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INTRODUCTION

Psychological interventions for both mental and medical 
disorders have progressed tremendously in the past few 
decades. Changes in the U.S. healthcare system, includ-
ing the advent of managed healthcare in the 1970s, led 
to a greater need for accountability in the mental health 
field. As a result, providers, consumers, insurance com-
panies, and researchers all began to ask the same two 
questions of a treatment: “Does it work?” and “Is it cost-
effective?” Such inquiries spurred the evidence-based 
movement and eventually led to the development and 
proliferation of clinical practice guidelines and treat-
ment consensus statements.

With the science of human behavior as a guide, psycho-
logical interventions were developed and set forth in 
manuals, which allowed them to be rigorously studied 
and disseminated. This resulted in an array of evidence-
based treatment protocols that are now available to 
clinicians around the world. These psychosocial treat-
ments have demonstrated absolute efficacy not only in 
the treatment of depression, anxiety, psychosis, and per-
sonality disorders, but also in areas such as chronic pain 
and medication compliance (Beck and Dozois, 2011; 
Gray et al., 2002; Hayes, Masuda et al., 2004; Linehan 
et al., 2006). In addition, many of these psychological 
interventions have demonstrated strong comparative 
efficacy with medications in the acute treatment of a 
number of psychological disorders, and with a signifi-
cantly lower relapse rate in follow-up (Spielmans et al., 
2011). Numerous studies using functional neuroimag-
ing have demonstrated that both psychotherapy and 
psychopharmacology effect changes in brain activity, 
with these changes overlapping partially—but not com-
pletely—with one another (Roffman et al., 2005; Dichter 
et al., 2010).

Although many mental health researchers and clini-

cians currently emphasize the importance of employ-
ing scientifically derived principles in the treatment of 
psychological disorders and many evidence-based psy-
chotherapies now exist, dissemination and implemen-
tation of these treatments have been slow, and they 
remain underused in the nation’s health and mental 
health systems (McHugh and Barlow, 2010). This article 
will summarize three forms of psychotherapy that are 
highly compatible with medical healthcare systems due 
to their large evidence base, applicability to a variety 
of disorders (both mental and medical), and evidence 
of a robust positive impact on other important areas of 
functioning (e.g., reduced absenteeism, increased pro-
ductivity, and improved quality of life). The three treat-
ments discussed here are cognitive behavioral therapy 
(CBT), acceptance and commitment therapy (ACT), and 
dialectical behavior therapy (DBT). These therapies have 
all been derived from scientific principles and have dem-
onstrated positive outcomes in numerous randomized 
controlled clinical trials. For each therapy, we provide 
background information, describe the basic principles 
of the treatment and the populations for which each 
treatment has been shown to be effective, and note the 
limitations and criticisms found in the literature. 

COGNITIVE BEHAVIORAL THERAPY

CBT is a system of psychotherapy that merges the pro-
cedures of cognitive therapy with the procedures of 
behavior therapy. CBT is not, however, a distinct thera-
peutic technique. Instead, underlying these procedures 
is a powerful theoretical infrastructure that has received 
extensive empirical support, and there is a large body of 
research attesting to its efficacy for a wide range of psy-
chiatric and medical problems (Beck and Dozois, 2011).

The CBT model emphasizes the critical role that cogni-
tion and behavior play in influencing and being influ-
enced by how patients feel. For example, a central tenet 
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of CBT states that situations or triggers do not upset 
patients; rather, what upsets them is how they think 
about these situations or triggers. CBT is based on the 
idea that, regardless of how they originate, psychologi-
cal disorders are maintained through distorted, negative 
thoughts (cognitions) and maladaptive or problematic 
actions, reactions, and inactions (behaviors). As a result, 
in CBT the therapist focuses directly on modifying cog-
nitions and behaviors in order to remediate the factors 
thought to be perpetuating a particular disorder. The 
benefit of this approach is that if patients can learn to 
change the way they think or act, they can change the 
way they feel—even if the situations or triggers that are 
causing the distress do not change.

With this simple yet powerful theoretical basis, CBT tends 
to be a relatively brief, structured, and time-limited 
treatment. More-traditional forms of psychotherapy are 
often designed to take years, but CBT patients receive, 
on average and across all types of problems, approxi-
mately 16 sessions. What enables CBT to be briefer than 
most other psychotherapies is its highly structured and 
time-limited nature, with therapist and patient agree-
ing on a target number of sessions at the start of treat-
ment, after which the therapy is designed to end. As a 
result, both parties become involved and accountable in 
the therapeutic process, and work hard at achieving the 
goals of treatment.

CBT differs from more-traditional forms of psychother-
apy and the more-generic “talk” therapies in five addi-
tional ways. First, CBT takes a “top down” rather than 
a “bottom up” approach, and in so doing it places an 
emphasis on the here-and-now. In CBT, etiological fac-
tors (what started a problem) are distinguished from 
perpetuating factors (what keeps it going). By teaching 
a set of skills that will help patients deal more effec-
tively with problems or symptoms that they are cur-
rently experiencing (as opposed to examining their early 
childhoods), CBT aims to help these patients understand 
that regardless of the cause of their symptoms, they can 
achieve relief and attain a better quality of life. This 
approach does not neglect the role of the past or the 
origins of the disorder, but rather examines how past 
events affect the patient’s current functioning.

Second, CBT takes a symptom-focused approach. After 
an initial assessment, the patient and therapist agree 
on the symptoms that are problematic and create goals 
based on the remediation of these symptoms. While 
these goals are initially often kept small and simple (e.g., 
riding a bus without accompaniment and with mini-
mal anxiety), they are often tied to—and help patients 
achieve—significantly broader changes in their lives 
(e.g., improving quality of life and restoring social and 
occupational functioning). By targeting specific symp-
toms or problems, the therapist and patient can use 
session time more efficiently, which leads to a greater 
likelihood of achieving the desired outcomes.

