Winter 2014 ACT handout

50

Acceptance and Commitment Therapy (ACT) 

Contacts, Resources, and Readings
ACT is listed as an evidence-based treatment by the Clinical Division of the American Psychological Association (http://www.div12.org/PsychologicalTreatments/treatments.html) and by the United States Substance Abuse and Mental Health Services Administration (SAMHSA) as part of its National Registry of Evidence-based Programs and Practices (NREPP). The NREPP listing can be found at http://174.140.153.167/ViewIntervention.aspx?id=191
The main website for ACT and for Relational Frame Theory is the one maintained by the Association for Contextual Behavioral Science: www.contextualscience.org. Upcoming workshops are always posted there. I highly recommend joining ACBS. It costs what you are willing to pay (dues are “values based” meaning you pay what you think the work is worth and what you can afford; professionals average $50 but many initially pay just a little until they see what they are getting. Anything above $10 will be accepted). The resources there are incredible (you cannot download them unless you are a member). Your membership automatically includes a high quality Elsevier journal called the Journal of Contextual Behavioral Science. If you have any interest in ACT or RFT it would frankly be goofy not to join. There are over 6,700 members worldwide.
There is an email list serve for ACT and one for RFT. The website above has links to these and other special purpose ACT list serves. People talk about various issues, ask questions of each other, and so on. It is a world-wide conversation. There are about 2000 participants on the ACT list and 600 on the RFT list. Once you are an ACBS member you can join the list through your membership settings.
Workshops: There are ACT trainers all around the world. A list of trainers is posted on the ACT website, along with the values statement ensuring that this whole process is not money focused or hierarchically controlled. 
Next big ACT meeting: The 12th ACBS World Conference will be held in Minneapolis, June 17-22, 2014. The 13th meeting is in Berlin, July 2015. Details are on www.contextualscience.org
The Values of the ACT / RFT Community

What we are seeking is the development of a coherent and progressive contextual behavioral science that is more adequate to the challenges of the human condition. We are developing a community of scholars, researchers, educators, and practitioners who will work in a collegial, open, self-critical, non-discriminatory, and mutually supportive way that is effective in producing valued outcomes for others that emphasizes open and low cost methods of connecting with this work so as to keep the focus there. We are seeking the development of useful basic principles, workable applied theories linked to these principles, effective applied technologies based on these theories, and successful means of training and disseminating these developments, guided by the best available scientific evidence; and we embrace a view of science that values a dynamic, ongoing interaction between its basic and applied elements, and between practical application and empirical knowledge. If that is what you want too, welcome aboard.
How to Learn ACT 
Read 3 or 4 key books (a couple of general ones from the list below initially); Join ACBS and especially the list serves; Come to a workshop or a whole ACT convention; Work thru a general ACT self-help book looking at your own processes; Review some ACT DVDs; Form a Peer Consultation Group (www.contextualscience.org/act_peer_supervision_groups) if not an actual chapter or local affiliate of ACBS, or seek out local or online supervision from experts; apply ACT following a protocol to a few clients; Apply ACT with supervision but without a formal protocol to a few clients; Do a presentation on ACT. By then you are ready for the tattoo and the chicken ritual (who says ACT is a cult?)

Helpful ACT Books and Tapes (partial list)
General ACT Books: Professionals

Luoma, J., Hayes, S. C. & Walser, R. (2007). Learning ACT. Oakland, CA: New Harbinger. [A step by step learning companion for the main ACT book below. Very practical and helpful. Great book. 
Hayes, S. C., Strosahl, K., & Wilson, K. G. (2011). Acceptance and Commitment Therapy: The process and practice of mindful change (2nd edition). New York: Guilford Press. [This is still the heart of the ACT literature. It is where it started]

Wilson, K. G. & Dufrene, T. (2009). Mindfulness for two: An Acceptance and Commitment Therapy approach to mindfulness in psychotherapy. Oakland, CA: New Harbinger. [A book on ACT that emphasizes mindfulness and the therapeutic relationship]

Hayes, S. C. & Strosahl, K. D. (2005). A Practical Guide to Acceptance and Commitment Therapy. New York: Springer-Verlag. [Shows how to do ACT with a variety of populations]

Twohig, M., & Hayes, S. C. (2008). ACT verbatim: Depression and Anxiety. Oakland, CA: New Harbinger; Reno, NV: Context Press. [Good example of ACT in actual practice] 

Chantry, D. (2007). Talking ACT: Notes and conversations on Acceptance and Commitment Therapy. Reno, NV: Context Press. [This is an edited version of the ACT listserv from July 2002 through August 2005 compiled by a therapist, for therapists. Functions as a quick reference on a wide range of ACT topics (acceptance, anxiety, behavior analysis, choice, clinical resources, contextualism, etc)]
Ciarrochi, J. V. & Bailey, A. (2008). A CBT practitioner’s guide to ACT. Oakland, CA: New Harbinger. [Does what the title says it does]

Batten, S. (2011). Essentials of Acceptance and Commitment Therapy. London: Sage. [Broad introduction to ACT]

Harris, R. (2009). ACT made simple. Oakland, CA: New Harbinger. [Easy place to start with ACT]

Hayes, S. C. & Lillis, J. (2012). Introduction to Acceptance and Commitment Therapy. Washington, DC: American Psychological Association. [Books specifically for students learning about ACT]

General ACT Books: Clients 

Hayes, S. C. & Smith, S. (2005). Get out of your mind and into your life. Oakland, CA: New Harbinger. [A general purpose ACT workbook. RCTs show that it works as an aid to ACT or on its own, but it will also keep new ACT therapists well oriented] 
Harris, R. (2008). The happiness trap. New York: Shambala. [Very accessible ACT book for the public]

Trauma: Professional book

Walser, R., & Westrup, D. (2007). Acceptance & Commitment Therapy for the Treatment of Post-Traumatic Stress Disorder & Trauma-Related Problems: A Practitioner's Guide to Using Mindfulness & Acceptance Strategies. Oakland, CA: New Harbinger. [A very practical and accessible approach to using ACT to treat post-traumatic stress disorder (PTSD) and acute trauma-related symptoms.] 

Trauma: Client book

Follette, V. M., & Pistorello, J. (2007). Finding Life Beyond Trauma: Using Acceptance and Commitment Therapy to Heal from Post-Traumatic Stress and Trauma-Related Problems. Oakland, CA: New Harbinger. [Applies the principles of ACT to help readers cope with the after effects of traumatic experience. Straightforward, practical, and useful]

Depression: Professional book

Zettle, R. (2007). ACT for Depression: A Clinician's Guide to Using Acceptance & Commitment Therapy in Treating Depression. Oakland, CA: New Harbinger. [An solid book from one of the founders of ACT on one of the most pervasive problems human beings face.]

Depression: Client book

Strosahl, K. & Robinson, P. J. (2008). The Mindfulness & Acceptance Workbook for Depression: Using Acceptance & Commitment Therapy to Move Through Depression & Create a Life Worth Living. Oakland: New Harbinger. [Great workbook on ACT for depression]

Anxiety: Professional book

Eifert, G. & Forsyth, J. (2005). Acceptance and Commitment Therapy for anxiety disorders. Oakland: New Harbinger. [Good book with a protocol that shows how to mix ACT processes into a brief therapy for anxiety disorders].
Anxiety: Client book

Forsyth, J., & Eifert, G. (2007). The Mindfulness and Acceptance Workbook for Anxiety: A Guide to Breaking Free from Anxiety, Phobias, and Worry Using Acceptance and Commitment Therapy. Oakland: New Harbinger. [Solid workbook for anxiety]

Worry: Client book

Lejeune, C. (2007). The Worry Trap: How to Free Yourself from Worry & Anxiety using Acceptance and Commitment Therapy. Oakland, CA: New Harbinger. [A guide to the application of ACT to worry and generalized anxiety.] 

Chronic pain: Professional books

Dahl, J., Wilson, K. G., Luciano, C., & Hayes, S. C. (2005). Acceptance and Commitment Therapy for Chronic Pain. Reno, NV: Context Press. [Describes an ACT approach to chronic pain. Very accessible and readable. One of the better clinical expositions on how to do ACT values work.]

McCracken, L. M. (2005). Contextual Cognitive-Behavioral Therapy for chronic pain. Seattle, WA: International Association for the Study of Pain. [[Describes an interdisciplinary ACT-based approach to chronic pain

Chronic pain: Client book

Dahl, J. C., & Lundgren, T. L. (2006). Living Beyond Your Pain: Using Acceptance and Commitment Therapy to Ease Chronic Pain. Oakland, CA: New Harbinger. [Uses ACT principles to help those suffering from pain transcend the experience by reconnecting with other, more valued aspects of their lives.]

Anger: Client book

Eifert, G. H., McKay, M., & Forsyth, J. P. (2006). ACT on life not on anger: The new Acceptance and Commitment Therapy guide to problem anger. Oakland, CA: New Harbinger. [The first book to adapt ACT principles to dealing with anger. It teaches readers how to change their relationship to anger by accepting rather than resisting angry feelings and learning to make values-based responses to provocation. Has been tested successfully in a small randomized trial.] 

Caregivers: Client book

McCurry, S. M. (2006). When a family member has dementia: Steps to becoming a resilient caregiver. Westport, CT: Praeger Publishers. [Although not directly on ACT or mindfulness, this book for caregivers does include a significant emphasis on acceptance, as might make sense given that the author is on of the early ACT therapists from UNR.]

Eating disorders: Client book

Heffner, M., & Eifert, G. H. (2004). The anorexia workbook: How to accept yourself, heal suffering, and reclaim your life. Oakland, CA: New Harbinger. [An eating disorders patient workbook on ACT.]

Diabetes management: Client book

Gregg, J., Callaghan, G., & Hayes, S. C. (2007). The diabetes lifestyle book: Facing your fears and making changes for a long and healthy life. Oakland, CA: New Harbinger. [You cannot tell from the title but this is a book applying ACT to diabetes management.]

Organizational issues: Professional book

Hayes, S. C., Bond, F. W., Barnes-Holmes, D., & Austin, J. (2007). Acceptance and Mindfulness at Work: Applying Acceptance and Commitment Therapy and Relational Frame Theory to Organizational Behavioral Management. Binghamton, NY: Haworth Press. [This was a special issue of the Journal of Organizational Behavior Management that was bound into book form. Don't buy it expecting a smooth presentation of the applicability of ACT and RFT to organizational issues -- it is a collection of journal articles gather into a book. But it is still worthwhile if I/O is your area and you are wondering how ACT and RFT might apply.]

Human performance: Professional book

Gardner, F.L., & Moore, Z.E. (2007). The psychology of enhancing human performance: The Mindfulness-Acceptance-Commitment (MAC) approach. New York: Springer.

[This book provides theory and empirical background, and a structured step-by-step, protocol for the assessment, conceptualization, and enhancement of human performance with a variety of high-performing clientele including executives, athletes, artists, and emergency/military personnel].

Trichotillomania: Professional book

Woods, D. W., & Twohig, M. P. (2008). Trichotillomania: An ACT-enhanced Behavior Therapy Approach Therapist Guide. New York: Oxford University Press.

Trichotillomania: Client book

Woods, D. W., & Twohig, M. P. (2008). Trichotillomania: An ACT-enhanced Behavior Therapy Approach Workbook.  New York: Oxford University Press.
Behavioral Medicine: Professional book


McCracken, L. (2011). Mindfulness and Acceptance in Behavioral Medicine. Oakland, CA: New Harbinger.

Assessment: Professional book


Baer, R. (2010). Assessing Mindfulness & Acceptance Processes in Clients: Illuminating the Theory & Practice of Change. Oakland, CA: New Harbinger.

Primary care settings: Professional book

Robinson, P. J., Gould, D. A., & Strosahl, K. D. (2011). Real behavior change in primary care. Oakland, CA: New Harbinger.

Irritable Bowel Syndrome: Client book


Ferreira, N. B. & Gillanders, D. T (2012) Better Living with IBS: A step-by-step program to managing your symptoms so you can enjoy life to the full! Exsile Publishing, New South Wales.
Psychosis: Professional book


Morris, E. M. J., Johns, L. C., & Oliver, J. E. (2013) (Eds). Acceptance and Commitment Therapy and mindfulness for psychosis. London: Wiley-Blackwell. ISBN: 978-1-1199-5079-0

Tapes and DVDs

Hayes, S. C. (Ed.). (2007). ACT in Action DVD series. Oakland, CA: New Harbinger. [A set of six DVDs on the following topics: Facing the struggle; Control and acceptance; Cognitive defusion; Mindfulness, self, and contact with the present moment; Values and action; and Psychological flexibility. The tapes include several ACT therapists from around the world in addition to Steve, including Ann Bailey-Ciarrochi, JoAnne Dahl, Rainer Sonntag, Kirk Strosahl, Robyn Walser, Rikard Wicksell, and Kelly Wilson. As the marketing folks say: you've read the books, now see the movies.

Hayes, S. C. (2008).  Acceptance and Commitment Therapy. Washington, DC: American Psychological Association [Therapy skills DVD using real client].

A 90 minute ACT tape from the 2000 World Congress is available from AABT (www.aabt.org). It costs $50 for members and $95 for non-members. It shows Steve Hayes working with a client (role-played by a graduate student – Steve did not, however, meet the “client” or know their “problem” before the role playing started so it appears relatively realistic). Recommended, however the mike was not properly attached for the “client” and she is a bit hard to hear.

AABT also markets a taped interview with Steve Hayes about the development of ACT and RFT as part of their “Archives” series. Cost is the same as above. 

Applied theory

Hayes, S. C., Follette, V. M., & Linehan, M. (2004). Mindfulness and acceptance: Expanding the cognitive behavioral tradition. New York: Guilford Press. [Shows how ACT is part of a change in the behavioral and cognitive therapies more generally] 

Greco, L. & Hayes, S. C. (2008) (Eds.). Acceptance and mindfulness treatments for children and adolescents: A practitioner’s guide. Oakland, CA: New Harbinger. [Similar to the above but for children and adolescents.]

Hayes, S. C., Jacobson, N. S., Follette, V. M. & Dougher, M. J. (Eds.). (1994). Acceptance and change: Content and context in psychotherapy.  Oakland: New Harbinger.. [Some of the fellow travelers. This was the book length summary of the 3rd wave that was coming. Still relevant]

Basic Theory

Hayes, S. C., Barnes-Holmes, D., & Roche, B. (2001) (Eds.), Relational Frame Theory: A Post-Skinnerian account of human language and cognition. New York: Springer-Verlag. [Not for the faint of heart, but if you want a treatment that is grounded on a solid foundation of basic work, you’ve got it. This book is the foundation.]

Hayes, S. C. (Ed.). (1989). Rule‑governed behavior: Cognition, contingencies, and instructional control. New York: Plenum. (2007) Reprinted by Context Press.
Rehfeldt, R. A. & Barnes-Holmes, Y. (Eds.) (2009). Derived relational responding. Oakland, CA: New Harbinger. [Great for language training programs, and work with children]

Torneke, N. (2011). Learning RFT. Oakland, CA: New Harbinger. [Clinically accessible book on applying RFT]
Philosophical Foundation

Hayes, S. C., Hayes, L. J., Reese, H. W., & Sarbin, T. R. (Eds.). (1993). Varieties of scientific contextualism. Reno, NV: Context Press. [If you get interested in the philosophical foundation of ACT, this will help]

There are several additional books on contextualism (see  the Context Press list at New Harbinger’s website) and a new book on functional contextualism that is coming within the next year or so.

A Sample of Theoretical and Review Articles Relevant to ACT 

Gaudiano, B. A. (2011). A review of acceptance and commitment therapy (ACT) and recommendations for continued scientific advancement. The Scientific Review of Mental Health Practice, 8, 5-22.


A well-balanced scholarly review of ACT, its underlying theory, and scientific status. Makes really good recommendations for development. This is a great review to give to “science skeptics” (especially traditional CBTers) and to use in graduate classes.
Longmore, R. J., & Worrell, M. (2007). Do we need to challenge thoughts in cognitive behavioral therapy? Clinical Psychology Review, 27, 173-187.

A comprehensive review of the evidence in three keys areas that question the idea that trying to change the form of thoughts is helpful. It finds little evidence that specific cognitive interventions significantly increase the effectiveness of CBT or that cognitive change is causal in the symptomatic improvements achieved in CBT. It does not find enough evidence to conclude that there is an early rapid response to CBT (before cognitive methods). Overall, the review supports the view of the basic ACT criticism of traditional CBT.

Williams, J. C. & Lynn, S. J. (2010). Acceptance: An historical and conceptual review. Imagination, cognition, and personality, 30, 5-56.  Good historical review of the acceptance concept.
Hayes, S. C., Luoma, J., Bond, F., Masuda, A., and Lillis, J. (2006). Acceptance and Commitment Therapy: Model, processes, and outcomes. Behaviour Research and Therapy, 44, 1-25. 


[A meta-analysis of ACT processes and outcomes. Reviews all AAQ and ACT clinical studies]
Ruiz, F. J. (2010). A review of Acceptance and Commitment Therapy (ACT) empirical evidence: Correlational, experimental psychopathology, component and outcome studies. International Journal of Psychology and Psychological Therapy, 10, 125-162. [A meta-analysis of ACT processes and outcomes].
Hayes, S. C., Masuda, A., Bissett, R., Luoma, J. & Guerrero, L. F. (2004). DBT, FAP, and ACT: How empirically oriented are the new behavior therapy technologies? Behavior Therapy, 35, 35-54.  [Tutorial review of the empirical evidence on ACT, DBT, and FAP]

Hayes, S. C. (2004). Acceptance and Commitment Therapy, Relational Frame Theory, and the third wave of behavioral and cognitive therapies. Behavior Therapy, 35, 639-665. [Makes the case that ACT is part of a larger shift in the field.]

Hayes, S. C., Wilson, K. G., Gifford, E. V., Follette, V. M., & Strosahl, K. (1996). Emotional avoidance and behavioral disorders: A functional dimensional approach to diagnosis and treatment.  Journal of Consulting and Clinical Psychology, 64, 1152-1168. [This reviews the data relevant to an ACT approach to psychopathology, as of the mid-90’s. Still relevant]

Salters-Pedneault, K., Tull, M. T., & Roemer, L. (2004). The role of avoidance of emotional material in the anxiety disorders. Applied and Preventive Psychology, 11, 95-114. [A more recent review of much of the experiential avoidance literature]
Cavanagh, K., Strauss, C., Forder, L., & Jones, F. (2014). Can mindfulness and acceptance be learnt by self-help? A systematic review and meta-analysis of mindfulness and acceptance-based self-help interventions, Clinical Psychology Review, 34, 118-129. Meta-analysis of 15 RCTs (7 with ACT). Significant benefits in comparison to control conditions on measures of mindfulness/acceptance, depression, and anxiety with small to medium effect sizes. 

Assessment devices

ACT and RFT assessment devices are rapidly increasing. This area is moving too fast to put them all in here. You have to see the website. There are measures for scoring tapes, for values, defusion, and for psychological flexibility in specific areas (e.g., smoking, diabetes, epilepsy, etc). There is a nearly 100 page pdf there of all the ACT measures available.
Having said that here is a cool new measure of fusion:

Gillanders, D. T., Bolderston, H., Bond, F. W., Dempster, M., Flaxman, P. E., Campbell, L., Kerr, S., Tansey, L., Noel, P., Ferenbach, C., Masley, S., Roach, L., Lloyd, J., May, L., Clarke, S., Remington, R. (2014) The development and initial validation of The Cognitive Fusion Questionnaire. Behavior Therapy, 45, 83-101. DOI: 10.1016/j.beth.2013.09.001
And a new measure of values and committed action:

Trompetter, H. R., ten Klooster, P. M., Schreurs, K. G., Fledderus, M., Westerhof, G. J., & Bohlmeijer, E. T. (2013). Measuring values and committed action with the Engaged Living Scale (ELS): Psychometric evaluation in a nonclinical sample and a chronic pain sample. Psychological Assessment, 25(4), 1235-1246. doi:10.1037/a0033813

THE QUICK AND DIRTY ACT ANALYSIS OF

PSYCHOLOGICAL PROBLEMS
Psychological problems are due to a lack of behavioral flexibility and effectiveness

Narrowing of repertoires comes from history and habit, but particularly from cognitive fusion and its various effects, combined with resultant aversive control processes.

Prime among these effects is the avoidance and manipulation of private events.

“Conscious control” is a matter of verbally regulated behavior. It belongs primarily in the area of overt, purposive behavior, not automatic and elicited functions.

All verbal persons have the "self" needed as an ally for defusion and acceptance, but some have run from that too.  

Clients are not broken, and in the areas of acceptance and defusion they have the basic psychological resources they need if to acquire the needed skills. 

The value of any action is its workability measured against the client's true values (those he/she would have if it were a choice). 

Values specify the forms of effectiveness needed and thus the nature of the problem. Clinical work thus demands values clarification.

To take a new direction, we must let go of an old one.  If a problem is chronic, the client's solutions are probably part of them.

When you see strange loops, inappropriate verbal rules are involved.

The bottom line issue is living well, and FEELING well, not feeling WELL. 

THE ACT THERAPEUTIC POSTURE
Assume that dramatic, powerful change is possible and possible quickly

Whatever a client is experiencing is not the enemy.  It is the fight against experiencing experiences that is harmful and traumatic.

You can't rescue clients from the difficulty and challenge of growth.  

Compassionately accept no reasons -- the issue is workability not reasonableness.

If the client is trapped, frustrated, confused, afraid, angry or anxious be glad -- this is exactly what needs to be worked on and it is here now.  Turn the barrier into the opportunity.

