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Abstract  
Introduction: The purpose of this study was to investigate the effectiveness of the positive intervention 

developed in this research in reducing the symptoms of generalized anxiety disorder and to compare 

it with cognitive-behavioral therapy.  

Method: This study was a semi-experimental research with a pretest-posttest control group design. 

The study sample included 45 people with generalized anxiety disorder who were selected by 

convenience sampling method by referring to the Welfare Counseling Center in Mashhad. The 

participants were randomly assigned to two experimental groups (positive/cognitive-behavioral) and 

one control group. For the experimental groups, positive intervention was performed for eight sessions 

and cognitive-behavioral therapy for 10 sessions. 

Result: The results suggested that positive intervention and cognitive-behavioral therapy significantly 

reduced anxiety, negative affect, interpretation bias, autobiographical memory bias and rumination, 

and significantly increased positive affect and psychological flexibility. Comparative results of positive 

intervention and cognitive-behavioral therapy demonstrated that there was no significant difference in 

the effectiveness of the two methods. 

Conclusion: Due to the lack of a positive intervention protocol for generalized anxiety disorder and its 

effectiveness in improving more symptoms in this disorder, it is suggested that the effectiveness of the 

developed positive intervention protocol be further investigated by researchers and therapists. 
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Introduction 

Anxiety disorders, as a group of psychiatric disorders, are among the most common mental 

disorders in the world [1]. Epidemiological studies display that the overall prevalence of this 

disorder in Iran is 15.6% and the prevalence of Generalized Anxiety Disorder (GAD) is 5.2% 

[2]. GAD is characterized by persistent feelings of anxiety and worry at most times and in 

many situations from physical health to financial, family and work issues. This disorder 

interferes with the individual’s functioning and if symptoms persist for a long period of time, 

they debilitate and have a destructive effect on the person’s life [3]. In GAD, abnormalities 

have been identified in five areas: emotional abnormalities, cognitive abnormalities, 

adjustment abnormalities, abnormal mental preoccupation and abnormal worldview [4]. 

Emotional abnormalities include lack of positive affect, increased negative affect and 

emotional avoidance [5, 6]. Cognitive abnormalities comprise worry, attention bias, 

interpretation bias, memory bias and cognitive avoidance [7]. Adjustment abnormalities 

consist of people with GAD using problematic adjustment styles. Inefficient mental 

preoccupation manifests itself in the form of rumination [8] and abnormal worldview refers  
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to looking at the world without optimism and being 

distrustful of the future [4].  

GAD becomes chronic if left untreated and is less likely to 

improve by itself. Given the fact that chronic state and 

long periods of GAD r cause negative and multifaceted 

effects on the individual, family and social life of patients, 

if people with this disorder do not receive proper 

treatment, they will be grappling with this problem most 

of the time. Therefore, the development of appropriate 

and effective therapies is one of the main priorities of 

researchers in this field [9]. 

In recent years, the pathological approach to the study of 

human health has been criticized, and the absence of 

symptoms of mental illness is not an indicator of health. 

Rather, happiness, self-confidence and such positive 

characteristics indicate health and the main goal of a 

person in life is to promote his own abilities [10]. 

Following these challenges, the positive psychology 

movement emerged, and scientists managed to explore 

patterns and positive therapeutic interventions to prevent 

and treat disorders. The results of empirical studies 

confirm that positive interventions, in addition to 

reducing anxiety, depression and emotional distress, can 

also promote happiness, life satisfaction, optimism and 

well-being in individuals [10, -14]. Also, positive therapy 

has been shown to be effective in a number of disorders, 

including anxiety disorders [15]. 

 In a review of studies in the field of positive interventions, 

the researcher concluded that loving-kindness meditation 

interventions, kind deeds and gratitude exercises can be 

used as effective interventions for GAD [4]. A review of 

research on these three positive interventions revealed 

that their effectiveness in improving the symptoms of 

GAD has been proved [16-19]. The effectiveness of each 

of these interventions has been evaluated separately for 

several symptoms of GAD. For example, the effectiveness 

of loving-kindness meditation in reduced anxiety [20], 

increased positive affect, decreased negative affect [21] 

and improved memory bias [22] has been proved. 

Moreover, gratitude exercises have been demonstrated to 

be effective in interpretation bias [23], memory bias 

through making positive memory more accessible [24], 

reduced anxiety and increased positive affect [25] and 

enhanced psychological flexibility [26]. In the 

investigation of kind deeds, its effectiveness in reducing 

anxiety [27], increasing positive affect [16] and decreasing 

rumination [28] has been proved in various studies. Based 

on the results of the studies about the effectiveness of 

three interventions of loving-kindness meditation, 

gratitude exercises and kind deeds in improving the 

symptoms of GAD, the researcher decided to develop a 

multifaceted positive intervention and examine its 

effectiveness in improving the symptoms of GAD. To 

further evaluate and ensure the effectiveness of the 

mentioned protocol, cognitive-behavioral therapy was 

used as the first line of treatment for GAD for 

comparisons. Thus, the purpose of this study was to 

investigate the effectiveness of positive intervention in the 

symptoms of GAD and also to compare this intervention 

with cognitive-behavioral therapy. 

Method 

The statistical population of the present study comprises 

all people with GAD who referred to psychological 

counseling centers under the supervision of the Welfare 

Organization in Mashhad in 2020. 

