects.  Distress ratings were significantly lower in this study (M = 

43.70, SD = 24.13) than those of Deacon et al. (M = 62.41, SD = 22.17), t(31) = 2.25, p = .03, 

among participants who received disputation, again suggesting that this protocol was relatively 

more impactful within this study.  By comparison, posttreatment distress ratings of word 

repetition participants in this study (M = 45.39, SD = 27.07) fell short of being significantly 

lower than those of their Deacon et al. counterparts (M = 63.21, SD = 21.23), t(29) = 1.97, p = 

.06.   

These aggregate findings parallel similar comparisons cited earlier in reviewing 

Hypothesis 1 involving differential changes between the two projects in the believability of 

target thoughts.  Taken together the two sets of comparative findings suggest that the failure in 

this study to find an hypothesized advantage for word repetition over disputation in immediately 

reducing target thought distress may be more attributable to the latter technique being more 

powerful than anticipated, rather than the former being unexpectedly weak.  As noted, this in part 

may have occurred as a result of combining disputation components from the protocols of both 
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Deacon et al. and Larsson et al.  As also suggested earlier, a series of more systematic 

investigations would appear to be necessary to identify the techniques under which one 

technique may be more relatively powerful than the other in alleviating distress related to target 

thoughts.  Findings from such research could provide further guidance in choosing which 

technique is likely to be preferable within a given context.  

Hypothesis 4:  Delayed effects on target thought distress.  Thought prefacing was 

expected to have the greatest impact on distress after 1 week with disputation and word 

repetition having more modest and equivalent effects.  As seen in Table 8, distress ratings for 

thought prefacing participants at follow-up as predicted were lower than at posttreatment, while 

those for the other two techniques were higher.  However, contrary to what was anticipated, none 

of these differential changes were statistically significant for any of the three thought domains.  

Insofar as this hypothesis was largely predicated on the expectation of significant protocol 

differences in immediately reducing target thought distress, it is not surprising that no similar 

delayed differences were found.  Indeed, it would have been more unanticipated and presented a 

likely interpretational challenge if the only predicted protocol differences emerged on a delayed 

basis. 

Hypothesis 5:  Immediate and delayed effects on target thought willingness.  Greater 

anticipated increases at both posttreatment and follow-up in the willingness of participants in the 

two defusion techniques to have their target thoughts was not found for any of the three thought 

domains.  Instead, the three techniques collectively decreased willingness ratings of self-related 

thoughts from pre to posttreatment with no further change during follow-up, while having no 

impact on target thoughts from the world or future domains.  That willingness ratings were 
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overall significantly lower for disputation than word repetition might be regarded as offering at 

least some indirect support of Hypothesis 5.  

 In retrospect, the failure to find any predicted effects involving word repetition or target 

thoughts about the world or the future is perhaps not too surprising insofar as thought prefacing 

is the only defusion technique that has been shown to produce both significant absolute (Healy et 

al., 2008) as well as relative increases in willingness ratings of self-related thoughts compared to 

disputation (Larsson et al., 2016).  Factors these two studies share, but that differ from this 

project would presumably be among those most likely to contribute to discrepant findings.  As 

discussed in Hypothesis 1, multiple differences exist between this study and that of Larsson et 

al., but among them, only one also is shared by Healy et al.   More specifically, like the sample 

of Larsson et al., that of Healy et al. also reported significantly lower BDI-II scores (M = 7.42, 

SD = 5.30), t(117) = 9.51, p < .001, than participants in this study.  Future research might 

accordingly consider including samples displaying varying levels of depressive symptoms to 

further explore how this variable might differentially moderate the impact of disputation and 

defusion techniques in increasing willingness to have target thoughts.  

 Hypothesis 6: Immediate and delayed effects on target thought importance.  Based 

on the findings of Deacon et al. (2011), it was expected that the two defusion techniques would 

decrease the importance of not having the target thought to a similar, but greater degree than 

disputation.  Results from this study, however, did not find any changes in importance ratings 

from pretreatment through follow-up regardless of technique or the domain of the thought 

targeted.    

 While Deacon and colleagues (2011) did not include a thought prefacing technique, their 

use of the same rating scale for assessing the importance of not having a target thought, again 
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provided an opportunity to at least compare the impact of disputation and word repetition on this 

variable across the two projects.  Despite similar pretreatment ratings for disputation techniques 

of Deacon et al. (2011) and this study (M = 78.54, SD = 25.12 and M = 71.90, SD = 27.57, 

respectively), the ratings for Deacon et al. increased to where they were significantly higher than 

those from this study at both posttreatment (M = 87.84, SD = 14.64 and M = 69.4, SD =25.17, 

respectively), t(31) = 2.38, p = .02, and follow-up (M = 90.94, SD = 10.28 and M = 65.75, SD = 

27.26, respectively), t(31) = 3.17, p = .003.  By contrast, no differences between the two studies 

were found at any of the three assessment occasions for word repetition, suggesting that the lack 

of support for Hypothesis 6 in this project was primarily attributable to disputation’s failure to 

show the same iatrogenic effect on importance ratings over time as occurred with Deacon et al.  

Differing factors between this study and that of Deacon et al. already discussed in reviewing the 

previous hypotheses might further explain why disputation displayed dissimilar effects.   Among 

these, the inclusion of a psychoeducation component about distorted thinking patterns within the 

disputation protocol of this study, but not in that of Deacon and associates, would appear to be 

the most likely candidate.   

Generalization Effects   

Unlike the more hypothesis-driven analyses of expected findings specific to 

individualized target thoughts, those involving any within and across-domain generalization of 

effects by assessing changes in ATQ-A ratings were more exploratory in nature.  These analyses 

addressed two fundamental questions:  (a) From which domain should a target thought be 

selected in order to maximize benefits to other negative thoughts within that same (i.e., within-

domain generalization) and/or other domains (i.e., across-domain generalization)?, and (b) 
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Which of the three techniques within this project should be selected in attaining these same 

objectives?  

With regard to the first question, if the goal is to favorably impact other thoughts within 

the same domain as a targeted automatic thought, selecting one about the future would ostensibly 

appear to be preferable.  While there were no within-domain generalization effects for self or 

world-related thoughts, targeting negative thoughts pertaining to the future resulted in an 

increased willingness to have other thoughts within that same domain, especially when applying 

word repetition. 

 By contrast, beneficial across-domain generalization effects occurred to some degree 

when targeting thoughts from all three domains.  More specifically, targeting self-referential 

thoughts with word repetition was associated with increased willingness to have negative 

thoughts about the world, and targeting negative thoughts concerning the world, regardless of 

technique, resulted in reduced believability in future-related thoughts.  The impact of targeting 

future-focused thoughts was more mixed.  Doing so reduced the importance of not having world-

related thoughts, but also unexpectedly decreased the willingness to have negative thoughts 

about the self.  Still, on balance and especially when within-domain generalization effects are 

also considered, targeting future-related thoughts would seemingly appear to be the optimal 

clinical choice.  

The apparent relative advantage of targeting negative thoughts about the future at least 

within the context of this project might be attributed to at least two factors.  The first involves the 

small number of future-related thoughts as assessed by the ATQ-A, especially when compared to 

the other two domains.  There were only 3 negative thoughts about the future within the 22-item 

inventory, but 14 pertaining to the self and 5 concerning the world.  As a result, change in only 
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two future-related thoughts were needed to exhibit within-domain generalization, and in only 

three for across-domain generalization effects.  

The second factor that may have favored targeting thoughts about the future concerns 

pretreatment differences relative to thoughts in the other two domains.  As revealed in Table 4,   

believability ratings of future-related thoughts were significantly lower (M = 34.85, SD = 21.69) 

than negative automatic thoughts within both the self (M = 50.47, SD = 16.79), t(116) = 4.37, p < 

.001, and world domains (M = 54.76, SD = 15.46), t(116) = 5.74, p < .001. These lower ratings 

could have ostensibly contributed to a possible floor effect in making it more challenging to 

reduce the believability of thoughts about the future.  However, the across-domain reduction in 

ratings found when targeting world-related thoughts in particular suggests otherwise, and that the 

lowered believability of thoughts about the future at pretreatment in effect may have instead 

made them “easy targets.”  It may have been easier to reduce negative beliefs concerning the 

future that were not especially strong to begin with. 

Word repetition would appear to be the treatment of choice in response to the second 

fundamental question about generalization effects.  As previously noted, participants whose self-

related thoughts were targeted with word repetition were significantly more willing to have 

negative thoughts about the world than their counterparts assigned to the other two techniques.  

Moreover, also relative to the other two techniques, word repetition increased the willingness of 

participants to have other future-related thoughts when their targeted thought was from that same 

domain.  More specifically, willingness ratings for future-focused thoughts other than the one 

targeted did not change from pretreatment to follow-up for disputation, while those in the 

thought prefacing technique unexpectedly significantly decreased. 
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Upon first consideration, the overall findings of this study involving changes in ATQ-A 

ratings would suggest that the combination of using word repetition to target future-related 

thoughts provides the greatest desired impact.  This specific pairing was found to increase 

willingness ratings for other negative thoughts about the future, and along with the other two 

techniques, also decreased the importance of not having world-related thoughts.  These benefits, 

however, may be offset at least somewhat by the finding that word repetition, like the other two 

thought-focused techniques, also resulted in decreased willingness to have negative self-

referential thoughts.  To the extent that this unwelcomed across-domain effect negates the 

beneficial one involving reduced importance ratings of thoughts about the world, a credible case 

could seemingly also be made for considering the application of word repetition with self-related 

thoughts as the combination that optimizes generalization effects.  Afterall, there were no 

negative outcomes associated with this pairing and word repetition displayed an across-domain 

generalization effect in increasing willingness ratings for thoughts concerning the world. 