Third, CBT places an emphasis on learning new skills 
and then transferring the skills learned in a session to 
the world outside the therapist’s office. Progress in CBT 
relies heavily on the patient making use of the time 
between therapy sessions to complete various “home-
work” assignments. This is based on two notions. One 
is that it takes a great deal of practice to learn any new 
skill, and the other is that, if patients are able to prac-
tice, learn, and then use the skills introduced in a ses-
sion to reduce emotional distress outside the session, the 
techniques will reinforce the patients’ behavior and will 
continue to be used. Thus patients are empowered to 
cope with their problems on their own, which minimizes 
dependence on the therapist during treatment and the 
potential for relapse after treatment ends.

Fourth, CBT therapists are highly active and directive in 
the sessions. Along with helping provide a structure and 
maintaining a symptom-focused approach to the ses-
sions, the therapist is responsible for directing the treat-
ment, introducing and assisting with the implementation 
of systematic cognitive and behavioral strategies. This is 
ultimately designed to help the patient undo maladap-
tive thinking and behavioral patterns in an efficient and 
time-limited manner. Creating and maintaining a strong 
therapeutic relationship in CBT is viewed as an impor-
tant aspect of treatment—necessary but not sufficient. 
And although charged with directing the treatment, 
the therapist frequently refrains from being directive 
through the use of tools such as Socratic questioning, 
which allows patients, with the therapist’s guidance, to 
come up with their own solutions to their problems.

Finally, CBT emphasizes the importance of creating 
a “collaborative empiricism” between therapist and 
patient. The patient and therapist become a scientific 
team—the therapist being the expert on the treatment 
and the patient being the expert on his or her symp-
toms. Both must be willing to be flexible and test out 
their beliefs and predictions about the patient’s prob-
lems using a variety of methods and procedures (e.g., 
behavioral experiments or surveys), regardless of how 
long the beliefs have been present and how real they 
appear.

CBT has a strong empirical base, supporting its current 
place as the psychosocial treatment of choice for the 
majority of psychological disorders, including depres-
sion, anxiety, eating disorders, and substance use dis-
orders (Waller, 2009; Beck and Dozois, 2011). Many 
professional and governmental organizations now rec-
ognize the value of CBT, and it is strongly encouraged by 
national guidelines in the United Kingdom, the United 
States, and Australia (Shafran et al., 2009). CBT has also 
been clinically demonstrated through randomized con-
trolled trials to be an effective treatment for conditions 
that are more medically oriented, such as irritable-bowel 
syndrome, obesity, erectile dysfunction, chronic fatigue 
syndrome, and rheumatic disease pain (Butler et al.,  
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2006; Chambless and Ollendick, 2001). Finally, CBT has 
demonstrated efficacy in dealing with stress, low self-
esteem, relationship difficulties, work problems, pro-
crastination, separation and divorce, grief and loss, and 
aging.

Despite this strong evidence supporting CBT, the 
approach has been criticized. While many of the criti-
cisms (e.g., CBT is too rigid, mechanistic, and superficial; 
does not deal with emotions; works well only in uni-
versity-based clinical trials; is effective only with high- 
functioning patients with circumscribed problems; does 
not create lasting benefits) are outdated and without 
merit, CBT does indeed have some real limitations. The 
treatment does not suit every patient; patients need 
to be motivated and committed to doing CBT, which 
includes being willing to do difficult and challenging 
exercises, both in sessions and for homework between 
sessions. Data from several studies indicate that, 
depending on the disorder being treated, a sizeable per-
centage of patients (e.g., 10% to 30% of patients with 
panic disorder, and up to 50% of patients with obses-
sive compulsive disorder) are unable or unwilling to 
complete the requirements of CBT, and they drop out of 
treatment. Compared to medication-based treatments, 
CBT can take longer to reveal its benefits. Finally, rela-
tively few therapists are skilled at doing CBT, which can 
make access to care a challenge and treatment costly. 
Fortunately, due to advances in technology (e.g., the use 
of Skype and other online videoconferencing tools for 
supervision and therapy, computer-assisted therapy), as 
well as changes in graduate school training models in 
psychology and psychiatry, and improvements in health-
care systems (cf. the National Institute of Health and 
Clinical Excellence guidelines in the United Kingdom), 
this appears to be changing. 

ACCEPTANCE AND COMMITMENT THERAPY

ACT (Hayes et al., 1999) is a “third-wave,” contextual, 
behavioral approach to psychotherapy (with behavior 
therapy representing the first wave and the injection of 
cognitive strategies into behavioral therapy represent-
ing the second wave). B. F. Skinner’s radical behavior-
ism (Cullen, 2008) highlighted the importance of private 
events (such as thoughts and feelings) in addition to 
overt behavior. ACT expands on this theory and applies 
the principles of functional contextualism and relational 
frame theory (RFT) to the clinical world. (For more on 
these theories, see, e.g., Hayes et al., 2001.) In brief, 
they focus on the function that behaviors, including 
language and cognition, serve in contexts. A primary 
insight of RFT is that words become fused with the stim-
ulus functions of the events we experience. Thus, people 
often respond to words as if they are objectively true. 
For example, “I am a bad person” is experienced as a 
true reflection of reality rather than as a thought elic-
ited by a context.

The aim of ACT is to help patients come into contact 
with the present moment, to diminish the role of literal 
thoughts, and to promote acting in ways that are con-
sistent with the individual’s defined values and goals 
without attempting to alter or control experience. This 
is known as psychological flexibility. To increase psycho-
logical flexibility, ACT has delineated six core processes: 
acceptance, contact with the present moment, “self as 
context,” cognitive “defusion,” values, and commit-
ted action. Each of these core principles influences and 
interacts with the others. To understand these core prin-
ciples and how they may be applied in different contexts 
is to understand the essence of ACT.

Acceptance is the act of allowing psychological distress 
in the service of one’s values. For instance, if it is impor-
tant to a patient who suffers from social anxiety to make 
friends, then this person would approach feared social 
situations whether or not he or she felt anxious. The 
ACT therapist would teach the patient strategies to let 
go of control and other actions to decrease the level of 
distress during the event. The aim of ACT is to increase 
one’s willingness to experience emotions or other pri-
vate events, whether good or bad, if that is in accor-
dance with the individual’s values.

