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Purpose of review

Acceptance and commitment therapy (ACT) is one of the several psychotherapies

that have been described as ‘third wave’ cognitive behavioral therapies (CBTs).

The present editorial review examines the current status of ACT with a focus on previous

reviews, a meta-analysis and new studies that have been published between

January 2006 and August 2008.

Recent findings

Recent studies on ACT suggest that ACT may be effective for a variety of disorders,

including several anxiety disorders, depression, pain, trichotillomania, psychotic

disorder, drug abuse and the management of epilepsy and diabetes.

Summary

The available evidence suggests that ACT works through different processes than

active treatment comparisons, including traditional CBT. Although currently available

data are promising, there is, however, a need for more well controlled studies to verify

whether ACT is generally as or more effective than other active treatments across the

range of problems examined.
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Introduction
During the past two decades several psychotherapies

have been developed under the name of ‘third wave of

cognitive behavior therapy (CBT)’. Prominent among

those approaches are mindfulness-based cognitive

therapy (MCT), dialectical behavior therapy (DBT),

and acceptance and commitment therapy (ACT). ACT

was developed by Hayes during the 1990s, together with

Strosahl and Wilson [1]. According to them, it is an

empirically based psychological intervention that uses

acceptance and mindfulness strategies together with

commitment and behavior change strategies to increase

psychological flexibility.

As stated by Blackledge and Hayes [2], ACT offers an

alternative to traditional psychotherapies designed to

regulate affect. Rather than working to change cognitions

or decrease levels of emotion, the ACT approach

‘involves the client directly experiencing problematic

emotions in a context in which the literal functions of

language enhancing the negative implications of those

emotions are stripped away. The focus throughout the

treatment is facilitating the client’s movement toward a

more valued and personally fulfilling life, in a context in
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which previously obstructive unpleasant emotions no

longer serve as obstructions’.

ACT has not only attracted a great deal of interest, but

also some critics. In particular, Corrigan [3] has argued

that ACT and other third wave therapies were ‘getting

ahead of the data’ and questioned whether their propo-

nents were committed to the principles of empirical

validation laid down by the first wave behavior therapists.

The present review article summarizes the findings from

previous review articles and reviews the research findings

that have been published between January 2006 and

August 2008.
Review articles
In the first review article, Hayes et al. [4] examined the

empirical database on third wave therapies. According to

the authors ACT (as well as DBT) has a small but growing

body of outcome research supporting these procedures

and the theoretical mechanisms thought to be respon-

sible for them. The claims made in the published litera-

ture about these technologies, at least by their originators,

seem proportionate to the strength of the current
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evidence and there is no indication that those interested

in the new wave of behavior therapy innovations are less

committed to empirical evaluation than has always been

the case in behavior therapy.

In the second review article, published 2 years later,

Hayes et al. [5] come to the conclusion that the evidence

from correlation, component, process of change, and

outcome comparisons relevant to the model is broadly

supportive, but that the literature is not mature and that

many questions have not yet been examined. They also

state that the available evidence suggests that ACT works

through different processes than active treatment com-

parisons, including traditional CBT, and that there are

not enough well controlled studies to conclude that ACT

is generally more effective than other active treatments

across the range of problems examined.

In an overview article published in 2007 Hofman and

Asmundson [6��] juxtapose CBT and ACT and synthes-

ize, and clarify the differences between them. They state

that the two treatment modalities can be placed within a

larger context of the emotion regulation literature.

Accordingly, emotions can be regulated either by manip-

ulating the evaluation of the external or internal emotion

cues (antecedent-focused emotion regulation) or by

manipulating the emotional responses (response-focused

emotion regulation). Both CBT and ACT encourage

adaptive emotion regulation strategies but target differ-

ent stages of the generative emotion process: CBT pro-

motes adaptive antecedent-focused emotion regulation

strategies, whereas acceptance strategies of ACT coun-

teract maladaptive response-focused emotion regulation

strategies, such as suppression. Although there are funda-

mental differences in the philosophical foundation, ACT

techniques are fully compatible with CBT and may lead

to improved interventions for some disorders.