One way of resolving the issue of which thought domain is most beneficially targeted 

with word repetition is to consider its impact on individual thoughts as well as on larger 

groupings.  Word repetition clearly appeared to be the treatment of choice when applied to self-

referential thoughts.  Participants who received word repetition reported a greater willingness 

than those in the disputation group to have the target thought as well as lower relevance ratings 

than their thought prefacing counterparts.  By comparison, word repetition exhibited no unique 

benefits at the level of individualized target thoughts about the future relative to the other two 

techniques.  When the generalization effects involving ATQ-A ratings are thus considered in 

addition to the impact at the level of individual target thoughts, applying word repetition to 
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negative self-related thoughts appears to be the combination that maximizes therapeutic benefits 

while minimizing any negative outcomes. 

Concluding Remarks  

This study sought to further examine the relative impact of disputation and two defusion 

techniques in reducing the influence of clinically-relevant thoughts and how any such effects 

might be moderated by the domain of the thoughts targeted.  The overall findings of this project 

suggest that targeting negative self-referential thoughts with the defusion technique of word 

repetition is likely to yield the greatest therapeutic benefits.  This conclusion of necessity, 

however, should be held lightly for several reasons.   

Most importantly, this project was an analogue study with a sample self-reporting 

subclinical levels of depression.  While the target thoughts were vetted to be personally relevant, 

it is uncertain how they compare along this dimension to those that may be a focus of rumination 

by those who might be diagnosable with a depressive disorder.  As with any analogue research, 

the results of this study may have limited external validity, but nonetheless provide an impetus 

and direction for further research that can address this concern empirically.  While it thus 

remains unclear if the domain of target thoughts also moderate the impact of defusion and 

disputation techniques with clinical samples, the results of further investigations into this matter 

would appear to have considerable implications for evidence-based therapeutic-decision making 

and practice. From this perspective, it is hoped that the results of this project might ultimately 

provide at least a modest, albeit indirect contribution to the alleviation of human suffering more 

generally and that more specific to depression in particular.  
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APPENDIX A 

Beck Depression Inventory-II (BDI-II) 

Instructions:  This questionnaire consists of 21 groups of statements.  Please read each group of statements 
carefully, and then pick out the one statement in each group that describes the way you have been feeling during the 
past two weeks, including today.  Circle the number beside the statement you have picked.  If several statements in 
the group seem to apply equally well, circle the highest number for that group.  Be sure that you do not choose more 
than one statement for any group, including Item 16 (Changes in Sleeping Pattern) or Item 18 (Changes in Appetite). 

1.  Sadness 
   0    I do not feel sad. 

   1    I feel sad much of the time. 

   2    I am sad all the time. 

   3    I am so sad or unhappy that I can’t stand it. 

2.  Pessimism 
   0    I am not discouraged about my future. 

   1    I feel more discouraged about my future than I   
         used to be. 

   2    I do not expect things to work out for me. 

   3    I feel my future is hopeless and will only get  
         worse. 

3.  Past Failure 
   0    I do not feel like a failure. 

   1    I have failed more than I should have. 

   2    As I look back, I see a lot of failures. 

   3    I feel I am a total failure as a person. 

4.  Loss of Pleasure 
   0    I get as much pleasure as I ever did from the 
         things I enjoy. 

   1    I don’t enjoy things as much as I used to. 

   2    I get very little pleasure from the things I used 
         to enjoy. 

   3    I can’t get any pleasure from the things I used 
         to enjoy. 

5.  Guilty Feelings 
   0    I don’t feel particularly guilty. 

   1    I feel guilty over many things I have done or 
         should have done. 

   2    I feel quite guilty most of the time. 

   3    I feel guilty all of the time.

 

6.  Punishment Feelings 

    0    I don’t feel I am being punished. 

    1    I feel I may be punished.    

    2    I expect to be punished. 

    3    I feel I am being punished. 

 7.  Self-Dislike 
    0    I feel the same about myself as ever. 

    1    I have lost confidence in myself. 

    2    I am disappointed in myself. 

    3    I dislike myself. 

 8.  Self-Criticalness 
    0    I don’t criticize or blame myself more than 
         usual. 

    1    I am more critical of myself than I used to be. 

    2    I criticize myself for all of my faults. 

    3    I blame myself for everything bad that 
         happens. 

 9.  Suicidal Thoughts or Wishes 
    0    I don’t have any thoughts of killing myself. 

    1    I have thoughts of killing myself, but I would 
         not carry them out. 

    2    I would like to kill myself. 

    3    I would kill myself if I had the chance. 

10.  Crying 
    0    I don’t cry any more than I used to. 

    1    I cry more than I used to. 

    2    I cry over every little thing. 

    3    I feel like crying, but I can’
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11.  Agitation 
   0    I am no more restless or wound up than usual. 

   1    I feel more restless or wound up than usual. 

   2    I am so restless or agitated that it’s hard to 
         stay still. 

   3    I am so restless or agitated that I have to keep 
         moving or doing something. 

12.  Loss of Interest 
   0    I have not lost interest in other people or 
         activities. 

   1    I am less interested in other people or things 
         than before. 

   2    I have lost most of my interest in other people 
         or things. 

   3    It’s hard to get interested in anything. 

13.  Indecisiveness 
   0    I make decisions about as well as ever. 

   1    I find it more difficult to make decisions than 
         usual. 

   2    I have much greater difficulty in making 
         decisions than I used to. 

   3    I have trouble making any decisions. 

14.  Worthlessness 
   0    I do not feel I am worthless. 

   1    I don’t consider myself as worthwhile and 
         useful as I used to. 

   2    I feel more worthless as compared to other 
         people. 

   3    I feel utterly worthless. 

15.  Loss of Energy 
   0    I have as much energy as ever. 

   1    I have less energy than I used to have. 

   2    I don’t have enough energy to do very much. 

   3    I don’t have enough energy to do anything. 

16.  Changes in Sleeping Patterns 
   0    I have not experienced any change in my 
         sleeping pattern. 
____________________________________________ 

   1a  I sleep somewhat more than usual. 

   1b  I sleep somewhat less than usual. 
____________________________________________  

  2a  I sleep a lot more than usual. 

   2b  I sleep a lot less than usual. 
____________________________________________ 

   3a  I sleep most of the day. 

   3b  I wake up 1-2 hours early and can’t get back to 
         sleep. 

17.  Irritability 
   0    I am no more irritable than usual. 

   1    I am more irritable than usual. 

   2    I am much more irritable than usual. 

   3    I am irritable all the time. 

18.  Changes in Appetite 
   0    I have not experienced any change in my 
         appetite. 
____________________________________________ 

   1a  My appetite is somewhat less than usual. 

   1b  My appetite is somewhat greater than usual. 
____________________________________________ 

   2a  My appetite is much less than before. 

   2b  My appetite is much greater than usual. 
____________________________________________ 

   3a  I have no appetite at all. 

   3b  I crave food all the time. 

19.  Concentration Difficulty 
   0    I can concentrate as well as ever. 

   1    I can’t concentrate as well as usual. 

   2    It’s hard to keep my mind on anything for very  
         long. 

   3    I find I can’t concentrate on anything. 

20.  Tiredness or Fatigue 
   0    I am no more tired or fatigued than usual. 

   1    I get more tired or fatigued more easily than  
         usual. 

   2    I am too tired or fatigued to do a lot of the  
         things I used to do. 

   3    I am too tired or fatigued to do most of the 
         things I used to do. 

21.  Loss of Interest in Sex 
   0    I have not noticed any recent change in my 
         interest in sex. 

   1    I am less interested in sex than I used to be. 

   2    I am much less interested in sex now. 

   3    I have lost interest in sex completely 
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APPENDIX B 

Automatic Thoughts Questionnaire-Abbreviated (ATQ-A) 

Listed below are a variety of thoughts that pop into people's head.  Please indicate your answer 
to each of the following four questions about each of the thoughts using the sliding scales: 
 
I. How believable (true) is this thought? 
 
Not believable                  Very believable 

 
 
  
 
II.  How uncomfortable is this thought? 
 
Not uncomfortable          Very uncomfortable 

 
 
 
 
 
III.  How important is it to you not to have this thought? 
 
Not important                  Very important 

 
 
 
 
IV.  How willing are you to have this thought? 
 
Not willing                       Very willing 
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1.   I feel like I’m up against the world. w   
2.   I’m no good. s 

3.   No one understands me. w 
4.   I don’t think I can go on. f 
5.   I wish I were a better person. s 
6.   I’m so weak. s 
7.   My life’s not going the way I want it to. w 
8.   I’m so disappointed in myself. s 
9.   I can’t get started. s 
10.   What’s wrong with me? s 
11.   I can’t get things together. s 
12.   I hate myself. s 
13.   I’m worthless. s 
14.   What’s the matter with me? s 
15.   I’m a loser. s 
16.   My life is a mess. w 
17.   I’m a failure. s 
18.   I’ll never make it. f 
19.   There must be something wrong with me. s 
20.  My future is bleak. f 
21.   It’s just not worth it. w 
22. I can’t finish anything. s 

 

s = Thoughts about the self; w = Thoughts about the world; f = Thoughts about the future 

  



103 
 

APPENDIX C 

Homework Compliance 

How often did you practice the technique you were taught when you had the target thought over 
the previous week?  

