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the Behavior Therapist has been at the forefront of
publishing articles about opportunities to enhance CBT with technology either as therapeutic
adjuncts or stand-alone interventions (e.g.,
Boschen, 2009a; Boschen, 2009b; Hawkins,
1989; Russo, 1984; Smith, Bobicz, & Richard,
2003; Smith, Rothbaum, & Hodges, 1999).
Compared to other orientations, CBT practitioners have a long tradition of integrating technology into practice using innovations.
However, this enthusiasm has not necessarily
translated into CBT therapists actually using
the thousands of available Web-based and mobile applications as adjuncts to care. While our
patients are using these applications to do everything from tracking their mood to therapeutic
breathing, how many therapists are using these
applications as treatment adjuncts with their
clients? In this article, we present some useful
Web-based and mobile applications that can be
used as treatment adjuncts for a range of disor[continued on p. 67]
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ders. We aim to highlight the need for a
paradigm shift if trained mental health
practitioners want to stay competitive with
the range of other individuals offering mental health and behavioral health care who
are embracing these new technologies as a
crucial component of their services (e.g., life
coaches). As technology increasingly pervades the health-care world, we should
strive to ensure that principles of scientific
inquiry are applied to balance out the priority of profits in the private sector. Including
the experience and knowledge of researchers and practitioners during the development and iterations of applications
can be particularly beneficial for vulnerable
populations with mental health disorders.
More than ever there has been a call to
develop innovative ways of improving the
quality and reach of psychotherapies using
innovative tools such as mobile phones and
smartphones in particular (Boschen, 2009a;
Kazdin & Blase, 2011). The use of wireless
information technology in health applications is experiencing a tremendous boom, in
large part as a result of ballooning health
care costs and the limitations of one-on-one
therapy to meet the mental health needs of
the population. In particular, mobile phone
applications for health have grown very
rapidly and provide opportunities to expand current care beyond the clinic. While
there is a large discrepancy in home Internet
access between high- and low-income
households and ethnicities, this is not the
case with mobile phone use: in fact, more
Americans own a mobile phone than a computer (Pew, 2010). Smartphones are powerful devices in small mobile packages that are
versatile and becoming more prevalent,
with over a 50% market share and rapid
yearly growth. Their processing power
combined with wireless connectivity allows
for streamlined data collection, transmission, and analysis.
While many developers are designing
applications specifically for end users, many
of these can be used by therapists as adjuncts to enhance care. This is especially important because individuals typically do not
use apps often after downloading them.
Among all application sales for iPhone and
Android systems, only 38% are opened
more than once after a month—and that
drops to 4% after a year (Flurry Analytics &
Estimates, 2011). It is our assumption that
these numbers are even lower for mental
health applications as compared to popular
apps such as Angry Birds. This limited
adoption by the end user highlights the
April • 2012

need for collaborative techniques to enhance and maintain usage in vivo to improve therapy outcomes.
Evidence in Mobile Mental Health
There is growing evidence that consumers of mental health services and information are interested in gaining access to
information via mobile phones. For example, in an Australian sample, 76% of people
were interested in using mobile phones for
mental health monitoring and self-management. Importantly, people with mental
health symptoms were more interested in
using such services, suggesting that there is
indeed an untapped market of consumers of
mental health information that could benefit from psychological interventions outside
of the traditional tools of psychotherapy
practice (Proudfoot et al., 2010). In another
study, 98% of low-income, mostly unemployed clients in outpatient substance abuse
treatment were interested in using interactive text messaging to help them maintain
sobriety (Muench & Weiss, 2011). Reviews
have highlighted that mobile interventions
are well accepted by end users and are welcome additions to physical and mental
health treatments (Aguilera & Muñoz,
2011; Cole-Lewis & Kershaw, 2010; Heron
& Smyth, 2010). These interventions have
the benefit of ongoing contact and assessment beyond the traditional therapeutic environment.
The research base for mobile technology
applications is growing but is still limited in
terms of specific applications that can be applied on a broad scale. Studies using mobile
phone–based text messaging have the most
research basis using CBT techniques, but
even those are limited beyond feasibility
studies. Evidence-based smartphone applications using behavioral and cognitive
methods tend to be in development stages.
These include a DBT app for borderline
personality disorder (Rizvi, Dimeff, Skutch,
Carroll, & Linehan, 2011), a mobile therapy
application using CBT techniques (Morris
et al., 2010), and an Internet and mobile intervention for depression using context
sensing to identify emotional states and intervene appropriately (Burns et al., 2011).
Although these applications require a
broader evidence base before they are ready
for implementation, they foretell future applications for moving psychotherapy beyond the one-on-one encounter.
As noted in recent reviews on mobile interventions (e.g., Riley et al., 2011), the
technology is advancing so quickly that research cannot keep up with development.
Although there is a limited evidence base
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management
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cognitive therapy approach to
mood management,
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doctor-patient interaction, and has
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to take proactive action to better
manage their mood.

Tool Set – enables patients to set
Daily Goals, define a Prioritization
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Essays, Events log, and define
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reviewed in-session.

