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Objective: Social anxiety disorder is a prevalent and persistent psychological disorder that is
characterized by an intense fear of negative judgment from others, leading to avoidance of social
interactions. This study compared the effectiveness of cognitive-behavioral therapy (CBT) and
acceptance and commitment therapy (ACT) in reducing social anxiety disorder (SAD) symptoms,
including cognitive distortions, rumination, and anxiety sensitivity, in adolescents diagnosed with SAD.

Methods: The study was semi-experimental, with a pre-test and post-test design featuring a
control group. The research sample comprised 45 adolescents diagnosed with SAD, who were
recruited from psychological service offices in Bukan City, Iran, between April 4%, 2022, and
September 6%, 2022. Fifteen adolescents were assigned to the first experimental group, 15 to
the second experimental group, and 15 to the control group. The subjects were selected using
the purposive sampling method and were randomly assigned to the experimental and control
groups. CBT (12 sessions) and ACT (8 sessions) were implemented in two sessions per week
for the experimental groups. Each session lasted for an hour. The control group did not receive
any intervention. The participants completed the social phobia inventory (SPIN) (2000), the
ruminative response scale (RRS) (2003), and the dysfunctional attitude scale (DAS) (1978).
The data of the research were analyzed using the analysis of variance test using SPSS software,
version 23 and a significance level of 0.05.

Results: The results of the analysis of variance showed that CBT and ACT have a significant effect on
cognitive distortions and rumination in adolescents (P<0.001). Also, there is no significant difference
between the effectiveness of CBT and ACT on cognitive distortions and rumination in adolescents
(P>0.05). The Mean£SD difference before (54.76+13.88) and after (49.51413.42) the rumination in
the CBT group was significant (P<0.001). The Mean+SD difference before (98.32+7.44) and after
(83.90+7.77) the cognitive distortions in the CBT group was significant (P<0.001). The Mean+SD
difference before (52.33+14.78) and after (47.73+14.23) the rumination in the ACT group was
significant (P<0.001). Also, the Mean+SD difference before (98.70+7.02) and after (85.13+6.83) the
cognitive distortion in the ACT group was significant (P<0.001).

Conclusion: Based on the results of the analysis, it can be concluded that CBT and ACT can be
considered in cognitive distortions and rumination in adolescents with SAD.

Address: Department of Clinical Psychology, Faculty of Medical Sciences, Tabriz Branch, Islamic Azad University, Tabriz, Iran.

Tel: +98 (912) 9343237
E-mail: nmoheb36@gmail.com



http://jpcp.uswr.ac.ir/index.php?&slct_pg_id=10&sid=1&slc_lang=en
https://orcid.org/0000-0002-8197-1487
https://orcid.org/0000-0001-6036-4584
https://orcid.org/0000-0002-1197-9598
http://nmoheb36@gmail.com
https://jpcp.uswr.ac.ir/
https://doi.org/10.32598/jpcp.12.1.922.1
http://jpcp.uswr.ac.ir/page/72/Open-Access-Policy
http://jpcp.uswr.ac.ir/page/72/Open-Access-Policy
https://crossmark.crossref.org/dialog/?doi=10.32598/jpcp.12.1.922.1

Highlights

¢ Cognitive behavioral therapy (CBT) had a significant effect on cognitive distortions and rumination among ado-
lescents.

¢ Acceptance and commitment therapy (ACT) had a significant effect on cognitive distortions and rumination among
adolescents.

e CBT and ACT can be considered in cognitive distortions and rumination among adolescents with social anxiety
disorder

Plain Language Summary

Social anxiety disorder (SAD) is a debilitating condition characterized by an intense fear of negative judgment from
others. Avoiding social interactions, which is often used as a coping mechanism for social anxiety, can be particu-
larly damaging during adolescence as it hinders important learning experiences from peer interactions. Therefore, the
current study compared the effectiveness of cognitive-behavioral and acceptance and commitment therapy on SAD

symptoms among adolescents.

Introduction

dolescence is a vulnerable period where

many psychiatric conditions can de-

velop, including social anxiety disorder

(SAD) (Hyett & McEvoy, 2018). SAD

is a debilitating condition characterized
by an intense fear of negative judgment from others
(Hyett & McEvoy, 2018). Avoiding social interactions,
which is often used as a coping mechanism for social
anxiety, can be particularly damaging during adoles-
cence as it hinders important learning experiences from
peer interactions. Social anxiety can be considered an
“adolescent disorder” since the majority of severe and
long-lasting cases tend to begin during mid-adolescence,
with an average age of onset at 13 years old (Jefferies &
Ungar, 2020). It is worth noting that this disorder ranks
as the third most prevalent mental health condition, fol-
lowing depression and substance abuse, with approxi-
mately 12% of people experiencing it at some point in
their lives. It can cause significant issues for the people
unless treatment is not provided. Studies showed that
SAD is perpetuated by cognitive distortion and rumina-
tion. Patterns of thoughts, beliefs, and cognitions play an
important role in social anxiety. These patterns of think-
ing tend to lead them to avoid social interactions. In this
regard, one of the most widely accepted models is the
cognitive behavioral model which is used in explaining
social anxiety (Mohammadi et al., 2020).