 (1) Not at all 

 (2) Rarely 

 (3) Sometimes 

 (4) Most of the time 

 (5) Every time 
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APPENDIX D 

Word Repetition Protocol 

Rationale 

Experimenter (E): As human beings, language, including thoughts and words, gives us 

the blessings and the curse of knowledge.  The power of language has pros and cons: there is a 

"light side" and a "dark side".  On the positive side, we can influence the environment and create 

a comfortable life.  Just look around in this room.  Lights, chairs, central heating, and clothes we 

are wearing… Without language and our thoughts (such as logical thinking), these would not be 

here.  On the dark side, however, we are the only species that worries.  In the extreme case, we 

are the only species that commits suicide.   

The dark side becomes dominant when we believe that our thoughts are literally what 

they say they are, especially negative thoughts about ourselves, the world, and the future.  For 

example, "I’m no good," “I’m up against the world,” or “My future is bleak.”  And we tend to 

think of our thoughts, or what they have to say, as reality or as a reflection of reality.  For 

example, your thoughts say who you are, what the world is like, and what your future holds.  

However, does what your thoughts say about you, the world, and future truly represent how it 

really is? 

What if we could see our thoughts as simply what they are (thoughts are just thoughts), 

rather than what they say they are?  Or what if you could see that who you are, what the world is 

like, and what your future will be are not whatever your thoughts have to say about them.  It 

might be difficult to get this point, so let's do a little exercise. 

This exercise may seem a little silly.  I'm going to ask you to say a word.  Then you tell 

me what comes to mind.  I want you to say the word, "Milk". 

Participant (P): Milk. 

E: Good.  Now tell me what comes to mind when you said it? 

P: (e.g., I picture it---white, a glass). 

E: O.K. what else?  What shows up when we say "milk". 

P: (e.g., I imagined as if I am drinking milk) 
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E: Good what else? (Can you taste it?).  Can you feel what it feels like to drink a glass of milk? 

Cold, creamy, coats your mouth…right? 

E: O.K. let's see if this fits.  What came across your mind was things about actual milk and your 

experience with it.  All that happened is that we made a strange sound — Milk (say it 

slowly!) --- and lots of those things show up.  Notice that there isn't any milk in this 

room, not at all.  But milk was in this room psychologically.  You and I were seeing it, 

tasting it, and feeling it.  And yet, only the word that you said was actually here. 

E: Now, here is another exercise.  The exercise is a little silly, and you might feel embarrassed 

doing it, but I am going to do it with you so we can all be silly together.  What I am going 

to ask you to do is to say the word, "milk," out loud, over-and-over again, and as rapidly 

as possible, and then notice what happens.  Are you ready? 

E: O.K., Let's do it.  Say "milk" over and over again!  

(30 s.  Provide a prompt every 10 s, by saying “louder” or “faster”, etc). 

E: O.K. now stop.  Tell me what came to mind while you kept repeating it? 

P: (e.g., Gone, it sounds funny, it was just a sound) 

E: Did you notice what happened to the psychological aspects of milk that were here a few 

minutes ago? 

P: (e.g., It disappeared) 

E: Right, the creamy and cold stuff just goes away.  When you said it the first time, it was as if 

milk was actually here, in the room.  But all that really happened was that you just said 

that word.  The first time you said it, it was "psychologically" meaningful, and it was 

almost solid.  But when you said it again and again and again, it began to lose that 

meaning and the words became just a sound.  

E: What I am suggesting is that… What happens in this exercise may be applied to our personal 

thoughts about ourselves, the world, and the future.  When you say things to yourself, 

isn't it true that these thoughts are just thoughts? The thoughts are just smoke, there isn't 

anything solid in them. 
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Technique 

E: Now your first task here is to say the thought “XXX (target thought),” out loud.  

P: (target thought) 

E: What things come to mind when you say this target thought? 

P: (e.g., It makes me feel uncomfortable) 

E: To complete this next step we need to identify a single word to represent your target thought.  

What word could that be? 

P: (Identified single-word) 

E: Now, your final task here is to say "XXX (single-word thought)," out loud, over and over 

again, as rapidly as possible until I say "stop".  Do you have any questions?  

P: (the participant may or may not ask questions about the procedure) 

E: O.K., are you ready? Now, begin (Experimenter may repeat the thought with the participant 

initially to prompt him or her to follow the protocol AND then provide a prompt every 10 

seconds, by saying “louder” or “faster”, etc.). 

E: (30 s passed). Stop! Please answer the following questions (the experimenter brings up the 

target thought rating screen on the computer). 
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APPENDIX E 

Thought Prefacing Protocol 

Rationale 

Experimenter (E): As human beings, language, including thoughts and words, gives us 

the blessings and the curse of knowledge.  The power of language has pros and cons: there is a 

"light side" and a "dark side".  On the positive side, we can influence the environment and create 

a comfortable life.  Just look around in this room.  Lights, chairs, central heating, and clothes we 

are wearing… Without language and our thoughts (such as logical thinking), these would not be 

here.  On the dark side, however, we are the only species that worries.  In the extreme case, we 

are the only species that commits suicide.   

 The dark side becomes dominant when we believe that our thoughts are literally 

what they say they are, especially negative thoughts about ourselves, the world, and the future.  

For example, "I’m no good," “I’m up against the world,” or “My future is bleak.” And we tend to 

think of our thoughts, or what they have to say, as reality or as a reflection of reality.  For 

example, your thoughts say who you are, what the world is like, and what your future holds.  

However, does what your thoughts say about you, the world, and future truly represent how it 

really is? 

What if we could see that thoughts are simply what they are (thoughts are just thoughts), 

rather than what they say they are.  Or what if you could see that who you are, what the world is 

like, and what the future will be are not whatever your thoughts have to say about them.  It might 

be difficult to get this point, so let's do a little exercise. 

  This exercise may seem a little silly.  I'm going to ask you to say a sentence.  Then you 

tell me what comes to mind.  I want you to make a judgment about milk.  Do you think milk is 

good or do you think milk is bad?  

Participant (P): Milk is good/bad (if participants don’t choose good or bad at first, encourage 

them to take a side) 

E: Good.  Now tell me what comes to mind when you said it? 

P: (e.g., I am thinking about ways milk is good/bad) 
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E: O.K. so why would you think milk is good/bad? 

P: (e.g., Milk is really good in cereal) 

E: Good! Are there other reasons why you would think milk is good/bad. Perhaps something 

related to its taste, how it feels when you drink it, whether you are lactose intolerant, 

where it comes from if you are a vegan, or how you can use it? 

P: (A lot of recipes call for milk!) 

E: O.K. let's see if this fits.  What came across your mind was your actual experience with milk 

and why those are good/bad.  All that happened is that we said, “Milk is good/bad,” and 

lots of those things show up.  Notice that there isn't any milk in this room, not at all.  But 

milk was in the room psychologically.  You and I were seeing it, tasting it, and judging it.  

And yet, only the words “Milk is good/bad” was actually here.  When we are making 

judgments, we try to prove them to ourselves.  Many of these judgments are hard or 

impossible to prove.  Instead of spending our time and energy trying to prove these 

thoughts, wouldn’t it be more helpful to take a step back from these thoughts and see 

them as exactly what they are: Just thoughts? 

E: Now, here is another exercise.  The exercise is a little silly, and you might feel embarrassed 

doing it.  I am going to have you once again say the sentence “Milk is good/bad.”  

However, this time I am going to have you first say, “I’m having the thought that…” 

Notice what happens. 

E: OK ready, set, go. 

P: (I’m having the thought that milk is good/bad) 

E: OK now tell me what came to mind when you said the sentence this time. 

P: (e.g., it felt less true; like it was just an opinion) 

E: Did you notice what happened to the good/bad things about milk that were here a few minutes 

ago? 

P: (e.g., They don’t seem as relevant) 
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E: Right, the good/bad creamy and cold stuff just goes away.  When you said it the first time, it 

was as if milk was actually here, in the room and it was good/bad.  But all that really 

happened was that you just said a sentence.  The first time you said it, it was 

"psychologically" meaningful, and it was almost solid.  But when you reminded yourself 

it is just a thought, it began to lose that meaning and it just became a thought you had.  

E: What I am suggesting is that what happened in this exercise may be applied to our personal 

thoughts about ourselves, the world, and the future.  When you say things to yourself, 

isn't it true that these thoughts are just thoughts.  The thoughts are just smoke, there isn't 

anything solid in them. 

Technique 

E: Now your first task here is to say the thought “XXX (target thought),” out loud.  

P: (target thought) 

E: What things come to mind when you say “XXX”? 

P: (e.g., It makes me feel uncomfortable) 

E: Now, your final task here is to say the thought "XXX" out loud, preceded by “I’m having the 

thought that…” Do you have any questions? 

P: (the participant may or may not ask questions about the procedure) 

E: O.K., are you ready? Now, begin. 

P: (I’m having the thought that… [XXX]) 

E: Please answer the following questions (the experimenter brings up the target thought rating 

screen on the computer). 
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APPENDIX F 

Disputation Protocol  

Rationale 

Experimenter (E): As human beings we are constantly thinking.  The thoughts we have 

greatly influence our emotions, which can then, in turn, affect how we act.  Consequently, some 

thoughts can make us feel great, while others can make us feel pretty awful.  Sometimes we can 

change the way we feel, simply by altering the way we think about things.  