From the above statistical population, 45 women who met 

the inclusion criteria of the present study were chosen by 

convenience sampling method and were randomly 

assigned to two experimental groups and one control 

group. The research inclusion criteria were as follows: a 

diagnosis of GAD by a specialist and its confirmation by a 

Structured Clinical Interview for DSM-5 Disorders (SCID) 

and GAD Scale (GAD-7) and no history of drug use to treat 

GAD. The exclusion criteria included a history of receiving 

other psychological therapies in the past six months, 

failure to complete a full course of treatment, suffering 

from other psychological disorders and substance abuse 

and the presence of other comorbid disorders (such as 

panic disorder). 

Initially, by referring to the counseling center of Mashhad 

Welfare Organization, the clients who were diagnosed 

with GAD by the counselors working in the center were 

selected and examined clinically by the evaluator (PhD in 

Clinical Psychology working in the Welfare Organization 

counseling center). Then, 7-item GAD Scale was 

administered to the participants. Finally, according to the 

inclusion and exclusion criteria, 45 clients were selected 

and were randomly divided into two experimental and 

control groups, each containing an equal number of 

subjects. During the research, six people were withdrawn 

from the study (14 in the positive intervention group, 12 

in the cognitive-behavioral therapy group and 13 in the 

control group). Prior to starting the study, the participants 

were assured that their information would be kept 

confidential and that the results would be used for 

research purposes only. After the participants’ agreement 

on attending the research, a written consent was obtained 

to participate in the research. The control group was also 

placed on a waiting list to be treated after the study. 

The present study was a pretest-posttest semi-

experimental research design with two experimental 

groups (positive intervention and cognitive-behavioral 

intervention) and one control group. In this project, the 

independent variable is the type of intervention 

(positive/cognitive-behavioral) and the dependent 

variables are anxiety, positive and negative affect, 

interpretation bias and autobiographical memory bias, 

psychological flexibility and rumination in people with 

GAD. The control group did not receive any intervention. 

Before starting the study, the participants were 

assured that their information would be protected 

and the results of the work would be used only for 

research purposes. After agreeing with the 

participants to participate in the research, a written 

consent form was received from them to 

participate in the research. 

The tools used in this study were as follows: 

Structured Clinical Interview for DSM-5 Disorders 

(SCID): The diagnostic interview is conducted by a 
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psychiatrist or psychologist and is based on the diagnostic 

criteria for GAD in the DSM-5. 

7-item Generalized Anxiety Disorders Scale (GAD-7): 

This questionnaire was developed by Spitzer and et al. 

with the aim of creating a brief measure to diagnose GAD 

and assess the severity of patients’ clinical symptoms. This 

scale contains seven main questions and one additional 

question that measures the effect of the disorder on 

individual, social, family and occupational functions of 

patients. In terms of scale reliability, the calculated alpha 

coefficient is equal to 0.85. According to the research by 

Nainian et al. [29], the Persian version of GAD-7 Scale has 

acceptable validity and reliability and is able to distinguish 

people with GAD from non-patients. 

Positive and Negative Affect Schedule (PANAS): This 

scale was developed by Watson et al. in 1988 and includes 

10 items for each of the subscales of positive and negative 

affect. The questions are designed on a five-point scale (1 

= very little, to 5 = very much). The interpretation of the 

PANAS positive and negative emotion scale is that a higher 

score in each subscale indicates a higher intensity of 

positive and negative emotion in it. 

 Watson et al. reported the internal consistency 

coefficients of 0.88 and 0.87, respectively, for the 

subscales of positive affect and negative affect and 

obtained the test-retest reliability coefficients of 0.68 and 

0.71, respectively, for positive affect and negative affect 

with an interval of eight weeks [30]. According to 

Bakhshipour et al.'s [31] research, this tool has an 

acceptable construct validity. Internal consistency 

coefficient (alpha coefficient) was reported to be 0.85 for 

both positive and negative affect scales.  

Interpretation Bias Questionnaire-Revised: The original 

version of this questionnaire was applied in 1983 by Butler 

et al. [32]  to compare the interpretation of events in 

people with anxiety disorder and depressive disorder and 

normal subjects.  

Amir et al. [33] also reviewed this questionnaire in terms 

of content, form and items to examine the interpretation 

bias in people with social anxiety disorder and presented 

their final or revised form. The revised form of the 

interpretation questionnaire has two versions; one related 

to self (22 items) and the other related to other people (22 

items). In the version related to self, the alpha coefficient 

was equal to 0.85 and in the version related to others, the 

alpha coefficient was equal to 0.88 [33]. In the study by 

Hedayati et al. [34] the content validity and face validity of 

both versions were estimated. Internal consistency of the 

version related to self (an alpha coefficient of 0.83) and 

the version related to others (an alpha coefficient of 0.79) 

was obtained in outpatients. In this study, the version 

related to self has been used. 

Autobiographical Memory Test (AMT): This test was 

developed in 1986 by Williams et al. and has 60 stimulus-

words with emotional connotation. Kaviani et al. [35] 

validated 15 words out of these 60 words for the Iranian 

population. These are 15 stimulus-words with positive 

emotional connotation (five positive words), negative 

emotional connotation (five negative words) and neutral 

emotional connotation (five neutral words). The study of 

the psychometric indices of this test indicates the test 

validity for examining the autobiographical memory. They 

also reported the internal consistency of 0.86 by 

calculating the Cronbach’s alpha coefficient [35] . 

