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with Addictions & Concurrent Disorders

“ If you find yourself in a hole, the first thing 
to do is stop digging” – Will Rogers



The Same Questions?

• How much alcohol did you use this week?

• When did you last use cocaine?

• What is your diagnosis?

• How is your mood?

• Are you having thoughts about using?

• Rate your mood on a scale of one to 10?

• Are you having cravings to use heroine?



Negative or Positive?
• Angry

• Frustrated

• Triggered

• Craving

• Happy

• Excited

• Mad

• Unmotivated



Myths about Happiness:

• #1: Happiness is the Natural State for All 
Human Beings

• #2: If You’re Not Happy, You’re Defective

• ACT assumes unhappiness is a normal part of 
being human

• #3: To Create a Better Life, We Must Get Rid of 
Negative Feelings:

• Our struggle to get rid of negative feelings is what 
creates unhappiness. 

• #4: You Should Be able to Control What you 
Think and Feel

• The more we try to control our thoughts and 
feelings, the more unhappiness it creates



Thoughts, Feelings, Emotions, Cravings

• The weather that overshadows the sky?

• A beach ball that you keep pushed under the 

water that ends up smacking you in the face?

• A radio station that you are tuned into 7 day a 

week 24 hours a day?

• A hole you are digging deeper to get out?

• The rudder that guides the ship?

• A baby tiger you keep feeding?



How Was ACT Developed?

• The “first wave” of behavioural therapies, in the fifties 

and sixties, focused on overt behavioural change and 

utilized techniques linked to operant and classical 

conditioning principles. 

• The “second wave” in the seventies included cognitive 

interventions as a key strategy. Cognitive-behavioural 

therapy (CBT) eventually came to dominate this “second 

wave.”

• ACT was created in 1986 by Steve Hayes, in the "third 

wave,” and currently has a considerable body of 

empirical data to support its effectiveness. 
(Harris, 2009)



ACT is Evidence-Based 
• Chronic Pain/Managing Chronic Conditions

• Anxiety/Depression

• Substance/Alcohol Use

• Methamphetamine

• Gambling, Pornography 

• Smoking Cessation

• Procrastination 

• Work Dissatisfaction

• Trauma

• Parenting/family Discord

• Lifestyle changes (increasing exercise)

• Psychosis

• Borderline Personality Disorder



• The goal of ACT is to increase psychological 

flexibility:  the ability to contact the present 

moment and the psychological reactions it 

produces, as a fully conscious human being, 

and based on the situation, to persist with or 

change behaviour for valued ends 

Put more simply: 

• The aim of ACT is to create a rich, full and 

meaningful life, while accepting the pain that 

inevitably goes with it

Acceptance and Commitment 

Therapy





Psychological Inflexibility

Suffering

Preoccupation with the past or future and 
Loss of awareness of the present

Loss of contact with
Or clarity of

Personal values

Inaction,
Impulsivity,

Or persistent avoidance

Restrictive sense of self
(Believing that we are what 

our thoughts say we are)

Entanglement in thoughts;
Listening to our mind

And ignoring experience

Avoidance of
Sensations, feelings,

Thoughts, or memories

Rumination, worry, depression, anxiety

Escapism, AODA

Anxiety, OCT

“You can’t do it,” “You’re not worthy”

Reactive, lacking 
direction

Not in touch with, or not
Using what matters as

Your guide



Lower Levels of Psychological 
Flexibility Linked to:

• Higher anxiety

• More depression

• More overall 
pathology

• Poorer work 
performance

• Inability to learn

• Substance abuse

• Lower quality of 
life

• Depression

• Alexithymia

• Anxiety sensitivity

• Long term 
disability

• Worry
(Kashdan et.al, 2010)



What About Symptom Reduction?

 Emphasis of most Western psychotherapeutic 
approaches is symptom reduction

 ACT assumes the position that quality of life is 
primarily dependent upon mindful, values-guided 
action

 This is possible regardless of how many symptoms 
you have

 Through ACT we try to change our relationship with 
our symptoms

 Thus values-congruent living is desired outcome

 Usually ACT will result in symptom reduction



“Problem Behaviours”

• ACT conceptualisation of any problem 

behaviour (e.g., drugs, alcohol, gabling, 

violence, impulsive sex, cutting, suicide 

attempts): 

– The problem behaviour is itself an attempt to 

avoid/ get rid of unwanted thoughts/ feelings/ 

memories/ urges/ sensations/ images. 

– What private experiences is the client trying to 

avoid by doing this problem behaviour? 



• Is what you’re doing working to make your life rich, full, 

and meaningful?” If the answer is yes, then we say it’s 

“workable,” so there’s no need to change it.

• And if the answer is no, then we say it’s “unworkable,” in 

which case we can consider alternatives that work better. 

• In ACT we don’t focus on whether a thought is true or 

false, but whether it is workable

• To determine this, we may ask questions like these: “If you 

let this thought guide your behavior, will that help you 

create a richer, fuller, and more meaningful life? 

