
© 2023 Journal of Education and Health Promotion | Published by Wolters Kluwer - Medknow 1

Comparison of the effect of acceptance 
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Abstract:
BACKGROUND: Self‑care is one of the most important factors affecting the lives of people with 
chronic diseases such as diabetes. This study attempted to compare the effectiveness of acceptance 
and commitment therapy (ACT) and reality therapy on self‑care in type II diabetes patients.
MATERIALS AND METHODS: It was a quasi‑experimental study with pretest–post‑test control 
group design. The statistical population included 100 patients referred to diabetes clinics in Torbat 
Heydariyeh, 2020‑2021. Using available sampling method, 60 patients were selected and randomly 
assigned to three groups of 20 people (2 experimental groups and a control group). Data collection 
instrument included demographic information and standard diabetes self‑care questionnaire. Data 
analysis was performed using analysis of covariance and Bonferroni post hoc test.
RESULTS: The results showed that there was a significant difference between self‑care scores of 
ACT and reality therapy groups compared to control group among type II diabetes patients (P < .05, 
F = 56.55). The effectiveness of ACT and reality therapy interventions on self‑care rates in type II 
diabetes patients is different. The mean of self‑care variable after intervention in the ACT group 
increased compared to reality therapy.
CONCLUSION: Due to the significant effect of ACT treatment on self‑care behaviors of patients with 
type II diabetes, it is recommended that this therapy can be used in diabetes treatment centers to 
promote self‑care and thus improve the control of diabetes in patients.
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Introduction

Diabetes is one of the chronic diseases 
and one of the most important causes of 

death and disability worldwide.[1] Currently, 
about 171 million people in the world suffer 
from this disease, and it is estimated that this 
number will reach 300 million by 2020, while 
its age of onset is declining.[1,2] Moreover, 
the prevalence of this disease in Iran is 
estimated at 6% of the population, that is, 
about 4 million people.[3] Today, diabetes is 

one of the most important health problems 
in the world, which dealing with it affects 
the physical, mental, social, and health 
dimensions of a person.[3,4]

The findings showed that one of the most 
important factors affecting the lives of 
people with chronic diseases is self‑care.[5] 
Self‑care is a multidimensional structure 
that includes lifestyle management, 
increased self‑efficacy, emotional regulation, 
treatment of minor ailments, chronic 
disease management, and post hospital 
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care.[6] Diabetes self‑care activities, as a necessary first 
step in empowering the patient, require attention to 
diet, physical activity, blood sugar monitoring, and 
compliance with prescribed medications.[7]

In patients with type II diabetes, more than 95% of the 
treatment process is performed by the patient and the 
treatment team has little control over the patient in the 
intervals between appointments.[8] This requires more 
attention to the promotion of self‑care activities, which 
include various dimensions such as physiological, social, 
emotional, and spiritual. Therefore, these patients require 
special self‑care behaviors throughout life.[9,10]

Self‑care is an active and practical process that is led 
by the patient and is essential to prevent short‑term 
and long‑term complications. Mora found that self‑care 
activities, in addition to improving the life quality of 
individuals, have a very important role in reducing 
treatment costs.[11]

Today, several psychological therapies have been 
proposed to improve the living conditions of patients with 
chronic medical diseases. Psychological interventions 
performed on patients with diabetes can be divided 
into three categories: support groups, coping skills 
training, and psychotherapy.[12] Acceptance and 
commitment therapy (ACT) group is among the 
psychological treatments affecting chronic diseases. In 
the ACT approach, psychological distress in individuals 
is the product of trying to control or avoid negative 
thoughts and emotions.[13] In treatment sessions with 
this approach, individuals are advised to accept what 
is beyond their personal control and to pay attention 
to the actions, behaviors, and activities that lead to a 
better life without prejudice.[14] The goal of ACT is to 
strengthen the processes of acceptance, failure, self as a 
context, communication with the present, clarification 
of values, and participation in a valuable activity.[15] The 
basic structure and concept in ACT is that psychological 
suffering and reflection are created by avoiding 
experiences, intertwined cognitions, failing to meet 
behavioral needs, and not conforming to core values.[14,16]

