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extent to which treatment is sensitive to client values, and the extent to
which treatment connects the client to existing community resources.

There are empirical data suggesting that experiential avoidance plays
a role both in the development of addictions and as a deterrent to enter-
ing treatment. For example, studies that use random sampling of mood,
cognitions, and substance use show that getting high tends to be both stim-
ulated by negative private events and to help them (Armeli, Tennen, Todd,
Carney, Mohr, Affleck, & Hromi, 2003), and levels of acceptance measured
by the AAQ relate to substance abuse (Forsyth, Parker, & Finlay, 2003).

The possibility that substance abuse may be driven by experiential
avoidance, combined with the life numbing consequences of addiction,
suggests that ACT may be a potentially effective treatment with this pop-
ulation. Indeed, there is a small but growing empirical literature that sug-
gests ACT is an effective treatment for substance use and abuse. In a recent
randomized controlled trial, ACT was shown to reduce drug use (both ob-
jectively assessed and self-reported) in polysubstance abusing opiate de-
pendent individuals and was significantly more effective than methadone
maintenance alone at the of a six month follow up (Hayes, Wilson, Gifford,
Bissett, Piasecki, Batten, Byrd, & Gregg, in press). The clients in this study
were fairly difficult: most were unemployed or underemployed. Fifty-two
percent of the subjects met criteria for a DSM Axis Il disorder; 40% for a
mood disorder and 42% for an anxiety disorder. On average, clients in this
study had been through 6.5 prior chemical dependency treatment regimes.
This study provides preliminary support for the value on ACT with rela-
tively severe substance abusing clients. On the other end of the spectrum,
ACT has been shown to be significantly more effective than nicotine re-
placement therapy in smoking cessation at the end of a one-year follow
up (Gifford, Kohlenberg, Hayes, Antonuccio, Piasecki, Rasmussen-Hall, &
Palm, in press). Furthermore, ACT is well suited to the clinical environ-
ment in substance abuse treatment since it shares common ground with 12-
step approaches (Wilson, Hayes, & Byrd, 2000), motivational interviewing
(Budney et al., 1997; Miller, 1996), and relapse prevention/harm reduction
models (Carroll Rounsaville, Nich, & Gordon, 1994; Marlatt & Gordon,
1985).

Case CONCEPTUALIZATION

Understanding the inner workings of substance abuse as a primary
experiential avoidance strategy will do much to help you, the clinician,
formulate an effective ACT treatment approach. Although the follow-
ing ACT case conceptualization model is focused on the chronic, severe,
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multi-problem addict, these same principles can be modified to fit other,
milder forms of addiction. When conducting that initial assessment with a
chronic substance abuser, you should gathering information in the follow-
ing areas:

1. Avoidant repertoires
a. Pattern of substance involvement—especially shifts in substance

abuse patters over time and in differing situations.

b. Avoidant behavior patterns other than substance involvement.

2. Avoided events
a. Contexts that precipitate experiential avoidance strategies.

b. The degree of fusion specific thoughts, emotions, memories,
bodily states, and behavioral predispositions in the substance
abuse triggering contexts.

c. The role that substance abuse plays in helping to regulate or
eliminate unwanted private events.

3. The immediate reinforcing effects of these experiential avoidance
strategies or the extent to which the client believes that substance
abuse “works” to eliminate or control unwanted private events.

4. The client’s valued life directions in various domains, assuming
that these life directions could be freely chosen.

5. The workability of substance abuse as a primary strategy when
measured against the clients’ valued life directions. Is substance
abuse contributing to the embodiment of these life directions, or is
it detracting or distracting from, or even quelling value consistent
behavior?

6. The degree to which the client sees a “discrepancy” between valued
life directions and current reality as a source of “concern” that might
warrant trying something different.

To illustrate, a 30 year old man with a long history of poly-substance
involvement and major depression entered treatment precipitated by the
stormy end of his second marriage. He reported persistent depression with
suicidal ideation dating back to adolescence. His suicidality had acceler-
ated during life crises, such as the current relationship breakup.

The client reported a history of shifting among substances abused,
modes of administration, and density of use. While initial use appeared
to involve a mix of use for positively reinforcing effects of the substances,
many instances of use seemed associated with experiential avoidance, in-
cluding managing social discomfort, increasing a sense of belonging with
a drug using cohort, and being a “big-shot” by having and sharing sub-
stances. Shifts in patterns of use sometimes involved the discovery of more
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effective drugs or different means of administration, like a shift from in-
tranasal to intravenous use of cocaine. This phase of the case conceptu-
alization suggested that the client had a very long history of mixed sub-
stance abuse that was associated with positive self related consequences,
despite the appearance of a life destroying problem. In addition, substance
abuse had emerged as the primary way this individual managed negative
private content.

Substance involvement caused problems in virtually all areas of living.
For example, unreliability forced him to remain in menial jobs and caused
serious problems in his relationships with his parents, both spouses, and
with his daughter (8 years old at the time of treatment). As is frequently the
case, difficulties in one area had negative effects on other areas. Problems
at home disrupted work. Problems at work caused even more problems at
home. All of these failures in adult development themselves became aver-
sive. Substance involvement became, over time, asingularly reliable source
of relief in a world that had less and less to offer and more and more to
avoid.

In the short term, drug use is functionally related to lessened contact
with anincreasingly painful world. However, over the long term, this client
found himself further and further from the things about which he cared
most deeply. Making experiential contact with this discrepancy was also
a “trigger” for substance abuse. For example, a core value for this client
was his relationship with his 8 year old daughter. His unreliability had
driven his ex-wife to minimize his contact. That same unreliability also
led the daughter herself to be reluctant to spend time with him. When-
ever he called, or even considered calling on the telephone, he would be
filled with self-loathing, negative evaluations of his past acts, and a cer-
tainty that he was incapable of sustaining that relationship even if it were
available.

Chronic substance abusers, such as one just described, have problems
that go beyond their substance involvement. They often come from highly
dysfunctional family environments that leave them with significant life
skills deficits. A core part of the case conceptualization is to determine
the extent of these deficits in areas such as interpersonal effectiveness (i.e.,
social skills, conflict resolution skills, assertion skills), personal problem
solving, and personal goal setting. Even in the presence of serious skills
deficits, it is important to determine whether and how cognitive fusion
and experiential avoidance interact with such deficits. For example, if a
substance abuser has social skills deficits, social interactions are likely to
fail, producing feelings of humiliation, incompetence, and hopelessness.
When the substance abuser retreats from interactions into the world of
substance abuse, opportunities to have social behavior shaped are further
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reduced. This creates a vicious cycle in which social failure and isolation
becomes more and more likely.

Likewise, many substance abusers engage in substance use in order
to control or eliminate other negative affective states such as anxiety and
depression. From an ACT perspective, the basic role that fusion and emo-
tional avoidance play in any of these psychological struggles is thought to
be similar. They are “birds of a feather”. Thus, ACT treatment for substance
abusers with co-morbid disorders is fairly straightforward. Indeed, some
community based ACT treatment programs specifically target both sub-
stance abuse and other problems (e.g., trauma, depression). refering to???

ACT | NTERVENTION STRATEGIES

Building the Therapeutic Contract

There are frequently coercive events surrounding a person’s entry into
treatment for addiction. In the most extreme cases, clients are ordered to
treatment under threat of incarceration. Even with these extreme cases, a
solid therapeutic contractistypically possible. In order to forge the contract,
all that is needed is a shared value between the therapist and the client that
can dignify the work of treatment. The ability of the client to make their
own decisions can be a place to begin. The following vignette demonstrates
one way to approach this very important issue:

THERAPIST: | understand that you came to treatment under court or-
der. I don’t know about you, but I don’t much like being ordered to
do anything. So | want you to know that | expect you to have some
negative thoughts about being here.

CrienT: No. | told the judge that | really wanted treatment. Getting
high has caused a lot of trouble.