Workability



ACT and Suffering

• ACT aims to help people learn and grow as a 
result from their suffering

– Use pain as a springboard into creating a 
more meaningful life

• “Our clients are not broken, they are just 
stuck.”

• What gets people stuck?

– Fusion

– Experiential avoidance



Acceptance



Acceptance
• Not the same as approval, tolerance, or even liking 

something

• Accept if and when doing so enables us to act on our 
values

• Is a process, not a technique

– Expand, make space

– Letting go of any urge to resist or avoid what is in 
front of you at the present moment

• This may mean “sitting with” a craving to use

• Recognize that a craving is just that – a craving

– Show self-compassion

• “I’m not a bad person because I am craving 
cocaine right now.”



Acceptance

Our thoughts are like passengers on a bus.  Some give helpful 
advice, some not so helpful.  Just because they’re on the bus and 
in our mind doesn’t mean we have to listen to them or follow 
their directions.  Who’s driving your life?



Contact with Present/Mindfulness
• Too many of us live our lives ruminating on 

the past or worrying about the future.

• When we do this we lose contact with the 

present moment, and all that it offers to us.

• ACT promotes mindfulness through on-

going non-judgemental contact with 

psychological and environmental events as 

they occur.

• When in the present moment, people are 

flexible, responsive and aware of the 

possibilities afforded by the context.



Notice Five things

• Useful when you find that you have been 
disconnect and need to bring yourself back 
to the present moment

1. Pause for a moment

2. Look around and notice 5 objects you can 
see

3. Listen carefully and notice five sounds you 
can hear

4. Notice five things you can feel against the 
surface of your body



Drop Achor
• 1. Plant your feet into the floor.

• 2. Push them down—notice the floor beneath 

you, supporting you.

• 3. Notice the muscle tension in your legs as you 

push your feet down.

• 4. Notice your entire body—and the feeling of 

gravity flowing down through your head,

• spine, and legs into your feet.

• 5. Now look around and notice what you can see 

and hear around you. Notice where you

• are and what you’re doing.



Cognitive Fusion

Entanglement with our thoughts
limits and shapes what we see



Thoughts that hook us…

• Rules

– “I shouldn’t be feeling this way,” “if I can’t do it 

perfectly, there’s no point in trying”

• Reasons

– “I’m too tired/busy/anxious/depressed,” “I’ve 

always been like this,” “I’m damaged”

• Judgments

– “I’m weak,” “I can never be drug free,” “I’m 

lazy”



more hooks…

• the past
– Old hurts, failures, relapses, missed opportunities, 

the “good old days”

• the future
– What you have to do later, fantasizing about a 

better life, worrying about future substance use

• self
– “I’m not that kind of person,” “I am a depressed 

person,” “I have a disorder,” “I tell it like it is”



“I think that...”

“I’m having the thought that...”

“I notice I’m having the thought that...”This is 

unbearable

I notice those 

thoughts are there 

again



• “I’m having the thought that …”

• Say your thoughts in other voices -- a Donald Duck 

voice for example

• Sing your thoughts

• Ask client to find a free thought, unconnected to 

anything

• Imagine yourself as the driver of a “mindbus” and to 

imagine your thoughts as passengers riding this bus 

with you

• Thank your mind, but right now this response is not 

helpful”.

• Use the language of observation (e.g., noticing) 

when talking about thoughts



Illusion of Control

• Try not to think about your 

favorite flavor of ice cream!

• No thoughts about puppies 

allowed!

• Horror Movie Example: “Do 

Not Feel Afraid!”

• The agenda of avoidance 

is futile



The Observing Self/Self as Context

• The me who’s watching me”

• Here’s me and here’s my thoughts and feelings

• A stance which views the self as the 
“container” of all internal experiences

• A you that’s “big enough” to hold whatever 
you experience

• A self which is different from those 
experiences



The Sky Remains the Sky
A house is still a house despite 
renovations



Physical Self

Thinking Self

Three Senses of Self

Sees, hears, smells, 

tastes, touches, 

senses, takes action

Thinks, judges, visualizes, 

remembers, imagines, 

feels, fantasizes, analyzes, 

etc.

Observing Self



Core Values

Your desired qualities of action; they infuse your life with meaning and purpose.



Values as Motivators

• How often do we use a stick instead of a carrot 
to motivate ourselves?

– Should

– Experiential avoidance

• If you use a stick, 

do you feel like a 

battered donkey?

• Values are like carrots



Values Cards



Valued Living:
Domains

I am out of touch 
with my values

I am living 
fully by my 
values

LEISURE

RELATIONSH
IPS 

PERSONAL 
HEALTH

EDUCATI
ON

X

X

X

X

(Lundgren; Harris, 2008) 



Values and Action



Committing to Action



Steps to Committed Action

• Choose a domain of life that is high priority 

for change 

• Identify the values to pursue this domain

• Develop goals, guided by these values

• Take action mindfully







SOBER Breathing Space

• S-Stop- When you are in a stressful or risky 
situation, or even just at random times 
throughout the day, remember to stop or slow 
down and check in with what is happening. This 
is the first step in stepping out of automatic 
pilot.