Quite often when we think about ourselves, the world, and the future, we automatically 

focus on the negative and overlook the positive or neutral aspects of them.  These thoughts are 

often unhelpful, involuntary, and taken as fact.  One way to change these ways of thinking is to 

recognize thought errors you might be making.  Some common thought errors include: (a) 

catastrophizing – jumping to the worst possible conclusion, (b) dichotomous thinking - all-or-

nothing thinking where there is no middle ground, (c) overgeneralization – thinking things 

“always” or “never” happen based on an isolated event, (d); fortune-telling – predicting the 

future, and (e) mind-reading – jumping to a conclusion of what other people are thinking.  These 

errors happen when we fail to critically examine our negative thoughts about ourselves, the 

world, and the future.  As a result, we fail to see the whole picture and may end up believing 

thoughts that aren’t really true.  Take for example the thoughts, "I’m no good," “I’m up against 

the world,” or “My future is bleak.”  To objectively examine these thoughts, we would need to 

consider not only evidence why they might be true, but also evidence why they might not be 

true.  That is, we need to question our thoughts to decide if they are really true or not.  This 

might be a difficult point to get, so let’s do a little exercise.  

This exercise may sound a little silly.  I’m going to ask you to make a judgment about 

milk.  Do you think milk is good or do you think milk is bad? 

Participant (P): I think milk is good/bad 

E: What experiences have you had with milk that lead you to think this way about it? 

P: (e.g., when I am drinking milk) 

E: What is some further evidence that milk is good/bad (depending on how the client answered)? 
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P: (e.g., because it has a lot of protein) 

E: Ok, but now let’s also look at the other side to get a complete picture. Is there any evidence to 

suggest that milk is good/bad (whatever is opposite of participant’s initial judgment)? 

P: (e.g., I guess it also has a lot of fat) 

E: What else? Is there more evidence on the other side of your original judgment? 

P: (e.g., It sucks for the cows who produce it!) 

E: Now that you have looked at both sides, what can you say to yourself now, instead of milk is 

good/bad, that is a more balanced conclusion? 

P: (e.g., Milk is neither good nor bad) 

E: How likely does it now seem that your thought that “milk is good/bad” is completely true? 

P: (e.g., not very likely) 

E: Do you maybe even feel a little differently about milk now? 

P: (e.g., sure, it is more complicated than I originally thought) 

E: So, when you really try to think about milk more objectively by considering evidence that 

suggests its good/bad on the one hand, along with evidence that it’s bad/good on the other 

hand, you arrive at a more balanced perspective.  In the end, milk isn’t just simply a 

good/bad thing as our thoughts would lead us to believe.  This might sound silly, but after 

asking yourself these questions, can you see milk in a new light?  

 What I am suggesting is that… what happens in this exercise may be applied to our 

personal thoughts about ourselves, the world, and the future.  When you say things to 

yourself, isn’t it the case that these thoughts may not actually be true once you examine 

them more closely? 

Technique: 

E: Now your first task here is to do the same thing with the thought “XXX (target thought)”.   

E: What experiences have you had that lead you to think “XXX”? 
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P: (provides situation) 

E: What is some further evidence that “XXX”? 

P: (participant gives reasons) 

E: Ok, but now let’s also look at the other side to get a complete picture.  Is there any evidence 

that is inconsistent with this thought? 

P: (alternative evidence) 

E: What else? Is there more evidence on the other side of your original judgment? 

P: (additional alternative evidence) 

E: Now that you have looked at both sides, what can you say to yourself now, instead of “XXX”, 

that is a more balanced conclusion? 

E: What else can I say now about “XXX” that is a more balanced conclusion? 

P: (e.g. I am not completely bad and that there are good things about me) 

E: Now please answer the following questions (the experimenter brings up the target thought 

rating screen on the computer).  
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APPENDIX G 

Demographic Questionnaire 
 

We would like to obtain some more information about you.  Please answer the following 
questions about yourself. 
 
How old are you? ________ 
 
Assigned sex at birth?  

Male 
Female 
 

Current Gender Identity 
Male 
Female 
Transgender 
Different identity (please state) _____________ 
Prefer not to say ___________ 
 

Do you identify yourself as Hispanic or Latino/Latina?  
Yes    
No 
 

Please circle one or more of the following racial groups with which you identify:   
Asian      
American Indian or Alaskan Native    
Black or African American   
Native Hawaiian or other pacific Islander 
White 
 

What year are you in school? Please circle your response: 
Guest Student    
Freshman     
Sophomore 
Junior      
Senior     
Graduate Student 
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APPENDIX H 

Consent Form 

Coping with Negative Thoughts 

Purpose: You are invited to participate in a study investigating different ways to better 
manage or cope with negative thoughts each of us have to varying degrees about ourselves, the 
world, and the future.  Because these ways of thinking can influence our emotional well-being as 
well as how we act and relate to others, we are particularly interested in different ways of 
lessening their negative impact.  In this study you will first be asked to identify and provide some 
ratings about unwanted thoughts about yourself, the world, and the future that you may 
commonly experience.  This will enable us to single out one of the thoughts that you find most 
troublesome in introducing and demonstrating to you a different way of managing it than what 
you may be accustomed to.  Our hope is that our overall findings from this study may provide us 
with some insight into how mental health professionals might best help individuals who struggle 
with negative thinking.  

Participant Selection: You were selected as one of up to 180 participants for this study 
because you are at least 18 years of age and have completed the online questionnaire, “A Survey 
of Experiences and Beliefs.”  If you recall, this survey asked if you would like to be notified if 
you were eligible to participate in other projects based on your response to the survey.  It appears 
likely based on your survey results, that learning about a new way of dealing with troublesome 
thoughts might be of some benefit to you.  For this reason, you were contacted about your 
eligibility to participate in this study and were provided with a password to schedule a time slot. 

Explanation of Procedures:  In total, your participation in this study will likely take 90-
105 minutes. Your participation in today’s meeting could take 30-45 minutes.  If you consent to 
participate, you will first be asked to fill out a brief background questionnaire and a rating scale 
of commonly experienced negative thoughts.  Your responses will be reviewed in order to 
determine your eligibility to participate further in this project.  Should you be dismissed at this 
point, you will still receive all of your SONA points.  If you are eligible to continue and opt to do 
so, a new way of interacting with and relating to negative thoughts will be introduced and 
demonstrated.  This will be followed by an opportunity for you to try out the technique with one 
of your more troublesome thoughts.  We will then ask you to continue using the technique during 
the following week whenever that negative thought arises. The practice of these skills will likely 
take a total of around 30 minutes spread throughout the week.  After a week, you will receive 
through e-mail an online survey similar to the one you completed at the beginning of the study. 
The online survey will likely take around 30 minutes to complete.  When the survey is returned, 
you will receive a debriefing statement providing a more detailed explanation about this project.  

Discomfort Risk: Because you will be asked to focus on uncomfortable, negative 
thoughts about yourself, the world, and the future, it is possible that you may momentarily 
encounter some increased mild distress while doing so.  However, it is our expectation that any 
such discomfort is likely to be reasonably brief for at least two reasons.  One, the mere passage 
of time is likely to lower any distress during which your mind is likely to focus on other 
thoughts.  Second, any distress may also be diminished through applying the new technique for 
dealing with negative thoughts to which you will be introduced.  If at any point you feel too 
distressed to continue, please inform the researcher and you may discontinue your participation 
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without penalty.  If you experience greater than mild discomfort during or after participating in 
the study, you may wish to contact the following resources:  

For students at WSU: 
WSU Counseling and Testing Center 
 Wichita State University 
Grace Wilkie Hall, Room 320 
(316) 978-3440  

 
 For community members:  
 WSU psychology Clinic 
 Wichita State University 
 Jabara Hall, Room 412,  
 (316) 978-3212 
 

Compensation or Treatment: Wichita State University does not provide medical 
treatment or other forms of reimbursement to persons injured as a result of or in connection with 
participation in research activities conducted by Wichita State University or its faculty, staff, or 
students.  If you believe that you have been injured as a result of participating in the research 
covered by this consent form, you can contact the Office of Research and Technology Transfer, 
Wichita State University, Wichita, KS 67260-0007, telephone (316) 978-3285. 

Benefits: Your participation in this project may be one of several opportunities available 
to you through which you may earn extra credit or research participation points within a WSU 
course you may be taking.  You will also have the additional benefit of being entered in to a 
drawing for a chance to win a $40 Amazon gift card. Apart from this, there are no clear personal 
benefits that you can reasonably expect to receive through your participation in this research 
project other than perhaps learning a more helpful way of responding to the kinds of negative 
thoughts all of us have from time to time.  However, it is our hope that research findings from 
this study may help inform therapeutic practices in clinical psychology and other mental health 
professions 

Payment to Subjects: No monetary payments will be made for participation in this 
study. For your participation you may receive 7 SONA credits. You will also be entered in to a 
drawing for a chance to win a $40 Amazon gift card. If you choose not to participate but wish to 
earn course credit, your instructor will offer you an alternative activity for equivalent credit. 
Your chances of winning the gift card or being awarded seven SONA credits will not be 
impacted if you choose to withdraw from this study early. The gift card drawing will take place 
on or before December 15, 2019. 

 Confidentiality: Every effort will be made to keep your study-related information 
confidential.  However, in order to make sure the study is done properly and safely there may be 
circumstances where this information must be released.  By signing this form, you are giving the 
research team permission to share information about you with the following groups: 
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• Office for Human Research Protections or other federal, state, or international regulatory 
agencies; 

• The Wichita State University Institutional Review Board; 
 

The researchers may publish the results of the study.  If they do, they will only discuss group 
results.  Your name will not be used in any publication or presentation about the study.  

Refusal/Withdrawl:  Participation in this study is entirely voluntary.  Your decision 
whether or not to participate will not affect your future relations with Wichita State University 
and/or the Department of Psychology.  If you agree to participate in this study, you are free to 
withdraw from the study at any time without penalty.   

