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Abstract
The misuse of substances is often maintained by both physical and psychological factors. 
Opioid-substitution medications manage physical aspects of addiction; however, difficul-
ties with emotional regulation and avoidance perpetuate continued substance misuse. In the 
UK, individuals who misuse substances are often excluded from mental health services, 
meaning these underlying difficulties are not addressed. Acceptance and Commitment 
Therapy (ACT) seeks to reduce emotional avoidance. A hermeneutic single-case efficacy 
design was used to evaluate the effects of ACT within drugs and alcohol service. Quantita-
tive and qualitative data was critically analysed to understand factors involved in identi-
fied changes. Analysis recognised the client progressed towards two of three of their goals, 
related to motivation and anxiety. Their psychological flexibility also increased. ACT pro-
cesses played a key role in this; however, the therapeutic relationship and psychopharma-
cological factors were also noted. Study limitations and clinical and research implications 
are discussed.

Keywords  Acceptance and Commitment Therapy · Buprenorphine · Hermeneutic single-
case efficacy design

Addiction and substance dependency is a complex and significant issue facing the UK, 
with over a quarter of a million adults in contact with drugs and alcohol services (Pub-
lic Health England, 2019). Drug addiction is defined as persistent and compulsive drug-
taking (despite negative consequences) perpetuated by both biological and psychological 

 *	 Anna Tickle 
	 Anna.Tickle@nottingham.ac.uk

1	 Trent Doctorate in Clinical Psychology, School of Psychology, University of Lincoln, Lincoln, UK
2	 Trent Doctorate in Clinical Psychology, Division of Psychiatry and Applied Psychology, 

University of Nottingham, Nottingham, UK
3	 Nottinghamshire Healthcare NHS Trust, Nottingham, UK
4	 Framework; Opportunity Nottingham; and Trent Doctorate in Clinical Psychology, University 

of Nottingham, B Floor, Yang Fujia, Jubilee Campus, Wollaton Road, Nottingham NG8 1BB, UK

http://orcid.org/0000-0002-0726-184X
http://crossmark.crossref.org/dialog/?doi=10.1007/s11469-021-00729-2&domain=pdf


	 International Journal of Mental Health and Addiction

1 3

components (Hasin et  al., 2006). Substance use causes biological changes to the brain’s 
reward system, requiring repeated and/or increased doses to maintain allostasis and prevent 
unpleasant withdrawal symptoms (Cami & Farre, 2003). Understanding drug addiction via 
biological mechanisms alone, however, is reductionist, considering many individuals con-
tinue to take substances in the absence of withdrawal symptoms or craving (Everitt & Rob-
bins, 2005).

While hedonistic effects or relief of withdrawal symptoms may reinforce drug-taking, 
increasing evidence suggests many individuals use substances primarily to regulate or avoid 
painful emotions (Weiss et  al., 2014). Poor emotional regulation and avoidance are closely 
intertwined with mental health difficulties, and up to 86% of individuals who use substances 
also meet criteria for common mental health disorders (Weaver et al., 2003). Individuals who 
use substances and have common mental health problems are often excluded from primary 
care services due to substance dependency (Public Health England [PHE], 2017), despite con-
trary NICE guidance (NICE, 2007a). There is therefore a clear need for services to provide 
support to individuals who wish to cease maintenance therapy but struggle with underlying 
issues of emotional regulation and avoidance.

Poor emotional regulation is a risk factor for both initial and continued substance use 
(Cheetham et al., 2010; Shoal & Giancola, 2001). However, once emotional regulation and 
avoidance are addressed via psychological therapy, substance use and mental health condi-
tions improve (Bahrami & Asghari, 2017; Conklin et al., 2015; Twohig et al., 2007). This sug-
gests that without addressing emotional regulation, individuals will continue to use substances 
even if biological components are managed.

The National Institute for Health and Care Excellence (NICE) recommends pharmacologi-
cal treatments, supplemented by psychosocial interventions for substance dependency (NICE, 
2007a, b). Opioid dependence is treated using maintenance therapy, leading to abstinence sup-
ported by a prescribed substitute (such as buprenorphine, a semi-synthetic opioid; Johnson 
et al., 2005; Joint Formulary Committee, 2020). Maintenance therapy enables clients to man-
age withdrawal effects and reduces craving by providing a substitute and is empirically sup-
ported (Gossop et al., 2001). Consequently, maintenance therapies are considered “successful” 
due to their association with reduced illicit drug use (Sees et al., 2000).

