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Integrating Acceptance and Mindfulness Into Existing Cognitive-Behavioral 
Treatment for GAD: A Case Study 
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L i z a b e t h  R o e m e r ,  University of  Massachusetts at Boston 

David  H.  Barlow,  Center for  Anxiety and Related Disorders, Boston University 

Generalized anxietf disorder (GAD) is a chronic, pervasive disorder associated with significant impairment in functioning. ~7~ile 
cognitive-behavioral interventions appear to be relativel~ efficacious in reducing GAD s}'mptoms, the proportion of treated individu- 
als who reach desi,fd levels of end-state functioning is less than ideal. A number of recent theoretical and empirical advances in the 
field have led to the development of novel, experimental treatmems for GAD. The current paper desofbes the integration of acceptance 
a,M mindfulness teehniques into an existing cog~itive-behavioral group treatment for GAD. Data from 4 clients suggest that filrther 
refinement of acceptance and mindJ}dness methods ma~; facilitate improvement in the quality oJlife and ps~chosocial functioning of 
individuals diagnosed with GAD. 

ENERALIZED anxiety d i sorder  (GAD) is a commonly  
occurr ing  d i sorder  associated with a chronic  course 

and significant psychosocial impai rment .  The  National  
Comorbid i ty  Study (NCS) est imated a lifetime preva- 
lence rate of  5.1% for GAD in the communi ty  (Wittchen, 
Zhao, Kesslm, & Eaton, 1994), while rates in pr imary care 
settings are es t imated to be as high as 40% (Katon et al., 
1990). GAD has been  associated with impa i rmen t  in role 
and social funct ioning,  poor  life satisfaction (Massion, 
Warshaw, & Keller, 1993), and  an increased occur rence  
of  distressing minor  life stressors (Brantley, Mehan, 
Ames, &Jones ,  1999). It p roduces  a significant financial 
bu rden  th rough  excessive medical  service utilization and 
lost productivi ty at work (Greenberg  et al., 1999). GAD is 
unlikely to remit  on its own (Yonkers, Warshaw, Massion, 
& Keller, 1996) and it remains  more  chronic  than panic 
d i sorder  following a course of  pha rmaco the rapy  (Wood- 
man,  Noyes, Black, Schlosser, & Yagia, 1999). Thus, the 
deve lopmen t  of  efficacious t reatments  for this d i sorder  is 
sorely needed  (Brown, Barlow, & Liebowitz, 1994). 

In a recent  review of  the t reatment  literature, Borkovec 
and Ruscio (2001) conc luded  that cognitive-behavioral  
approaches  yield significant changes (with large effect 
sizes) that are main ta ined  or  improved at follow-up. How- 
ever, the specific critical componen t s  of  t r ea tment  have 
not  yet been  fully identif ied.  Some studies have found 
that  full CBT packages are more  efficacious than individ- 
ual componen t s  (e.g., Butler, Fennell ,  Robson, & Gelden 
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1991), while o ther  studies have found dismantled and full 
packages comparable (e.g., Barlow, Rapee, & Brown, 1992). 
No one componen t  of  cognitive-behavioral t rea tment  has 
emerged  as a specific and  critical c o m p o n e n t  of  treat- 
ment.  For  instance, Ost and Breitholtz (2000) recent ly 
found no differences between appl ied  relaxat ion and 
cognitive therapy in p roduc ing  clinically significant im- 
provernent  pos t t rea tment  or  at 1-year follow-up. 

Al though there is evidence for the efficacy of  cogni- 
tive-behax4oral interventions,  GAD remains  the least suc- 
cessfully t reated of  the anxiety disorders  (Brown et al., 
1994). On average, only slightly more  than half  the cli- 
ents who part icipate in t rea tment  outcome studies achieve 
high end-state funct ioning (i.e., scores on ou tcome mea- 
sures within normative ranges) at the te rminat ion  of  
t rea tment  and  at follow-up (e.g., Borkovec & Costello, 
1993; Butler et al., 1991; Ladouceur  et al., 2000). Progress 
in t rea tment  deve lopment  for GAD may lag beh ind  the 
o ther  anxiety disorders  because GAD has been moved 
from a residual category to its own diagnostic category 
relatively recently. Howevm, ano the r  significant chal- 
lenge tor  t rea tment  deve lopment  in this area  stems from 
the relatively diffuse nature  of  the central  def ining fea- 
ture of  GAD: worry (Roemer  & Orsillo, 2002). Thus, ad- 
di t ional  work is needed  to develop t reatments  for GAD 
that reflect recent  advances in the conceptual izat ion of  
the disorder. 

Novel t rea tment  deve lopmen t  efforts are current ly  in 
progress in a n u m b e r  of  research laboratories  to address  
this identif ied need. Borkovec and colleagues (e.g., Bor- 
kovec, 1999; Newman, 2000) have begqm to integrate inter- 
personal  strategies in their cognitive-behavioral t rea tment  
approach ;  Ladouceu r  and col leagues  (e.g., Ladouceu r  
et  al., 2000) have specifical ly t a rge t ed  in to l e r ance  of  
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uncertainty as a key component  of  their cognitive-behavioral 
treatment; Mennin, Heimberg,  and colleagues are taking 
an emotion-focused approach  to t reatment  (Mennin, 
Heimberg,  Turk, & Fresco, 2002; Mennin, Turk, Heim- 
berg, & Carmin, in press); and Wells (1999) has focused 
on metacognitive strategies in treatments of  GAD. In ad- 
di t ion to these impor tan t  developments  in theory and 
intervention, we believe that an explicit integration of  
mindfulness and acceptance perspectives into cognitive- 
behavioral treatments of  GAD may improve the efficacy 
and breadth of  impact of  extant interventions (Roemer 
& Orsilio, 2002). 