Another effective psychological approach to patients 
involved in a chronic disease is reality therapy. It is 
one of the latest efforts of therapists to describe human 
beings, determine the rules of behavior, and how to 
achieve satisfaction, happiness, and self‑care in diabetic 
patients. In reality therapy, confrontation with reality, 
responsibility, and evaluation of right and wrong 
behaviors are emphasized. The individual is responsible 
not only for his actions but also for his thoughts and 
feelings.[17] This therapy tries to make the person know 
the short‑term and long‑term goals of his life. Explain 
them explicitly, evaluate ways to achieve their goals, 

choose among them the methods that will lead to better 
results, and experience a more positive feeling toward 
yourself.[18]

Meta‑analysis studies have shown that although it 
is important to investigate background factors in the 
treatment of diabetes, it was not considered in the 
previous psychological treatments,[8] while this issue 
is weighted in the present study. Considering the 
importance of self‑care in patients with type II diabetes 
and the practical role of psychological therapies in 
improving the quality of life of people with diabetes and 
the importance of examining more effective therapies in 
them, the present study compares the effectiveness of 
ACT with reality therapy on self‑care in type II diabetes 
patients.

Materials and Methods 

Study design and setting
It was a quasi‑experimental pretest and post‑test 
control group study. The statistical population included 
100 patients referred to diabetes clinics in Torbat‑e 
Heydariehe in 2020‑2021. Among them, 60 people who 
obtained score lower than the cut‑off in the self‑care 
questionnaire were selected by available sampling 
method. Then, participants were randomly assigned 
to three groups of 20 people (ACT and reality therapy 
groups and control group). The Consort diagram for the 
research is shown in Figure 1.

Inclusion criteria were age more than 40 years, attending 
meetings regularly, not having obvious physical and 
psychological problems, and not being placed in the 
treatment groups of ACT and reality therapy. Exclusion 
criteria were absence for more than three sessions, 
unwillingness to continue cooperating and attending 
sessions, and having serious physical or psychological 
problems other than diabetes.

Data collection instrument and technique
In this study, self‑care questionnaire was used. 
Diabetes self‑care questionnaire was developed by 
Toobert, Hampson, and Glasgow[19] and has 15 items. 
The questions allow individuals to report the quality 
of their diabetes‑related self‑care activities over the 
past 7 days. The questionnaire included 6 subscales of 
diabetes, exercise, blood glucose test, insulin injection or 
antidiabetic pill, foot care, and smoking. A Likert‑scale 
scoring method with eight options that give each 
behavior a score from 0 to 7, with the exception of the 
smoking behavior, which scores from 0 to 1 is used. 
In this questionnaire, the total scores are classified 
between 73 to 99 of good self‑care, 47 to 72 of moderate 
self‑care, and 0 to 46 of poor self‑care. Hamadzadeh 
et al.[20] reported its reliability through Cronbach’s alpha 
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coefficient of 0.84. They also confirmed the validity of 
this questionnaire. In Islami et al.[21] study, Cronbach’s 
alpha for the structure of self‑care behaviors and the 
whole sample were 0.66 and 0.68, respectively, and the 
validity of 0.75 was obtained.

Here, after obtaining the necessary permits from the 
University of Medical Sciences, three previously assigned 
groups answered the self‑care questionnaire. Then the 
experimental group of ACT received for 9 weeks and 
twice a week and each session for 90 minutes with 
respect to the treatment protocol of Honarparvaran 
et al.[22] The reality therapy experimental group received 
treatment for 10 weeks and twice a week and each 
session for 90 minutes based on the Glaser treatment 
protocol. The control group did not receive any 
intervention. After the intervention sessions, post‑test 
was performed on all three groups. At the end, to 
observe ethical considerations, the control group was 
suggested to undergo positive psychotherapy if they 
wished. The content session of ACT and reality therapy 
is summarized in Tables 1 and 2, respectively.

Ethical consideration
All ethical considerations in this study including 
the principle of confidentiality and volunteering to 
participate were observed. The present study was 
approved by Islamic Azad University, UAE Branch with 
ethics code No IR.IAU.SRB.1401.037.

Data analysis
Quantitative data were expressed as mean and 
standard deviation. Data analysis was done using 

SPSS software version 21 and multivariate analysis of 
covariance (MANCOVA).