In a comprehensive review article, Öst [7��] describes and

reviews third wave CBT therapies, including 13 random-

ized controlled trials (RCTs) with ACT, involving a total

of 677 participants. According to Öst, the disorders

focused on in these studies vary to a large extent, with

two on depression, two on psychotic symptoms, two on

stress, one on mathematics anxiety, one on smoking, one

on opiate dependency, one on trichotillomania (TTM),

one on borderline personality disorder, one on the man-

agement of pain, one on the management of epilepsy and

one on the management of diabetes. Öst identifies sub-

stantial methodological shortcomings in most of these

studies. In particular, six of the studies, including the two

on depression, did not use a diagnostic system (DSM,

ICD or a similar standardized system) to diagnose the

participants, three studies had no follow-up at all, and

only two reported a 1-year follow-up, with a mean of

4.2 months. There was no treatment manual or descrip-
opyright © Lippincott Williams & Wilkins. Unautho
tion of the therapists in several of the studies and no

information on whether the same therapists treated both

groups and what training and experience they had.

Öst also did a meta-analysis using results from all 13

RCTs that were available on third wave therapies. The

overall meta-analysis yielded a mean effect size of 0.68

for ACT. When the active treatment was compared with

waitlist conditions the effect size (ES) for ACT was 0.96.

The comparisons with treatment as usual and other active

treatments resulted in ‘moderate’ ESs for ACT.

According to Öst, the conclusions that can be drawn from

his review and meta-analysis are that third wave treat-

ment RCTs, including those with ACT, used a research

methodology that was significantly less stringent than

CBT studies, the mean effect size was moderate for ACT

and neither ACT nor any of the other third wave thera-

pies fulfilled the criteria for empirically supported treat-

ments. The article ends with suggestions on how to

improve future RCTs of third wave therapies to increase

the possibility of them becoming empirically supported

treatments.
Recent research
PubMed was searched from January 2006 to the August

2008, using the search word ‘ACT’. All articles related to

the assessment of treatment with ACT were retrieved.

Anxiety disorders

The efficacy of ACT has been evaluated in patients

with obsessive–compulsive disorder, generalized social

anxiety disorder, mild to moderate anxiety and depres-

sion, and posttraumatic stress disorder.

Obsessive–compulsive disorder

A study using a nonconcurrent multiple-baseline across

participants design [8] has evaluated the effectiveness of

an eight-session ACT intervention in four patients pre-

senting with OCD. Results on self-reported compulsions

showed that the intervention produced clinically signifi-

cant reductions in compulsions by the end of treatment

for all participants, with results maintained at 3-month

follow-up. Positive changes in anxiety and depression

were found for all participants as well as expected process

changes in the form of decreased experiential avoidance,

believability of obsessions, and need to respond to obses-

sions. The authors conclude that the results indicate that

ACT is an intervention that deserves further examination

in the treatment of OCD.

Generalized social anxiety disorder

In a study by Dalrymple and Herbert [9], 19 individuals

diagnosed with social anxiety disorder (SAD) participated

in a 12-week programme integrating exposure therapy and
rized reproduction of this article is prohibited.



C

Current empirical status of acceptance and commitment therapy Pull 57
ACT. Results revealed no changes across a 4-week

baseline control period. From pretreatment to follow-up,

significant improvements occurred in social anxiety

symptoms and quality of life, yielding large effect size

gains. Significant changes were also found in ACT-

consistent process measures, and earlier changes in experi-

ential avoidance predicted later changes in symptom

severity. Results suggest the acceptability and potential

efficacy of ACT for SAD and highlight the need for future

research examining both the efficacy and mechanisms of

change of acceptance-based programmes for SAD.

Anxiety and depression

In a RCT by Forman et al. [10�], 101 heterogeneous

outpatients reporting moderate to severe levels of anxiety

or depression were randomly assigned to traditional cog-

nitive therapy (CT) or to ACT. Participants receiving CT

and ACT demonstrated large, equivalent improvements in

depression, anxiety, functioning difficulties, quality of life,

life satisfaction, and clinician-rated functioning. Whereas

improvements were equivalent across the two groups, the

mechanisms of action appeared to differ. Changes in

‘observing’ and ‘describing’ one’s experiences appeared

to mediate outcomes for the CT group relative to the ACT

group, whereas ‘experiential avoidance’, ‘acting with

awareness’, and ‘acceptance’ mediated outcomes for the

ACT group. According to the authors, the results suggest

that ACT is a viable and disseminable treatment, the

effectiveness of which appears equivalent to that of CT,

even though its mechanisms appear to be distinct.