Cognitive models of anxiety disorders operate by fo-
cusing on key aspects such as cognitive schema or be-
liefs that lead individuals to process information with
bias, concentrate solely on threats, and interpret ambigu-
ous stimuli in a catastrophizing manner. In dynamic en-
vironments, various clinical presentations may emerge
due to dysfunctional beliefs and distorted thinking pat-
terns (Cuijpers et al., 2019). According to the cognitive
model of SAD, the core of social anxiety seems to stem
from a strong desire to present oneself favorably to oth-
ers and a deep insecurity about one’s ability to do so.
Individuals with high social anxiety possess maladap-
tive thoughts and beliefs about their actions and how
others judge them, leading to cognitive errors through
consistent misinterpretation of their experiences (Stein,
2015). Additionally, cognitive models suggest that simi-
lar unproductive cognitive processes occur during social
situations, as well as when an individual anticipates or
reflects on the situation afterward (Takishima-Lacasa et
al., 2014). This means that the processes that contribute
to ongoing social anxiety should also be present when
someone with SAD engages in pre- and post-event rumi-
nation. Researchers have developed structural equation
models that generally support the connection between
cognitive processes proposed by models of SAD for
immediate anxiety and post-event rumination (Hoven-
kamp-Hermelink et al., 2019).

Several effective treatments are used for SAD, such as
cognitive behavioral therapy (CBP), drug therapy, and
social skills training (Karimpour-Vazifehkhorani et al.,
2020). A meta-analysis of the effectiveness of drug treat-
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ments on SAD has provided little empirical support for
these treatments (Mallorqui-Bagué et al., 2016). The main
focus in treating this disorder is (CBT). Cognitive-behav-
ioral models in treating SAD emphasize the role of negative
cognitions, bias in the information-processing process, and
avoidance behaviors in maintaining this disorder (Weiner
et al., 2015). Several evidence-based CBT treatments for
SAD have been proposed (Aderka et al., 2013; Kuru et
al., 2018; Smith et al., 1994). Aderka et al (2013) showed
that CBT could significantly affect fear, avoidance, and
physiological symptoms in patients with SAD. Based on
CBT can reduce anxiety symptoms (AS) and social anxi-
ety symptoms in students with social anxiety. Some studies
(Beck, 1993; Smith et al., 1994) indicate the effectiveness
of CBT on SAD symptoms in general and cognitive dis-
tortions, rumination specifically. Although many of these
treatments do not directly target AS, they have positively
affected various aspects of this construct. However, some
studies report the slight effectiveness of CBT in reducing
SAD symptoms, particularly in adolescents (Karimpour
Vazifehkhorani et al., 2023). Even though the effective-
ness of these treatments has been shown, between 40 and
50% of these patients have not responded to treatment or
symptoms remain, and people continue to experience symp-
toms after cognitive-behavioral interventions (Karimpour
Vazifehkhorani et al., 2017). Acceptance and commitment
therapy (ACT) has emerged as a promising treatment for
anxiety disorders due to its effectiveness in reducing AS
(Sharp, 2012). The therapeutic approach of ACT compris-
es six central processes that aim to promote psychological
flexibility. These processes include acceptance, cognitive
dissonance, present moment awareness, self-as-context,
values clarification, and committed action (Sharp, 2012).
The core principle of ACT is that people tend to experience
distressing thoughts, emotions, and feelings, and their at-
tempts to control or eliminate these experiences are often
ineffective, leading to increased frustration and avoidance
behaviors. (Sharp, 2012). The goal of this treatment is to
reduce experiential avoidance along with increasing psy-
chological flexibility. Also, therapy based on acceptance
and commitment helps clients to create a rich, complete,
and meaningful life (Beck, 1993). A meta-analysis (Swain
et al., 2013) indicates higher-than-average effectiveness
of the treatment based on acceptance and commitment to
the symptoms of anxiety disorders in general and SAD in
particular. Khoramnia et al. (2020) indicated the positive
effects of ACT on a random group of social anxiety suffer-
ers. Patients showed a significant reduction in externalized
shame and emotion regulation. Wong (2008) concluded
that treatment based on acceptance and commitment plays
an important and influential role in improving the quality of
life of SAD patients.

Despite the many types of research conducted in the
field of SAD treatment, there are many ambiguities and
shortcomings in these studies. The research about the
effectiveness of CBT in reducing SAD symptoms has
contradictions, and the results in this area must be more
consistent. Effectiveness studies targeting symptoms
of cognitive distortions, rumination, and anxiety sensi-
tivity in adolescents are very few and insufficient. On
the other hand, the effect of ACT on these symptoms in
SAD has no research history. Further, only a few studies
compare the effectiveness of CBT, and ACT treatment
approaches in reducing these symptoms. Moreover, a
few studies (Arch et al., 2012; Jiménez, 2012; Karim-
pour Vazifehkhorani et al., 2023) conducted in this area
have considered the comparison in reducing SAD symp-
toms in general. According to these studies, answering
these questions, such as Can CBT and ACT treatment
effectively reduce the symptoms of cognitive distortions,
rumination, and anxiety sensitivity in adolescents? Is in-
evitable. Moreover, in this regard, the question raised
after answering this question and the central question of
the present study is whether there is a difference between
CBT and therapy based on acceptance and commitment
in reducing cognitive distortions, rumination, and anxi-
ety sensitivity. Is there a difference in adolescents with
clinical symptoms of social anxiety?

