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Abstract 

Of the several processes that purportedly contribute to psychological flexibility, that of 

enhancing self-as-context, or 
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Comparing a Brief Self-as-Context Exercise to Control-Based and 

 Attention-Placebo Protocols for Coping with Induced Pain 

Over the last decade an increasingly large body of clinical and research literature has 

been accumulated concerning acceptance and commitment therapy (ACT; Hayes, Strosahl, & 

Wilson, 2012).  ACT is a transdiagnostic approach based on a unified model of human 

functioning that promotes psychological flexibility as “the ability to 
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As recently detailed by Levin and his colleagues (2012), laboratory-based studies have 

documented significant positive effect sizes for components within ACT that ostensibly target 

each of the  processes within the hexaflex with the exception of self-as-context.  This absence 

results not from any negative findings that have emerged from investigating ACT-related 

procedures and exercises designed to enhance self-as-context, but from a general absence of any 

laboratory-based research that has attempted to isolate components that purportedly foster this 

process. Self-as-context within ACT is defined as witnessing private events from a particular 

vantage point (Hayes, Strosahl, & Wilson, 1999) and as being integral to perspective taking 

(McHugh & Stewart, 2012).  In particular, it is the perspective from which we are capable of 

observing the continual flow of thoughts, sensations, feelings, and other private events, while 

maintaining a distinction between sensing and what is sensed (Hayes, Strosahl, & Wilson, 1999).  

The behavior of “seeing that I am seeing,” for example, ostensibly contributes to psychological 

flexibility as it promotes contact with the present moment and provides a context for defusion 

from thoughts and other private events that may otherwise occasion experiential control (Hayes, 

1984; Hayes et al., 2012).   

It seems pertinent to note that while self-as-context has most often been conceptualized in 

a somewhat limited way as transcendent perspective taking (Hayes, Strosahl, & Wilson, 1999), it 

has recently been viewed more expansively as situated within a wider array of related 

psychological experiences; such as empathy, compassion, and self-compassion; that are thought 

to emerge from similar types of verbal-social interactions (i.e., deictic relational framing; Hayes 

et al., 2012). 
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Method 

Participants.   Participants included college students enrolled in psychology courses who 

received extra credit for participation.  We first prescreened them through an online system with 

the Acceptance and Action Questionnaire (AAQ; Hayes et al., 2004).  The AAQ is a self-report 

inventory of psychological inflexibility consisting of nine items (e.g., “When I feel depressed or 

anxious, I am unable to take care of my responsibilities”) rated on a 7-point scale.   Total scores 

range from 9 – 63, with higher scores reflecting higher levels of psychological inflexibility. 

Although an updated version of the AAQ (i.e., AAQ-II; Bond et al., 2011) is now available, it 

had not yet appeared in print when we began this project.  In addition, we opted to use the 

original AAQ because our familiarity with it in screening participants in similar projects.   

 Students who received AAQ scores ≥ 26 were invited to participate in this study, with 

122 agreeing to do so.  This cut-off score falls within one standard deviation of the AAQ mean 

and was selected based on previous research indicating that individuals with greater levels 

psychological flexibility (i.e., lower AAQ scores) tend to display higher pain tolerance (Zettle et 

al., 2005).  Accordingly, we used this criterion to minimize any potential ceiling effects 
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Pain-related measures.   We collected four pain-related measures derived from other 

studies (Hayes, Bissett, et al., 1999; Zettle et al., 2005) during each of two presentations of the 

cold pressor.  We determined threshold by measuring with a stopwatch how long participants 

kept their hand under the icy water before indicating that the experience was painful.  We also 

measured tolerance with a stopwatch as the total length of time that participants kept their hand 

immersed in the water up to 5 min.  Endurance, a measure of how long participants were able to 

cope with the painful experience, was calculated as tolerance minus threshold.  For the final pain 

measure, we asked participants to indicate the intensity of pain experienced during the cold 

pressor according to a 10 cm long visual analogue scale. 

Protocols.  We assigned our 122 participants via a random number generator to one of 

three protocols until an equal number (n = 22) within each completed both cold pressors and 

successfully passed manipulation and treatment integrity checks.  This yielded an aggregate total 

of 66 participants after eliminating those who immersed their hands for the entire duration of the 

cold pressor’s initial presentation (n = 46) or failed the checks following its second presentation 

(n = 10).    

Each protocol provided a rationale about pain and its management that participants 

listened to via headphones for approximately 20 min.
1
  The protocols were presented on CDs in 

order to minimize possible experimenter bias by limiting interactive contact with participants. 