30 Day Free Trial – patients
can try it for FREE.
Learn more at
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on the Android Market
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for specific mobile mental health applications, there are basic tools that take aspects of
efficacious interventions and repackage
them into mobile formats. It is with these
tools that therapists can generalize the therapy setting to an individual’s everyday environment. In essence, mobile tools should
not be considered as anything more than an
improvement to ideal therapeutic intervention. From self-monitoring to reminders at
specific days and times to increasing
salience of the therapeutic environment, a
host of existing basic tools can be put into
practice by psychotherapists.
We will highlight some examples of
tools available that may help cognitive and
behavioral psychotherapists impart skill
learning and motivation. We are not endorsing any specific applications in this article, and if we do mention a specific
application it is to make a point about a feature that can probably be found in many
other applications. Also, all applications we
mention by name are free (or close to it) to
the end user. Moreover, because of the sheer
number of applications available, we highly
recommend doing your own search for ones
that meet your specific needs. For example, a
recent review of iPhone applications for intervening with alcohol use found over 150
apps available as of February 2011 (Cohn,
Hunter-Reel, Hagman, & Mitchell, 2011).
However, there are a number of websites
that have aggregated mental health and/
or self-tracking applications (e.g., “Happtique” or the “Quantified Self ”) and most
applications can be found using keyword
searchers in the application stores. Most important, this article is designed to make the
possible uses of these tools more salient to
therapists. Simply searching your app store
using keywords such as depression screening or
sleep tracking will reveal numerous applications from which to begin.
Self-Monitoring
Perhaps the most useful applications for
cognitive-behavioral therapists are selfmonitoring applications. The rapid rise of
these applications has been termed the
“quantified self ” movement. In this section
we will focus exclusively on self-monitoring
via homework or self-report. There are specific applications in which individuals can
track everything from food intake to sleep
to mood to alcohol use. The problem with
these tracking applications is they are typically user initiated, which makes their actual implementation limited without
support from a therapist. There are numerous studies highlighting that self-monitoring accounts for a significant portion of the
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variance in behavior change outcomes (e.g.,
Mischie et al., 2009). These outcomes can
be enhanced when a therapist is holding the
patient accountable. Unlike paper-andpencil monitoring tools that are often completed retrospectively, individuals can track
their thoughts and behaviors in real time.
Results are typically displayed graphically,
reducing the time for the therapist to review
outcomes, and graphical representations
can be summed over time. This can be especially powerful to show patients progress
when change is smaller than expected but
still significant compared to baseline. Selfmonitoring tools are perhaps the greatest
asset to the cognitive-behavioral therapist
because they are simple tools to enhance
what we are already doing in our practices.
A wonderful reference source for these tools
is the quantified-self website (http://quantifiedself.com/guide), which is designed to
promote self-monitoring using self-report
and automated tracking tools.
Two examples of applications that are
available for mood monitoring via mobile
phone are Mood 247 (www.mood247.com)
and the T2 Mood Tracker. Mood247 utilizes text messaging to collect data and uploads mood data to a website. The data can
be shared with a health-care provider or
therapist by the patient providing a code
that allows one to view mood ratings over
time. In addition to mood ratings, individuals can append notes related to the mood
rating, potentially adding information
about thoughts, behaviors, settings, and
emotions that could then be further discussed in a therapy session. The T2 Mood
Tracker is a smartphone application developed by the National Center for Telehealth
and Technology that allows for individuals
to track their mood and emotional states.
There are numerous other applications for
self-reported monitoring via apps and text
messages that practitioners can access (e.g.,
“Mood Panda”). These are relatively simple
technologies that can be added to existing
care, and are often more reliable than other
means, such as paper and pencil. For example, when patients do not track their mood
throughout the week, therapists often ask
patients to recall their mood over the past
week, but these data are typically inaccurate as demonstrated by numerous ecological
momentary assessment studies (Shiffman,
Stone, & Hufford, 2008).
Information and Screening
Aside from self-monitoring, simple information applications that patients can
download to learn more about their disorder are widely available. Psychoeducation

can now take place on the mobile phone
while a client is in the waiting room.
Typically these apps have been bundled
with screening and brief feedback programs, which probably represent the largest
share of the mobile mental health market.
For example, a range of substance abuse applications offer validated substance abuse
assessments with brief feedback that can
help clients obtain objective third-party information on their disorder (Cohn et al.,
2011). This can help alleviate resistance or
strains to therapeutic alliance with clients
who may be resistant to feedback from the
therapist. Moreover, as many mental health
clinicians are aware, there are numerous diagnostic reference applications specifically
for use by the clinician alone, from diagnostic assistance to medication interactions.
Guided Interventions
There are also numerous applications
that attempt to provide overlapping services as therapists, and specifically highlight
CBT theory, such as iCBT, ICouchCBT,
eCBT, CBT Referee. While we do not endorse any of these programs, CBT practitioners should be aware they exist and assess
their potential (or lack of potential) to enhance care. Some applications have been developed in clinical settings and take
principles of CBT and transfer them to a
mobile device very specifically. The VA, in
particular, has embraced the use of technology and has developed applications based
on evidence-based practices designed for
veterans but available to all. One such application is the PTSD Coach, available on
iPhone and Android platforms. The application targets the management of PTSD
with four modules: education, self-assessment, symptom management, and social
support. The application is targeted towards vets but can likely be used by others
dealing with PTSD. While these applications have not been directly tested either,
they were developed based on empirically
supported interventions and principles, providing some foundation for their use in clinical practice.
As noted above, other intervention apps
have been developed for borderline personality disorder (Rizvi et al., 2011), depression
using context sensing to identify emotional
states and intervene appropriately (Burns et
al., 2011), and substance abuse using GPS
to trigger reminders when someone may be
entering an area previously associated with
substance use (Gustafson et al., 2011).
Aside from these applications, practitioners
should be aware of the numerous applications that target specific components of
the Behavior Therapist
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CBT and may complement practice—for
example, programs that target gratitude,
meditation, guided relaxation, therapeutic
breathing, and increasing positive emotion.
However, like all self-guided change programs, the question becomes, How many
times will a person use an application without
therapist support?
Accessing the Capabilities Built
Into the Smartphone
Aside from utilizing mobile phones,
other capabilities of the phone can be used
today. The multiple features of smartphones
make them therapeutic gold. For example,
individuals can record their feelings in vivo
using the simple audio recordings or videos
of themselves for later review with the therapist. These features can be especially useful
for child, family, and couples therapists who
need to capture real-world situations, which
are rarely replicated in the therapeutic environment. Clients can place their phone on
the dinner table and send the recording to
their therapist to review. Additionally, with
new voice recognition built into newer
phones, therapists can sit with a client’s mobile phone and verbally cue reminders
through the week until the next session and
remind them of the next appointment. The
camera is already being used by numerous
health/eating applications (e.g., an individual takes photos of their meals, which in
turn is evaluated by a third party). A therapist can ask clients to take pictures of stressful environments or other stimuli that are
relevant to treatment goals. These built-in
features can also be used to enhance efficacy
through feed-forward audio and video
modeling; for example, a person records
him- or herself successfully completing a
task to be replayed later—or therapists can
model appropriate behaviors for clients that
can offer extra support in difficult situations
through video playback.
Text Messaging
Text messaging is perhaps the most
widely available mobile tool. Available on
nearly all phones, text messaging can be
utilized by clinicians and their entire patient
population. There is more research on text
messaging than any other mobile format,
with appointment adherence and smoking
cessation showing the most promising results. Text messages can make change goals
more salient in one’s natural environment.
Rather than relying on the client to proactively open an application, the messages
push therapeutic content. This reduces the
likelihood that clients will be able to ignore
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change goals in the face of unhealthy environment triggers. There are several simple
free messaging services in which clinicians
can send one time or repeated reminders to a
patient at a specific day and time. There are
also more interactive text messaging systems that can be utilized in conjunction
with therapeutic goals. For example, the
federal government has released “smokefreetxt,” a free SMS (short message service)
program for individuals attempting to quit
smoking. Additionally, SMS can be used to
trigger mobile web applications and cloudbased audio and video files when our clients
need extra support. Most phones also have
MMS (multimedia message service) capability, where pictures of a loved one or a visual goal can be sent to patients at specific
times. Not only do these applications help
patients make goals more salient or track
progress, but they can be used as simple appointment and homework reminders.
Passive Sensing
The most rapidly growing area of mobile
health that is being embraced by the general public and that can have tremendous
utility to clinicians is ambulatory personal
physiological, activity, and location sensing
tools (Intille, 2007), which will build on
some of the examples presented earlier.
Many promising applications are those that
passively monitor a range of stimuli, from
activity level to heart rate or galvanic skin
response, using external sensors. The most
basic level of mobile sensing utilizes technologies built into modern smartphones
such as accelerometers, gyroscopes, and
GPS. A popular application of these technologies is the detection of movement and
location. It may soon be common practice
for therapists to monitor the activity level of
patients through smartphone accelerometers and GPS. With available applications
today you can monitor the activity level of
depressed patients and see whether they expanded their behavioral repertoires by engaging in new pleasant activities through
GPS and even mapping. Sleep disturbances
associated with a range of diagnoses can be
monitored with a range of apps that track
and graph sleep (e.g., sleeptracker). These
applications can be combined with selfmonitoring to help understand the daily
correlates of poor sleep.
As shown, the clear benefit of mobile
phones is the ability to capture objective
data; nowhere is this more pronounced than
with psychophysiological assessment.
While biomonitoring typically requires additional hardware, which includes a sensor,
we can now review periods when our clients