If you find yourself feel trapped, frustrated, confused, afraid, angry or anxious be glad: you are now in the same boat as the client and your work will be humanized by that.

In the area of acceptance, defusion, self, and values it is more important as a therapist to do as you say than to say what to do

Don't argue. Don’t persuade. The issue is the client's life and the client’s experience, not your opinions and beliefs. Belief is not your friend. Your mind is not your friend. It is not your enemy either. Same goes for your clients.

You are in the same boat.  Never protect yourself by moving one up on a client.

The issue is always function, not form or frequency.  When in doubt ask yourself or the client "what is this in the service of."

ACT THERAPEUTIC STEPS
Be passionately interested in what the client truly wants

Compassionately confront unworkable agendas, always respecting the client’s experience as the ultimate arbiter

Support the client in feeling and thinking what they directly feel and think already -- as it is not as what it says it is -- and to find a place from which that is possible.

Help the client move in a valued direction, with all of their history and automatic reactions. 

Help the client detect traps, fusions, and strange loops, and to accept, defuse, and move in a valued direction that builds larger and larger patterns of effective behavior

Repeat, expand the scope of the work, and repeat again, until the clients generalizes
Don’t believe a word you are saying ... or me either
An ACT Case Formulation Framework

I. Context for case formulation: The goal of ACT is to help clients consistently choose to act effectively (concrete behaviors in alignment with their values) in the presence of difficult or interfering private events.

II. Assessment and Treatment Decision Tree: Beginning with the target problem, as specified by the client or significant others, refine these complaints and concerns into functional response classes that are sensitive to each of the six main ACT processes.

A. Consider general behavioral themes and patterns, client history, current life context, and in session behavior that might bear on the functional interpretation of specific targets in ACT terms. These may include:

1. General level of experiential avoidance (core unacceptable emotions, thoughts, memories, etc.; what are the consequences of having such experiences that the client is unwilling to risk)

2. Level of overt behavioral avoidance displayed (what parts of life has the client dropped out of)

3. Level of internally based emotional control strategies (i.e., negative distraction, negative self instruction, excessive self monitoring, dissociation, etc)

4. Level of external emotional control strategies (drinking, drug taking, smoking, self-mutilation, etc.)

5. Loss of life direction (general lack of values; areas of life the patient “checked out” of such as marriage, family, self care, spiritual)

6. Fusion with evaluating thoughts and conceptual categories (domination of “right and wrong” even when that is harmful; high levels of reason-giving; unusual importance of “understanding,” etc.)


B. Consider the possible functions of these targets and their treatment implications.

1. Is this target linked to specific application of the tendencies listed under “A” above

2. If so, what are the specific content domains and dimensions of avoided private events, feared consequences of experiencing avoided private events, fused thoughts, reasons and explanations, and feared consequences of defusing from literally held thoughts or rules

3. If so, in what other behavioral domains are these same functions seen?

4. Are there other, more direct, functions that are also involved (e.g., social support, financial consequences)

5. Given the functions that are identified, what are the relative potential contributions of:

a. generating creative hopelessness (client still resistant to unworkable nature of change agenda)

b. understanding that excessive attempts at control are the problem (client does not understand experientially the paradoxical effects of control)

c. experiential contact with the non-toxic nature of private events through acceptance and exposure (client is unable to separate self from reactions, memories, unpleasant thoughts)

d. developing willingness (client is afraid to change behavior because of beliefs about the consequences of facing feared events)

e. engaging in committed action based in values (client has no substantial life plan and needs help to rediscover a value based way of living)


C. Consider the factors that may be perpetuating the use of unworkable change strategies and their treatment implications

1. Client’s history of rule following and being right


(if this is an issue, consider confronting reason giving through defusion strategies; pit being right versus cost to vitality; consider need for self-as-context and mindfulness work to reduce attachment to a conceptualized self)

2. Level of conviction in the ultimate workability of such strategies


(if this is an issue, consider the need to undermine the improperly targeted change agenda, i.e., creative hopelessness)

3. Belief that change is not possible


(if this is an issue, consider defusion strategies; revisit cost of not trying; arrange behavioral experiments)

4. Fear of the consequence of change


(if this is an issue, consider acceptance, exposure, defusion)

5. Short term effect of ultimately unworkable change strategies is positive


(if this is an issue, consider values work)


D. Consider general client strengths and weaknesses, and current client context

1. Social, financial, and vocational resources available to mobilize in treatment

2. Life skills (if this is an issue, consider those that may need to be addressed through first order change efforts such as relaxation, social skills, time management, personal problem solving)

E. Consider motivation to change and factors that might negatively impact it

1. The “cost” of target behaviors in terms of daily functioning (if this is low or not properly contacted, consider paradox, exposure, evocative exercises before work that assume significant personal motivation)

2. Experience in the unworkability of improperly focused change efforts (if this is low, move directly to diary assessment of the workability of struggle, to experiments designed to test that, or if this does not work, to referral) 

3. Clarity and importance of valued ends that are not being achieved due to functional target behavior, and their place in the client’s larger set of values (if this is low, as it often is, consider values clarification. If it is necessary to the process of treatment itself, consider putting values clarification earlier in the treatment).

4. Strength and importance of therapeutic relationship (if not positive, attempt to develop, e.g., through use of self disclosure; if positive, consider integrating ACT change steps with direct support and feedback in session)

F. Consider positive behavior change factors

1. Level of insight and recognition (if insight is facilitative, move through or over early stages to more experiential stages; if it is not facilitative, consider confronting reason giving through defusion strategies; pit being right versus cost to vitality; consider need for self-as-context and mindfulness work to reduce attachment to a conceptualized self) 

2. Past experience in solving similar problems (if they are positive and safe from an ACT perspective, consider moving directly to change efforts that are overtly modeled after previous successes)

3. Previous exposure to mindfulness/spirituality concepts (if they are positive and safe from an ACT perspective, consider linking these experiences to change efforts; if they are weak or unsafe – such as confusing spirituality with dogma – consider building self-as-context and mindfulness skills)

III. Building interventions into life change and transformation strategy


A. Set specific goals in accord with general values


B. Take actions and contact barriers


C. Dissolve barriers through acceptance and defusion


D. Repeat and generalize in various domains
If the hexagon model is being used as a tool for assessing progress of the case it can be helpful to take clinician or client ratings of the six processes regularly. These are rough anchor that clinicians may use for a 0 – 10 scale. 

Present Moment

0. The client rarely makes good use of events occurring in the present moment (e.g., present instances of his/her own behavior, feelings, or thoughts; present instances of the therapist’s behavior), and the client demonstrates very little skill in maintaining focused attention or in purposely shifting attention. Rigid persistence or distractibility are characteristic. The client’s speech focuses readily and inflexibly on the past, the future, or the abstract.

5. The client knows the difference between present moment awareness and automaticity but may have trouble noticing whether she/he is in the present. Flexible attention to the  present is sometimes difficult but occurs readily with encouragement. The client makes good use of events occurring in the present (e.g., present instances of his/her own behavior, feelings, or thoughts; present instances of the therapist’s behavior). 

10. The client’s talk of the past, the future, and the abstract is restricted to that which is necessary to connect with the therapist in the present. Speed of speech is generally slow, and speech tends to be high on meaning and low on detail. The client demonstrates remarkable facility in maintaining focused attention and in purposely shifting attention, and the client’s presence is warm, engaging, and interpersonally connected. 

Self Processes

0. While the client may have religious and spiritual beliefs and practices, the client shows little or no contact with a transcendent sense of self (self-as-perspective) or use of this experience in the creation of psychological flexibility. Client has significant difficult taking the perspectives of others, and does not track the clinicians likely thoughts or feelings. May show alexithymia, and poor awareness of experience. Defends the conceptualized self and tries to main a consistent self-story even when it is not useful to do so. 

5. The client’s is aware of an observer perspective and can be brought into awareness of this aspect of self, but requires encouragement. The client may take others’ perspectives but also reverts regularly to viewing others in terms of their evaluated categories. Slips into a self story but can be made aware of it and has some skills in backing away from entanglement with the conceptualized self. 

10. The client takes self-labels seriously only to the extent that doing so is useful towards valued ends. Even this defusion from self-as-content is not taken by the client to be evidence of any essential trait. The client maintains regular contact with a sense of perspective or transcendence and uses this to foster intimate, flexible, and productive contact with experiences. The client views others in this way as well and demonstrates empathy and compassion. 

Values

0. The client seems not to have any sense of what his/her values might be, and no sense of a capacity to choose them or construct them. Client psychological turns values choices over to others, or to the avoidance of guilt or anxiety. Weak relationship between the consequences of action and life meaning (e.g., “life just feels meaningless, without purpose, and I don’t enjoy anything I do).

5. The client is able to choose values but they tend to become unclear, distant, compliant, or fused over time and require repeated reworking to maintain their chosen quality. Clients is not ready or willing to chose values in some keys areas but has made progress in others. Client endorses so many values that few direct behavior, but in some periods or domains show a sense of vitality and connection with values choices. 

10. The client demonstrates clarity with respect to values as freely chosen, intrinsically rewarding directions of action. These values are flexible, and the choice to pursue them further is informed by a thorough contact with the moment-to-moment experience of living them. When fusion and avoidance draw the client away from flexible valuing, the client notices this and quickly returns. Pliance is low, and the client has rich sense of the experience and practice of valuing and may be looked to by others for support and wisdom in their struggles around their own values.

Committed Action

0. The client's actions are impulsive, or excessively passive. Persistence through difficult tasks is low or is rigid and avoidant. The client feels "stuck" and wants change but either cannot conceive of a way to begin behaving differently and does not follow through on change strategies..

5. The client is able to persist or change in valued action but only in certain limited domains or at certain times. Impulsivity, passivity, or avoidant persistence is at times evident but when noticed the client is able to makes progress in changing these patterns with encouragement and assistance. The client responds to some obstacles and setbacks by needlessly giving up but is also showing progress overall.

10. The client's behavior is flexible, and active. Obstacles and setbacks are welcomed as challenges. The client’s behavior is organized around large goals across long periods of time. Say-do correspondence, persistence, and accomplishment are high, but there is still a quality of lightness, vitality, and flexibility rather than compulsion. Client is able to change directions to take advantage of affordances.

Experiential Avoidance/Acceptance

0. The client’s life is very restricted, as avoidance narrows the person’s repertoire and eclipses valued living. The client may occasionally “white knuckle” a few uncomfortable experiences but with difficulty, struggle and without a sense of repertoire expansion. Avoidance of negative experiences have spilled over into avoidance of positive experiences as well. Avoidant patterns are assumed, impenetrable, or defended. 

5. The client has some acceptance skills that can be deployed, but frequently avoids in key domains. Acceptance requires encouragement and focus but back-slides regularly, resulting in a life that is neither overly restricted nor extraordinarily open. The client regularly approaches difficult experiences in the service of valued ends, but also makes a number of values sacrifices in order to avoid private experiences. 

10. The client’s repertoire is characterized by the embrace of experience, fully and without defense. The client’s experiences the freedom to pursue what is of value, as very little of the client’s behavior is under aversive control. New behaviors occur with regularity. When difficult issues arise, they are approached as challenges and chances to grow. In session, the client seems open to go wherever the conversation may lead. Serious topics are not skirted, minimized, or intellectualized. Rather, their gravity is fully appreciated and experienced. The client seems open, genuine, present, and connected with his/her experience. 

Fusion/Defusion

0. Client’s thinking is rigid and impenetrable. Thoughts seemed either true or false in a very real sense, or they dominate over behavior without examination and without awareness of thoughts as ongoing, historically-produced processes distinct from the person him or herself. Client may be entangled with the supposed reasons for behavior or the story of how the client arrived at his present situation. These reasons and stories prevent the client from taking actions contrary to them even if they would be workable. Judgments of self, others, and their behavior reveal the same rigidity. Thus, client may place a premium on being right, in which case dealings with others are largely directed by what they deserve or do not deserve, or on the social approval of others including the therapist. Client’s speech repertoire is characterized by explaining, arguing and/or storytelling and new information quickly is assimilated into dominant themes.

5. The client can sometimes notice when fusion with these verbal products is not useful and can sometimes, in response, hold them more lightly, for example using humor or irreverence. The client’s conversational repertoire sometimes tends towards explaining, arguing, and/or storytelling, but a sense of lightness and presence sometimes emerges from a defused stance. The shift from fusion to defusion and back again tends to be slow and not fully voluntary – often external input is needed to break up a fused pattern.

10. The client does not give any thought or idea a great deal of credence beyond its utility in a given situation. The client notices her/himself occasionally giving reasons, judging, explaining, telling stories, wanting to be right, etc., and quickly backs away from these processes when they are unhelpful. Thoughts are viewed with interest, and their historical meaning is given due weight, but with a sense of distinction between thoughts as ongoing processes, the truths they claim to reveal, and the person thinking them. When fusion occurs that is unhelpful, the client is quick to notice and move to a defused stance. The client regularly, appropriately, and non-avoidantly uses nonchalance, humor, and irreverence in response to difficult verbal content. In session, the client pays attention to the function of words exchanged with the therapist instead of primarily to their literal content. As a result, the client seems engaged and present. 
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ACT ADVISOR Psychological Flexibility Measure

In this diagram there are six double-headed arrows, each with contrasting statements at either end.  The arrows represent sliding scales, numbered 1-10, between each set of statements.  For each scale, choose whereabouts you would place yourself (i.e., at which number), depending on how closely you feel the statements apply to you.  If you feel that the statements apply equally, or that neither statement applies to you, score 5. 
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Core ACT Competencies

You can use this as a self assessment device

Core Competencies Involved in the Basic ACT Therapeutic Stance 


Collectively, the following attributes define that basic therapeutic stance of ACT.

· The therapist speaks to the client from an equal, vulnerable, genuine, and sharing point of view and respects the client’s inherent ability to move from unworkable to effective responses

· The therapist actively models both acceptance of challenging content (e.g., what emerges during treatment) and a willingness to hold contradictory or difficult ideas, feelings or memories

· The therapist helps the client get into contact with direct experience and does not attempt to rescue the client from painful psychological content

· The therapist does not argue with, lecture, coerce or attempt to convince the client of anything. 

· The therapist introduces experiential exercises,  paradoxes and/or metaphors as appropriate and de-emphasizes literal “sense making” when debriefing them 

· The therapist is willing to self disclose about personal issues when it makes a therapeutic point 

· The therapist avoids the use of “canned” ACT interventions, instead fitting interventions to the particular needs of particular clients. The therapist is ready to change course to fit those needs at any moment.

· The therapist tailors interventions and develops new metaphors, experiential exercises and behavioral tasks to fit the client’s experience, language practices, and the social, ethnic, and cultural context

· The therapist can use the physical space of  the therapy environment to model the ACT posture (e.g., sitting side by side, using objects in the room to physically embody an ACT concept)

· ACT relevant processes are recognized in the moment and where appropriate are directly supported in the context of the therapeutic relationship

Core Competencies for ACT Core Processes and Therapeutic Interventions

Developing Acceptance and Willingness/Undermining Experiential Control

· Therapist communicates that client is not broken, but is using unworkable strategies 

· Therapist helps client notice and explore direct experience and identify emotion control strategies 

· Therapist helps client make direct contact with the paradoxical effect of emotional control strategies

· Therapist actively uses concept of “workability” in clinical interactions

· Therapist actively encourages client to experiment with stopping the struggle for emotional control and suggests willingness as an alternative.

· Therapist highlights the contrast in the workability of control and willingness strategies (e.g., differences in vitality, purpose, or meaning). 

· Therapist helps client investigate the relationship between levels of willingness and suffering (willingness suffering diary; clean and dirty suffering)

· Therapist helps client make experiential contact with the cost of being unwilling relative to valued life ends (Are you doing your values; listing out value, emotional control demand, cost, short term/long term costs and benefits)

· Therapist helps client experience the qualities of willingness (a choice, a behavior, not wanting, same act regardless of how big the stakes)

· Therapist can use exercises and metaphors  to demonstrate willingness the action in the presence of difficult material (e.g., jumping, cards in lap,  box full of stuff, Joe the bum)

· Therapist can use a graded and structured approach to willingness assignments

· Therapist models willingness in the therapeutic relationship and helps client generalize this skill to events outside the therapy context (e.g., bringing the therapist’s unpleasant reactions to in session content into the room, disclosing events in the therapist’s own life that required a willingness stance)

Undermining Cognitive Fusion

· Therapist can help client make contact with attachments to emotional, cognitive, behavioral or physical barriers and the impact attachment has on willingness

· Therapist actively contrasts what the client’s “mind” says will work versus what the client’s experience says is working

· Therapist uses language conventions, metaphors  and experiential exercises to create a separation between the client’s direct experience and his/her conceptualization of that experience (e.g., get of our butts, bubble on the head, tin can monster)

· Therapist uses various interventions to both reveal that unwanted private experiences are not toxic and can accepted without judgment

· Therapist uses various exercises, metaphors and behavioral tasks to reveal the conditioned and literal properties of language and thought (e.g., milk, milk, milk; what are the numbers?)

· Therapist helps client elucidate the client’s “story”  while highlighting the potentially unworkable results of literal attachment to the story (e.g., evaluation vs. description, autobiography rewrite, good cup/bad cup)

· Therapist detects “mindiness” (fusion) in session and teaches the client to detect it as well

Getting in Contact with the Present Moment

· Therapist can defuse from client content and direct attention to the moment

· Therapist models making contact with and expressing feelings, thoughts, memories or sensations in the moment within  the therapeutic relationship

· Therapist uses exercises to expand the clients awareness of experience as an ongoing process

· Therapists tracks session content at multiple levels (e.g., verbal behavior, physical posture, affective shifts) and emphasizes being present when it is useful

· Therapist models getting out of the “mind” and coming back to the present moment 

· Therapist can detect when the client is drifting into the  past or future and teaches the client how to come back to now

Distinguishing the Conceptualized Self from Self-as-context

· Therapist helps the client differentiate self-evaluations from the self that evaluates (thank your mind for that thought, calling a thought a thought, naming the event, pick an identity)

· Therapist employs mindfulness exercises (the you the you call you; chessboard, soldiers in parade/leaves on the stream) to help client make contact with self-as-context

· Therapist uses metaphors to highlight distinction between products and contents of consciousness versus consciousness itself (furniture in house, are you big enough to have you)

· The therapist employs behavioral tasks (take your mind for a walk) to help client practice distinguishing private events from the context of self awareness

· Therapist helps the client make direct contact with the three aspects of self experience (e.g., conceptualizations of self,  ongoing process of knowing, transcendent sense of self)

Defining Valued Directions

· Therapist can help clients clarify valued life directions (values questionnaire, value clarification exercise, what do you want your life to stand for, funeral exercise)

· Therapist helps client “go on record” as standing for valued life ends

· Therapist is willing to state his/her own values if it is relevant in therapy, and is careful not to substitute them for the clients value’s 

· Therapist teaches clients to distinguish between values and goals

· Therapist distinguishes between goals (outcomes) and the process of striving toward goals (growth that occurs as a result of striving)

· Therapist accepts the client’s  values and, if unwilling to work with them, refers the client on to another provider or community resource

Building Patterns of Committed Action

· Therapist helps client value based goals and build a concrete action plan

· Therapist helps client distinguish between deciding and choosing to engage in committed action

· Therapist encourages client to make and keep commitments in the presence of perceived barriers (e.g., fear of failure, traumatic memories, sadness)

· Therapist helps client identify the impact being “right” might have on the ability to carry through with commitments (e.g., fish hook metaphor, forgiveness, who would be made right, how is your story every going to handle you being healthy)

· Therapist helps client to expect and to be willing to have any perceived barriers that present themselves as a consequence of engaging in committed actions

· Regardless of the size of the action, therapist helps client appreciate the special qualities of committed action (e.g., increases in sense of vitality, sense of moving forward rather than backward, growing rather than shrinking)

· Therapist helps client develop larger and larger patterns of effective action

· Therapist non-judgmentally helps client integrate slips or relapses as an integral part of keeping commitments and building effective responses

A Few Examples of ACT Components
(these are not in a necessary sequence. Often values work comes first, for example. They are also not comprehensive. These clinical materials were assembled by Elizabeth Gifford, Steve Hayes, and Kirk Strosahl)

Facing the Current Situation (“creative hopelessness”) / Control is a Problem

Purpose: To notice that there is a change agenda in place and notice the basic unworkability of that system; to name the system as inappropriately applied control strategies; to examine why this does not work

Method: Draw out what things the client has tried to make things better, examine whether or not they have truly worked in the client’s experience, and create space for something new to happen.

When to use: As a precursor to the rest of the work in order for new responses to emerge, especially when the client is really struggling. You can skip this step in some cases, however.

Things to avoid: Never try to convince the client: their experience is the absolute arbiter. The goal is not a feeling state, it is what the Zen tradition calls “being cornered.”

Examples of techniques designed to increase creative hopelessness:
	Creative hopelessness
	Are they willing to consider that there might be another way, but it requires not knowing?

	What brought you into treatment?
	Bring into sessions sense of being stuck, life being off track, etc.

	Person in the Hole exercise
	Illustrate that they are doing something and it is not working

	Chinese handcuffs Metaphor
	No matter how hard they pull to get out of them, pushing in is what it takes

	Noticing the struggle
	Tug of war with a monster; the goal is to drop the rope, not win the war

	Driving with the Rearview Mirror
	Even though control strategies are taught, doesn’t mean they work

	Clear out old to make room for new
	Field full of dead trees that need to be burned down for new trees to grow

	Break down reliance on old agenda
	“Isn’t that like you?  Isn’t that familiar?  Does something about that one feel old?”

	Paradox
	Telling client their confusion is a good outcome

	Feedback screech metaphor
	Its not the noise that is the problem, it’s the amplification

	Control is a problem
	How they struggle against it = control strategies (ways they try to control or avoid inner experience).

