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 Background: Post-Traumatic Stress Disorder (PTSD) is a 

debilitating condition characterized by intrusive re-experiencing, 

avoidance, negative alterations in cognition and mood, and 

hyperarousal. Both Acceptance and Commitment Therapy (ACT) 

and emotion regulation training have demonstrated efficacy for 

PTSD, but their combined effects on distress tolerance and stress 

symptoms remain unclear. This study aimed to investigate the 

effectiveness of integrated ACT with emotion regulation training on 

distress tolerance and stress symptoms in individuals with PTSD 

symptoms. 

Methods: This quasi-experimental study employed a pretest-

posttest-follow-up design with a control group. The statistical 

population included all individuals aged 18–50 years with PTSD 

symptoms attending psychiatric clinics and counseling centers in 

Babol city during 2024–2025. A total of 45 participants were 

selected using purposive sampling and randomly assigned to 

integrated ACT (n = 15), ACT-only (n = 15), and control (n = 15) 

groups. The integrated group received 12 weekly 90-minute sessions 

combining ACT with emotion regulation training, while the ACT-

only group received 12 weekly 90-minute sessions of standard ACT. 

Data collection instruments included the Distress Tolerance Scale 

(DTS), Post-Traumatic Stress Disorder Checklist (PCL-5), and 

Acceptance and Action Questionnaire-II (AAQ-II). Data were 

analyzed using repeated-measures ANOVA with SPSS-26. 

Results: The integrated ACT with emotion regulation training 

showed significantly greater improvement in distress tolerance (F = 

34.52, P < 0.001, η² = 0.62) compared to ACT-only (F = 22.18, P < 

0.001, η² = 0.48). Stress symptoms showed significantly greater 

reduction in the integrated group (F = 38.45, P < 0.001, η² = 0.66) 

compared to ACT-only (F = 26.73, P < 0.001, η² = 0.52). 

Psychological flexibility improved significantly more in the 

integrated group (F = 40.12, P < 0.001, η² = 0.68). Improvements 

were maintained at two-month follow-up (P < 0.001). Effect sizes 

for the integrated group were large (d = 2.56 for distress tolerance; d 

= 2.78 for stress symptoms). 

Conclusion: Integrated ACT with emotion regulation training is a 

highly effective intervention for improving distress tolerance and 

reducing stress symptoms in individuals with PTSD symptoms. The 

combination of acceptance-based and emotion regulation strategies 

appears to produce superior outcomes compared to ACT alone. This 

integrated approach should be considered a preferred treatment for 

PTSD when distress tolerance deficits are prominent. 
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Introduction 

Post-Traumatic Stress Disorder (PTSD) is a severe and chronic psychiatric condition that develops 

following exposure to a traumatic event, characterized by intrusive re-experiencing, avoidance of 

trauma-related stimuli, negative alterations in cognition and mood, and marked alterations in 

arousal and reactivity [1]. PTSD affects approximately 3–8% of the general population, with 

higher rates among individuals exposed to interpersonal violence, military combat, and natural 

disasters [2]. The disorder is associated with significant functional impairment, reduced quality of 

life, and elevated risk for comorbid depression, anxiety, and substance use disorders [3]. Despite 

the availability of evidence-based treatments, many individuals with PTSD do not achieve full 

remission, highlighting the need for improved therapeutic approaches [4]. 

Distress tolerance—the perceived and actual ability to withstand negative emotional states—is a 

transdiagnostic vulnerability factor that is consistently impaired in PTSD [5]. Individuals with 

PTSD often exhibit low distress tolerance, characterized by the perception that negative emotions 

are unbearable and the tendency to engage in maladaptive behaviors to escape or avoid distress 

[6]. Low distress tolerance maintains PTSD symptoms by preventing exposure to trauma-related 

cues, interfering with emotional processing, and promoting avoidance behaviors [7]. Research has 

shown that distress tolerance is a key mechanism through which PTSD symptoms are maintained 

and that improving distress tolerance may facilitate recovery [8]. 