Traditionally, cognitive interventions have included 
methods designed to change internal experiences. An 
underlying assumption in this area is that changes in cog- 
nitions can produce changes in emotional response (e.g., 
Persons, 1989) and changes in emotional response are 
often held as a desired outcome of  psychotherapy. Alter- 
natively, acceptance-based approaches assume that psy- 
chopathology results from unhealthy methods of  experi- 
ential avoidance, a process that occurs when an individual 
is "unwilling to remain in contact with particular private 
experiences (e.g., bodily sensations, emotions, thoughts, 
memories, behavioral predispositions) and takes steps to 
alter the form and frequency of  these events and the con- 
texts that occasion them" (Hayes et al., 1996, p. 1154). 
Acceptance-based treatment methods are targeted at re- 
ducing experiential avoidance by encouraging clients to 
behave effectively and in accordance with valued life di- 
rections, which requires active contact  with naturally oc- 
curring, sometimes aversive, private experiences (Hayes 
et al., 1996). This therapeutic stance is similar to mindful- 
ness, a Buddhist tradition, which has been described as a 
state in which one is fully observant of  external and inter- 
nal stimuli in the present momen t  and does not  at tempt 
to judge or change any aspects of  the current  situation 
(e.g., Kabat-Zinn, 1994; Segal, Williams, & Teasdale, 2002). 
Treatments that incorporate acceptance and mindfulness 
are currently being explored in the treatment of  a num- 
ber of  problems, including substance abuse (Hayes, Stro- 
sahl, & Wilson, 1999; Marlatt, 1994), couples distress 
(Cordova &Jacobson, 1993), trauma (Follette, 1994), eat- 
ing disorders (Telch, Agras, & Linehan, 2000), depressive 
relapse (Segal et al., 2002; Teasdale, Segal, Williams, Ridge- 
way, Soulsby, & Lau, 2000), exhibitionism (Paul, Marx & 
Orsillo, 1999), schizophrenia (Bach & Hayes, 2002), and 
borderline personality disorder (Linehan, 1993a, 1993b), 
and mindfulness has been proposed as a c o m m o n  factor 
in psychotherapy across theoretical orientations (Martin, 
1997). While the integration of  these constructs into 
therapy is not  new, recently a number  of  specific clinical 
methods for facilitating acceptance and mindfulness 
have been explicitly described (e.g., Hayes et al., 1999; 
Linehan,  1993a, 1993b), increasing dissemination and 

allowing clinical researchers to more  systematically exam- 
ine the efficacy of  these approaches. 

Treatment focused on reducing experiential avoid- 
ance seems particularly well suited for GAD. Worry, the 
characteristic feature of  GAD, has been conceptualized 
as a strategy of  avoidance (e.g., Borkovec, 1994; Bor- 
kovec, Alcaine, & Behar, in press). Research documents  
that individuals strategically worry in an at tempt to pre- 
pare for, or avoid, the occurrence of  low-probability fu- 
ture negative events (Borkovec & Roemer, 1995; Cart- 
wright-Hatton & Wells, 1997; Davey, Tallis, & Capuzzo, 
1996). Additionally, a number  of  studies suggest that 
worry may function to diminish/avoid internal distress 
(Borkovec & Hu, 1990; Borkovec & Roemer; Freeston, 
Rhdaume, Letarte, Dugas, & Ladouceur, 1994; Wells & 
Papageorgiou, 1995) and that worry is associated with a 
lower tolerance for uncertainty (Dugas, Gagnon, Ladou- 
ceur, & Freeston, 1998) and higher levels of  self-reported 
experiential avoidance (Roemer, Salters, Raffa, & Orsiilo, 
in press). Psychophysiological studies confirm the effi- 
cacy of  worry in reducing internal experiences. Whereas 
panic and phobic reactions are typically associated with 
increased sympathetic activation, the process of  worry ac- 
tually produces a restricted range of  autonomic responses 
(Connor & Davidson, 1998; Hoehn-Saric & McLeod, 1988; 
Lyonfields, Borkovec, & Thayer, 1995). For a more com- 
plete review of  the conceptual  and empirical underpin-  
nings of  the relationships between avoidance, worry, and 
GAD, see Roemer  and Orsillo (2002). 

This conceptualization of  worry as represent ing an 
experiential  avoidance strategy has led us to begin to 
integrate elements of  existing cognitive-behavioral treat- 
ments for GAD (e.g., Borkovec & RoemeI, 1994; Borkovec 
et al., in press; Craske, Barlow, & O'Leary, 1992) with ele- 
ments of  acceptance-based treatments such as Hayes and 
colleagues' (1999) Acceptance and Commitment  Ther- 
apy (ACT) and Linehan's  (1993a, 1993b) Dialectical Be- 
havior Therapy (DBT) in our  t reatment  of  GAD. Our  
approach targets habitual responding and encourages 
mindfulness, acceptance of  internal experience, and mind- 
ful action as a replacement for the habitual restrictions in 
action that accompany worry. In this article, we describe 
an uncontrol led trial in which we examined the potential 
usefulness of  our  initial t reatment development  efforts 
with four clients presenting for GAD treatment. 