Psychological Flexibility Questionnaire (PFQ): This 

questionnaire was developed by Ben-Itzhak et al. in 2014. It 

consists of 20 items and five subscales. The subscales include 

positive interpretation of change (five items), defining 

oneself as a flexible person (five items), defining oneself as 

an open-minded and creative person (three items), 

interpreting reality as dynamic (four items) and changeability 

and interpretation of reality as multifaceted (three items). The 

questionnaire reliability through Cronbach’s alpha method 

has been obtained to be 0.918. For the questionnaire validity, 

construct validity and convergent validity were investigated. 

For construct validity, five factors of the questionnaire 

explained 66.8% of the total variance. For convergent validity, 

a positive correlation was obtained between the mentioned 

questionnaire with the Openness Scale and the Self-Efficacy 

Scale [36]. In examining the psychometric properties of this 

questionnaire in Iranian students, the questionnaire's 

reliability was 0.89. Additionally, the questionnaire's validity 

was measured with the help of construct validity, and five 

factors of the questionnaire explained 83.59% of the total 

variance [37]. 

Ruminative Response Scale (RRS): This scale was 

developed by Nolen-Hoeksema et al. It evaluates negative 

mood responses and consists of two subscales of 

ruminative responses and distraction responses, each 

containing 11 expressions. Treynor et al. [38] reported an 

alpha coefficient of 0.90 and test-retest reliability of 0.68 

for this scale. In the study by Farrokhi et al. [39], the 

questionnaire's reliability was obtained to be 0.78 through 

Cronbach’s alpha coefficient. In construct validity, the 

factors of the questionnaire explained 78% of the total 

variance and the concurrent validity of the questionnaire 

was obtained through correlation with Beck Depression 

Inventory and Wells Metacognition Questionnaire (0.87 

and 0.72, respectively). 

After sampling, a pretest was initially conducted and then 

for the first experimental group, positive intervention was 

performed during eight sessions of one hour (one session 

per week). For the second experimental group, cognitive-

behavioral therapy was conducted in ten sessions of one 

hour (one session per week), but the control group 

received no intervention and was placed on a waiting list. 

At the end of the treatment sessions, in the posttest 

phase, the research sample was re-evaluated by the 

assessment tools used in the pretest. 

Cognitive-Behavioral Therapy Protocol: Cognitive-

behavioral therapy is a combination of cognitive and 

behavioral approaches. This type of treatment helps the 

patient recognize distorted thinking patterns and 

dysfunctional behaviors. In order to be able to change 

these distorted thoughts and dysfunctional tasks, regular 

discussions and precisely organized behavioral tasks are 

used [40]. The treatment protocol used in this study was 

Aaron Beck and David A. Clark's cognitive behavioral 

therapy protocol [41]. 

Positive Intervention Protocol: Positive intervention 
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includes a positive therapy model. Kind deeds, gratitude 

exercises and loving-kindness meditation are the 

components of this therapy model. The researcher 

reviewed the existing research on these components and 

developed the present positive intervention. 

Table 1. Description of Cognitive-behavioral Therapy Sessions 

First session Introducing and establishing a therapeutic relationship, examining clients’ problems 

Second session Explaining the cognitive-behavioral therapy model and the logic of treatment 

Third session 
Teaching the identification of cognitive thoughts, working with automatic thoughts, filling 

out unhealthy thoughts note sheet 

Fourth session Investigating cognitive distortions, presenting an anxiety profile discovery sheet 

Fifth session 
Categorizing dysfunctional beliefs, challenging dysfunctional beliefs through Socratic 

dialogue 

Sixth session Training relaxation and assertiveness, providing profit and loss sheets 

Seventh session Identifying the type of concerns, depicting and describing the concern model 

Eighth session Correcting cognitive errors, replacing anxious thoughts with normal thinking 

Ninth session Using alternative interpretations, practicing the normalization approach 

Tenth session Reviewing the work done and completing the treatment process 

Table 2. Description of Positive Intervention Sessions 

First session 

Reviewing the structure and goals of the sessions, introducing, introducing positive 

psychology and gratitude, meditation and kindness.  

Assignment: Being aware of the thoughts and reactions of the participants during the days of 

the week 

Second session 

Explaining the importance of self-love, peace of mind and loving-kindness meditation 

Assignment: Practicing loving phrases for 5 to 10 minutes during the day, such as: O’God, 

protect me from danger; O’God, give me mental happiness; O’God, give me physical health; 

O’God, give me a comfortable life 

Third session 

Explaining the importance and place of gratitude and types of gratitude 

Gratitude task: Preparing a gratitude notebook, writing five blessings daily for which you are 

grateful. 

Loving-kindness meditation task: Practice of a benevolent person; in this exercise, they focus 

on the person they respect and direct loving phrases towards him/her 

Fourth session 

Discussing the benefits of kindness and positive relationships with others and ways to improve 

positive relationships 

Kindness task: Performing 5 loving acts during a week 

Loving-kindness meditation task: Practice of a dear friend; in this exercise, they direct 

expressions of love and friendship towards someone they are particularly interested in.  

Gratitude task: Appreciating 5 people who are influential in their life 

Fifth session 

Talking about emotions and symptoms of the disease 

Kindness task: Performing 5 loving acts during a week 

Loving-kindness meditation task: Practice of a neutral person; they concentrate for 10 minutes 

each day and direct loving phrases towards a neutral person.  

Gratitude task: Appreciating themselves for the 5 good things they have done. 