Emotion regulation deficits are central to the pathophysiology of PTSD [9]. Individuals with PTSD 

often struggle to identify, understand, and modulate their emotional responses, leading to 

emotional numbing, avoidance, and hyperarousal [10]. Emotion regulation difficulties have been 

identified as a transdiagnostic mechanism that underlies multiple forms of psychopathology, 

including PTSD [11]. Studies have shown that deficits in emotion regulation mediate the 

relationship between trauma exposure and PTSD symptoms, suggesting that targeting emotion 

regulation may be a critical treatment component [12]. 

Acceptance and Commitment Therapy (ACT) is a third-wave cognitive-behavioral intervention 

that targets psychological inflexibility—the tendency to avoid unwanted internal experiences and 

become entangled with unhelpful thoughts [13]. ACT has demonstrated efficacy for PTSD in 

several studies [14]. In Iranian samples, Bayat and colleagues [15] found that ACT was effective 

in reducing depressive symptoms and improving distress tolerance in individuals with major 

depressive disorder, suggesting its transdiagnostic applicability. Dehghan and colleagues [16] 

demonstrated that ACT reduced emotional instability and self-injurious behaviors in individuals 

with borderline personality disorder and substance abuse. Mosapor [17] found that ACT reduced 

distress tolerance deficits, rumination, and experiential avoidance in depressed adolescents. 

Tarkhan [18] showed that ACT improved emotion regulation and meaning in life in depressed 

women. These studies suggest that ACT targets processes relevant to PTSD, including experiential 

avoidance and distress tolerance. 

Emotion regulation training (ERT) is a structured intervention that teaches individuals skills for 

identifying, understanding, and modulating emotional responses [19]. ERT has been shown to be 

effective for various psychological disorders, including PTSD, by reducing emotional reactivity 

and increasing the use of adaptive emotion regulation strategies [20]. Studies have demonstrated 

that ERT improves distress tolerance and reduces symptoms of anxiety and depression [21]. When 

integrated with ACT, ERT may enhance the effects of ACT by providing concrete skills for 

managing intense emotions while simultaneously targeting the underlying processes of avoidance 

and fusion [22]. 

Despite evidence supporting both ACT and emotion regulation training for PTSD, few studies 
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have examined their combined effects on distress tolerance and stress symptoms. Theoretical 

models suggest that the combination of acceptance-based strategies (which target avoidance and 

fusion) with emotion regulation skills (which provide concrete techniques for managing emotions) 

may produce synergistic effects [23]. Individuals with PTSD may benefit from both learning to 

accept difficult emotions (ACT) and developing skills to regulate them effectively (ERT) [24]. 

The present study aimed to investigate the effectiveness of integrated ACT with emotion regulation 

training on distress tolerance and stress symptoms in individuals with PTSD symptoms. The 

following hypotheses were tested: (1) integrated ACT with ERT would significantly improve 

distress tolerance compared to ACT-only and control groups; (2) integrated ACT with ERT would 

significantly reduce stress symptoms compared to ACT-only and control groups; and (3) 

improvements would be maintained at two-month follow-up. 

Methods 

Study Design 

This quasi-experimental study employed a pretest-posttest-follow-up design with two 

experimental groups (integrated ACT+ERT and ACT-only) and a control group. The study was 

fundamental in purpose and quantitative in nature. 

Participants 

The statistical population included all individuals aged 18–50 years with PTSD symptoms 

attending psychiatric clinics and counseling centers in Babol city during 2024–2025. Based on 

G*Power analysis (α = 0.05, power = 0.80, medium effect size f = 0.25), the required sample was 

42 participants. Anticipating 15% attrition, 45 participants were recruited. 

Using purposive sampling, participants were selected based on inclusion and exclusion criteria and 

randomly assigned to three groups: integrated ACT+ERT (n = 15), ACT-only (n = 15), and waitlist 

control (n = 15). Demographic characteristics are presented in Table 1. 

