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Abstract  
Rationale: The aim of this study was to develop a self-help based Acceptance and Commitment Therapy (ACT) 
programme using Internet delivery, which can be practised at the workplace or at home and to examine its effect on adults 
intending to work who have utilized their sick leave due to depressive symptoms.  
Method: A one-group, baseline-to-post-intervention design was utilized with participants in Japan. Among the participants 
(N = 35), 26 completed the self-help based programme and answered all questionnaire surveys on 3 occasions: baseline 
(T1), after 3 weeks (T2) and after 6 weeks when the programme ended (T3). As the primary outcome, depressive symptoms 
were assessed using the Zung Self-Rating Depression Scale. As the secondary outcome, psychological flexibility was 
assessed using the Japanese version of the revised Acceptance and Action Questionnaire. Additionally, 3 items to assess 
process were administered and participants’ written comments were organized by content. 
Results: Although the number of participants who showed mild and moderate depressed states decreased, depressive 
symptom scores did not significantly change over time. Psychological flexibility at T3 significantly improved compared to 
baseline, while the effect size was relatively low (Cohen’s d = 0.35). One of the scores from the process measures showed a 
significant difference between T2 and T3. There were 5 positive and 5 negative comments.  
Conclusions: Along with participants’ comments, the findings suggested the effectiveness of the self-help based ACT 
programme using Internet delivery. This has the potential to help develop mindfulness and acceptance skills in adults who 
are intending to return to work after taking sick leave for depressive symptoms. 
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Introduction 
 
In many advanced countries, mental health problems such 
as depression contribute to the most prevalent causes of 
long-term sick leave [1,2]. A survey conducted by the 
Japanese government found that the prevalence of 
depression increased by 2.05 times from 1999 to 2014 [3]. 
Depression is the most frequent cause of sick leave in 
Japan [4] and may contribute to unemployment. 

Reflecting Society’s need to support workers’ return-
to-work, the Japanese government published a prescriptive 
guide to enable workers with mental health problems being 
able to return to work [5]. The guide introduced social 
resources inside and outside the workplace for sick-leave 
employees returning to work and identified the related 

parties for return-to-work programmes and the roles of 
each. However, there remains a lack of social resources 
inside the workplace for workers in small-sized enterprises 
and unemployed people who suffer from depressive 
symptoms. 

A survey [6] revealed that only 13.5% of surveyed 
employers (N = 1,000) provided occupational mental 
health activities in accordance with the guidelines for 
return-to-work support; specifically, middle- and small-
sized enterprises said that they had not introduced any 
mental health activities. Nevertheless, 68% answered that 
they would like to use return-to-work programmes 
provided by hospitals for their employees. 

Some health/medical institutions in Japan that provide 
return-to-work programmes have introduced stress 
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management interventions, such as Stress Management 
Training (SMT), for individuals who were absent from 
work due to mental health problems [7]. SMT generally 
has four characteristics: it is group-based, it has a restricted 
inclusion of participants, it includes rehabilitative elements 
and it has a psychosocial therapy/education. Among these 
four characteristics, psychosocial therapy/education is 
regarded as a crucial element - not only for return-to-work, 
but also for the prevention of relapse. An increasing 
number of health/medical institutions have begun to 
provide psychosocial therapy/education-based components 
in return-to-work programmes (e.g., group-based cognitive 
behavioural therapy) for individuals in Japan [8] 

Some previous studies have described the effects of 
group-based cognitive behavioural therapy provided by 
health/medical institutions [7-9]; however, some 
difficulties regarding this therapy (e.g., timing of treatment 
for each patient, different embodiment of CBT in medical 
institutions) were also noted [8,9]. To meet the demands 
presented by these issues, diverse types of psychosocial 
therapy/education-based modes of SMT, which is 
accessible for workers in small-sized enterprises and 
unemployed people, may be required. 