Sixth session 

Reviewing the exercises of the previous sessions 

Kindness task: Performing 5 loving acts during a week 

Loving-kindness meditation task: Practice of a maladjusted person; they concentrate for 10 

minutes every day and direct loving phrases towards a maladjusted person. 

Gratitude task: Appreciating God for the 5 blessings they have in life. 

Seventh session 

Reviewing the exercises of the previous sessions 

Kindness task: Performing 5 loving acts during a week 

Loving-kindness meditation task: Practice of love and friendship to all beings; they concentrate 

for 10 minutes every day and send loving phrases to all beings in the world. 

Gratitude task: Daily counting of 5 blessings for which they are grateful 

Eighth session 
Reviewing the assignments, summing up the effects of gratitude, kindness and meditation on 

physical and mental health and completing the treatment process 

Results 

After collecting the data, in the descriptive section, 

statistical indicators related to each of the research 

variables, such as mean and standard deviation, were 

applied to describe the data and in the inferential section, 

the analysis of covariance (ANCOVA) test and post hoc 

test with Bonferroni correction were used for inferential 

analysis of the findings. 

The demographic characteristics of the sample 

were as follows: All participants were aged 

between 20 and 30 years; 45% were 

undergraduates and 55% were postgraduates; 

42.5% were single and 57.5% were married; all of 

the participants were female; 35.90% formed the 

positive intervention group, 30.77% formed the 

cognitive-behavioral therapy group and 33.33% 

formed the control group.  

The mean and standard deviation of pretest and posttest 
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scores in the studied groups have been provided in Table 3. 

The assumption of homogeneity of variances of the three 

groups for the research variables was examined by the 

Levene’s test, the results of which are displayed in the 

Table 4. The Levene’s test results for all variables 

demonstrate that it is not statistically significant. Hence, 

the assumption of homogeneity of variances has been 

observed.

Table 3. Mean and SD of Scores of Dependent Variables in Studied Groups in the Pretest and Posttest 

Dependent variable Intervention Group description Mean SD 

Anxiety 

Positive 
Pretest 18.93 1.62 

Posttest 8.8 1.32 

Cognitive-behavioral 
Pretest 19.16 1.27 

Posttest 9.17 2.89 

Control 
Pretest 18.83 1.47 

Posttest 19.17 1.19 

Negative affect 

Positive 
Pretest 36.4 4.7 

Posttest 19.67 3.61 

Cognitive-behavioral 
Pretest 36.33 5.28 

Posttest 22.25 7.82 

Control 
Pretest 39.83 5.37 

Posttest 38.92 4.72 

Positive affect 

Positive 
Pretest 17.4 4.1 

Posttest 36.4 4.9 

Cognitive-behavioral 
Pretest 15 3.64 

Posttest 29.67 3.77 

Control 
Pretest 13.67 2.19 

Posttest 12.92 2.02 

Interpretation bias 

Positive 
Pretest 64.20 6.89 

Posttest 42.25 4.68 

Cognitive-behavioral 
Pretest 50.65 8.50 

Posttest 44.27 4.90 

Control 
Pretest 64.20 6.89 

Posttest 62.31 4.09 

Autobiographical 

memory 

Positive 
Pretest 3.33 0.83 

Posttest 6.47 0.97 

Cognitive-behavioral 
Pretest 4.17 0.94 

Posttest 6.83 1.03 

Control 
Pretest 3.50 1 

Posttest 3.42 1.08 

Psychological 

flexibility 

Positive 
Pretest 31.80 8.49 

Posttest 70.80 14.96 

Cognitive-behavioral 
Pretest 28.58 10.19 

Posttest 42.25 17.31 

Control 
Pretest 26.67 9.05 

Posttest 26.42 8.32 

Rumination 

Positive 
Pretest 65.67 8.32 

Posttest 25.20 4.52 

Cognitive-behavioral 
Pretest 63.67 6.45 

Posttest 29.42 11.49 

Control 
Pretest 67.75 11.60 

Posttest 67.33 11.87 

Table 4. Levene’s Test Results to Investigate the Homogeneity of Variances for the Scores of the Three Groups in Research Variables 

Variable Test statistic P 

Anxiety 1.85 0.17 

Negative affect 2.539 0.093 

Positive affect 2.568 0.091 

Interpretation bias 2.826 0.072 

Autobiographical memory 0.898 0.415 

Psychological flexibility 0.46 0.50 

Rumination 2.193 0.126 

The results of analysis of covariance to compare the 

posttest scores of the research variables after adjusting 

the pretest scores have been shown below. 

According to the results of Table 5, the F-values of the 

interaction between the independent variable and the 

covariate are 0.64 for anxiety, 2.589 for negative affect, 

0.109 for positive affect, 0.889 for interpretation bias, 
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0.815 for autobiographical memory, 2.343 for 

psychological flexibility and 0.334 for rumination, which 

are not significant (significance level of greater than 0.05). 

Therefore, it can be concluded that the assumption of 

homogeneity of regression slopes has been observed for 

the research variables and the analysis of covariance can 

be used. 

Furthermore, the results of Table 5 indicate that in all 

variables, there is a significant difference between the 

positive intervention group and the cognitive-behavioral 

therapy group and the control group in the scores of 

individuals (significance level of less than 0.05). As a result, 

it can be found that there is a significant difference at least 

between the two groups out of the three groups in the 

posttest scores of the research variables. 

The Bonferroni test has been used to compare the means 

of independent groups under four groups. Thus, to 

evaluate the difference between the groups, a post hoc 

test with Bonferroni correction was employed.  