were most aroused or hypervigilant with
objective data and help them prepare for
these situations when clear patterns are taking place. These apps will increasingly include intervention components such as
notifications when an individual is aroused
(e.g., through galvanic skin response, heart
rate variability, etc.) to engage in stressmanagement techniques or, as noted earlier,
alerts based on GPS or geographic information to avoid high-risk situations as is currently being implemented through the
CHESS system (University of Wisconsin;
Gustafson et al., 2010).
With new voice capture and analysis
technologies becoming more commonplace
(entering the app market soon), therapists
will be able to assess the emotional tone of
speech or use text recognition software to
assess depressive or other symptomology
(De Giacomo, L’Abate, Pennebaker, &
Rumbaugh, 2010; Rude, Gortner, &
Pennebaker, 2004). Newer technologies
also include facial scans to determine emotion from subtle facial cues. This information could be reflected back to the
individual to prompt a mood promoting action or to make them more aware of their
patterns. Additionally, these data could be
sent to a database and/or a provider to track
the occurrence of mood state over time.
Social Support
Finally, there are a number of social networking applications to help connect individuals with similar problems or disorders
and provide peer social support. These applications are typically available both
through websites as well as through mobile
applications. For example, SupportBuddy is
an app that lets users create social support
networks for specific problems, which will
alert individuals in your network when one
indicates he or she is not doing well. This is
a perfect example of connecting individuals
in a therapy group to support each other
outside the clinic, which could potentially
enhance cohesion and independence or simply could be used by therapists as a means
to be alerted when a patient indicates they
are having problems. This type of application may or may not be advised, depending
on rules that therapy groups have regarding
contact outside of therapy. However, support applications could potentially be used
after time-limited therapy groups have concluded or with substance abuse support
groups. With the rise of broadband speeds
mimicking wi-fi, the quality of mobile applications and Web-based mobile content
will improve, using user-friendly interactive
programming, which may make the nuthe Behavior Therapist
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merous Web-based support groups available to individuals 24/7.
Considerations for Practice
The range of features available via mobile devices appears to be a natural extension of the spirit of CBT and can help
clinicians do their jobs more effectively and
efficiently. Possibly the most important realization attained in writing this article is
that the overwhelming majority of these applications are not new or novel in terms of
mechanisms of change but rather they are
now available for use because technology
has caught up with what we know helps facilitate change. These technologies can be
used with the broadest range of clientele.
For example, studies have already demonstrated feasibility and acceptability utilizing
SMS as a monitoring adjunct to CBT in a
low-income, ethnically diverse population
(Aguilera & Muñoz, 2011). These patients
expressed being more aware of their mood
states as well as feeling a sense of support
and feeling cared for by their therapist.
Rather than reducing therapeutic alliance,
mobile interventions can extend the reach
of therapy beyond the walls of the clinic
when clients need the most support. Depp
and colleagues (2010) have shown initial
success using mobile self-management and
between-session therapist contact with patients with severe mental illness. If mobile
technology is helpful in interventions for
these populations that often lack resources, it
is likely that it can be disseminated in other
settings. Individuals without transportation
or those who live in rural settings may have
access to interventions that otherwise might
not be available to them.
Challenges and Limitations
Although there is interest in mobile
technology information and interventions,
barriers still exist. For example, some patients/clients simply may not like using mobile phones. Others may find mobile
technology intrusive or cite privacy concerns (Proudfoot et al., 2010). While these
barriers may reduce adoption, understanding them should also be used as an important part of maximizing adoption as well.
For example, Muench and Weiss (2011)
found that 40% of individuals interested in
using text messaging for addiction continuing care preferred not receiving texts that
reference drug use in the messages. These
findings require us to conduct research on
how to individualize applications for our
clients to suit their preferences and needs.
By no means are mobile applications a
panacea, but they are a potentially powerful
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tool to increase the impact of interventions
that we know work when applied properly.
In addition to challenges from patients
and clients, therapists are sometimes reluctant to implement the technology. One
concern that therapists often have is added
ethical responsibilities and HIPAA concerns. These are valid concerns but they
should not be barriers to innovation.
Security steps, such as limiting the transfer
of sensitive information, using code words,
ensuring the information is secure on a single
phone, using passwords, and deleting messages, can be implemented. Protocols that
are in place to address crises should remain
in place and do not need to be supplanted
by the use of technology. It is important to
inform patients about how to use technology and that the use of mobile technology
does not necessarily mean that a therapist
will be available or monitoring messages at
all times. Other safety measures could include integrating safety protocols such as
texting the word “HELP” to receive information about a suicide hotline and instructions on going to the emergency room
(Aguilera & Munoz, 2010). There is also the
concern of increased therapist time commitment if one is constantly connected to
clients via technology. However, boundaries
can be set up similar to boundaries used in
DBT regarding phone contact.
Finally, when we inform therapists and
mental health professionals about utilizing
technology, oftentimes there is concern that
the technology will simply duplicate their
efforts and will result in reduced treatment
seeking by potential clients. We assert that
such thinking does not recognize that technological applications are meant to be used
to enhance care, that personal contact and
real-time intervention and feedback will
still be required to treat most individuals
seeking in-person services. Stepped-care
models using these technologies as first-line
treatments are already happening and there
are simply not enough individual therapists
to address the unmet need for mental health
problems in the U.S. and globally. Furthermore, the application of technology is improved when combined with a live, trained
support (Mohr, Cuijpers, & Lehman, 2011).
As Kazdin and Blase (2011) have stated, we
do indeed need a paradigm shift and technology will be at the center of the shift.
The future of health information technology will be best served by allowing for
multiple ways of accessing data and information. Access and individual preference
will determine what best suits each person.
Just as it is important to stay on top of latest
developments of new evidence-based prac-

