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Acceptance and Commitment Therapy (ACT) views cog- 
nition and emotion differently in their roles in psychologi- 
cal problems. Both popular culture and many models of 
psychopathology conceive of negative thoughts and emo- 
tions as states that must be eliminated, reduced, or sup- 
planted. ACT posits that these negative emotional, cogni- 
tive, and bodily states may or may not produce behavior 
problems. FurtheR, ACT suggests that attempts to control 
these states may actually worsen mental health problems. 
Strategies to control, eliminate, or suppress negative 
states, called experiential avoidance, are directly targeted. 
ACT seeks to treat the functional class of experiential 
avoidance rather than specific diagnostic categories. 
HoweveR, ACT has been applied to a number of DSM-IV 
disorders. We detail the application of ACT to an adoles- 
cent diagnosed with anorexia and comment on the treat- 
ment implemented by Hef fn~ Sperry, Eifert, and Det- 
weiler (2002). We discuss the broad assessment issues 
necessitated by the type of difficulties a patient with an- 
orexia may have. The general structure of an ACT inter- 
vention is elaborated on, including values, exposure, 
defusion, and empowerment. 

ACT Case Conceptualization 

A CEPTANCE AND COMMITMENT THERAPY (ACT) is a 

principles-driven, rather than procedure-driven, 
treatment. The "doing" of  ACT involves the organization 
of  the therapist's conceptualization around a set of  as- 
sumptions. Particular interventions are dictated by their 
consistency with this conceptualization. Because ACT has 
a fundamentally different view of  the role of  cognition 
and emotion in psychological problems, we will begin by 
providing a brief overview. 

Negative Cognition, Emotion, and Bodily States 
in Popular  Culture 

Popular culture embraces the notion that positive 
emotions, cognitions, and bodily states cause good behav- 
ior and negative emotions, cognitions, and bodily states 
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cause bad behavior. We expend enormous  effort in our  
schools and workplaces teaching people to feel more 
confident, to have higher self-esteem, and to be cheerful 
and optimistic. Confidence, self-esteem, and optimism 
are our  psychological allies, while negative aspects of  ex- 
perience are to be controlled, reduced, or  eliminated. 

Negative Cognition, Emotion, and Bodily States 
in Clinical Science 

Models of  psychopathology often accept the assump- 
tion that negative thoughts and emotions must be sup- 
planted with positive thoughts and emotions in order  
that our  clients might  move on with their lives. In a num- 
ber of  therapies, clients are taught to dispute negative 
thoughts (Beck, Rush, & Shaw, 1979; Ellis, 1962). Some 
focus on elimination or  reduct ion of  problematic emo- 
tional states, such as anxiety, through exposure (e.g., Bar- 
low, Craske, Cerny, & Klosko, 1989). In treating substance 
abuse, attempts are made to reduce condit ioned cravings 
through cue exposure (Monti, Adams, Kadden, & Cooney, 
1989). All of  these treatments share the view that certain 
cognitions, emotions, and bodily states lead to bad behav- 
ioral outcomes and that in order to improve the behavioral 
outcomes, an array of  problematic private events must be 
eliminated, or  at least reduced. 

Negative Cognition, Emotion, and 
Bodily States in ACT 

From an ACT perspective, negative cognition, emo- 
tion, and bodily states may, but  need not, produce bad 
behavioral outcomes. In addition, at least under  some cir- 
cumstances, attempts to eliminate negative emotion and 
cognition seem to worsen mental  health problems (and 
physical health problems; see Pennebaker, 1997). The at- 
tempt  to reduce, eliminate, or decrease the probability of  
experiencing a variety of  avoided private events - -  
including painful thoughts, emotions, memories,  and 
bodily s ta tes--has  been labeled experiential avoidance, and 
the analysis of  the detrimental effects of  avoidance on be- 
havioral funct ioning has been referred to as acceptance the- 
0ry (Hayes, Strosahl, & Wilson, 1999; Hayes, Wilson, Gif- 
ford, Follette, & Strosahl, 1996). In doing so, ACT takes 
advantage of  a growing body of  literature that suggests 
that attempts to suppress or avoid negative private events 
may work to reduce those negative states over the short  
term, but  may actually worsen outcomes over the long 
term. Although evidence is not  wholly uniform, there is 
considerable evidence in the experimental literature on 
thought  suppression (Purdon, 1999, for recent  review) 
and in the coping literature among depressives, survivors 
of  child sexual abuse, alcoholism, and recovery from 
traumatic events, suggesting that avoidant means o f  cop- 
ing predict  poorer  long-term outcomes (see Hayes et al., 
1996, for a review). ACT focuses on the role of  experiential 
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avoidance in the exacerbat ion  and  main tenance  of  a 
n u m b e r  of  psychological problems.  

In the case of  this anorexic  adolescent ,  ACT compo-  
nents  were in tegra ted  into more  t radi t ional  behavior  
therapy techniques (Heffner, Sperry, Eifert, & Detweiler, 
2002). Such integrat ion is appropr ia te ,  since ACT is, at its 
heart,  a behavioral t reammnt.  Problems can emerge when 
strategies from alternative behavioral  perspectives con- 
tradict  an ACT orientat ion;  however, careful analysis can 
often resolve differences by e l iminat ing  or  refraining 
c o m p o n e n t s  tha t  m i g h t  work  at  c ro s s -pu rposes  with 
acceptance-or ien ted  strategies. 