Contact with the present moment, also known as “mind-
fulness,” means the individual is encouraged to be aware 
of what is happening right now and to respond accord-
ingly, as opposed to reacting based on past experiences 
or future-oriented thoughts. These two core processes, 
acceptance and contact with the present moment, often 
coincide; one cannot truly be in full contact with present 
experience if one is not also accepting the experience. 
Mindfulness and acceptance-based interventions are also 
included in some derivatives of CBT such as mindfulness-
based cognitive therapy for depression (Segal et al., 
2002) and are an integral component of DBT treatment, 
which will be discussed later.

The next core process, self as context, is the process of 
choosing not to be defined by the content of what is 
going on in one’s life, but rather seeing one’s self as the 
stage on which all of life’s events occur. It can be easy 
to confuse our selves with the content of our experi-
ence: “I am a victim,” “I am a strong woman,” “I am a 
bad person.” And a person who sees himself or herself 
as a victim may continue to act in ways consistent with 
the victim role. Becoming aware of the self as a con-
text is thought to enhance psychological flexibility and 
allow behavior to reflect actual circumstances, which 
constantly shift and evolve. We are not and cannot be 
defined by any single event, thought, or situation.

Cognitive defusion, a term coined by the ACT developers, 
can be thought of similarly. It is a process by which indi-
viduals begin to see their thoughts as thoughts, rather 
than as objective truths. For instance, a patient with panic 
disorder who thinks “I’m going crazy!”’ during a panic 
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attack can learn to recognize that telling herself “I’m 
going crazy!” is different from noting, “I’m having the 
thought that I’m going crazy”—the latter thought being 
one step more “defused” than the former. Whereas both 
CBT and ACT address maladaptive cognitive processes, 
the primary difference between the cognitive defusion 
exercises of ACT and the cognitive restructuring exer-
cises of CBT is that cognitive defusion does not attempt 
to teach patients to replace their maladaptive thoughts 
with more-accurate or adaptive thoughts. Instead, it 
allows patients to create distance between themselves 
and their thoughts, and to see that their thoughts are 
simply products of their minds, not facts.

The final two core ACT processes thought to increase 
psychological flexibility are values and committed 
action. Values are desired ways of behaving in various 
life domains, and committed action includes the actual 
behavioral steps that will serve the ultimate valued ends. 
Defining values is a critical component of ACT, because 
once patients know what they are working toward, 
therapists can then help them identify the processes that 
are impeding their progress. It is not up to therapists to 
decide which of their patients’ behaviors need changing; 
rather, it is up to patients to decide what they want out 
of life. For example, knowing that a patient engages in 
avoidance of a distressing event is not enough to inform 
the therapist whether this is a treatment target. First, 
the therapist must find out if the patient values living a 
life in which he or she engages in that particular event. 
If so, then this can become a target in therapy. The aim 
of ACT is not to teach patients to be able to accept all 
experiences, but instead to teach them to accept those 
experiences that will serve their valued ends.

ACT has broad applicability to a range of problems and 
has received empirical support for a wide variety of psy-
chological disorders. Some fifty randomized controlled 
trials of ACT have either been published or are currently 
in press (Hayes, 2008). These trials have demonstrated 
positive outcomes for depression (Zettle and Hayes, 
1986; Zettle and Raines, 1989; Forman et al., 2007), 
anxiety (Block, 2002; Roemer et al., 2008; Twohig et al., 
2010), substance abuse (Hayes, Wilson et al., 2004; Smout 
et al., 2010), psychosis (Bach and Hayes, 2002; Gaudiano 
and Herbert, 2006), and chronic pain (Dahl et al., 2004; 
Vowles et al., 2007).

Despite the growing evidence-based support for ACT, 
criticisms remain. A meta-analysis by Ost (2008) suggests 
that many of the empirical studies of ACT did not use 
stringent methodological criteria, which calls into ques-
tion their results. And Powers and colleagues (2009) 
found that although ACT appears to demonstrate posi-
tive outcomes for a range of problem domains, its effects 
are about equivalent to those of other established treat-
ments such as CBT. Steven C. Hayes, PhD, the founder 
of ACT, addressed these criticisms when he stated, “The 
efficacy and effectiveness data on ACT are positive, but 

preliminary” (Hayes, 2008). Although the research on 
ACT is still in its early stages, the evidence in support 
of the therapy is now strong enough that the American 
Psychological Association Division 12 has included ACT as 
an empirically supported treatment for both depression 
and chronic pain. In addition, the Substance Abuse and 
Mental Health Services Administration has listed ACT 
as an evidence-based practice. While there is still much 
research to be done, ACT has demonstrated positive out-
comes in the treatment of a wide range of psychological 
disorders and it can appropriately be recommended as a 
form of treatment for certain domains (e.g., depression, 
obsessive compulsive disorder, substance abuse, and psy-
chosis). 

DIALECTICAL BEHAVIOR THERAPY (DBT)