THERAPIST: That’s great and if it is clear to you that getting high isn’t
moving you ahead in life, then | want to support you in working on
that. However, | want you to be entirely clear that we can do very
important work together, even if you hate the idea that you have to
come. In fact, if you are mad, or if you have mixed feelings about
being here, | will be most useful to you if you say that straight out.
And, | am going to make a couple commitments to you here and
now. First, I will not report that you are doing badly in treatment
if you tell me that you are mad about being here. In fact, | might
be likely to say that we are doing well, because it will mean that
you and | are able to talk about what you care about and what you
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want in your life, and that is what the treatment is about. | also
commit, here an now, not to try to convince you that you should
be in treatment, or even that your drug use is bad and should be
stopped. | do not see itas my job to tell you such things. Now, | might
think that if | were in your shoes, | would definitely seek treatment,
but so what. What possible difference could what I think make? It is
your life, not mine, and it will be your direction we take, not mine. |
am sure that the judge is not the first person to tell you what to do
in your life. If that were going to work, | assume that it would have
already worked. Instead, this treatment will be about your deepest
desires. Also, | don’t expect you to necessarily believe what | am
saying right now. What | do expect is that a sense of direction in this
treatment will emerge out of your own experience and that whether
I am useful to you will also show up, not as a thought, but in your
direct experience of moving forward in your life.

Normally, as is shown in this transcript, it is a good idea to get these
ACT “messages” into the process of treatment almost immediately. Nega-
tive thoughts about treatment are not the enemy. Feelings of ambivalence
about drug use are not the enemy. Thoughts and feelings will be important
to notice, but will not be the deciding features of treatment. Instead, treat-
ment will be about values, commitment, and an appeal to the client’s direct
experience of workability. The client will not recognize these components
at this point in treatment; but ACT philosophy is promoted from the initial
interaction forward.

What Goes Wrong in the Initiation of Treatment?

A number of difficulties may arise that can defeat your attempts to
form a therapeutic contract. Some substance abusers may be overtly com-
pliant. The transcript above illustrates some of the ways that compliance
is managed. You should not attack it or label it. Simply set it to one side
and commit yourself directly to the person before you. Clients may also
present with a sort of sullen disengagement. As with compliance, set the
presentation to one side and make the contract. Both of these presenta-
tions are assumed to be functional repertoires that lead in ordinary so-
cial interactions to disjointed relationships based on pretense or the co-
ercive effects of withdrawal. In either event, to become engaged with
“the act” allows the act to create a fracture between the actual human
being who has presented for treatment and genuine engagement in that
treatment.

The sullen, self-righteous, angry client is treated in an entirely similar
way without defense, and without arguing with the anger:
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CrienT: Itis just bullshit that | have to be here.

THERAPIST: Yes, | can’t say that | like being told what to do. It’s prob-
ably why | got this job. At least while | am in this room, | am my
own boss. | would hate being made to come to see me. Let me make
something entirely clear though. I am working for you here. Unless
you leave treatment, | am going to work ceaselessly, unrelentingly
in your service. | have no doubt that we can find at least one thing
that we can agree on as a goal of treatment. Right now, you have to
be here or you will go to jail. | don’t like being told what to do, and
I don’t like anyone else being told what to do, and in my world, a
great outcome would be that therapy could deliver you into a po-
sition in which treatment would be a choice. | do not expect you to
believe me. | am, after all, a part of the machine that is holding you
in place. Nevertheless, here and now, | declare that | am working in
your service and the only way you can stop me is to leave and not
come back. I am not asking you to believe me. This is not about what
you believe or not. What | am saying is what | am up to. Watch me.
Let your own experience tell you whose side | am on here. Let me
ask you this: Imagine that | had a switch right here. If you flip this
switch being in treatment is entirely your choice. The switch does not
take you in or out of treatment, it just makes it so that it is entirely your
choice. Would you flip the switch? If it were possible that | meant ex-
actly what I said, and that working for you in this way could make
it so being here was a choice, would that be something you value?

The underlying assumption here is that these repertoires, both
compliant and defiant, have not worked. If you the therapist reinforce
overly compliant behavior or attempt to confront sullen defiance, you
are likely responding like the legal and therapeutic community and will
probably see the same poor results. Our working assumption in ACT
is that even the most chronic substance abusing clients are capable of
valuing and choosing. If treatment is to be successful, the substance abuser
must “show up”, identify valued life directions and make choices. The
entire thrust of workability is tied to the notion of valued life outcomes.
If you believe that a chronic substance abuser is “broken” and incapable
of contacting values and making choices, that message will be implicit in
your therapeutic interactions.

Creative Hopelessness and Addiction

Once a therapeutic contract is forged, the next task is to begin to
foster a sense of creative hopelessness. A long career of addiction often
means a stream of losses: lost jobs, lost time with family, lost friends, lost
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Table 7.1. Comprehensive Substance Involvement Worksheet: Part |

Write down a history of your drug use (alcohol too, of course). On the worksheet write your
age, types of drugs used, frequency of use (# of times per week, month), and how used (smoke,
eat, inject, etc.). Include a section for the following substances:

. Alcohol

. Marijuana

. Hallucinogens (LSD, mushrooms, peyote etc.)

. Depressants (Xanax, Valium, barbiturates, etc.)

. Stimulants (speed, cocaine, ecstasy, ephedrine etc.)

. Inhalants (glue, gasoline, Pam, etc.)

. Opiates (heroin, Vicodin, codeine, OxyContin, Percodan, etc.)

~N o ohs wN e

Begin with the first time you remember using any mood altering substance no matter how
little of the substance was used. It is important that you be painstakingly thorough in this
task. Use the following format:

Stimulants
Age Quantity/Frequency How Used
12 years to 15 years Amphetamines 2-3 tablets/6-8 x per year Oral
16 years A few lines of cocaine/about 4 x that year Snorted
17 years About 1/4 gram of cocaine/about 3-6 x perweek | Snorted/some
smoked
etc.

This may well seem like a long and difficult task. It is. It really is doable though. Just pick a
substance and work your way through from first use to present. Take your time. If you find
yourself unable to remember for one substance, or time period, switch to another and work
on that for a while. Sometimes working on another area will help you remember more about
the one you are having trouble with. If, in the end, you find that you simply cannot remember
for certain substances or time periods, make your best estimate. Your thoroughness with this
task will have an important impact on the effectiveness of your treatment.

opportunities. The losses themselves are painful and any sense that one has
participated actively in them is doubly painful. The first step in this process
is to get in touch with the client’s patterns of substance involvement. The
Comprehensive Substance Involvement Worksheets (CSIW) presented in
Tables 7.1 and 7.2 will help facilitate this process.

The purpose of the CSIW is both to provide assessment information
and to increase psychological contact with the troubled substance use his-
tory that most addicts commonly avoid. There is no way to get clean with-
out contacting the costs of use. In essence, the CSIW exercise functions as a
form of exposure treatment for the client. Just as in an exposure for anxiety,
you need to be sensitive to the client’s level of arousal, and strategies (both
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Table 7.2. Comprehensive Substance Involvement Worksheet: Part 11

This section should be completed after completing Worksheet I. Write down any problems or
changes in your life that were associated with using in each of the listed areas. If there were
no consequences, write none. However, we would encourage you to list consequences even
though they may have been small. For example, you may not have been fired from a job, but
you may have gone to work hung-over and been less effective in your work as result. This
need not have been ineffectiveness that others noticed. What is important is whether you see
yourself as having been less effective. Number each section and keep the 10 areas separate
from each other as much as possible. What we are looking for here is any cost of using. Pay
special attention to places where, as result of using (or drug seeking) you did things that
violate your personal values (concealing, rationalizing, being secretive, being violent, etc.).
Give descriptions of specific events in each area.

Intimate relations (wives/husbands/girlfriends/boyfriends)

Family (include family of origin and your own children)

Friends (changing to using friends, isolating, conflict over drug use)
Education/training (fail to start, perform poorly, or quit school/training program)
Occupation/employment (lost jobs, chronic unemployment)

Legal problems (include all arrests and their outcomes—conviction or not,
incarceration, probation, parole, fines, living secretively)

Physical/health problems

Engaging in dangerous/risk taking behaviors

Recreation

10. Spirituality/religious practice

11. Taking advantage of treatment

o gk wh R
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obvious and subtle) for “checking out” psychologically from the content
of the session (see Chapter 5 for more on ACT and exposure). The goal is to
foster and maintain more open and flexible contact with the client’s actual
experience.