Recently, Acceptance and Commitment Therapy 
(ACT) [10-12] has been presented as a noteworthy type of 
SMT. ACT is based on the idea that psychological rigidity 
is a root cause of depression, anxiety and other forms of 
suffering. The therapy involves paying greater attention to 
the context and function of cognition, emotions and 
behaviour and emphasizes the contextual and experiential 
process of change. ACT, which includes mindfulness and 
acceptance components, aims to alleviate suffering by 
increasing the ‘psychological flexibility’ that is cultivated 
through teaching mindfulness and acceptance skills and 
encouraging commitment to behavioural change linked to 
the values of patients. 

A self-help based ACT programme might improve 
psychological flexibility and alleviate health difficulties for 
those who suffer from depressive symptoms. In one 
previous study [13], ACT as an example of SMT 
significantly reduced employees’ distress and the effects 
on individuals with mild-to-moderate depressive 
symptomatology have also been documented [14]. A 
recent literature review [15] further demonstrated the 
potential benefits of self-help interventions that contain 
mindfulness and/or acceptance components across a range 
of populations including community samples and groups 
experiencing both mental and physical health difficulties. 

As a psychosocial therapy/education-based mode of 
SMT, a self-help based ACT programme using Internet 
delivery, which can be practised at the workplace or at 
home, might be effective for adults intending to work who 
have taken sick leave because of depressive symptoms. 
Another previous review [16] indicated that both pure self-
help and guided self-help might be beneficial to people 
experiencing common problems such as depression. 
Additionally, evidence of the effectiveness of SMT, 
including Internet-delivered psychosocial therapy 
/education on depressive symptoms, has been shown in 
previous studies [17,18]. 

The purpose of this study was to develop a self-help 
based ACT programme using Internet delivery as a 
psychosocial therapy/education-based mode of SMT and to 
examine its effect on adults intending to work who have 
utilized their sick leave due to depressive symptoms in 
Japan. 

 
 
Methods 
 
Study Design 
 
A one-group, longitudinal design was utilized (baseline to 
post-intervention assessment) and conducted as an open 
trial (i.e., no control group was used) because of the 
limited number of potential participants. The protocol of 
this study referred to STrengthening the Reporting of 
OBservational studies in Epidemiology (STROBE) and 
used the checklist for supporting information. The study 
protocol was registered at the UMIN Clinical Trial 
Registry (UMIN-CTR) (ID = UMIN000024095). 
 
Recruitment and Participants 
 
An Internet-administered questionnaire survey was 
conducted, which has been shown to be reliable and valid 
[19]. In April 2014, participants were recruited in 
community settings via the use of A3 size posters placed 
for the public in 3 health centres, a health centre in one 
private company and a private online search service for 
research participants. 

Participants were adults intending to work who had 
utilized their sick leave due to depressive symptoms and 
who had current access to a computer and an Internet 
connection. Exclusion criteria included a need for further 
medical intervention or the presence of any current 
condition that could interfere with participation (i.e., 
impaired neuropsychological functioning or poorly 
controlled psychiatric conditions). Specifically, a 
participant was excluded from participation if he/she (a) 
was in a hospital or had been discharged from a hospital 
within six months prior to the study, (b) had any history of 
suicide attempts, (c) had a history of a psychological 
diagnosis other than depression, (d) did not have a doctor’s 
permission if in outpatient treatment; or (e) appeared 
severely depressed based on a score obtained on a 
depression screening test [20]. 
 
Sample size calculation  
 
Based on findings of a systematic review of psychological 
treatments, which yielded a Cohen’s d of 0.42 (95% CI: 
0.23-0.6) at post-test [21] and a meta-analytic review of 
psychological interventions [22], this study calculated the 
sample size with G*Power [23] to detect a within-group 
effect size of 0.5 (Cohen’s d) on a continuous outcome 
measure and aimed to recruit at least 34 participants to 
achieve 80% power (1 - β = 0.8). 
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Definition of self-help based  
 
This study defined ‘self-help based’ by referring to the 
clinical guidelines of the National Institute for Clinical 
Excellence which defines guided self-help as ‘a self-
administered intervention designed to treat depression, 
which makes use of a range of books or a self-help manual 
that is based on an evidence-based intervention and is 
designed specifically for the purpose’ [24]. In addition to 
books, workbooks and manuals, self-help interventions can 
also be delivered by computer programmes or applications 
in other audio, visual, or multimedia formats [15]. 
 