	The paradox of control
	“If you aren’t willing to have it, you’ve got it.”

	Illusion of control metaphors
	Fall in love, jelly doughnut, what are the numbers exercise

	Consequences of control
	Polygraph metaphor

	Willingness vs. control
	Two scales metaphor

	Costs of low willingness
	Box full of stuff metaphor, clean vs. dirty discomfort


Cognitive Defusion (Deliteralization)

Purpose: See thoughts as what they are, not as what they say they are.

Method: Expand attention to thinking and experiencing as an ongoing behavioral process, not a causal, ontological result

When to use: When private events are functioning as barriers due to FEAR (fusion, evaluation, avoidance, reasons)

Examples of defusion techniques

	‘The Mind”
	Treat “the mind” as an external event; almost as a separate person

	Mental appreciation
	Thank your mind; show aesthetic appreciation for its products

	Cubbyholing
	Label private events as to kind or function in a back channel communication

	“I’m having the thought that …”
	Include category labels in descriptions of private events

	Commitment to openness
	Ask if the content is acceptable when negative content shows up

	Just noticing
	Use the language of observation (e.g., noticing) when talking about thoughts

	“Buying” thoughts
	Use active language to distinguish thoughts and beliefs

	Titchener’s repetition
	Repeat the difficult thought until you can hear it

	Physicalizing
	Label the physical dimensions of thoughts

	Put them out there
	Sit next to the client and put each thought and experience out in front of you both as an object

	Open mindfulness
	Watching thoughts as external objects without use or involvement

	Focused mindfulness
	Direct attention to nonliteral dimensions of experience 

	Sound it out
	Say difficult thoughts very, very slowly 

	Sing it out
	Sing your thoughts

	Silly voices
	Say your thoughts in other voices -- a Donald Duck voice for example

	Experiential seeking
	Openly seek out more material, especially if it is difficult

	Polarities
	Strengthen the evaluative component of a thought and watch it pull its opposite

	Arrogance of word
	Try to instruct nonverbal behavior

	Think the opposite
	Engage in behavior while trying to command the opposite

	Your mind is not your friend
	Suppose your mind is mindless; who do you trust, your experience or your mind

	Who would be made wrong by that?
	If a miracle happened and this cleared up without any change in (list reasons), who would be made wrong by that?

	Strange loops
	Point out a literal paradox inherent in normal thinking

	Thoughts are not causes
	“Is it possible to think that thought, as a thought, AND do x?”

	Choose being right or choose being alive
	If you have to pay with one to play for the other, which do you choose? 

	There are four people in here
	Open strategize how to connect when minds are listening

	Monsters on the bus
	Treating scary private events as monsters on a bus you are driving

	Feed the tiger
	Like feeding a tiger, you strengthen the impact of thoughts but dealing with them

	Who is in charge here?
	Treat thoughts as bullies; use colorful language

	Carrying around a dead person
	Treat conceptualized history as rotting meat

	Take your mind for a walk
	Walk behind the client chattering mind talk while they choose where to walk

	How old is this? Is this just like you?
	Step out of content and ask these questions

	And what is that in the service of?
	Step out of content and ask this question

	OK, you are right. Now what?
	Take “right” as a given and focus on action

	Mary had a little ….
	Say a common phrase and leave out the last word; link to automaticity of thoughts the client is struggling with

	Get off your buts
	Replace virtually all self-referential uses of “but” with “and”

	What are the numbers?
	Teach a simple sequence of numbers and then harass the client regarding the arbitrariness and yet permanence of this mental event

	Why, why, why?
	Show the shallowness of causal explanations by repeatedly asking “why”

	Create a new story
	Write down the normal story, then repeatedly integrate those facts into other stories

	Find a free thought
	Ask client to find a free thought, unconnected to anything

	Do not think “x”
	Specify a thought not to think and notice that you do

	Find something that can’t be evaluated
	Look around the room and notice that every single thing can be evaluated negatively

	Flip cards
	Write difficult thoughts on 3 x 5 cards; flip them on the client’s lap vs. keep them off

	Carry cards
	Write difficult thoughts on 3 x 5 cards and carry them with you

	Carry your keys
	Assign difficult thoughts and experiences to the clients keys. Ask the client to think the thought as a thought each time the keys are handled, and then carry them from there

	Wearing your badges
	Put feared negative self-evaluations in bold letters on your chest

	Bad news radio
	Practice saying sticky negative thoughts as if they came from a radio station in your head you cannot not turn off. It’s bad new radio! All bad news! All the time!

	Pop up ads from hell
	Imagine that you mind sends thoughts like internet pop-up ads

	Mr. Hands
	Imagine your thoughts are spoken by South Parks “Mr. Hands”

	Mr. Bush
	Imagine your thoughts are spoken by President Bush (alter to fit politician you are skeptical of)


Acceptance

Purpose: Allow yourself to have whatever inner experiences are present when doing so foster effective action.

Method: Reinforce approach responses to previously aversive inner experiences, reducing motivation to behave avoidantly (altering negatively reinforced avoidant patterns).

When to use: When escape and avoidance of private events prevents positive action

Examples of techniques designed to increase acceptance:
	Unhooking
	Thoughts/feelings don’t always lead to action

	Identifying the problem
	When we battle with our inner experience, it distracts and derails us.  Use examples.

	Explore effects of avoidance
	Has it worked in your life

	Defining the problem
	What they struggle against = barriers toward heading in the direction of their goals.

	Experiential awareness
	Learn to pay attention to internal experiences, and to how we respond to them

	Leaning down the hill
	Changing the response to material – toward the fear not away

	Amplifying responses

	Bring experience into awareness, into the room

	Empathy
	Participate with client in emotional responding

	In vivo Exposure
	Structure and encourage intensive experiencing in session

	The Serenity Prayer
	Change what we can, accept what we can’t.

	Practice doing the unfamiliar
	Pay attention to what happens when you don’t do the automatic response

	Acceptance homework
	Go out and find it

	Discrimination training
	What do they feel/think/experience?

	Mindreading
	Help them to identify how they feel

	Journaling
	Write about painful events

	Tin Can Monster Exercise
	Systematically explore response dimensions of a difficult overall event

	Distinguishing between clean and dirty emotions
	Trauma = pain + unwillingness to have pain

	Distinguishing willingness from wanting
	Bum at the door metaphor – you can welcome a guest without being happy he’s there

	How to recognize trauma
	Are you less willing to experience the event or more?

	Distinguishing willingness the activity from willingness the feeling
	Opening up is more important that feeling like it

	Choosing Willingness: The Willingness Question
	Given the distinction between you and the stuff you struggle with, are you willing to have that stuff, as it is and not as what it says it is, and do what works in this situation?

	Focus on what can be changed
	Two scales metaphor

	Caution against qualitatively limiting willingness
	The tantruming kid metaphor – if a kid knew your limits he’d trantrum exactly that long; Jumping exercise – you can practice jumping from a book or a building, but you can step down only from the book – don’t limit willingness qualitatively

	Distinguish willing from wallowing
	Moving through a swamp metaphor: the only reason to go in is because it stands between you and getting to where you intend to go

	Challenging personal space: 
	Sitting eye to eye


Self as Context

Purpose: Make contact with a sense of self that is a safe and consistent perspective from which to observe and accept all changing inner experiences.

Method: Mindfulness and noticing the continuity of consciousness

When to use: When the person needs a solid foundation in order to be able to experience experiences; when identifying with a conceptualized self

Examples of techniques designed to increase self as context
	Observer exercise
	Notice who is noticing in various domains of experience

	Therapeutic relationship
	Model unconditional acceptance of client’s experience.

	Metaphors for context
	Box with stuff; house with furniture; chessboard

	“confidence”
	con = with; fidence = fidelity or faith – self fidelity

	Riding a bicycle
	You are always falling off balance, yet you move forward

	Experiential centering
	Make contact with self-perspective

	Practicing unconditional acceptance
	Permission to be – accept self as is

	Identifying content as content
	Separating out what changes and what does not


	Identify programming
	Two computers exercise

	Programming process
	Content is always being generated – generate some in session together

	Process vs outcome
	Practice pulling back into the present from thoughts of the future/past


	ACT generated content
	Thoughts/feelings about self (even “good” ones) don’t substitute for experience

	Self as object
	Describe the conceptualized self, both “good” and “bad”

	Others as objects
	Relationship vs being right 

	Connecting at “board level”
	Practice being a human with humans

	Getting back on the horse
	Connecting to the fact that they will always move in and out of perspective of self-as-context, in session and out.

	Identifying when you need it
	Occasions where “getting present” is indicated (learning to apply first aid)


	Contrast observer self with conceptualized self
	Pick an identity exercise

	Forgiveness
	Identify painful experiences as content; separate from context


Valuing as a Choice

Purpose: To clarify what the client values for its own sake: what gives your life meaning?

General Method: To distinguish choices from reasoned actions; to understand the distinction between a value and a goal; to help clients choose and declare their values and to set behavioral tasks linked to these values 

When to use: Whenever motivation is at issue; again after defusion and acceptance removed avoidance as a compass 

Examples of values techniques

	Coke and 7-Up
	Define choice and have the client make a simple one. Then ask why? If there is any content based answer, repeat

	Your values are perfect
	Point out that values cannot be evaluated, thus your values are not the problem

	Tombstone
	Have the client write what he/she stands for on his/her tombstone

	Eulogy
	Have the client hear the eulogies he or she would most like to hear

	Values clarification
	List values in all major life domains

	Goal clarification
	List concrete goals that would instantiate these values

	Action specification
	List concrete actions that would lead toward these goals

	Barrier clarification
	List barriers to taking these actions

	Taking a stand
	Stand up and declare a value without avoidance

	Pen through the board
	Physical metaphor of a path – the twists and turns are not the direction

	Traumatic deflection
	What pain would you have to contact to do what you value

	Pick a game to play
	Define a game as “pretending that where you are not yet is more important than where you are” -- define values as choosing the game

	Process / outcome and values
	“Outcome is the process through which process becomes the outcome”

	Skiing down the mountain metaphor
	Down must be more important than up, or you cannot ski; if a helicopter flew you down it would not be skiing

	Point on the horizon
	Picking a point on the horizon is like a value; heading toward the tree is like a goal

	Choosing not to choose
	You cannot avoid choice because no choice is a choice

	Responsibility
	You are able to respond

	What if no one could know?
	Imagine no one could know of your achievements: then what would you value?

	Sticking a pen through your hand
	Suppose getting well required this – would you do it

	Confronting the little kid
	Bring back the client at an earlier age to ask the adult for something

	First you win; then you play
	Choose to be acceptable


Here is a list of some possible values you can use with clients to help them think through what they care about

Love

Kindness

Fun

Honesty

Interdependence

Independence

Sincerity

Transcendence

Connection

Responsibility

Thoughtfulness

Patience

Persistence

Stability

Tolerance

Humor

Organization

Flexibility

Adventure

Affection

Creativity

Community

Ethical

Peace

Diversity

Cooperation

Competition

Comfort

Spirituality

Mentorship

Gentleness Efficiency

Friendship

Growth

Privacy 

Tolerance

Variety

Consistency

Sensitivity

Strength

Spontaneity

Respect

Beauty

Optimism

Skepticism

Simplicity

Conservation

Loyalty

Trust

Tenacity

Intimacy

Freedom

Change

Joyfulness

Equality

Empathy

Nurturance

Public Service 
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Partial List of Empirical Studies on ACT, ACT Components, or ACT Processes

ACT Effectiveness Studies

General outpatient populations (mostly anxiety and depression)

Strosahl, K. D., Hayes, S. C., Bergan, J., & Romano, P. (1998).  Does field based training in behavior therapy improve clinical effectiveness? Evidence from the Acceptance and Commitment Therapy training project. Behavior Therapy, 29, 35-64. Controlled study, but not randomized. Shows that training in ACT produces generally more effective clinicians, as measured by client outcomes.

Lappalainen, R., Lehtonen, T., Skarp, E., Taubert, E., Ojanen, M., & Hayes, S. C. (2007). The impact of CBT and ACT models using psychology trainee therapists: A preliminary controlled effectiveness trial. Behavior Modification, 31, 488-511.  Randomized controlled study in which 14 student therapists treat one client each from an ACT model or a traditional CBT model for 6-8 sessions following a 2 session functional analysis. Participants with any normal outpatient problem were included, mostly anxiety and depression. At post and at the 6 month follow up ACT clients are more improved on the SCL-90 and several other measures. Greater acceptance for ACT patients; great self-confidence for CBT patients. Both correlated with outcomes, but when partial correlations are calculated, only acceptance still relates to outcome. 
Forman, E. M., Herbert, J. D., Moitra, E., Yeomans, P. D. & Geller, P. A. (2007). A randomized controlled effectiveness trial of Acceptance and Commitment Therapy and Cognitive Therapy for anxiety and depression. Behavior Modification, 31(6), 772-799. 101 heterogeneous outpatients reporting moderate to severe levels of anxiety or depression were randomly assigned either to traditional CT or to ACT.  23 junior therapists were used.  Participants receiving CT and ACT evidenced large and equivalent improvements in depression, anxiety, functioning difficulties, quality of life, life satisfaction and clinician-rated functioning.  “Observing” and “describing” one’s experiences mediated outcomes for those in the CT group relative to those in the ACT group, whereas “experiential avoidance,” “acting with awareness” and “acceptance” mediated outcomes for those in the ACT group. And extension of this study [Forman, E. M., Chapman, J. E., Herbert, J. D., Goetter, E. M.,Yuen, E. K., & Moitra, E. (2012). Using Session-by-Session Measurement to Compare Mechanisms of Action for Acceptance and Commitment Therapy and Cognitive Therapy. Behavior Therapy, 43, 341-354] found using session by session measurement that increased utilization of cognitive and affective change strategies relative to utilization of psychological acceptance strategies mediated outcome for CT, whereas for ACT the mediation effect was in the opposite direction. 
Group and Controlled Time-Series ACT Efficacy Studies (by topic and chronologically within topic)
Depression

Zettle, R. D. & Hayes, S. C. (1986). Dysfunctional control by client verbal behavior: The context of reason giving. The Analysis of Verbal Behavior, 4, 30‑38. 
Small controlled trial. Shows that ACT is more effective that cognitive therapy for depression when presented in an individual format, and that it works by a different process. Has several methodological holes.
Zettle, R. D., & Rains, J. C. (1989). Group cognitive and contextual therapies in treatment of depression. Journal of Clinical Psychology, 45, 438‑445. Small controlled trial. Shows that ACT is as effective as two variants of cognitive therapy for depression (a full package of CT vs. one without distancing) when presented in a group format, and that it works by a different process. A full intent to treat reanalysis and mediation analysis using modern statistical methods was published in Zettle, R. D., Rains, J. C., & Hayes, S. C. (2011). Do Acceptance and Commitment Therapy and Cognitive Therapy for depression work via the same process: A reanalysis of Zettle and Rains, 1989. Behavior Modification, 35, 265-283. The reanalysis, without the odd partial cognitive therapy group that was included for theoretical reasons of importance in the early days of ACT, shows that ACT did better than CT on the BDI at follow up and that the results were mediated by post scores on cognitive fusion but not level of depressogenic thoughts or general dysfunctional attitudes.
Hayes, L., Boyd, C. P., & Sewell, J. (2011). Acceptance and Commitment Therapy for the treatment of adolescent depression: A pilot study in a psychiatric outpatient setting. Mindfulness, 2, 86-94.  Small RCT of ACT for adolescent depression compared to treatment as usual. Good outcomes (about 60% showed clinically significant change in ACT; d = .38 at post and 1.45 at follow up).
Blackledge, J. T. & Hayes, S. C. (2006). Using Acceptance and Commitment Training in the support of parents of children diagnosed with autism. Child & Family Behavior Therapy, 28 (1), 1-18. [Within design looking at the effects of an ACT workshop of parental distress. Reduced depression.] 
Bohlmeijer, E. T., Fledderus, M., Rokx, T. A., & Pieterse, M. E. (2011). Efficacy of an early intervention based on acceptance and commitment therapy for adults with depressive symptomatology: Evaluation in a randomized controlled trial. Behaviour Research and Therapy, 49, 62-67. Medium sized RCT of ACT for adults with mild to moderate depressive symptomatology, randomly assigned to the ACT intervention (n=49) or to a waiting list (n=44). Significant reduction in depressive symptomatology (Cohen's d=.60) maintained at the three-month follow-up.
Fledderus, M., Bohlmeijer, E.T., Pieterse, M. E., & Schreurs, K. M. (2011) Acceptance and commitment therapy as guided self-help for psychological distress and positive mental health: a randomized controlled trial. Psychological Medicine, 11, 1-11. Large RCT of an early intervention study for mild to moderate depression using ACT self-help with or without heavy email support. Reductions in depression, anxiety, fatigue, experiential avoidance and improvements in positive mental health and mindfulness; sustained at follow up.

Folke, F., Parling, T., & Melin, L. (2012). Acceptance and Commitment Therapy for depression: A preliminary randomized clinical trial for unemployed on long-term sick leave. Cognitive and Behavioral Practice, 19, 583–594. Small (N = 34) RFT of ACT (1 individual session; 5 group sessions) versus TAU for unemployed individuals on sick leave suffering from depression. Lower level of depression and higher level of quality of life and general health in ACT.
 Gaudiano, B.A., Nowlan, K., Brown, L.A., Epstein-Lubow, G., & Miller, I.W. (2013). An open trial of a new acceptance-based behavioral treatment for major depression with psychotic features. Behavior Modification, 37, 324-355. doi: 10.1177/0145445512465173. Small open trial (N = 14) of ACT + behavioral activation for patients with major depression with psychotic features (all patients were also on pharmacotherapy). Large effects on depressive and psychotic symptoms, as well as psychosocial functioning. Acceptance, mindfulness, values improved and correlated with changes in symptoms. 

Karlin, B.E., Walser, R. D., Yesavage, J., Zhang, A., Trockel, M., & Taylor, C. B. (in press). Effectiveness of Acceptance and Commitment Therapy for depression:  Comparison among older and younger Veterans. Aging and Mental Health. Large open trial (N = 731) of ACT with Veterans aged 18-64 (N = 655) and Veterans aged 65+ (N = 76) suggesting that ACT is equally effective with older Veterans treated in routine clinical settings, including those with high levels of depression. . Within-group effect sizes were d = .95 and d = 1.06 for the two age groups, respectively (Mean BDI-II depression scores declined from 28.4 (SD = 11.4) to 17.5 (SD = 12.0) in the older group and 30.3 (SD = 10.6) to 19.1 (SD = 14.3) in the younger group). Quality of life and therapeutic alliance also increased during treatment. 

Walser, R. D., Karlin, B. E., Trockel, M., Mazina, B., & Taylor, C. B. (2013). Training in implementation of Acceptance and Commitment Therapy for depression in the Veterans Health Administration: Therapist and patient outcomes. Behaviour Research and Therapy, 51, 555 – 563. The primary report of the Veterans Affairs roll out of ACT for depression. Therapist and patient outcomes were assessed on eleven cohorts of therapists (n = 391) and their patients (n = 745). 96% of therapists achieved competency by the end of training, compared to 21% at the outset of training. Training was associated with significantly increased therapist self-efficacy and positive attitudes toward ACT. Therapeutic alliance increased significantly over the course of therapy. Mixed effects model analysis revealed that mean BDI-II scores decreased from 30 at baseline assessment to 19 (conditional SD = 5.6) at final assessment, t(367) = −20.3, p < 0.001, d = .53. Quality of life scores also increased.

There are also several published studies with good depression outcomes as part of other problems – some who were in the clinical range -- e.g., see McCracken et al., 2005; Vowles & McCracken, 2008 in the pain section; Woods et al., 2006 in the OCD section; Páez,  et al., 2007 in the chronic disease section; Muto et al and Jeffcoat et al., 2012. Also a moderation analysis of a study comparing ACT to traditional CBT shows better outcomes for ACT for anxiety patients who also have depression: Arch, J. J., Wolitzky-Taylor, K. B., Eifert, G. H., & Craske, M. G. ( 2012). Longitudinal treatment mediation of traditional cognitive behavioral therapy and acceptance and commitment therapy for anxiety disorders. Behaviour Research and Therapy, 50, 469– 478.
Stress/distress: Work, military, educational, prevention
Bond, F. W. & Bunce, D. (2000). Mediators of change in emotion-focused and problem-focused worksite stress management interventions. Journal of Occupational Health Psychology, 5, 156-163.

Randomized controlled trial. Shows that ACT is more effective than a previously empirically supported behavioral approach to reducing worksite stress and anxiety, and that both are better than a wait list control. Those in the ACT condition then actively modified the work environment even though that was not targeted directly in the intervention. Process analyses fit the model.
Flaxman, P. E. & Bond, F. W. (2010). A randomised worksite comparison of acceptance and commitment therapy and stress inoculation training. Behaviour Research and Therapy 43, 816-820.

RCT comparing ACT, stress inoculation training, and waitlist on worksite stress (N = 107). ACT and SIT equally effective; ACT mediated by psychological flexibility, SIT not successfully mediated by cognitive change. 
Muto, T., Hayes, S. C., & Jeffcoat, T. (2011). The effectiveness of Acceptance and Commitment Therapy bibliotherapy for enhancing the psychological health of Japanese college students living abroad. Behavior Therapy, 42, 323–335.
RCT on the impact of Get Out of Your Mind and Into Your Life on the mental health of international students (N = 70). Better general mental health at post and follow up. Moderately and above depressed or stressed, and severely anxious students showed improvement compared to those not receiving the book. Outcomes mediated and moderated by psychological flexibility.