The CSIW-I, typically given as homework and then reviewed and
elaborated in the subsequent session, simply asks the client to recount
in detail their patterns of substance involvement. The inventory works
through each substance type independently and details amount, frequency;,
mode of administration, and shifts in patterns of these features.

The historical review of substance use should be conducted in excru-
ciating detail but without judgment or interpretation on the part of the
therapist. You should attempt to appreciate the nuance, ambiguities, and
paradox present in these stories, without drawing conclusions (e.g., “So
that attempt to cut down on pot smoking in 1979 didn’t really pan out.”)
These kinds of conclusions at this stage of treatment will probably elicit
either compliance or defense—neither of which will be helpful. Rather, you
the therapist should adopt a posture of active interest: “So it looks like you
temporarily reduced your use of pot in 1979. What was going on around
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the time of that shift? Can you remember the reasons you decided to cut
down? Can you remember the reasons you didn’t want to cut down?” Pay
particular attention to times when use patterns have shifted, since these of-
ten reveal renewed efforts at experiential avoidance or attempts to replace
experiential avoidance with other behavioral strategies.

Once the CSIW-I has been completed (which may take more than one
session, depending on the extent of substance use history and client age),
give the CSIW-1l as homework and review it in the next session. The CSIW-
Il asks the client to broadly define and list any costs associated with having
used alcohol or drugs to particular areas of functioning, such as in their
family life or in their employment. Costs to include in this analysis may
be financial costs, opportunity costs, and costs to their relationships, to
name but a few. Clients are asked to detail consequences ranging from
small or mild (e.g. felt a hangover; arrived 5 minutes late to work) to
serious (e.g. ended friendships with non-using buddies, injured someone
they care about; overdosed). Do not allow the client to write about costs
in terms of broad categories. Instead elicit specific incidents that bring you
and the client into contact with the cost. Thus, if the client writes that they
endangered family, ask for specific instances. The CSIW is assessment,
but it is also exposure. Specific instances where the client drove with his
daughter in the car while intoxicated will better serve now and later in
treatment than a generic acknowledgement about endangering others.

When debriefing this comprehensive exercise, substance abusers will
often express a sense of wonderment at how longZhow much they have
been using during their lifetime. You need to take adopt a circumspect,
non-judgmental, and respectful approach with these types of comments.
Clients will commonly attempt to manage the pain of making contact with
the costs they have experienced. One manifestation of this process may be
to “swear off forever.” If addicts can convince themselves, even momentar-
ily, that they are finished with using, the emotional pain of making contact
with personal history is momentarily lessened. It can be tempting to join
the addict in demonizing drug use, but this has likely been tried repeatedly
by the addict and by others. An open, defused, accepting posture is usu-
ally more effective. The second likely strategy will be to avoid it entirely,
by minimizing, rationalizing, or if all else fails, by sinking into despair and
relapsing. Your job is to help the client stick with the task long enough to
contact what is underneath these responses, and to roll this into treatment
itself.

When done well, the combination of the CSIW I and Il is likely to elicit
a strong emotional response in clients and bring them into contact with
the unworkability of using (often as both an antecedent and a consequence
of substance involvement). This is the core of the “creative hopelessness”
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phase: facing the workability of what has been going on, realizing that the
easy solutions have been exhausted, and allying with the validity of that
experience by opening up to the possibility of real change.

What Goes Wrong with the CSIW?

There are a few patterns of behavior that can emerge during this exer-
cise that can present some clinical challenges. The most common is despair
and hopelessness in its traditional fused form; however, anger may also
emerge. Both of these presentations may lead to missed session or sessions
in which the client arrives intoxicated or coming off a recent relapse. This
work is painful. If the client becomes fused with the thought that the pain
is without point, they will defend themselves. If they cap off a session of
anger or hopelessness with a relapse, it should not be a surprise: getting
high works.

TuerAPisT: Itis hard isn’t it? Hard to look. Hard to stay with it.

CrieNT: I've looked before. It has never made a difference. What'’s the
point?

TaeraPIsT: When you have looked before, what did you see? Did you
see a problem?

CrienT: Look, | want things to change, and I have convinced myself
before that things had changed, but always, always, | end up right
back where | started. One more trip around the wheel. Best just to
get out of the way—try not to take anyone else down with me.

TaERAPIST: And are both of those familiar to you—hoping, wishing,
trying to make yourself believe, on the one hand. And then collaps-
ing in a heap, giving up, retreating into using, on the other. And can
you feel any life in those? In either of them? What if this work is
about something else? Something besides trying and quitting and
trying and quitting, hoping and giving up, hoping and giving up,
over and over and over again.

CrLIENT: Like what?

THERAPIST: Sometimes getting where something isn’t can help, even
if you don’t know where the thing is. Does it feel, sometimes, as if
you are being buried alive? It is as if your own history is your enemy
and each day it gets a little bigger and weighs you down just a bit
more. Like the more times you hope even, right there in the hope is
your sense of the next cycle—hope, collapse, hope, collapse. What if
it is the case that the reason this keeps coming back around is that
there is something in there for you? What if, in the middle of that
muck, there is something of extraordinary value? What if it is the
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case that at the center of all that pain there is something that could
transform your life? What if there is something that could happen
in our work here that could change your pain into an extraordinary
asset?

CLIENT: I've been hopeful before.
THERAPIST: | am not talking about some kind of sunshiny “keep your

sunny side up” pitch. am not telling you to think, or hope, or believe
anything. You have tried that. You get it: this isn’t about what you
believe. Not about believing in Santa—like maybe | am him. And,
not about believing that | am full of crap. It’s not about believing at
all. I mean really—acting on what you believe got you here—stuck in
treatment with me. | have believed in all kinds of stupid things. So
what? All | am asking is whether it is possible that there is something
of extraordinary worth in the center of your pain. Not that you think
it is believable, or true, or even likely—just whether it is possible.

CrienT: Well sure, it’s possible. But | don’t think so.
TuerarisT: Of course you don’t think so, why should you? But this

isn’t between me and your thoughts—this is between you and me
as persons. Heck | don’t believe it myself sometimes—so what? But
here is what | will do, and what | will ask you to do: don’t believe
it, assume it. Like that door over there. If we want out of the room,
and assume it is locked, we just sit here. If we assume it is not, we
go turn the knob. We can always just sit here later—Ilet’s go turn the
knob. If treatment runs on belief—yours or mine—we are screwed.
Sometimes | have a bad day. | don’t believe | can do anything. Don’t
like ‘em, don’t want ‘em, but they come along. If we go by what
| believe, some days | would just come in and tell all my clients
to just go home—there is no hope. Beliefs come and go and we
don’t seem to get to chose them. Now assumptions—assumptions
are cool. We can choose our assumptions, even when they collide
with our beliefs. Like if you really, really, believed the door was
locked, could you assume that it was not and go turn the knob? Let’s
see—let’s go turn the knob? And as far as looking in the middle of
all that pain for something worthwhile—why not—you’ve looked
everywhere else. You looked in the bag and the bottle, in hope and
despair? What the hell—if 1 am wrong, | promise to refund you
misery in full at the end of treatment.

As is demonstrated in this vignette, it is very important to attack fu-

sion with self deprecating and hopelessness engendering evaluations, and
to help the client “make room” for the profound sense of personal pain
that often is present. Believing is heavily discounted. Moreover, unlike
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a cognitive therapy, where you might challenge the client’s beliefs as dis-
torted, the approach is to hold ALL beliefs (including those of the therapist)
lightly.

Values: Setting a Course

For the chronic drug addict, breathing a clean and sober breath can be
excruciating. Discontinuing drug use can often be part of removing the veil
that keeps the substance abuser out of full contact with the pain of everyday
life, including pain that is the result of events over which the individual
had no control (i.e., sexual abuse as a child) and pain this is a consequence
of addiction (i.e., a failed marriage, loss of a parenting relationship). It is
difficult to imagine the degree of emotional damage that is frequently seen
in the histories of severe substance abusers and to ask them to get “clean
and sober” is really the same as asking them to get in direct contact with this
wreckage. Very few client will make this move unless the stakes are high
enough to make voluntary exposure to this negative content a legitimate,
purposeful, life promoting act. The most powerful motivating force in this
regard is the client’s values. The original ACT values protocols (Hayes
etal., 1999, pp. 222-228) were first developed to help severe substance
abusers contact that sense of purpose that would dignify an acceptance
path in the midst of such pain.