ConsideL for example ,  the use of  re laxat ion strategies 
for  anxiety problems.  A n u m b e r  of  ACT exper ient ia l  ex- 
ercises involving exposure  to t roubl ing  thoughts  and  
emot ions  begin with componen t s  a imed  at induc ing  a 
state of  focused relaxation.  Relaxat ion is not  pursued  as 
an end  in itself. Instead, re laxat ion is a means  to effective 
exposure.  There  is good  empir ical  evidence that this 
should  be useful. Borkovec has demons t ra t ed  that  worry 
p roduces  au tonomic  inflexibility, and  that  individuals 
show facili tation of  habi tua t ion  when exposure  is pre- 
ceded  by a pe r iod  of  re laxat ion ra ther  than worry (Bor- 
kovec & Hu, 1990). In this instance, the re laxat ion actu- 
ally facilitates au tonomic  flexibility (and arousal)  in the 
exposure  session and  thus makes for a more  effective ex- 
t inction trial. The  purpose  of  the re laxat ion in ACT is 
not  to p roduce  more  re laxat ion  and less arousal  in the 
presence of  the avoided event. Instead, re laxat ion is in- 
t ended  to facilitate flexibility, arousal,  and  more  effective 
exposure.  

ACT a s  a H e a l t h - O r i e n t e d  P e r s p e c t i v e  

Most of  clinical psychology, and  most of  the menta l  
health professions, have embraced  pathology-oriented 
views of  h u m a n  suffering. Suffering, such as pervasive 
negative thinking, sad or  anxious mood,  is considered "ab- 
normal"  and "pathological." The  j o b  of  therapy and thera- 
pist is to extract  the pathology, leaving a healthy, well- 
funct ioning individual.  In the instance of  the young 
woman t reated by Heffner  et  al. (2002), "fat thoughts" 
would be par t  of  the pa thology  to be removed.  From this 
perspective,  the "normal" state for humans  is to be free of  
worry, negative cognit ion,  negative memory,  anxiety, and  
sadness. This version o f  normal i ty  has been  called the 
"assumpt ion of  heal thy normali ty"  (Hayes et al., 1999). 
Howevel,  the re  is cons iderab le  evidence that  suggests 
that  suffering, far f rom being abnormal ,  is quite perva- 
sive. The  National Comorbidi ty  Study, for example,  esti- 
mated  the 1-year prevalence of  DSM Axis I disorders  at 
29% (Kessler et al., 1994). This prevalence rate does not 
even take into considera t ion  the many thousands of  indi- 
viduals who are unhappy  in their  work, marriages,  family, 

and  social relations. These and o the r  data  suggest that  
human  suffering is in fact quite pervasive. 

ACT is not  a t rea tment  for DSM categories.  ACT does 
not seek to remove anything. Rather, ACT is a t rea tment  
for exper ient ia l  avoidance and  seeks to amel iora te  avoid- 
ance in the service of  increasing the client 's capacity to 
engage in a rich and meaningful  life. Regardless of  the 
formal  proper t ies  of  an individual  client 's difficulties, we 
focus on the individual 's  life direct ion,  and  intervent ions  
are d i rec ted  and dignif ied by that  agenda.  In the case of  
this young woman,  we would assess some quite t radi t ional  
domains;  however, our  organizat ion of  resul t ing assess- 
m e n t  f indings  will be in a c c o r d a n c e  with a hea l th-  and  
deve lopment -or ien ted  case conceptual izat ion.  

D i a g n o s t i c s  a n d  A s s e s s m e n t  in  ACT 

Developers of  ACT have been  skeptical of  the validity 
of  DSM diagnostic categories and  have suggested func- 
tional diagnostic d imensions  as an al ternative (e.g., expe- 
riential  avoidance; Hayes et al., 1999; Hayes et al., 1996). 
The validity of  categories aside, however, there  are con- 
siderable data suggesting that  individuals with problem-  
atic ea t ing pat terns  classified as anorex ia  often have a va- 
riety of  o ther  psychosocial and  physical difficulties, and  
these co-occurring difficulties ought  to be assessed and in- 
c luded in an ACT case conceptual izat ion.  Assessment is 
done  in o rde r  to ga ther  evidence of  the effects of  the cli- 
ent 's  a t tempts  to control  negative private exper ience.  

Medical Correlates 
Anorexic  clients should to be assessed for a variety of  

medical  condi t ions  ranging  from cardiovascular  disor- 
ders to endocr inologica l  dysfunction. Rout ine  medical  
examinat ion  of  anorexic  clients should  include comple te  
physical examinat ion,  s tandard  labora tory  tests, chemical  
analysis, b lood  count,  and  urinanalysis (Foreyt & Mikhail,  
1997). The  high lethality, as no ted  by the authors,  indi- 
cates the impor tance  and need  for a full medical  workup 
pr ior  to t rea tment  (Mehler  & Andersen ,  1999). Any med- 
ical p rob lems  that  have arisen will be inc luded  in the 
t rea tment  in two ways. First, medical  p rob lems  will be 
b rough t  into t rea tment  as examples  of  the unworkabil i ty 
of  control.  Mortality is a part icularly glar ing example  of  
unworkability. Second,  medical  p rob lems  will be exam- 
ined  with respect  to their  in te r fe rence  with the client 's 
ability to pursue  her  values. 

For  example ,  as a consequence  of  her  parents '  and  
coach's  heal th  concerns,  Emily had  lied about  food in- 
take. This inc ident  provides a good  example  of  the cas- 
cading of  negative events in the service of  control .  That  
is, the cl ient  starves herself  in o rde r  to control  "fat 
thoughts." As the cl ient  becomes dangerously  thin, im- 
por tan t  adults in her  life begin  ques t ioning her  about  he r  
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