tices, we propose that therapists should seek
to improve their current practice and contribute to the evidence base of technology
and mental health. These technologies will
soon be able to provide intelligent interventions based on real-time data capture, helping us understand and intervene with our
clients on an exponentially different level.
Our enthusiasm does not support using
untested applications or abandoning the
empirical process; rather, we urge practitioners and researchers to use the technology—report your experiences so that
trained mental health professionals can be a
crucial part of the development process to
improve the application of these technologies in an evidence-based manner.
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Training Program Spotlight

CBT Training at the Beck Institute for
Cognitive Behavior Therapy
Judith S. Beck, Beck Institute for Cognitive Behavior Therapy
he Beck Institute, a nonprofit organization in suburban Philadelphia,
has had an interesting evolution.
Established in 1994 by Aaron T. Beck,
M.D., and me, it was primarily a clinical site
at first. But from the beginning, we had a
vision of transforming the Institute into a
national and international training center.
This vision was gradually realized, greatly
aided by the explosion of research that
demonstrated the efficacy of CBT for a wide
range of psychiatric disorders, psychological
problems, and medical conditions with psychological components, and by the
Internet, which allowed literally millions of
professionals, students, researchers, educators, and consumers to discover and learn
about evidence-based treatment. (Our websites alone now get over 100,000 visitors
per year.)
As of 2011, we have trained approximately 3,000 health and mental health professionals at our Institute through our
workshop and supervision programs. Our
trainees, who have ranged from novice therapists to experts in CBT, have been from all
50 states and 75 countries. They come from
many mental health and related fields. We
have trained many thousands more via offsite (customized) workshops, conferences,
and webinars and will soon be offering online training programs.

T

Historical and Ongoing Collaborations
With University of Pennsylvania
Our involvement in training began in
the 1970s, when Dr. Aaron Beck taught
psychiatric residents at the University of
Pennsylvania to use cognitive therapy,
which he was continuing to develop and refine. In 1974, he established the Center for
Cognitive Therapy at Penn (a previous incarnation had been the Mood Clinic) and
began to train postdocs as well, which he
continues (at the age of 90, through his
iPhone, iPad, and Skype) even to this day. In
1980, to offer supervision to a wider range
of mental health professionals, he inaugurated a distance learning program. Mental
health professionals traveled to Penn for
workshops and received weekly phone su74

pervision from master supervisors based on
tape reviews of their therapy sessions.
Establishing the Beck Institute
for Cognitive Behavior Therapy
For a variety of practical reasons, we
opened our own autonomous institute in
1994 while still maintaining a close connection with Penn. Dr. Beck continued his research with his team at Penn, but we moved
our clinical and educational operations to
our current site. Several Penn faculty members still supervise in what is now called our
supervision program and teach both at our
on- and off-site workshops. Dr. Beck occasionally teaches residents and medical students, and I regularly teach two courses to
second- and third-year psychiatric residents.
On-Site and Off-Site Training
Opportunities and Scholarships
We offer both on-site and off-site opportunities for students and professionals from
other institutions to learn more about CBT.
For many years, we have invited students
and faculty from all the mental health disciplines to attend case conferences, in which
Dr. Beck interviews a patient live, via closecircuit television. Following the interview, I
conduct a review of the therapy session and
moderate questions and answers with Dr.
Beck. Participants have driven from as far as
4 or 5 hours away to be able to take part in
these conferences. In 2009 we began a new
initiative, Soldier Suicide Prevention, at
Beck Institute, in which we offer partial
scholarships to health and mental health
professionals working with active duty and
veteran military service members and their
families. And in 2010 we established a student scholarship competition. Last year, we
received almost 800 entries from students,
describing their exposure to CBT and plans
to use CBT in the future. We awarded 10
full scholarships to our special 3-day student and faculty workshop, and we plan to
continue the competition each year.
In addition to training individuals, we
work with hospitals, health systems, community mental health centers, and other or-

ganizations whose aim is to establish or improve the delivery of CBT by their staffs.
Training is individualized and often involves
a hybrid of workshops, supervision, and supervision on supervision.
Current Research Activities
Current research activities at our
Institute are also related to training. We are
conducting a pilot study on the efficacy of a
CBT program for weight loss and maintenance. A third generation in the Beck family,
Deborah Beck Busis, LSW, is currently
working on a therapist manual for weight
loss and maintenance in anticipation of developing a training program for health and
mental health professionals to test the program more widely. Other research activities
related to training at Beck Institute include
consultation with researchers to set up robust CBT programs and to train, monitor,
supervise, and/or assess the competence and
fidelity of research therapists. At Penn, Dr.
Beck and colleagues continue researching
suicidality (categorizing and measuring suicidality and developing, evaluating, and
disseminating cognitive therapy interventions for suicidal patients) and schizophrenia (focusing on improving the global
functioning and quality of life of patients
with chronic schizophrenia). They have
published two ground-breaking studies
that demonstrate the efficacy of cognitive
therapy for both these populations.
Current and Future Directions
We also seek to educate others in a variety of different ways. We interact with professionals and consumers and keep them up
to date on cutting-edge research and practice through a variety of social media platforms, including Facebook, You-Tube,
Twitter, LinkedIn, and our blogs.
What does the future bring? We continuously update our basic (depression and
anxiety) and advanced (personality disorders and challenging problems) workshops
and expand our specialty workshop offerings (current plans include workshops for
the military, children and adolescents, schizophrenia, substance abuse, and group treatment, as well as a workshop in Spanish) and
we will broaden our range in the future.
While we have a large faculty of supervisors
from North America, we also have a few supervisors to whom trainees send therapy
tapes in their native languages (chiefly
Spanish, Chinese, and Thai), though many
of our international trainees currently find
English-speaking clients or submit translated transcripts of their sessions. So another
the Behavior Therapist
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goal is to develop a larger group of international supervisees. We will also expand our
supervision-on-supervision program, in
which therapists first reach significant proficiency in delivering CBT to clients and then
learn how to supervise other therapists.
And we are eager to reach many more students and mental health professionals with
our forthcoming online training programs.
Now that CBT is becoming (more of) a
household name, and especially as social
service and governmental agencies recognize the importance of evidence-based
treatment, we foresee an ever-expanding
role for training in the field. The mission of
our nonprofit Institute is to encourage the
growth and dissemination of CBT
throughout the world through leadership
in the field and the provision of professional
training, outpatient clinical services, and
research. We welcome ideas and collaboration of ABCT members in fulfilling this
mission.
...