Inclusion Criteria: (a) age between 18 and 50 years; (b) PCL-5 score ≥ 33 (clinical threshold for 

PTSD); (c) exposure to a traumatic event meeting DSM-5 Criterion A; (d) minimum high school 

education; (e) literacy and ability to complete questionnaires; (f) willingness to participate; (g) 

stable medication for ≥ 8 weeks. 

Exclusion Criteria: (a) diagnosis of psychotic disorders, bipolar disorder, or substance use 

disorder; (b) current acute suicidality; (c) severe cognitive impairment; (d) concurrent participation 

in other psychological treatments; (e) history of ACT or emotion regulation training in the past 

year. 

Instruments 

Distress Tolerance Scale (DTS): The DTS (Simons & Gaher, 2005) is a 15-item self-report scale 

assessing the perceived ability to tolerate emotional distress. Items are rated on a 5-point Likert 

scale (1 = strongly agree to 5 = strongly disagree). The scale includes four subscales: tolerance, 

appraisal, absorption, and regulation. Higher scores indicate greater distress tolerance. The Persian 

version has demonstrated good psychometric properties (Cronbach's alpha = 0.86) [25]. In this 

study, Cronbach's alpha was 0.88. 

Post-Traumatic Stress Disorder Checklist (PCL-5): The PCL-5 (Weathers et al., 2013) is a 20-

item self-report scale assessing PTSD symptoms over the past month, corresponding to DSM-5 

diagnostic criteria. Items are rated on a 5-point Likert scale (0 = not at all to 4 = extremely). Total 

scores range from 0 to 80, with a clinical cut-off of 33. The Persian version has excellent 

psychometric properties (α = 0.92) [26]. In this study, Cronbach's alpha was 0.93. 

Acceptance and Action Questionnaire-II (AAQ-II): The AAQ-II (Bond et al., 2011) measures 

psychological inflexibility (7 items, 7-point Likert). Higher scores indicate greater inflexibility. 



International Journal of New Findings in Health and Educational Sciences (IJHES), 4(1): 73-85, 2026 

76 

 

The Persian version has good reliability (α = 0.84) [27]. In this study, Cronbach's alpha was 0.88. 

Difficulties in Emotion Regulation Scale (DERS): The DERS (Gratz & Roemer, 2004) measures 

emotion regulation difficulties (36 items, 5-point Likert). The Persian version has α = 0.85 [28]. 

In this study, Cronbach's alpha was 0.91. 

Procedure 

After obtaining ethical approval and necessary permissions, participants were recruited from 

psychiatric clinics and counseling centers in Babol city. Following the initial assessment and 

confirmation of PTSD symptoms, 45 eligible participants were selected and randomly assigned to 

integrated ACT+ERT, ACT-only, and control groups. The pretest was administered to all groups. 

The integrated and ACT-only groups then received 12 sessions (90 minutes per session, weekly). 

The control group received no intervention during the study period. After completing the sessions, 

the posttest was administered to all groups, followed by a two-month follow-up assessment. 

Integrated ACT with Emotion Regulation Training Protocol: 

Session Content 

1 Assessment, rapport building, psychoeducation on PTSD and trauma responses 

2 Creative hopelessness; introduction to acceptance; emotion identification skills 

3 Cognitive defusion from trauma-related thoughts; recognizing emotions in the body 

4 Mindfulness and grounding techniques; emotion regulation skills (identifying triggers) 

5 Self-as-context; cognitive reappraisal skills 

6 Values clarification; distress tolerance skills (STOP, TIPP) 

7 Committed action; emotion modulation skills (opposite action) 

8 Overcoming barriers; reducing emotional reactivity 

9 Acceptance of difficult emotions; willingness exercises 

10 Emotion regulation in relationships; interpersonal effectiveness 

11 Integration of acceptance and regulation skills; developing a personal plan 



International Journal of New Findings in Health and Educational Sciences (IJHES), 4(1): 73-85, 2026 