DBT, like ACT, is considered by many a “third wave” 
behavior therapy. This principle-based behavioral 
approach to psychotherapy was originally developed 
to treat chronically suicidal adults and individuals diag-
nosed with borderline personality disorder (BPD), a 
mental illness characterized by pervasive instability in 
moods, interpersonal relationships, self-image, and 
impulsive behavior (National Institute of Mental Health, 
2011). While the DBT model is primarily a treatment for 
BPD (and will be discussed as such), it is also increasingly 
being studied for the treatment of other conditions, 
including eating disorders (Safer et al., 2001; Telch et 
al., 2001), treatment-resistant depression (Harley et al., 
2008), depression in older adults with mixed personality 
features (Lynch et al., 2003; Lynch, 2000), ��������������bipolar disor-
der (Goldstein et al., 2007), and oppositional defiant dis-
order (Nelson-Gray et al., 2006). This research suggests 
that DBT provides a unifying theoretical model that is 
flexible enough to offer comprehensive treatment for 
a variety of complex mental health problems beyond 
BPD. DBT is a multimodal therapy that blends CBT-based 
change strategies and Zen-based acceptance strategies 
(Linehan, 1993a; Linehan, 1993b), and in the process, 
synthesizes four distinct theoretical foundations: dia-
lectics, behaviorism, Zen philosophy, and the biosocial 
theory of emotion regulation. The term “dialectical” 
refers to the idea that there is no absolute truth, and 
that seemingly opposite ideas can simultaneously be 
true. A dialectical philosophy in therapy highlights the 
need for patients to work on both accepting and chang-
ing their thoughts, emotions, and behaviors. As in CBT, 
the change-based interventions used in DBT are largely 
predicated on principles of behaviorism, and include 
techniques such as exposure, contingency management, 
problem solving, and cognitive restructuring. In con-
trast to traditional CBT, but like ACT, DBT incorporates 
acceptance-based interventions. These are informed by 
Zen-based mindfulness practice, and teach patients how 
to accept their reality (including their behaviors, emo-
tions, and circumstances) through mindful and nonjudg-
mental participation (as in the “contact with the present 
moment” process of ACT).
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DBT primarily targets emotion dysregulation because 
difficulties with emotion regulation are central to BPD. 
According to Linehan’s biosocial theory of BPD (1993a), 
pervasive emotion dysregulation arises through a 
genetic predisposition to dysfunction in the patient’s 
emotion-regulation system and his or her development 
within an invalidating environment. Biological dysfunc-
tion comprises high emotional sensitivity, reactivity, and 
a slow return to baseline (Linehan, 1993a). The “invali-
dating environment” is any environment that invalidates 
the patient’s emotions or behaviors. Children raised in 
such environments fail to learn to recognize, label, and 
respond to emotions appropriately, thereby increasing 
or engendering emotion dysregulation. Thus, valida-
tion is another essential acceptance-based strategy used 
in DBT. Validating patients’ feelings implies that the 
patients’ behavioral patterns are logical outcomes of 
the interaction between their genetics and the environ-
ments in which they were raised. Because many patients 
have learned to doubt their own experiences, validation 
is a powerful intervention to engender rapport with the 
therapist and eventual self-acceptance.

DBT involves weekly individual psychotherapy, participa-
tion in a weekly DBT skills group, telephone consulta-
tion available around the clock, and a weekly therapist 
consultation meeting. This comprehensive treatment 
addresses five functions, all of which apply to any 
patient experiencing emotional, behavioral, or interper-
sonal dysregulation. The first is to enhance the patient’s 
capabilities by teaching tangible skills in both individual 
therapy and skills training. The second is to improve the 
patient’s motivation. Therapists assess what gets in the 
way of a patient implementing changes—skills deficits, 
cognitive distortions, negative emotions, or contingen-
cies that punish the use of skills. Based on their assess-
ment, therapists can then teach skills, use cognitive 
restructuring or exposure, or help the patient change 
environmental contingencies. Third, DBT promotes 
generalization to the patient’s natural environment. By 
remaining accessible between sessions for telephone 
consultation, therapists encourage patients to call for 
skills coaching during real-life situations and stressors. 
The fourth function of DBT, which is not present in CBT 
or ACT, is to enhance the therapists’ capabilities and 
their motivation to treat effectively. The DBT consulta-
tion team provides a supportive network of profession-
als who offer “therapy for the therapist.” They provide 
validation, troubleshooting, and assistance in identify-
ing aspects of patient conceptualizations that have been 
missed. And the consultation team also addresses signs 
of therapists’ burnout. The final function of DBT is to 
structure the environment so that the patient effectively 
implements treatment.

Individual psychotherapy sessions are principle-based, 
and DBT therapists use a hierarchical model for agenda-
planning. DBT encompasses four stages of treat-
ment. The first stage focuses on stabilization of the 

patient’s behaviors. There are four treatment targets 
within this first stage that are addressed hierarchically.  
They are: decreasing suicidal behaviors, decreasing  
therapy-interfering behaviors, decreasing quality-of-life- 
interfering behaviors, and increasing behavioral skills. 
DBT prioritizes treating life-threatening and nonsuicidal 
self-injury, with the understanding that other treat-
ment goals cannot be addressed until the patient is safe. 
The second treatment target of DBT is to decrease any 
behaviors on the part of the patient, the family, or the 
therapist that increase the likelihood that therapy will 
end. For instance, if the patient repeatedly misses or 
arrives late to sessions, or if the therapist fails to con-
vey respect for the patient, these behaviors increase the 
likelihood that therapy will not be effective. The third 
treatment target, reducing quality-of-life-interfering 
behaviors, includes any other items that fall on axes I, 
II, III, or IV in the Diagnostic and Statistical Manual of 
Mental Disorders taxonomy (APA, 2000). During this 
stage, therapists will focus on such things as dysfunc-
tional interpersonal relationships, impulsive behaviors, 
or depression, as these behaviors may perpetuate a life 
of misery as opposed to a life worth living. The fourth 
treatment target involves increasing behavioral skills, 
which is primarily accomplished via skills groups. The 
final goals of DBT include reducing post-traumatic stress, 
increasing a patient’s self-respect, achieving individual 
goals, resolving a sense of incompleteness, and “finding 
freedom and joy” (Linehan, 1993a).

Standard DBT skills groups are didactic and focus on 
teaching four skills modules: mindfulness, interper-
sonal effectiveness, emotion regulation, and distress 
tolerance. The mindfulness module helps patients par-
ticipate more fully in their lives by building a nonjudg-
mental awareness of themselves and the world around 
them in the present moment. The skills taught in this 
module are comparable to the interventions used in 
ACT. Mindfulness enhances self-knowledge and self-
awareness so that patients can make decisions with both 
emotional and rational input (Wagner et al., 2006). The 
distress tolerance module helps patients learn to bear 
negative life events skillfully and without engaging in 
behaviors that worsen the consequences of such events. 
Skills include accepting that which patients cannot 
change, accurately evaluating behaviors, self-soothing, 
and learning to identify activities that prevent patients 
from making situations worse. The emotion regulation 
module helps patients learn to recognize their emotions 
and antecedent events, as well as how to cope in more-
effective ways when overwhelming emotions arise. This 
module teaches patients skills to help them experience 
more-positive emotions, restructure cognition to attend 
to positive events, and protect themselves against vul-
nerability to negative emotions. Patients learn to dif-
ferentiate between primary and secondary emotions, 
to identify unjustified emotions, and to act in a manner 
opposite to the ones their unjustified emotions may sug-
gest. The skills taught in the emotion regulation mod-
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ule are analogous to those in CBT. The interpersonal 
effectiveness module helps patients learn to navigate 
relationships effectively. Most patients with complex, 
comorbid disorders have interpersonal deficits; this 
module teaches them skills to communicate effectively: 
to build and maintain relationships, to ask for what they 
want, and to assert their self-respect. A fifth module, 
“walking the middle path,” is unique to adolescent DBT, 
and was developed specifically to address the dialectical 
dilemmas apparent among adolescents and their fami-
lies (Miller et al., 2007). This module helps adolescents 
and their parents understand the meaning of dialectics, 
and to navigate the tension in parent-adolescent dialec-
tical dilemmas.

