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Acceptance theory is a theory of psychopathology, and Acceptance and Commitment Therapy (ACT) is a treatment strategy based on that analysis (1). In essence, the theory holds that much of what we call psychopathology is the result of the human tendency to avoid negatively evaluated private events including certain emotions, cognitions, memories, and bodily states. The theory is based on a contextual-behavioral analysis of private events and predicts negative effects for direct efforts to control those phenomena (2-4).

Clinically, we see that some clients engage in persistent efforts at emotional and cognitive regulation involving strategies such as self-mutilation, suicidal ideation, and abuse of psychoactive substances (5-6). Such behaviors are often remarkably intractable, and while they may have once served some adaptive function, they are often not at all adaptive in the client’s present circumstance. Despite the shortcomings of these coping strategies, clients are frequently unwilling to give up these strategies because they are viewed as solutions, not problems. In a manner similar to that described in some systemic approaches, acceptance theory views the solution as the problem (4). Many therapies attempt to teach the client new and more adaptive ways to reduce or regulate unwanted cognitive and emotional content. ACT targets not only the particular avoidant strategy, but the agenda of avoidance itself. In this therapy, we seek to teach clients to use planful action where it is useful and to let go of it where it is not.

Acceptance And Commitment Therapy With Survivors

From an ACT perspective, the thoughts and feelings that result from a history of abuse are analyzable in terms of what we know experimentally about operant and classical conditioning, the interaction of these two processes, and the ways in which events can come to have various stimulus functions (e.g., reinforcing, discriminative, punishing, emotional, etc.). Cognitive interventions have sought to change the form of the client's private responding that is seen as problematic. Ellis and Harper, for instance, suggest altering self-talk to what is presumably a more rational form (7). In contrast, the ACT therapist seeks to alter not the form, but the psychological function of the client's thoughts and feelings. 

To suggest to an incest survivor that her distressing thoughts in response to intimate sexual relations are irrational and ought to be replaced with appropriately rational thoughts, is unlikely to be particularly new or useful information. We have found that clients themselves often consider many of their thoughts and feelings irrational. Often, they have made heroic efforts to eliminate these thoughts and feelings from their lives, sometimes using extreme means (i.e., bingeing and purging, dissociation, self-mutilation, etc.).

Whereas cognitive therapy frequently views these thoughts and feelings in terms of their logical reasonableness, an ACT analysis focuses on their psychological reasonableness. Thus, we view a woman's feelings and thoughts of imminent destruction during an intimate encounter as reasonable and expectable, given her history. It is our contention that people are simply not able to leave their history behind when they move into new settings. Moreover, this would not be a particularly useful thing to do. Rather, we seek to help the client to engage in new experiences in the present that allow her to more fully experience positive contingencies.

ACT with survivors begins with an assessment of what has been avoided, including thoughts, memories, sensory flashbacks, and emotions such as anxiety. A client might present with flashbacks, fear, and anxiety related to sexual experiences with a partner. The partner may be sympathetic, but frequently the partner wants the survivor to "put it behind her," to "move on," or to "just forget about it." Clients often come to therapy for help with the agenda of leaving their history behind them -- at least the painful parts.

The next step in ACT therapy is to conduct a detailed examination of the strategies that have not worked in the survivor’s life. This phase of the therapy is likely to generate feelings of hopelessness and even when the client is feeling hopeful, she can often identify the underlying fear that her best efforts may be insufficient. However, it is critical to make clear that it is not the client's life that is hopeless, but instead that the strategies of experiential control are hopeless. At this point, the therapist must carefully assess the client’s stability, as many trauma survivors are not prepared to do this work in the early phases of therapy. When it is warranted, we spend as much time as is necessary to create a safe holding environment for the client to be able to tolerate this aspect of the work. This sense of safety is instilled by the therapist maintaining a posture of care, concern, and respect. We allow the client to set the pace of the therapy. While the ACT therapist will consistently encourage a client not to avoid painful thoughts and feelings, neither will the therapist force the client into experiences prematurely or unwillingly. The presence of a collaborative therapeutic relationship is essential in managing the client’s exposure to trauma material.

When the client is able to manage more extensive contact with unpleasant affect, we begin to point out the problematic nature of the attempts to control unpleasant thoughts and memories. Control strategies may seem to work in the short term, but may have severe long-term consequences. In fact, clients frequently are able to describe situations where control strategies seem to be effective in the short run. Staying busy on other tasks, for instance, may serve to distract one from some aversive thought. This strategy is probably not problematic when the aversive thought is functionally related to very temporary events. If the client’s daughter were late coming home from a date, staying busy doing the monthly bills might successfully distract the client from thoughts of automobile accidents and unruly teenage parties. However, when the event that occasions aversive thoughts is permanent, such as a history of sexual abuse, distraction may become a lifestyle rather than a short-term coping strategy.

For survivors, control is often a particularly salient issue. We are careful to be clear that we are talking about giving up the agenda of controlling her thoughts, feelings, and other reactions to her history, not giving up on controlling her life. In fact, we comment, both metaphorically and directly, on the ways in which being committed to controlling thoughts and feelings has precipitated a loss of control in daily life. Early in therapy, we facilitate the client's psychological awareness of the sacrifices in life flexibility she has made in the service of controlling aversive private experiences. We might ask her to reflect on the places she hasn’t visited and the things she has not done, because to do so would have stirred up too many unpleasant emotions.