Flaxman, P. E., & Bond, F. W. (2010). Worksite stress management training: Moderated effects and clinical significance. Journal of Occupational Health Psychology, 15, 347-358.
Larger RCT of ACT vs. wait list. ACT worksite intervention found to be particularly effective for workers with above average levels of psychological distress. Following ACT, 69% of initially distressed workers improved to a clinically significant degree.
Brinkborg, H., Michanek, J., Hesser, H., & Berglund, G. (2011). Acceptance and commitment therapy for the treatment of stress among social workers: A randomized controlled trial. Behaviour Research and Therapy, 49, 389-398. RCT examining ACT for stress and burnout in social workers (n = 106) ACT significantly decreased stress and burnout, and increased general mental health compared to a waiting list control among the 2/3 who were stressed at baseline. Among participants with high stress, a substantial proportion (42%) reached criteria for clinically significant change. 
Blevins, D., Roca, J. V., & Spencer, T. (2011). Life Guard: Evaluation of an ACT-based workshop to facilitate reintegration of OIF/OEF veterans. Professional Psychology: Research and Practice, 42, 32–39. DOI: 10.1037/a0022321. Medium sized (N = 144) quasi-experimental study of a two hour ACT workshop on reintegration success of Veteran’s returning from Irag/Afganistan. Intervention participants reported significant declines in symptoms of depression, anxiety, and PTSD, and increases in relationship satisfaction. Significant between group comparisons for depression and relationship satisfaction.

Hinton, M. J. & Gaynor, S. T. (2010). Cognitive defusion for psychological distress, dysphoria, and low self-esteem: A randomized technique evaluation trial of vocalizing strategies. International Journal of Behavioral Consultation and Therapy, 6, 164-185. 3 sessions of cognitive defusion (CD) compared to a waitlist (WL) condition for university students reporting elevated distress, dysphoria, and low self-esteem. Large changes in distress, depressive symptoms, self-esteem, defused awareness of thoughts, psychological flexibility, and automatic thoughts favoring CD over WL. Maintained at 1-month follow-up. 
Fledderus, M., Bohlmeijer, E. T., Smit, F., & Westerhof, G. J. (2010). Mental health promotion as a new goal in public mental health care: A randomized controlled trial of an intervention enhancing psychological flexibility. American Journal of Public Health, 10, 2372-2378. Medium RCT (N = 93) comparing ACT groups with wait list for those with mild to moderate psychological distress. Good outcomes.

Bethay, S., Wilson, K. G., Schnetzer, L., Nassar, S. (in press). A controlled pilot evaluation of Acceptance and Commitment Training for intellectual disability staff. Mindfulness. Small RCT (N=34) of ACT + ABA training vs. ABA training for intellectual disability staff. Better outcomes w/ ACT for those with high distress at pre.
Jeffcoat, T. & Hayes, S. C. (2012). A randomized trial of ACT bibliotherapy on the mental health of K-12 teachers and staff. Behaviour Research and Therapy, 50, 571-579. ACT RCT with K – 12 school personnel (N = 236; 91% female; 30 - 60 years old) in a wellness program compared to wait list. Three-fourths were above clinical cutoffs in general mental health, depression, anxiety, or stress. Participants read the book for two months, completed exercises and quizzes, and after post assessment were followed for 10 weeks; wait list participants were then also given the book with two months to complete it. Overall, participants showed significant improvement in psychological health. Significant preventive effects for depression and anxiety were observed along with significant ameliorative effects for those in the clinical ranges of depression, anxiety and stress. Follow up general mental health, depression, and anxiety outcomes were related to the manner in which participants used the workbook and to post levels of psychological flexibility.
Biglan, A., Layton, G. L., Backen Jones, L., Hankins, M. & Rusby, J. C. (2013). The value of workshops on psychological flexibility for early childhood special education staff. Topics in Early Childhood Special Education, 32, 196-210. DOI: 10.1177/0271121411425191   Small (N = 42) RCT of ACT workshops vs. wail list for early childhood special educators. At pretest, measures of experiential avoidance and mindful awareness showed significant relationships to reports of depression, stress, and burnout. The intervention reduced staff members’ experiential avoidance, increased teachers’ mindful awareness and valued living, and improved teachers’ sense of efficacy.
Lloyd, J., Bond, F. W. & Flaxman, P. E. (2013). Identifying psychological mechanisms underpinning a cognitive behavioural therapy intervention for emotional burnout. Work & Stress: An International Journal of Work, Health & Organisations, 27, 181-199. DOI:10.1080/02678373.2013.782157.  Government workers assigned in an RCT (N = 100), to ACT (N = 43) or waitlist. 3 half-day sessions 2 ½ months. Good outcomes on various aspects of burnout mostly mediated by earlier changes in psychological flexibility.

Luoma, J. B., & Plumb, J. (2013). Improving Therapist Psychological Flexibility While Training Acceptance and Commitment Therapy: A Pilot Study. Cognitive-Behaviour Therapy, 42, 1-8. Small RCT on the impact of an ACT workshop on therapists. Counselors taking a 2-day ACT workshop were randomly assigned to either six 30-min experiential phone consultation sessions (n = 10) or no additional contact (n = 10). The results show that those in the consultation condition reported higher psychological flexibility at the 3-month follow-up compared to the workshop-only condition. Lasting improvements in ACT knowledge, overall burnout, and personal accomplishment were found in both groups.

Coping with psychosis or major depression with psychotic features 

Bach, P. & Hayes, Steven C. (2002). The use of Acceptance and Commitment Therapy to prevent the rehospitalization of psychotic patients: A randomized controlled trial. Journal of Consulting and Clinical Psychology, 70 (5), 1129-1139. Shows that a three-hour ACT intervention reduces rehospitalization by 50% over a 4 month follow-up as compared to treatment as usual with seriously mentally ill inpatients. Process of change fit the model but would be very much unexpected outside the model. The one year follow up was still significant: Bach, P., Hayes, S. C. & Gallop, R. (2012). Long term effects of brief Acceptance and Commitment Therapy for psychosis. Behavior Modification, 36, 167-183.
 Gaudiano, B.A., & Herbert, J.D. (2006).  Acute treatment of inpatients with psychotic symptoms using Acceptance and Commitment Therapy.  Behaviour Research and Therapy, 44, 415-437. This study replicates the Bach and Hayes study with better measures and a better control condition. Good results esp. on measures of overt psychotic behavior (the BPRS). Mediational analyses of the effect of hallucinations fit the ACT model and are described in more detail in Gaudiano, B. A., & Herbert, J. D. (2006). Believability of hallucinations as a potential mediator of their frequency and associated distress in psychotic inpatients. Behavioural and Cognitive Psychotherapy, 34, 497-502. Mediational analyses of the impact of treatment on hallucination distress due to post levels of believability of hallucinations also fit the ACT model and are described in more detail in Gaudiano, B. A., Herbert, J. D., & Hayes, S. C. (2010). Is it the symptom or the relation to it? Investigating potential mediators of change in Acceptance and Commitment Therapy for psychosis. Behavior Therapy, 41, 543-554. 
Bach, P., Gaudiano, B. A., Hayes, S. C. & Herbert, J. D. (in press). Acceptance and Commitment Therapy for psychosis: Intent to treat hospitalization outcome and mediation by believability. Psychosis. The combined data set from the two trials above (Bach & Hayes, 2002; Gaudiano & Herbert, 2006) were examined to assess the impact of ACT on intent to treat analyses of hospitalization outcomes and the mediating role of symptom believability on hospitalization outcomes. Results showed reduction of rehospitalization at the 4 month follow-up, mediated by symptom believability but not symptom related distress. One of the studies collected mediators at post and one at follow up but the mediation effects were the same, indicating that violation of temporarily was not the source of the mediation results seen.
White, R.G., Gumley, A.I., McTaggart, J., Rattrie, L., McConville, D., Cleare, S, & Mitchell G. (2011). A feasibility study of Acceptance and Commitment Therapy for emotional dysfunction following psychosis. Behaviour Research and Therapy, 49, 901-907.  Small RCT (n = 27) of 10 sessions of ACT versus TAU to help cope with anxiety and depression following psychosis. Blind raters; 3 mo f-up. Significant impact on negative symptoms, depression, crisis calls, and mindfulness. Process changes correlated with outcomes.

Gaudiano, B.A., Nowlan, K., Brown, L.A., Epstein-Lubow, G., & Miller, I.W. (2013). An open trial of a new acceptance-based behavioral treatment for major depression with psychotic features. Behavior Modification, 37, 324-355. doi: 10.1177/0145445512465173. Small open trial (N = 14) of ACT + behavioral activation for patients with major depression with psychotic features (all patients were also on pharmacotherapy). Large effects on depressive and psychotic symptoms, as well as psychosocial functioning. Acceptance, mindfulness, values improved and correlated with changes in symptoms. 

Anxiety

Zettle, R. D. (2003). Acceptance and commitment therapy (ACT) versus systematic desensitization in treatment of mathematics anxiety. The Psychological Record, 53, 197-215.


Small randomized controlled trial shows that ACT is as good as systematic desensitization in reducing math anxiety, but works according to a different process. Systematic desensitization reduced trait anxiety more than did ACT. 

Brown, L. A., Forman, E. M., Herbert, J. D., Hoffman, K. L., Yuen, E. K. and Goetter, E. M. (2011). A randomized controlled trial of acceptance-based behavior therapy and cognitive therapy for test anxiety: A pilot study. Behavior Modification, 35, 31-53. Small RCT for test anxiety comparing ACT (with mindfulness elements) and Beck’s CT. Similar outcomes on self-reports but ACT participants did objectively better on test scores in school.
Dalrymple, K. L. & Herbert, J. D.  (2007). Acceptance and commitment therapy for generalized social anxiety disorder: A pilot study. Behavior Modification, 31, 543-568. Open trial for SAD. 19 Ss participated in a 12-week program of ACT + exposure. No changes across a 4-week baseline control period. Large gains from pretreatment to follow-up on outcome and process measures. 
Roemer, L., Orsillo, S. M., & Salters-Pedneault, K. (2008). Efficacy of an acceptance-based behavior therapy for generalized anxiety disorder: Evaluation in a randomized controlled trial. Journal of Consulting and Clinical Psychology, 76, 1083-1089. Small RCT. Good outcomes. The approach “acceptance-based behavior therapy” but the protocol relies heavily on ACT methods (w/ contemplative practice and psychoed in there as well). Changes due to acceptance and values based action Hayes, S., Orsillo, S., & Roemer, L. (2010). Changes in proposed mechanisms of action during an acceptance-based behavior therapy for generalized anxiety disorder. Behaviour Research and Therapy, 48(3), 238-245.
Kocovski, N. L., Fleming, J. E. & Rector, N. E. (2009) Mindfulness and acceptance-based group therapy for social anxiety disorder: An open trial. Cognitive and Behavioral Practice, 16, 276–289. Open trial with 42 SAD patients using an ACT protocol with mindfulness – resulted in significant reductions in social anxiety, depression, and rumination and increases in mindfulness and acceptance, with medium to large effect sizes. RCT is underway.

Wetherell, J. L., Liu, L., Patterson, T. L., Afari, N., Ayers, C. R., Thorp, S. R., Stoddard, J. A., Ruberg, J., Kraft, A., Sorrell, J. T., & Petkus, A. J. (2011).  Acceptance and Commitment Therapy for generalized anxiety disorder in older adults: A preliminary report. Behavior Therapy, 42, 127-134. Small open trial on GAD for the elderly. Generally good outcomes.

Codd, R. T., Twohig, M. P., Crosby, J. M. & Enno, A. M. (2011). Treatment of three anxiety cases with Acceptance and Commitment Therapy in a private practice. Journal of Cognitive Psychotherapy 25, 203-217. Small case series. Three successive anxiety cases assigned to ACT w/o exposure. Good outcomes.

Arch, J. J., Eifert, G. H., Davies, C., Vilardaga, J., Rose, R. D., & Craske, M. G. (2012). Randomized clinical trial of cognitive behavioral therapy (CBT) versus acceptance and commitment therapy (ACT) for mixed anxiety disorders. Journal of Consulting and Clinical Psychology, 80, 750-765. doi:10.1037/a0028310    RCT (N = 128; 52% female; 33% minority) of 12 sessions of ACT v. tradition CBT for heterogeneous anxiety disorders; both including behavioral exposure. Broadly similar outcomes at post but in blind clinical interviews ACT participants improve more in clinical severity from post to follow up than CBT (large effect: d = 1.33). Among completers their end-state clinical severity ratings were much better (d = 1.03). Better improvement for ACT in psychological flexibility (medium effect for completers: d = .59) for ACT; better quality of life at follow up (small effect: d = .43) for CBT.  A separate moderation study that is in press shows better outcomes for ACT those who also have depression (Arch, J. J., Wolitzky-Taylor, K. B., Eifert, G. H., & Craske, M. G. ( 2012). Longitudinal treatment mediation of traditional cognitive behavioral therapy and acceptance and commitment therapy for anxiety disorders. Behaviour Research and Therapy, 50, 469– 478). Treatment is mediated by cognitive defusion: Wolitzky-Taylor, K. B., Arch, J. J., Rosenfield, D., & Craske, M. G. (2012). Moderators and non-specific predictors of treatment outcome for anxiety disorders: A comparison of cognitive behavioral therapy to acceptance and commitment therapy. Journal of Consulting and Clinical Psychology, 80, 786-799. doi:10.1037/a0029418

Autistic Spectrum

Pahnke, J., Lundgren, T., Hursti, T., & Hirvikoski, T. (in press). Outcomes of an acceptance and commitment therapy-based skills training group for students with high-functioning autism spectrum disorder: A quasi-experimental pilot study. Autism. doi: 10.1177/1362361313501091 Small pilot RCT of school based ACT + skills training (versus classroom as usual) with high-functioning students with autism spectrum disorder (age 13–21; N = 28). 6 weeks of 2 groups / week; 2 mo. F-up. Lowered levels of stress, hyperactivity and emotional distress and increased prosocial behavior in the treatment condition.
Addiction
Hayes, S. C., Wilson, K. G., Gifford, E. V., Bissett, R., Piasecki, M., Batten, S. V., Byrd, M., & Gregg, J. (2004). A randomized controlled trial of twelve-step facilitation and acceptance and commitment therapy with polysubstance abusing methadone maintained opiate addicts. Behavior Therapy, 35, 667-688.
A large randomized controlled trial was conducted with polysubstance abusing opiate addicted individuals maintained on methadone. Participants (n=114) were randomly assigned to stay on methadone maintenance (n=38), or to add ACT (n=42), or Intensive Twelve Step Facilitation (ITSF; n=44) components. There were no differences immediately post-treatment. At the six-month follow-up participants in the ACT condition demonstrated a greater decrease in objectively measured (through monitored urinalysis) opiate use than those in the methadone maintenance condition (ITSF did not have this effect). Both the ACT and ITSF groups had lower levels of objectively measured total drug use than did methadone maintenance alone. 

Gifford, E. V., Kohlenberg, B. S., Hayes, S. C., Antonuccio, D. O., Piasecki, M. M.., Rasmussen-Hall, M. L., & Palm, K. M. (2004). Acceptance theory-based treatment for smoking cessation: An initial trial of Acceptance and Commitment Therapy. Behavior Therapy, 35, 689-705.

Medium sized randomized controlled trial comparing ACT to nicotine replacement therapy (NRT) as a method of smoking cessation. Quit rates were similar at post but at a one-year follow-up the two groups differed significantly. The ACT group had maintained their gains (35% quit rates) while the NRT quit rates had fallen (<10%). Mediational analyses shows that ACT works through acceptance and response flexibility.
Twohig, M. P., Shoenberger, D., &  Hayes, S. C. (2007). A preliminary investigation of Acceptance and Commitment Therapy as a treatment for marijuana dependence in adults. Journal of Applied Behavior Analysis, 40, 619-632. A multiple baseline showing ACT reducing the use of marijuana in 3 clients. 2 relapsed to a degree at follow up.

Brown, R.A., Palm, K.M., Strong, D.R., Lejuez, C.W., Kahler, C.W., Zvolensky, M.J., Hayes, S.C., Wilson, K.G., & Gifford, E.V. (2008). Distress tolerance treatment for early lapse smokers: Rationale, program description and preliminary findings. Behavior Modification, 32, 302-332.Open trial of ACT-based distress tolerance treatment for smokers who could never quit even for a day.
Luoma, J. B., Kohlenberg, B. S., Hayes, S. C., Bunting, K. & Rye, A. K. (2008). Reducing the self stigma of substance abuse through acceptance and commitment therapy: Model, manual development, and pilot outcomes. Addiction Research & Therapy, 16, 149-165. Open trial with in substance users in inpatient program. Lower self stigma over time.
Hernández-López, M., Luciano, M. C., Bricker, J. B., Roales-Nieto, J. G. & Montesinos, F. (2009). Acceptance and Commitment Therapy for smoking cessation: A preliminary study of its effectiveness in comparison with Cognitive Behavioral Therapy. Psychology of Addictive Behaviors, 23, 723-730. Group trial comparing ACT (N=43) and CBT (N=38). Quasi-experimental. 7 weekly 90-minute sessions in a group format. Significantly better smoking outcomes at 1 year (30.2% to 13.2%). 

Peterson, C. L. & Zettle, R. D. (2009). Treating inpatients with ocmorbid depression and alcohol use disorders: A comparisons of Acceptance and Commitment Therapy and treatment as usual. The Psychological Record, 59, 521-536. Small RCT comnparing the impact of individual sessions of ACT or TAU while hospitalized. ACT produced equivalent outcomes but with about 20-25% less intervention and 1/3 less time in the hospital.

Bricker, J.B., Mann, S. L., Marek, P. M., Liu, J., & Peterson, A.V. (2010) Telephone-delivered Acceptance and Commitment Therapy for adult smoking cessation: A feasibility study. Nicotine and Tobacco Research, 12, 454-458. Open trial with 14 adults (57% racial/ethnic minority), receive a 5-session (90-min total). Good acceptability; acceptance and commitment moved significantly; 43 to 29% quite rates. 
Twohig, M. P., & Crosby, J. M. (2010). Acceptance and commitment therapy as a treatment for problematic internet pornography viewing. Behavior Therapy. Open trial. 6 adult males who struggling with excessive on-line porn surfing. 8 sessions of ACT. About 85% reduction at post and F-up; better quality of life, less OCD and scrupulosity. ACT process changes fit with outcomes obtained. 

Smout, M., Longo, M., Harrison, S., Minniti, R., Wickes, W., & White, J. (2010). Psychosocial treatment for methamphetamine use disorders: a preliminary randomized controlled trial of cognitive behavior therapy and acceptance and commitment therapy. Substance Abuse, 31(2), 98-107. RCT showing that ACT is no more effect than CBT in retaining or treatment methamphetamine users.  
Gifford, E. V., Kohlenberg, B., Hayes, S. C., Pierson, H., Piasecki, M., Antonuccio, D., & Palm, K. (2011). Does acceptance and relationship focused behavior therapy contribute to bupropion outcomes? A randomized controlled trial of FAP and ACT for smoking cessation. Behavior Therapy, 42, 700-715. Large RCT (n = 303) of ACT + FAP + Zyban vs Zyban for smoking cessation. Good outcomes. Mediated by psychological flexibility and working alliance but when both are included, just PF still works.

Luoma, J. B., Kohlenberg, B. S., Hayes, S. C. & Fletcher, L. (2012). Slow and steady wins the race: A randomized clinical trial of Acceptance and Commitment Therapy targeting shame in substance use disorders. Journal of Consulting and Clinical Psychology, 80, 43-53. Doi: 10.1037/a0026070 RCT (n = 133) of 6 hr group ACT vs TAU in the treatment of shame / self-stigma in SUD during 28 day in patient program. At post, smaller decreases in shame in ACT; at follow up, larger decreases, more Rx involvement, and reduced substance use in ACT. 

Stotts, A.L., Green, C., Masuda, A., Grabowski, J., Wilson, K., Northrup, T., Moeller, F. G., Schmitz, J. (in press). A Stage I pilot study of Acceptance and Commitment Therapy for methadone detoxification. Drug and Alcohol Dependence. Small (N = 56) RCT study on the effect of ACT on methadone detox. 37% versus 19% successfully detoxed in ACT vs. TAU; no increased risk of opiate use.
Villagrá, P., Fernández, P., Rodríguez, F., & González, A. (in press). Acceptance and commitment therapy vs. cognitive behavioral therapy in the treatment of substance use disorder with incarcerated women. Journal of Clinical Psychology. A small RCT (N = 51) comparing ACT, CBT, and waitlist for drug abuse treatment with incarcerated women. At posttreatment, CBT was more effective than ACT in reducing anxiety sensitivity. At follow-up, ACT was more effective than CBT in improving mental health and in reducing objectively verified drug use (abstinence rates in a 6 month follow-up of 44% ACT; 27% CBT; 19% Waitlist) .
Villagrá, P., Fernández, P., Rodríguez, F., & González, A. (2013). Acceptance and Commitment Therapy for drug abuse in incarcerated women. Psicothema, 25, 307-312. doi: 10.7334/psicothema2012.292. A small RCT (N = 31) comparing ACT to a waitlist for drug abuse treatment with incarcerated women. Better mental health and objectively verified drug use outcomes. 

Bricker, J., Wyszynski, C., Comstock, B., & Heffner, J. L. (2013). Pilot randomized controlled trial of web-based acceptance and commitment therapy for smoking cessation. Nicotine & Tobacco Research, 15(10), 1756-1764. A double blind web-based trial randomly assigned participants (N = 222) either to an ACT website or to the National Cancer Institute’s Smokefree.gov website. At 3-month follow-up 23% vs. 10% has quit (OR = 3.05; 95% CI = 1.01–9.32; p = .05). Effect was mediated by increases in acceptance of the physical, cognitive, and emotional cues to smoke.