M e t h o d  

Participants 
Four individuals who presented for treatment at the 

Center for Anxiety and Related Disorders (CARD) at Bos- 
ton University participated in the group treatment. Ann 
was a 27-year-old, married, Caucasian graduate student 
who met  symptom criteria for GAD at the time of  the 
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assessment. Because the onset  of  her  worry was 3 months  
before  the assessment ra ther  than the requisite 6 months,  
she was assigned the diagnosis of  anxiety d isorder  not  
otherwise specified. Her  present ing  complaints  were that 
she felt she n e e d e d  help  relaxing and learn ing  to dele- 
gate tasks to others. She r epor t ed  worrying primari ly 
about  graduate  school, financial issues, and  minor  con- 
cerns such as punctuality. Ann descr ibed feel ing on edge, 
irri table,  and easily fatigued. She expressed the concern  
that  worry in te r fe red  in her  life in that  she was constantly 
wasting time trying to decide  the best way to do things. 
Ann r epor t ed  be ing  excessively devoted to work and pro- 
ductivity to the exclusion at times of  leisure activities. 

Roger, 45 years old, was a single, Caucasian, male men- 
tal heal th professional with a 38-year history of  GAD. He 
also had a past history of  social phobia  and recurrent  major 
depression, with one past depressive episode with psychotic 
features. ~qfile Roger's pr imary areas of  worry were the ab- 
sence of  a romantic  relationship in his life and financial 
concerns, he habitually avoided engaging in activities di- 
rected at addressing these issues. Roger also repor ted  wor- 
ries about  his family, his health, and growing older. He de- 
scribed frequently feeling on edge and irritable and he 
demons t ra ted  difficulty concentra t ing in his interactions. 

Sean, a single, 25-year-old Caucasian male, presented 
with a 2-year history of  GAD and addit ional  diagnoses of  al- 
cohol abuse and depressive disorder  not  otherwise speci- 
fied. His pr imary area of  worry was health, al though he 
also worried about  finances and relationships with others. 
He expressed considerable concern that he would develop 
HIV or  AIDS despite practicing safe sex and undergoing  
regular  testing for the disease. This worry was significantly 
interfer ing with his ability to develop a meaningful,  inti- 
mate relationship with his girlfriend. Sean repor ted  symp- 
toms such as restlessness, being easily fatigued, difficulty- 
concentrat ing,  irritability, and  unsatisfying sleep. He noted 
a strong relationship between his worry and his mood.  

Gil was a 33-year-old single Caucasian male with a 25- 
year history of  worry and GAD-related symptoms. He also 
carr ied an addi t ional  diagnosis of  obsessive-compulsive 
d i sorder  and  had  a history of  major  depressive disorder,  
recurrent,  which was in partial remission. His primary areas 
of  worry and dissatisfaction were re la t ionship and work. 
Specifically, Gil felt that  he was too consumed  by career  
pe r fo rmance  and  that he was over looking int imate rela- 
t ionships with his family and friends. He also repor ted  a 
lack of  emot iona l  satisfaction with his cur ren t  long-term 
romant ic  relat ionship,  but  he expressed fear about  end- 
ing it. In general ,  Gil felt that  because of  his worry he was 
"squander ing his life away" and not  living it to the fullest. 

M e a s u r e s  
The Anxiety Disorders Interview Schedule  for DSM-IV 

(ADIS-IV; DiNardo,  Brown, & Barlow, 1994) comprehen-  

sively evaluates DSM-IV anxiety and m o o d  disorders  and  
elicits the informat ion necessary to make differential  di- 
agnoses. It is an upda ted  version of  the widely used and  
evaluated ADIS-R based on DSM-III-R criteria (DiNardo 
& Barlow, 1988). A recent  study found  that reliability co- 
efficients using the ADIS-IV were e i ther  equal  to, or  
h igher  than, those using the ADIS-R, with a reliability for 
p r imary  GAD diagnoses  o f  k = .67 (Brown, DiNardo ,  
Lehman,  & Campbel l ,  2001). In addi t ion  to providing di- 
agnostic informat ion on both GAD and any o ther  comor- 
bid diagnoses, the ADIS-IV includes a clinical severity 
scale for each diagnosis received ranging f rom 0 to 8 (ex- 
t reme in te r fe rence  or  distress). 

The  Penn State Worry Ques t ionnai re  (PSWQ; Meyer, 
Miller, Metzger, & Borkovec, 1990) is a 16-item measure  
of  trait levels of  worry with excel lent  psychometr ic  prop-  
erties (Molina & Borkovec, 1994), which has been  found  
to discr iminate GAD from all o ther  anxiety disorders  
(Brown, Anton b & Barlow, 1992). Clients indicate the ex- 
tent  to which each s ta tement  describes them using a 5- 
po in t  Likert  scale. Possible scores range from 16-80 .  

The Beck Depression Inventory (BDI; Beck, Rush, 
Shaw, & Emery, 1979) is a 21-item measure  of  cur ren t  lev- 
els of  depression.  It is the most widely used measure  of  
depress ion and is commonly  inc luded in ou tcome studies 
of  GAD in o rde r  to de te rmine  the effect of  t r ea tment  on 
depressive symptoms. Respondents  choose fi-om a variety 
of  s tatements that  descr ibe varying levels of  depressive 
symptomatology to repor t  on their  experiences.  Possible 
scores range from 0 to 63. 

The Beck Anxiety Inventory (BAI; Beck, Epstein, 
Brown, & Steer, 1988) is a widely used, well-researched, 
21-item measure  of  severity of  anxiety symptoms. Clients 
r epor t  how much they have been  bo the red  by a list of  
symptoms dur ing  the previous week on a 4-point  Likert- 
type scale. Possible scores ranged  from 0 to 63. 