Contact: If you have any questions about this research, please ask the experimenter.  If 
you have additional questions throughout the course of this project, we will be glad to answer 
them.  Also, any questions can be directed to:  Dr. Robert D. Zettle, Professor, Department of 
Psychology, Office: 411 JB, Phone: (316) 978-3081; or Eric Richardson email: 
ebrichardson@shockers.wichita.edu; Phone: (316) 978-5008.  If you have questions pertaining to 
your rights as a research subject, or about research-related injury, you can contact the Office of 
Research and Technology Transfer at Wichita State University, 1845 Fairmount Street, Wichita, 
KS 67260-0007, (316) 978-3285. 
 
You are under no obligation to participate in this study.  Your signature below indicates that: 

• You have read (or someone has read to you) the information provided above 
• You are aware that this is a research study 
• You have had the opportunity to ask questions and have had them answered to your 

satisfaction 
• You have voluntarily decided to participate 

 

You are not giving up any legal rights by signing this form.  You will be given a copy of this 
consent form to keep.  
 
 
______________________________________ 
Printed Name of Participant 
 
 
______________________________________         _______________________ 
Signature of Participant              Date 
 
 
______________________________________ 
Printed Name of Witness 
 
 
______________________________________         _______________________ 
Witness Signature               Date 
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APPENDIX I 

Personal Relevance and Frequency Rating 

 

How relevant is this thought, . . . , to you personally?  

Not relevant                       Very relevant 

 
 

 

 

How frequently, if at all, has this thought occurred to you? 

Not at all             All the time 
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APPENDIX J 

Manipulation Check 

What was your target thought? 

________________________________________________________________ 

Please mark the option that best represents the strategy you were asked to apply over the 
previous week in dealing with your target thought. 

(a) Saying a related key word or phrase over and over again to myself. 

(b) Thinking about other things to distract me. 

(c) Asking myself reasons why it might be true or why it might be false. 

(d) Saying “I have the thought” before it. 

(e) Telling myself to stop thinking it. 

 

As far as you understand it, what was the purpose of this strategy? 

(a) To distract myself from the thought. 

(b) To replace the thought with another one that is more realistic. 

(c) To experience the thought as just a thought. 

(d) To stop having the thought. 

 

 

 

 

 

 

 

 



119 
 

APPENDIX K 

Debriefing Statement 

Coping with Negative Thoughts 

 Thank you for participating in this study.  It is our hope that your participation will be 

beneficial in improving our understanding of how to help people better manage and respond to 

the kinds of negative thoughts we all have from time to time about ourselves, the world, and the 

future.  We hope to ultimately use this knowledge to help improve the quality of life for those 

who may suffer from clinical depression.  It is our intent to have a number of other students, such 

as yourself, participate in this project before it is completed.  For this reason, we ask that you not 

discuss details of the project with your classmates or other students who may also be potential 

participants in this study. 

 If you have any questions about the study, you are welcome to contact the researchers 

using the contact information at the bottom of this page.  Because the project is currently 

ongoing we are, unfortunately, unable to provide you with any individual results or summarize 

the ultimate findings at this point in time.  Once the project has been completed, we will be 

happy to share the final results with you.  If you wish to be contacted about this, please e-mail 

the secondary investigator indicating your interest and providing your contact information such 

as e-mail.  

If you are participating to receive class credit, your participation will be verified on the 

SONA system.  Please allow a day or two for the credits to be posted.  Thank you once again for 

taking the time to help us study this important research question.  If you wish, please print and 

keep this statement. 

Primary Investigator     Secondary Investigator 
Robert D. Zettle     Eric B. Richardson 
411 Jabara Hall     404 Jabara Hall 
(316)-978-3081     (316)-978-5008

 Robert.zettle@wichita.edu    Ebrichardson@shockers.wichita.edu 

mailto:Robert.zettle@wichita.edu
mailto:Ebrichardson@shockers.wichita.edu
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Table 1 

Summary of Demographic Characteristics and Levels of Depression of Participants by Study 

Phases 

 
        Pretreatment  Treatment  Follow-Up 
        (N = 73)     (N = 63)    (N = 59) 
 _____________________________________________________________________________ 
 
Agea      20.95 (5.31)             21.10 (5.7)  21.12 (5.86) 
               
Gender  

Female            55 (75%)              46 (73%)                 43 (73%)                            
Male       17 (25%)              16 (25%)           14 (24%)             

 Transgender        1 (1%)          1 (2%)        1 (2%)  
          
Race 

White       51 (70%)    43 (68%)     42 (71%)       
Non-White      22 (30%)     20 (32%)                      17 (29%)          
 

Hispanic Identification 
 Yes         9 (12%)       8 (13%)      7 (12%)  
 No               64 (88%)                 55 (87%)     52 (88%) 
 
BDI-IIa              14.60 (2.76)           14.63 (2.76)    14.80 (2.75) 
_____________________________________________________________________________ 
 
aNonparenthetical data in this row are means; parenthetical data are standard deviations. 
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Table 2 

Alpha Coefficents for ATQ-A Ratings by Study Phases 

 
        Pretreatment  Follow-Up 
        (N = 73)     (N = 59) 
 _____________________________________________________________________________ 
 
 
Total 
 Believability         .91       .94 
 Distress         .92       .95 
       Importance         .93       .96 
 Willingness         .93       .96 
  
Self 
 Believability         .89       .92 
 Distress         .89       .92 

Importance         .90       .92 
 Willingness         .89       .94 
  
World 

Believability         .55       .65 
Distress         .64       .80 
Importance         .74       .65 
Willingness         .65       .80 
 

Future 
Believability         .70       .65 

 Distress         .75       .72 
       Importance         .84       .77 
 Willingness         .70       .83 
______________________________________________________________________________ 
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Table 3 

Summary of Demographic Characteristics and Levels of Depression of Retained Participants by Thought-Focused Techniques 
___________________________________________________________________________________________________________ 

         Disputation     Word Repetition                    Thought Prefacing 
   Treatment  Follow-Up  Treatment  Follow-Up   Both 
     (n = 21)              (n = 20)            (n = 21)                 (n = 18)                    (n = 21) 
 ___________________________________________________________________________________________________________ 
 
Agea             21.57 (8.49)             21.70 (8.69)             20.71 (2.49)             20.61 (2.45)         21.00 (4.69)  
 
Gender  
 

Female   12 (57%)    11 (55%)    17 (81%)    16 (89%)            17 (81%)  
Male               9 (43%)     9 (45%)     3 (14%)      1 (6%)            4 (19 %)  
Transgender        0          0         1 (5%)      1 (6%)                  0   

 
Race 
 

White  16 (76%)    16 (80%)    15 (71%)    14 (78%)            12 (57%)   
Non-White  5 (24%)     4 (20%)     6 (29%)     4 (22%)              9 (43%) 
 

Hispanic Identification 
 

Yes   1 (5%)       1 (5%)      5 (24%)     4 (22%)              2 (10%)              
No            20 (95%)    19 (95%)    16 (76%)    14 (78%)              19 (90%) 

 
BDI-IIa                  14.24 (2.45)            14.55 (2.33)            14.95 (2.87)            15.17 (2.98)        14.71 (3.02)  
___________________________________________________________________________________________________________ 
 
aNonparenthetical data in this row are means; parenthetical data are standard deviations. 
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Table 4 
 
Summary of ATQ-A Ratings of Retained Participants by Thought-Focused Techniques 

          Disputation (n = 20)    Word Repetition (n = 18)  Thought Prefacing (n = 21) 
                    
    Pretreatment    Follow-Up  Pretreatment    Follow-Up  Pretreatment    Follow-Up  
      M     (SD)    M      (SD)     M     (SD)     M     (SD)     M     (SD)     M     (SD) 
___________________________________________________________________________________________________________ 
Total 
       Believability 51.76 (15.33)   38.79 (16.80)  48.79 (14.78)   42.15 (18.66)  47.44 (15.68)   32.01 (15.04) 
       Distress  61.80 (15.95)   54.73 (20.69)  59.05 (15.45)   54.34 (15.86)  62.02 (17.54)   45.39 (22.15) 
       Importance 64.45 (15.73)   62.95 (22.28)  65.73 (16.44)   59.35 (13.97)  68.72 (17.06)   60.33 (23.03) 
       Willingness 42.14 (15.04)   36.23 (18.69)  40.83 (16.73)   39.85 (18.27)  31.43 (14.86)   25.57 (15.29) 
 
Self 
       Believability 53.19 (17.88)   39.51 (18.63)  50.09 (16.69)   45.00 (19.79)  48.21 (16.26)   31.81 (17.34) 
       Distress  61.08 (16.42)   53.76 (22.38)  59.88 (16.49)   55.28 (13.95)  61.29 (18.46)   45.37 (22.76) 
       Importance 63.71 (16.19)   61.78 (22.60)  65.78 (17.18)   60.09 (12.38)  68.25 (16.52)   59.71 (23.29) 
       Willingness 41.79 (15.15)   35.84 (18.51)  42.02 (18.51)   40.72 (18.10)  31.42 (15.94)   25.31 (16.63) 
 
World 
       Believability 56.10 (14.03)   42.36 (14.93)  56.06 (13.91)   42.96 (19.54)  52.36 (18.23)   37.24 (16.21) 
       Distress  58.56 (19.47)   53.74 (19.95)  56.36 (16.04)   52.11 (21.52)  58.81 (15.93)   42.28 (21.01) 
       Importance 57.97 (20.02)   60.08 (24.44)  63.42 (16.96)   56.10 (20.53)  65.07 (21.18)   56.83 (22.84) 
       Willingness 47.84 (17.67)   39.58 (20.22)  44.14 (16.15)   43.43 (18.77)  38.42 (16.16)   30.81 (14.95) 
 