The results of Table 6 suggest that there is a 

significant difference between the positive 

intervention group and the control group in the 

posttest scores of all the research variables. 

Moreover, a significant difference was found 

between the cognitive-behavioral therapy group 

and the control group in the posttest scores. 

However, there is no significant difference between 

the cognitive-behavioral therapy group and the 

positive intervention group in the posttest scores. 

Table 5. Results of analysis of covariance to compare the posttest scores of variables after adjusting the pretest scores in the groups 

under study 

Variable 

Source of 

change 

Sum of 

squares 

Degree of 

freedom 

Mean 

square 

F 

statistic 
P Impact 

Anxiety 

Pretest*group 4.49 2 2.25 0.64 0.53 0.004 

Group 865.865 2 432.928 118.31 0.000 0.868 

Negative affect 

Pretest*group 54.016 2 27.008 2.589 0.090 0.136 

Group 1785.926 2 879.463 77.286 0.000 0.815 

Positive affect 

Pretest*group 3.381 2 1.690 0.109 0.897 0.007 

Group 3389.269 2 1694.648 114.637 0.0001 0.868 

Interpretation bias 

Pretest*group 44.142 2 22.071 0.889 0.421 0.051 

Group 2094.872 2 1047.436 42.479 0.0001 0.708 

Autobiographical 

memory 

Pretest*group 9.425 2 4.712 0.815 0.424 0.373 

Group 84.059 2 42.029 46.004 0.0001 0.724 

Psychological 

flexibility 

Pretest*group 594.643 2 297.322 2.343 0.112 0.124 

Group 10477.370 2 5238.685 38.339 0.000 0.687 

Rumination 

Pretest*group 416.039 2 208.020 0.334 0.719 0.020 

Group 12149.612 2 6074.806 103.651 0.0001 0.856 

Discussion 

The present study sought to investigate the effectiveness 

of a positive treatment protocol for GAD to improve the 

symptoms of this disorder including anxiety, positive and 

negative affect, interpretation bias, autobiographical 

memory bias, psychological flexibility and rumination. To 

compare the effectiveness of this protocol with other 

therapeutic approaches, cognitive-behavioral therapy was 

selected to better determine the effectiveness of this 

treatment. Thus, while reviewing the research literature on 

the areas of abnormality and deficit in GAD and 

identifying the effective factors in improving these 

abnormalities, a treatment protocol including gratitude 

exercises, kind deeds and loving-kindness meditation was 

developed. As the results show, the positive intervention 

could affect the dependent variables (anxiety, negative 

affect, positive affect, interpretation bias, biographical 

memory bias, psychological flexibility and rumination). 

Similar results were obtained for cognitive-behavioral 

therapy. However, results revealed no significant 

difference between the positive and cognitive-behavioral 

interventions in terms of effectiveness in the dependent 

variables. So far, no research has examined the protocol 

developed in this study. Meanwhile, the results of the 

studies about the effectiveness of loving-kindness 

meditation, gratitude exercises and kind deeds are 

consistent with the results of the present study. The 

effectiveness of loving-kindness meditation has been 

demonstrated in reducing anxiety [20], increasing positive 

affect and decreasing negative affect [21] and improving 

memory bias [22]. Similarly, the effect of gratitude 

exercises on reduced anxiety and increased positive affect 

[25], interpretation bias [23], memory bias through 

making positive memory more accessible [24] and 

enhanced psychological flexibility [26] has been proved. 

Finally, the effect of kind deeds on reducing anxiety [27], 

increasing positive affect [16] and decreasing rumination 

[28] has been proved in studies. 

The findings are the same as the main assumption of 

positive interventions. In this approach, it is assumed that 

the creation of positive emotions, engagement, the 

meaning of life, and the development of capabilities 
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reduce emotional and cognitive problems [24]. Also, 

increasing social and friendly communication through 

acts of kindness can increase positive feelings, create 

optimism and flexibility [13].

Table 6. Post hoc Test with Bonferroni Correction for Pairwise Comparisons of Groups in Research Variables 