We assess values in ten domains: (1) family (other than parenting and
intimate relations), (2) Marriage/couples/ intimate relations, (3) parenting,
(4) friendship, (5) work, (6) education, (7) recreation, (8) spirituality, (9)
citizenship, and (10) physical self-care (Wilson & Murrell, in press). This
expands the original list in the ACT book by dividing family relations
into parenting and other family relations, since parenting values are often
particularly important to clients and warrant a separate assessment. We
have also developed a Valued Living Questionnaire (Wilson & Groom,
2002) that can be used for values assessment.

From an ACT perspective, values are not things so much as dynamic
ongoing patterns of engagement in different life domains. Most critically,
values function to organize behavior and provide a certain sense of direc-
tion. As discussed in the original ACT book, values must be differentiated
from life goals. Goals are achievable outcomes that might be the embodi-
ment of values (i.e., getting married might be one achievable outcome in
pursuit of the value of pursing healthy intimate relationships), but ideally,
a value provides a life course that never ends. So, for example, marriage
might be a goal; however, the value might be to have a rich and loving
intimate relationship. No matter how positive a relationship is, there is
always more that can be done to create intimacy.
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A potent sense of life direction is a powerful ally with clients who have
gotten into difficulties by living their lives according to how they feel and
what they think. The problem with using how you feel and what you think
to run your life is that thoughts and feelings can be incredibly transient.
Consider even the most committed parent child relationship. At one time or
another, every parent thinks hard about whether having children was such
a good idea. By contrast, personal values tend to be extraordinarily stable.
Our clients may have abandoned valued domains over time, but typically,
the underlying sense of direction has not been abandoned. Consider the
following transcript from the male substance abuser described above in
which the therapist inquires about the client’s relationship with his nine
year old daughter:

TaERAPIST: How long has it been since you called Olivia?

Crient: It’s been a couple months.

THERAPIST: Months. (pause) A long time. | know what she means to
you. Must be painful.

Crient: You know, | promised myself | would not wait this long. |
should just disappear. She has had enough of this from me. I call,
and then | just disappear. Sue, her mom, stopped even telling her
when | was planning to visit. | used to get drunk and show up days
late. She told me Olivia would just sit on the porch waiting for me to
get there. “When will Daddy get here?”” She just got sick of cleaning
up my messes.

THERAPIST: Yes. It is so sad, just thinking about that little girl, sitting
on the porch, waiting for her Dad.

CrienT: |thoughtthatitwould change once | gotsober. I’'m notdrunk,
but I am as worthless as | ever was. Sue is right: Olivia would be
better off without me.

TaeERAPIST: DO you have a picture of her? (Client shakes his head—
no). Close your eyes a second Tim. (Speaking very slowly and delib-
erately) Now, | want you to picture that house where you daughter
lives (long pause). Let yourself see her sitting on that porch (long
pause). Let yourself notice what she is wearing (long pause). Notice
her hair Tim (long pause). Notice the look on her face Tim (long
pause), as she waits for her Dad. OK Tim, now | want you to open
your eyes and look at me. Notice how you are feeling right now.

CrienT: | feel sick. I hate this. | feel this way whenever | talk to Sue.
She kicks my ass, and | get mad, but | know I deserve it. | feel this
way whenever | think about Olivia. She doesn’t deserve this.

THERAPIST: Yes. But, let me ask you this Tim: What if | could give you
a choice? | am not saying that | can give you this choice. | cannot.
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But, | want to present the choice so that we can get clear what you
care about. What if in this hand, | offered you the possibility that
you would never, never, ever feel the way you feel right now again
for the rest of your life. There is a price to be paid though—the price
is that you sever all ties to your daughter. You turn away today and
never, never look back. She sits on that porch waiting, forever. In the
other hand, | have a different choice. In this hand, Dad shows up,
he finally gets there. | mean really there. | mean there like she knows
that Dad is someone she can count on, thick or thin, no matter what,
he will love her and he will be there for her. But, again, there is a
price to be paid. What if putting you in your daughters life—richly,
meaningfully, not just on that porch, but at graduation, when she
gets married, when your first grandchild is born. | mean THERE.
Butin order for that to happen, you have to feel what you are feeling,
and more, like ten times more. If feeling that made being her Dad
possible. Which would you chose Tim?

CLienT: | don’tlike the choice.
TaERAPIST: Of course not. But if this were the choice Tim, what would

you chose.

CrienT: | don’tthink I can doit.
THERAPIST: | don’t give a damn what you think, Tim. And, know

what? | also don’t give a damn what | think. | care what you value
Tim. | care about what you would have your life be about. And
the same goes for me. | am not here doing this work because of
something | think. 1 am here because of something | value. Of course
you don’t think so. But | am not asking if you think so. | am asking
what you would choose. In a world where you could chose Tim.. ..
which would you chose?

CrienT: | would choose Olivia.
TaERAPIST: Yes. OK Tim, so here is the deal. What if this therapy could

be about making a rich, meaningful relationship with Olivia possi-
ble? Not certain. | don’t know the future Tim. But possible. What if
this could make it possible. Let’s have the therapy be about some-
thing you’d want on your tombstone Tim. Tell me this: if you could
have on your tombstone “he dedicated his life to not using drugs”
or “he dedicated his life to not feeling bad” or “he dedicated his life
to being a father to his daughter,” which would you chose? There
is a guy in my tradition Tim, named Og Lindsley. Og had a saying
about working with people. Never chose a goal that could be done
better by a dead person. So something like “not using drugs” or “not
feeling bad”- well a dead person could do that—perfectly in fact.
Dead people never get high; they never feel bad. But a dead person
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couldn’t be a Dad. No way! Can you be a dad? Maybe? Maybe?
You don’t think so, but have you ever thought something, and later
found out you were just wrong? Ever believe, really believe, there
was a Santa? We can’t be certain how this will turn out Tim, but we
can decide what this treatment will be about. Is Olivia worth betting
your time on, worth betting your pain? Which will you chose Tim?

CrienT: | choose Olivia.

TaerAPIST: Yeah man. | think we have a contract here. Here is what |
will promise you Tim. If we do this, really do this it will be painful,
I mean painful like detox will look like a picnic. But let me promise
this too. We will not do anything painful that is not for something
you value. For something that you would say is worthy of your pain.
And, one last thing Tim. | promise you that | am going to hang in
there with you through this. Can you hear me Tim? Do you get that
this matters to me? | have not taken your path Tim, but | know that
showing up for life is hard. | get how important this is to you and |
am committed to working on your behalf.

In this vignette, the focus of the therapist is to find some value that
can inspire and direct the activities of both the therapist and the client. The
treatment contract forged in this session defines the direction of treatment.
It provides motivation. In Tim’s world and in ours, Olivia is a bigger prize
than abstinence from drugs.

This direction dignifies the pain that will surely come. Tim’s value is
likely to provide a much more stable compass heading than thoughts or
feelings. There were times (at her birth, for example), when he thought he
would always be there for his daughter. There have been other times, (when
his wife moved out, for example), that he was certain that he would never
be worth anything to anyone. His values about parenting, by contrast, have
been stable over the same time frame.

What goes wrong in values assessment? There are many potential clin-
ical challenges to be confronted when conducting values based assess-
ments and interventions. Fortunately, most of these pitfalls present you
with the opportunity to use acceptance, defusion and to return to the ulti-
mate workability of the client’s reactions. Common problems that emerge
in values work include compliance with actual or perceived social con-
vention (which is well treated in the ACT book and will not be repeated
here), confusion about values, switching values in the service of emotional
avoidance, and the absence of values in key areas.