Maintenance therapies, however, are not a viable long-term solution to substance depend-
ency. Maintenance therapies do not address underlying issues with emotional regulation, 
meaning, once medications are ceased, problematic substance use may return and both cli-
ents and clinicians are reluctant to cease taking/prescribing medication (Cordella et al., 2017). 
This is problematic due to both the ongoing financial cost of prescribing and the continuous 
reinforcement that individuals need substances to cope (Joint Formulary Committee, 2020; 
Shamsalinia et al., 2017). Indeed, evidence has suggested that maintenance therapy may actu-
ally be detrimental in preparing individuals to cope with difficulties during abstinence (Comp-
ton et al., 2001; Zahari et al., 2016). It is clear, therefore, that providing concurrent mainte-
nance therapy and psychosocial interventions, to address underlying psychological difficulties, 
would be most effective in treating substance misuse.

Acceptance and Commitment Therapy (“ACT”)

ACT​, a psychological therapy stemming from Cognitive Behavioural Therapy (CBT), 
proposes that psychologically painful experiences (such as grief and anxiety) are healthy 
and inevitable, and avoidance attempts result in inflexible, rigid behaviours and distress 
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(Harris, 2019). ACT encourages psychologically “flexible” behaviour via three intercon-
nected dyads: openness to experiences (OE), behavioural awareness (BA), and valued 
action (VA).

Each dyad is comprised of two core processes (which are polarised into psychologically 
inflexible and flexible terms). Definitions for each can be found in Table 1. Inflexible pro-
cesses make it difficult for individuals to change and respond appropriately to situations—
worsening overall wellbeing. Processes are only considered pathological, however, if they 
are maladaptive or problematic for the individual (Hayes et  al., 2012). ACT focuses on 
skill development and understanding core processes, so that individuals can use techniques 
when needed to improve their wellbeing (Harris, 2019).

ACT and Substance Dependency Treatments

Aspects of ACT, such as reducing avoidance and increasing present moment awareness, 
have been found to effectively reduce substance use via improving emotional regulation 
(Conklin et  al., 2015; Tang et  al., 2016). Several controlled trials report substance use 
reductions following ACT, alongside more sustained benefits than other therapy modalities 
for both wellbeing and substance use (Bahrami & Asghari, 2017; Lanza et al., 2014; Smout 
et  al., 2010; Thekiso et  al., 2015). ACT has been found to increase the effectiveness of 
opioid-substitute medications for polysubstance misuse compared to medications or other 
psychological therapies used alone (Hayes et al., 2004). This highlights ACT as a viable 
therapy alongside maintenance therapy for addressing the underlying emotional regulation 
and avoidance difficulties that face many individuals who use substances. It is important to 
recognise, however, supportive literature primarily originates from highly controlled trials, 
and while these could be argued to be reliable, lack of ecological validity may not reflect 
clinical practice. As discussed, the reality for many individuals is exclusion from psycho-
logical services—making it unclear how ACT would impact clients in a more realistic set-
ting (PHE report, 2017).

The Current Study, Service, Aims, and Hypotheses

The presented service is a publicly funded, multi-disciplinary, drugs and alcohol recov-
ery support and treatment service, with no permanent psychological provision. Clients and 
clinicians have limited access to psychological professionals and instead primarily rely on 
pharmacological treatments as is typical for services in the UK, despite contradicting NICE 
guidance (PHE, 2017; NICE, 2007a). The service was provided with temporary access to a 
clinical psychology provision and used this to provide ACT to support to individuals who 
were struggling to cease their low-dose buprenorphine prescription due to underlying psy-
chological difficulties.

This study presents a hermeneutic single-case efficacy design (HSCED): a mixed meth-
ods case study exploring possible links between therapeutic processes and outcomes while 
also evaluating possible non-therapy explanations for change (Elliot, 2015). This study 
aimed to explore the effectiveness of ACT for individuals who met the criteria for this 
additional provision, with specific focus on client-identified goals. To address this, the 
study explored the following: if personally meaningful change occurred for the client; if 
changes could be attributed to ACT; and what factors contributed towards changes.
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Method

Design

A HSCED was used to meet the aims of the study: quantitative and qualitative data 
obtained from therapy in clinical practice was analysed to determine the factors contrib-
uting to any changes identified (Elliot, 2015).

The HSCED triangulated information to create an affirmative case (supporting the 
notion that therapy caused change) and a sceptical case (arguing no change or change 
did not occur due to therapy). Competing cases were then evaluated to assess and attrib-
ute client outcomes.