The Action and Acceptance  Ques t ionnai re  (AAQ; 
Hayes et al., 2002) is a self-report  measure  that  assesses 
emot iona l  avoidance and emot ion-focused inact ion (i.e., 
behavioral  avoidance in the service of  exper ient ia l  avoid- 
ance) .  Respondents  r epor t  the extent  to which each 
s ta tement  applies to them using a 7-point  Likert-type 
scale. The  version used in this study had  17 items. Thus, 
scores could range from 17 to 119, with high scores cor- 
r e spond ing  to severe exper ient ia l  avoidance,  or  unwill- 
ingness to remain  in contact  with par t icular  feelings and 
thoughts,  and  lower scores reflecting acceptance  and ac- 
tion. A n u m b e r  of  studies employing  clinical and  non- 
clinical samples have establ ished that  the AAQ has ade- 
quate psychometr ic  proper t ies  (Eifert et al., 2000; Hayes 

et al.). 
The  Credib i l i ty /Expecta t ion  Scales (Borkovec & Nau, 

1972) assess the extent  to which clients view a specific 
therapy package as sufficiently credible,  and  whether  i t  
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evokes significant expectancy for change.  Clients rate the 
extent  to which each of  four  s tatements is true for them 
on a 9-point  Likert-type scale. They also r epor t  the per- 
cent  improvement  they th ink and feel will occur  by the 
end  of  t reatment .  This measure  has recently been  dem- 
ons t ra ted  to have high internal  consistency within the 
subscales and  good  test-retest reliabili ty (Devilly & Bor- 
kovec, 2000). 

The  Post-Treatment Survey was deve loped  by the au- 
thors to provide some pre l iminary  informat ion  about  the 
aspects of  the therapy package that  clients found  most  
useful. The  measure  consists of  17 componen t s  of  treat- 
m e n t  (e.g., relaxation,  learning about  the funct ion of  
worry) that are rated by the respondent  on a 5-point Likert- 
type scale represen t ing  varying levels of  helpfulness.  
There  is also an open -ended  quest ion that  asks about  the 
most  useful e l emen t  of  t rea tment .  

P r o c e d u r e  

A clinical graduate  s tudent  assessor extensively t ra ined 
in this interview at CARD interviewed part ic ipants  using 
the ADIS-IV. Consensus diagnoses were assigned dur ing  
weekly full staff meet ings  at the clinic. Part icipants were 
then  placed on a waiting list unti l  they were contac ted  by 
the therapists about  the possibility of  receiving group treat- 
ment  for GAD. Immediate ly  before the first group session, 
par t ic ipants  c o m p l e t e d  a ques t ionna i re  packe t  includ-  
ing the PSWQ, BDI, BAI, and  the AAQ. The  c red ib i l i ty /  
expectancy scales were admin i s te red  at the end  of  the 
first t r ea tment  session following a presenta t ion  of  the ra- 
t ionale  and an overview of  the methods  to be used. After  
the last t r ea tment  session, part ic ipants  comple ted  the 
quest ionnaire  packet  and  a pos t t rea tment  ADIS-IV was 
adminis tered.  

T r e a t m e n t  

The  therapists were a clinical psychologist  (SO) and  
an advanced graduate  student.  Ano the r  beg inn ing  grad- 
uate s tudent  sat in and  observed the group  for t ra ining 
purposes.  Trea tment  consisted o f  nine  weekly sessions 
and one taper  session (that occurred 2 weeks after Session 
9), each lasting 2 hours. As noted  above, the elements of  

the rapy  p re sen ted  here  were drawn from Borkovec 's  
cognitive-behavioral t reatment  for GAD (e.g., Borkovec & 
Roemer, 1994), Ma~tering Your Anxiety and Worry (Zinbarg, 
Craske, & Barlow, 1993), Hayes and colleagues'  (1999) 
ACT treatment,  and Linehan's  (1993a, 1993b) DBT. 

Our  t rea tment  is a imed  at target ing the future  focused 
thinking,  habi tual  responding,  exper ient ia l  avoidance,  
and  behavioral  inact ion we find to be characterist ic of  
GAD. We use methods  such as self-monitoring and mind-  
fulness exercises to shift clients '  a t tent ion f rom the future  
to the present  moment .  These methods  facilitate a more  
flexible way of  r e spond ing  and  increase the client 's be- 
havioral reper to i re  to allow for behaviors that  are more  
consistent  with the client 's valued directions.  Exercises 
and metaphors  d i rec ted  at decreas ing exper ient ia l  avoid- 
ance also facilitate this behavioral  change.  An overview of  
our  t rea tment  mode l  is p resen ted  in Table 1. 

Session 1 began with an overview of  the roles of  the 
therapists and  clients and  a discussion about  rules and  
confidentiality. Clients were then invited to share thei r  in- 
dividual p roblems  and  goals for therapy, as well as their  
successful and  unsuccessful pr ior  a t tempts  to cope  with 
their  problems.  The therapists p resen ted  a mode l  of  anx- 
iety and  a mode l  of  worry, underscor ing  the funct ion 
(e.g., avoidance,  motivation,  superst i t ion) and  cost (e.g., 
concentrat ion difficulties, deplet ion of  resources for o ther  
activit ies/goals,  taking a "spectator" approach  to life) of  
the lifestyle associa ted with GAD. The  hab i tua l  na tu re  
of  worry was h ighl ighted  and therapy was f ramed  as an 
oppor tun i ty  to learn and  practice new, more  flexible ways 
of  r e spond ing  to previously anxious cues. The  in ter fer ing  
role that  worry can play in living a satisfying and  valued 
life was discussed. Finally, an overview of  the t r ea tment  
mode l  was presented  and part ic ipants  were ins t ructed in 
d iaphragmat ic  breathing.  