Intervention  
 
To develop the programme, researchers referred to ACT-
related literature [25-28] and drew on advice from a 
clinical psychologist. After meetings and discussion among 
researchers who were both specialists in mental health and 
members of the Association for Contextual Behavioral 
Science and who had attended several different ACT 
workshops, the programme’s design was planned and the 
development was outsourced. 

The programme consisted of 11 separate modules that 
represented different ACT components concerning the 
‘mindfulness and acceptance process’ and the 
‘commitment and behaviour change process’, as delineated 
according to the model of change underlying ACT (Figure 
1). Programme participants learned basic knowledge about 
ACT, which fosters psychological flexibility while 
focusing on 6 core processes (i.e., acceptance, cognitive 
diffusion, the self as context, values, committed action and 
contact with the present moment). Participants proceed 
through the stages of the programme, which is guided by a 
cartoon character’s explanation and narration. 
Additionally, the participants learn to use informal ACT 
techniques for daily life (e.g., incorporating mindfulness 
into daily activities, such as body scanning, mindful eating, 
mindful walking, etc.). 

After receiving their ID and password from a 
researcher, the participants logged into the self-help based 
ACT programme, in which they were free to withdraw at 
any time. First, every participant read the pages explaining 
the purpose of this programme and a general description of 
ACT. Then, they proceeded through the 11 modules of the 
programme on a self-paced basis over 6 weeks. This pre-
determined duration was based on findings from an 
intervention study of an Internet-based cognitive 
behavioural therapy [29] and a previous systematic review 
showing the duration of interventions ranging from 2 to 9 
weeks [15]. Participants were advised to limit each session 
to within one hour in keeping with the Japanese 
government guideline for ‘visual display terminal work’ 
[30]. After each access to the programme, the participants 
automatically received an encouraging e-mail on a weekly 
basis. When it was time for a web-based survey (3 weeks 
and 6 weeks after starting the programme), participants 
received a reminder e-mail. 
 
 

Figure 1 Top page of a self-help based ACT 
program using Internet delivery 
 

 
 
Figure 2 Participant flowchart 
 

 
Procedure  
 
The participant flowchart is shown in Figure 2. Among the 
potential participants identified (N = 36), 35 participants 
agreed to participate in this study and provided written 
informed consent. These individuals continued the self-
help based ACT programme, which enables practicing at 
the workplace or at home and completed the questionnaire 
surveys on 3 occasions: at baseline (T1), during the middle 
of the course (i.e., 3 weeks after baseline (T2)) and 
following course completion (i.e., 6 weeks after baseline 
(T3)). Regarding the basic attributes recorded at baseline, 
there was no significant difference observed between those 
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who dropped out (N = 9) and those who continued to 
participate. 
 
Measures 
 
The questionnaire at baseline (T1) addressed basic 
attributes (sex, age, education, marital status, current 
employment) and characteristics (sick leave of more than 2 
weeks for mental illness within a year, treatment history 
for mental illness within a year and present history of 
mental illness). Primary and secondary outcomes were 
assessed on 3 occasions (T1, T2 and T3). Process measures 
were assessed on 2 occasions (T2 and T3). 
 
Primary outcome  
 
The Zung Self-Rating Depression Scale (SDS), which was 
developed by Zung [31], was used as a primary outcome. 
The SDS is a short 20-item self-report instrument that rates 
the 4 common characteristics of depression to assess the 
level of depressive states. The SDS has been used to assess 
depressive states in the general population as well as in 
patients. The major components of the SDS cover criteria 
of the fourth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM) that describe the 
psychological disturbances of depression [32]. The 20 
items are scored along a scale ranging from of 1 to 4 (a 
little of the time, some of the time, a good part of the time 
and most of the time, respectively). Total scores on the 
SDS range from 25-100: 50-69 indicates a mild or 
moderate depressed state and ≥ 70 indicated a severely 
depressed state. Cronbach’s α for the SDS ranged from 
0.68-0.8 across T1, T2 and T3. 
 