Confusion about values and switching values are often functionally
related to emotional control and avoidance. If one is confused about one’s
valuesinacertain area, then inaction is a sensible and relatively safe option.
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Confusion is also produced by fusion with evaluations about being “right
and wrong”. If one stands up and declares a valued course, then all of
the self defeating behavior that has come before seemingly will make the
client “wrong”. This type of evaluation and reason giving should be tar-
geted using conventional ACT defusion and experiential exercises. Values
switching is another reasonably common response pattern and it may ei-
ther be indicative of a clinical problem or a benign, positive event. You and
the client might be working with a specific stated value and find that it
is connected to some larger value. This is a golden clinical opportunity to
expand the therapeutic contract. So, for example, the value of being in a
richer relationship with a daughter could be connected to a larger value
of being connected to people. The contract might then expand so that the
relationship with the client’s daughter was a part of a larger pattern of com-
mitted action. The same behavioral topography could also be connected
to backing up from the relationship with the daughter, however, and as
the therapist you need to take a careful look at the functional determinates
of the shift from one value to another. When therapy has an unfocused,
diffuse quality, and lacks a strong sense of direction, it often indicates that
client is shifting the values focus in the service of emotional avoidance.
Clients will sometimes present as if they value nothing. As ACT thera-
pists, we assume—even in the absence of evidence—that the client is either
misrepresenting their experience, or that they are so trapped in their pat-
tern of emotional avoidance that they are on “auto-pilot”. This assumption
is not ontological or naive—it is strategic. If it is the case that the client liter-
ally values nothing but getting high and not getting caught, there is nothing
to work on in therapy. By contrast, it is entirely possible that the person does
value something, but is so frightened, demoralized, resigned, that values
have been pushed out of awareness. Assuming that the client has values
and proceeding in that direction clinically gives you the therapist the best
chance of unlocking this pervasive pattern of experiential avoidance.
Strategies to reveal avoided values could include things like asking
back through time: “Was there a time when you wanted something, to be
something, to do something?” Or, we might ask, “In aworld where you did
care about something, what would that be?”” People don’t start life wanting
to be adrug addict. Often, as we push back in time, we find long abandoned
hopes and dreams. The client lives inside of a story about what is possible
and what is not. We are absolutely not asking what they think is possible,
what we think they are capable of, what they think the world will allow,
or what they think can be done given their history or life circumstances.
We are asking what they want—in a world in which what they really want
is possible. For example, in discussing values with an addict who had at
various times been homeless and engaged in prostitution in exchange for
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heroin, we were surprised to learn that she had always dreamt of becoming
a nun. Whether or not this client becomes a nun, the underlying values of
service and spirituality can be lived and expanded.

Acceptance and Defusion

Acceptance and defusion based interventions are to a significant ex-
tent different methods of exposing the client to feared and avoided stim-
uli. However, ACT employs exposure in a constructional, not elimina-
tive way. ACT is not typically focused on decreasing the likelihood that
feared private content will “show up.” The goal is to help the client gen-
erate more flexible psychological responses in the presence of previously
avoided events. If understood in that way, it is quite proper to say that
ACT is in part a method of exposure or even of extinction (which can also
be analyzed as a method of producing more response flexibility, Wilson &
Murrell, in press), but the historical linkage between these concepts and
eliminative goals is very strong, so we need to be mindful of the clear
differences of meaning. From an ACT perspective there is no particular
virtue to approaching a feared object per se. There is virtue in fostering
the freedom to approach when approaching serves a client’s values. It
is the inflexibility generated by experiential avoidance repertories that are
the target of acceptance and defusion methods.

Addicts experience many events that generate inflexibility. Some are
inherent. For example, stopping drug use may generate sensations and
emotions (e.g., drug cravings) that can only be eliminated quickly by more
drug use. Methods incorporating exposure to such interoceptive sensa-
tions already has some preliminary support as a drug treatment approach
(Pollack, Penava, Bolton, Worthington, Allen, Farach, & Otto, 2002). Other
kinds of events are the result of “dirty suffering”, or the attempt to avoid
situations that engender appropriate but painful psychological content.
You will often identify these sources of inflexibility when conducting the
CSIW and values assessment (i.e., avoidance of relationships, or parental
responsibilities, because of the fear, guilt sadness they bring up). You can
use acceptance and defusion interventions to address both of these sources
of psychological inflexibility. It is not a matter of “logic”, but rather “stand-
ing for something” that will legitimize the work that needs to be done and
the discomfort that will come along for the ride while the addict does it.

In the example of the addict above, it was no coincidence that Tim
did not have a picture of his daughter in his wallet. When Tim brought
a picture of his daughter into therapy, and sat looking at the picture, he
made psychological contact with his history of trauma around Olivia. He
remembered the day his ex-wife packed up Oliviaand left. He remembered
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his wife, Sue, telling him that Olivia had asked if Dad was gone because
Olivia had been bad. The only way Tim could control or eliminate the pain
associated with these memories was to avoid Olivia and any cue associated
with her. In therapy, we had Tim practice in vivo exposure with photos of
Olivia, letters from her and a baby cup that Tim had bought for her to
celebrate her first birthday.

We also had Tim participate in “eyes closed” exercises—taking him
back in time to particularly painful moments. When conducting such expe-
riential exercises, it is critical that you closely monitor the client’s reactions.
For example, you might observe that the client is tensing up physically. This
might involve such observable signs as tightened jaws, tightened voice
quality, or the clinching of hands and arms This typically signals that emo-
tional arousal is rising and the any predisposition to emotional avoidance
is going to present itself in the exercise. As the wave of arousal and emo-
tional avoidance grows, you need to help the client stay present and hold
both the original pain and the desire to run from it in awareness. Help
the client “just notice” the various emotions, thoughts, and sensations that
emerge. The goal is to maximize contact with the avoided event and with
all of the internal and external participants of that psychological moment.
It is learning to hold still in the face of provocative psychological content
that builds acceptance and flexible and effective responding.

Consider the following experiential exercise with Tim that begins by
looking at a picture of Olivia and evolves into an imagery based exercise
in which Tim visualizes himself at his home on the day that Olivia and Sue
moved out. The vignette begins when Tim is in the room looking at Olivia
as his wife tells him that she has to take Olivia and leave. The therapist has
gleaned from Tim the precise words that he recalls from that day:

TaeraPisT: Look at Olivia’s face Tim. Notice her hair, what she is
wearing. Listen to Sue Tim: ‘We have to go Tim. Olivia is not safe
here.” Look into Olivia’s eyes Tim. Is she crying? Stay with her Tim.

CLIENT: (quiet) Not crying. She looks confused—sort of blank.

TuerAPIST: Tim, notice your arms and hands right now. Feel that
tension in your arms. Scan your arms and notice where it is greatest.
See if you can let go of that tension for just a moment. (pause) See if
you can just let go of that resistance Tim. Now come back to Olivia’s
eyes. Let yourself be in that room with her. Tell me where you feel
it in your body Tim.

CrienT: In my chest and throat. Tight.

TaERAPIST: OK Tim. | want you to focus on that tension for amoment.
Try to picture the areas that are tense. ... the shape of those areas.
Imagine that the areas of tension are red, and that the areas with the
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most tension are brightest. (Pause) Let your self notice the tightness
you feel there. A tension that is like you are about to be hurt. Ready-
ing yourself for some injury. (pause) And, now | want you to gently
let go of the tension. (long pause) If it could serve Olivia Tim, could
you let yourself hurt? Now gently come back to Olivia’s face, her
eyes. See if you can let yourself feel what Olivia feels.... as if you
have a direct connection to her.

Note that the thrust of this exercise is not to lessen Tim’s sadness
regarding this very sad day. His sadness is inextricably connected to his
love for his daughter. Rather, the therapist is trying to produce flexibil-
ity in Tim’s responding, so that when this sadness and memories occur,
he has the flexibility to remain psychologically present and to do what
needs to be done to promote valued life outcomes. When you do ac-
ceptance and exposure work of this kind, you should look for signs of
freezing or flexibility: constriction or openness in the client’s posture, ex-
pressiveness, voice quality, and so on as markers that progress is being
made.

Tim did reestablish a relationship with his daughter, and after many
years of failing to meet his responsibilities, he had to face many reminders
of these memories and emotional reactions before his daughter actually
felt safe enough to spend time with him. If contacting these psychological
events were unacceptable, then pursuing his values with respect to Olivia
would be impossible.

Experiential exercises, both in vivo and imagery based, help the client
develop both breadth and flexibility in response to cues involving direct
aversive conditioning experiences. An additional clinical problem is that
fusion processes create fearful events that occur only in the world of ideas.
For example, a serious substance abusing client will often have thoughts
such as “No matter how hard I try, no matter what | try, nothing ever really
works or ever will.” This thought itself will be avoided. Using various
defusion exercises is often a necessary first step to enable the client to see
these thoughts as thoughts. There is no literal future present. What is present
is a story about the future.