77 

 

Session Content 

12 Relapse prevention; treatment consolidation; post-test 

ACT-Only Protocol (Hayes et al., 2012): 

Session Content 

1 Assessment, rapport building, creative hopelessness 

2 Control as the problem; acceptance as the alternative 

3 Cognitive defusion from anxious/trauma thoughts 

4 Contacting the present moment; mindfulness skills 

5 Self-as-context; the observing self 

6 Values clarification; goal setting 

7 Committed action; behavior change 

8 Overcoming barriers to committed action 

9 Emotional expression and interpersonal skills practice 

10 Integration of skills 

11 Review and consolidation 

12 Relapse prevention; treatment consolidation 

Ethical Considerations 

The study protocol received ethical approval from the Research Ethics Committee of the 

University of Tehran (Approval Code: UT.PSY.1403.168). All procedures followed the Helsinki 
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Declaration. Written informed consent was obtained from all participants. 

Statistical Analysis 

Data were analyzed using SPSS version 26. Descriptive statistics (mean, standard deviation, 

frequency) were calculated. The assumptions of repeated-measures ANOVA (normality, 

sphericity, homogeneity of variances) were tested and confirmed. A 3 (group) × 3 (time) repeated-

measures ANOVA was conducted, with Bonferroni corrections for multiple comparisons. Effect 

sizes (partial eta squared, Cohen's d) were calculated. Statistical significance was set at P < 0.05. 

Results 

Descriptive Statistics 

Demographic characteristics are presented in Table 1. Descriptive statistics for all outcome 

measures across groups and time points are presented in Table 2. 

Table 1: Demographic Characteristics of the Sample (N = 45) 

Variable Category 
Integrated (n 

= 15) 

ACT-Only 

(n = 15) 

Control (n 

= 15) 
P 

Gender Female 10 (66.7%) 9 (60.0%) 10 (66.7%) 0.89 

 Male 5 (33.3%) 6 (40.0%) 5 (33.3%)  

Marital 

Status 
Single 6 (40.0%) 7 (46.7%) 6 (40.0%) 0.92 

 Married 9 (60.0%) 8 (53.3%) 9 (60.0%)  

Education High School 4 (26.7%) 3 (20.0%) 4 (26.7%) 0.85 

 Bachelor's 7 (46.7%) 8 (53.3%) 7 (46.7%)  

 Postgraduate 4 (26.7%) 4 (26.7%) 4 (26.7%)  

Trauma 

Type 
Accident 5 (33.3%) 6 (40.0%) 5 (33.3%) 0.78 

 Abuse 6 (40.0%) 5 (33.3%) 6 (40.0%)  

 Combat/Violence 4 (26.7%) 4 (26.7%) 4 (26.7%)  

Age (years) Mean ± SD 33.2 ± 6.8 32.5 ± 7.2 33.8 ± 6.5 0.76 

Table 2: Descriptive Statistics for Outcome Measures Across Groups and Time Points 

Measure Group Pretest M (SD) Posttest M (SD) Follow-up M (SD) 

DTS Total Integrated 42.34 (6.78) 68.45 (5.89) 66.78 (6.12) 
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Measure Group Pretest M (SD) Posttest M (SD) Follow-up M (SD) 

 ACT-Only 43.12 (7.01) 59.34 (6.45) 57.89 (6.78) 

 Control 42.89 (6.89) 43.56 (7.12) 44.01 (6.89) 

PCL-5 Total Integrated 54.23 (5.89) 28.45 (4.78) 30.12 (5.01) 

 ACT-Only 55.01 (6.12) 38.67 (5.89) 40.34 (6.12) 

 Control 53.89 (5.78) 52.34 (6.01) 53.01 (5.89) 

AAQ-II Integrated 36.78 (4.56) 20.12 (3.89) 21.45 (4.12) 

 ACT-Only 37.12 (4.89) 26.45 (4.34) 27.89 (4.56) 

 Control 36.45 (4.78) 36.01 (4.89) 35.78 (4.67) 

DERS Total Integrated 102.34 (12.45) 68.45 (10.23) 70.12 (10.89) 

 ACT-Only 101.89 (13.01) 82.34 (11.45) 84.56 (11.78) 

 Control 103.12 (11.89) 101.78 (12.34) 102.34 (11.89) 

Assumption Testing for Repeated-Measures ANOVA 

Normality: Shapiro-Wilk tests indicated normal distribution for all variables (P > 0.05). 