Session 2 was devoted to reviewing the mater ia l  cov- 
e red  in the previous session and the in t roduc t ion  and  
pract ice of  progressive muscle re laxat ion (PMR; Bern- 
stein, Borkovec, & Hazlett-Stevens, 2000). PMR was not  
offered as a method  of  anxiety control.  Instead, it was de- 
scribed as a me thod  by which participants could become 
more  mindful  or  aware of  their  experience.  In each of  the 

Table I 
An Overview of the Treatment Model 

Target for Change Treatment Approach 

Focus on future 
Rigid, habitual anxious 

responding 
Experiential avoidance 

Behavioral avoidance 

Increase present moment focus through self-monitoring, PMR, and mindfulness exercises 
Increase choice and flexibility through increased awareness of behavioral restriction (self-monitoring), 

enhancement of willingness, and an assessment of valued life directions 
Facilitate acceptance and willingness through mindfulness exercises, shift-of-control efforts from 

internal experience to value-consistent behavior 
Commitment to valued action 
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subsequent  sessions, breathing,  PMR, or a mindfulness 
exercise was conducted at the beg inn ing  of each group to 
solidify these skills and to prepare the therapists and cli- 
ents for the work that was to be done in each session. 
PMR was practiced throughout  the rest of therapy, gradu- 
ally reducing the n u m b e r  of muscle groups used and 
eventually encouraging cue-controlled relaxation. In ad- 
dition, clients were instructed to practice PMR and  other 
mindfulness exercises between sessions throughout  the 
rest of the treatment.  

In Session 3, we used ACT methods (Hayes et al., 
1999) to explore clients' attempts to control their thoughts 
( including worries) and emotions. This session included 
a mix of didactic presentat ion and experiential exercises. 
For instance, clients were instructed on the adaptive 
flmction and universality, of emotional  responding (e.g., 
Linehan,  1993a, 1993b). They were also alerted to the 
value that society places on control and the ways in which 
they have successfully exerted control over their behav- 
ior. Howevm, they were also asked to explore the way in 
which efforts at experiential control had been successtul 
or unsuccessful in their own lives. Exercises were con- 
ducted to demonstrate  the thought  suppression paradox. 

The possibili D' of willingness, an alternative to efforts 
at control, was in t roduced in Session 4 (e.g., Hayes et al., 
1999). Willingness involves giving up efforts to control 
one's  internal  experiences in the service of moving for- 
ward with valued action. Willingness was differentiated 
from wanting to experience, or purposely eliciting, nega- 
tive thoughts and feelings. Instead, it was defined as al- 
lowing the experiencing of thoughts, feelings, and bodily 
sensations that arise when one engages in behaviors con- 

sistent with their values. 
The relationship between willingness and mindfiflness 

was also discussed in this session (Linehan, 1993a, 1993b). 
Specifically, the therapists suggested that mindfulness in- 
volves awareness of the present m o m e n t  and willingness 
to experience it. A simple mindfulness exercise involving 
awareness of physical sensations was conducted.  After 
processing this exercise, the group discussed how experi- 
ences are often judged  as "good" or "bad," which can lead 
to ettbrts to change or control such experiences. Thera- 
pists then discussed the possibility of taking a nonjudg-  
mental  stance on experience, emphasizing the approach 
of noticing without evaluating. A more difficult mindful- 
ness exercise was in t roduced to illustrate this concept. 
Specifically, participants were asked to imagine leaves 
floating down a stream and they at tempted to place 
thoughts, experiences, and feelings they were having on 
the leaves as they passed by. The contrast between mind- 

fiflness and won T was discussed. 
Session 5 centered on valued directions (Hayes et al., 

1999). Group members  discussed the ways in which worry 
and effbrts at control had become primaI y in their lives, 

which pointed to the need for participants to reassess 
areas of life that were impor tant  to them. The difference 
between goals (outcome) and values (process) was ex- 
plored through the use of metaphors. Specifically, goals 
are described as specific achievements to be accom- 
plished in the service of a particular valued life direction. 

Participants were asked to complete a values assess- 
men t  between Sessions 5 and 6 in which they expressed 
their personal views on how they would like to choose to 
live their lives in various domains (e.g., friendship, ca- 
reer, leisure, spirituality; Hayes et al., 1999). They were 
also asked to list external and internal  barriers to each 
valued direction. For instance, if a valued direction in- 
cluded being an honest and committed friend, an external 
barrier might be that the person currently has no friends, 
whereas an internal barrier would be the thought, I am 

afraid to take the risk. 

In Session 6, the group completed the values assign- 
men t  together. Participants were asked to state whether 
or not  they were ready to commit  to taking some action 
toward living with their valued directions. External bar- 
viers were explored and reworked as actions. In other 
words, in the example described above, the external bar- 
rier of "no friends" was reworked into an action consis- 
tent with the valued direction of int imate friendships, 
such as asking an acquaintance to lunch or calling an out- 
of-touch friend. Internal  barriers were examined in the 
context of willingness. Clients explored whether or not  
they were willing to accept negative thoughts and emo- 
tions that would likely arise through the process of living 

a meaningful  lift ~. 
Sessions 7 through 9 were primarily focused on a rotat- 

ing review of values, recent  actions consistent with values, 
barriers to action, and renewed commi tmen t  to action. 
When a client appeared unwilling to engage in action 
consistent with his or her reported values, the group ex- 
amined  whether or not  the value was truly meaningful  
and personal to the participant or if it reflected the 
wishes of the participant 's social environment .  Following 
this analysis, the participant would either recommit  to 
valued action, modify the value to be more in line with 
his or her personal preferences, or mainta in  an unwill- 
ingness to bear the cost (negative thoughts and feelings) 
of a valued life direction. Therapists urged participants to 
cont inue  to evaluate the workability of whichever out- 
come they chose. 