Future 
       Believability 37.85 (21.06)   29.50 (20.19)  30.61 (21.58)   27.54 (18.70)  35.63 (22.84)   24.22 (16.80)  
       Distress  70.55 (21.91)   60.90 (24.74)  59.63 (26.48)   53.65 (24.62)  70.75 (23.46)   50.65 (28.02) 
       Importance 78.68 (20.29)   73.15 (22.18)  69.35 (30.53)   61.33 (24.03)  77.00 (21.69)   69.05 (26.25) 
       Willingness 34.28 (17.55)   32.43 (21.28)  29.72 (18.64)   29.81 (23.35)  19.83 (16.05)   18.03 (16.51) 
___________________________________________________________________________________________________________ 



124 
 

Table 5 
 
Ratings of Target Thoughts From Pretreatment Phase  
 
    
   Disputation   Word Repetition Thought Prefacing     Overall 
      M     (SD)        M      (SD)                  M     (SD)     M     (SD) 
             
Self        n = 7            n = 7           n = 7       n = 21 
 
       Believability 89.86 (11.60)      78.86 (16.25)    85.57 (16.90) 84.76 (15.06)  
       Distress  84.71 (11.64)      85.14 (12.58)    83.00 (19.82) 84.29 (14.39) 
       Importance  65.57 (32.16)      84.00 (10.20)     84.00 (15.70) 77.86 (22.24) 
       Willingness 44.43 (41.60)      61.43 (21.50)     53.00 (36.72) 52.95 (33.36) 
       Relevance  68.14 (7.90)      65.57 (6.88)    79.57 (10.86) 71.10 (10.36) 
       Frequency  44.57 (23.08)      47.57 (30.97)    71.43 (10.33) 54.52 (25.12) 
            
World        n = 7          n = 8           n = 7       n = 22 
       Believability 85.29 (12.65)      80.13 (9.61)     89.29 (11.70) 84.68 (11.43) 
       Distress  76.57 (12.77)      69.75 (17.69)    82.29 (19.53) 75.91 (16.97) 
       Importance  66.57 (29.43)      62.50 (23.54)    65.43 (34.36) 64.73 (27.80) 
       Willingness 46.57 (29.40)      38.75 (22.95)    33.00 (35.45) 39.41 (28.51) 
       Relevance  75.14 (11.11)      66.63 (9.37)          79.86 (7.01)  73.55 (10.53) 
       Frequency  62.29 (31.83)      56.75 (20.60)    72.71 (8.66)  63.59 (22.33) 
             
Future               n = 7          n = 6           n = 7       n = 20 
 
       Believability 69.00 (15.91)       79.33 (18.46)    73.29 (13.71) 73.60 (15.72) 
       Distress  81.86 (13.81)      75.00 (17.18)    93.86 (6.79)  84.00 (14.68) 
       Importance  83.57 (16.35)      78.33 (16.88)    92.00 (8.10)  84.95 (14.59) 
       Willingness 47.57 (15.33)      52.00 (35.15)    38.57 (25.48) 45.75 (25.24) 
       Relevance  76.86 (15.63)      71.83 (16.94)    67.71 (10.18) 72.15(14.17) 
       Frequency  68.00 (9.47)      45.17 (26.07)    44.14 (24.59) 52.80 (23.01) 
             
Overall       n = 21          n = 21          n = 21       N = 63 
 
       Believability 81.38 (15.76)      79.48 (14.04)    82.71 (15.24) 81.19 (14.85) 
       Distress  81.05 (12.60)      76.38 (16.61)    86.38 (16.60) 81.27 (15.69) 
       Importance  71.90 (26.87)      74.19 (19.75)    80.48 (24.04) 75.52 (23.63) 
       Willingness 46.19 (29.17)      50.10 (27.01)    41.52 (32.42) 45.94 (29.35) 
       Relevance  73.38 (12.00)      67.76 (11.13)    75.71 (10.72) 72.29 (11.61) 
       Frequency  58.29 (24.39)      50.38 (25.17)    62.76 (20.45) 57.14 (23.62) 
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Table 6 
 
Correlations Between Thought-Focused Technique Presentation Duration and Outcome 

Variables 

 
Outcome Variable  Pre-Post Improvement    Pre-Follow-Up Improvement 
     (N = 63)           (N = 59) 
 
 
Target Thought Ratings 
 
     Believability        .27*      -.06                               
 
     Distress      .14      -.14 
 
     Importance    -.17      -.24 
 
     Willingness   -.30*      -.24 
 
     Relevance      .21        .01 
 
     Frequency           -.001 
 
ATQ-A Total Scores 
 
    Believability           .01 
 
     Distress            .10 
 
     Importance         -.34** 
 
     Willingness        -.33**          
 
 
*p < .05.  **p < 01. 
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Table 7 

Homework Compliance Ratings by Thought-Focused Techniques 

    
   Disputation   Word Repetition Thought Prefacing     Overall 
      (n = 20)              (n = 18)         (n = 21)     (N = 59) 
 
 
Not at all         2               0     0           2 
       10%              3.4% 
 
Rarely          1               2     2           5 
        5%            11.1%   9.5%         8.5% 
 
Sometimes        12               8     8          28 
        60%           44.4%             38.1%       47.5% 
 
Most of the time        3               5     8          16 
        15%           27.8%             38.1%       27.1% 
 
Every time         2               3     3           8 
        10%           16.7%             14.3%       13.6% 
 

    



127 
 

Table 8 
 
Ratings of Target Thoughts for all Retained Participants by Thought-Focused Techniques 

                   Disputation (n = 20)               Word Repetition (n = 18)            Thought Prefacing (n = 21) 
                    
       Pre       Post        F-U        Pre       Post      F-U                Pre         Post       F-U  
      M       M          M       M        M         M       M           M          M 
    (SD)     (SD)        (SD)                        (SD)       (SD)     (SD)    (SD)       (SD)       (SD) 
____________________________________________________________________________________________________________ 
       
      Believability  81.70      34.60     47.40    77.17     48.50     52.33    82.71     46.86     47.81  
   (16.10)   (18.02)   (28.66)  (13.29)   (18.49)   (16.04)  (15.24)   (16.18)   (22.67) 
  
       Distress   81.35      43.70     52.60   74.67      45.39     56.33   86.38      49.14      47.33 
   (12.85)   (24.13)   (31.42)  (15.49)   (27.07)   (16.03)  (16.60)   (26.75)   (25.88) 
  
       Importance  71.90      69.40      65.75        73.78      69.33      61.67   80.48      65.52     64.52 
   (27.57)   (25.17)   (27.26)  (20.16)   (23.22)   (20.84)  (24.04)   (22.73)   (24.57) 
  
       Willingness  43.50      38.65     40.10   45.11      40.33     46.11   41.52      37.19     31.81  
   (27.12)   (24.33)   (25.56)  (25.28)   (25.47)   (25.11)  (32.42)   (22.26)   (23.07) 
 
       Relevance        74.30      47.40      47.40   65.72      50.17      60.72   75.71      62.29     50.95 
   (11.56)   (22.24)   (22.24)   (8.92)    (15.38)   (21.64)  (10.72)    (14.63)   (25.57)  
 
       Frequency        57.90                    44.60   54.06                    46.22   62.76                    50.95 
   (24.96)       (29.48)  (19.02)       (18.81)  (20.45)       (25.27)  
____________________________________________________________________________________________________________ 
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Table 9 
 
Ratings of Target Thoughts for Retained Participants in the Self-Related Target Thought Group by Thought-Focused Techniques 

                    Disputation (n = 7)                 Word Repetition (n = 5)             Thought Prefacing (n = 7) 
                    
       Pre       Post        F-U        Pre       Post     F-U                  Pre        Post      F-U  
      M       M          M       M        M         M       M           M         M 
    (SD)     (SD)        (SD)                        (SD)       (SD)     (SD)    (SD)       (SD)      (SD) 
____________________________________________________________________________________________________________ 
       
      Believability  89.86      25.86     35.14   74.40      52.20     61.20   85.57      49.29     52.14  
   (11.60)   (14.35)   (25.69)  (16.10)   (19.89)   (2.17)  (16.90)   (20.39)   (22.04) 
  
       Distress   84.71      42.43     47.29   79.20      49.80     54.20   83.00      50.71      51.00 
   (11.64)   (20.36)   (31.08)   (9.09)    (23.87)   (15.47)  (19.82)   (26.22)   (28.17) 
  
       Importance  65.57      74.00      59.00        83.60    64.20      59.40   84.00      69.71     62.71 
   (32.16)   (28.76)   (32.48)  (6.54)   (27.33)   (18.39)  (15.70)   (17.56)   (17.05) 
  
       Willingness  44.43      24.86      22.29   58.00      55.40      56.60   53.00      38.71      39.14  
   (41.60)   (17.33)   (10.37)  (25.34)   (24.71)   (15.24)  (36.72)   (24.23)   (26.34) 
 
       Relevance        68.14      36.00      58.14   63.80      55.20      52.40   79.57      64.43      69.57 
   (7.90)    (17.62)    (32.07)   (7.56)     (9.42)    (13.35)  (10.86)    (20.06)    (19.79)   
 
       Frequency        44.57                    43.14   49.60                    37.40   71.43                    47.43 
   (23.08)       (28.56)  (22.74)       (22.81)  (10.33)       (20.00)  
____________________________________________________________________________________________________________ 
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Table 10 
 
Ratings of Target Thoughts for Retained Participants in the World-Related Target Thought Group by Thought-Focused Techniques 