Secondary outcome  
 
The Japanese version of the revised Acceptance and 
Action Questionnaire (AAQ-II) [33], which is a 10-item 
measurement tool used to assess psychological flexibility, 
was used as a secondary outcome. The AAQ-II has 
demonstrated internal consistency and content validity 
with high reliability [14,33,34]. Each question asked about 
participants’ willingness to contemplate negative private 
events, the acceptance of these events and the extent to 
which participants can live according to their values. 
Participants responded using a 7-point Likert scale ranging 
from ‘never true’ to ‘always true’. Total scores ranged 
from 10-70 with higher scores indicating less 
psychological flexibility and acceptance of these negative 
private events. Cronbach’s α for the AAQ-II ranged from 
0.9-0.91 at T1, T2 and T3. 
 
Process measures  
 
Three additional items were used to enable participants to 
assess the process of the self-help based ACT programme 
as follows: ‘I understood mindfulness’, ‘I understood how 
to get relief from cognitive defusion’ and ‘I have 
reconsidered the direction of my life based on my own 
personal values’. These items were rated along a 7-point 

Likert scale (1 = totally disagree to 7 = totally agree), and 
higher scores indicated more positive responses towards 
the programme. Additionally, a blank space was added to 
the questionnaire to allow participants to comment freely 
after completing the survey and to foster a process 
assessment. 
 
Analysis 
 
Paired t-tests were conducted to examine differences in 
outcomes (SDS and AAQ-II) over time (Time 1 to Time 2, 
Time 2 to Time 3 and Time 1 to Time 3), as well as 
differences in each item score of the process measures 
from Time 2 to Time 3. Additionally, the McNemar test 
was conducted for those who showed SDS scores of ≤ 49, 
in relation to time. Participants’ comments were also 
organized according to content (positive, negative, 
neither). This study used SPSS version 15.0 (SPSS, Tokyo, 
Japan) and p-values were 2-tailed with a significance level 
set at 0.05. 
 
Ethical Considerations 
 
Approval for this study was obtained from the Ethics 
Committee at the author’s institution in 2014. Participants 
were informed about the voluntary nature of their 
participation and assured of confidentiality in the handling 
of data. They were required to provide signed consent 
forms upon agreeing to participate in the study.  
 
 
Results 
 
Most of the 26 participants were female (81%). The mean 
age was 49.4 years (SD = 6.58) for males and 40.43 years 
(SD = 6.9) for females. Ten participants were outpatients. 
A total of 92% had a history of treatment for mental illness 
within a year and 38% had a current mental illness. While 
all participants were unemployed when they participated in 
this programme, 2 participants had more than 2 weeks of 
sick leave for mental illness within a year. The average 
number of times that the 26 participants accessed the 
programme during the study period was 12.64 (SD = 5.76) 
(Table 1). 

Table 2 shows the mean scores of the SDS, AAQ-II 
and additional items of process measures across the 3 time 
points (T1, T2, and T3). The results of the paired t-tests 
(Table 3) showed that while scores from the SDS at T1 on 
average were lower than those at T2 (p < 0.10), the 
difference was not significant. Although not shown in the 
table, the numbers of participants receiving SDS scores ≥ 
50 were 10 (38%) at Time 1, 7 (27%) at Time 2, and 5 
(19%) at Time 3. While the number of participants had 
decreased, the proportions did not show significant 
differences in the results of the McNemar test. The scores 
of the AAQ-II at T3 were significantly lower after T1 (p < 
0.05). This means that psychological flexibility at T3 
significantly improved relative to baseline while the effect 
size was relatively low (Cohen's d = 0.35). Additionally, 
one of the scores from the process measures (i.e. ‘I have 
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reconsidered the direction of my life based on my own 
personal values’) showed a significant difference between 
T2 and T3.  
 