Additionally, these sessions provided a model  of re- 
sponding to worry, that was closely tied to valued action. 
Specifically, participants were encouraged to notice when 
they experienced worD', to mindfldly observe the nature  
and flmction of the won T, and to determine whether or 
not  the wor D' response required some action. For in- 
stance, Gil was chronically worried about  the status of his 
relationship, and he frequently at tempted to push ~hose 
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thoughts away. However, through an exploration of his 
values, he became aware that he yearned for a more inti- 
mate relationship than his par tner  was willing to provide. 
Thus, Gil eventually took action as a result of his re- 
sponses to this situation. On the other hand,  Roger expe- 
rienced worries that an intimate partner  would never ac- 
cept him, and he responded to these thoughts by avoiding 
potential partners. Howevm; Roger reconnected with his 
value to be in a relationship and commit ted to taking ac- 
tion, regardless of the thoughts that he experienced 
along the way. 

In Session 10, each participant discussed the progress 
they had made and the work they wished to continue post- 
treatment. The main points of the treatment were reviewed 
and the therapists met individually with each member  to 
explore any individual concerns that remained. 

Throughout  therapy participants completed a num-  
ber  of outside assignments, including moni to r ing  their 
anxious responses and  worry. Over the course of treat- 
ment ,  moni tor ing  extended to observing the funct ion of 
worry and  its relationship to valued actions. Participants 
were encouraged to practice mindful  exercises (e.g., 
breathing,  PMR, observing) daily and  to keep a record of 
their practice. Finally, participants completed several 
written exercises related to values and were urged to take 
daily action consistent with their valued directions. 

R e s u l t s  

Clients' ratings of credibility and expectancy of the 
t reatment  were comparable to those reported in Bor- 
kovec and Costello's cognitive-behavioral t reatment  out- 
come study (7.25 and  67.5%, respectively, as compared to 
6.95 and 68.52% in Borkovec & Costello, 1993). 

While all four clients con t inued  to experience moder- 
ate levels of GAD distress and interference posttreat- 
ment,  as a group they experienced statistically significant 
reductions on the PSWQ, t(3) = 2.176, p < .059, the BAI, 
t(3) = 3.15, p < .025, the BDI, t(3) = 3.326, p < .023, and 
the AAO~ t(3) = 2.78, p < .035, from pre- to posttreat- 
men t  (see Table 2). In order  to put  our  findings in a con- 
text, we applied Borkovec and Costello's (1993) method 
of defining t reatment  responders and  high end-state 
functioning.  A client was considered to have responded 
on a measure if he or she showed at least a 20% decrease 
over the course of therapy; a client was considered to 
have reached high end-state funct ioning if his or her  
posttherapy score fell within normal  range on the mea- 
sure (defined as 2.0 for the ADIS clinical severity ratings). 
Seventy-five percent  of the sample met  criteria for re- 
sponder  status on at least three of the four outcome mea- 
sures. Fifty percent  of the sample reached high end-state 
funct ioning  using the same criteria. It is impor tant  to 
note that findings may be somewhat misleading because 

Table 2 
Pre-and Pos~reatmentScores 

ADIS 
SeveriW PSWQ BAI BDI AAQ 

Pre Post Pre Post Pre Post Pre Post Pre Post 

Ann 5 4 70 49 14 0 10 6 60 58 
Roger 5 4 58 53 4 3 6 1 73 67 
Scan 5 4 77 58 21 9 24 10 89 86 
Gil 6 - -  80 80 11 2 a 9 2 67 66 

Note, ADIS = Anxiety Disorders Interview Schedule for DSM-IV; 
PSWQ = Penn State Worry Questionnaire; BAI = Beck Anxiety 
InventmT; BDI = Beck Depression Inventory; AAQ = Acceptance 
and Action Questionnaire. Dash indicates missing data. 
a Data missing from postassessment; value is from Session 9. 

Roger actually met  criteria for high end-state funct ioning  
on the three self-report measures prior to treatment,  
even though he demonstra ted substantial symptomatol- 
ogy in the interview and  in the course of treatment.  

Given that the overarching goal of therapy was to en- 
courage clients to live fulfilling lives rather than allowing 
worries and fears tO serve as obstacles to action, we feel 
that it is impor tant  to examine the life changes made by 
our  clients over the course of therapy. All four clients de- 
cl ined referral for addit ional t reatment  and  they all re- 
ported improvement  in their life directions. For instance, 
Ann decided to make a career change through the course 
of therapy. At the beg inn ing  of t rea tment  she was experi- 
encing significant worries related to her  career, primarily 
because she was profoundly dissatisfied with her  field of 
study. While complet ing the values exercises in treat- 
ment ,  A nn  discovered that her interest in pursuing a j ob  
in her field was solely due to her  desire to prove she 
could, despite be ing learning disabled. At the close of 
treatment,  she had begun  to search for a j o b / c a r e e r  
more in line with her  interests and  values. 

Similarly, Roger made significant life changes through 
the course of therapy. For instance, he addressed his fi- 
nancial  worries by complet ing his back taxes, an activity 
he had been  avoiding for quite some time. At the begin- 
n ing  of therapy, he had assumed that he would have to 
quit his current  job,  which he enjoyed, or work more 
hours at a second job,  to address his somewhat unrealistic 
financial concerns. Through therapy, he was able to real- 
ize that  this approach jeopardized his other  valued life 
goals (e.g., developing relationships, engaging in leisure 
activities). He was eventually able to take actions that bal- 
anced several of his life values. 

Roger also became more  in contact  with the value 
he placed on relationships over the course of therapy and  
he began  to exper ience  how he was allowing doubts  
and  fears to stand in the way of his developing intimate 
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relationships. Mthough  he cont inued  to worry about  re- 
lationships, he also put  a personal ad in the paper, met  a 
potential  dat ing par tner  from out of town through a mu- 
tual friend, had several enjoyable phone  contacts, and 
eventually spent the weekend visiting this new dating 
partner. 