• Clinical Grand Rounds videos

• Career pamphlets

• Archives videos

• Donate

• CE quizzes

• Webcasts
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Research-Training Links

Debunk, Debunk, Debunk: Some Evidence
for Why Dissemination Is Only Half the
Battle
Stephen D. A. Hupp, Amanda K. Stary, Katie N. Bradshaw,
and Sarah A. Owens, Southern Illinois University Edwardsville

W

hile widespread dissemination
of evidence-based treatments
(EBTs) continues to be a challenge, ABCT has been a leader in dissemination advances (Becker, Nakamura,
Young, & Chorpita, 2009). In two recent
presidential columns in the Behavior
Therapist, ABCT Past-President Frank
Andrasik and President Robert Klepac each
emphasized the central importance of dissemination, and they each punctuated their
message by including the phrase
“Dissemination, Dissemination, Dissemination” in the titles of their articles. In one
article, Andrasik (2010) discussed the importance of training with students. As the
next generation of professionals, doctoral
students are especially critical to effective
dissemination of EBTs. Similarly, Klepac
(2012) highlighted several other evolving
dissemination efforts coordinated by ABCT,
such as additions to the ABCT website,
podcasts, and the development of a
Facebook page.
However, with just a few notable exceptions (e.g., Miller & McLean, 2007; McLean
et al., 2007), ABCT has focused considerably less attention on debunking pseudoscientific and additional treatments that may
be harmful, ineffective, misapplied, or underresearched. The term “dissemination” itself typically implies providing information
and training about what works; however,
another type of dissemination (i.e., “debunkation”) involves debunking what does
not work. While disseminating information
about EBTs is critically important, dissemination may happen more effectively if it is
enhanced by simultaneously debunking
pseudoscientific treatments. It seems, however, that we spend less effort in actively debunking treatments. Perhaps when we
teach students about methods that have
been supported through rigorous scientific
efforts, we assume that they learn to bring
more skepticism to the table when considering other treatments.
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This article will use data collected from
students in an undergraduate child psychology course to indicate why debunking is an
important type of disseminating.
Undergraduate psychology courses are
an excellent setting for studying dissemination for several reasons. First, undergraduate psychology courses are often filled with
hundreds of students, thus a large number
of potential consumers receive the information. Second, many psychology courses
(e.g., Introduction to Psychology, Child
Psychology) include students from a wide
variety of majors. Thus, it is valuable to disseminate EBTs to the large number of the
future medical professionals, lawyers,
school teachers, and many other professionals whose work will intersect with psychology. Finally, an undergraduate course offers
convenience and time-efficiency in terms of
measuring the results of dissemination efforts.
The original purpose of the present
study was to examine initial beliefs about
EBTs and additional treatments at the beginning and end of an undergraduate
course in child psychology .
Method
The participants included 17 (out of a
possible 24) undergraduate students who
consented to being in the study. The students were enrolled in a summer section of a
child psychology course at a midsized university in the Midwest. Participants consisted of 13 females and 4 males with a
mean age of 24.53 (SD = 7.35). One participant was African American, 1 participant was Asian, and the rest of the
participants were Caucasian. One participant was a freshman, 10 participants were
juniors, and 6 participants were seniors.
Finally, 5 of the participants had at least one
child.
The measure used for this study was the
Specific Therapeutic Approaches Rating
Scale–Child Form (STARS-CF), which was
developed by the first author to measure

students’, therapists’, and parents’ beliefs
regarding EBTs and additional treatments
for children. The STARS-CF has 40 items in
which participants rate their beliefs regarding the effectiveness of treatments for four
common childhood disorders (i.e., autism,
ODD, ADHD, and depression). Each item
uses a 5-point Likert scale (0 = NOT effective, 1 = probably NOT effective, 2 = unsure, 3
= probably effective, 4 = effective). The two
primary subscales are the Evidence-Based
Psychosocial Treatments (EBPT) subscale,
which includes treatments that have been
identified as evidence-based for children
(e.g., cognitive-behavioral therapy for depression, applied behavior analysis for
autism, etc.), and the Additional
Treatments (AT) subscale, which includes
treatments that have NOT been identified
as evidence-based for children with the indicated diagnosis (e.g., psychodynamic psychotherapy for depression, dolphin-assisted
therapy for autism). There are also four
items about medication that are not included in either subscale but can be used for
additional qualitative information.
Because there was not a control group,
the study used a pretest-posttest quasi-experimental design. The participants completed the STARS-CF on the first day of
class and the last day of class. They were informed that the purpose of the STARS-CF
was to assess their opinion and that they
would not receive a grade based on their responses. All of the students in the course received a small amount of extra credit for
completing the rating scale whether they
consented to being in the study or not. The
course content focused primarily on typical
child development, and it also covered each
of the four disorders that are included in the
STARS-CF (approximately 75 minutes per
disorder). The concept of evidence-based
treatments was discussed in the course as
were each of the 13 evidence-based psychosocial treatments represented on the
STARS-CF. The 23 “additional treatments”
were not discussed in the course. Also, the
potential benefits and limitations of medication were discussed for only two of the
disorders (ADHD and depression).
The first hypothesis was that students
would rate evidence-based psychosocial
treatments as higher in effectiveness at the
end of the course than they did at the beginning. The second hypothesis was that students would rate the additional treatments
as lower in effectiveness at the end of the
course than the beginning. This second hypothesis was made based on the assumption
that as students learned about EBTs, they
would find additional treatments to be less
the Behavior Therapist