Stigma and prejudice

Hayes, S. C., Bissett, R., Roget, N., Padilla, M., Kohlenberg, B. S., Fisher, G., Masuda, A., Pistorello, J., Rye, A. K., Berry, K. & Niccolls, R. (2004).  The impact of acceptance and commitment training and multicultural training on the stigmatizing attitudes and professional burnout of substance abuse counselors. Behavior Therapy, 35, 821-835.

A medium sized randomized controlled trial that found that a one day ACT workshop produces greater decreases in stigmatization of clients by therapists and greater decreases in therapist burnout than an educational control and (or some comparisons) than multicultural training. Mediational analyses fit the model.
Lillis, J. & Hayes, S. C. (2007). Applying acceptance, mindfulness, and values to the reduction of prejudice: A pilot study. Behavior Modification, 31, 389-411. Undergraduates enrolled in two separate classes on racial differences were exposed Acceptance and Commitment Therapy and an educational lecture drawn from a textbook on the psychology of racial differences in a counterbalanced order. Results indicate that only the ACT intervention was effective in increasing positive behavioral intentions at post and a 1-week follow-up. These changes were associated with other self-reported changes that fit with the ACT model. 
Masuda, A., Hayes, S. C., Fletcher, L. B., Seignourel, P. J., Bunting, K., Herbst, S. A., Twohig, M. P., & Lillis, J. (2007). The impact of Acceptance and Commitment Therapy versus education on stigma toward people with psychological disorders. Behaviour Research and Therapy, 45(11), 2764-2772. An RCT comparing ACT and education in 95 college students. ACT reduced mental health stigma significantly regardless of participants’ pre-treatment levels of psychological flexibility, but education reduced stigma only among participants who were relatively flexible and non-avoidant to begin with. 
Yadavaia, J. & Hayes, S. C. (2012). Acceptance and Commitment Therapy for self-stigma around sexual orientation: A multiple baseline evaluation. Cognitive and Behavioral Practice, 19, 545-559. Doi: 10.1016/j.cbpra.2011.09.002. Multiple baseline focused of the self-stigma experienced by GLBT populations. Good outcomes.

Lillis, J., Hayes, S. C., Bunting, K., Masuda, A. (2009). Teaching acceptance and mindfulness to improve the lives of the obese: A preliminary test of a theoretical model. Annals of Behavioral Medicine, 37, 58-69. RCT on ACT for weight self-stigma and weight maintenance. Reduced stigma, increased quality of life, and reduced weight. Effects mediated by weight related psychological flexibility.

Pain

Dahl, J., Wilson, K. G., & Nilsson, A. (2004). Acceptance and Commitment Therapy and the treatment of persons at risk for long-term disability resulting from stress and pain symptoms: A preliminary randomized trial. Behavior Therapy, 35, 785-802.
A small randomized controlled trial shows that a four hour ACT intervention reduced sick day usage by 91% over the next six months compared to treatment as usual in a group of chronic pain patients at risk for going on to permanent disability. 

McCracken, L. M, Vowles, K. E., & Eccleston, C. (2005). Acceptance-based treatment for persons with complex, long-standing chronic pain: A preliminary analysis of treatment outcome in comparison to a waiting phase. Behaviour Research and Therapy, 43, 1335-1346.
108 chronic pain patients with a long history of treatment are followed through an ACT-based 3-4 week residential treatment program. Measures improved from initial assessment to pre-treatment on average only 3% (average of 3.9 month wait), but improved on average 34% following treatment. 81% of these gains were retained through a 3 month follow up. Changes in acceptance predicted positive changes in depression, pain related anxiety, physical disability, psychosocial disability, and the ability to stand. Positive outcomes were also seen in a timed walk, decreased medical visits, daily rest due to pain, pain intensity, and decreased pain medication use.
Wicksell, R. K., Melin, L., & Olsson, G. L. (2007). Exposure and acceptance in the rehabilitation of adolescents with idiopathic chronic pain - A pilot study. European Journal of Pain, 11(3), 267-274. Open trial ACT for pain with 14 adolescents. Following treatment, and retained at 3- and 6-month follow-up, improvements in functional ability, school attendance, catastrophizing and pain. 

Vowles, K. E., McNeil, D. W., Gross, R. T. McDaniel, M. L., Mouse, A., Bates, M., Gallimore, P., & McCall, C. (2007). Effects of pain acceptance and pain control strategies on physical impairment in individuals with chronic low back pain. Behavior Therapy, 38, 412-425. Well controlled RCT in with patients with chronic low back pain are assigned to very brief acceptance, pain control, or practice conditions and given physical tasks to perform. The acceptance group improved the most.
Vowles, K. E. & McCracken, L. M. (2008). Acceptance and values-based action in chronic pain: A study of effectiveness and treatment process. Journal of Clinical and Consulting Psychology, 76, 397-407. Effectiveness study. 171 completers of an ACT interdisciplinary treatment program, examine a pre, post, follow up. Significant improvements for pain, depression, pain-related anxiety, disability, medical visits, work status, and physical performance. Effect size statistics were uniformly medium or larger. Both acceptance of pain and values-based action improved, and increases in these processes were associated with improvements in the primary outcome domains.   
Wicksell, R, K., Ahlqvist, J., Bring, A., Melin, L. & Olsson, G. L. (2008).  Can exposure and acceptance strategies improve functioning and quality of life in people with chronic pain and whiplash associated disorders (WAD)? A randomized controlled trial. Cognitive Behaviour Therapy, 37, 1-14. Small RCT comparing ACT to TAU with whiplash patients; significant differences in pain disability, life satisfaction, fear of movements, depression, and psychological flexibility (pain related fusion and acceptance as measured by Wicksell’s Psychological Inflexibility in Pain Scale or PIPS). Improvements in the treatment group were maintained at 7-months follow-up. Mediation results reported in: Wicksell, R. K., Olsson, G. L., & Hayes, S. C. (2010). Processes of change in ACT-based behavior therapy: Psychological flexibility as a mediator of improvement in patients with chronic pain following whiplash injuries. European Journal of Pain, 14, 1059e1-1059e11. Found that follow up changes in life satisfaction and to a lesser degree pain disability were mediated by post PIPS scores.

Vowles, K. E., McCracken, L. M., & Eccleston, C. (2007). Processes of behavior change in interdisciplinary treatment of chronic pain: Contributions of pain intensity, catastrophizing, and acceptance. European Journal of Pain, 11, 779-787. Large open trial (n = 252) with similar outcomes to McCracken et al 2005 and more info on process. 
Vowles, K. E., Wetherell, J. L., & Sorrell, J. T. (2009). Targeting acceptance, mindfulness, and values-based action in chronic pain: Findings of two preliminary trials of an outpatient group-based intervention. Cognitive and Behavioral Practice, 16, 49-58. Reports data from two pilot studies of ACT for chronic pain showing feasibility and good outcomes. 

Wicksell, R. K., Melin, L., Lekander, M., & Olsson, G. L. (2009). Evaluating the effectiveness of exposure and acceptance strategies to improve functioning and quality of life in longstanding pediatric pain - A randomized controlled trial. Pain, 141, 248-257. Small RCT (n = 32) comparing a brief ACT intervention (10 individual sessions) to multidisciplinary treatment plus amitriptyline (MDT) for chronic pediatric pain. Treatment continued in the MDT condition during the 3.5 and 6.5 month follow-up, which complicated comparisons at follow-up assessments due to more sessions for MDT, but results showed substantial and sustained improvements for the ACT group. When follow-up assessments were included, ACT performed significantly better than MDT on perceived functional ability in relation to pain, pain intensity and pain related discomfort (intent-to-treat analyses). At post-treatment, before the dose differences happened, significant differences in favor of the ACT condition were also seen in fear of re/injury or kinesiophobia, pain interference and in quality of life. Mediation analysis is published in Wicksell, R. K., Olsson, G. L., & Hayes, S. C. (2011). Mediators of change in Acceptance and Commitment Therapy for pediatric chronic pain. Pain, 152, 2792-2801. Pain interference and depression were used as outcome variables. Six different variables relevant to theories underlying ACT and CBT were included in the analyses as possible mediators of change: pain impairment beliefs, pain reactivity, self-efficacy, kinesiophobia, catastrophizing, and pain intensity. Results illustrated that pain impairment beliefs and pain reactivity were the only variables that significantly mediated the differential effects of treatment on outcomes at follow-up. 

Vowles, K. E., & McCracken, L. M. (2010). Comparing the influence of psychological flexibility and traditional pain management coping strategies on chronic pain treatment outcomes. Behaviour Research & Therapy, 48, 141-146. Effectiveness trial showing that ACT targets account for progress more so than traditional pain targets.
Johnston, M., Foster, M., Shennan, J., Starkey, N. J., & Johnson, A. (2010). The effectiveness of an Acceptance and Commitment Therapy self-help intervention for chronic pain. Clinical Journal of Pain, 26, 393-402. Small RCT showing that ACT bibliotherapy (Dahl & Lundgren, 2006 – see self help books above) helps with chronic pain.

Wetherell, J. L., Afari, N., Rutledge, T., Sorrell, J. T., Stoddard, J. A., Petkus, A. J., Solomon, B. C., Lehman, D. H., Liu, L., Lang, A. J., Hampton Atkinson, J. (2011). A randomized, controlled trial of acceptance and commitment therapy and cognitive-behavioral therapy for chronic pain. Pain, 152, 2098-2107. DOI: 10.1016/j.pain.2011.05.016.  RCT (N=114) comparing ACT and traditional CBT for chronic pain. Good outcomes over 6 months. No differences in outcomes. Treatment completers were more satisfied with ACT.

Vowles, K. E., McCracken, L. M., O’Brien, J. Z. (2011). Acceptance and values-based action in chronic pain: A three-year follow-up analysis of treatment effectiveness and process. Behaviour Research and Therapy, 49, 748-755. Follow up study of 108 participants with chronic pain examining outcomes three years after treatment completion. Significant improvements (generally medium to large) in emotional and physical functioning relative to the start of treatment, as well as good maintenance of treatment gains relative to an earlier follow-up assessment. 65% of patients were reliably improved in at least one key domain. Improvements in acceptance of pain and values-based action were associated with improvements in outcome measures. 
Thorsell, J., Finnes, A., Dahl, J., Lundgren, T., Gybrant, M., Gordh, T., & Buhrman, M. (2011). A comparative study of 2 manual-based self-help interventions, Acceptance and Commitment Therapy and Applied Relaxation, for persons with chronic pain. The Clinical Journal of Pain, 27, 716-723. doi: 10.1097/AJP.0b013e318219a933.  RCT (N = 90) of ACT versus applied relaxation using a combination of an initial face to face session, a 7 week self-help manual with weekly therapist telephone support, and a concluding face-to-face session. 6 and 12 mo follow up. Better outcomes for ACT in level of function, pain intensity, acceptance, and marginal life satisfaction. Depression and anxiety improved but no diff between conditions.
Jensen, K. B., Kosek, E., Wicksell, R., Kemani, M., Olsson, G., Merle, J., Kadetoff, D., & Ingvar, M. (in press). Treatment with Cognitive Behavioral Therapy increases pain-evoked activation of the prefrontal cortex in patients suffering from chronic pain. Pain. The first RCT (N = 43; all female; w/ Fibromyalgia) with chronic pain to examine post-Rx effects on brain activity. Some the neurobiological data are presented in the above publication, while most psychosocial data are presented in Wicksell1, R. K., Kemani, M., Jensen, K. B., Kosek, E., Kadetoff, D., Sorjonen, K., Ingvar, M. & Olsson, G. L. (in press). Acceptance and Commitment Therapy for fibromyalgia: A randomized controlled trial. European Journal of Pain. These studies compared ACT vs. wait list. 12 weekly group sessions and 3 mo f-up. Better outcomes in favor of ACT were seen in pain related functioning, fibromyalgia impact, mental health related quality of life, self-efficacy, depression, anxiety, psychological inflexibility. fMRI in response to pain taken at pre and post. ACT led to increased activations in the ventrolateral prefrontal / lateral orbitofrontal cortex; increased vlPFC- thalamic connectivity after treatment. Suggests a change in the cognitive functions of pain. Follow up outcomes mediated by pre to post changes in psychological inflexibility.
Dindo, L., Recober, A., Marchman, J., Turvey, C. & O’Hara, M. W. (in press). One-day behavioral treatment for patients with comorbid depression and migraine: A pilot study. Behaviour Research and Therapy. A small (N = 45) controlled trial comparing ACT plus migraine education with a wait list / treatment as usual examining depression in migraine sufferers. At the 3-month follow up, participants in the ACT-ED condition exhibited significantly greater improvements in depressive symptoms, general functioning, and migraine-related disability than patients in the WL/TAU group.
Gauntlett-Gilbert J., Connell H., Clinch J., & McCracken L.M. (2012) Acceptance and values-based treatment of adolescents with chronic pain: Outcomes and their relationship to acceptance. Journal of Pediatric Psychology. doi: 10.1093/jpepsy/jss098.  Open trial. Good outcomes.

McCracken, L. M., & Jones, R. (2012). Treatment for chronic pain for adults in the seventh and eighth decades of life: A preliminary study of Acceptance and Commitment Therapy (ACT). Pain Medicine, 13, 861-867. Open trial showing that ACT impact elderly pain patients.

McCracken, L. M., Sato, A., & Taylor, G. J. (in press; 2013). A trial of a brief group-based form of Acceptance and Commitment Therapy (ACT) for chronic pain in general practice: Pilot outcome and process results. The Journal of Pain. http://dx.doi.org/10.1016/j.jpain.2013.06.011. Medium sized RCT (N = 77) of ACT versus TAU in primary care for chronic pain in primary care. At a 3-month follow-up, again relative to TAU, those in ACT demonstrated lower disability, less depression, and significantly higher pain acceptance.
Vowles, K. E., Witkiewitz, K., Sowden, G., & Ashworth, J. (in press). Acceptance and Commitment Therapy for chronic pain: Evidence of mediation and clinically significant change following an abbreviated interdisciplinary program of rehabilitation. Journal of Pain. DOI: 10.1016/j.jpain.2013.10.002
Open trial (N = 117) of a relatively brief (2 full days / wk; 4 wks) interdisciplinary rehab program for chronic pain in which all services (exercise; OT; PT etc) were ACT oriented. At 3-mo follow-up 46.2% of patients achieved clinically significant change in at least one key measure of functioning (depression, pain anxiety, disability). Changes in measures of psychological flexibility significantly mediated changes in disability, depression, pain-related anxiety, number of medical visits, and the number of classes of prescribed analgesics. 
Ljótsson, B., Atterlöf, E., Lagerlöf, M., Andersson, E., Jernelöv, S., Hedmana, E., Kemania, M. & Wicksell, R. (in press) Internet-delivered acceptance and values-based exposure treatment for fibromyalgia: A pilot study. Cognitive Behaviour Therapy. Small (N = 41) open trial of a 10-week internet-delivered ACT program. Regular contact with an assigned online therapist. Pre / post / 6-mo follow-up. Medium to large effect sizes fibromyalgia symptoms and impact, disability, quality of life, depression, anxiety, fatigue, and psychological flexibility. 

 

OCD and OCD spectrum

Twohig, M. & Woods, D. (2004). A preliminary investigation of acceptance and commitment therapy and habit reversal as a treatment for trichotillomania. Behavior Therapy, 35, 803-820.
A series of controlled single case designs show that ACT, and ACT combined with habit reversal helps with hair pulling
Woods, D. W., Wetterneck, C. T., & Flessner, C. A. (2006) A controlled evaluation of Acceptance and Commitment Therapy plus habit reversal for trichotillomania. Behaviour Research and Therapy, 44, 639-656.. A small randomized trial (25 completers) comparing ACT plus habit reversal to a wait list. Wait list subjects then receive ACT/HR. Solid hair pulling, anxiety, and depression outcomes, maintained at a 3 month follow up. Wait list participants also improve once they get ACT. AAQ moves and correlates well with outcomes.

Twohig, M. P., Hayes, S. C., Masuda, A. (2006a). Increasing willingness to experience obsessions: Acceptance and Commitment Therapy as a treatment for obsessive compulsive disorder. Behavior Therapy, 37, 3-13. Multiple baseline showing very large reductions in OCD with an 8 session ACT protocol without in session exposure.
Twohig, M. P., Hayes, S. C., & Masuda, A. (2006b). A preliminary investigation of Acceptance and Commitment Therapy as a treatment for chronic skin picking. Behaviour Research and Therapy, 44, 1513-1522. [Multiple baseline. Good effects at post but some fall off at follow up]
Flessner, C. A., Busch, A. M., Heideman, P. W. & Woods, D. W. (2008).  Acceptance-enhanced behavior therapy (AEBT) for trichotillomania and chronic skin picking: Exploring the effects of component sequencing. Behavior Modification, 32, 579-594. Compared ACT and habit-reversal training for trichotillomania in a cross over design to examine the importance of sequence. Treatment greatly reduced pulling/picking for all five participants and the order in which ACT and HRT were implemented made little difference.
Twohig, M. P., Hayes, S. C., Plumb, J. C., Pruitt, L. D., Collins, A. B., Hazlett-Stevens, H. & Woidneck, M. R. (2010) A randomized clinical trial of Acceptance and Commitment Therapy vs. Progressive Relaxation Training for obsessive compulsive disorder. Journal of Consulting and Clinical Psychology, 78, 705-716.
Medium sized randomized trial. Good outcomes (including in depression) Mediation results coming in a separate study (AAQ worked as mediator; processes of change even at session 5 worked but outcomes were not different until later. 
Vakili, Y., Gharraee, B., Habibi, M., Lavasani, F., & Rasoolian, M. (in press; 2013). The comparison of Acceptance and Commitment Therapy with selective serotonin reuptake inhibitors in the treatment of Obsessive-Compulsive Disorder. Zahedan Journal of Research in Medical Sciences, 15, XX-XX. A small randomized controlled trial (N = 32) of ACT, SSRIs, and their combination in the treatment of OCD. Whether presented alone (d = 1.08) or in combination with SSRIs (d = 1.28), ACT lead to large and significantly greater improvement in OCD symptoms (assessed by the YBOCS) than did SSRIs alone. Adding SSRIs to ACT did not significantly improve outcomes.
BPD

Gratz, K. L., & Gunderson, J. G. (2006).  Preliminary data on an acceptance-based emotion regulation group intervention for deliberate self-harm among women with Borderline Personality Disorder. Behavior Therapy, 37, 25-35.  Randomized trial comparing and ACT / DBT combo to TAU. Very strong outcomes on self-harm and other measures. No follow-up.

Morton, J., Snowdon, S., Gopold, M. & Guymer, E. (2012). Acceptance and Commitment Therapy group treatment for symptoms of Borderline Personality Disorder: A public sector pilot study. Cognitive and Behavioral Practice, 19, 527–544. Small RCT (N = 41) comparing ACT to TAU; 12 2-hr group sessions. Better outcomes for ACT on self-rated BPD symptoms, anxiety, hopelessness, psychological flexibility, emotion regulation skills, mindfulness; the last 3 mediated BPD symptoms.
Chronic disease: Diabetes, epilepsy, cancer, MS, tinnitus, cardiac care
Lundgren, A. T., Dahl, J., Melin, L. & Kees, B. (2006). Evaluation of Acceptance and Commitment Therapy for drug refractory epilepsy: A randomized controlled trial in South Africa. Epilepsia, 47, 2173-2179.  [RCT with 27 drug resistant epileptics comparing 9 hours of ACT – individual and group -- to supportive therapy. Reduction of seizures to near zero level; maintenance for a year but taken from nurses records. Quality of life improves continuously through the follow up. Mediational analyses are reported in Lundgren, T., Dahl, J., & Hayes, S. C. (2008). Evaluation of mediators of change in the treatment of epilepsy with Acceptance and Commitment Therapy. Journal of Behavioral Medicine, 31, 221-235. Both values and acceptance, along or in combination, work as mediators for most outcomes]
Gregg, J. A., Callaghan, G. M., Hayes, S. C., & Glenn-Lawson, J. L. (2007). Improving diabetes self-management through acceptance, mindfulness, and values: A randomized controlled trial. Journal of Consulting and Clinical Psychology, 75(2), 336-343. RCT showing that ACT + patient education is significantly better than patient education alone in producing good self-management and better blood glucose levels in lower SES patients with Type II diabetes. Effects at follow up are mediated by changes in self-management and greater psychological flexibility with regard to diabetes related thoughts and feelings.

Páez, M. B., Luciano, C., & Gutiérrez, O. (2007).Tratamiento psicológico para el afrontamiento del cáncer de mama. Estudio comparativo entre estrategias de aceptación y de control cognitivo. Psicooncología, 4, 75-95. [Psychological treatment for coping with breast cancer. A comparative study of acceptance and cognitive-control strategies]. Very small RCT comparing ACT and traditional CBT protocols with women who had been diagnosed and treated for breast cancer. No differences at post but at a one year follow up ACT is significantly better in anxiety, depression, and quality of life.
Lundgren, T., Dahl, J., Yardi, N., & Melin, L. (2008). Acceptance and Commitment Therapy and yoga for drug-refractory epilepsy: A randomized controlled trial. Epilepsy & Behavior, 13, 102–108. 18 participants from India with EEG-verified epilepsy diagnosis with drug-refractory seizures were randomized to ACT or yoga (12 hours of Rx both individual and group) and followed for 1 year. ACT reduced seizures more than yoga but both improved quality of life (ACT more on the WHOQOL-BREF; yoga more on the SWLS).
Sheppard, S. C., John P. Forsyth, J. P., Hickling, E. J., & Bianchi, J. (2010). A novel application of ACT to psychosocial problems associated with Multiple Sclerosis: Results from a half-day workshop intervention. International Journal of Multiple Sclerosis Care, 12, 200-206.  Small (n = 15) trial of ACT for MS. Good outcomes on depression, pain interference, and quality of life in the context of no change in physical symptoms.