Results

The descriptive characteristics of participants are shown 
in Table 3. Also, the mean and standard deviation of the 
studied variables are presented in Table 4.

At first, the assumptions of before analysis were 
examined. The test of homogeneity of variance of 
the self‑care variable was investigated. The value of 
Chi‑squared statistic is equal to 0.020 and P value = .089; 
thus, the hypothesis of equality of variances has been 
observed. As can be seen in Figure 2, the assumption of 
homogeneity of the regression line slope is also observed 
for the self‑care variable.

The analysis of covariance (ANCOVA) was used to 
analyze the data and results are presented in Table 5. As 
per the results, self‑care scores before the intervention had 
an effect on the self‑care score after the test (in general, 
if the pretest scores are effective, its value is controlled 
not to affect the final results). The results of the corrected 
model showed that the value of F statistic is 56.55 and 
P value <.05, which shows that after removing the effect 
of self‑care pretest scores and adjusting the effect of the 
confounder variable, there was a significant difference 
between the mean self‑care scores after the intervention 
in the control group, ACT, and the reality therapy group.

Moreover, to evaluate the maximum effect of research 
groups on changing self‑care scores, Bonferroni post hoc 

Assessed for eligibility (n = 100)

Randomized (n = 60)

Excluded (n = 8)
• Not meeting inclusion criteria (n = 15)
• Declined to participate (n = 7)
• other reasons (n = 0)

Allocated to intervention (n = 20)
Received allocated intervention (n = 20)  
Did not receive allocated intervention
(give reasons) (n = 0)

Allocated to intervention (n = 20)
Received allocated intervention (n = 20)
• Did not receive allocated intervention
  (give reasons) (n = 0)

Analysed (n = 20)
Excluded from analysis (give reasons)
(n = 0)

Analysed (n = 20)
Excluded from analysis (give reasons)
(n = 0)

Figure 1: The Consort diagram for the research
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Table 2: Reality therapy protocol
Sessions Session content
First Introduction and general acquaintance with the format of sessions, creating psychotherapy, performing tests and designing the 

problem of registering a positive self‑introduction on a page by clients
Second Recognizing the 5 basic human needs, listing the basic needs with your own efforts and consultant’s help and examining the 

importance of meeting these needs
Third Asking for an overview of their current employment and cohabitation and investigating the causes.
Fourth Explaining about general behavior and its four components (action, thought, feeling, physiology) and teaching that a person is 

able to directly control action and thought, and the other two components of behavior can be done only indirectly by controlling 
action and thought.

Fifth Determining the degree of access or failure to use current behavior and action for employment and examining how their current 
behavior can help members achieve their goals and needs.

Sixth Receiving feedback from the previous session, helping people understand their current behavior and feelings, and downplay the 
past in their current behavior and emphasizing internal control over employment.

Seventh Familiarizing people with their responsibilities and helping them accept and increase their responsibility for choosing behaviors 
and strategies that lead to a tendency to despair and reduce happiness in employment.

Eighth Receiving feedback from the previous session, determining the importance of planning to get things done faster and better, and 
making the best use of time and learn proper planning to achieve other goals in married life.

Ninth Familiarity with issues of change and commitment, and presenting tasks, however small, based on increasing self‑esteem, 
valuable self‑concept until the next meeting and getting a written commitment from members to implement it and not accepting 
any excuses.

Tenth Receiving feedback from previous sessions, reviewing and re‑emphasizing members’ acceptance of responsibility, helping 
individuals to replace internal control, facing reality, making ethical judgments about right and wrong behavior, be in the present 
and now, and finally the process of change which leads to a decrease in anxiety and an increase in positive emotions.

Table 1: Acceptance and commitment therapy protocol
Sessions Purposes Content
First Familiarity and building trust. Basic acquaintance with the authorities and establishing a relationship and 

building trust and conducting a pre‑test.
Second Explaining about diabetes and its types, review 

of treatments related to diabetes, its costs and 
benefits, psychological education.

Review of treatments related to diabetes and its costs and benefits, 
psychological education, rest and hospitality, providing homework.