Materials and Methods

The present study was semi-experimental including
pre-test and post-test with a control group design. The
statistical population was 15- to 18-year-old adolescents.
They were identified and recruited through psychologi-
cal service offices in Bukan City, Iran, between April
4th, 2022, and September 6™, 2022. They were selected
by the purposive sampling method and randomly as-
signed to experimental groups and control groups. The
research sample consists of 45 adolescents with the di-
agnosis of SAD who contributed to the study. A total of
45 adolescents participated in the study, 15 from the first
experimental group, 15 from the second experimental
group, and 15 from the control group. The sample size
was determined using G'Power statistical software with
an effect size of 0.25, a significance level of 0.05, a test
power of 0.91, and a group size of three (n=15) (Ghasemi
et al., 2023). The participants were randomly assigned
to three groups: Experimental group 1 (15 students) re-
ceived training in (CBT), experimental group 2 (15 stu-
dents) received training in acceptance and commitment
therapy (ACT), and the control group (15 students) did
not receive any training. The inclusion criteria were hav-
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ing an age range of 15 to 18; having an active medical
record with a diagnosis of SAD; diagnosis of SAD based
on the diagnostic and statistical manual of mental disor-
ders, the fifth edition (DSM-5) diagnostic interview, and
completing the informed consent. The exclusion criteria
were having a comorbid psychological disorder based
on a structured clinical interview for DSM-5, and being
absent in two or more therapy sessions.

Structured clinical interview for DSM-5: To di-
agnose SAD, a diagnostic interview based on DSM-5,
i.e. a structured clinical interview for DSM-5 (SCID-5)
conducted by a clinical psychologist was used. The di-
agnostic interview is a semi-structured interview based
on the DSM-5 This interview has two main parts: A per-
sonal history and b: Mental status examination. The first
part of this interview includes individual characteristics,
chief complaint, current problem, previous illness, and
personal and family history. The second part comprises
the examination of appearance, perception, cognition,
thinking, judgment, and insight. This interview is consis-
tent with the comprehensive psychiatric interview model
(Joyce-Beaulieu & Sulkowski, 2015).

Social phobia inventory (SPIN): The amount of so-
cial anxiety was measured by the social anxiety question-
naire, which is a 17-item self-assessment scale, and its
total score is in the range of 0 to 68. This questionnaire
was designed in 2000 by Connor and his colleagues to
evaluate social anxiety (Appendix 1). Its advantage is be-
ing sensitive to reducing social anxiety symptoms over
time. One of its uses is to test the response to treatment
in people with SAD. Scores above 51 indicate severe
social anxiety; scores between 41 and 50 are considered
moderate, 21 to 30 are considered low, and less than 20
are considered normal. A cut-off point of 40 with an ef-
ficiency of 80% and a cut-off point of 50 with an effi-
ciency of 89% differentiates people with social anxiety
from those without it (Connor et al., 2000). The validity
of this questionnaire with the retest method in groups di-
agnosed with an SAD is equal to 0.78 to 0.89. Its inter-
nal consistency coefficient (Cronbach alpha) is 0.94 in a
normal group. In Iran, this questionnaire was measured
regarding psychometric characteristics in three groups
suffering from social anxiety, other anxiety, and normal
subjects. In a study by Tavoli et al (2012), the Cronbach
alpha of the questionnaire was 0.88 with a reliability co-
efficient of 0.87. Also, Connor et al (2000) reported the
content validity ratio (CVR) and content validity index
(CVI) at 0.77 and 0.82, respectively. In the Persian ver-

sion, Rezaian et al. (2019) reported the CVR and CVI at
0.75 and 0.87, respectively.

The Ruminative Response Scale (RRS): The RRS
is a self-report questionnaire, which includes 22 items
describing responses to depressed mood (Treynor et al.,
2003). Answers can be acting or thinking about the de-
pressive symptoms and the possible causes and conse-
quences of the sad/depressed mood. Items are rated on a
4-point scale (rarely to almost always). A total score can
be calculated by summing all 22 item scores. The range
of scores of this questionnaire varies between 22 and 88.
The total score of rumination is calculated through the
sum of the items. For this scale, the alpha coefficient at
time 1 was 0.90 and the test-retest correlation was 0.67
(Treynor et al., 2003). Moreover, Treynor et al. (2003)
reported CVR and CVI at 0.72 and 0.89, respectively.
Falsafi and DashtBozorgi (2019) found the Persian ver-
sion with a CVR of 0.76 and a CVI of 0.88.