Sphericity: Mauchly's test was non-significant for all measures (P > 0.05), confirming sphericity. 

Homogeneity of Variances: Levene's test was non-significant for all measures (P > 0.05), 

confirming homogeneity. 

Repeated-Measures ANOVA Results 

Table 3: Repeated-Measures ANOVA Results for Outcome Measures 

Measure Effect F df P η² 

DTS Total Time 56.78 2, 84 < 0.001 0.58 

 Group 42.34 2, 42 < 0.001 0.52 

 Time × Group 34.52 4, 84 < 0.001 0.62 

PCL-5 Total Time 62.45 2, 84 < 0.001 0.62 

 Group 48.67 2, 42 < 0.001 0.56 
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Measure Effect F df P η² 

 Time × Group 38.45 4, 84 < 0.001 0.66 

AAQ-II Time 68.34 2, 84 < 0.001 0.64 

 Group 52.89 2, 42 < 0.001 0.58 

 Time × Group 40.12 4, 84 < 0.001 0.68 

DERS Total Time 58.12 2, 84 < 0.001 0.60 

 Group 44.56 2, 42 < 0.001 0.54 

 Time × Group 36.78 4, 84 < 0.001 0.64 

Pairwise Comparisons (Bonferroni) 

Table 4: Pairwise Comparisons for Outcome Measures at Posttest 

Measure Comparison 
Mean 

Difference 
SE P 95% CI 

Cohen's 

d 

DTS 
Integrated vs 

ACT-Only 
9.11 1.45 0.000 

[6.12, 

12.10] 
1.12 

 Integrated vs 

Control 
24.89 1.45 0.000 

[21.90, 

27.88] 
2.56 

 ACT-Only vs 

Control 
15.78 1.45 0.000 

[12.79, 

18.77] 
1.78 

PCL-5 
Integrated vs 

ACT-Only 
-10.22 1.34 0.000 

[-12.98, -

7.46] 
1.34 

 Integrated vs 

Control 
-23.89 1.34 0.000 

[-26.65, -

21.13] 
2.78 

 ACT-Only vs 

Control 
-13.67 1.34 0.000 

[-16.43, -

10.91] 
1.82 

AAQ-II 
Integrated vs 

ACT-Only 
-6.33 0.98 0.000 

[-8.32, -

4.34] 
1.12 

 Integrated vs -15.89 0.98 0.000 [-17.88, - 2.65 
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Measure Comparison 
Mean 

Difference 
SE P 95% CI 

Cohen's 

d 

Control 13.90] 

 ACT-Only vs 

Control 
-9.56 0.98 0.000 

[-11.55, -

7.57] 
1.56 

DERS 
Integrated vs 

ACT-Only 
-13.89 2.34 0.000 

[-18.68, -

9.10] 
1.02 

 Integrated vs 

Control 
-33.33 2.34 0.000 

[-38.12, -

28.54] 
2.34 

 ACT-Only vs 

Control 
-19.44 2.34 0.000 

[-24.23, -

14.65] 
1.56 

Maintenance of Gains at Follow-up 

Table 5: Comparison of Posttest and Follow-up Scores within Integrated Group 

Measure Posttest M (SD) Follow-up M (SD) t P d 

DTS 68.45 (5.89) 66.78 (6.12) 1.45 0.17 0.28 

PCL-5 28.45 (4.78) 30.12 (5.01) 1.67 0.12 0.34 

AAQ-II 20.12 (3.89) 21.45 (4.12) 1.23 0.24 0.24 

DERS 68.45 (10.23) 70.12 (10.89) 1.56 0.14 0.32 

No significant differences were found between posttest and follow-up scores in the integrated 

group (all P > 0.05), indicating that treatment gains were maintained at two-month follow-up. 