Generic self-as-context protocol (G-SAC).  We told participants the following before 

presenting this protocol to them:  

This strategy is designed to explore the possibility of relating to the 

experience of pain in a way that differs from what you are accustomed to. 
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The purpose of this strategy is not to eliminate or somehow control your 

pain, but rather to see if it is possible to change your experience of pain by 

viewing it from a different perspective as something that is apart from 

you. 

G-SAC was based on the observer exercise presented in Hayes, Strosahl, and Wilson 

(1999, pp. 193-195), but was altered slightly by adding the following segment: 

Notice that unpleasant experiences, such as pain, that you may struggle 

with and try to change are not you anyway. No matter how this struggle 

turns out, you will be there, unchanged.  See whether you can take 

advantage of this connection to let go just a little bit of whatever 

unpleasant sensations and experiences you may struggle with. 

Control-based protocol (CB).  We introduced this protocol by saying the following:  

The purpose of this strategy is to introduce you to several techniques that 

can be used in managing and controlling pain. These techniques may 

represent an extension and refinement of several things you may already 

have learned how to do in coping with pain. 

CB was developed based on a traditional cognitive-behavioral approach to pain provided 

by Turk et al. (1983) and presented several strategies designed to help participants control and 

modify thoughts and emotions related to the experience of pain. Specifically, participants were 

instructed in and encouraged to use relaxation techniques, such as deep breathing, cognitive 

restructuring techniques, such as self-talk, and positive imagery.  
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(pre-post) ANOVAs on each of the variables.   The only significant effects that were detected 

were for measurement occasion for threshold, λ = .87, F(1,63) = 9.64, p < .01, ηp² = .13; 

tolerance, λ = .73, F(1,63) = 23.9, p < .01, ηp²  = .28, and endurance, λ = .77, F(1,63) = 18.06, p < 

.01, ηp² = .22, suggesting a  possible placebo effect and/or demand characteristic in which all 

three protocols were equally efficacious in improving the ability of participants to cope with 

pain.  Of these two possibilities, an equivalence in demand characteristics would seem the less 

probable, given that the expressed purposes of both CB (“managing and controlling pain”) and 

AP (“better able to manage it”) explicitly suggested pain reduction, while G-SAC (“not to 

eliminate or somehow control your pain”) deliberately avoided doing so.  However, if any such 

differential demand characteristics were present, they were not reflected in the value and utility 

ratings. 

Alternatively, the overall findings could also reflect a “practice effect” in which all three 

protocols were inert and participants simply became more tolerant of the pain upon experiencing 

it a second time.  In order to further explore this possibility, we conducted a series of paired-

samples, one-tailed t-tests within each of the protocol conditions.  As can be seen in Table 3, all 

of the protocols significantly increased pain tolerance, while only CB and AP increased pain 

threshold and endurance, suggesting that the overall findings could not be simply attributed to 

either a practice or placebo effect.  None of the protocols led to significant reductions in pain 

intensity.  This particular finding is not that unusual as other studies have reported similar results 

for ostensibly active interventions.  For instance, Sharpe et al. (2010) found that brief relaxation 

and metacognitive attention training conditions were equally ineffective in decreasing the 

intensity of cold pressor-induced pain.  



SELF-AS-CONTEXT EXERCISE  15 
 

Another lens through which we viewed differences in the relative impact of the three 

protocols in increasing pain tolerance involved a comparison of effect sizes. Within-condition 

effect sizes reported in Table 3 were compu
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Although sensations like pain may come, they will pass in time.  Yet while 

these sensations come and go, notice that in some deep sense that “you” 

does not change.  Allow yourself to realize this as an experienced event, 

not as a belief. . .   Every time you have experienced pain, you’ve been 

there noticing it. . .  You have had many experiences of physical pain in 

the past and the part of you that was able to notice those sensations then, is 

the same part of you that is here now and able to notice pain. . . No matter 
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reported during the interview portion of the manipulation check that they had not used the 

strategies presented on the CD. Thus, a total of 38 participants (63%) were eliminated from 

further analyses with nearly half of them (47%, n = 18) due to a failure to pass the manipulation 

check or apply the protocol.   We had not expected such a high proportion of dismissed 

participants
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contextualized to pain.  Unlike all of the protocols of Study 1, C-SAC was also unexpectedly 

associated with a significant decrease 
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It seems less clear to us why the large effect size for C-SAC o
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selecting a self-as-context-related component that could be presented in this manner.  However, 

more could have been done as our assistants were not blind to protocol assignment in 

administering  the postintervention cold pressor, the manipulation and treatment integrity checks, 

and the value and utility scales.  It would be desirable in future research to further minimize 

potential bias effects by ensuring that those who interact with participants remain blind to the 

protocols presented to them. 