Table 1 Participants’ basic attributes and 
characteristics (N = 26) † 
 

Basic attributes and characteristics N % 

Sex    

 Male 5 19 

 Female 21 81 
Marital 
status    

 Married 18 69 

 Single 8 31 

Education    

 High school graduate 5 19 

 Junior college/vocational school 
equivalency degree 7 27 

 College graduate or higher 14 54 

Current employment   

 Employed 0 0 

 Unemployed 26 100 
Sick leave of more than two weeks for mental 
illness within a year   

 Yes 2 8 

 No 24 92 
Treatment history for mental illness within a 
year    

 Yes 24 92 

  No 2 8 

Present history of mental illness   

 Yes 10 38 

 No 16 62 

   Mean (SD) 

Age    

 Male  49.4 (6.58) 

 Female  40.43 (6.9) 

The average number times that participants 
accessed the program   12.64 (5.76) 

  Note. †: SD = standard deviation. 
 

As shown in Table 4, there were 5 positive and 5 
negative comments about the programme. Additionally, 6 
other comments were neutral (e.g., related to participants’ 
health conditions). 
 
 
 
 

Discussion 
 
In this study, a self-help based ACT programme, which 
can be practised at the workplace or at home, as a 
psychosocial therapy/education-based mode of SMT, 
influenced the participants who had taken sick leave due to 
depressive symptoms. Specifically, participants’ 
psychological flexibility was significantly improved by the 
programme on a twice-per-week basis over 6 weeks, 
suggesting the effectiveness of the intervention. The results 
were consistent with those from a previous study [35] that 
revealed the effect of an ACT-based Internet programme 
on psychological flexibility in outpatients experiencing at 
least mild depressive symptoms. 

In the results of the process measures, some comments 
from participants suggested a peculiar effect of ACT, such 
as ‘I have been experiencing powerful harassment from my 
spouse at home, but I think something will be changed 
through this programme’. Although many psychological 
problems originate in thought and language, it is not 
possible or healthy for us to live without language. Unlike 
most other programmes of therapy that seek to change the 
content of problematic thinking, ACT seeks to help the 
patient bring language and thought under appropriate 
contextual control using logical and linear language [10]. 

Forman et al. [36] revealed that the effectiveness of 
ACT appears equivalent to that of cognitive therapy while 
noting that cognitive therapy and ACT are functionally 
distinct from one another. The findings and literature 
[10,36] also suggest that there may be a type for whom 
ACT is especially effective, such as those who face 
difficulties in interpersonal relationships through verbal 
problems originating in thought and language. 

While previous studies have documented the effects of 
an ACT-based Internet programme [35] and Internet-based 
therapy involving ACT components on depressive 
symptoms [37], other evidence has highlighted the 
importance of targeting psychological flexibility for the 
reduction of depressive symptoms [38]. The current 
findings also suggest that a self-help based ACT 
programme using Internet delivery may affect 
psychological flexibility first, rather than depressive 
symptomatology. 

Previous studies have revealed that multimedia 
/Internet-based self-help interventions demonstrate 
superior effectiveness over others [39]. Reid [17] also 
noted that an on-line approach to mindfulness was more 
helpful than reading and suggested that an online approach 
may be sufficient to teach mindfulness. Along with the 
current findings, this suggests the possibility that self-help 
based psychological therapy/education delivered over the 
Internet would be available for adults who work in areas 
lacking support resources in Japan. 

However, in terms of the programme’s effects, 
individual differences may come into play. Although those 
who might suffer from severe depression were excluded, 
those who showed relatively higher depressive symptoms 
at baseline might be less motivated to access the 
programme and be unable to understand ACT well enough 
due to their mental condition. Some comments suggested 
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Table 2 Mean and standard deviation of primary, secondary and process measures over the study 
period† (N = 26) 
 

Measures 
 Time 1  Time 2  Time 3 

 Range Mean SD  Range Mean SD  Range Mean SD 

Primary measure   SDS‡ 34–58 46.5 6.91  35–64 44.96 7.22  35–59 44.58 5.89 

Secondary measure   AAQ-Ⅱ§ 19–62 39.77 11.15  18–64 37.04 12.34  18–63 35.73 11.66 

Process measures¶             

  Q1. I understood the 'mindfulness’.  - -   4.62 1.2   4.73 1.28 

  Q2. I understood how to get relief 
  from the ‘cognitive defusion’.  - -   4.5 1.17   4.54 1.14 

  Q3. I have reconsidered the direction 
  of my life based on my own ‘personal 
  values’.  