DBT strives to provide patients with lives worth living 
using a model that integrates a variety of modalities. 
In contrast to traditional CBT, DBT (like ACT) strives to 
go beyond teaching patients how to change their think-
ing and behavior by incorporating acceptance-based 
interventions. DBT emphasizes the necessity of change 
and acceptance strategies as well as skills when treating 
patients with multiple diagnoses. The ability to move 
fluidly among these distinct skills and strategies provides 
therapists considerable flexibility in meeting the needs 
of a complex treatment group with multiple problems. 
DBT has been adapted for patients of all ages with  var-
ied and often multiple diagnoses, and who are treated 
in a variety of settings (Miller et al., 2007).

There is substantial evidence from randomized controlled 
outpatient and inpatient trials that patients with chronic 
suicidality or nonsuicidal self-injury, and those diagnosed 
with BPD, significantly benefit from DBT (Linehan et al., 
1991; Linehan et al., 1993; Koons et al., 2001; Verheul et 
al., 2003; van den Bosch et al., 2005; Linehan et al., 2006). 
Studies have demonstrated that DBT improves social and 
global adjustment, reduces attrition rates, decreases 
inpatient psychiatric days and emergency room use, and 
reduces the frequency and severity of suicide attempts, 
nonsuicidal self-injurious behaviors, and suicidal ideation 
(Linehan et al., 1991, 2006; Koons et al., 2001; Verheul et 
al., 2003; van den Bosch et al., 2005; Bohus et al., 2004; 
Lynch et al., 2003). Further, DBT has been adapted for 
adults with a variety of presenting problems. Evidence 
published to date supports the use of DBT as a treatment 
for eating disorders (Safer et al., 2001; Telch et al., 2001), 
treatment-resistant depression (Harley et al., 2008), and 
depression in older adults with mixed personality fea-
tures (Lynch et al., 2003; Lynch, 2000). Further, Miller and 
colleagues (2007; Rathus and Miller, 2002) adapted DBT 
to treat suicidal adolescents and adolescents presenting 
with features of BPD.

According to a recent review article by Groves and col-
leagues (2012), 12 published studies have examined the  
effectiveness of DBT with different adolescent popula-
tions. These studies have evaluated DBT as a promis-
ing treatment for adolescents with bipolar disorder 

(Goldstein et al., 2007), eating disorders (Safer et al., 
2007; Salbach-Andrae et al., 2008; Salbach et al., 2007; 
Salbach-Andrae et al., 2009), oppositional defiant disor-
der (Nelson-Gray et al., 2006), and suicidality/borderline 
personality features, (James et al., 2008; Fleischhaker 
et al., 2006; Rathus and Miller, 2002; Woodberry and 
Popenoe, 2008). Despite significant variability in popu-
lations, settings, structure, and treatment format, these 
results suggest that DBT is an effective treatment for 
adolescents with a range of diagnostic and behavioral 
problems (Groves et al., 2012).

DBT is an intensive, wraparound treatment model that 
requires resources for specially trained individual thera-
pists who are consistently available for telephone con-
sultation, a weekly two-hour skills group, a weekly DBT 
consultation team, and often a weekly 90-minute DBT 
graduate group for patients who have completed the 
skills training group. Given the intensive nature of DBT, 
this treatment is not relevant for those disorders where 
simpler treatment options are just as (if not more) effec-
tive, such as noncomorbid anxiety disorders and unipo-
lar depression. For those diagnostic categories where 
CBT alone is effective (e.g., unipolar depression), invest-
ing in DBT would be useful only for those individual 
patients who are not experiencing symptom relief due 
to other complex needs and who present with complex 
emotional and behavioral dysregulation. In addition to 
the substantial commitment required of patients who 
participate in DBT, the treatment can also be difficult to 
implement. For example, therapists must be trained in 
DBT and be available to co-lead groups, conduct individ-
ual therapy, and take coaching calls. Healthcare systems 
must be willing to provide time for consultation and 
supervision to protect against therapist burnout. For 
these reasons, future researchers should consider con-
ducting component analyses to determine the necessary 
and sufficient features of DBT to potentially increase the 
feasibility of DBT dissemination.

CONCLUSION

CBT, ACT, and DBT stem from the same foundation 
(behavior therapy), and, in essence, they have the same 
“heart.” They emphasize a scientific approach to the 
understanding and treatment of mental and physical 
disorders. All three assert that the practice of psycho-
therapy must grow out of scientific theory and be based 
on solid theoretical principles. Each of the three psy-
chotherapies has been subjected to rigorous, methodo-
logically sound, empirical testing. All three treatments 
have demonstrated, to varying degrees, that they are as 
effective as, if not more effective than, extant pharma-
cological treatments and alternative psychotherapeutic 
procedures ������������������������������������������      for a large number of psychological disor-
ders and medical conditions.