The most obvious limitations to external validity  are hardly unique to our project, but 

apply to analogue research in general.  As with the majority of other laboratory component 

studies (Levin et al., 2012), our participants were college students who may not be representative 

of other nonclinical populations.  Consequently, it may be useful to determine if our overall 

findings are replicable with community samples that may differ from ours in age and educational 

background, for example.   Perhaps a more germane concern regarding the generalizability of our 

findings is whether they would extend to presenting a contextualized version of the observer 

exercise to those faced with other psychological and biological challenges.  For instance, because 

pain is a more ubiquitous experience, contextualizing the observer exercise for use with the cold 

pressor may prove to be more viable than modifying it to assist participants about to encounter 

induced panic-like symptoms (e.g., Feldner et al., 2003).   

The ability to generalize our overall findings to clinical populations who struggle with 

pain more generally, and chronic pain, in particular, may also be restricted.   Pain induced by the 

cold pressor is more analogous to acute pain inherent in certain medical procedures, such as 

injections and changing of wound/burn dressings.  Traditional cognitive-behavioral therapies that 

incorporate many of the same strategies included in the CB protocol of Study 1; such as 

relaxation techniques, imagery, and use of coping self-statements; represent an empirically 
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supported approach for acute, procedure-related pain (e.g., Powers, 1999).  While cognitive-

behavioral interventions have also been shown to be efficacious in targeting chronic pain 

(Morley, Eccleston, & Williams, 1999), those receiving ACT have reported greater satisfaction 

with their treatment (Wetherell et al., 2011).  The degree to which ACT for chronic pain is 

appreciably enhanced by components focused on self-as-context, such as the observer exercise, 

however, is an empirical question that cannot be adequately addressed by merely extending our 

findings, but only through further research. 

A final limitation on the external validity of our findings that is more specific to our 

project and not endemic to analogue research more broadly, concerns the relatively higher 

proportion of participants (i.e., 30% of the total participant pool) who were excluded for failing 

the manipulation and treatment integrity checks of Study 2.  Participants in general found it 

easier to understand and apply the control-based protocol than those dealing with self-as-context, 

and had relatively more difficulty with C-SAC than G-SAC.  On first consideration, such 

findings might suggest that control-based therapeutic approaches to pain management may have 

wider applicability and utility than those, such as ACT, that seek to enhance flexible perspective 

taking.  The strong empirical support that ACT has received in treatment of chronic pain, 

however, would argue against such an interpretation, as would we believe some further reflection 

on how the observer exercise was presented within our two studies compared to how it is 

introduced and presented clinically.   

Because of the cultural dominance of the experiential control agenda and the 

counterintuitive nature of the perspective the observer exercise seeks to foster, it does not seem 

surprising that college students, particularly those less fluent in English as suggested by some of 

the findings of Study 2, would find grasping and applying it to be a challenge.   However, when 
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Footnotes 

 
1
Copies of CDs used in both studies may be obtained by contacting the first author. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



SELF-AS-CONTEXT EXERCISE  34 
 

Table 1 

 
     Means and Standard Deviations for Value and Utility Scale Ratings of  Protocols 

 

  Value Utility   

Protocol M SD M SD 
 1.  G-SAC

a 
6.15 4.13 6.41 3.62 

 2.  CB 8.00 2.66 8.13 2.91 
 3. AP 5.80 3.32 6.02 3.74 
 4. C-SAC

b 
8.68 3.76 7.66 3.76 

       
 

Statistical Analyses 

 

F                                      3.51                                        1.77 

p                                      0.02                                        0.16 

np
2
                                      .11                                          .06 

 

Comparisons                   4 ˃ 3                                        N/A 

_______________________________________________________________________ 
 

a
Denotes generic self-as-context protocol of Study 1. 

b
Denotes contextualized self-as-context protocol of Study 2 
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Table 2 

 

     Characteristics of Participants in the Two Studies  

     

Variable       Study 1 (N = 66)  Study 2 (N = 22) 

 

M SD 

 

  M SD 

 

AAQ   35.36 6.37 33.00 4.32 

Age 21.58 5.79 21.27 4.14 

     

 

N % N    % 

 

Ethnicity    

   White 38 58 13 59 

   Black 10 15 1 4 