Westin, V. Z., Schulin, M., Hesser, H., Karlsson, M., Noe, R. Z., Olofsson, U., Stalby, M., Wisung, G. & Andersson, G. (2011). Acceptance and Commitment Therapy versus Tinnitus Retraining Therapy in the treatment of tinnitus distress: A randomized controlled trial. Behaviour Research and Therapy, 49, 737-747. One of the best RCTs yet done on tinnitus. Very long follow up (18 months). ACT does better than the most widely distributed psychosocial method (Tinnitus Retraining Therapy) in reducing the interference and distress from tinnitus. Tinnitus acceptance mediated outcomes.

Feros, D., Lane, L., Ciarrochi, J., Blackledge, J.T. (in press). Acceptance and Commitment Therapy for cancer patients: A preliminary study. Psycho-ocology. Open trial with cancer patients (n = 45). Good outcomes on self-reported distress, mood disturbance, psychological flexibility, and quality of life thru 3-mo f-up. Pre to post changes in psychological flexibility predicted pre to f-up changes in quality of life, distress, and mood.
Rost, A. D., Wilson, K. G., Buchanan, E., Hildebrandt, M.J., & Mutch, D. (2012). Improving psychological adjustment among late-stage ovarian cancer patients:  Examining the role of avoidance in treatment. Cognitive and Behavioral Practice, 19, 508-517. Very cool RCT (N = 31; 47 originally but the rest died or entered hospice care) comparing ACT and traditional CBT approaches to coping with end-stage cancer. Super outcomes in favor of ACT.
Weight loss, stigma, maintenance, eating disorders
Forman, E. M., Butryn, M., Hoffman, K.L., & Herbert, J. D (2009). An open trial of an acceptance-based behavioral treatment for weight loss. Cognitive and Behavioral Practice, 16, 223–235. 12-week open trial of ACT-based behavior therapy combining traditional behavioral elements w/ acceptance and mindfulness (n=29) w/ obese women. Weight loss averaged 6.6% of body weight at post-treatment and 9.6% at six-month follow-up (4.5% and 6.6% intent to treat). Acceptance and mindfulness processes changed in the expected directions and related to weight loss.

Lillis, J., Hayes, S. C., Bunting, K., Masuda, A. (2009). Teaching acceptance and mindfulness to improve the lives of the obese: A preliminary test of a theoretical model. Annals of Behavioral Medicine, 37, 58-69. RCT on ACT for weight self-stigma and weight maintenance. Reduced stigma, increased quality of life, and reduced weight. Effects mediated by weight related psychological flexibility.

Tapper, K., Shaw, C., Ilsley, J., Hill, A. J., Bond, F. W., & Moore, L. (2009). Exploratory randomised controlled trial of a mindfulness-based weight loss intervention for women. Appetite, 52, 396–404. Small RCT. 62 dieting obese women randomly assigned to 4 2-hr ACT sessions or to wait list; at 6 mo. better exercise (p , .05), and for those applying the workshop, better weight loss as reflected by BMI differences (0.96 relative to controls, equivalent to 2.32 kg, p < 0.5).
Juarascio, A. S., Forman, E. M., & Herbert, J. D. (2010). Acceptance and Commitment Therapy versus Cognitive Therapy for the treatment of co morbid eating pathology. Behavior Modification, 34, 175-190. Inside a larger RCT of ACT versus CT, ACT produced greater reductions in eating pathology, and greater increases in global functioning.
Pearson, A. N., Follette, V. M. & Hayes, S. C. (2012). A pilot study of Acceptance and Commitment Therapy (ACT) as a workshop intervention for body dissatisfaction and disordered eating attitudes. Cognitive and Behavioral Practice, 19, 181-197. Doi: 0.1016/j.cbpra.2011.03.001 Small RCT showing that ACT helps with body dissatisfaction and disordered eating attitudes.
Weineland, S., Arvidsson, D., Kakoulidis, T., & Dahl, J. (2011). Acceptance and commitment therapy for bariatric surgery patients, a pilot RCT. Obesity Surgery, 21, 1044-1044. Small RCT of ACT (two individual sessions plus internet) vs. TAU for patients who underwent bariatric surgery examining emotional eating, body dissatisfaction and quality of life. Good outcomes. Follow up and mediation to be reported in later study.

Butryn, M. L., Forman, E., Hoffman, K., Shaw, J., & Juarascio, A. (2011). A pilot study of Acceptance and Commitment Therapy for promotion of physical activity. Journal of Physical Activity and Health, 8, 516-522. Small RCT (N = 54) comparing 4 hrs of education vs ACT for promoting physical activity. ACT participants exercised more on objective measure.

Goodwin, C. L., Forman, E. M., Herbert, J. D., Butryn, M. L., & Ledley, G. S. (2012). A pilot study examining the initial effectiveness of a brief acceptance-based behavior therapy for modifying diet and physical activity among cardiac patients. Behavior Modification. 36, 199-217
Performance enhancement

Ruiz, F. J. & Luciano, C. (2009). Eficacia de la terapia de aceptación y compromiso (ACT) en la mejora del rendimiento ajedrecístico de jóvenes promesas [Acceptance and commitment therapy (ACT) and improving performance in bright youth hope chess-players]. Psicothema, 21(3), 347-352. Non-randomized study of seven young international caliber chess-players (ages: 14-20, mean age = 16); control group match by age and ability.  Brief group ACT protocol unfolded over 5 days. Over next 9 months 5 out of the 7 ACT noticeably improved their chess circuit performance, none in the control condition did so (d = .52, p < .03).  Processes measures (including a kind of AAQ for chess) showed coherent changes that related to performance.  Findings replicated in: Ruiz, F. J., & Luciano, C. (2012). Improving international-level chess players performance with an acceptance –based protocol: Preliminary findings. The Psychological Record, 62, 447–462.
Use in training

Luoma, J. B., Hayes, S. C., Roget, N., Fisher, G., Padilla, M., Bissett, R., Kohlenberg, B. K. , Holt, C., & & Twohig, M. P. (2008). Augmenting continuing education with psychologically-focused group consultation: Effects on adoption of Group Drug Counseling. Psychotherapy Theory, Research, Practice, Training, 44, 463-469. An ACT-based supervision group following training in Group Drug Counseling increased adoption in drug and alcohol counselors. 
Varra, A. A., Hayes, S. C., Roget, N., & Fisher, G. (2008).  A randomized control trial examining the effect of Acceptance and Commitment Training on clinician willingness to use evidence-based pharmacotherapy. Journal of Consulting and Clinical Psychology, 76, 449-458. RCT comparing ACT to psychoeducation in preparedness to learn from a workshop on pharmacotherapy. Good outcomes (d of around .85) on willingness to refer and actual referrals for agonist and antagonist treatment, mediated by increased psychological flexibility and decreased believability of barriers to referring. 

Other

Beilby, J. M., Byrnes, M. L., & Yaruss, J. S. (2012). Acceptance and Commitment Therapy for adults who stutter: Psychosocial adjustment and speech fluency. Journal of Fluency Disorders, 37, 289-299. Small open trial (N = 20) with very strong improvements in psychosocial functioning and speech fluency. 
.
Studies on ACT itself or on ACT clinicians
Storaasli, R.D., Kruashaar, B., Wilson, K., & Emrick, C. (2007). Convention, tradition, and the new wave: Assessing clinician identity in behavior therapy. The Behavior Therapist, 30, 149-155. Shows that ACT and traditional CBT clinicians recommend different courses of action in therapy.

Brown, L. A.,  Gaudiano, B. A., & Miller, I. W. (2011). Investigating the similarities and differences between practitioners of second- and third-wave cognitive-behavioral therapies. Behavior Modification, 35, 187-200. Preferences and biases of second (N = 55) and third wave (N = 33) CBT practitioners were assessed via an internet survey. 3rd wavers used more mindfulness/acceptance techniques and exposure; 2nd used moiré cognitive restructuring and relaxation. 3rd wavers more eclectic; no diffs in attitudes toward science and practice, only techniques employed.

Richards, R., Oliver, J. E., Morris, E., Aherne, K., Iervolino, A. C., & Wingrove, J. (2011). Acceptance and Commitment Therapy training for clinicians: An evaluation. The Cognitive Behaviour Therapist, 4. 114-121. doi:10.1017/S1754470X11000043. One day training workshops with practitioners (N = 73) led to increased ACT knowledge, and self-reports of impact on practice one year later. The workshop process itself was positively rated. 
Luoma, J. B. & Vilardaga, J. P. (2013). Improving therapist psychological flexibility while training Acceptance and Commitment Therapy: A pilot study. Cognitive Behaviour Therapy, 42, 1–8, Doi: 10.1080/16506073.2012.701662   Small RCT (N = 20) of therapists receiving an ACT workshop, or that plus six 30-min ACT-based phone consultation sessions. Both groups improved on ACT knowledge, burnout, and sense of personal accomplishment but those in the consultation condition reported higher psychological flexibility at the 3-month follow-up
Tests of ACT Components (Chronological; partial list; too many to keep up with but write for a meta-analysis we’ve done)

Hayes, S.C., Bissett, R., Korn, Z., Zettle, R. D., Rosenfarb, I., Cooper, L., & Grundt, A. (1999). The impact of acceptance versus control rationales on pain tolerance. The Psychological Record, 49, 33-47.

Analog study. Shows that an acceptance rationale drawn from the ACT protocol produces more pain tolerance than a pain control rationale drawn from a CBT pain management package (Turk’s protocol)

Takahashi, M., Muto, T., Tada, M., & Sugiyama, M. (2002). Acceptance rationale and increasing pain tolerance: Acceptance-based and FEAR-based practice. Japanese Journal of Behavior Therapy, 28, 35-46.
Small randomized trial that replicated Hayes, Bissett, Korn, Zettle, Rosenfarb, Cooper, & Grundt, 1999. An acceptance rationale plus two ACT defusion exercises (“Leaves on the Stream” and “Physicalizing”) did significantly better than a matched control-focused intervention on pain tolerance, or a lecture on pain.

Eifert, G. H. & Heffner, M. (2003). The effects of acceptance versus control contexts on avoidance of panic-related symptoms. Journal of Behavior Therapy and Experimental Psychiatry, 34, 293-312.


Randomized study comparing control versus acceptance during a CO2 challenge with anxious subjects. Acceptance oriented exercise (the finger trap) reduced avoidance, anxiety symptoms, and anxious cognitions as compared to breathing training.

Heffner, M., Eifert, G. H., Parker, B. T., Hernandez, D. H. and Sperry, J. A. (2003). Valued directions: Acceptance and Commitment Therapy in the treatment of alcohol dependence. Cognitive and Behavioral Practice, 10, 378-383
This case study describes a heavily values focused ACT treatment of a case of alcohol dependence within an Acceptance and Commitment Therapy model. Identifying valued directions seemed to help the client achieve sobriety and put a plan into action to "start living." 

Feldner, M. T., Zvolensky, M. J., Eifert, G. H., & Spira, A. P. (2003). Emotional avoidance: An experimental tests of individual differences and response suppression during biological challenge. Behaviour Research and Therapy, 41, 403-411. High emotional avoidance subjects showed more anxiety in response to CO2, particularly when instructed to suppress their emotions.

Masuda, A., Hayes, S. C., Sackett, C. F., & Twohig, M. P. (2004). Cognitive defusion and self-relevant negative thoughts: Examining the impact of a ninety year old technique. Behaviour Research and Therapy, 42, 477-485. Shows in a series of time-series designs and a group study, that the “milk, milk, milk” defusion technique reduces distress and believability of negative self-referential thoughts

Gutiérrez, O., Luciano, C., Rodríguez, M., & Fink, B. C. (2004). Comparison between an acceptance-based and a cognitive-control-based protocol for coping with pain. Behavior Therapy, 35, 767-784. 

Randomized study with analogue pain task showing greater tolerance for pain in the defusion and acceptance-based condition drawn from ACT as compared to a closely parallel cognitive-control based condition.

Levitt, J. T., Brown, T. A., Orsillo, S. M., & Barlow, D. H. (2004). The effects of acceptance versus suppression of emotion on subjective and psychophysiological response to carbon dioxide challenge in patients with panic disorder. Behavior Therapy, 35, 747-766. Acceptance methods (drawn directly from the ACT book) did a better job than control strategies in promoting successful exposure to CO2 gas in panic disordered patients

Marcks, B. A. & Woods, D. W. (2005). A comparison of thought suppression to an acceptance-based technique in the management of personal intrusive thoughts: A controlled evaluation. Behaviour Research and Therapy, 43, 433-445. Two studies. Correlational study shows suppressing personally relevant intrusive thoughts is associated with more thoughts, more distress, greater urge to do something. Those who accept are less obsessional, depressed and anxious. Experimental study shows that instructions to suppress does not work and leads to increased level of distress; instructions of accept (using a couple of short metaphors drawn from the ACT book) decreases discomfort but not thought frequency. 

Campbell-Sills, L., Barlow, D. H., Brown, T. A., & Hofmann, S. G. (2006).  Effects of suppression and acceptance on emotional responses of individuals with anxiety and mood disorders. Behaviour Research and Therapy, 44, 1251-1263. Similar to the study above, brief acceptance methods led to lower heart rate during exposure to an aversive film and less negative affect during the post-film recovery period that did control strategies in individuals with anxiety and mood disorders. 

Masedoa, A. I. & Esteve. M. R. (2006).  Effects of suppression, acceptance and spontaneous coping on pain tolerance, pain intensity and distress. Behaviour Research and Therapy, 45, 199-209. 

A large and well-controlled randomized study that replicated Hayes, Bissett, Korn, Zettle, Rosenfarb, Cooper, & Grundt, 1999. Acceptance methods drawn from the 1999 ACT book and from the Hayes et al. 1999 pain study (the methods used included an acceptance rationale, practicing awareness of experience, the “Passengers on the Bus” exercise, and the ‘Two Scales Metaphor’) increased pain tolerance and decreased pain ratings in a cold pressor task as compared both to suppression methods (based on thought stopping) and to participants preferred method of coping (which tended to include distraction, relaxation, and keeping the hand still). The latter two conditions did not differ from each other in the main analysis.

Williams, L. (2007). Acceptance and Commitment Therapy: An example of third-wave therapy as a treatment for Australian Vietnam War veterans with post-traumatic stress disorder. Salute, 19, 13-15. Perhaps this should not be listed as published yet but we will mention it. This is a small RCT for PTSD that found better outcomes for a full ACT package than for one that did not include self-as-context work, but both were helpful. This is a short, discursive summary article for a Veteran’s magazine – the data are described in her thesis which is not yet published: Williams, L.M. (2006). Acceptance and commitment therapy: An example of third-wave therapy as a treatment for Australian Vietnam War veterans with posttraumatic stress disorder: Unpublished dissertation, Charles Sturt University, Bathurst, New South Wales.
Keogh, E., Bond, F. W., Hanmer, R. & Tilston, J. (2005). Comparing acceptance and control-based coping instructions on the cold-pressor pain experiences of healthy men and women. European Journal of Pain, 9, 591-598. Simple acceptance-based coping instructions improved affective pain more than distraction but only for women. 

Forman, E. M., Hoffman, K. L., McGrath, K. B., Herbert, J. D., Brandsma, L. L., & Lowe, M. R. (2007). A comparison of acceptance- and control-based strategies for coping with food cravings: An analog study. Behaviour Research and Therapy, 45(10), 2372-2386.
98 participants with chocolate cravings were exposed to a well known CBT-based protocol (Kelly Brownell’s LEARN program) and an ACT-based protocol or no instructions and required to carry chocolate with them of for two days. Those more impacted by food related cues ate less and had fewer cravings in the ACT condition.

Páez-Blarrina, M., Luciano, C., Gutiérrez-Martínez, O., Valdivia, S., Ortega, J., & Rodriguez-Valverde, M. (2008). The role of values with personal examples in altering the functions of pain: Comparison between acceptance-based and cognitive-control-based protocols. Behaviour Research and Therapy, 46, 84-97. A two-wave randomized study showed that a values-focused ACT protocol, with or without defusion, was superior to a protocol that viewed pain as incompatible with valued action.

McMullen, J., Barnes-Holmes, D., Barnes-Holmes, Y., Stewart,I., Luciano, C., & Cochrane, A. (2008). Acceptance versus distraction: Brief instructions, metaphors and exercises in increasing tolerance for self-delivered electric shocks. Behaviour Research and Therapy, 46(1), 122-129. Pain tolerance. 80 participants randomly assigned to 5 groups: Acceptance or distraction rationales, with or without exercises, or no instructions. Participants in both of the acceptance conditions more likely to continue with the task even when reporting more pain. Full acceptance condition best pain tolerance.

Low, C. A., Stanton, A. L., & Bower, J. E. (2008). Effects of acceptance-oriented versus evaluative emotional processing on heart rate recovery and habituation. Emotion, 8, 419-424. Participants (N = 81) were randomly assigned to write about a stressful experience while evaluating the appropriateness of their emotional response, attending to their emotions in an accepting way, or describing the objective details of the experience. Writing in an accepting way led to less efficient heart rate habituation and recovery.

Masuda, A., Hayes, S. C., Twohig, M. P., Drossel C., Lillis, J., & Washio, Y. (2009). A parametric study of cognitive defusion and the believability and discomfort of negative self-relevant thoughts. Behavior Modification, 33, 250-262. Parametric study on word repetition as a defusion method. 2 studies. Bottom line: the sweet spot is 30 seconds.
Masuda, A., Twohig, M. P.,  Stormo, A. R., Feinstein, A. B., Chou, ., & Wendell, J. W. (2010). The effects of cognitive defusion and thought distraction on emotional discomfort and believability of negative self-referential thoughts. Journal of Behavior Therapy and Experimental Psychiatry, 41, 11-17. Word repetition has more of an effect on emotional discomfort and believability of negative self-referential thoughts than thought distraction, including with participants who have elevated depressive symptoms.

Kishita, N. & Shimada, H. (2011).  Effects of acceptance-based coping on task performance and subjective stress. Journal of Behavior Therapy and Experimental Psychiatry, 42, 6-12. Compared ACT based (rationale; tug of war exercises, but/and, “bad cup”) versus control based approach to task performance in interaction with job control. Conducted in Japan. Performance best with high job control and acceptance.
Assessment devices 

Luoma, J. B., Drake, C., Hayes, S. C., Kohlenberg, B. (2011). Substance Abuse and Psychological Flexibility: The Development of a New Measure. Addiction Research and Theory, 19(1), 3-13.
Nicholson, E., & Barnes-Holmes, D. (2012). Developing an implicit measure of disgust propensity and disgust sensitivity: Examining the role of implicit disgust- propensity and -sensitivity in obsessive-compulsive tendencies. Journal of Behavior Therapy and Experimental Psychiatry (available on-line 16 February, 2012: http://dx.doi.org/10.1016/j.jbtep.2012.02.001).
Ferreira, N. B., Eugenicos, M. P., Morris, P. G., Gillanders, D. T.(2012). Measuring acceptance in Irritable Bowel Syndrome: preliminary validation of an adapted scale and construct utility. Quality of Life Research 299, DOI:10.1007/s11136-012-0299-z (e-pub).   An AAQ for Irritable Bowel Syndrome. It is a significant predictor of IBS outcomes over standard demographic variables.

ACT components as parts of larger packages

Metzler, C. W., Biglan, A., Noell, J., Ary, D., & Ochs, L. (2000).  A randomized controlled trial of a behavioral intervention to reduce high-risk sexual behavior among adolescents in STD clinics.  Behavior Therapy, 31, 27-54. Components from ACT were included as component of a successful program to reduce high risk sexual behavior in adolescents.

ACT Case Studies 
Hayes, S. C. (1987). A contextual approach to therapeutic change. In N. Jacobson (Ed.), Psychotherapists in clinical practice: Cognitive and behavioral perspectives (pp. 327‑387). New York: Guilford Press. Shows a series of uncontrolled case evaluations on ACT with anxiety problems

Biglan, A. (1989). A contextual approach to the clinical treatment of parental distress. In G. H. S. Singer & L. K. Irvin (Eds.), Support for caregiving families: Enabling positive adaptation to disability (pp. 299-311). Baltimore, MD: Brookes.  Uncontrolled. Presents case data on the use of ACT components with families.

Dougher, M. J. & Hackbert, L. (1994). A behavior-analytic account of depression and a case report using acceptance-based procedures. The Behavior Analyst, 17, 321-334

Huerta Romero, Francisca; Gomez Martin, Moreno, A. M., & Luciano, C. (1998). Generalized anxiety: A case study. Analisis y Modificacion de Conducta, 24, 751-766.

Carrascoso Lopez, Francisco Javier (1999). Acceptance and commitment therapy (ACT) in panic disorder with agoraphobia: A case study. Psicothema, 11, 1-12

Paul, R. H., Marx, B. P. & Orsillo, S. M. (1999). Acceptance-based psychotherapy in the treatment of an adjudicated exhibitionist: A case example. Behavior Therapy, 30, 149-162.

Garcia R. F. (2000). Application of acceptance and commitment therapy in an example of experiential avoidance. Psicothema, 12, 445-450.

Luciano, C. (2001). On the Experiential Avoidance Disorder and Acceptance and Commitment Therapy (ACT). Análisis y Modificación de Conducta, 27, 113, 317-332.  A case study on ACT. 