While there are clear similarities among these treat-
ments, there are also notable differences in both the-
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ory and technique. For instance, ACT theory challenges 
the cognitive-mediation theory of CBT; changing one’s 
thoughts is not an objective in ACT treatment. Further, 
the aim of ACT is to help patients live in accordance with 
their values, whether or not the patients experience dis-
tressing symptoms. This would likely be considered coun-
terintuitive by many CBT therapists, since a primary aim 
of CBT is symptom reduction. And in practice CBT may 
be a more structured and directive approach than ACT, 
with many of its techniques being skills-based. ACT may 
use more metaphors and experiential learning exercises 
than CBT. However, while both treatment approaches 
use a variety of techniques, CBT places greater empha-
sis on changing thoughts and learning skills and ACT 
emphasizes acceptance and experiential learning. DBT 
may be thought of as a combination of CBT and ACT, 
as it emphasizes both change and acceptance strategies. 
However, DBT differs from CBT and ACT in underlying 
theory, because of the multimodal components of the 
treatment and the population it targets.

Despite the wealth of evidence supporting these thera-
pies, there is continuing debate in the field about which 
treatments work, what the active ingredients are, and 
what constitutes evidence. Some research on psycho-
therapy outcomes suggests that the specific techniques 
used in psychotherapy account for less of the outcome 
than common factors such as the therapeutic alliance 
(Lambert and Barley, 2002). Other factors such as thera-
pist professionalism and level of training have also been 
associated with treatment outcome and patient drop-
out rates (Stein and Lambert, 1995). A review of the psy-
chotherapy outcome literature by Lambert and Barley 
(2002) produced the following conclusions: psychother-
apy is successful for many people; many comparative 
studies find that various types of psychotherapy are rela-
tively equivalent in producing change; the therapeutic 
relationship accounts for more of the outcome than do 
specific therapy techniques; and certain therapist char-
acteristics such as warmth and empathy are associated 
with positive therapy outcomes. Although these conclu-
sions suggest that the differences among CBT, ACT, and 
DBT may have a minimal effect on outcome, they do not 
negate the overall positive findings for these therapies. 
This same review by Lambert and Barley highlighted 
that certain therapies have demonstrated superiority 
with some diagnostic categories. For instance, exposure 
therapies for many anxiety disorders have produced 
consistently strong effects, greater than those obtained 
with other types of therapies.

There are researchers who have contested the efficacy 
of CBT, as well as other evidence-based therapies, par-
ticularly with disorders such as schizophrenia and bipo-
lar disorder (Lynch et al., 2010). But the literature as a 
whole, as well as  various expert consensus guidelines 
and policies, supports CBT as the first-line psychosocial 
treatment of choice for many of the psychological dis-
orders listed earlier (APA, 2006; Nathan and Gorman, 

2007; NICE, 2011). The question today should not be 
whether these three treatments work for various medi-
cal and psychological problems—we know they do, and 
they are more cost effective than alternative treatments, 
including alternative psychological treatments—but 
rather how they can be disseminated and implemented 
in the places and to the people who need them most. 
Future research should focus on training, dissemination, 
and implementation of these treatments, as well as on 
examining individual differences that may favor using 
one treatment approach over another. 

Corresponding Author: Victoria Brady, MA (vpopick@montefiore.org).

Author Contributions: All authors contributed equally to the writing of the 
manuscript.

Conflict of Interest Disclosures: The authors have completed and submitted 
the ICMJE Form for Disclosure of Potential Conflicts of Interest. No conflicts 
were noted.

REFERENCES

APA (American Psychiatric Association) (2000). Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed. (rev.). Washington, DC. 

APA Presidential Task Force on Evidence-Based Practice (2006). Evidence-based 
practice in psychology. Am Psychol 61:271–285.

Bach, P. and Hayes, S.C. (2002). The use of acceptance and commitment ther-
apy to prevent the rehospitalization of psychotic patients: A randomized 
controlled trial. J Consult Clin Psychol 70:1129–1139.

Beck, A.T. and Dozois, D.J.A. (2011). Cognitive therapy: Current status and 
future directions. Annu Rev Med 62:397–409.

Block, J.A. (2002). Acceptance or change of private experiences: A comparative 
analysis in college students with public speaking anxiety. Doctoral disserta-
tion. University at Albany, State University of New York.

Bohus, M., Haaf, B., Simms, T., Limberger, M.F., Schmahl, C., Unckel, C., Lieb, K., 
and Linehan, M.M. (2004). Effectiveness of inpatient dialectical behavioral 
therapy for borderline personality disorder: A controlled trial. Behav Res 
Ther 42:487–499.

Butler, A.C., Chapman, J.E., Forman, E.M., and Beck, A.T. (2006). The empiri-
cal status of cognitive-behavioral therapy: A review of meta-analyses. Clin 
Psychol Rev 26:17–31. 

Chambless, D.L. and Ollendick, T.H. (2001). Empirically supported psychological 
interventions: Controversies and evidence. Annu Rev Psychol 52:685–716.

Cullen, C. (2008). Acceptance and commitment therapy (ACT): A third wave 
behaviour therapy. Behav Cogn Psychother 36:667–673.

Dahl, J., Wilson, K.G., and Nilsson, A. (2004). Acceptance and commitment 
therapy and the treatment of persons at risk for long-term disability result-
ing from stress and pain symptoms: A preliminary randomized trial. Behav 
Ther 35:785–801.

Dichter, G.S., Felder, J.N., and Smoski, M.J. (2010). The effects of brief behav-
ioral activation therapy for depression on cognitive control in affective con-
texts: An fMRI investigation. J Affect Disord, 126:236–244. 

Fleischhaker, C., Munz, M., Böhme, R., Sixt, B., and Schulz, E. (2006). Dialectical 
behavioral therapy for adolescents (DBT-A): A pilot study on the therapy of 
suicidal, parasuicidal, and self-injurious behavior in female patients with a 
borderline disorder. Z Kinder- Jugendpsychiatr Psychother 34:15–27.

Forman, E.M., Herbert, J.D., Moitra, E., Yeomans, P.D., and Geller, P.A. (2007). 
A randomized controlled effectiveness trial of acceptance and commitment 
therapy and cognitive therapy for anxiety and depression. Behav Modif 
31:772–799.

Gaudiano, B.A. and Herbert, J.D. (2006). Acute treatment of inpatients with 
psychotic symptoms using acceptance and commitment therapy: Pilot 
results. Behav Res Ther 44:415–437.

Goldstein, T.R., Axelson, D.A., Birmaher, B., and Brent, D.A. (2007). Dialectical 
behavior therapy for adolescents with bipolar disorder: A one-year open 
trial. J Am Acad Child Adolesc Psychiatry 46:820–839. 