- -    4.65 1.29   5.23 1.63 

Note. †: T1 = base line; T2 = the middle of the course at 3 weeks after baseline; T3 = the upon course completion at 6 
weeks after baseline; SD = standard deviation. 
‡: Higher total scores of SDS (the Zung Self-Rating Depression Scale) indicated more depressive symptoms/cumulative 
fatigue reported by the participants.  
§: Higher total scores of AAQ-Ⅱ (the Japanese version of the revised Acceptance and Action Questionnaire) indicated 
less psychological flexibility shown by the participants. 
¶: Participants rated each question on a 7-point Likert scale as follow: 1 (totally disagree), 2 (rather disagree), 3 (disagree), 
4 (neither agree nor disagree), 5 (agree), 6 (moderately agree), 7 (totally agree). Higher scores represents a greater positive 
response toward the Acceptance and Commitment Therapy programme.     
        

Table 3 Results of paired t-test for primary and secondary outcomes and process measures over the 
study period† (N = 26) 
 

Measures 
   95% CI   

 Mean SD Lower 
limit 

Upper 
limit t-value p-value 

Primary measure        

SDS Time 1–Time 2 1.54 4.22 -0.16 3.24 1.86 0.07 

SDS Time 2–Time 3 0.38 5.61 -1.88 2.65 0.35 0.73 

SDS Time 1–Time 3 1.92 6.41 -0.66 4.51 1.53 0.14 

Secondary measure        

AAQ-Ⅱ Time 1–Time 2 2.73 7.3 -0.22 5.68 1.91 0.07 

AAQ-Ⅱ Time 2–Time 3 1.31 7.56 -1.75 4.36 0.88 0.39 

AAQ-Ⅱ Time 1–Time 3 4.04 8.69 0.53 7.55 2.37 0.03 

Process measures‡        

  Q1. 'mindfulness' Time 2–Time 3 -0.12 1.03 -0.53 0.3 -0.57 0.57 

  Q2. 'cognitive defusion' Time 2–Time 3 -0.04 0.92 -0.41 0.33 -0.21 0.83 

  Q3. 'personal values' Time 2–Time 3 -0.58 1.24 -1.08 -0.08 -2.38 p< 0.05 

Note. †: T1 = base line; T2 = the middle of the course at 3 weeks after baseline; T3 = the upon 
course completion at 6 weeks after baseline; CL = confidence level; SD = standard deviation. 
‡: Higher total scores of SDS (the Zung Self-Rating Depression Scale) indicated more depressive 
symptoms/cumulative fatigue reported b participants. 
§: Higher total scores of AAQ-Ⅱ(the Japanese version of the revised Acceptance and Action 
Questionnaire) indicated less psychological flexibility shown by the participants.       
¶: Q1: I understood the 'mindfulness', Q2; I understood how to get relief from the 'cognitive 
defusion', Q3; I have reconsidered the direction of my life based on my own ‘personal values’. 
Higher scores represent greater positive responses toward the Acceptance and Commitment 
Therapy programme. 
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Table 4. Participants’ comments (N = 16) 
 

Positive comments  Negative comments  Neither (personal issues) 

“I have been experiencing powerful 
harassment from my spouse at home; 
however, I think something will be changed 
through this programme.” 

 
“This programme is not good for me 
since I came to think about things 
even more excessively.” 

 “Because of my age and poor 
comprehension, it sometimes took me more 
time to read and understand the 
programme.” 

 

 
“The contents were a little difficult 
for me.” 
  

 

“At the beginning, I couldn't understand the 
contents of this programme overall. However, 
I gradually understood how to think and 
change my own mental attitude appropriately 
through this programme. I think this 
programme will be useful in my future life.” 

 “Conversely, an idea that I denied 
myself grew in my mind.”  “It became a burden for me when I didn't 

feel in good physical condition.”                                                                                                                                                                                                          

       
“I found some expressions and 
content that were a bit difficult for 
me to understand.” 