Variable Group Group Mean difference 
Standard 

deviation 
P 

Anxiety 

Positive 
Cognitive-behavioral -0.367 0.741 1 

Control -10.367 0.741 0.0001 

Cognitive-

behavioral 

Positive 0.367 0.741 1 

Control -10 0.781 0.0001 

Control 
Positive 10.361 0.741 0.0001 

Cognitive-behavioral 10 0.781 0.0001 

Negative affect 

Positive 
Cognitive-behavioral -2.583 2.141 0.707 

Control -19.250 2.141 0.0001 

Cognitive-

behavioral 

Positive 2.583 2.141 0.707 

Control -16.667 2.257 0.0001 

Control 
Positive 19.250 2.141 0.0001 

Cognitive-behavioral 16.667 2.257 0.0001 

Positive affect 

Positive 
Cognitive-behavioral -2.65 3.09 0.069 

Control 23.483 1.498 0.0001 

Cognitive-

behavioral 

Positive 2.65 3.09 0.069 

Control 3.750 1.579 0.0001 

Control 
Positive -23.483 1.498 0.0001 

Cognitive-behavioral -3.750 1.579 0.0001 

Interpretation 

bias 

Positive 
Cognitive-behavioral -8.817 3.235 0.30 

Control -19.817 3.235 0.0001 

Cognitive-

behavioral 

Positive 8.817 3.235 0.30 

Control -11 3.409 0.008 

Control 
Positive 19.817 3.235 0.0001 

Cognitive-behavioral 11 3.409 0.008 

Autobiographical 

memory 

Positive 
Cognitive-behavioral -0.367 0.367 0.973 

Control 3.050 0.367 0.0001 

Cognitive-

behavioral 

Positive 0.367 0.367 0.973 

Control 3.417 0.387 0.0001 

Control 
Positive -3.050 0.367 0.0001 

Cognitive-behavioral -3.417 0.387 0.0001 

Psychological 

flexibility 

Positive 
Cognitive-behavioral 0.047 0.551 1 

Control 44.383 5.472 0.0001 

Cognitive-

behavioral 

Positive -0.047 0.551 1 

Control 15.833 5.768 0.028 

Control 
Positive -44.383 5.472 0.0001 

Cognitive-behavioral -15.833 5.768 0.028 

Rumination 

Positive 
Cognitive-behavioral -4.217 3.702 0.787 

Control -42.133 3.702 0.0001 

Cognitive-

behavioral 

Positive 4.217 3.702 1 

Control -37.917 3.903 0.0001 

Control 
Positive 42.133 3.702 0.0001 

Cognitive-behavioral 37.917 0.781 0.0001 

One of the other important principles in positive 

interventions is appreciation and gratitude, and its 

effectiveness has been shown in various studies [19-22]. 

Gratitude exercises made people learn the principle of 

positive thinking and speaking positively and increased 

positive emotions and also increased positive feedback 

from the people around them. Apart from this, in this 

intervention, people were taught to focus on positive 

things in life. The goal was to actually strengthen the 

positive aspects, not to change the negative aspects of a 

person's life. This is because humans are naturally more 

capable of remembering negative experiences. 

Meditation exercises are one of the effective interventions 

in reducing rumination, as a result of which anxiety and 

attention bias are also improved [18]. 

Concerning the comparison of the positive intervention 

and cognitive-behavioral therapy, the results indicated 

that there is no significant difference between the two 

interventions in improving the symptoms of GAD. No 

research has so far compared the positive intervention 

protocol developed in this study with cognitive-

behavioral therapy for the treatment of GAD. However, a 

limited number of studies have compared other positive 

interventions with cognitive-behavioral therapy. For 

example, Ghazanfari et al. [42] in their research compared 

Rashid’s positive intervention with cognitive-behavioral 

therapy in the treatment of academic rumination and 

academic stress of gifted female students and observed 

no significant differences between the two methods. 

Kiamarsi et al. [43] compared the positive therapy [24] 

with cognitive-behavioral therapy in psychological well-
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being of perfectionist students and did not find a 

significant difference between the two treatments. These 

two studies obtained results consistent with the results of 

the present research. 

On the other hand, Jabbari et al. [13] compared the 

effectiveness of a positive educational package with 

cognitive-behavioral training in reducing the symptoms 

of depression, anxiety and stress and increasing life 

satisfaction of female adolescents. The results of their 

study displayed that the positive training is more effective 

than cognitive-behavioral training in reducing depressive 

symptoms and dysfunctional attitudes and increasing life 

satisfaction and happiness, and the effectiveness of these 

two types of training in reducing anxiety and stress 

symptoms is not significantly different and both of them 

are effective in decreasing these problems. Perhaps the 

difference in the existing findings can be attributed to the 

difference in positive interventions or the difference in the 

study groups. 

Conclusion 

Since according to the results, the positive protocol 

developed in this study could be effective in the treatment 

of GAD, further study of this effect in anxious patients in 

Iran is necessary. The lower number of sessions and the 

simplicity and ease of positive protocol techniques are 

among its advantages over cognitive-behavioral therapy. 

In practice, considering the tendency of medical systems 

and clients to effective and at the same time short-term 

treatment methods, it is necessary to evaluate the 

effectiveness of such a new method. By revealing the 

results of this study and considering its effectiveness, one 

can take a step towards meeting this growing need. 

Conflict of Interest 

The authors declare no conflicts of interest. 

Ethical Approval 

This study is taken from the doctoral thesis approved 

under the number 96/17/349 in Al-Zahra University. All 

ethical considerations were applied in this study. 

Acknowledgment 

The author thanks Mashhad Welfare Counseling Center 

for its cooperation in this study.  

References 
1. Essau CA, Lewinsohn PM, Lim JX, Ho MR, Rohde P. Incidence, 

recurrence and comorbidity of anxiety disorders in four major 
developmental stages. J Affect Disord. 2018;228:248-53. DOI: 

10.1016/j.jad.2017.12.014 

2. Hajebi A, Motevalian A, Rahimi-Movaghar A, Sharifi V, Amin-
Esmaeili M, Radgoodarzi R, et al. Major anxiety disorders in 

Iran: Prevalence, sociodemographic correlates and service 

utilization. BMC Psychiatry. 2018;18. DOI: 10.1186/s12888-
018-1828-2 

3. Robichaud M, Dugas MJ. The Generalized Anxiety Disorder 

Workbook: A Comprehensive CBT Guide for Coping with 
Uncertainty, Worry, and Fear: New Harbinger Publications; 

2015. URL: 

https://books.google.com/books?id=VRaKoAEACAAJ 
4. Watkins PC, McCurrach D. Exploring how gratitude trains 

cognitive processes important to well-being.  Perspectives on 

Gratitude: Routledge; 2016. p. 41-54. DOI: 

10.1080/17439760.2014.927909 

5. Merz EL, Roesch SC. Modeling trait and state variation using 

multilevel factor analysis with PANAS daily diary data. Journal 

of Research in Personality. 2011;45(1):2-9. DOI: 

10.1016/j.jrp.2010.11.003 
6. Zapater-Fajarí M, Crespo-Sanmiguel I, Pérez V, Hidalgo V, 

Salvador A. Subjective Memory Complaints in young and older 

healthy people: Importance of anxiety, positivity, and cortisol 
indexes. Personality and Individual Differences. 