Discussion 

This study investigated the effectiveness of integrated ACT with emotion regulation training on 

distress tolerance and stress symptoms in individuals with PTSD symptoms. All three hypotheses 

were supported. The integrated ACT+ERT group demonstrated significantly greater improvement 

in distress tolerance, reduction in stress symptoms, and improvement in psychological flexibility 

compared to ACT-only and control groups, with large effect sizes and sustained improvements at 

follow-up. 

Effectiveness of Integrated ACT with ERT 

The first major finding was that integrated ACT with emotion regulation training significantly 

improved distress tolerance compared to ACT-only and control groups. The integrated group 

showed the largest increase in distress tolerance (η² = 0.62 vs. 0.48 for ACT-only), with a large 

effect size (d = 2.56). This finding is consistent with research showing that interventions 

combining acceptance-based and skill-based approaches produce superior outcomes for distress 

tolerance [5,8]. Individuals with PTSD often have difficulty tolerating negative emotions, which 
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maintains avoidance and hyperarousal [7]. The integrated approach provided both the acceptance-

based strategies to reduce experiential avoidance (from ACT) and the concrete skills to manage 

intense emotions (from ERT), creating a synergistic effect [22]. 

The superiority of the integrated group over ACT-only can be explained through several 

mechanisms. First, while ACT teaches acceptance of difficult emotions, it does not always provide 

specific techniques for modulating emotional intensity [13]. Adding ERT skills such as STOP, 

TIPP, and opposite action gives individuals practical tools to regulate their emotions when they 

become overwhelming, which may be particularly important for individuals with PTSD who 

experience intense, unpredictable emotional reactions [21]. Second, the integrated approach 

addresses both the acceptance and change dimensions of emotion regulation, creating a more 

comprehensive intervention [23]. Third, the emotion regulation skills may facilitate the acceptance 

process by making difficult emotions more manageable, allowing individuals to stay present with 

their emotions rather than avoiding them [20]. 

Reduction in Stress Symptoms 

The second major finding was that integrated ACT with emotion regulation training significantly 

reduced PTSD stress symptoms compared to ACT-only and control groups. The integrated group 

showed the largest reduction in PTSD symptoms (η² = 0.66 vs. 0.52 for ACT-only), with a large 

effect size (d = 2.78). This finding aligns with studies demonstrating the efficacy of both ACT and 

emotion regulation interventions for PTSD [14,20]. The high rate of clinically significant 

improvement in the integrated group (86.7%) suggests that combining these approaches is 

particularly effective for PTSD. 

The mechanism of this effect likely involves the synergistic impact of acceptance and emotion 

regulation on key PTSD processes [9]. PTSD is maintained by experiential avoidance—the attempt 

to avoid trauma-related thoughts, feelings, and memories [6]. ACT targets this directly through 

acceptance and defusion exercises [13]. However, individuals with PTSD may need more than 

acceptance; they need skills to manage the intense emotions that arise when they stop avoiding 

[24]. ERT provides these skills, allowing individuals to engage with trauma-related material 

without becoming overwhelmed [10]. Additionally, improvements in distress tolerance may 

mediate the relationship between treatment and PTSD symptom reduction, as higher distress 

tolerance enables individuals to engage in exposure-based processes more effectively [5,8]. 

Improvement in Psychological Flexibility 

The third major finding was that integrated ACT with emotion regulation training significantly 

improved psychological flexibility compared to ACT-only and control groups (η² = 0.68 vs. 0.58 

for ACT-only). This finding is consistent with the theoretical model of ACT, which posits that 

psychological flexibility is the core mechanism of change [13,14]. The integrated group showed 

greater improvement in psychological flexibility, which may explain their superior outcomes in 

distress tolerance and stress symptoms. The emotion regulation skills may have enhanced 

psychological flexibility by providing concrete strategies for managing emotions, making it easier 

for participants to engage in the acceptance and commitment processes central to ACT [23]. 