Luciano, C., Gómez, S., Hernández, M., & Cabello, F. (2001). Alcoholism, Experiential Avoidance, and Acceptance and Commitment Therapy (ACT). Análisis y Modificación de Conducta, 27, 113, 333-372.


Describes the use of ACT in the treatment of alcoholism and shows resulting data. Case study.

Luciano, C., & Gutierrez, O. (2001). Anxiety and Acceptance and Commitment Therapy (ACT). Análisis y Modificación de Conducta, 27, 113, 373-398.


Describes the use of ACT in the treatment of anxiety problems and shows resulting data. Case study.

Luciano, C. & Cabello, F. (2001). Bereavement and Acceptance and Commitment Therapy (ACT). Análisis y Modificación de Conducta, 27, 113, 399-424.


Describes the use of ACT in the treatment of complicated bereavement and shows resulting data. Case study.

Zaldívar, F. & Hernández, M. (2001). Acceptance and Commitment Therapy (ACT): Application to an experiential avoidance with agoraphobic form. Análisis y Modificación de Conducta, 27, 113, 425-454.


Describes the use of ACT in the treatment of agoraphobia and shows resulting data. Case study.

García, J.M. & Pérez, M. (2001). ACT as a treatment for psychotic symptoms. The case of auditory hallucinations. Análisis y Modificación de Conducta, 27, 113, 455-472. 


Describes the use of ACT in the treatment of psychotic disorders and shows resulting data. Case study.

Luciano, C., Visdómine, J.C.,  Gutiérrez, O., & Montesinos, F. (2001). ACT (Acceptance and Commitment Therapy) and chronic pain. Análisis y Modificación de Conducta, 27, 113, 473-502.


Describes the use of ACT in the treatment of chronic pain and shows resulting data. Case study.

Montesinos, F., Hernández, B., & Luciano, C. (2001). Application of Acceptance and Commitment Therapy (ACT) in cancer patients. Análisis y Modificación de Conducta, 27, 113, 503-524.


Describes the use of ACT in the treatment of cancer pain and shows resulting data. Case study.

A number of the Spanish case studies are also available in: Luciano, C. (2001) (Ed.), Terapia de Aceptación y Compromiso (ACT) y el Traastorno de Evitación Experiencial. Un síntesis de casos clínicos.

(Ed.) Valencia: Promolibro

López, S. & Arco, J.L. (2002). ACT como alternativa terapéutica a pacientes que no responden a tratamientos tradicionales: un estudio de caso [ACT as an alternative for patients that do not respond to traditional treatments: A case study]. Análisis y Modificación de Conducta, 120, 585-616. Presents data on ACT with a patient who failed a course of cognitive therapy.

Heffner, M., Sperry, J., Eifert, G. H. & Detweiler, M. (2002). Acceptance and Commitment Therapy in the treatment of an adolescent female with anorexia nervosa: A case example. Cognitive and Behavioral Practice, 9, 232-236. Describes the use of ACT in anorexia and shows resulting data. Case study. The case study is followed by discussion articles: 

Wilson, K. G. & Roberts, M. (2002). Core principles in Acceptance and Commitment Therapy: An application to anorexia. Cognitive and Behavioral Practice, 9, 237-243. 

Hayes, S. C. & Pankey, J. (2002) Experiential avoidance, cognitive fusion, and an ACT approach to anorexia nervosa. Cognitive and Behavioral Practice, 9, 243-247. 

Orsillo, S. M. & Batten, S. J. (2002). ACT as treatment of a disorder of excessive control: Anorexia. Cognitive and Behavioral Practice, 9, 253-259. 

There is also a cognitive paper that is nominally a response to the case, but it mentions ACT only in passing, focusing instead on the traditional CBT model.

Montesinos, F. (2003) ACT, sexual desire orientation and erectile dysfunction. A case study. Analisis y Modificación de Conducta, 29, 291-320. A successful application of ACT to a 30-year-old male with difficulties in accepting his bisexual orientation and with an erectile dysfunction is presented. 

Pankey, J. & Hayes, S. C. (2003). Acceptance and Commitment Therapy for psychosis. International Journal of Psychology and Psychological Therapy, 3, 311-328. Case study with a retarded psychotic person experiencing command hallucinations and multiple delusions. Believability drops dramatically over treatment but not frequency. Good functional improvement.
Gardner, F. L. & Moore, Z.E. (2004). A mindfulness-acceptance-commitment based approach to athletic performance enhancement: Theoretical considerations. Behavior Therapy, 35, 707-724. Case study. An ACT protocol with an emphasis on mindfulness helps with sports outcomes.

Olivencia, J. J., & Díaz, A. J. C. (2005). Tratamiento psicológico del trastorno esquizotípico de la personalidad. Un estudio de caso. (Psychological treatment of schizotypal personality disorder. A case study). Psicothema, 17, 412-417. A case study that examines a combination of ACT and FAP in the successful treatment of a case of Schizotypal Personality Disorder.

Orsillo S. M., Batten, S. V. (2005). Acceptance and commitment therapy in the treatment of posttraumatic stress disorder. Behavior Modification, 29, 95-129. Discussion article and case study showing how to apply ACT to the treatment of PTSD. 

Batten, S. V. & Hayes, S. C. (2005). Acceptance and Commitment Therapy in the treatment of comorbid substance abuse and posttraumatic stress disorder: A case study. Clinical Case Studies, 4(3), 246-262.Case study. Shows improvement with a dually diagnosed patient.

Wicksell, R. K., Dahl, J., Magnusson, B. & Olsson, G. L.  (2005). Using Acceptance and Commitment Therapy in the rehabilitation of an adolescent female with chronic pain: A case example. Cognitive and Behavioral Practice, 12, 415-423. Case study. Shows dramatic improvement with a 14 year old chronic pain patient using a values focused ACT protocol. 

Wicksell, R. K., Melin, L., & Olsson, G. L.  (2007). Exposure and acceptance in the rehabilitation of adolescents with idiopathic chronic pain: A pilot study. European Journal of Pain, 11, 267-274. Open trial with 14 adolescents. Good outcomes that continue to improve through follow up. 

García-Montes, J. M., & Pérez-Álvarez, M. (2010). Exposition in existential terms of a case of “Negative Schizophrenia” approached by means of Acceptance and Commitment Therapy. International Journal of Existential Psychology & Psychotherapy, 3, 1-18. Descriptive case study in a schizophrenic with mostly negative symptoms.

Roemer, L., & Orsillo, S. M. (2006).  An open trial of an acceptance-based behavior therapy for generalized anxiety disorder. Behavior Therapy. Largely ACT based open trial for GAD (16 participants) with good outcomes.

Veiga-Martinez, C., Perez-Alvarez, M., & Garcia-Montes, J. M. (2008). Acceptance and Commitment Therapy Applied to Treatment of Auditory Hallucinations. Clinical Case Studies, 7(2), 118-135.
Stotts, A. L., Masuda, A., & Wilson, K. (2009). Using Acceptance and Commitment Therapy during methadone dose reduction: Rationale, treatment description, and a case report. Cognitive and Behavioral Practice, 16, 205–213. Article explaining how and why to apply ACT to reduction of methadone use, and a case example. (A detox RCT is underway)
Process studies not mentioned earlier 
There are now over 150 papers on experiential avoidance so this section is a partial listing and will soon have to be abandoned. You cannot keep up with it anymore. When ACT gets like that this whole handout will have to be abandoned or changed.
McCracken, L. M. (1998). Learning to live with the pain: acceptance of pain predicts adjustment in persons with chronic pain. Pain, 74, 21-27. This study is based on a pain related early version of the AAQ. Greater acceptance of pain was associated with reports of lower pain intensity, less pain-related anxiety and avoidance, less depression, less physical and psychosocial disability, more daily uptime, and better work status. A relatively low correlation between acceptance and pain intensity showed that acceptance is not simply a function of having a low level of pain. Regression analyses showed that acceptance of pain predicted better adjustment on all other measures of patient function, independent of perceived pain intensity. This work is replicated, refined and extended in McCracken, L. M. & Eccleston, C. (2003). Coping or acceptance: What to do about chronic pain. Pain, 105, 197-204. and McCracken, L. M. , Vowles, K. E., & Eccleston, C. (2004). Acceptance of chronic pain: Component analysis and a revised assessment method. Pain, 107, 159-166.

Batten, S. V., Follette, V.M., & Aban, I (2001). Experiential Avoidance and high risk sexual behavior in survivors of child sexual abuse. Journal of Child Sexual Abuse, 10(2), 101-120. Correlational study showing that generalized experiential avoidance accounted for 67% of the variance in distress in a sexually abused population.

Marx, B. P. & Sloan, D. M. (2002). The role of emotion in the psychological functioning of adult survivors of childhood sexual abuse. Behavior Therapy, 33, 563-577. Correlational study showing that childhood sexual abuse (CSA), experiential avoidance and emotional expressivity were significantly related to psychological distress. However, only experiential avoidance mediated the relationship between CSA and current distress.  

Bond, F. W. & Bunce, D. (2003). The role of acceptance and job control in mental health, job satisfaction, and work performance. Journal of Applied Psychology, 88, 1057-1067.

Shows that AAQ predicts positive work outcomes (mental health, satisfaction, performance) even one year later, especially in combination with job control. Re-factors the AAQ and shows that a two factor solution can work on a slightly different 16 item version. 

Hayes, S. C., Strosahl, K. D., Wilson, K. G., Bissett, R. T., Pistorello, J., Toarmino, D., Polusny, M., A., Dykstra, T. A., Batten, S. V., Bergan, J., Stewart, S. H., Zvolensky, M. J., Eifert, G. H., Bond, F. W., Forsyth J. P., Karekla, M., & McCurry, S. M. (2004). Measuring experiential avoidance: A preliminary test of a working model. The Psychological Record, 54, 553-578.  The AAQ validation study. All 2000 subjects of it. Validates both a 9 and 16 item version, both single factor.

Donaldson, E. & Bond, F.W. (2004). Psychological acceptance and emotional intelligence in relation to workplace well-being. British Journal of Guidance and Counselling, 34, 187-203.Study compared experiential avoidance (as measures by the AAQ) and emotional intelligence in terms of their ability to predict general mental health, physical well-being, and job satisfaction in workers (controlling for the effects of job control since this work organisation variable is consistently associated with occupational health and performance). Results from 290 United Kingdom workers showed that emotional intelligence did not significantly predict any of the well-being outcomes, after accounting for acceptance and job control. Acceptance predicted general mental health and physical well-being but not job satisfaction, Job control was associated with job satisfaction, only. Not controlling one’s thoughts and feelings (as advocated by acceptance) may have greater benefits for mental well-being than attempting consciously to regulate them (as emotional intelligence suggests).

Kashdan, T.B., & Breen, W.E. (2007). Materialism and diminished well-being: Experiential avoidance as a mediating mechanism. Journal of Social and Clinical Psychology, 26, 521-539. This correlational study examined the hypothesis that experiential avoidance mediates associations between excessively materialistic values and diminished emotional well-being, meaning in life, self-determination, and gratitude.  Results indicated that people with high materialistic values reported more negative emotions and less relatedness, autonomy, competence, gratitude, positive emotions, and sense of meaning – all of these relations were mediated by experiential avoidance mediated all of these relations.  Emotional disturbances such as social anxiety and depressive symptoms failed to account for these findings after accounting for shared variance with experiential avoidance.  

Norberg, M. M., Wetterneck, C. T., Woods, D. W., & Conelea, C. A.  (2007).  Examination of the mediating role of psychological acceptance in relationships between cognitions and severity of chronic hair-pulling. Behavior Modification, 31, 367-381. Correlational study with 730+ folks suffering from trichotillomania. Experiential avoidance as measured by the AAQ fully mediated the rela​tionship between hair-pulling and both fears of negative evaluation and feelings of shame and partially mediated the relationship between hair-pulling severity and dysfunctional beliefs about appearance.
Butler, J. and Ciarrochi, J (2007). Psychological acceptance and quality of life in the elderly. Quality of Life Research, 16, 607-615. In a sample of 187 elderly those higher in psychological acceptance had higher quality of life in the areas of health, safety, community participation and emotional well-being; and had less adverse psychological reactions to decreasing productivity.
Spira, A. P., Beaudreau, S. A., Jimenez, D., Kierod, K., Cusing, M. M., Gray, H. L., & Gallagher-Thompson, D. (2007). Experiential avoidance, acceptance, and depression in dementia family caregivers. Clinical Gerontologist, 30, 55 – 64. 28 female dementia family caregivers show a high correlation between the AAQ and depression. Experiential avoidance was associated with depression even after accounting for caregivers' negative affect and care recipients' behavior problems. 

Sloan, D. M. (2004) Emotion regulation in action: Emotional reactivity in experiential avoidance. Behaviour Research and Therapy, 42, 1257-1270. Examined the relationship between emotional reactivity (self-report and physiological reactivity) to pleasant, unpleasant, and neutral emotion-eliciting stimuli and experiential avoidance as measured by the AAQ.  Sixty-two participants were separated into high and low experiential avoiders.  Results indicated that high EA participants reported greater emotional experience to both unpleasant and pleasant stimuli compared to low EA participants.  In contrast to their heightened reports of emotion, high EA participants displayed attenuated heart rate reactivity to the unpleasant stimuli relative to the low EA participants. Findings were interpreted as reflecting an emotion regulation attempt by high EA participants when confronted with unpleasant emotion-evocative stimuli.

Karekla, M., Forsyth, J. P., & Kelly, M. M. (2004). Emotional avoidance and panicogenic responding to a biological challenge procedure. Behavior Therapy, 35, 725-746. Normal participants high or low on the AAQ were exposed to a CO2 challenge. High emotional avoiders reported more panic symptoms than low avoiders. No difference physiologically.

Begotka, A. M., Woods, D. W., & Wetterneck, C. T. (2004). The relationship between experiential avoidance and the severity of trichotillomania in a nonreferred sample.  Journal of Behavior Therapy and Experimental Psychiatry, 35, 17-24. 
In a large sample of adults suffering from trichotillomania, experiential avoidance as measured by the 9 item AAQ correlated with more frequent and intense urges to pull, less ability to control urges, and more pulling-related distress than persons who were not experientially avoidant. Actual pulling did not differ.

Tull, M. T., Gratz, K. L., Salters, K., & Roemer, L. (2004). The role of experiential avoidance in posttraumatic stress symptoms and symptoms of depression, anxiety, and somatization. Journal of Nervous & Mental Disease, 192(11), 754-761.Correlational study. Among a sample of individuals exposed to multiple potentially traumatic events, general experiential avoidance (but not thought suppression in particular), predicted symptoms of depression, anxiety, and somatization when controlling for posttraumatic stress symptom severity. Thought suppression (but not experiential avoidance) was associated with severity of posttraumatic stress symptoms when controlling for their shared relationship with general psychiatric symptom severity.

Plumb, J. C., Orsillo, S. M., & Luterek, J. A. (2004). A preliminary test of the role of experiential avoidance in post-event functioning. Journal of Behavior Therapy and Experimental Psychiatry, 35, 245-257. Correlational study. Showed that experiential avoidance was correlated with post-traumatic symptomatology over and above other measures of psychological functioning.

Marx, B.P. & Sloan, D.M. (2005).  Experiential avoidance, peritraumatic dissociation, and post-traumatic stress disorder.  Behaviour Research and Therapy, 43, 569-583. 185 trauma survivors were assessed for peritraumatic dissociation, experiential avoidance (using the AAQ), and PTSD symptom severity. Both peritraumatic dissociation and experiential avoidance were significantly related to PTSD symptoms at baseline.  After the initial levels of PTSD was taken into account, only experiential avoidance was related to PTSD symptoms both 4- and 8-weeks later.  

Roemer, L., Salters, K., Raffa, S. D., & Orsillo, S. M. (2005). Fear and avoidance of internal experiences in GAD: Preliminary tests of a conceptual model. Cognitive Therapy and Research, 29, 71-88. Correlational study. Shows that the AAQ is associated with GAD symptoms in both clinical and non-clinical populations.

Zettle, R. D., Hocker, T. R., Mick, K. A., Scofield, B. E., Petersen, C. L. Song, H., & Sudarijanto, R. P. (2005).  Differential strategies in coping with pain as a function of level of experiential avoidance. The Psychological Record, 55, 511-524. Correlational. High versus low EA participants show differences in pain tolerance and in pain coping.

Greco, L. A., Heffner, M., Poe, S., Ritchie, S., Polak, M. & Lynch, S. K. (2005). Maternal adjustment following pre-term birth: Contributions of experiential avoidance. Behavior Therapy, 36, 177-184. Experiential avoidance as measured by the AAQ correlated positively with post-discharge parental stress and traumatic stress symptoms surrounding preterm birth. Moreover, it partially mediated the association between stress during delivery and later traumatic stress symptoms. This process was not moderated by parent reports of child temperament or perceived social support, suggesting that experiential avoidance plays a mediating role irrespective of child characteristics or perceived support from family members and close friends.
Kashdan, T. B. & Steger. M. F. (2006) Expanding the topography of social anxiety: An experience sampling assessment of positive emotions and events, and emotion suppression. Psychological Science, 17, 120-128. In a 21-day experience sampling study, dispositional social anxiety, emotional suppression, and cognitive reappraisal was compared daily measures of social anxiety. Socially anxious individuals reported the lowest rate of positive events on days when they were more socially anxious and tended to suppress emotions, and the highest rate of positive events on days when they were less socially anxious and more accepting of emotional experiences. Irrespective of dispositional social anxiety, participants reported the most intense positive emotions on days when they were less socially anxious and more accepting of emotional experiences.  

Kashdan, T.B., Barrios, V., Forsyth, J.P., & Steger, M.F. (2006).  Experiential avoidance as a generalized psychological vulnerability: Comparisons with coping and emotion regulation strategies. Behaviour Research and Therapy, 44, 1301-1320. [two studies, one correlational and one longitudinal, show that experiential avoidance as measured by the AAQ fully or partially mediated the relationships between coping and emotion regulation strategies on anxiety-related pathology, (Sutdy 1) and psychological distress and hedonic functioning over the course of a 21-day monitoring period (Study 2). The variables examined included maladaptive coping, emotional responses styles, and uncontrollability on anxiety-related distress (e.g., anxiety sensitivity, trait anxiety, suffocation fears, and body sensation fears), and suppression and cognitive reappraisal on daily negative and positive experiences. The data showed that cognitive reappraisal, a primary process of traditional cognitive-behavior therapy, was much less predictive of the quality of psychological experiences and events in everyday life compared with EA. 

Zettle, R. D., Petersen, C. L., & Hocker, T. R. (2007). Responding to a challenging perceptual-motor task as a function of level of experiential avoidance. Psychological Record, 57(1), 49-62.

High vs. low avoidant subjects as assessed by the AAQ do a perceptual-motor task while wearing “drunk goggles” to induce blurred vision, dizziness, disorientation, etc. Low avoidant subjects perform the task significantly better.
Cochrane, A., Barnes-Holmes, D., Barnes-Holmes, Y., Stewart, I., & Luciano, C. (2007). Experiential avoidance and aversive visual images: Response delays and event related potentials on a simple matching task. Behaviour Research and Therapy, 45, 1379-1388. [Two experiments. In Experiment 1, participants high (n = 15) or low in avoidance (n = 14),  as measured by the Acceptance and Action Questionnaire, completed a simple  matching task that required them to choose whether or not to look at an aversive visual image. Only the high-avoidance participants took longer to  emit a correct response that produced an aversive rather than a neutral picture. Additionally, the high-avoiders reported greater levels of anxiety following the experiment even though they rated the aversive images as less unpleasant and less emotionally arousing than their low-avoidant counterparts. In Experiment 2, three groups, representing high- mid- and low-avoidance (n = 6 in each) repeated the matching task with the additional recording of event related potentials (ERPs). The findings replicated Experiment 1 but also showed that high-EA subjects had significantly greater negativity for electrodes over the left hemisphere relative to the midline suggesting that the high-EA group engaged in verbal strategies to regulate their emotional responses.]

Flessner, D. A., & Woods, D. W. (2006). Phenomenological characteristics, social problems, and the economic impact associated with chronic skin picking. Behavior Modification, 30, 1-20. Found that the impact of skin picking on depression and anxiety was partially mediated by the AAQ in a non-referred sample of chronic skin pickers.
Wicksell, R. K., Renofalt, J., Olsson, G. L., Bond, F. W., & Melin, L. (2008). Avoidance and cognitive fusion--central components in pain related disability? Development and preliminary validation of the Psychological Inflexibility in Pain Scale (PIPS). European Journal of Pain, 12(4), 491-500. A new and very ACT relevant measure of pain processes

Wicksell, R. K., Melin, L., & Olsson, G. L. (2009). The Chronic Pain Acceptance Questionnaire (CPAQ): Further validation including a confirmatory factor analysis and a comparison with the Tampa Scale of Kinesiophobia. European Journal of Pain, 13, 760-768. In a sample of 611 participants reporting chronic pain and symptoms of whiplash associated disorders, a Swedish translation of CPAQ was evaluated with explained more variance than the Tampa Scale of Kinesiophobia in pain intensity, disability, life satisfaction, and depression.
For a diabetes related AAQ see Gregg et al (mentioned above)
Greco, L. A., Lambert, W., & Baer, R. A. (2008). Psychological inflexibility in childhood and adolescence: Development and evaluation of the Avoidance and Fusion Questionnaire for Youth. Psychological Assessment. 20(2), 93-102.  The authors describe the development and validation of the Avoidance and Fusion Questionnaire for Youth (AFQ-Y), a child-report measure of psychological inflexibility engendered by high levels of cognitive fusion and experiential avoidance. Consistent with the theory underlying acceptance and commitment therapy (ACT), items converged into a 17-item scale (AFQ-Y) and an 8-item short form (AFQ-Y8). A multimethod psychometric approach provides preliminary support for the reliability and validity of the AFQ-Y and AFQ-Y8. In 5 substudies, 3 samples (total N = 1369) were used to establish (a) item comprehension (n = 181), (b) initial item selection (n = 513), (c) final item reduction and development of a short form for research (n = 346), (d) comprehensive psychometric evaluation of the AFQ-Y and AFQ-Y8 (n = 329), and (e) convergent and construct validity for both versions of the AFQ-Y. Overall, results suggest that the AFQ-Y and AFQ-Y8 may be useful child-report measures of core ACT processes.