2022;197:111768. DOI: 10.1016/j.paid.2022.111768 

7. Goossen B, van der Starre J, van der Heiden C. A review of 
neuroimaging studies in generalized anxiety disorder: “So where 

do we stand?”. Journal of Neural Transmission. 

2019;126(9):1203-16. DOI: 10.1007/s00702-019-02024-w 
8. Crocker J, Canevello A. Egosystem and ecosystem: Motivational 

perspectives on caregiving. Moving beyond self interest. 

2012;211:223.DOI:10.1093/acprof:oso/9780195388107.003.00
59 

9. Beheshti N, Zemestani M, Rezaei F. Comparing the 

effectiveness of cognitive behavioral therapy focused on 
intolerance of uncertainty and pharmacotherapy on worry, 

intolerance of uncertainty, and cognitive avoidance in patients 

with generalized anxiety disorder. Iranian Journal of Psychiatry 

and Clinical Psychology. 2018;24(3):240-55. DOI: 

10.32598/ijpcp.24.3.240 

10. Rashid T. Strength-Based Assessment.  Positive Psychology in 
Practice2015. p. 519-42. DOI: 10.1002/9781118996874.ch31 

11. Taghvaienia A, Alamdari N. Effect of Positive Psychotherapy on 

Psychological Well-Being, Happiness, Life Expectancy and 
Depression Among Retired Teachers with Depression: A 

Randomized Controlled Trial. Community Mental Health 

Journal. 2020;56(2):229-37. DOI: 10.1007/s10597-019-00471-z 
12. Vaishnavi S, Thenmozhi S, Chander RJ. Effectiveness of 

positive psychology intervention in promoting happiness and 

altering attributional style among emerging adults. International 
Journal of Happiness and Development. 2022;7(4):331-53. DOI: 

10.1504/IJHD.2022.128031 

13. Jabbari M, Shahidi S, Mootabi F. Effectiveness of Group 
Intervention based on Positive Psychology in Reducing 

Symptoms of Depression and Anxiety and Increasing Life 

Satisfaction in Adolescent Girls. Iranian Journal of Psychiatry 
and Clinical Psychology. 2015;20(4):296-87.URL:  

14. Honarmand Zadeh R, Sajjadian I. Effectiveness of Positive 

Group Intervention on Psychological Wellbeing, Resiliency and 
Happiness of Foster Care Adolescent Girls. Positive Psychology 

Research. 2016;2(2):35-50. DOI:10.22108/ppls.2016.21335 

15. Pressman SD, Jenkins BN, Moskowitz JT. Positive Affect and 
Health: What Do We Know and Where Next Should We Go? 

Annual Review of Psychology. 2019;70(1):627-50. DOI: 

10.1146/annurev-psych-010418-102955 
16. Alden LE, Trew JL. If it makes you happy: engaging in kind acts 

increases positive affect in socially anxious individuals. 
Emotion. 2013;13(1):64.DOI: 10.1037/a0027761 

17. Young KS, Sandman CF, Craske MG. Positive and Negative 

Emotion Regulation in Adolescence: Links to Anxiety and 
Depression. Brain Sciences. 2019;9(4):76. DOI: 

10.3390/brainsci9040076 

18. Watkins PC, McLaughlin T, Parker JP. Gratitude and Subjective 
Well-Being: Cultivating Gratitude for a Harvest of Happiness. 

In: Management Association IR, editor. Research Anthology on 

Rehabilitation Practices and Therapy. Hershey, PA, USA: IGI 
Global; 2021. p. 1737-59. DOI: 10.4018/978-1-7998-3432-

8.ch088 

19. Watkins PC. Gratitude and the good life: Toward a psychology 

of appreciation: Springer; 2013. DOI: 10.1007/978-94-007-

7253-3 

20. Carson JW, Keefe FJ, Lynch TR, Carson KM, Goli V, Fras AM, 
et al. Loving-Kindness Meditation for Chronic Low Back Pain: 

Results From a Pilot Trial. Journal of Holistic Nursing. 

2005;23(3):287-304. DOI: 10.1177/0898010105277651 
21. West TN, Don BP, Fredrickson BL. Attachment insecurity 

moderates emotion responses to mindfulness and loving-

kindness meditation in adults raised in low socioeconomic status 
households. Emotion. 2022;22(6):1101. DOI: 

10.1037/emo0001049 

22. Reilly EB, Stuyvenberg CL. A Meta-analysis of Loving-
Kindness Meditations on Self-Compassion. Mindfulness. 2022. 

DOI: 10.1007/s12671-022-01972-x 

file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx


Comparative Application of Positive Intervention and Cognitive-behavioral Therapy 

Int J Behav Sci Vol.17, No.2, Summer 2023 72 

23. Watkins PC, Sparrow A, Pereira A, Suominen S, editors. Are 

gifts better than goods? Benefits are better when experienced 

with gratitude. Annual Convention of the American 

Psychological Association, Honolulu, HI, USA, July; 2013. 