Gray, R., Wykes, T., and Gournay, K. (2002). From compliance to concordance: 
A review of the literature on interventions to enhance compliance with 
antipsychotic medication. J Psychiatr Ment Health Nurs 9:277–284. 

Groves, S., Backer, H.S.,  van den Bosch, W., and Miller, A. (2012). Dialectical 
behaviour therapy with adolescents. Child Adolesc Ment Health 17:65–75. 

Harley, R., Sprich, S., Safren, S., Jacobo, M., and Fava, M. (2008). Adaptation 
of dialectical behavior therapy skills training group for treatment-resistant 
depression. J Nerv Ment Disord 196:136–43.

Hayes, S.C., Strosahl, K.D., and Wilson, K.G. (1999). Acceptance and 
Commitment Therapy: An Experiential Approach to Behavior Change. 
Guilford, New York. 

Hayes, S.C. (2008). State of the ACT Evidence [Online forum comment]. http://
contextualpsychology.org/state_of_the_act_evidence/.

4MEDICAL REVIEW



32  EJBM, Copyright © 2012

Science at the Heart of Psychotherapy: A Review of Three Evidence-Based Treatments

Hayes, S.C., Barnes-Holmes, D., and Roche, B. (2001). Relational Frame Theory: 
A Post-Skinnerian Account of Human Language and Cognition. Plenum, 
New York.

Hayes, S.C., Masuda, A., Bissett, R., Luoma, J., and Fernando Guerrero, L. 
(2004). DBT, FAP, and ACT: How empirically oriented are the new behavior 
therapy technologies? Behav Ther 35:35–54.

Hayes, S.C., Wilson, K.G., Gifford, E.V., Bissett, R., Piasecki, M., Batten, S.V., 
Byrd, M., and Gregg, J. (2004). A preliminary trial of twelve-step facilita-
tion and acceptance and commitment therapy with polysubstance-abusing 
methadone-maintained opiate addicts. Behav Ther 35:667–688.

James, A.C.,  Taylor, A.,  Winmill, L., and  Alfoadari, K. (2008). A preliminary 
community study of dialectical behaviour therapy (DBT) with adoles-
cent females demonstrating persistent, deliberate self-harm (DSH). Child 
Adolesc Ment Health 13:148–152. 

Koons, C.R., Robins, C.J., Tweed, J.L., Lynch, T.R., Gonzalez, A.M., Morse, J.Q., 
Bishop, G.K., Butterfield, M.I., and Bastian, L.A. (2001). Efficacy of dialecti-
cal behavior therapy in women veterans with borderline personality disor-
der. Behav Ther 32:371–390.

Lambert, M.J. and Barley, D.E. (2002). Research summary on the thera-
peutic relationship and psychotherapy outcome. In J.C. Norcross, ed. 
Psychotherapy Relationships That Work: Therapist Contributions and 
Responsiveness to Patients. Oxford University Press, New York. pp. 17–32.

Linehan, M.M. (1993a). Cognitive-Behavioral Treatment of Borderline 
Personality Disorder. Guilford, New York.

Linehan, M.M. (1993b). Skills Training Manual for Treating Borderline 
Personality Disorder. Guilford, New York.

Linehan, M.M., Armstrong, H., Suarez, A., Allmon, D., and Heard, H. (1991). 
Cognitive-behavioral treatment of chronically parasuicidal borderline 
patients. Arch Gen Psychiatry 48:1060–1064.

Linehan, M.M., Heard, H.L., and Armstrong, H.E. (1993). Naturalistic follow-up 
of a behavioral treatment for chronically parasuicidal borderline patients. 
Arch Gen Psychiatry 50:971–974.

Linehan, M.M., Comtois, K.A., Murray, A.M., Brown, M.Z., Gallop, R.J., Heard, 
H.L., Koslund, K.E., Tutek, D.A., Reynolds, S.K., and Lindenboim, N. (2006). 
Two-year randomized controlled trial and follow-up of dialectical behavior 
therapy vs. therapy by experts for suicidal behaviors and borderline person-
ality disorder. Arch Gen Psychiatry, 63:757–766. 

Lynch, D., Laws, K.R., and McKenna, P.J. (2010). Cognitive behavioural ther-
apy for major psychiatric disorder: Does it really work? A meta-analytical 
review of well-controlled trials. Psychol Med 40:9–24. 

Lynch, T.R. (2000). Treatment of elderly depression with personality disorder 
comorbidity using dialectical behavior therapy. Cogn Behav Pract 7:468–
477.

Lynch, T.R., Morse, J.Q., Mendelson, T., and Robins, C.J. (2003). Dialectical 
behavior therapy for depressed older adults: A randomized pilot study. Am 
J Geriatr Psychiatry 11:33–45.

McHugh, R.K. and Barlow, D.H. (2010). The dissemination and implementation 
of evidence-based psychological treatments: A review of current efforts. 
Am Psychol 65:73–84.

Miller, A.L., Rathus, J.H., and Linehan, M.M. (2007). Dialectical Behavior 
Therapy with Suicidal Adolescents. Guilford, New York.

Nathan, P.E. and Gorman, J.M. (2007). A Guide to Treatments That Work. 3d 
ed. Oxford University Press, New York. 

National Institute of Mental Health (2011). Borderline personality disorder. 
http://www.nimh.nih.gov/health/publications/borderline-personality- 
disorder/index.shtml.

Nelson-Gray, R.O., Keane, S.P., Hurst, R.M., Mitchell, J.T., Warburton, J.B., 
Chok, J.T., and Cobb, A.R. (2006). A modified DBT skills training program 
for oppositional defiant adolescents: Promising preliminary findings. Behav 
Res Ther 44:1811–1820. 

NICE (National Institute for Health and Clinical Excellence) (2011). Common 
mental health disorders: NICE guideline. http://guidance.nice.org.uk/
CG123/NICEGuidance/pdf/English.

Ost, L. (2008). Efficacy of the third wave of behavioral therapies: A systematic 
review and meta-analysis. Behav Res Ther 46:296–321. 