When disturbing thoughts cry out for avoidance, non-judgmental,
openness, appreciation and acceptance represent the kind of broadening
of repertoire that is a central aim of ACT. For example, you the therapist
can begin each session with a brief mindfulness exercise prior to any inter-
vention involving strong exposure components. In order for experiential
exercises to work, the client has to be psychologically present, and this
type of mindfulness exercise helps the client learn to stay in the present
moment as a conscious human being. This is no less true for the therapist
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than for the client, and thus it is usually best to do the exercise along with
the client. You the therapist also need to be in the moment if you want to
stay in touch with the client’s reactions during particularly challenging ses-
sions. For example, in the previous vignette, the thoughts of the therapist
are defused in the same way as the thoughts of the client (e.g., | don’t give a
damn what you think, or what I think.”). ACT defusion interventions, such
as Milk, Milk, Milk (Hayes, et al., 1999, pp. 154-156) can be readily adapted
to substance abuse content. For example, the therapist might take a well
worn bit of self-talk such as, “I can’t stay clean,” and say the phrase over
and over again with the client. You can use more playful variants to help
clients develop an experiential appreciation of defusion. For example, the
therapist and client could say the phrase very, very slowly for two min-
utes; then very, very quickly for two minutes; then in a low voice for two
minutes; then in a falsetto voice for two minutes; then say it in the voice
of a cartoon character for two minutes. This odd interaction with thoughts
of incompetence violates the social verbal context that gives thoughts of
incompetence their potency. Saying these seemingly frightening words out
loud violates the normal social/verbal context. Repetition violates the con-
text. Playing with voice quality violates the context. Goofiness definitely
violates the context. Before you start the exercise, describe what will be
done and get agreement to proceed. The following vignette demonstrates
how to start such a playful defusion intervention.

THERAPIST: OK, Tim, we are going to do the exercise now. We are
going to take your sense of inadequacy and play with it and | want
you to watch what happens. (Therapist gets very serious.) Listen:
Tim, you will never, ever clean up. You are completely inadequate.
Even though you hope that you will some day, you know deep down
that you can’t do it. Let yourself feel it Tim.

You the therapist should maintain direct eye contact say these words
as if you really mean them. This will let you get a baseline response to
this sense of inadequacy when it shows up for the client. Note your own
emotional, physical, cognitive reactions, and behavioral predispositions
and then those of the client. As soon as you are confident that both of you
are psychologically present, begin the exercise. During the exercise, watch
the client. If the exercise is pushed far enough, you will see a broadening
of the client’s reactions to the disturbing thought. Often, the client will
physically relax; laughter is not uncommon and is a particular good sign
that defusion has occurred. You can also use this intervention with great
impact in a group setting, since the tweaking of the social/verbal context
is more profound when done at a group level. If being playful with regard



P1: FAW/FAW
KI123/Hayes

P2: FAW
July 31, 2004 5:39

174 Kelly G. Wilson and Michelle R. Byrd

to difficult content violates the context of literality, being playful in a group
does so doubly.

You should continue these exercises until you see some visible mark-
ers of flexible responding on the part of the client. After concluding, it is
worthwhile to debrief the exercise by contrasting the physical and psy-
chological constriction present at the beginning of the exercise with the
flexibility that emerges in the context of the exercise. If the client begins to
back up psychologically from the difficult material (i.e., refusing to con-
tinue, reverting to talking about the content of the repetitive thought), you
need to do the same sort of gentle coaching that you would do in any
experiential exercise or exposure session.

With severely addicted clients, ACT defusion exercises need to be
thought of in terms of shaping and successive approximations. Just as in
any shaping procedure, the more intimate the contact with the client, the
less likely it is that we will proceed too rapidly in the shaping procedure. As
described above, the therapist needs to remain very mindful of the minutia
of client behavior, watching for changes in posture and voice quality that
will tell us whether we are holding the challenging material in place, but
at the same time not running ahead of the client. If a client seems to be
psychologically immobilized, “re-upping” the value that justifies getting
present with avoided content can move the process along. For example,
asking the client “If it moved you closer to Olivia, Tim, could you step
forward?”

Committed Action

All ACT interventions are ultimately in the service of committed ac-
tion. Two variants of committed action are worth examining with regard
to substance abuse. First, some committed acts will be commitments that
are in the service of other commitments. This second order commitments
are more central to the work. For example, Tim might commit to staying
clean, not because of the virtues of staying clean in and of itself, but rather
because staying clean makes other commitments possible. Tim’s access to
his daughter was limited by his willingness to stay clean. More critically,
Tim had a history of substance involvement interfering with his ability to
make and keep commitments at work, at home, and in social situations.
A description of the process of making commitments is contained in the
original ACT book, including a transcript with a client that is making a
commitment to stay clean (Hayes et al., 1999, p. 243).

With a client like Tim, you the therapist might ask him if he would be
willing to make a commitment to responsible fathering and, if the answer
is yes, you would use the Values, Goals, Actions, Barriers worksheet from
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Table 7.3. Clinical Issues and Recommended ACT Interventions for Clients

with Substance Abuse

Clinical issue

Recommended ACT response

Treatment is mandated or
coerced

Relapses and slips

Fear of commitment (e.g.,
to living sober or to other
values)

Client says that they do not
care about anything

Client is convinced that
they are irretrievably
bad: “I haven’t told you
the everything. Some
things are so bad they
cannot be told.”

Defuse objections to treatment as an obstacle to effective
work

® Defuse both compliance and defiance

Values intervention—find a value that can be agreed
upon as a basis for a therapeutic contract. For example,
self-determination, making therapy a choice as a
therapeutic value.

Defuse thoughts and feelings of failure, and especially
around past failures, and thoughts of “permanent” or
“ultimate” failure

Reconnect to values and link exposure and defusion to
values

Do discrimination training contrasting experienced
vitality of values-driven suffering in defusion and
exposure exercises as compared to suffering experienced
while attempting to suppress thoughts and feelings of
failure

Distinguish commitment as an object or an outcome
from commitment as a process. Commitment is not to the
outcome. Commitment is to the process. In essence the
commitment is to commit and recommit as many times
as is necessary.

Distinguish belief from assumption. Beliefs come and go;
however, we can choose our assumption even as belief
waxes and wanes.

Get present in an experiential exercise to not caring about
anything. Ask if the client could choose to be someone
who cared or not, what they would choose. If they choose
no, work on self-determination as a value (see above).

Empathize. Therapist should get in psychological contact

with the level of isolation the client is experiencing. “It

must be so painful for you, so isolating.”

Client and therapist should use experiential exercises to

make contact with and defuse the client’s altogether

human longing to be known and accepted.

Defuse “must” be able to tell in order to know if one is

acceptable.

Make it clear that there is no special virtue in telling or

not telling. The question is, what value is served by

telling.

Ask: “What if our work here could be about creating a

space where even the most horrific things could be told,

if telling could make a difference in what you value?”
(continued)
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Table 7.3. (Continued)
Clinical issue Recommended ACT response

Irreversible losses or harm
caused (i.e., loss of
parental rights, vehicular
manslaughter)

Client comes to therapy
intoxicated

Therapist is mad at client.

Use experiential exercises to get psychologically
present to the pain.

Defuse content that emerges in exercise.

“What if part of what we do here is to find a way to
honor the loss or harm?”

“If the loss could guide activity you could value, what
things, even very small things might you do this day
that could honor the loss?”

Do discrimination training around vitality involved in
even the smallest honoring of the loss as contrasted
with the lack of vitality of working to suppress
thoughts of the loss.

Intervention should be sensitive to the meaning of the
intoxication and whether it is the first time, or one of
many.

The meeting should not be business as usual and the
intoxication ought to be noted at minimum. Bear in
mind that people in the addicts life have both ignored
intoxication and rejected the client in anger over
intoxication. Take a moment to get present to the
different reactions the client has gotten to intoxication
in the past.

If first time, to the extent possible, get present to the
cost. This must be done in a thoroughly
nonjudgmental way.

With some severely addicted individuals, meeting
them at some level of intoxication may be our only
opportunity to intervene.