Dysfunctional attitude scale (DAS) (Falsafi & Dasht
Bozorgi): The DAS is a 26-item instrument designed to
identify and measure cognitive distortions, particularly those
that may relate to or cause depression (Weissman & Beck,
1978). The items on the DAS are based on Beck’s cognitive
therapy model and present seven major value systems: Ap-
proval, Love, Achievement, Perfectionism, Entitlement, Om-
nipotence, and Autonomy. For any missing items, a score of
zero will be assigned (Appendix 2). The scores on all items
(ranging from 1 to 7) are added to obtain the overall score.
When no items are omitted, scores on the DAS go from 40
to 280. Lower scores represent more adaptive beliefs and
fewer cognitive distortions. The DAS has good internal con-
sistency, with alphas ranging from 0.84 to 0.92. The DAS is
also reliable, with test-retest correlations over eight weeks of
0.80 to 0.84. The questionnaire has excellent concurrent va-
lidity, significantly correlating with several other measures of
depression, including the Beck depression inventory (BDI).
Also, Weissman and Beck (1978) reported the CVR and
CVI at0.79 and 0.85, respectively. The DAS also significant-
ly distinguishes between groups diagnosed as depressed or
not depressed on the BDI. Toghyani (2014) reported CVR
and CVI 0.78 and 0.86, respectively for the Persian version
of DAS.

After obtaining the necessary permissions for the re-
search, the sample was divided into three groups, with
each group comprising 15 adolescents. Before the re-
search, participants provided written informed consent.
The SPIN, the RRS, and the DAS (Falsafi & DashtBo-
zorgi, 2019) were administered to all groups before the
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training sessions (pre-test). The CBT group received
twelve 60-minute sessions, the ACT group received
eight 60-minute sessions, and the control group was
placed on a waiting list. All therapy sessions were con-
ducted by a registered clinical psychologist with a PhD.
After the treatment sessions, post-test assessments were

Table 1. Summary of treatment sessions

conducted using the research instruments for both the
intervention groups and the control group. Table 1 pro-
vides an overview of the treatment sessions. (Heimberg,
2002; Herbert et al., 2018) (Figure 1).

An Overview of the Sessions in the ACT Protocol

An Overview of the Sessions in the CBT Protocol

1: Introducing and familiarizing the group members with each other,
explaining the logic of the treatment and its main axes, examining
the importance of teaching the method of acceptance and commit-
ment, and briefly introducing the treatment based on acceptance

and commitment.

2: Examining the assignment and reviewing the abstracts from the
previous meeting, conceptualizing the case using individual infor-
mation about the past and present environment, and introducing
functional analysis of ABC to express the joint relationship of behav-

ior/emotions, and psychological functions.

3: Task review and a summary review of the previous session, help-
ing participants to recognize ineffective control strategies (solution
control is not, but it is the problem) and realizing their futility, exam-
ining avoidance and explaining about avoiding painful experiences

and being aware of its consequences.

4: homework review and a summary review of the previous session,
teaching the steps of acceptance, acceptance of painful personal
events without conflict with them, Introducing the metaphor of
struggling in the gutter, receiving feedback, and summarizing the

meeting.

5: Examining the assignment and reviewing a summary of the pre-
vious session, objectifying the psychological content, and changing
the language rules using isolation. Destructive effects of language
and cognition on each other through allegory, receiving feedback,

and summarizing the meeting.

6: Homework review and a summary of the previous session, teach-
ing mindfulness strategies to improve contact with life moments
and perspective taking, receiving feedback, and summarizing the

session.

7: Reviewing the assighment and review a summary of the previous
session, explaining your concepts as content, process, and context,
and reviewing evaluations and descriptions. verbal (self as content),
teaching to observe continuous processes such as thoughts, feel-
ings, and bodily senses (self as a process) and explanation of Supe-

rior and transcendent feelings of self.

8: Examining the assignment and reviewing a summary of the previ-
ous meeting, explaining and clarifying the values, identifying behav-
ioral plans by the values, determining and Setting goals, and assign-
ments, developing skills, confronting and shaping behavior based

on values and designing activities, and summing up all sessions.

1: A- Familiarization of the members with the rules of the group,
statement of the compiled program for the group, a brief state-
ment of the problem and goal of each member for the company
in the session, and explanation of the logic of the CBT.

2 & 3: A- Expression of the theories of emotional disturbance and
cognitive reconstruction and ten thinking styles with error, the
exercise of classification of beliefs and the process of thinking and
rest; B- Relaxation exercise through guided imagery. A- Examining
the behavioral consequences of beliefs, thought induction exer-
cise, analysis of the downward vertical arrow, and rest; B- Practic-
ing relaxation through guided imagery.

4 & 5: A- Advanced analysis of the downward vertical arrow, clas-
sification of beliefs based on content or generalities and rest; B-
Relaxation training through guided imagery. A- Preparation of the
main list of beliefs, preparation of cognitive and relaxation maps;
B- Relaxation exercise through guided imagery.

6 & 7: A- Acceptability of beliefs, objective analysis of beliefs,
standard analysis of beliefs, and rest; B- Relaxation exercise
through guided imagery. A- the analysis of the efficiency of be-
liefs, the analysis of the harmony of beliefs and rest; B- Presenting
a conference about self-concept, playing a role in the specifics of
a social anxiety-producing situation, and providing feedback with
an orientation to active and purposeful listening methods.