Posttraumatic stress disorder

Orsillo and Batten [11] have successfully used ACT to treat

an individual presenting for life problems related to a

traumatic event. The authors argue that PTSD can be

conceptualized as a disorder that is developed and main-

tained in traumatized individuals as a result of excessive,

ineffective attempts to control unwanted thoughts, feel-

ings, and memories, especially those related to the trau-

matic events. As ACT is a therapeutic method designed

specifically to reduce experiential avoidance, it may be a

treatment that is particularly suited for individuals

with PTSD.

Chronic pain

Acceptance of pain and value-based action appears import-

ant in the emotional, physical, and social functioning of

individuals with chronic pain. ACT promotes acceptance

of, or willingness to experience, pain and other associated

negative private events (e.g. fear, anxiety, and fatigue)

instead of reducing or controlling symptoms.

In a pilot study by Wicksel et al. [12], 14 adolescents

referred to the pain treatment service due to chronic

debilitating pain were treated using an ACT-based

approach. It was hypothesized that avoidance of pain
opyright © Lippincott Williams & Wilkins. Unauth
and related stimuli was central to the disability seen

among these patients, and that exposure and acceptance

strategies could increase functioning and decrease pain.

Following treatment, and retained at 3-month and 6-

month follow-up, improvements in functional ability,

school attendance, catastrophizing and pain (i.e. intensity

and interference) were seen. The authors conclude that

the outcome of this pilot study suggests that exposure and

acceptance can be useful in the rehabilitation of adoles-

cents with chronic debilitating pain.

In a RCT by Wicksell et al. [13�], 21 participants with

chronic pain and whiplash-associated disorders were

randomized to either a treatment or a waitlist control

condition. Both the groups continued to receive treatment

as usual. In the experimental condition, a learning theory

framework was applied to the analysis and treatment. The

intervention consisted of a 10-session protocol emphasiz-

ing value-based exposure and acceptance strategies to

improve functioning and life satisfaction by increasing

the participants’ abilities to behave in accordance with

values in the presence of interfering pain and distress

(psychological flexibility). After treatment, significant

differences in favor of the treatment group were seen in

pain disability, life satisfaction, fear of movements, depres-

sion, and psychological inflexibility. No change for any of

the groups was seen in pain intensity. Improvements in the

treatment group were maintained at 7-month follow-up.

Vowles and McCracken [14] investigated the effective-

ness of ACT in the treatment of chronic pain and also

examined two processes from this model, acceptance and

value-based action. Participants included 171 completers

of an interdisciplinary treatment program, 66.7% of whom

completed a 3-month follow-up assessment as well.

Results indicated significant improvements for pain,

depression, pain-related anxiety, disability, medical vis-

its, work status, and physical performance. Effect size

statistics were uniformly medium or larger. According to

reliable change analyses, 75.4% of patients demonstrated

improvement in at least one key domain. Both accep-

tance of pain and value-based action improved, and

increases in these processes were associated with

improvements in the primary outcome domains.

Drug abuse

Twohig et al. [15] treated three adults who met the criteria

for marijuana dependence using an abbreviated version of

ACT. The treatment was delivered in eight weekly 90-min

individual sessions. The effects of the intervention were

assessed using a nonconcurrent multiple baseline across

participants design. Self-reported marijuana use, con-

firmed through oral swabs, reached zero levels for all

participants posttreatment. At a 3-month follow-up, one

participant was still abstinent and the other two were using

but at a lower average level of consumption than baseline.
orized reproduction of this article is prohibited.
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Depression, anxiety, withdrawal symptoms, and general

levels of experiential avoidance generally improved. The

authors conclude that this preliminary test suggests that

additional development and testing of ACT for marijuana

use are warranted.

Trichotillomania and chronic skin picking

In a small RCT trial Woods et al. [16] compared a combined

acceptance and commitment therapy/habit reversal train-

ing (ACT/HRT) with a waitlist control in the treatment of

adults with TTM. Twenty-five participants (12 treatment

and 13 waitlist) completed the trial. Results demonstrated

a significant reduction in hair pulling severity, impairment

ratings, and hairs pulled, along with significant reductions

in experiential avoidance and both anxiety and depressive

symptoms in the ACT/HRT group compared with the

waitlist control. Reductions generally were maintained at a

3-month follow-up. Decreases in experiential avoidance

and greater treatment compliance were significantly cor-

related with reductions in TTM severity. The authors

conclude that targeting experiential avoidance may be

useful in the treatment of TTM.