effective even though they were not specifically addressed in the course. No hypotheses were made regarding beliefs about
medication.
Results and Discussion
Two paired samples t-tests were conducted to test the hypotheses. The
Bonferroni correction was used to adjust for
using two t-tests (i.e., p was set at .025). The
results indicated that only one of the two hypotheses was supported. Specifically, scores
on the EBPT subscale significantly increased
from pretest (M = 2.58, SD = .44) to
posttest (M = 3.21, SD = .33), t(16) =
6.137, p < .001. On the other hand, scores
on the AT subscale did not decrease from
pretest (M = 2.28, SD = .45) to posttest (M
= 2.36, SD = .49), t(16) = .704, p = .491.
Table 1 includes means of each of the
treatments for the pretest and posttest and
also provides some other qualitative information. Students appeared to begin the
course with a decent idea of which treatments were evidence-based as represented
on the pretest for ODD, ADHD, and depression (but not autism). On the posttest,
their ratings for each of the evidence-based
psychosocial treatments increased. At the
beginning of the course students gave low
ratings to some of the additional treatments, but they also rated some of the additional treatments rather high. For example,
play therapy and facilitated communication for autism were rated higher than applied behavior analysis (ABA). At the
posttest, their ratings for over half of the
additional treatments actually increased.
For example, facilitated communication for
autism increased from pretest (M = 2.82)
to posttest (M = 3.12). In retrospect, the
increase in ratings about facilitated communication makes sense because the class
discussion on ABA largely centered on increasing communication; thus, “facilitated
communication” may have sounded as if it
would be an effective intervention.
Therefore, a limitation to the study could
be the rating scale’s exclusive focus on the
labels of treatments rather than a more detailed description of the treatment components.
Taken together, these results suggest
that the course was effective at strengthening students’ beliefs about the effectiveness
of evidence-based psychosocial treatments;
however, this did not have the intended side
effect of simultaneously weakening their
beliefs about additional treatments that are
not evidence based. In fact, the course may
have accidentally strengthened student beliefs in some of the additional treatments.
April • 2012

Clinical Psychologist
HARVARD MEDICAL SCHOOL
BRIGHAM AND WOMEN’S HOSPITAL
DEPARTMENT OF PSYCHIATRY
The Department of Psychiatry at Brigham and Women’s
Hospital is seeking a full-time cognitive-behavioral psychologist to join our faculty. We are seeking candidates with outstanding clinical, teaching, and supervision skills, a strong
background in cognitive behavioral theory and treatment, and
an interest in clinical research. Responsibilities will include
outpatient clinical care, and trainee supervision and teaching,
with opportunities for collaborative research. Applicants
should be licensed in Massachusetts or license eligible with a
graduate degree from an APA-accredited doctoral program in
clinical psychology. Academic rank at Harvard Medical
School will be commensurate with experience, training and
achievements. Review of applications will begin immediately
and continue until the position is filled
If interested, please send CV to:
Megan Oser, Ph.D.
Department of Psychiatry
Brigham and Women’s Hospital
Harvard Medical School
221 Longwood Ave, 4th Floor
Boston, MA 02115
moser1@partners.org
Harvard Medical School and Brigham and Women’s Hospital
are Affirmative Action/Equal Opportunity Employers. We
strongly encourage applications from women and minorities.
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Miller and McLean (2007) argue that in
addition to teaching about EBTs, it is valuable to teach students about pseudoscientific treatments, and the present study
provides some evidence for why this may be
the case. Some universities have psychology
courses that specifically address science and
pseudoscience (McLean et al., 2007); however, these specialized courses reach a relatively small number of students. Thus, in
addition to offering specialized courses, a
broader range of students can be reached by
incorporating learning activities dedicated
to improving critical thinking and debunking pseudoscience into several other psychology courses as well. In turn, this may
increase awareness of both treatments that
are effective as well as those that are harmful, ineffective, misapplied, or underresearched.

Table 1. Mean Scores of Evidence-Based Psychosocial Treatments, Additional Treatments,
and Medication at Pretest and Posttest
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Note. The evidence-based psychosocial treatments are marked with an asterisk. 0 =
NOT effective; 1 = probably NOT effective; 2 = unsure; 3 = probably effective; 4 = effective.
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Rebecca Abbott
Beenish Afzal
Ben Ainsworth
Sabrina Alani
Hayley Amsbaugh
Russell Smith Anderson
Edgar Arce
Isaiah Ares-Batko

Gretchen W. Arian
Dara E. Babinski
Talia Barach
Emily Michele Becker
Stephen P. Becker
Jennifer Ann Bernier
Tujaim M. Berry
Abby Elizabeth Blankenship
Jacquelyn Blocher
Wandra C. Blocker
Ellen Jean Bluett
Kerri Michelle Bojman
Daralice D. Boles
Meghan Borne
Lauren T. Bradel
Megan Anne Brokenbourgh
Jared Morgan Broussard
Jole L. Brown
Benjamin Edwards Buck
Yuliya Bulba
Brian E. Bunnell
Joshua Seth Camins
Patty Elaine Carambot
Elisabeth Carlin
Clair Cassiello
Chelsea Cawood
Bethany Christian
Lillian M. Christon
Caroline Ciliberti
Jaysen Jake H. Clough
Jonah Cohen
Nuno Conceicao
Dyan Connelly
Danielle Cooper
Liliana Cordero
Kendra B. Corning
Melinda Cornwell
Lauren Elizabeth Cox
Sarah Ingrid Crystal
Josephine Curry
Elizabeth D. Dalton
Benjamin Daniels
Christina Danko
Margaret T. Davis
Michael J. DeAngelo
Alison DeLizza
Danielle Denenny
Susan Elaine Denny
Jasmine Kaur Dhillon
Christina J. DiChiara
Jenna DiLossi
Stephanie Jane Dus
Regina Meredith Elkins
Tanya Farber
Kiki Binder Fehling
Lauren A. Feiden
Kyle Ryan Flanagan