8 & 9: A- Logical analysis of beliefs and rest; - Providing a confer-
ence about self-concept, playing a role in a particularly stressful
social situation, and providing feedback with an orientation to
effective talking methods and active and purposeful listening. A-
Making a series of anxiety, contrary belief, and rest; B- Presenting
a conference about self-concept, its role, especially in the situa-
tion of social anxiety, and providing feedback with an orientation
towards the methods of expressing existence and determination.

10: A- Perceptual change and the method of voluntary inhibition
of the cortex and rest; - To present a conference about self-con-
cept, to play a role in the case of a socially disturbing situation,
and to present feedback with a focus on complementary meth-
ods of expressing existence and determination.

11 & 12: A- Self-discipline/self-rewarding, sustainable change, a
general review of the raised discussion, exercise and re-discus-
sion of more difficult topics for the group members, general sum-
marization of needs and proposals Continuation of the treatment
section after the completion of the meetings and rest; B- Present-
ing a conference and playing a role and giving feedback based
on the summation of the previous requirements, checking and
reviewing the program, surveying the members and present-
ing suggestions, checking the goals of the petitioners in the first
meeting and their level of achievement, checking the weak points
and strength of the group or group. Touch Written and oral form,
preparation of the group for the end of the treatment.
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[ Assessed for eligibility (n=52) ]

[ Randomized (n= 48) ]

1

Lost to mid-treatments (n= 3)

Allocated to intervention groups
(n=30)

Lost to mid-treatments (n= 0)

Allocated to the control group (n=15)

[ Analysis ]

Analyzed (n=30)

Analyzed (n=30)

Excluded from analysis (n= 0)

Figure 1. Flow chart of the study

The study utilized descriptive and inferential statistics
for data analysis. To examine the research hypothesis,
an analysis of covariance (ANCOVA) was conducted
using SPSS software,version 23. The significance level
was set at 0.05. Before analysis, the data was checked
to ensure that they met the basic assumptions of ANO-
VA. This included examining the normal distribution of
scores and homogeneity of variance and covariance ma-
trices (homoscedasticity) to confirm the assumption of a
normal distribution of student engagement and academic
resilience scores in the three study groups. Mauchly’s
sphericity test was also used to check if the assump-
tion of homoscedasticity was met. Levene’s and Box’s
M tests were employed to validate the assumption of
equivalence of covariances and student engagement and
academic resilience variances. The results confirmed the
homogeneity of variances, and Mauchly’s test verified
the assumption of sphericity. Ultimately, the Box’s M
test indicated the equivalence of covariances in the in-
tervention and control groups, leading to the conclusion
that the assumptions for conducting ANOVA were met.

Results

In the present study, there were 45 subjects in two ex-
perimental groups and one control group. Based on the
demographic findings, the mean age in the CBT group

Excluded from analysis (n= 0)

was 15.9943.16, in the ACT group it was 16.12+3.14,
and in the control group, it was 16.16+3.19 with no sig-
nificant difference between them (P=0.48). Also, 65%
(n=29) of participants were female and 30% (n=16) were
male. Moreover, 48% (n=21) of participants reported an
average socioeconomic status (SES), 30% (n=14) of the
participants announced a low SES, and 22% (n=10) de-
clared a good SES.

Comparison of mean and standard deviation in research
variables showed that the implementation of CBT in the
first experimental group made significant differences be-
tween the pre-test and post-test in success-perfectionism
(33.21£2.90, 28.76+3.48, P<0.001), need for others’
approval (28.30+2.80, 24.99+2.99, P<0.001), need to
satisfy others (17.92+2.30, 14.68+2.71, P<0.001), vul-
nerability-function evaluation (18.88+3.72, 15.49+3.61,
P<0.001), total score of the cognitive distortions
(98.32+£7.44, 83.90+7.77, P<0.001), and rumination
(54.76+13.88, 49.51+13.42, P<0.001) (Table 2).

Also, the implementation of ACT on second experi-
mental group made significant differences between pre-
test and post-test in success-perfectionism (32.90+2.76,
29.774£3.40, P<0.001), need for others’ approval
(28.4443.04, 24.24+3.13, P<0.001), need to satisfy oth-
ers (18.20+2.04, 15.26+2.18, P<0.001), vulnerability-
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Table 2. Descriptive statistics of research variables for the investigated groups

Mean+SD
Variables Subscale Group

Pre-test Post-test

CBT 33.21+2.90 28.7613.48"

Success-perfectionism ACT 32.90+2.76 29.7743.40°

Control 33.21+2.57 33.36+2.48

CBT 28.30+2.80 24.99+2.97"

Need for others ACT 28.44+3.04 24.24+3.13"

approval.