Twohig et al. [17] have evaluated the effectiveness of a

limited version of ACT for chronic skin picking in five

patients using a pair of multiple baseline across partici-

pants designs. Self-monitoring of skin picking showed that

four of the five participants reached near zero levels of

picking by posttreatment, but these gains were not fully

maintained for three of the four participants at follow-up.

The authors conclude that additional treatment develop-

ment is needed to determine whether ACT has a potential

as a method for the treatment of chronic skin picking.

In a pilot study Flessner et al. [18] examined the utility of

acceptance-enhanced behavior therapy (AEBT) for TTM

and chronic skin picking (CSP) and the impact of altering

treatment sequence on overall treatment efficacy. Partici-

pants referred to a TTM and CSP specialty clinic were

assessed by an independent evaluator within separate,

nonconcurrent multiple-baseline designs across partici-

pants. The first group of three participants received

HRT followed by ACT, and the second group of two

participants received ACT followed by HRT. Results

indicated that AEBT greatly reduced pulling/picking in

all five participants and that the order in which ACT and

HRT were implemented made little or no difference in

short-term treatment outcome.

Epilepsy

Psychological interventions in the treatment of epilepsy

have been developed and evaluated for many years

combined with anticonvulsant drugs.

In a small RCT group design with repeated measures,

Lundgren et al. [19] randomized 27 patients with epilepsy
opyright © Lippincott Williams & Wilkins. Unautho
into one of two conditions, ACT (14 patients) or suppor-

tive therapy (13 patients), combined with anticonvulsant

drugs. Therapeutic effects were measured by examining

changes in quality of life and seizure index (frequency x

duration). Both treatment conditions consisted of only 9 h

of professional therapy distributed in two individual and

two group sessions during a 4-week period. The results

showed significant effects over all of the dependent

variables for the ACT group as compared with the ST

group at 6-month and 12-month follow-ups, suggesting

that a short-term psychotherapy programme combined

with anticonvulsant drugs may help to prevent the long-

term disability that occurs from drug refractory seizures.

In another small RCT with repeated measures by

Lundgren et al. [20�], 18 patients with an EEG-verified

epilepsy diagnosis with drug-refractory seizures were

randomized into one of two groups: ACT (10 patients)

or yoga (eight patients). Therapeutic effects were

measured using seizure index (frequency x duration)

and quality of life. The treatment protocols consisted of

12 h of professional therapy distributed in two individual

sessions, two group sessions during a 5-week period, and

booster sessions at 6 and 12 months posttreatment. Both

ACT and yoga significantly reduced seizure index and

increased quality of life over time. ACT reduced the

seizure index significantly more than yoga. Participants

in both the ACT and yoga groups improved their quality of

life significantly as measured by one of two quality-of-life

instruments. The results of this study suggest that comp-

lementary treatments, such as ACT and yoga, decrease

seizure index and increase quality of life.
Self-management of diabetes
In a RCT by Gregg et al. [21��], 81 patients in a low-income

community health center with type 2 diabetes taking a

1-day education workshop as part of their diabetes medical

management were randomly assigned either to education

alone or to a combination of education and ACT. Both

groups were taught howto manage their diabetes,but those

in the ACT condition also learned to apply acceptance and

mindfulness skills to difficult diabetes-related thoughts

and feelings. Compared with patients who received edu-

cation alone, after 3 months those in the ACT condition

were more likely to use these coping strategies, to report

better diabetes self-care, and to have glycated haemo-

globin [HbA-sub (1C)] values in the target range. Media-

tional analyses indicated that changes in acceptance coping

and self-management behavior mediated the impact of

treatment on changes in HbA-sub (1C).
Psychotic symptoms
In a RCT by Gaudiano et al. [22], psychiatric inpatients

with psychotic symptoms were randomly assigned to
rized reproduction of this article is prohibited.
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enhanced treatment as usual (ETAU) or ETAU plus

individual sessions of ACT. At discharge from the hos-

pital, results suggested short-term advantages in the ACT

group in affective symptoms, overall improvement, social

impairment, and distress associated with hallucinations.

In addition, more participants in the ACT condition

reached clinically significant symptom improvement at

discharge. Although 4-month rehospitalization rates were

lower in the ACT group, these differences did not reach

statistical significance. Decreases in the believability of

hallucinations during treatment were observed only in

the ACT condition, and change in believability was

strongly associated with change in distress after control-

ling for change in the frequency of hallucinations.