Sean also made considerable progress in his valued di- 
rections th roughout  the course of therapy. At the begin- 
n ing  of treatment,  Sean was extremely concerned  about  
disclosing his worries about  H1V. He did not  want the 
therapists to know of his fears and he was unwilling to ex- 
press them to the group. Over the course of treatment,  
he opened  up and  discussed his fears and concerns can- 
didly with the group. Furthermore,  Sean became more 
deeply involved with a woman and was eventually able to 
talk to her  about  his fears. Together they made a commit- 
men t  to monogamy, completed a series of HIV tests, 
started on oral birth control, and began having unpro- 
tected sex. 

Sean also became much more aware of his emotional  
experiences through treatment. At the beginning of treat- 
ment,  he would describe teelings of dread and doom, but  
he was unable  to connect  those feelings to any external 
event. However, over the course of t reatment  he began to 
identify his values and observe his reactions. For instance, 
at the end  of t reatment  he became aware of the fact that 
he was t remendously unhappy  in his current  job  and he 
began to take action to change careers. 

Gil showed the least progress on interview and  self- 
report  measures of anxiety and depression. He missed 
several consecutive sessions of group toward the end  of 
the t reatment  because of his work-related travel sched- 
ule, and thus he did not  get much individualized atten- 
tion working on his values assignments. However, Gil was 
still able to make some substantial changes in his life. He 
found  a new job  in his company that was more in line 
with his personal values and that required less of a life 
commitment .  The night  before the final t reatment  ses- 
sion he also made the difficult decision to end his long- 
term relationship, realizing that he valued a level of inti- 
macy that was absent in the relationship. He reported a 
high level of worry that he would never find another  part- 
ner  and he was able to report  that regardless of these wor- 
ries he felt commit ted to his choice to find a more expres- 
sive partner. 

In an at tempt to identify in a preliminary m a n n e r  the 
critical components  of treatment,  we examined clients' 
feedback on the Post-Treatment Survey. Ann  reported 
learning the difference between acceptance and resigna- 
tion, working on approaching rather than avoiding situa- 
tions, and recognizing early cues of her  anxiety. Roger 
indicated that developing re laxat ion/mindfulness  skills 
and focusing on values in choice making were highly use- 
ful components  of treatment.  Sean noted that focusing 

on values, learning to approach rather than avoid, and 
learning various ways to respond to worrisome cues were 
extremely helpful aspects of treatment.  Gil was the only 
group member  who provided negative feedback about  
the treatment.  Specifically, he found  the early sessions to 
be overly instructional (and unfortunately he missed sev- 
eral of the later sessions). However, Gil rated the atten- 
tion to values as a very helpful c omponen t  of t reaunent .  
Finally, while Ann and Roger found the group format par- 
ticularly helpful, Sean found that it detracted from more 
individual, focused attention to particular concerns. 

D i s c u s s i o n  

In summary, all four clients made significant life 
changes throughout  the course of therapy. Two clients re- 
ported marked decreases in symptomatology, a third 
started with fairly low reports of symptomatology and 
demonstra ted addit ional improvements after therapy, 
and a fourth client missed several sessions, yet still made 
some significant changes throughout  the course of ther- 
apy. On average, clients' scores on all of the self-report 
measures changed statistically in the direction of de- 
creased symptoms and increased acceptance, al though 
the magni tude of these changes was small. Of  course, in 
the absence of a comparison group, it cannot  be deter- 
mined  if the changes seen in the current  description are 
a result of treatment.  However, given the chronicity of 
this disorder (Woodman et al., 1999), it would be unusual  
for the level of change evident for A nn  and Sean to result 
from mere passage of time. Thus, we believe that the pro- 
posed integration of mindfulness and acceptance tech- 
niques into existing cognitive-behavioral t reatment merits 
fi~rther ref inement  and study. 

It is possible that the gains made by the clients de- 
scribed in this paper were a result of the traditional com- 
ponents  of treatment,  such as psychoeducation about  
anxiety or relaxation, or nonspecific factors. However, in 
the Post-Treatment Survey, all four clients pointed to 
un ique  elements of this t reatment  package as most effica- 
cious (mindfulness, acceptance, values), support ing the 
potential efficacy of a newly developed t reatment  along 
these lines. Of  course, client report  does not  necessarily 
mean that these are truly the active ingredients of treat- 
ment;  more research is clearly needed  to determine 
whether the novel elements are in fact beneficial. 

Our  findings clearly suggest that some revision of the 
t reatment  as it was delivered to these clients is necessary. 
In particular, both client report  and therapist observation 
suggest that the dosage of therapy needs to be increased. 
Clients seem to have responded to many of the novel as- 
pects of treatment,  but  it is not  clear that they had suffi- 
cient time and practice to fully integrate these elements 
into their daily lives. 
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T h e  m o s t  a d v a n t a g e o u s  f o r m a t  fo r  t r e a t m e n t ,  g r o u p  

o r  i nd iv idua l ,  r e m a i n s  to  b e  d e t e r m i n e d .  Concep tua l ly ,  

we be l i eve  t h a t  c o m b i n i n g  g r o u p  a n d  i n d i v i d u a l  f o r m a t s  

allows for  t he  m o s t  o p t i m a l  p r a c t i c e  o f  a c c e p t a n c e ,  m i n d -  

fu lness ,  i d e n t i f y i n g  values,  a n d  m i n d f u l  ac t ion ,  in  addi -  

t i on  to i n d i v i d u a l i z e d  a t t e n t i o n ,  in  t h e  c o u r s e  o f  t rea t -  

m e n t .  However ,  t h e r e  a re  p r ac t i c a l  c o n c e r n s  t h a t  m a k e  

th is  a p p r o a c h  less access ib le  to  p r iva te  p r ac t i t i one r s .  