Vowles, K. E., McCracken, L. M., McLeod, C., & Eccleston, C. (2008). The Chronic Pain Acceptance Questionnaire: Confirmatory factor analysis and identification of patient subgroups. Pain, 140, 284-291. Good study showing the factor stability of the CPAQ (the pain specific version of the AAQ). After two such studies a series of cluster analyses were performed using a combined sample (N = 641) showing three clusters: one with high scores on both subscales (n = 146), one with low scores on both subscales (n = 239), and one with discrepant scores that were high on the Activity Engagement subscale and low on the Pain Willingness subscale (n = 286). At follow up those with low CPAQ scores reported more difficulties in comparison to the group with high scores, while the group with discrepant CPAQ scores generally reported difficulties that fell in between. These results provide further support for the CPAQ. 

Bond, F. W., Flaxrnan, P. E., & Bunce, D. (2008). The influence of psychological flexibility on work redesign: Mediated moderation of a work reorganization intervention. Journal of Applied Psychology, 93, 645-654. In a quasi-experimental study an intervention designed to increase job control improved mental health and work absence rates, particularly for individuals with higher levels of psychological flexibility (the moderator) if intervention enhanced perceptions of job control (the mediator). 
Gratz,  K. L., Tull, M. T. & Gunderson, J. G. (2008). Preliminary data on the relationship between anxiety sensitivity and borderline personality disorder: The role of experiential avoidance.  Journal of Psychiatric Research , 42, 550-559. Correlational study showing that experiential avoidance mediates the relationship between anxiety sensitivity and borderline personality disorder. 
Tull, M. T., & Gratz, K. L. (2008). Further examination of the relationship between anxiety sensitivity and depression: The mediating role of experiential avoidance and difficulties engaging in goal-directed behavior when distressed. Journal of Anxiety Disorders, 22, 199-210. Correlational study with 391 undergraduate students found that experiential avoidance and difficulties engaging in goal-directed behavior mediated the relationship between fear of cognitive dyscontrol and fear of publicly observable anxiety reactions and depressive symptom severity. The model distinguished between clinically significant depressed and  non-depressed participants but in this analysis only experiential avoidance was a significant mediator. 
Hesser, H., Westin, V., Hayes, S. C., & Andersson, G. (2009). Clients’ in-session acceptance and cognitive defusion behaviors in acceptance-based treatment of tinnitus distress. Behaviour Research and Therapy, 47, 523–528.Study showing that in session acceptance and defusion predicts follow up therapy outcomes even by session 2. Done in a study of ACT for tinnitus.

Shawyer, F., Ratcliff, K., Mackinnon, A., Farhall, J., Hayes, S. C., & Copolov, D. (2007). The Voices Acceptance and Action Scale: Pilot data. Journal of Clinical Psychology, 63, 593-606. An AAQ for those experiencing auditory hallucinations

Kortte, K. B., Veiel, L., Batten, S. V., & Wegener, S. T. (2009). Measuring avoidance in medical rehabilitation. Rehabilitation Psychology, 54(1), 91–98. 139  spinal cord dysfunction, stroke, amputation, or orthopedic surgery patients given multiple measures. Data suggest that experiential avoidance plays an important role in rehabilitation outcomes. AAQ, correlated with depression ,negative affect and negative with hope, positive affect, and spiritual well-being. Predicted life satisfaction and level of handicap at 3-month follow-up. 
Hesser, H., Pereswetoff-Morath, C. E., & Andersson, G. (2009). Consequences of controlling background sounds: The effect of experiential avoidance on tinnitus interference. Rehabilitation Psychology, 54, 381–389.  Small experimental RCT with 35 patients with tinnitus showing that asking patients to control background sound lead to less initial interference by tinnitus over cognitive tasks but greater long term interference as compared to a situation in which control of background sound was not possible.
Wicksell, R. K., Lekander, M., Sorjonen, K., & Olsson, G. L. (2010). The Psychological Inflexibility in Pain Scale (PIPS) – statistical properties and model fit of an instrument to assess change processes in pain related disability. European Journal of Pain, 14, 771.e1-14.  Validation study of the PIPS with 611 participants with whiplash associated disorders. Good factor structure; correlates sensibly with the Chronic Pain Acceptance Questionnaire (CPAQ) and the Tampa Scale of Kinesiophobia (TSK) but hierarchical regression showed that the PIPS explained more variance than TSK in pain, disability, life satisfaction and depression, and mediated the relationship between pain and disability.

Hayes, S. A., Orsillo, S. M., & Roemer, L. (2010). Changes in proposed mechanisms of action during an acceptance-based behavior therapy for generalized anxiety disorder. Behaviour Research and Therapy, 48, 238–245. Process analysis showing that acceptance and values predict response to GAD treatment in acceptance-based behavior therapy, above and beyond change in worry.

Merwin, R., Zachary Rosenthal, M., & Coffey, K. (2009). Experiential avoidance mediates the relationship between sexual victimization and psychological symptoms: Replicating findings with an ethnically diverse sample. Cognitive Therapy and Research, 33(5), 537-542. doi:10.1007/s10608-008-9225-7.
Ulmer, C. S., Stetson, B. A., & Salmon, P. G. (2010). Mindfulness and acceptance are associated with exercise maintenance in YMCA exercisers. Behaviour Research and Therapy, 48, 805-809. Correlational study showing that mindfulness and acceptance are associated with higher maintenance of exercise.

Greco, L.A., Baer, R.A., & Smith, G.T. (2011). Assessing mindfulness in children and adolescents: Development and validation of the Child and Adolescent Mindfulness Measure (CAMM). Psychological Assessment, 23, 606-614. A new measure of mindfulness skills for school-aged children and adolescents.
Kleen, M. & Reitsma, B. (2011). Appliance of heart rate variability biofeedback in Acceptance and Commitment Therapy: A pilot study. Journal of Neurotherapy, Investigations in Neuromodulation, Neurofeedback and Applied Neuroscience, 15, 170-181. Open trial. ACT plus HRV biofeedback increases mindfulness and HRV.
McCracken, L. M., & Gutiérrez-Martínez, O. (2011). Processes of change in psychological flexibility in an interdisciplinary group-based treatment for chronic pain based on acceptance and commitment therapy. Behaviour Research and Therapy, 49(4), 267-274. doi:10.1016/j.brat.2011.02.004  Open trial of 168 patients who completed an ACT-based treatment for chronic pain and a three-month follow-up. Significantly reduced levels of depression, pain-related anxiety, physical and psychosocial disability, medical visits, and pain intensity in comparison to the start of treatment. They also showed significant increases in each of the processes of psychological flexibility. Processes measures generally were significantly related to changes in the measures of depression, anxiety, and disability. 
Gámez, W., Chmielewski, M., Kotov, R., Ruggero, C., & Watson, D. (2011). Development of a measure of experiential avoidance: The Multidimensional Experiential Avoidance Questionnaire. Psychological Assessment, 23(3), 692-713. Solid new EA measure. 
Low, J., Davis, S., Drake, R., King, M., Tookman, A., Turner, K., Serfaty, M., Leurent, B., & Jones, L. (2012). The role of acceptance in rehabilitation in life-threatening illness. Journal of Pain and Symptom Management, 43, 20-28.  Cross-sectional study (N = 101); patients attending palliative care day therapy unit for rehabilitation completed AAQ-II, and measures of physical and psychological function. Psychological flexibility was negatively correlated with psychological morbidity (r=-0.59) and positively correlated with sit to stand (r=0.27) and distance walked (r=0.21). 
Venta, A., Sharp, C., & Hart, J. (2012). The relation between anxiety disorder and experiential avoidance in inpatient adolescents. Psychological Assessment, 24, 240-248. doi: 10.1037/a0025362

Avoidance and Fusion Questionnaire for Youth (AFQ-Y; Greco, Lambert, & Baer, 2008) is reasonably sensitive and specific in detecting predicting anxiety disorder in a sample of inpatient adolescents (N = 111)  (cutoff score 26.5; sensitivity = .74, specificity = .76). 
Bond, F. W., Lloyd, J. & Guenole, N. (2012). The work-related acceptance and action questionnaire (WAAQ): Initial psychometric findings and their implications for measuring psychological flexibility in specific contexts. Journal of Occupational and Organizational Psychology, pp. 1-25. ISSN 0963-1798  The work-related AAQ (WAAQ) was developed with 745 participants across three studies. Solid psychometrics. The WAAQ, in comparison to the AAQ-II, correlates significantly more strongly with work-specific variables. In contrast, the AAQ-II tends to correlate more strongly with outcomes that are likely to be more stable across different contexts (e.g., mental health and personality variables). 
Whittingham, K., Wee, D., Sanders, M. & Boyd R. (in press) Sorrow, Coping and Resiliency: Parents of children with Cerebral Palsy share their experiences.  Disability and Rehabilitation. 94 parents of children with CP. Child behavioral problems, experiential avoidance, and coping predict parents mental health outcomes. 

Evans, T., Whittingham, K. & Boyd, R. (2012) What helps the mother of a preterm infant become securely attached, responsive and well-adjusted? Infant Behavior and Development, 35, 1-11. 127 mothers of preterm infants; experiential avoidance, relationship satisfaction, prenatal expectations, and postpartum support predicted maternal attachment, psychological symptoms and responsiveness after controlling for birth weight, with experiential avoidance being the most important predictor.

Bahraini, N., Devore, M.D., Monteith, L. L., Harwood, J. E., Bensen, S., & Brenner, L. A. (in press). The role of value importance and success in understanding suicidal ideation among Veterans. Journal of Contextual Behavioral Science.  Correlational study with 122 Veterans. Both the ability to identify values and engage in behavior consistent with values were associated with decreased odds of reporting suicidal ideation, after controlling for past suicidal behavior, history of mental health treatment, and psychiatric co-morbidity.
McCracken, L. M. (2013). Committed action: An application of the psychological flexibility model to activity patterns in chronic pain. The Journal of Pain, 14, 828-835. http://dx.doi.org/10.1016/j.jpain.2013.02.009 Reports on the Committed Action Questionnaire (CAQ), in people seeking treatment for chronic pain (N = 216). Good psychometrics and related to other psychological flexibility measures. Account for significant variance in depression, social functioning, mental health, vitality, and general health, beyond the contributions of pain and acceptance of pain.
As yet unpublished dissertations

Block, J. A. (2002). Acceptance or change of private experiences: A comparative analysis in college students with public speaking anxiety. Doctoral dissertation. University at Albany, State University of New York. 

Small RCT on the treatment of social anxiety. Compared ACT to Cognitive Behavioral Group Therapy  and to a no treatment control. Results indicated that ACT participants evidenced a significant increase in reported willingness to experience anxiety, a significant decrease in behavioral avoidance during public speaking, and a marginally decrease in anxiety during the exposure exercises as compared with the control group. Similar results were found for CBGT, but ACT found greater changes in behavioral avoidance.

Jonas Sand & Dan Rosenqvist (2006) Mindfulness based smoking cessation for groups - an explorative study. Thesis at the Lund University, Sweden. 6 acceptance and mindfulness group sessions during 35 days including individual homework assignments. 8 of 10 participants completed the program. At 1 mo follow up 50 percent (of 8 completers) were non-smokers, and the rest showed a decrease in smoking at a rate between 45 and 75 percent. Increase of the acceptance aspect of mindfulness was correlated with non-smoking.
Projects underway or recently completed that we know about

Fredrick Livheim (livheim@hotmail.com) has conducted a randomized prevention trial with ACT in a school setting. Good outcomes post and at one year and two year follow up. 
Funded randomized trial underway on ACT for psychosis in Australia. Under the direction of John Farhall Fran Shawyer at the Mental Health Research Institute of Victoria. email: fshawyer@mhri.edu.au
Julieann Pankey has found a new RCT showing that ACT helps with developmentally delayed + Axis I dually diagnosed.

An RCT in Nigeria done by Prof. Oluwole at the University of Ibadan shows better outcomes for ACT than DBT in dealing with aftermath of abuse due to religious beliefs.
Julieann Pankey has found that the AAQ predict complicated grieving 
Meyer, B., & Chow, L. (2003, June). Preference for experiential/mindfulness versus rational/cognitive Therapy: The role of information processing styles and sociopolitical attitudes. Poster presented at the annual convention of the Society for Psychotherapy Research. Weimar, Germany. Found that ACT was preferred by liberals … conservative preferred CBT. You can get this manuscript from b.meyer@roehampton.ac.uk
Greco, Dew, & Blomquist have a small uncontrolled pilot-feasibility study currently underway examining the impact of ACT for adolescents with chronic abdominal pain, anxiety, and depression. 

Greco has examined willingness and experiential avoidance among children who experience chronic abdominal pain and persistent headaches. Unpublished as of yet. After controlling for gender, age, and pain frequency, duration, and severity, higher levels of acceptance predicted life quality (Beta = .38), and experiential avoidance/fusion predicted greater use of school medical services and school restrooms during class time (Betas = .24 and .23, respectively), lower quality of life (Beta = -.49), higher anxiety (Beta = .64), and lower teacher-rated academic competence (Beta = -.29).  

Greco & Russell (2004) evaluated the short-term effects of participating in a summer camp for diabetic youth and investigated the extent to which psychological acceptance moderated children’s response to camp. Psychological acceptance (using the WAM) moderated the relation between pre- and post-camp diabetes self-care behavior, with self-care ratings increasing most when psychological acceptance was high (Beta = .24, p < .05). 

Heather Murray, James Herbert, and Evan Forman have a group ACT vs group CBT RCT for Smoking Cessation underway
Replication of the 2004 Hayes et al. study on stigma and burnout was done by Sue Clarke in the UK and it did not work well; Steve Hayes also found only weak effects in a replication study. Both were more intensive interventions that the original study though – could have just been too strong. Studies are still being analyzed – not yet clear what happened.

Evan Forman has an NIH grant (R21) for an ACT RCT on weight control. Data are in (haven’t seen the results but they must be OK because he is chasing an R01 now)

Jonathan Bricker at UW has a large ($3M) grant for ACT for smoking

Jonathan also has a new grant for do telephone ACT in smoking cessation w

Evan Forman is writing up an ACT RCT on exercise 

Laura Ely and Kelly Wilson have a small (n = 10) open trial with college students at risk for drop out. Showed improvements on grades and on many of the subscales of the LASSI (study skills inventory) such as time management and using study aids which were never directly addressed

Debra Moore and Kelly Wilson have a small (n = 20) RCT on teens at risk for high-school drop out. Data being entered

Irish ACT studies (all at NUI Maynooth and all involving the Barnes-Holmes team):

Claire Keogh is working on an extension of the Masuda study on defusion. So far the data are consistent with the original. 

Claire Keogh, & Hilary-Anne Healy have completed a study on the utility of a defusion statement ("I am having the thought that" when presented in the context of positively and negatively evaluated self-referential statements in an automated procedure. Good data

Anne Keogh is comparing acceptance and control as interventions with experimentally induced radiant heat pain. Data is looking good for acceptance. May be a gender diff

Andy Cochrane, is looking at acceptance and a behavioral approach task relevant to spider phobia. All interventions fully automated. No data yet.

Geraldine Scanlon is working with a sample of ADHD kids on self-esteem, trying to replicate the recent study of me-good and me-bad relations published in the Record by Rhonda and Kelly. 

Claire Campbell is investigating the PASAT and mirror tracing procedures for stress tolerance and applying ACT interventions to them. 

Fodhla Coogan and Loretto Cunningham are looking at experimental analogues of experiential avoidance in the context of equivalence relations and aversive versus positive pictures.

Kevin Vowles and John Sorrell have been piloting a group treatment for chronic pain patients integrating the traditional educational stuff that is often part of psychological treatments for pain (e.g., meds, exercise, nutrition, sleep, communication) with ACT. The treatment consists of eight 90-minute sessions. Data so far look good

Frank Gardner at La Salle has a studies being written up that show that

1. Individuals who score high on measures of anger (STAXI) also score high on experiential avoidance and low on emotion regulation.

 2. Individuals who score high on anger AND demonstrate behavioral dysregulation are likely to have a significant aversiove early life history (across multiple domains) unlike those patients with behavior dysregulation with minimal anger. These same patients score much lower on QOLI and a values assessment that we have bveen using as well.-

 3. The AAQ predicts early termination from treatment  (explaining 51% of the variance)... when directly targeted with a a 10 minute "psychoeducation" about experiential avoidance premature termination (69% of which occurs between intake and session 1) is reduced by 50%.

Sofia Engdahl, Marina Järvinen, and Ata Ghaderi (University of Uppsala) have bulimia pilot underway. 16 group sessions over twelve weeks. 11 participants with chronic histories. Pre-post-follow up design. Significant decreases in level of diet restriction, overall symptoms, importance of body weight and shape; depression and an increase in life satisfaction. Follow up still underway. 

JoAnne Dahl and students have RCTs underway in smoking and OCD
JoAnne Dahl  has an RCT underway with headache and one with social phobia

Judith also has a trial on ACT for geriatric GAD
Chris Watson and Christine Purdon at the University of Waterloo, Canada, compared cognitive defusion (using word repetition) to imaginal exposure and no intervention in reducing the believability, distress, and meaningfulness associated with contamination-related thoughts in individuals with high levels of obsessive-compulsive disorder (OCD). Significant reductions in belief, distress, and meaningfulness were observed following defusion but not the other two conditions. At follow up both defusion and exposure produced gains. The loss of verbal meaning in defusion was associated with reductions in appraisal ratings at follow-up. 

There is an RCT for lupus being done by Tomás Quirosa and Olga Gutiérrez in Almeria

Annie Umbricht at Johns Hopkins has submitted a grant on ACT and Contingency Management for substance abuse

Jan Blalock has an NIH grant for an RCT on ACT for smoking (as of 2009)

Angie Stotts is nearing completion of her RCT of ACT to help with drug detoxification
Michelle Sheets, a Ph.D. student at Hofstra University, and Yulia Landa at Cornell Medical College has a trial on ACT for delusions underway at the New York Presbyterian Hospital. Contact: yul9003@med.cornell.edu
Rhonda Merwin is close on a grant for ACT for anorexia

Jean Fournier fournier@u-paris10.fr has several studies coming on ACT for high level athletes in France

Jane Morton, Sharon Snowden, and Michelle Gopold in Melbourne have an RCT on ACT for BPD … under review right now

Niloofar Afair at UC San Diego / VA has a VA grant for an RCT of ACT for binge eating 

Niloo is also doing a pilot study of ACT for distress and treatment decision-making in early stage prostate cancer patients. 

Julie Wetherell  at UC San Diego has a VA grant to do a non-inferiority trial comparing ACT in person to ACT in telehealth for chronic pain. 
Frank Bond has a paper coming on a work-related AAQ that shows that creative workers high in psychological flexibility are more creative.

Frank Bond has an RCT showing that \traders in an investment bank who underwent a traditional transformational leadership program, enhanced with ACT, led/managed teams that made more money over the next six months than those traders who underwent the traditional TL program. 

Paul Flaxman has a study under review showing that cultivating  mindfulness skills (particularly experiential acceptance) through ACT facilitated (i.e., mediated) improvements in employees' goal-directed behaviour. 

This paper is being written up on adolescent depression: Livheim, F., Hayes, L., Tengström, A., Högfeldt, A., Magnusdottir, T. & Ghaderi (in preparation). Acceptance and Commitment Therapy for the Treatment of Adolescent Depressive Symptomatology and Stress: Two Randomized, Controlled Trials in Two Countries.
The International OCD Foundation award a grant to Michael Twohig, at Utah State, to combined ACT with exposure to see if it enhances treatment engagement
Andrew Gloster (a German ACT and CBT researcher) has a funded RCT underway on ACT for treatment failures for those with Panic Disorder and/or Agoraphobia who are "treatment failures" with CBT or meds. 
Rena Wing and Jason Lillis at Brown U have R01 testing Standard Behavioral Treatment (SBT) vs SBT + ACT for people who score high on internal disinhibition (eating in response to thoughts, emotions, stress). Planned n=160

Meghan Butryn got an NIH R01 for testing ACT + an intervention in the home environment for weight loss. 
Niloo Afari at UCSD has a new grant to test ACT for binge eating and obesity

Jennifer Potter in University of Texas Health Science Center at San Antonio is working on a pain/opiate grant 
Jonathan Bricker and Bryan Comstock, at the University of Washington, have just completed a double-blind RCT of computerized ACT for smoking cessation (N = 222) comparing an ACT website to a national website utilizing current best practices (the National Cancer Institute's smokefree.gov). Three month later ACT participants had significantly lower levels of nicotine dependence (18% vs. 44%; p = .036) and higher levels of acceptance of physical (p =.001), emotional (p = .022), and cognitive (p = .083) cues to smoke.
A team in Sweden (Monica Buhrman; Astrid Skoglund; Josefin Husell; Kristina Bergström; Torsten Gordh; Timo Hursti; Nina Bendelin; Tomas Furmark; and Gerhard Andersson) has completed a successful RCT of internet ACT for chronic pain. It is under review.