Third Assessing patients’ expectations of ACT. Discussion of their experiences, assessing the individual’s willingness to 
change, assessing patients’ expectations of ACT, and providing homework.

Fourth Avoid painful experiences and be aware of the 
consequences of avoidance.

Explaining the concept of acceptance and its difference with the concepts 
of failure, despair, denial, resistance and… Expressing the permanence of 
the admission process and its non‑intermittency, talking about the problems 
and challenges of accepting diabetes, explaining about avoiding painful 
experiences and awareness of consequences of avoidance

Fifth Introduction and understanding of self‑reinforced 
fusion, application of cognitive fusion 
techniques.

Introducing and understanding self‑reinforced fusion, application of cognitive 
fusion techniques, intervention in the performance of problematic language 
chains and metaphors; Undermining your waste with thoughts and emotions

Sixth Demonstrating separation between self and 
inner experiences and observed behavior as 
context.

Demonstrating separation between self and inner experiences and 
behaviors observed as context, weakening self‑concept and self‑expression 
in these exercises, training participants to focus on their activities such as 
breathing and walking.

Seventh Identifying the values of patients’ lives and 
specifying and focusing on these values and 
paying attention to their power of choice.

Identifying the values of patients’ lives and clarifying and focusing on these 
values and paying attention to their power of choice, using mindfulness 
techniques with emphasis on the present

Eighth Differences between values, goals, mistakes, 
and possible internal and external barriers to 
pursuing values

Explaining the differences between values and goals and common mistakes 
in choosing values, listing the most important values and possible obstacles 
in their pursuit by members and sharing with others, group discussion 
on values‑related goals and characteristics of specific goals that can be 
evaluated and realistic and in line with personal values, identifying three 
of the most important values of the members and determining the goals of 
the follower, each of those values and identifying actions and behaviors to 
achieve those goals.

Ninth Review and summary Understanding the nature of desire and commitment (commitment to 
action training): identifying behavioral plans in accordance with values and 
creating a commitment to act on them, expressing points about the concept 
of recurrence and readiness to deal with it, reviewing assignments and 
concluding meetings with clients
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test was used, which the results are given in Table 6. The 
results showed that the difference between ACT and 
reality therapy group was significant. In general, the 
highest increase in self‑care has been observed in ACT. 
The results of the difference between the groups are also 
shown in Figure 3.

Discussion

This study compared the effectiveness of two therapies 
on self‑care behaviors in diabetic patients. The results 
showed that the effectiveness of ACT and reality therapy 
interventions on self‑care was different among type II 
diabetes patients and in general the highest increase in 
self‑care was observed in ACT. The results obtained from 
our study confirmed the findings of previous studies. 
For example, Baseri et al.[23] investigated the effect of 
ACT on cognitive emotion regulation and emotional 
malaise in patients with type II diabetes and the results 
showed an increase in cognitive emotion regulation and 
decreased emotional malaise in patients with type 2 
diabetes influenced by this psychological approach. 

Abdollahi et al. also showed that ACT affect the self‑care 
behaviors of people with type II diabetes.[24] Molavi et al. 
concluded that self‑care in the stage immediately after 
the intervention has a significant difference between 
the means of both experimental and control groups.[25] 
Rashidi et al.[26] and Maghsoudi et al.[27] achieved similar 
results and showed that the effectiveness of ACT in the 
experimental group leads to a significant increase in 
self‑care activities in patients with type II diabetes.

Explaining that ACT has a greater effect on self‑care 
than type of reality therapy in type II diabetic patients, 
it should be noted that in ACT, thoughts and feelings 
are considered important and related to overt behavior. 
That is, in ACT, instead of simply focusing on reducing 
the symptom, the context in which the symptom occurs, 
such as disturbing thoughts or anxiety, occurs, and then 
the client is helped to act in a way that is consistent 
with his or her values. In fact, ACT is less focused on 
reducing symptoms and more focused on increasing 
quality of life[13] because during ACT, people learn to 
accept their feelings without avoidance and focus more 
on the annoying content of their thoughts with a more 
conscious focus on their thinking process to get rid of 
them and relate it to a purpose‑based action. Increased 
acceptance in people with diabetes causes them to pay 
more attention to themselves and their health and to 
perform self‑care behaviors better and more that is to 
try to take prescribed medications and take insulin 
on time, do more physical activity, and measure their 
daily blood sugar, all of which improve metabolism. Yu 
et al.[7] argued that clarifying values and internalizing 
committed action during ACT motivates group members 
to continue and adhere to treatment. In addition, the 
two important processes of ACT, namely being in the 
present time and the self, are formed as a context during 
the acquisition of mindfulness skills in ACT, both of 
which increase clients’ awareness of themselves and their 
current needs and this awareness helps to perpetuate 
self‑care behaviors in patients.