SOBER Breathing Space

• O-Observe- Observe the sensations that are 
happening in your body. Also observe any 
emotions, moods, or thoughts you are having. 
Just notice as much as you can about your 
experience.



SOBER Breathing Space

• B-Breath- Gather your 
attention and bring it to 
your breath.



SOBER Breathing Space

• E-Expand your awareness to include the rest of 
your body, your experience, and to the 
situation, seeing if you can gently hold in all 
awareness.



SOBER Breathing Space

• R- Respond (versus react) mindfully, with 
awareness of what is truly needed in the 
situation and how you can best take care of 
yourself. Whatever is happening in your mind 
and body, you still have a choice in how you 
respond.



Acceptance and Commitment 

Therapy

• A Accept one’s thoughts and 
feelings; be present

• C Choose a valued direction

• T Take action



Background

 Studies consistently show that mental health and 
substance use disorders often co-occur (i.e. concurrent 
disorders).

 Further, individuals experiencing concurrent disorders 
often suffer substantial negative outcomes, including 
poor treatment outcomes, greater hospitalizations, and 
lowered social and occupational functioning.

 There is strong evidence for the use of Acceptance 
and Commitment Therapy (ACT) as a group 
intervention for individuals with concurrent disorders. 
However, there is limited research and access to 
existing marginalized group programs.1



Methods

 Self-report measures were collected at weeks one, four, and eight of the 
eight-week program.

 To measure anxiety, depression, alcohol use, cannabis use, and psychological 
flexibility, the following scales were administered:

• Generalized Anxiety Disorder 7-item Scale (GAD-7)

• Patient Health Questionnaire (PHQ-9)

• Alcohol Use Disorders Identification Test - Concise 
(AUDIT-C)

• The Cannabis Use Disorder Identification Test -
Revised - Condensed (CUDIT-R-C)

• The Acceptance and Action Questionnaire for 
Substance Addiction (AAQSA)

 Psychological flexibility, as measured by the AAQSA, is a principle in ACT 
that refers to the ability of an individual to “contact the present moment fully 
as a conscious human being and based on what the situation affords, change 
or persist in behavior in the service of chosen values”.2



Sample

 N = 49

 Patients of SJHH’s Concurrent Disorders 

Outpatient clinic, over the age of 18 years 

old, who were experiencing anxiety, mood, 

and/or substance use disorders, and who were 

referred to the group by a clinician.
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Discussion

 Overall, participants in the Committing to ACTion
group experienced a decrease in symptoms of anxiety 
and depression, a decrease in alcohol and cannabis 
use, and an improvement in psychological flexibility 
from week one to week eight of Committing to 
ACTion.

 From week one to week four, there was a decrease in 
reported cannabis use, then from week four to week 
eight, measures show an increase in use. However, the 
use of cannabis reported at week eight is still 
significantly less than that reported at week one, thus 
denoting an overall improvement.



Limitations

 There is a risk of inaccuracy when using self-
reported data, since clients are relied upon to 
report symptoms and substance use honestly and 
accurately.

 Discrepancies in the sample sizes over time 
introduces a risk of bias due to attrition, since 
participants who did not complete measures 
following week one may have experienced 
treatment differently than those who did 
complete subsequent measures.



Conclusions

 These results provide evidence that suggests the eight-
week Committing to ACTion group, based on 
Acceptance and Commitment Therapy, has positive 
benefits with regards to improving mood, decreasing 
anxiety, improving the ability to act on long term 
values, and decreasing substance use for individuals 
experiencing concurrent disorders.

 These positive results provide evidence to support the 
decision to continue running and expanding groups 
based on ACT principles in the Concurrent Disorders 
Outpatient Program.



Future Directions

Future studies may examine the lasting effects of 

this group by conducting follow up surveys to 

examine whether the improvements experienced 

from week one to week eight continue beyond 

the last session. 



ACT and AA/NA

• A perfect match? No, but a great fit.
• Both are into-action programs

– We must create the life worth living
• Non-acceptance blocks us from doing this

• Both focus on practice
• Both are traditions that are a means to an end: the end 

is a better life
• Both focus on commitment in the “here and now,” not 

the future
– “In this very moment, am I engaged in right action?”
– “Do the next right thing”



Mantra of ACT

• A Accept one’s thoughts and feelings; be 
present

• C Choose a valued direction

• T Take action



Committing to ACTion Outcomes

Prepared on: October 4th, 2018

Prepared by: Stephanie Penta 
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Contact Information

Holly Raymond, MSW, RSW

Clinical Director

General Psychiatry & Addiction Service

St. Joseph’s Healthcare Hamilton

T: 905.522.1155 ext. 36267 / C: 905-807-5653

E: hraymond@stjoes.ca
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Resources

http://www.amazon.com/gp/reader/1590305841/ref=sib_dp_pt
http://www.amazon.com/gp/reader/1590305841/ref=sib_dp_pt