T h u s ,  i n d i v i d u a l  t r e a t m e n t  m i g h t  b e  t he  m o s t  effect ive 

f o r m  of  t r e a t m e n t  delivery.  

Gil ' s  o b s e r v a t i o n ,  c o n f i r m e d  by  t h e r a p i s t s '  impre s -  

s ions,  h i g h l i g h t e d  t he  overly  i n s t r u c t i o n a l  n a t u r e  o f  o u r  

ear ly  t r e a t m e n t  sessions.  L a t e r  sess ions  s e e m e d  pa r t i cu -  

larly successful  b e c a u s e  o f  t h e i r  p r e d o m i n a n t  focus  o n  

e x a m p l e s  f r o m  t h e  c l i en t s '  e x p e r i e n c e s  r a t h e r  t h a n  didac-  

tic p resen ta t ions .  F u t u r e  t r e a t m e n t  d e v e l o p m e n t  s h o u l d  

i n t e g r a t e  m i n d f u l n e s s  p r ac t i c e  e a r l i e r  in  t h e  c o u r s e  o f  

t h e r a p y  a n d  e n s u r e  t h a t  e a c h  sess ion  c o n t a i n s  su f f i c ien t  

e x p e r i e n t i a l  p r a c t i c e  to  k e e p  c l i en t s  e n g a g e d  a n d  act ively 

l e a r n i n g .  

T r e a t m e n t  d e v e l o p m e n t  s h o u l d  also focus  o n  t h e  chal-  

l e n g e  i n h e r e n t  in  i n t e g r a t i n g  c h a n g e  a n d  a c c e p t a n c e  

t e c h n i q u e s .  O u r  t r e a t m e n t  a p p r o a c h  i n c l u d e s  e l e m e n t s  

c o m m o n l y  u s e d  fo r  a n x i e t y  r e d u c t i o n ,  s u c h  as re lax-  

a t i o n  a n d  e x p o s u r e ,  ye t  we be l i eve  t h a t  r ig id ,  r e p e a t e d  

a t t e m p t s  to r e d u c e  a n x i e t y  a r e  m a i n t a i n i n g  f ac to r s  in  

GAD (e.g.,  Wells,  1995) .  F u t u r e  t r e a t m e n t  d e v e l o p m e n t  

s h o u l d  a d d r e s s  th is  d i a l ec t i c  w i th  c l ien ts ,  u s i n g  t h e  ap-  

p r o a c h e s  o f  o t h e r s  w h o  h a v e  s imi la r ly  a d d r e s s e d  th i s  

c o n f l i c t  (e.g.,  Hayes  e t  al., 1999; L i n e h a n ,  1993a,  1993b)  

as m o d e l s .  

Finally, we n o t e d  in th is  p r e l i m i n a r y  i nves t i ga t i on  t h a t  

c l i en t s  e v i d e n c e d  w h a t  s e e m e d  l ike subs t an t i a l  c h a n g e s  

t h a t  were  n o t  necessa r i ly  r e f l e c t e d  in  t h e  t r a d i t i o n a l  as- 

s e s s m e n t  m e a s u r e s .  A m o n g  h e r  r e c o m m e n d a t i o n s  for  

i m p r o v i n g  cos t -bene f i t  analysis  in  t he  d e v e l o p m e n t  o f  

p s y c h o t h e r a p y  m e t h o d s ,  N e w m a n  (2000)  u n d e r s c o r e d  

t h e  i m p o r t a n c e  o f  b r o a d e n i n g  t h e  focus  o f  t r e a t m e n t  

o u t c o m e  a s s e s s m e n t  to i n c l u d e  qua l i ty  o f  life. In  o u r  own  

f u t u r e  work,  we p l a n  to i n c o r p o r a t e  m o r e  b r o a d - b a s e d  as- 

s e s s m e n t  m e a s u r e s  in  a n  a t t e m p t  to  c a p t u r e  w h a t  a p p e a r s  

to  b e  cl inical ly  r e l e v a n t  i n f o r m a t i o n  m o r e  systematically.  

T h e  types o f  c h a n g e s  we o b s e r v e d  also p o i n t  to t h e  n e e d  

fo r  m o r e  l o n g - t e r m  a s s e s s m e n t  o f  o u t c o m e s .  T r e a t m e n t  

e n d e d  whi le  m a n y  o f  t he se  c l i en t s  we re  in  t h e  m i d s t  o f  

subs t an t i a l  life c h a n g e s .  I t  will b e  i m p o r t a n t  to assess out -  

c o m e s  o n c e  t he se  c h a n g e s  have  t a k e n  p lace  a n d  a s ta te  o f  

e q u i l i b r i u m  has  b e e n  e s t a b l i s h e d  in  o r d e r  to  m o r e  accu-  

ra te ly  m e a s u r e  t h e  e f fec t  o f  t r e a t m e n t .  

O u r  e x p e r i e n c e  sugges ts  t h a t  i n t e g r a t i n g  m i n d f u l n e s s  

a n d  a c c e p t a n c e  a p p r o a c h e s  i n t o  c o g n i t i v e - b e h a v i o r a l  

t r e a t m e n t  fo r  GAD offers  s o m e  p r o m i s e .  However ,  a 

s o m e w h a t  l o n g e r  t r e a t m e n t ,  o f f e r e d  in  a n  i n d i v i d u a l  for- 

ma t ,  a n d  f o c u s e d  o n  f u r t h e r  i n t e g r a t i n g  c h a n g e - b a s e d  

a n d  a c c e p t a n c e - b a s e d  e l e m e n t s  o f  t he  i n t e r v e n t i o n  de-  

serves  f u r t h e r  study. 
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