Christopher Matthew Fletcher
Christopher Anthony Fowler
Malinda J. Freitag
Kristen Elizabeth Frosio
Sara Geisser
Brittany Ashley Gibby
Kristen Gierut
Kimberly Glazier
Stephanie Paige Goldstein
Michelle Gonzalez
Thomas Gross
Angela Haeny
Erin Lee Hall
Stephanie Anne Harold
Katherine Lee Harris
Lauren Harris
Merav Harris
Nicole L. Harris
Shannon Harvey
Katianne Marie Howard Sharp
Arwa Ibrahim
Julie Anne Irving
Ashley Johnson
Nicole Johnson
Phillip Jai Johnson
Divina Theodosia Johnston
Daniel Patrick Jones
Alexander H. Jordan
Brittany Jordan-Arthur
Heidi Lary Kar
Allison Catherine Kelly
Emily A. King
Jessica Abaigeal Kinsaul
Jessica Kraft
Christa D. Labouliere
Lauren Lane-Herman
Jessica Latack
Leonette Lowri Marie Lee
Feiyu Li
Mallory Loflin
Kathleen Marie Long
Vasco M. Lopes
Brenna Burns Maddox
Selina Mangassarian
Payal Mapara
Peter Marcus
Marisol Olga Marfull Jensen
Alison Mary
Rosana Marzullo-Dove
Sarah Elizabeth Mauck
Tracy Lynn McAlee
Bethany McCord
Lila Chelsom McCormick
Stacey McGregor
Joseph Kelly McLaughlan
Franklin Mesa
David A. Meyerson
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Adam Skylar Miner
Justin Anthony Moore
Theresa Morgan
Hannah Morton
Karla Alicia Morton
Thalia Patricia Moshos
Dahlia Mukherjee
Joseph Daniel Murphy
Tracey N. Murry
Leorra Newman
Shannon Ng
Danit Nitka
Meredith Norman
Earta Norwood
Sheri Agatha Nsamenang
Matthew Pagirsky
Amy M. Paris
Esther Pearl
Angelina Marie Pelletier

Marisa J. Perera
Emily Anne Philips-Roth
Jennifer Ann Poon
Kimberly Prater
Maggie Amanda Price
Bethany Rallis
Brittany Reyes
Michael Reynolds
Nicole Johaney Rivera-Hudson
Jennifer Roters
Eren Roubal
Mary Russell
Natalie Ann Russian
Jessica Salwen
Alicia San Miguel
Maria Magdalena Santos
Dustin Earl Sarver
Marie Saxon
Christine Schieszler
Brent W Schneider

Grace Schoessow
Verenea Jordane Serrano
Amy Rose Sewart
Lisa Shank
Alexis Shaw
Jordan Simonson
Ryan Sinclair
Linda Skalski
Erin Smith
Gregory Jason Snook
Suzanna So
Rebecca Marie Spalding
Joel G. Sprunger
Sara Stasik
Jeanna Stokes
Maya Syfrig
Edwin Szeto
Stephanie Elizabeth Taillefer
Annie Taillon
Stephanie Takamatsu

Lauren E. Taubitz
Sarah Madeline Thompson
Veronica Tilden
Aliona Tsypes
Jeremy Michael Tyler
Julie Marie Usala
Alexander Vasilovsky
Shruti Venkatesh
Vanessa Villani
Amanda E. Wagstaff
Elizabeth Ann Waldron
Valerie Dominique Ward
Andrea Watson
Angela R Weiss
Eliza Weitbrecht
Anna Westin
Linsey R. Williams
Andrea Nicole Winchester
Nicole Helen Wyngarden

Call for Papers President’s New Researcher
ABCT’s 2011–2012 President, Robert K. Klepac, Ph.D., ABPP, invites submissions for the 34th Annual President’s New Researcher Award. The winner will
receive a certificate and a cash prize of $500. The award will be based upon an
early program of research that reflects factors such as: consistency with the mission of ABCT; independent work published in high-impact journals; and promise
of developing theoretical or practical applications that represent clear advances to
the field. While nominations consistent with the conference theme (“Principles of
Behavior Change: The Compass of CBT”) are particularly encouraged, submissions will be accepted on any topic relevant to cognitive behavior therapy, including but not limited to topics such as the development and testing of models, innovative practices, technical solutions, novel venues for service delivery, and new
applications of well-established psychological principles. Submissions must
include the nominee’s current Curriculum Vita and one exemplary paper.
Eligible papers must (a) be authored by an individual with five years or less
posttraining experience (e.g., post-Ph.D. or post-residency); and (b) have been published in the last two years or currently be in press. Submissions will be judged by
a review committee consisting of Robert Klepac, Ph.D., Debra A. Hope, Ph.D., and
Stefan Hofmann, Ph.D. (ABCT’s President, Immediate Past-President, and
President-Elect).
Submissions must be received by Monday, August 6, 2012, and must
include four copies of both the paper and the author's vita and supporting letters if the latter are included. Send submissions to ABCT President’s
New Researcher Award, 305 Seventh Ave., 16th floor, New York, NY 10001.
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CLINICAL ASSESSMENT SERIES
The ABCT Clinical Assessment Series is a collaboration of ABCT and
Springer Publishing, designed to simplify the lives of practitioners
and researchers alike. These handy, comprehensive guides make
assessment more systematic, convenient, and completely up-to-theminute. Focusing on key clinical areas, they offer organized, readily accessible information on assessment issues as well as the
specifics of individual measures, providing reliability and validity
evidence and invaluable comparisons of instruments.

 Hundreds of reprinted measures
 Quick-view guides
 Reviews of assessment devices

Practitioner’s Guide to Empirically Based Measures of School Behavior
E DITED

BY

Mary Lou Kelley, David Reitman, and George H. Noell

This book provides clinicians and researchers with reviews of a wide range of empirically
validated instruments for assessing children’s and adolescents’ behavior, social, or attentional
problems in the school setting. Although the primary focus is school behavior, many of the
instruments reviewed are multi-informant and are important tools for evaluating children
across settings. A special chapter is included on functional assessment, identifying the function
of the behavior with regard to reinforcement contingencies. Also included is a chapter on curriculum-based assessment methods for evaluating academic skill deficits that so often accompany behavior or attentional problems.

Practitioner’s Guide to Empirically Based Measures of Anxiety
E DITED

BY

Martin M. Antony, Susan M. Orsillo, and Lizabeth Roemer

This remarkable compendium includes reviews of more than 200 instruments for measuring
anxiety-related constructs in adults. These measures are summarized in “quick view grids,”
which clinicians will find invaluable. Seventy-five of the most popular instruments are reprinted, and a glossary of frequently used terms is provided.

Practitioner’s Guide to Empirically Based Measures of Depression
E DITED

BY

Arthur M. Nezu, George F. Ronan, Elizabeth A. Meadows, and Kelly S. McClure

This volume provides summary tables comparing and contrasting different instruments in
terms of their time requirements, suitability, costs, administration, reliability, and validity.
These “quick view grids” provide a rapid method of identifying and comparing potentially useful measures.