Participants

Client

ACT was offered to eight service-identified individuals taking low, potentially sub-ther-
apeutic, doses of buprenorphine who faced psychological barriers to ceasing buprenor-
phine. Two completed ACT; three declined on invitation (reasons unknown); and three 
disengaged after one, two, and three sessions, respectively (one due to bereavement). 
Therapy and data collection was completed as routine clinical practice therefore ethical 
approval was not sought. Both clients who completed ACT consented for their cases to 
be used for clinical research. Due to unforeseen circumstances (i.e. COVID-19), data 
from only one participant (pseudonym: “Bruce”) was accessible and is presented here. 
All identifying details have been altered to protect anonymity.

Therapist

ACT was delivered by a final year Trainee Clinical Psychologist who received weekly 
supervision from a qualified Clinical Psychologist experienced in ACT (the “supervi-
sor”). The therapist kept weekly clinical notes but was not involved in data analysis.

Researcher

The lead author was a second year Trainee Clinical Psychologist with experience using 
ACT therapeutically and minimal experience working with clients experiencing sub-
stance dependency and was independent to both the therapy and service. HSCED analy-
sis typically includes an additional independent critique. Independent individuals were 
unavailable; therefore, steps were taken to reduce bias (see “Data analysis”).

Measures

Pre-therapy data was collected, but no extended baseline was established for any meas-
ure due to the ethical implications of withholding treatment. Instead, longevity of prob-
lems was determined during the assessment process and was reportedly longstanding.
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Measures were chosen in line with the principles of ACT. As ACT is a transdiagnos-
tic approach that only considers processes pathological if they are problematic for the 
individual, the Personal Questionnaire (PQ) is a Client-Generated Outcome Measure 
(Elliott et al., 2016) that allows the participant to specify problems they wish to address 
through therapy and rate how problematic each has been during the past week. This 
idiographic psychometric arguably allows a more meaningful measure of the “effective-
ness” of therapy from the client perspective. A reduced score on the PQ indicates cli-
ent improvement. The Session Rating Scales is a brief measure designed to assess the 
client rating of therapeutic alliance, which is one of the best predictors of therapy out-
come (Duncan et  al., 2003). Tracking alliance session by session allows the therapist 
to attend to alliance and respond to any issues raised in a timely manner. The Compre-
hensive Assessment of Acceptance and Commitment Therapy (CompACT 8) was used 
as it measures the six core processes that constitute psychological flexibility, where an 
increased score indicates improvement. Albeit this concept and its measurement are not 
without problems, psychological flexibility is the proposed mechanism of action in ACT 
and associated with greater wellbeing and the ability to pursue valued goals, even in the 
face of challenges (Doorley et al., 2020). Finally, the Short Warwick-Edinburgh Mental 
Wellbeing Scale (SWEMWBS) was used as a brief overall measure of wellbeing, with a 
focus on strengths, assets, and recovery, which is more in keeping with ACT principles 
than a measure of any specific symptoms. An increase in score on the SWEMWBS indi-
cates improvement (Table 2).

Procedure

A pre-therapy meeting with the therapist introduced Bruce to ACT and established his 
expectations for therapy. Bruce attended 12, weekly, 45-min-long sessions of ACT. Ses-
sion one consisted of measure completion, history taking, and goal setting (including 
PQ problem statements).

ACT is non-linear and process-driven; specific session content is reactive to the diffi-
culties clients bring to each session. Bruce’s sessions closely followed an ACT protocol 
developed by the therapist and supervisor and taught techniques surrounding each ACT 
process.

Bruce completed the PQ, SRS, and CompACT-8 during each session and completed the 
SWEMWBS) during the first and last session.

Buprenorphine dosage was monitored throughout.

Change Interview

A post-therapy, semi-structured change interview (CI) was conducted by the supervisor 
independently to promote candid feedback (Elliot, 2006). Questions are outlined in Table 3.

Adherence

ACT-adherence was monitored throughout by the supervisor via clinical supervision as 
part of routine clinical practice and was reported to be adequate.
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Analysis

Anonymised data collected for analysis included a case vignette (including history and 
referral information), clinical notes, and psychometric data.

Case Record

Bruce’s case was summarised into a narrative report by the therapist, providing the 
researcher context for analysis, including history, formulation, and therapeutic goals.