24. Seligman ME, Steen TA, Park N, Peterson C. Positive 

psychology progress: empirical validation of interventions. 
American psychologist. 2005;60(5):410. DOI: 10.1037/0003-

066x.60.5.410 

25. Nelson DW, Knight AE. The power of positive recollections: 
Reducing test anxiety and enhancing college student efficacy and 

performance. Journal of Applied Social Psychology. 

2010;40(3):732-45. DOI: 10.1111/j.1559-1816.2010.00595.x 
26. Hirsch CR, Mathews A. A cognitive model of pathological 

worry. Behaviour Research and Therapy. 2012;50(10):636-46. 

DOI: 10.1016/j.brat.2012.06.007 
27. Ko K, Margolis S, Revord J, Lyubomirsky S. Comparing the 

effects of performing and recalling acts of kindness. The Journal 

of Positive Psychology. 2021;16(1):73-81. DOI: 
10.1080/17439760.2019.1663252 

28. Kashdan TB, Weeks JW, Savostyanova AA. Whether, how, and 

when social anxiety shapes positive experiences and events: A 
self-regulatory framework and treatment implications. Clinical 

Psychology Review. 2011;31(5):786-99. DOI: 

10.1016/j.cpr.2011.03.012 

29. Naeinian MR, Shaeiri MR, Sharif M, Hadian M. To Study 

Reliability and Validity for A Brief Measure for Assessing 

Generalized Anxiety Disorder (GAD-7). Clinical Psychology 
and Personality. 2011;9(1):41-50. DOI: 

20.1001.1.23452188.1390.9.1.5.7 

30. Watson D, Clark LA, Tellegen A. Development and validation 
of brief measures of positive and negative affect: the PANAS 

scales. Journal of personality and social psychology. 

1988;54(6):1063. DOI: 10.1037/0022-3514.54.6.1063 
31. Joshanloo M, Bakhshi A. The factor structure and measurement 

invariance of positive and negative affect. European Journal of 

Psychological Assessment. 2015. DOI: 10.1027/1015-
5759/a000252 

32. Butler G, Mathews A. Cognitive processes in anxiety. Advances 

in Behaviour Research and Therapy. 1983;5(1):51-62.DOI: 
10.1016/0146-6402(83)90015-2 

33. Amin N, Foa EB, Coles ME. Negative interpretation bias in 

social phobia. Behav Res Ther. 1998;36(10):945-57. DOI: 
10.1016/s0005-7967(98)00060-6 

34. Hedayati F, Torkan H. Predicting Multiple Relationships of 

Attention, Post-Event Processing and Interpretation (Self 

Related) with Social Anxiety of Isfahan Students. Quarterly of 

Applied Psychology, 15 (1): 25. 2021;47:2. DOI: 

10.52547/apsy.2021.215793.0 

35. Kaviani H, Rahimi-Darabad P, Naghavi H. Autobiographical 
memory retrieval and problem-solving deficits of Iranian 

depressed patients attempting suicide. Journal of 

Psychopathology and Behavioral Assessment. 2005;27(1):39. 
DOI: 10.1007/s10862-005-3264-0 

36. Ben-Itzhak S, Bluvstein I, Maor M. The psychological flexibility 

questionnaire (PFQ): Development, reliability and validity. 
2014. DOI: 10.9754/journal.wmc.2014.004606 

37. Safarzaei m, Ameri F, Mehrinejad SA, Khodabakhsh R, 

Peivastegar M. Psychometric properties of the Psychological 
Flexibility Questionnaire among students. Journal title. 

2020;14(2):50-65. DOI: 10.52547/rph.14.2.50 

38. Treynor W, Gonzalez R, Nolen-Hoeksema S. Rumination 
Reconsidered: A Psychometric Analysis. Cognitive Therapy and 

Research. 2003;27(3):247-59. DOI: 10.1023/A:1023910315561 

39. Farrokhi H, Seyedzadeh I, Mustafapour V. Investigating 
Reliability, Validity and Factor Structure of the Persian Version 

of the Positive and Negative Belief Rumination Scale and 

Rumination Response Scale. The Journal of New Advances In 

Behavioral Sciences. 2017;2(14):21-37.URL: 

http://ijndibs.com/article-1-145-fa.pdf 

40. Dehshiri GR. The Effectiveness of Cognitive-Behavior Therapy 
on Anxiety and Worry of People with Generalized Anxiety 

Disorder. Journal of Clinical Psychology. 2012;4(2):19-28. DOI: 

10.22075/jcp.2017.2085 
41. Clark DA, Beck AT. The anxiety and worry workbook : the 

cognitive behavioral solution. New York: Guilford Press; 

2012.DOI: 10.1016/j.cbpra.2012.06.004 
42. Gadampour E, Ghazanfari F. Impacts of Positive Psychotherapy 

Compared to Cognitive Behavioral Therapy on Academic 

Rumination and Stress of Female Gifted Students. 2019. DOI: 
10.22075/jcp.2020.17113.1623 

43. Kiamarsi A, Narimani M, Sobhi N, Mikaeili N. The effectiveness 

of cognitive-behavioral and positive therapies on adaptive-social 
performance and academic burnout of perfectionist students. 

Journal of school psychology. 2018;7(2):240-60. DOI: 

10.22098/jsp.2018.702

 

file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
https://doi.org/10.1016/j.cbpra.2012.06.004
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx
file:///C:/Users/za.farhangi/Downloads/IJBS.Vol17.N2.02.1897.docx