                   Disputation (n = 6)               Word Repetition (n = 8)            Thought Prefacing (n = 7) 
                    
       Pre       Post        F-U        Pre       Post     F-U                  Pre        Post      F-U  
      M       M          M       M        M         M       M            M         M 
    (SD)     (SD)        (SD)                        (SD)       (SD)     (SD)    (SD)        (SD)      (SD) 
____________________________________________________________________________________________________________ 
       
      Believability  87.00      40.17     68.83    80.13     50.75     49.38    89.29     53.86     56.71  
   (12.93)    (7.08)   (15.99)   (9.61)   (12.51)   (15.69)  (11.70)   (11.98)   (15.56) 
  
       Distress   76.83      52.50     62.17   69.75      44.25     60.25   82.29      49.71      42.57 
   (13.96)   (21.98)   (25.80)  (17.69)   (23.30)   (10.75)  (19.53)   (27.12)   (24.52) 
  
       Importance  65.67      70.00      71.67        62.50      74.38      61.75   65.43      52.86     62.57 
   (32.14)   (10.66)   (15.21)  (23.54)   (20.38)   (22.21)  (34.36)   (28.12)   (30.51) 
  
       Willingness  37.67      47.67     53.67   38.75      27.38     43.50   33.00      40.43     29.57  
   (19.27)   (30.83)   (23.40)  (22.95)   (20.07)   (30.99)  (35.44)   (22.96)   (22.90) 
 
       Relevance        78.50     50.50       61.00   66.63       50.75      68.75   66.63      50.75       68.75 
   (7.31)    (15.19)    (28.52)   (9.36)     (14.69)   (24.36)   (7.01)    (10.14)    (16.69)  
 
       Frequency        61.67                    33.50   56.75                    52.88   72.71                    68.86 
   (34.82)       (26.22)  (20.60)       (16.60)   (8.65)       (20.38)  
___________________________________________________________________________________________________________ 
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Table 11 
 
Ratings of Target Thoughts for Retained Participants in the Future-Related Target Thought Group by Thought-Focused Techniques 

                  Disputation (n = 7)                          Word Repetition (n = 5)            Thought Prefacing (n = 7) 
                    
       Pre       Post        F-U        Pre       Post     F-U                  Pre       Post       F-U  
      M       M          M       M        M         M       M           M          M 
    (SD)     (SD)        (SD)                        (SD)       (SD)     (SD)    (SD)       (SD)       (SD) 
____________________________________________________________________________________________________________ 
       
      Believability  69.00      38.57     41.29   75.20      41.20      48.20   73.29      37.43      34.57  
   (15.91)   (25.34)   (32.38)  (17.25)   (26.26)   (22.83)  (13.71)   (12.08)   (25.82) 
  
       Distress   81.86      37.43     49.71   78.00      42.80     52.20   93.86      47.00      48.43 
   (13.81)   (30.01)   (38.36)  (17.36)   (39.49)   (24.36)   (6.79)    (30.87)    (28.19) 
  
       Importance  83.57      64.29      67.43        82.00      66.40      63.80   92.00      74.00     68.29 
   (16.35)   (32.07)   (31.84)  (15.98)   (26.88)   (25.14)   (8.10)    (18.21)   (27.70) 
  
       Willingness  47.57      44.71     46.29   42.40      46.00     39.80   38.57      32.43     26.71  
   (15.33)   (20.86)   (30.11)  (29.21)   (27.94)   (23.78)  (25.47)   (22.26)   (21.37) 
 
       Relevance        76.86      56.14      50.29   66.20       44.20      56.20   67.71      58.71       54.14 
   (15.63)   (28.52)    (29.11)  (10.99)    (21.48)    (23.08)  (10.18)    (13.62)    (19.51)  
 
       Frequency        68.00                    55.57   54.20                    44.40   44.14                    36.57 
    (9.47)       (33.11)  (15.42)       (17.64)  (24.59)       (27.10) 
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Table 12 

3 (Time) X 3 (Technique) ANCOVAs on Target Thought Believability Ratings with Presentation 

Duration as the Covariate 

 

Effect       F    df            p             η²              

 

Domain: Self  

Time    0.06     2     .94      .004  

Technique   1.01     2    .39       .12   

Time X Technique  4.30     4    .01       .37             

 

Domain: World 

Time    1.28     2    .29       .07    

Technique   1.11     2    .35       .12   

Time X Technique  2.83     4    .04       .25             

  

Domain: Future 

Time    3.86      2    .03       .21   

Technique   0.28      2    .76       .04   

Time X Technique  0.87      4    .50       .10   
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Table 13 

3 (Time) X 3 (Technique) ANCOVAs on Target Thought Willingness Ratings with Presentation 

Duration as the Covariate 

 

Effect       F    df            p             η²               

 

Domain: Self 

Time    7.10     2     .003       .32   

Technique   3.96     2    .04       .35   

Time X Technique  0.77     4    .55       .09            

 

Domain: World 

Time    1.47     2    .24       .08   

Technique   0.84     2    .45       .09  

Time X Technique  0.99     4    .43       .10            

  

Domain: Future 

Time    1.93     2    .16       .11   

Technique   1.44     2    .27       .16   

Time X Technique  0.98     4    .43       .12   

 

Note. Italicized entry denotes a nonsignificant finding with a large effect size. 
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Table 14 

3 (Time) X 3 (Technique) ANCOVAs on Target Thought Relevance Ratings with Presentation 

Duration as the Covariate 

 

Effect       F    df            p             η²               

 

Domain: Self 

Time    1.24     2     .30       .08   

Technique   4.40     2    .03       .37   

Time X Technique  1.09     4    .38       .13            

 

Domain: World 

Time    .055     2    .95       .003   

Technique   1.58     2    .24       .16  

Time X Technique  0.72     4    .59       .08            

  

Domain: Future 

Time    1.71     2    .20       .10   

Technique   0.45     2    .65          .06   

Time X Technique  1.13     4    .36       .13   

 

Note. Italicized entry denotes a nonsignificant finding with a large effect size. 
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Table 15 
 
ATQ-A Ratings for Participants in the Self-Related Target Thought Group by Thought-Focused 

Techniques  

                  Disputation             Word Repetition        Thought Prefacing 
           (n = 7)         (n = 5)          (n =7) 
 

    Pre       F-U      Pre        F-U      Pre       F-U  
     M       M      M       M                    M         M 
    (SD)     (SD)     (SD)     (SD)      (SD)     (SD) 

______________________________________________________________________________ 
Within-domain 
 
      Believability  55.59     46.04  50.38     45.15  42.14     33.52 
   (21.03)  (17.48)  (9.28)   (14.05) (19.48)  (20.03) 
      Distress   52.02     55.36  20.50     54.09  52.15     43.05 
   (18.81)  (20.50) (21.38)    (9.52)  (25.63)  (25.69) 
      Importance  56.41     64.19  64.72     58.66  60.91     48.05 
   (14.20)  (16.38) (17.35)   (13.54) (21.05)  (25.43) 
      Willingness  38.08     31.93  54.17     48.82  34.71     29.41 
   (15.65)  (14.40) (11.10)   (13.10) (19.47)  (19.23) 
______________________________________________________________________________ 
World-related 
 
      Believability  58.91     48.17  52.12     46.40  40.77     33.23 
   (11.93)  (11.81) (15.20)   (15.74) (12.45)   (8.87) 
      Distress   56.46     56.03  51.24     49.52  53.00     45.91 
   (21.78)  (20.07) (20.51)   (20.27) (20.47)  (28.37) 
      Importance  54.66     60.26  57.04     49.84  59.14     50.06 
   (18.54)  (23.27) (22.05)   (22.46) (25.96)  (27.93) 
      Willingness  45.77     35.09  60.00     57.20  38.14     35.80 
   (21.41)  (15.16) (10.97)    (9.43) (19.52)  (16.08) 
______________________________________________________________________________ 
Future-related 
 
      Believability  37.29     30.62  24.73     24.80  28.00     25.19 
   (18.01)  (11.57) (18.76)   (13.14) (17.05)  (17.64) 
      Distress   69.29     67.48  55.13     53.93  68.19     51.43 
   (27.53)  (18.17) (32.12)   (27.36) (36.92)  (31.23) 
      Importance  71.48     73.00  63.80     55.80  77.10     59.90 
   (30.60)  (19.24) (32.54)   (25.40) (25.69)  (27.44) 
      Willingness  30.95     25.67  41.73     41.20  16.05     24.81 
   (15.78)  (11.92) (18.43)   (12.00) (14.33)  (19.48) 
______________________________________________________________________________  
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Table 16 
 
ATQ-A Ratings for Participants in the World-Related Target Thought Group by Thought-Focused 

Techniques 

                  Disputation             Word Repetition        Thought Prefacing 
           (n = 6)         (n = 8)          (n =7) 

 
    Pre       F-U      Pre        F-U      Pre       F-U  
     M       M      M       M                    M         M 
    (SD)     (SD)     (SD)     (SD)      (SD)     (SD) 

______________________________________________________________________________ 
Within-domain 
 
      Believability  44.79     29.13  41.81     31.09  47.07     33.50 
   (13.69)  (10.89) (12.29)   (16.16) (20.17)  (16.79) 
      Distress   55.08     55.54  52.41     50.97  55.57     44.43 
   (23.66)  (16.49) (12.56)   (27.84) (11.92)  (15.01) 
      Importance  65.92     68.46  58.25     60.25  59.14     55.82 
   (23.80)  (19.99) (14.08)   (21.51) (19.35)  (15.78) 
      Willingness  44.33     31.96  37.22     33.13  35.07     27.68 
   (15.58)  (20.37) (10.06)   (15.34) (12.40)  (13.10) 
______________________________________________________________________________ 
Self-related 
 