According to the authors, the results provide preliminary

support for the usefulness and feasibility of mindfulness/

acceptance-based CBT approaches for psychosis, but

further controlled research using larger samples will be

necessary before these newer variations of CBT should

be provided as standard treatment.

Bach and Hayes [23] have examined the impact of a brief

version of ACT that teaches patients to accept unavoid-

able private events, identify and focus on actions directed

toward valued goals and defuse from odd cognition, just

noticing thoughts rather than treating them as either true

or false. In a RCT, 80 inpatient participants with positive

psychotic symptoms were randomly assigned to treat-

ment as usual (TAU) or to four sessions of ACT plus

TAU. ACT participants showed significantly higher

symptom reporting and lower symptom believability

and a rate of rehospitalization half that of TAU partici-

pants over a 4-month follow-up period. The same basic

pattern of results was seen with all participant subgroups

except delusional participants who denied symptoms.
Impact on attitudes
Lillis and Hayes [24] have compared two classroom

approaches to reducing racial and ethnic prejudice among

college students: a class session based on ACT and an

educational lecture drawn from a textbook on the psy-

chology of racial differences. Undergraduates who were

enrolled in two separate classes on racial differences were

exposed to each approach in a counterbalanced order.

Results indicate that only the ACT intervention was

effective in increasing positive behavioral intentions at

post-follow-up and a 1-week follow-up. These changes

were associated with other self-reported changes that fit

with the ACT model.

Varra et al. [25�] have evaluated the effectiveness of ACT

for increasing drug and alcohol counsellors’ willingness to

use evidence-based agonist and antagonist pharma-

cotherapy. In a RCT, 59 drug and alcohol counsellors

were randomly assigned to either a 1-day ACT workshop
opyright © Lippincott Williams & Wilkins. Unauth
or a 1-day educational control workshop. Both groups

then attended a 2-day workshop on empirically supported

treatments for substance abuse. Measures were taken at

pretraining and posttraining and 3-month follow-up on

reported use of pharmacotherapy, willingness to use

pharmacotherapy, perceived barriers to implementing

new treatments, and general acceptance. As compared

with those in the education alone condition, participants

in the ACT condition showed significantly higher rates of

referrals to pharmacotherapy at follow-up, rated barriers

to learning new treatments as less believable at posttrain-

ing and follow-up, and showed greater psychological

flexibility at posttraining and follow-up.

In a RCT by Masuda et al. [26] the authors compared

ACT with an education intervention for reducing stigma

toward people with psychological disorders, and examin-

ing whether results differ for psychologically inflexible

versus flexible individuals. A sample of 95 college stu-

dents was randomly assigned to an ACT or educational

workshop. Measures were taken before and after the

workshop and at a 1-month follow-up. ACT reduced

mental health stigma significantly regardless of partici-

pants’ pretreatment levels of psychological flexibility, but

education reduced stigma only among participants who

were relatively flexible and nonavoidant to begin with.
Miscellaneous
In a small RCT, Lappalainen et al. [27] compared the

impact of individualized treatment provided by trainee

therapists based on a traditional CBT and an ACT model.

Fourteen therapists were given initial training in CBT

and ACT. Twenty-eight outpatients were randomized to

either approach, with each therapist treating one client

within each model, linked to a functional analysis. Clients

treated within an ACT model showed better symptom

improvement than the CBT clients, despite the fact that

students felt initially less knowledgeable about ACT and

were more fearful throughout when it was used. CBT

improved client self-confidence more rapidly than

ACT, and ACT improved acceptance more than CBT.

Both processes predicted better outcomes; acceptance

remained predictive when controlling for self-confidence

but not vice versa. Overall, therapists with limited train-

ing in both models got better results with ACT and the

processes of change fit with the ACT model.
Conclusion
Preliminary evidence indicates that acceptance-based

approaches as proposed by ACT can be helpful for a

variety of disorders. In particular, ACT has shown pre-

liminary research evidence of effectiveness for some

anxiety disorders, anxiety and depression, chronic

pain, addictions, TTM and skin picking, epilepsy
orized reproduction of this article is prohibited.
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management, diabetes management and management of

psychotic symptoms. In addition, there is preliminary

research evidence that ACT may have an impact on

attitudes and be effective in reducing racial and ethnic

prejudice and stigma toward people with psychological

disorders. There are not, however, as yet enough well

controlled studies and/or large enough samples to con-

clude that ACT is generally more effective than other

active treatments across the range of problems examined.
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