Control 28.0212.83 27.8413.13

CBT 17.9242.30 14.68+2.71"

Cognitive distortions Need to satisfy others. ACT 18.20+2.04) 15.26+2.18"
Control 17.51+2.65 17.59+2.63

CBT 18.8843.72 15.49+3.61"

Vulnerability-function ACT 18.91+3.68 15.86£3.61°

evaluation

Control 19.08+3.36 18.89+3.59

CBT 98.32+7.44 83.90+7.77"

Cognitive distortions ACT 98.70+7.02 85.1316.83"

Control 97.83+6.98 97.69+7.20
CBT 54.76+13.88 49.51+13.42"
Rumination - ACT 52.33+14.78 47.73+14.23"
Control 54.75+13.65 54.71+13.60

"P=0.001

CBT: Cognitive-behavioral therapy; AC: Acceptance and commitment therapy.

function evaluation (18.91£3.68, 15.86+3.61, P<0.001),
total score of the cognitive distortions (98.70+7.02,
85.13+£6.83, P<0.001), and rumination (52.33%£17.78,
47.73+14.23, P<0.001).

Moreover, there were no significant differences be-
tween the pre-test and post-test in the control group
in success-perfectionism (33.21+2.57, 33.36+2.48,
P>0.05), need for others’ approval (28.02+2.83,
27.84+3.13, P>0.05), need to satisfy others (17.51£2.65,
17.59+2.63, P=0.28), vulnerability-function evaluation
(19.08+3.36, 18.89+3.59, P>0.05), total score of the cog-
nitive distortions (97.8346.98, 97.69+7.20, P>0.05), and
rumination (54.75+13.65, 54.71+13.60, P>0.05) (Table
2). A pairwise comparison was used to determine the na-
ture of the changes made, as reported in Table 3.

Theresultsin Table 3 showed that in the post-test stage, there
is no statistically significant difference between the groups
of CBT and ACT; however, there is a statistically significant
difference between these two experimental groups and the
control group (P<0.001). There was no significant difference
between the effectiveness of CBT and ACT in success-per-
fectionism (MD=-0.853, P>0.05), need for others’ approval
(MD=0.890, P>0.05), need to satisfy others (MD=-0.323,
P>0.05), vulnerability-function evaluation (MD=-0.654,
P>0.05), the total score of the cognitive distortions (MD=-
0.981, P>0.05), and rumination (MD=-0.601, P>0.05). Fur-
thermore, there was a significant difference between CBT
and control group in success-perfectionism (MD=4.860,
P<0.001), need for others’ approval (MD=3.355, P<0.001),
Need to satisfy others (MD=3.301, P<0.001), vulnerability-
function evaluation (MD=3.361, P<0.001), total score of
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Table 3. Post-hoc test results

Variables Groups Mean Difference (MD) Standard. Error P
CBT-ACT -0.853 0.713 0.722
Success-perfectionism CBT-Control 4.860 0.712 0.001
ACT-Control 4.007 0.751 0.001
CBT-ACT 0.890 0.719 0.676
Need for others’ approval CBT-Control 3.355 0.718 0.001
ACT-Control 4.244 0.758 0.001
CBT-ACT -0.323 0.553 0.521
Need to satisfy others CBT-Control 3.301 0.552 0.001
ACT-Control 2.978 0.583 0.001
CBT-ACT -0.654 0.744 0.415
e L CBT-Control 3.361 0.743 0.001
ACT-Control 2.707 0.784 0.001
CBT-ACT -0.981 1.398 0.368
Cognitive distortions CBT-Control 14.911 1.395 0.001
ACT-Control 13.931 1.472 0.001
CBT-ACT -0.601 0.769 0.389
Rumination CBT-Control 5.261 0.767 0.001
ACT-Control 4.660 0.810 0.001

CBT: Cognitive-behavioral therapy; AC: Acceptance and commitment therapy.

the cognitive distortions (MD=14.911, P<0.001) and ru-
mination (MD=5.261, P<0.001). Moreover, there was a
significant difference between ACT and the control group
in success-perfectionism (MD=4.007, P<0.001), need for
others’ approval (MD=4.244, P<0.001), need to satisfy oth-
ers (MD=2.978, P<0.001), vulnerability-function evaluation
(MD=2.707, P<0.001), total score of the cognitive distor-
tions (MD=13.931, P<0.001) and rumination (MD=4.660,
P<0.001).

Discussion

The current study compared the effectiveness of cogni-
tive-behavioral and acceptance and commitment therapy
on SAD symptoms, including cognitive distortions and
rumination among adolescents with SAD. Although results
showed that CBT and ACT treatments had a significant ef-
fect on the dependent variables, there is no significant dif-
ference between CBT and ACT treatments in influencing

the mentioned dependent variables. In this regard, several
studies (Rahmanian et al., 2020; Rezayi et al., 2017;
Soltanizadeh et al., 2019) showed that CBT has a signifi-
cant effect on social anxiety symptoms in adolescents with
SAD. Herbert et al (2018) showed that those who received
CBT evidenced greater improvements in self-reported so-
cial anxiety symptoms and overall functioning. Also, some
studies (Azar et al.; Esmaeili et al., 2018; Pourfarahani
et al., 2020) showed that ACT has been effective on social
anxiety and its components in adolescents.

Previous studies (Herbert et al., 2018; Zohdi et al.,
2022) showed that there is no difference between CBT
and ACT in the treatment of social anxiety. In a study
conducted by Herbert et al. in 2018, it was found that
although the difference was not statistically significant,
the ACT participants showed greater improvements in
observer-rated social behavior in comparison to the CBT
participants with a medium effect size. This disparity in
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the symptoms and behavioral outcomes, which is con-
sistent with prior research, highlights the need for further
investigation to examine the variations between CBT
and ACT treatments regarding behavioral domains.