      Believability  43.61     28.01  40.90     38.67  49.97     33.13 
   (14.64)  (13.99) (17.52)  (16.80) (16.49)  (15.06) 
      Distress   63.95     54.07  58.78     55.30  61.28     51.42 
   (17.54)  (25.48) (17.07)   (17.08) (13.70)  (22.92) 
      Importance  69.37     65.76  64.25     59.69  67.07     64.04 
   (11.57)  (19.95) (22.76)   (14.48) (14.07)  (17.37) 
      Willingness  35.42     30.68  34.86     33.96  25.73     22.15 
   (13.40)  (16.27) (18.82)   (18.82) (11.49)  (14.51) 
______________________________________________________________________________ 
Future-related 
 
      Believability  24.33     17.61  23.88     20.92  27.38     17.90 
   (15.97)  (18.74) (19.07)   (15.73) (23.42)  (13.84) 
      Distress   72.72     63.33  55.62     47.04  63.57     56.24 
   (28.38)  (34.55) (29.87)   (28.00) (14.94)  (29.46) 
      Importance  86.83     83.06  64.92     59.92  69.86     76.05 
   (11.90)  (13.55) (37.97)   (30.84) (24.06)  (24.93) 
      Willingness  29.11     25.78  23.17     20.37  11.86     9.29 
   (17.17)  (24.53) (15.45)   (25.17)  (8.55)  (10.44) 
______________________________________________________________________________ 
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Table 17 
 
ATQ-A Ratings for Participants in the Future-Related Target Thought Group by Thought-Focused 

Techniques 

                  Disputation             Word Repetition        Thought Prefacing 
           (n = 7)         (n = 5)          (n =7) 
 

    Pre       F-U      Pre        F-U      Pre       F-U  
     M       M      M       M                    M         M 
    (SD)     (SD)     (SD)     (SD)      (SD)     (SD) 

______________________________________________________________________________ 
Within-domain 
 
      Believability  40.50     37.21  33.30     37.20  40.64     27.07 
   (27.41)  (22.42) (26.88)   (24.63) (26.83)  (16.87) 
      Distress   64.00     53.50  66.80     69.80  73.79     42.21 
   (17.70)  (21.70) (16.25)   (11.15) (11.99)  (27.57) 
      Importance  76.57     63.50  82.00     71.80  80.07     72.64 
   (15.25)  (29.37) (20.99)   (13.17) (19.67)  (28.31) 
      Willingness  39.29     44.21  21.10     30.40  28.07     16.64 
   (23.24)  (21.02) (17.60)   (28.95) (19.59)  (18.01) 
______________________________________________________________________________ 
Self-related  
 
      Believability  56.54     43.61  61.97     53.81  49.43     27.44 
   (17.25)  (21.23) (13.34)   (28.65) (15.27)  (18.98) 
      Distress   65.35     52.46  65.89     56.41  68.24     41.08 
   (13.64)  (24.85) (12.58)   (15.06) (14.55)  (22.03) 
      Importance  65.52     56.34  67.94     62.10  75.12     65.98 
   (20.27)  (30.69) (8.39)   (10.32) (13.90)  (26.73) 
      Willingness  50.50     44.87  41.06     42.87  32.50     23.67 
   (14.75)  (23.14) (19.99)   (25.60) (16.18)  (17.75) 
______________________________________________________________________________ 
World-related 
 
      Believability  55.74     41.09  70.52     52.64  60.80     40.34 
   (19.01)  (20.35) (8.06)   (27.07) (20.67)  (23.11) 
      Distress   59.91     48.77  62.24     53.56  62.51     36.86 
   (18.63)  (24.07) (19.01)   (23.70) (14.50)  (19.30) 
      Importance  54.51     52.17  76.72     55.24  75.66     63.26 
   (17.80)  (30.67)  (9.31)   (20.30) (12.88)  (23.94) 
      Willingness  54.06     46.89  38.88     42.84  42.46     28.57 
   (18.24)  (25.47) (18.69)   (23.20) (15.52)  (17.54) 
______________________________________________________________________________ 
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Table 18 

2 (Time) X 3 (Technique) ANCOVAs on Willingness ATQ-A Ratings for Participants in the Self-

Related Target Thought Group with Presentation Duration as the Covariate 

 

Effect       F    df            p             η²               

 

Domain:  World 

Time    0.30  1     .59       .02   

Technique   4.21  2    .04       .36   

Time X Technique  0.51  2    .61       .06          

______________________________________________________________________________
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Table 19 

2 (Time) X 3 (Technique) ANCOVAs on Believability ATQ-A Ratings for Participants in the 

World-Related Target Thought Group with Presentation Duration as the Covariate 

 

Effect       F    df            p             η²               

 

Domain: Future 

Time    5.46  1     .03       .24   

Technique   0.08  2    .92       .01   

Time X Technique  2.29  2    .13       .21            

  

Note.  Italicized entry denotes a nonsignificant finding with a large effect size. 
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Table 20 

2 (Time) X 3 (Technique) ANCOVAs on Importance ATQ-A Ratings in the Future-Related Target 

Thought Group with Presentation Duration as the Covariate 

 

Effect       F    df            p             η²               

Within-domain 

Time    6.61  1     .02       .31   

Technique   1.55  2    .24       .17   

Time X Technique  0.48  2    .63       .06            

  

Note. Italicized entry denotes a nonsignificant finding with a large effect size. 
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Table 21 

2 (Time) X 3 (Technique) ANCOVAs on Willingness ATQ-A Ratings for Participants in the 

Future-Related Target Thought Group with Presentation Duration as the Covariate 

 

Effect       F    df            p             η²               

 

Within-domain 

Time    4.63  1     .05       .24   

Technique   0.95  2    .41       .11   

Time X Technique  4.21  2    .04       .36            

 

Domain:  Self 

Time    4.98  1     .04       .25   

Technique   2.02  2    .17       .21   

Time X Technique  2.05  2    .16       .21  

 

Note.  Italicized entries denote nonsignificant findings with large effect sizes. 
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Table 22 
 
Summary of Hypotheses and Related Findings

          
            Hypothesis 
 
1:  Immediate effects on 

target thought 
believability 

 
 
2:  Delayed effects on 

target thought 
believability 

 
 
3:  Immediate effects on 

target thought distress 
 
 
4:  Delayed effects on 

target thought distress 
 
 
5:  Immediate and delayed 

effects on target 
thought willingness 

 
 
 
6:  Immediate and delayed 

effects on target 
thought importance 

      

       
                        Prediction 
 
The two defusion techniques would decrease 
believability to a greater degree than disputation 
from pre to posttreatment. 
 
 
Thought prefacing would have the greatest 
reductions on believability followed by 
disputation, with word repetition having the least 
impact at follow-up. 
 
The two defusion techniques would decrease 
distress to a greater degree than disputation from 
pre to posttreatment. 
 
Thought prefacing would produce greater 
reductions on distress than disputation and word 
repetition at follow-up. 
 
The two defusion techniques would increase 
willingness to a greater degree than disputation at 
posttreatment and follow-up. 
 
 
 
Both defusion techniques would reduce 
importance to a significantly greater degree than 
disputation at posttreatment and follow-up. 
 

 

                    Related Findings 
 
Hypothesis was not supported.  Disputation reduced 
the believability of negative thoughts about the self to 
a greater degree than the two defusion techniques.  
No effects for thoughts about the world or future. 
 
Hypothesis was not supported.  Disputation increased 
believability ratings of thoughts about the world 
relative to the two defusion techniques. No effects for 
thoughts about the self or future. 
 
Hypothesis was not supported.  No significant 
changes were found. 
 
 
Hypothesis was not supported.  No significant 
changes were found. 
 
 
Hypothesis was not supported.  All three techniques 
decreased willingness to have self-related thoughts 
with disputation having lower willingness ratings 
than word repetition.  No effects for thoughts about 
the world or future. 
 
Hypothesis was not supported.  No significant 
changes were found. 
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Figure 1  

 Flow of Participants Through the Study 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

Screening Phase: 923 completed screening survey  
(Student sample = 738, Community sample = 185) 

 

 

 

     

 

 

Invitation Phase: 199 met selection criteria and invited to 
participate (Student sample =166, Community sample = 

33) 
 

 

 

     

 

 

Pretreatment Phase: 73 began the study (Student sample = 
72, Community sample = 1) 

 

 

 

     

 

 

Posttreatment Phase:  63 with eligible target thoughts that 
met believability, distress, and personal relevance criteria  

(Student sample = 62, Community sample = 1) 
 

 

 

     

 

 

Follow-Up Phase:  59 provided valid data and passed the 
manipulation check  

(Student sample = 58, Community sample = 1) 
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Figure 2 

 Mean Believability Ratings Across Time for Self-Related Target Thoughts by Thought-Focused 

Techniques 
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Figure 3  

Mean Believability Ratings Across Time for World-Related Target Thoughts by Thought-

Focused Techniques 
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Figure 4 

Mean Willingness Ratings Across Time for Self-Related Target Thoughts by Thought-Focused 

Techniques 

 

 

 

 

 

 

 

0

10

20

30

40

50

60

70

80

Pretreatment Posttreatment Follow-Up

W
ill

in
gn

es
s R

at
in

gs

Time

Disputation

Word Repetition

Thought Prefacing



146 
 

Figure 5  

Mean Willingness Ratings Across Time for ATQ-A Future-Related Thoughts by Thought-

Focused Techniques for Participants in the Future-Related Target Thought Group. 
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