Practitioner’s Guide to Empirically Based Measures of Social Skills
E DITED

BY

Douglas W. Nangle, David J. Hansen, Cynthia A. Erdley, and Peter J. Norton

This one-of-a-kind reference approaches social skills from a social learning perspective, combining conceptual background with practical considerations, and organized for easy access to
material relevant to assessment of children, adolescents, and adults. Provides in-depth reviews
of nearly 100 measures, and full reproduction of more than a dozen measures.
LIST PRICE: $69.00 per volume

Order at www.abct.org
April • 2012

ABCT member discount price: $54.00
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CBT Medical Educator Directory
Another indispensable resource from ABCT—an online
directory of CBT educators who have agreed to be listed as
potential resources to others involved in training physicians
and allied health providers. In particular, the educators on
this list have been involved in providing education in CBT
and/or the theories underlying such interventions to medical
and other allied health trainees at various levels. The listing
is meant to connect teachers across institutions and allow for
the sharing of resources.
Inclusion Criteria
1. Must teach or have recently taught CBT and/or CB interventions in a medical setting. This may include psychiatric
residents, medical students, nursing, pharmacy, dentistry, or
other allied health professionals, such as PT, OT, or RD.
Teachers who exclusively train psychology graduate students, social workers, or master’s level therapists do not
qualify and are not listed in this directory.
2. “Teaching” may include direct training or supervision,
curriculum development, competency evaluation, and/or
curriculum administration. Many professionals on the list
have had a central role in designing and delivering the educational interventions, but all educational aspects are important.
3. Training should take place or be affiliated with an academic training facility (e.g. medical school, nursing school, residency program) and not occur exclusively in private consultations or paid supervision.

Please note that this list is offered as a service to all who
teach CBT to the medical community and is not exhaustive.
How to Submit Your Name
If you meet the above inclusion criteria and wish to be
included, please send the contact information that you
would like included, along with a few sentences describing
your experience with training physicians and/or allied health
providers in CBT to Barbara Kamholz at
barbara.kamholz2@va.gov and include Medical Educator
Directory in the subject line.
Descriptions of training programs, teaching outlines and/or
syllabi, and other supplemental teaching materials for courses specific to medical training that can be shared with others (i.e., through posting on ABCT’s website or via the lisserv) are also welcome. Please submit syllabi and teaching
materials
Syllabi for traditional CBT graduate and postgraduate
courses outside the medical community may be sent to
Kristi Salters-Pedneault at saltersk@easternct.edu.

http://www.abct.org
Professionals, Educators, & Students
CBT Medical Educator Directory





gradua
te

M

entorship

directory

“Every student deserves to be treated as a potential genius.” — Anton Ehrenzweig
ABCT’s Mentorship Directory connects exceptional students with the best mentors that psychology
has to offer. Promote your lab, and allow your next student to find you by name, interest, location,
or program. Signing up is easy and takes just 3 minutes!

Join the ABCT Mentorship Directory
http://www.abct.org/Mentorship
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Want to Get More Involved in ABCT?
ABCT can be seen as an association, a network, a professional home, or an extended
family. We are as strong and productive as our members’ commitment. For a fuller
overview of ABCT activities, take a moment to browse the Association’s governance
listing: www.abct.org  ABCT Members Only  Governance. These are members
who are shaping the Association and the field. If you are looking for a way to become
involved in ABCT, below is a list of committees and/or other areas of interest—from
publications to training to public education to clinical issues—and the individuals to
contact.

Academic Training Committee
Kristalyn Salters-Pedneault:
saltersk@easternct.edu

List Serve Committe
Carl Indovina: cindovina@comcast.net
Public Education and Media
Dissemination
Susan White: sww@vt.edu

Committee on Research Facilitation
Michael Twohig:
michael.twohig@usu.edu

Program Committee
Jeffrey Goodie: jgoodie@gmail.com

Behavior Therapy
Tom Ollendick:
tho@vt.edu

Social Media Network Committee
Dan Hoffman: psydlh@gmail.com

Clinical Directory and Referral
Issues Committee
Catharine P. MacLaren:
maclarenc@aol.com

CE Committee
Muniya Khanna:
muniya@mail.med.upenn.edu

Cognitive and Behavioral Practice
Maureen Whittal: whittal@ubc.ca

the Behavior Therapist
KateGunthert:
gunthert@american.edu

Medical Educator Directory
Barbara Kamholz:
barbara.kamholz2@va.gov

Website
Carmen McLean:
mcleanca@mail.med.upenn.edu
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Self-Help Books of Merit
Learn, help, or submit your own . . .
http://www.abct.org
Professionals, Educators, Students

Self-Help Books


in-press
Construction and Validation of the
South African Version of the Fear
Survey Schedule for Children: An
Exploratory Factor Analysis
“. . . school-related fears are overshadowed by other, more prominent and dangerous fears, such as
HIV and AIDS, wild animals, and
being hit by a car or truck. These
items represent fears that are
stronger than school-related
fears, which may reflect the
salience of these concerns in
South African society . . .”

ts

archive

ahy
t Le

er
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online

Burkhardt et al., Behavior Therapy,
in press, accepted ms;
http://dx.doi.org/10.1016/
j.beth.2012.02.001

iuse

DiG
Ray

n w

An array
of podcasts
and webcasts
can be found
on our website:
www.abct.org

“Fundamentally, everybody has
the same problem and the same
cure.”
Andrew Salter, 1949,
Conditioned Reflex Therapy
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ADDRESS SERVICE REQUESTED

ABCT WEBI NAR
Friday, April 27
11:00 A.M. – 12:30 P.M. Eastern time
Continuing Education Credit available
Members: $30; Nonmembers $45
Details, visit www.abct.org

Acceptance and Commitment Therapy:
A Radically Different yet Remarkably
Familiar Approach to Behavior Change
James D. Herbert, Ph.D., Drexel University

Over the past decade, Acceptance and Commitment Therapy (ACT) has rapidly grown in popularity. As an
applied arm of a field known as contextual behavioral science, ACT is a psychotherapy model that is at once
quite familiar to more traditional cognitive behavior therapists in some respects, yet also strikingly different in
other ways. A substantial body of research supports the effectiveness of ACT for a wide range of psychological
conditions, with a growing literature also supporting its theorized mechanisms of action. This webinar will provide an overview of the ACT model, including its underlying philosophy of science, its theoretical basis, and its
technical applications. Typical ACT interventions will be reviewed, including how these can be applied in conjunction with well-established behavioral approaches. Similarities and differences between ACT and more traditional forms of CBT will also be explored.