The present study found that cognitive distortions and
rumination were significantly reduced in adolescents
with SAD after undergoing CBT and ACT. CBT helps
individuals with social anxiety by modifying cognitive
distortions through restructuring, social skills training,
and confronting their avoidance (Leigh & Clark, 2018).
CBT can help those with social anxiety by altering their
dysfunctional and distorted beliefs. Anxiety disorder
patients commonly have 3 types of beliefs: Setting very
high standards for themselves, conditional beliefs, and
irrational beliefs about themselves. These beliefs lead to
viewing the world as dangerous and avoiding social situ-
ations. Cognitive distortions in those with social anxiety
disorder can significantly affect their interpretation of
social situations and their solutions to social problems.
These cognitive errors can lead to the growth and sus-
tainability of their social anxiety. (Leigh & Clark, 2018).

CBT reduces cognitive distortions in SAD patients by pre-
paring a hierarchical list of anxiety-causing situations, regular
exercises to confront those situations, evaluating their cog-
nitive distortions, and changing those maladaptive distorted
thoughts into more adaptive ones (Leichsenring et al.,
2013). Cognitive behavioral therapy is designed to engage
and replace negative biases in information processing, nega-
tive self-evaluations of social functioning, and the need for
other people’s affirmation. It also reduces pathological self-
focused attention (Heimberg, 2002). Also, self-focused at-
tention makes SAD individuals perceive their internal physi-
cal states, such as heartbeat, thoughts, and feelings, to have a
direct representation outside. Therefore, this therapy prevents
objective information processing in social situations and em-
phasizes facing social problems despite having feelings of
anxiety by helping them understand its symptoms and encour-
aging them to increase their social function in social environ-
ments and reduce their avoidant lifestyles, protective behav-
iors, and distortions. Therefore, facing social situations acts
as a behavioral test to prove or reject the cognitive hypotheses
of people suffering from social anxiety, eventually leading to
cognitive distortion modification (Heimberg, 2002).

On the other hand, ACT draws people’s attention to
two fundamental aspects of their inner reality: 1) Trying
to get close to people and pursuing life’s core values, and
2) Trying to get away from maladaptive thoughts and
emotions. In other words, recognizing values and mov-
ing in the path of values promotes their psychological
flexibility, and experiencing new committed behaviors

that even can be against their will encourages them to
move in a direction that continues to challenge their mal-
adaptive beliefs and pulls them away from having those
thoughts and emotions by gradual modification of them
(Otte, 2022).

The fundamental belief in acceptance and commitment
therapy for SAD individuals is that psychological dis-
tress is caused by experience avoidance, cognitive fu-
sion, failure to meet behavioral needs, and incongruence
with one’s core values (Khoramnia et al., 2020). Reduc-
ing symptoms is not the therapist’s goal but a byproduct
of the treatment process. ACT changes the relationship
between irrational thoughts and emotions so that the
individual understands them as pathological symptoms
and even learns to change them if they are uncomfortable
and unpleasant. The general goal of ACT is to reduce
the literal perception of the cognitive content that pre-
vents behavior and to increase the probability of positive
events by replacing correct cognitions (Sharp, 2012).
Therefore, treatment based on acceptance and commit-
ment can be used as one of the effective psychological
treatments to reduce cognitive distortions by increasing
a person’s psychological flexibility and connection with
the present and encouraging him to move toward his val-
ues. The reason for the effect of treatment based on ac-
ceptance and commitment to cognitive distortions is that
this approach targets the function of cognitions and emo-
tions instead of changing the frequency or situational
sensitivity. Changing the function of cognition and emo-
tion seems more manageable than changing their form
and content. The change in function is more objective
than the change in the form and content of cognition and
emotions, and the person has a sense of control over the
function of cognition and emotions (Niles et al., 2014).

The results of the present study showed that cognitive
behavioral therapy and acceptance and commitment-
based therapy effectively reduce rumination in adoles-
cents with SAD. In the explanation of the findings, ru-
mination can be one of the characteristics of people with
symptoms of anxiety disorders, and this issue continu-
ously increases anxiety; On the other hand, CBT helps
to change the content of mental rumination through
the detection of cognitive errors, challenging them and
conducting behavioral tests (Leichsenring et al., 2013).
Also, CBT modifies the cognitive schemas that cause
the continuation of negative emotions and strengthens
negative beliefs in these individuals through organizing
thought processes, emotional problems, and concerns as-
sociated with anxiety (avoidance, dependency, helpless-
ness towards change, and rumination responses).
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According to Ghasemi et al. (2023), psychological
disorders can result from a lack of psychological flex-
ibility, which is the central premise of ACT. ACT posits
that individuals often view certain emotions and inner
thoughts as distressing and attempt to eliminate or al-
ter them. However, such efforts at emotional control are
counterproductive, as they exacerbate the very emotions
and thoughts that the individual is attempting to avoid.
Consequently, the primary issue for patients in ACT is
avoidance. The central process of ACT teaches people
how to stop inhibiting thoughts, not to confuse them
with disturbing thoughts, and makes them more toler-
ant of unpleasant emotions (Esmaeili et al., 2018). ACT
therapy is based on pervasive awareness or mindfulness.
In this method, mindfulness means consciously bringing
awareness to the experience of the here and now with
openness, interest, acceptance, and not being distracted
by thoughts. During the research, Yabandeh et al. (2019)
showed that conscious attention to the present moment
and the ability to control attention effectively prevent ru-
mination. In general, the main goal of the ACT approach
is for the person to create a productive and meaningful
life by achieving psychological flexibility and effective-
ly controlling the pains, sufferings, and tensions that life
has inevitably caused him, which will reduce rumina-
tion. People who are cognitively inflexible turn to rumi-
nation when upset and focus their energy and thoughts
on rumination, which brings a repetitive and unhelpful
response to the person (Yabandeh et al., 2019).