 
“I sometimes had sweaty palms during the 
programme. I could finally restart it after 
reading it again and again.”                                                                                                                

“I realized that if I could spend time without 
being twisted by language, I would come to 
feel very free in my life.” 

 

“I thought this kind of method was a 
little unsuitable for an unemployed 
person considering the process of a 
successful return to work.”         

 

“If I were more depressed than now, I 
would not continue to participate in this 
programme. This time I was barely able to 
understand the programme.”   

“Although there were a few explanations that 
were difficult for me to understand, I found 
some explanations that I don't want to forget; 
therefore, I have noted them. I would like to 
participate in this kind of opportunity again in 
the future.”  

   

“I felt good at the beginning; however, I 
could not use my computer in the latter part 
of the programme because I did not feel 
very well. I think it is difficult for me to 
continue this programme alone because of 
my moody mental condition.” 

 
“I think this programme gave me the 
opportunity to recognize my words and 
thoughts in daily life. I have not thought of 
my future life and goals in the next five years; 
however, each practice in this programme 
(e.g., writing) was a good way to clear my 
thoughts.”  
 

   

“It was sometimes hard for me to 
understand subtle differences of words in 
the explanations since my concentration 
has decreased compared to before suffering 
from depression.” 

 
these issues (e.g., ‘It became a burden for me when I didn't 
feel in good physical condition’, etc.). There was also 
some evidence that the effects of Internet-based therapy 
were comparable to those of face-to-face psychotherapies, 
but only when there is support by a trained professional 
[40,41]. 

The above-mentioned results also suggest issues related 
to the effectiveness of ACT, as previous studies also 
indicated. A finding from a meta-analysis revealed that 
while ACT is more effective in treating depression, the 
comparison between ACT and established treatments 
(cognitive behavioural therapy) has not revealed any 
significant differences [42]. Another evidence-based 
evaluation showed that ACT is not yet well established for 
any disorder [43]. Cuijpers [44] also reviewed 
psychotherapies for adult depression and concluded that 
two new therapies, ACT and cognitive bias modification, 
have not been shown to be more effective than existing 
therapies. On the other hand, self-help materials designed 
to promote mindfulness and acceptance are widely 
available [15]. Therefore, a self-help based ACT 

programme using an Internet delivery might help to 
develop mindfulness and acceptance skills in adults 
intending to return to work who have taken sick leave due 
to depressive symptoms. Further research remains 
necessary to examine the effectiveness of a self-help based 
ACT programme using the Internet, including innovative 
applications such as mobile apps. 

This study had some limitations. First, most of the 
sample was female (81%), and the sample size was small 
(N = 26). While the response rate was acceptable, a 
previous review indicated that two-thirds of participants on 
average completed post-intervention measures [15] and 
this may create bias in the results. Second, although 
psychological flexibility improved significantly, no control 
comparison was utilized; therefore, the findings do not 
conclusively indicate that the programme was responsible 
for improvements among participants. Third, the effect 
sizes of enhanced psychological flexibility were relatively 
low. Fourth, participants who felt relatively depressed at 
baseline might have been less motivated to access and 
practice in the programme. This study also did not include 
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a follow-up of all outcomes to examine the long-term 
effects of the programme. Finally, self-reported practice 
may not be accurate. Although one benefit of the 
programme is that it can be implemented at a self-
determined pace, the mean time of accessing the 
programme may not always reflect actual time that the 
participants spent practising the programme. Therefore, it 
would be useful to collect exact data on the amount of time 
that participants spent practising ACT. Additionally, a 
follow-up on all outcomes to examine the programme’s 
long-term effects would be beneficial. 
 
 
Conclusion 
 
Despite the limitations discussed, this study provides 
meaningful insight into the effects of a self-help based 
ACT programme using the Internet to deliver psychosocial 
therapy/education to adults intending to work who have 
had to take sick leave due to depressive symptoms. Taking 
the above into consideration, further studies using a 
randomized controlled trial with a larger sample are 
warranted. 
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