With the client who is capable of coming to sessions
clean, the therapist should allow their own feelings of
vulnerability and incompetence be present in the
meeting. Make the therapist’ sadness and ongoing,
unremitting commitment apparent, then send the
client home.

Take a moment of silence. Ask the client to focus on
her or his breathing. The therapist should use this
time to become mindful of anger, noting thoughts,
images, memories, and bodily sensations as they
emerge (therapist defuses own anger).

Therapist should attempt to make contact with the
value and vulnerability underlying the anger.
Therapist may note the anger that occurred and ask
client about previous experiences where a person
working for or with them became angry.

Therapist should make their unremitting commitment
apparent in this exchange.
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the ACT book (Hayes et al., 1999, p. 227). Tim identified several goals con-
nected with this value. Regular quality time contact with Olivia was one
of the goals. The action involved buying a dozen post cards, addressing
them, and writing on each one “Hi Olivia. Just thinking about you today
and wanted to write to say how much I love you.” Tim committed to send
one card a week. The committed action assignment allowed him to write
more than this on the card, but any card had to be mailed regardless of
the content. Exercises in committed action often surface issues that can be
addressed with acceptance and defusion interventions. For example, you
might ask Tim to bring a postcard to session and conduct an experiential
exercise that helps him get in psychological contact with his love for his
daughter. You could walk with him to a mail box, doing a mindfulness
exercise all along the way. You could have Tim get present with, and de-
scribe outloud, his bodily sensations, thoughts, memories, and emotions
in relation to the act of sending the post card. Alternative, you could have
Tim “take his mind for a walk”, where you the therapist play his mind
and pester him with well worn statements that emphasize his failures, the
possibility that Olivia will never care for him and so forth. His job as the
“human” is to listen to your pestering while completing his commitment
to mail the post card. Interventions such as these are designed to help
your client acquire a rich and articulated pattern of responses to actions
that might seem small in scale, but serve to “trigger” large networks of
avoided private stimuli. In this way, you can use committed action as-
signments, acceptance and defusion interactively to build psychological
flexibility.

What goes wrong with committed action? Substance abusers with a long
history of making and breaking commitments will have a very difficult
time with this component of treatment. Two major clinical issues need to
be addressed. First, you the therapist need be clear about the definition of a
commitment. Substance abusers are often reluctant to make a commitment
because they are afraid that, for yet one more time, they will make a promise
and then fail to keep it. You the therapist need to explain that the type of
commitment you are talking about is not an outcome commitment. It is
engaging a valued commitment over time that may well include failure.
So, for example, the commitment to abstain from drug use does not mean
that the addict will never use again. One cannot really commit to such
a thing, because the future (and the past) are not in our personal control.
Emphasize that the client can only act with purpose in the present moment,
with intention at the 100% level. In the face of failure, remind the client that
itis possible to commit to getting back on track as rapidly as possible. The
commitment to staying clean means that the client will not use, and, if
relapse occurs, the client is committed to stopping. How many times? As
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many times as it takes. You have to be clear that the commitment of interest
is in the here and now.

Sometimes simpler domains can clarify what is meant by commitment
from an ACT perspective. For example, if you were teaching your child to
walk, you would help them to their feet when they fell. You could commit
to teaching them to walk, even knowing they would fall. How many times
do you help them stand up in the process of teaching them? Answer: how-
ever many times it takes. In ACT committed action has the same quality
of engagement with a valued direction over time. The outcome at any par-
ticular point in time in not as important as the quality of committed action
itself.

SpeciaL CLiNicAL CONSIDERATIONS

Treating substance abusers is a very complex and challenging clinical
task. A plethora of factors may complicate treatment: decisions about in-
patient/outpatient care as the appropriate venue, whether to detoxify the
client, responding to intoxication in session, addressing co-morbid condi-
tions, integrating 12-step programs and treatment philosophies, correcting
skills deficits, addressing couples distress, mixing methadone and other
psychotropic medications, to name a few. As if all that weren’t enough,
you are likely to see a near infinite combination of these features. In ad-
dition, decisions about these matters are often made with near religious
conviction—often without compelling clinical evidence or with an eye to-
wards practicalities. Ultimately, many of these issues are empirical ques-
tions and you the therapist needs to be aware of the evidence and man-
age these decisions in a way that is consistent with the best evidence. In
some of these areas, there is as yet no convincing science to guide deci-
sion. It is these areas that we will make some recommendations, based
upon our experience with using ACT to treat substance abusers. These
recommendations are not “truths” but rather seem to be sensible first
steps in the effort to develop effective, efficient, and acceptable treatment
strategies.

Adapting ACT to the Inpatient Treatment Setting

The initial scientific results suggest that ACT is a promising outpatient
treatment model for substance abusers. Much less is known about how to
adapt ACT to the inpatient setting, whether it be in an intensive treat-
ment facility or a halfway house. However, it seems logical to assume that
incorporating ACT into the in-patient milieu could have salutary effects
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on treatment outcomes. In such settings, trained staff could build an ACT
model at the core of the treatment program or integrate ACT principles into
the existing treatment program. For example, integrating interventions that
focus on identifying valued directions and making commitments to action
in the service of those values could easily be integrated into a substance
abuse treatment group. The behavioral literature suggests that public com-
mitments tend to be more predictive of behavior than private commitments
(Hayes, Rosenfarb, Wulfert, Munt, Zettle, & Korn, 1985). If the treatment is
inpatient, the public aspect of any commitments made is intensified, since
the person can’t go home after group and forget about what they have said.

Do You Have to Detoxify First?

Historically, many treatment facilities required a brief period of absti-
nence prior to admission. Treating fully detoxified individuals has some
advantages. Treatment requires that the individual be psychologically
present, not just physically present. Intoxication can be a substantial barrier
to being in the present moment. In addition, the presence of intoxicated
individuals may pose dangers for other individuals who are in treatment.
However, the benefits of a prior detoxification come at a cost. Requiring
detoxification may function as a barrier to entering treatment, most likely
for those clients with the most severe addictions. Ironically, a requirement
for detoxification may select for more treatment-motivated individuals
(and make the job of treatment easier), but may exclude the individuals
least likely to recover given contingencies that are naturally occurring in
their native environment.

Depending on the substance and the client’s health status, medically
supervised detoxification may be a necessity. However, when it is not in-
dicated for medical reasons, riding out a difficult detoxification process
can provide many opportunities to practice acceptance and mindful notic-
ing of the ebb and flow of urges and the discomforts associated with the
abstinence syndrome (what Alan Marlatt calls “urge surfing”, Marlatt &
Gordon, 1985). The context of an uncomfortable detoxification can also pro-
vide opportunities to examine the workability of the solutions the “mind”
will offer (i.e., the best way to feel good right now is to use). Finally, al-
though you may be tempted to lower your demands during a distressing
detoxification, doing so may contribute to the fusion with the thought that
the symptoms of abstinence are unbearable. It is in the presence of this
physical and mental discomfort that you the therapist might consider fo-
cusing on bold committed action. If clients can commit to staying clean
and practice defusion from thoughts such as, “later would be a better time
to clean up”, they stand a much better chance of staying clean during less



P1: FAW/FAW
KI123/Hayes

P2: FAW
July 31, 2004 5:39

180 Kelly G. Wilson and Michelle R. Byrd

turbulent moments. To expand on Marlatt’s metaphor, if clients can learn
to ride the big waves, the smaller ones are less likely to throw them.

Addressing Intoxication in Session

It is interesting that substance abuse is nearly the only area where
we would even consider sending a client home for showing symptoms
of the difficulty that brought them into treatment. You, the therapist need
to take a pragmatic view, rather than moralistic view, on this issue. There
are times when treating an intoxicated client is the only chance you will
have to gain a foothold. If so, we would recommend that you seize the
opportunity, and begin working with the client on how coming to session
intoxicated might be an example of the emotional avoidance that character-
izes the client’s functioning in so many areas. You might even ask the client
to describe how being intoxicated right now is “working” to promote to
promote valued outcomes. If the level of intoxication is sufficient that the
individual cannot process this type of information at some level, then we
regretfully send the client home. When the individual returns to treatment,
it is important to examine how showing up high is working for the client.
You the therapist also need to monitor your own acceptance level with
such clients. Many therapists are tempted to engage in retaliation, lectur-
ing, confrontation, or moralizing in an attempt to be “right” and make the
client “wrong”. Obviously, injecting this dynamic into the therapy process
simply re-invigorates the trap the client has been in for many years.