Conclusion

ACT is an effective treatment for anxiety and cognitive
distortions. This therapy approach helps in developing
psychological flexibility by combining mindfulness skills
with self-acceptance, which makes it a form of behavioral
therapy. ACT encourages people to open up to unpleasant
feelings, learn to avoid overreacting, and not avoid situa-
tions that may trigger them. On the other hand, CBT targets
the cognitive, behavioral, and physiological mechanisms.
It helps in restructuring maladaptive thought patterns, cor-
recting misinterpretations, changing attentional focus, and
developing adaptive coping thoughts, which can lead to an
increase in adaptive cognitions. Additionally, CBT can help
in habituation, extinction of maladaptive responses, behav-
ioral activation, associative learning, and reinforcement of
adaptive responding for an increase in adaptive behavioral
responses. Normalization of physiological arousal is also
possible with CBT through habituation, incompatible re-
sponse training, and changes in autonomic nervous system
activity.

Although the psychology centers initially offered their
full and free cooperation, they later requested a fee to
continue the research process during the intervention
and our budget constraints posed challenges for us in
this regard. Moreover, the parents of some adolescents
disagreed with continuing to participate in the research.
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Appendix 1. Social phobia inventory (SPIN)

No. Items Low To Some Extent High Very High
1 | am afraid of people with power and position
2 | am afraid of blushing in front of people
3 Parties and gatherings scare me
4 | avoid talking to people | don’t know
5 Being criticized scares me a lot

Fear of embarrassment makes me avoid doing things or

e talking to people

7 Sweating in front of others makes me nervous

8 | avoid going to parties

9 | avoid activities where | am the center of attention

10 Talking to strangers scares me

11 | avoid speaking in public

12 | do everything not to be criticized

13 When I'm with people, my heart palpitations make me
uncomfortable

14 | am afraid to do things when others are watching me

15 Feeling shy or looking stupid is one of my serious fears

16 | avoid talking to people who have power and position

17 Shaking in front of others is uncomfortable for me

Please read the following sentences and indicate how much the following issues have caused problems for you during the past
week. For each item, select only one option with *.

Ebrahimi., et al. (2024). Comparison of the Effectiveness of Cognitive-behavioral Therapy and Acceptance and Commitment Therapy. JPCP, 12(1), 81-94.
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Appendix 2. Dysfunctional attitude scale (DAS)

Com- Strongly  Slightly No Slightly  Strongly Com-
No. pletely . R . pletely
agree agree idea  disagree disagree !
agree disagree
If I make a mistake, people will see
1
me as less than what | am.
If 1 am not successful all the time
2 and in all things, | will not be re-
spected by others.
Even small risks are foolish because
3 the possibility of failure is a big
disaster.
4 | cannot be happy unless most of the
people | know approve.
5 If a person asks for help, it shows her
weakness.
5 If | can’t handle things as well as oth-
ers, | am a lowly person.
7 If 1 fail in my work, | will be consid-
ered a failure.
3 If I can’t do something well, it’s not
right to do it at all.
If a person does not agree with me
9 in some matters, it means that he
does not love me.
10 If | suffer a partial failure, it is as if |
have suffered a complete failure.
If people get to know your real per-
11 sonality, they will see you less than
what you are.
If the person | love is not interested
12 -
in me, | feel worthless.
13 A person can enjoy doing an action
regardless of the end of the work.
My value and belief as a person
14 towards myself depends a lot on how
others think about me.
If I don’t set the highest standards
15 for myself, | will probably become a
low-level person.
For people to see me as a valuable
16 and good person, | must help anyone
who needs help.
If I ask a question, it will make me
17 X .
look inferior.
If a person is not accepted by the
18 people who are important to her, it
will be very sad.
| can reach important goals without
19 :
being too hard on myself.
20 There is a possibility that a person
will be blamed but not sad.
21 | cannot trust others because they
may oppress me.
2 You cannot be happy if others do not
love you.
For a person to attract the opinion
23 of others, it is better to give up her
interests.
My happiness depends more on oth-
24
ers than myself.
25 It is very important to me how oth-
ers think about me.
26 | can be happy without someone

loving me.
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