Powers, M.B., Zum Vörde Sive Vörding, M.B., and Emmelkamp, P.M. (2009). 
Acceptance and commitment therapy: A meta-analytic review. Psychother 
Psychosom 78:73–80.

Rathus, J.H. and Miller, A.L. (2002). Dialectical behavior therapy adapted for 
suicidal adolescents. Suicide Life Threat Behav 32:146–157.

Roemer, L., Orsillo, S.M., and Salters-Pedneault, K. (2008). Efficacy of an  
acceptance-based behavior therapy for generalized anxiety disorder: 
Evaluation in a randomized controlled trial. J Consult Clin Psychol 76:1083–
1089.

Roffman, J.L., Marci, C.D., Glick, D.M., Dougherty, D.D., and Rauch, S.L. (2005). 
Neuroimaging and the functional neuroanatomy of psychotherapy. Psychol 
Med 35:1385–1398.

Safer, D.L., Telch, C.F., and Agras, W.S. (2001). Dialectical behavior therapy for 
bulimia nervosa. Am J Psychiatry 158:632–634. 

Safer, D.L., Lock, J., and Couturier, J.L. (2007). Dialectical behavior therapy 
modified for adolescent binge eating disorder: A case report. Cogn Behav 
Pract 14:157–167.

Salbach, H., Klinkowski, N., Pfeiffer, E., Lehmkuhl, U., and Korte, A. (2007). 
Dialectical behavioral therapy for adolescent patients with anorexia and 
bulimia nervosa (DBT-AN/BN)—a pilot study. Practice of Child Psychology 
and Child Psychiatry, 56:91–108. 

Salbach-Andrae, H., Bohnekamp, I., Pfeiffer, E., Lehmkuhl, U., and Miller, 
A.L. (2008). Dialectical behavior therapy of anorexia and bulimia nervosa 
among adolescents: A case series. Cogn Behav Pract 15:415–425.

Salbach-Andrae, H.,  Bohnekamp, I., Bierbaum, T., Schneider, N., Thurn, C., 
Stiglmayr, C., Lenz, K., Pfeiffer, E., and Lehmkuhl, U. (2009). Dialectical 
behavioral therapy (DBT) and cognitive behavioral therapy (CBT) for ado-
lescents with anorexia and bulimia nervosa in comparison. Childhood and 
Development 3:18–190. 

Segal, Z.V., Williams, J.M.G., and Teasdale, J.D. (2002). Mindfulness-Based 
Cognitive Therapy for Depression: A New Approach to Preventing Relapse. 
Guilford, New York.

Shafran, R., Clark, D.M., Fairburn, C.G., Arntz, A., Barlow, D.H., Ehlers, A., 
Freeston, M., Garety, P.A., Hollon, S.D., Ost, L.G., Salkovskis, P.M., Williams, 
J.M., and Wilson, G.T. (2009). Mind the gap: Improving the dissemination of 
CBT. Behav Res Ther 47:902–909. 

Smout, M.F., Longo, M., Harrison, S., Minniti, R., Wickes, W., and White, J.M. 
(2010). Psychosocial treatment for methamphetamine use disorders: A pre-
liminary randomized controlled trial of cognitive behavior therapy and 
acceptance and commitment therapy. Subst Abuse 31:98–107.

Spielmans, G.I., Berman, M.I., and Usitalo, A.N. (2011). Psychotherapy versus 
second-generation antidepressants in the treatment of depression: A meta-
analysis. J Nerv Ment Dis 199:142–149. 

Stein, D.M. and Lambert, M.J. (1995). Graduate training in psychotherapy: Are 
therapy outcomes enhanced? J Consult Clin Psychol 63:182–196. 

Telch, C.F., Agras, W.S., and Linehan, M.M. (2001). Dialectical behavior therapy 
for binge eating disorder. J Consult Clin Psychol 69:1061–1065.

Twohig, M.P., Hayes, S.C., Plumb, J.C., Pruitt, L.D., Collins, A.B., Hazlett-Stevens, 
H., and Woidneck, M.R. (2010). A randomized clinical trial of acceptance 
and commitment therapy vs. progressive relaxation training for obsessive 
compulsive disorder. J Consult Clin Psychol 78:705–716.

van den Bosch, L.M.C., Koeter, M.W.J.,  Stijnen, T., Verheul, R., and van den 
Brink, W. (2005). Sustained efficacy of dialectical behaviour therapy for 
borderline personality disorder. Behav Res Ther 43:1231–1241.

Verheul, R., van den Bosch, L.M., Koeter, M.W., De Ridder, M.A., Stijnen, T., and 
van den Brink, W. (2003). Dialectical behaviour therapy for women with 
borderline personality disorder: Twelve-month, randomised clinical trial in 
the Netherlands. Br J Psychiatry 182:135–140.

Vowles, K.E., McNeil, D.W., Gross, R.T., McDaniel, M.L., Mouse, A., Bates, M., 
Gallimore, P., and McCall, C. (2007). Effects of pain acceptance and pain 
control strategies on physical impairment in individuals with chronic low 
back pain. Behav Ther 38:412–425.

Wagner, E.E., Rathus, J.H., and Miller, A.L. (2006). Mindfulness in dialectical 
behavior therapy (DBT) for adolescents. In R.A. Baer, ed., Mindfulness-
Based Treatment Approaches: Clinician’s Guide to Evidence Base and 
Applications. Academic Press, Boston. pp. 167–189.

Waller, G. (2009). Evidence-based treatment and therapist drift. Behav Res 
Ther 47:119–127. 

Woodberry, K.A. and Popenoe, E.J. (2008). Implementing dialectical behav-
ior therapy with adolescents and their families in a community outpatient 
clinic. Cogn Behav Pract 15:277–286.

Zettle, R.D. and Hayes, S.C. (1986). Dysfunctional control by client verbal 
behavior: The context of reason-giving. Anal Verbal Behav 4:30–38. 

Zettle, R.D. and Raines, J.C. (1989). Group cognitive and contextual therapies 
in treatment of depression. J Clin Psychol 45:438–445.

4MEDICAL REVIEW