The Role of Agonist Treatment and Antidipsotropics?

We have an initial demonstration of the additive benefits of ACT for
clients receiving agonist treatment for opiates (Hayes et al., in press). In this,
we trained therapists to remain agnostic with respect to methadone treat-
ment and reframe its use as a matter of personal choice. If clients wanted
to wean themselves from methadone, we did the hard work around that.
If they chose not to, we supported them in that choice. The use of such
medicines is ultimately a matter of values for the client. Perhaps methadone
use can function in the service of experiential avoidance strategy, but you
should always remember that experiential avoidance is not the enemy
per se. Nor is experiential avoidance an all or nothing matter. We all en-
gage in forms of experiential avoidance, and ultimately, its impact can
only be judged by the extent to which that avoidance interferes with lived
values.

We have also used antidipsotropic medications in combination with
ACT. Forexample, we treated an alcoholic client who took antidipsotropics
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as a part of his treatment agreement with the judicial system. We turned
adhering to the medication agreement into an exercise in committed action.
The individual being treated was married. In session, the client was asked
to remember the day that he took his wedding vows. We asked him to view
his wedding ring as a physical symbol of that commitment. He then made
the commitment to take his Antibuse each morning, in his wife’s presence,
in the same spirit that he made his wedding vows. In this case, the focus of
the intervention was to make something as simple as taking a medication
and action that was based in values and done with a purpose. The focus
was not on casting Antibuse as a way to eliminate drinking (though it
has that effect); it was a means of positively affirming a commitment to
relationship and responsibility.

The Role of Other Psychoactive Medications

As with agonist treatment, our recommendation is to be agnostic with
respect to psychoactive medications. Medications have benefits and costs,
and your job as the therapist is to examine these costs and benefits with
reference to the client’s ability to live a valued life. It is worth noting that
this is a matter to watch with particular care with substance abusers, since
they have very often used substances in order to manage experience. You
should be willing to discuss the role psychoactive medications might play
in supporting experiential avoidance and have the client assess the worka-
bility of this strategy. For example, far a schizophrenic client with a history
of stopping medications, staying on medications might be a form of com-
mitted action. In other cases, the medicine might be promoting a symptom
control and elimination strategy that is all about feeling “good” rather than
doing good.

Compatibility of ACT with a 12-Step Model

In some prior publications, we have pointed out the numerous areas
of compatibility between ACT and traditional 12-step programs (Wilson,
et al., 2000). The best way for you to integrate ACT philosophy with 12-
step treatment philosophy is to learn about Alcoholics Anonymous at some
considerable depth. In the United States, 12-step programs are everywhere.
You should not dismiss this community resource or regard it as a nuisance.
Such programs are a fact of life and can play a major supportive role for
many substance abusers.

Ernie Kurtz has written the most scholarly, authoritative, and exhaus-
tive account of AA available today (Kurtz, 1979). In it, Kurtz speaks of AA
culture as multi-faceted. One can find in AA members that are entirely
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dogmatic, disease-oriented, and confrontational. These stereotypic at-
tributes of AA are rarely seen in the actual AA seminal texts: Alcoholics
Anonymous (Alcoholics Anonymous, 1976) and The Twelve Steps and Twelve
Traditions (Alcoholics Anonymous, 1953). Orienting clients to relevant pas-
sages of these two core texts can go a long way towards insulating clients
against the more dogmatic versions of AA that they may encounter in a
particular AA support group.

To highlight this compatibility, we have challenged rooms full of 12-
step oriented treatment providers to identify for us the place in these two
core AA texts where the words “confronting denial” appear. We have
never received an answer, because this phrase is never seen in either of
these texts. While “confronting denial” is taken as a given in AA, it is, in
fact, wholly contrary to the traditional AA literature and is more a prod-
uct of 12 Step treatment centers than AA itself. These texts do speak of
self-deception, but most psychological theories (including ACT) acknowl-
edge the human capacity for self-deception, rationalization and other
means of avoiding psychologically challenging material. The AA texts
say that alcoholics are confronted by life, not by sponsors or in meetings.
In fact, Alcoholic Anonymous is entirely clear that it is a mistake to even
diagnose someone as alcoholic, let alone confront them regarding their
alcoholism.

We do not like to pronounce any individual as alcoholic, but you can quickly
diagnose yourself. Step over to the nearest barroom and try some controlled
drinking. Try to drink and stop abruptly. Try it more than once. It will not take
long for you to decide, if you are honest with yourself about it. It may be worth
a bad case of jitters if you get a full knowledge of your condition. (Alcoholics
Anonymous, 1976, pp. 31-32)

This position is entirely consistent with an ACT perspective. We want
to bring the client into intimate contact with the workability of what they
are doing, what they value and the interaction of those two things. Some
AA sponsors and AA meetings will be highly dogmatic and incompatible
with ACT treatment. It is worthwhile for you to cultivate a relationship
with the local AA community so you can direct clients that are interested
in using AA to meetings and sponsors that are more consistent with an
ACT perspective (and with core AA literature). Most communities have
a wide variety of AA meeting groups, including some meetings open to
interested individuals without alcohol problems. Anyone can attend an
open AA meeting as long as they are respectful of the anonymity of the
individuals who go to those meetings. Good knowledge of 12-step core
texts can also aid in cultivating an ACT friendly perspective when training
traditional 12-step oriented treatment staff.
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Combining ACT with Other Substance Abuse Treatments

In principle, ACT can be combined with a variety of other commonly
used substance abuse treatments. For example, Marlatt’s harm reduction
interventions (Marlatt & Witkiewitz, 2002) and Miller and Rollnick’s (1991;
2002) motivational interviewing are very compatible with ACT principles.
In a stepped care model of treatment, you might employ Marlatt’s psycho-
educational and motivational approach as a very brief, sensible first step.
If this fails to address the problem, you might begin a more in depth inter-
ventions using emotional avoidance, acceptance, defusion and workabil-
ity, which would be more characteristic of an ACT intervention. Likewise,
there is no fundamental incompatibility between ACT and multifaceted
approaches such as the Community Reinforcement Approach (Meyers,
Miller, & Edwards, 2001). Serious substance abusers will frequently have
isolated themselves from situations that build and maintain basic life skills
such as grooming, appropriate engagement in employment and educa-
tional settings, and in social activities that are not centered on intoxication.
ACT can contribute to these treatment programs by adding motivational
components, based in values work, or through the application of accep-
tance/defusion interventions when psychological obstacles emerge as bar-
riers to skills training activities.

CoNcLUSION

The application of ACT to substance abusers does not differ substan-
tially from ACT with any other population. As is true of ACT in general,
we assume that substance abusers find certain thoughts, emotions, mem-
ories, bodily states and behavioral predispositions unacceptable and use
various strategies to eliminate, attenuate, or reduce these private experi-
ences. The result of these experiential avoidance strategies (substance use
being the most prominent in this case) is the loss of flexibility and vitality
in our clients’ lives. Eventually, the loss vitality itself becomes something
further to avoid, the circle closes. Avoidance begets avoidance, and at some
level, any contact with a sense that we are propagating our own degraded
existence, “demands” escape. And, deeper and deeper we sink into mean-
inglessness and despair.

ACT provides a way out of the self cycling negative results that are
produced by excessive experiential avoidance. The way out of the trap is
to winnow some sense of direction out of the chaff of an avoidant lifestyle.
Initially this sense of direction may be quite meager—a vague sense of
wanting more, wanting something bigger, richer, more vibrant. Then, we
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help the client begin to move in the direction of a bigger life. As the client
begins the move towards a bigger, richer, more vibrant life, psychological
obstacles inevitably crop up. To address these obstacles, the ACT thera-
pist employs acceptance, defusion and mindfulness interventions to cre-
ate freedom of movement, even in the face of seemingly insurmountable
obstacles. As the client moves forward in the face of these obstacles, a life
begins to take shape that shows signs of meaning and purpose. Pain may
not disappear, but it is now pain with a purpose. This is the core of the
ACT model.