Gregg et al.[28] believed that if patients with diabetes do 
not find the necessary motivation for self‑care behaviors, 

Table 4: Mean and standard deviation of the studied 
variables among participants
Group Pretest, Mean±SD Posttest, Mean±SD
ACT 34.00±8.60 59.90±8.47
Reality therapy 35.40±10.04 47.40±9.19
Control 37.05±7.90 38.75±8.74

Table 3: Demographic characteristics of the 
participants
Variable Experimental group Control 

groupACT Reality therapy
Gender

Male 11 (55%) 10 (50%) 9 (45%)
Female 9 (45%) 10 (50%) 11 (55%)

Age
31‑40 years 4 (20%) 5 (25%) 5 (25%)
41‑50 years 4 (20%) 6 (30%) 5 (25%)
51‑60 years 7 (35%) 5 (25%) 7 (35%)
>60 years 5 (25%) 4 (20%) 3 (15%)

Level of Education
Diploma 5 (25%) 5 (25%) 6 (30%)
Bachelor’s degree 9 (45%) 9 (45%) 9 (45%)
Master’s degree and higher 6 (30%) 6 (30%) 5 (25%)

Figure 2: Investigating the similarity of the relationship between the self‑care 
variable, before and after the intervention between the three groups

Table 5: Analysis of covariance related to self‑care 
variable in control group, ACT and reality therapy 
groups
Source MSE 

total
df Mean 

MSE
F Sig. Etha 

square
Corrected model 6333.456 3.00 2111.152 45.340 0.0009 0.708
Fixed effect 2318.108 1.00 2318.108 49.784 0.0009 0.471
Self‑care 1810.822 1.00 1810.822 38.890 0.0009 0.410
Group 5266.937 2.00 2633.468 56.557 0.0009 0.669
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they do not understand the importance of recommended 
behaviors in their diabetes management and do not have 
the necessary skills to create behaviors to affect their 
quality of life in the long run. ACT takes steps in these 
three areas and is therefore expected to have more lasting 
effects on individual behavior.

Hayes et al.[14] believe that the clarification of values and 
the internalization of committed action, which takes 
place during ACT, give the group members enough 
motivation to continue and adhere to the treatment. 
In addition, two important processes of ACT, that is, 
contact with the present and oneself as a background 
during the acquisition of mindfulness skills, are formed 
in the ACT, both of which make the clients aware of 
themselves and their current needs increase and this 
awareness helps to continue self‑care behaviors in 
patients.[29] However, in reality therapy, confrontation 
with reality, responsibility, and evaluation of right and 
wrong behaviors are emphasized and the person learns 
that he is responsible not only for his actions but also 
for his thoughts and feelings.[30] This means that a type 2 
diabetes patient is not a victim of his or her past and 
present, unless he or she wants to be less self‑reliant as 
a result of diabetes. Although this therapeutic approach 
is used for both normal and abnormal behaviors and for 
the development of self‑care methods,[17] so the difference 
between the effectiveness of ACT and reality therapy 
interventions on self‑care seems reasonable in patients 
with type II diabetes.

The limitedness of the statistical population to type II 
diabetes patients was one of the limitations of the present 
study. It is recommended that due to the important role 
of the therapies of ACT and reality therapy in long‑term 

Figure 3: The difference between the treatment groups and the control group

care, including timely use of medication, nutrition, and 
exercise, etc., in health policy related to chronic diseases 
should be considered.

Conclusion

Due to the significant effect of ACT treatment on 
self‑care behaviors of patients with type II diabetes, it 
is recommended that this treatment be used in diabetes 
treatment centers in the country to promote self‑care and 
thus improve the control of diabetes in patients.
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