Identifying Self-As-Context. 

ACT uses a variety of exercises and metaphors to help the client experience the distinction between the content of consciousness and the person who experiences that content. That is, a distinction is made between self-as-content and self-as-context. Among the interventions useful in helping the client to grasp this distinction are a number of metaphors and experiential exercises. The "observer exercise" is a guided meditation where the client is asked to notice the changeability of content in various domains. Several domains are worked through one at a time, including private events such as thoughts and emotions, as well as roles such as student, parent, and worker. We also include the client’s own body in this exercise. We ask her to recall in her imagination all the ways her body has changed from childhood to present. As we work through each domain, we ask the client to notice that there is a "you" noticing all of the changing content and that although the content is constantly shifting, the "you" that is noticing constitutes a continuous thread throughout (6, 8). The therapist should be aware that, for some survivors of abuse, the sense of an integrated and continuous self has not fully developed (9). For those clients, efforts toward developing this sense of self is a necessary and sometimes extensive precursor to the later work.

Choosing A Direction

ACT has no commitment to having the client feel painful emotional states for their own sake. Neither does ACT attempt to move the client toward emotional acceptance in order to reduce the frequency or intensity of emotional responses. In this way it differs from techniques such as flooding or systematic desensitization. From an ACT perspective, acceptance of negatively evaluated thoughts, memories, emotions, and other private events is always in the service of ends which are valued by the client. Valued directions both direct and dignify this therapy. We have developed a values assessment strategy wherein the therapist and client clarify valued directions in a variety of life domains including family and intimate relations, work, recreation, and physical well-being (4).

Establishing Willingness: What It Is And What It Isn't

Having established the hopelessness of taking a direction in life while simultaneously being committed to experiential avoidance, the topic of willingness becomes central. From an ACT perspective, willingness is not a concept or a feeling. It is a strategy that clients may adopt in order to regain control of their lives. Willingness means that in the maelstrom of thoughts and feelings aroused by some event, the client experiences the event and all it arouses and does what moves them toward their goals in that situation. We have found that willingness may be misunderstood by both clients and by therapists new to the approach.

Willingness can't be used to control thoughts and feelings. A client in the midst of a severe and debilitating depressive episode may stop struggling with her depression and simply resign herself to it. We have encountered many clients who have had this sort of experience, and, paradoxically, they report subsequent relief. Having had such an experience, clients frequently continue to use this as a strategy to control emotional states. They attempt to reproduce their resignation and the relief that followed. These attempts generally fail. Purposefully using willingness to reduce an emotional state that you are unwilling to experience isn't willingness. Sometimes we predict this likely failure for the client. We emphasize that willingness can help to regain control of your life, but not control of your thoughts and feelings. 

However, it is important to clarify for the client that being willing is not the same as wanting. When we begin talking about being willing to experience negatively evaluated emotional states, clients frequently respond by asking us why they would, or how they could, possibly want those experiences. Being willing simply means being willing to have what is already present for the client. Similarly, willingness is not the same as putting up with, tolerating, or ignoring. When clients make active attempts at willingness, we ask them to describe the event, what they were thinking about, and whatever else they were doing. Sometimes these early purposeful efforts turn out to involve putting up with some emotional state, rather than being willing to have it.

Willingness is sometimes described as a feeling. However, we are concerned with willingness as an activity. Metaphorically, you might not feel willing to go to the dentist, but you might be willing in the sense that you show up for your appointment. We tell clients in the early stages of therapy that we want them to make a commitment to keep their "sole" in the room. This sort of willingness is accomplished with their feet (i.e., soles). They needn't want to come to therapy, or have happy thoughts about coming. They just have to show up, physically and psychologically. Willingness--the feeling--may come and go; but, willingness--the activity--is required.

Willingness is an act that sometimes involves not acting. Willingness is most easily understood at the level of overt behavioral acts, such as coming to therapy. This aspect of willingness is necessary, but not sufficient. Clients frequently force themselves through activities without being psychologically present. Willingness to experience private events usually involves both willingness at the overt level, where clients put themselves in situations that are likely to occasion previously avoided private events, while also not engaging in activities intended to reduce or remove those private events.

In the later stages of therapy, commitment is emphasized. Behavioral treatment modalities are employed that will provide the client with enriched opportunities for reinforcement. As the client gives up war with not having her own history, she may describe an experience of empowerment, acceptance, and a sense of possibility regarding the richness of her life. Thus, the therapy is consistent with a recommendation for helping others that was made by Disraeli. In ACT, the therapist works to make the client aware of her own strength and the many positive attributes that she already possesses.

Summary

Within this model, trauma exposure is viewed as one important risk factor that may lead to emotionally avoidant behavior. ACT provides suggestions for the treatment of the adverse consequences that are associated with that experiential avoidance. Preliminary research suggests that Acceptance and Commitment Therapy is useful not only for sexual abuse survivors, but also for persons with depression, substance abuse, and anxiety disorders. However, it is clear that there is a great need for more rigorous outcome research for trauma survivors. 
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