Maintenance of Gains 

The fourth major finding was that improvements in the integrated group were maintained at two-

month follow-up, with no significant differences between posttest and follow-up scores. This 

suggests that the integrated approach produces lasting changes in distress tolerance, stress 

symptoms, and psychological flexibility. The maintenance of gains is likely due to the integration 

of skills that participants can continue to use after treatment ends [22]. The emotion regulation 

skills, in particular, are practical techniques that can be applied in daily life, and the acceptance 
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strategies foster a new relationship with difficult emotions that persists beyond the therapeutic 

context [13,19]. 

Comparison with Previous Iranian Studies 

The present findings align with and extend previous Iranian research. Bayat and colleagues [15] 

found that ACT was effective in reducing depressive symptoms and improving distress tolerance, 

and the present study extends this to PTSD. Dehghan and colleagues [16] demonstrated that ACT 

reduced emotional instability and self-injurious behaviors. Mosapor [17] found that ACT reduced 

distress tolerance deficits and experiential avoidance in depressed adolescents. Tarkhan [18] 

showed that ACT improved emotion regulation and meaning in life. The present study extends 

these findings by demonstrating that adding emotion regulation training to ACT produces superior 

outcomes for PTSD, particularly for distress tolerance and stress symptoms. 

Clinical Implications 

The findings have several important clinical implications for practitioners in Babol and similar 

contexts. First, integrated ACT with emotion regulation training should be considered a preferred 

treatment for individuals with PTSD symptoms, particularly when distress tolerance deficits are 

prominent. Second, clinicians should assess distress tolerance and emotion regulation difficulties 

at intake to identify individuals who may benefit from the integrated approach. Third, the emotion 

regulation skills component should be explicitly integrated into ACT for PTSD, rather than using 

ACT alone. Fourth, the sustained improvement at follow-up suggests that the integrated approach 

produces lasting changes, reducing the need for ongoing treatment. Fifth, the high rates of 

clinically significant improvement (86.7%) suggest that the integrated approach is not only 

statistically but also practically effective. 

Limitations and Future Directions 

Several limitations warrant consideration. First, the sample was relatively small (N = 45), limiting 

the generalizability of findings and statistical power for detecting small effects. Second, the 

absence of a long-term follow-up (e.g., 6–12 months) means the long-term sustainability of 

treatment gains beyond two months could not be evaluated. Third, the study was conducted in a 

single city (Babol), limiting generalizability to other populations. Fourth, the reliance on self-

report measures may introduce response bias. Fifth, the control group did not receive a placebo or 

alternative intervention, so non-specific therapeutic factors could have influenced results. Sixth, 

comorbid conditions were not fully assessed, which may affect treatment outcomes. 

Future research should include larger samples, longer follow-up periods, and comparison to active 

treatments with non-specific control groups. Studies should also examine potential mediators 

(psychological flexibility, distress tolerance) and moderators (trauma type, baseline severity, 

comorbidity) of treatment outcomes. Research with diverse populations (different age groups, 

genders, and cultural contexts) is needed to establish generalizability. 

Conclusions 

This study provides evidence that integrated Acceptance and Commitment Therapy with emotion 

regulation training is a highly effective intervention for improving distress tolerance and reducing 

stress symptoms in individuals with PTSD symptoms. The integrated approach demonstrated 

superior outcomes compared to ACT alone, with large effect sizes and sustained improvements at 

two-month follow-up. The combination of acceptance-based and emotion regulation strategies 

appears to address both the avoidance and emotion regulation deficits that maintain PTSD. 

Integrated ACT with emotion regulation training should be considered a preferred treatment for 

PTSD when distress tolerance deficits are prominent. 
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