Quantitative Analysis

Reliable change (RC) computations were applied to examine the statistical reliability 
of quantitative changes (Jacobson & Truax, 1991). Changes meeting criterion for RC 
were further assessed in terms of clinical importance—i.e. whether the RC represented 
a Clinically Significant Change (CSC; a reliable change that crosses the caseness thresh-
old, moving between clinical and non-clinical ranges of scoring). Thus, CSC in the 
direction of improvement was demonstrable where (1) pre-therapy score was in the clin-
ical range, (2) change from pre- to post-therapy met criterion for RC, and (3) post-ther-
apy score was in the non-clinical range. RC and CSC criteria were established based on 
data from Ng Fat et al. (2017), Morris (2019), and Elliott et al. (2016) for the SWEM-
WBS, CompACT-8, and PQ, respectively. Caseness was determined by SWEMWBS 
scores < 21 (Warwick Medical School, n.d.b) and PQ scores > 3 (Elliott et  al., 2016). 
Caseness data were unavailable for the CompACT-8; therefore, Jacobson and Truax’s 
“criterion a” was used to tentatively estimate thresholds (Jacobson & Truax, 1991).

Outcome data collected weekly (PQ, CompACT-8, including subscales) was plotted 
and examined via visual analysis to explore anomalous data and trends.

Qualitative Data

Clinical process notes and CI information were collated to explore changes that may 
not be captured by quantitative psychometrics, such as those not measured by the psy-
chometrics or personally meaningful changes. Clinical process notes were prepared for 
use within the HSCED analysis by removing data that appeared unrelated to change or 
change processes; the researcher read clinical notes and highlighted salient points that 
appeared related to change. Highlighting was conducted both prior and post quantita-
tive analysis to facilitate inductive and deductive considerations of change. This process 
was conducted by the researcher and independent of the therapist to reduce bias. The 
abridged clinical notes and CI answers were then used to provide narrative evidence 
within the later HSCED analysis (see below).

HSCED Analysis

To be considered indicative of “change”, evidence was required to meet quantitative 
criterion for CSC (where appropriate) and be corroborated by qualitative data (CI or 
therapist notes). Similarly, at least two sources of evidence were required to support 
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therapy-change links (retrospective client attributions, via the CI, and visual analysis 
correlating changes on process and outcome measures; Elliot, 2015).

Complementary and contradictory evidence were then triangulated using guidance by 
Elliot (2015) to create two cases:

1.	 Affirmative, including if change occurred, if the client attributed changes to therapy, 
if changes were personally meaningful, and if changes and the processes of therapy 
appeared to be linked

2.	 Sceptical: exploring the idea of no change, negative change, or other feasible reasons for 
positive change (e.g. therapeutic relationship/relational factors, extra-therapy factors, or 
psychobiological causes)

The affirmative case had a rebuttal opportunity, and then both cases were evaluated via 
adjunction. This is typically, but not necessarily, completed by an independent party. Due to 
unavailability of independent individuals, however, steps were taken to otherwise minimise 
bias. The lead author was independent to the therapy and service. Analysis was reviewed 
by the supervisor and a clinical psychologist independent of the therapy and service. To 
improve reflexivity, a reflective journal was kept throughout analysis while developing the 
affirmative and sceptical interpretations, enabling the lead author to consider both cases 
simultaneously. This also mitigated possible bias towards promoting the ACT model due to 
the researcher’s prior experiences. Finally, the triangulation process was iterative to accom-
modate reflective journal notes. Further detail regarding HSCED analysis may be found in 
guidance by Elliot (2015).

Results

Case Record: “Bruce”

Bruce (40 years) entered the service 2 years ago. Bruce began misusing opiate-based pre-
scription medication 3  years ago following the breakdown of a long-term romantic and 
subsequent loss of his home and regular contact with his children. More recently, Bruce 
also began using alcohol and self-harm (cutting) to cope. Bruce had historically attempted 
buprenorphine abstinence, however restarted medication citing considerable psychological 
distress and “overwhelming feelings of sadness”. Bruce reported engaging in low-inten-
sity CBT, and despite Bruce saying this was “somewhat helpful”, Bruce still felt he was 
dependant on substances to cope.

At the start of therapy, Bruce lived in a temporary accommodation hostel and had a 
difficult relationship with his ex-partner. He had limited access to his children and expe-
rienced social anxiety following the comments and actions of his ex-partner, meaning he 
avoided socialising with friends and family.

It was formulated that Bruce used opioids and alcohol to avoid painful psychological 
experiences, resulting in withdrawal from meaningful activities. Practical concerns prohib-
ited Bruce from engaging with his children—his lack of adequate housing meaning they 
could not visit him.

Bruce’s self-identified goals (via the PQ) were wanting to improve his:

Goal 1. Poor motivation “to do anything”
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Goal 2. Housing situation (his children could not stay the night)
Goal 3. Anxiety (particularly social anxiety)

Determining if Change Occurred

Psychometric Quantitative Data

Bruce rated the SRS as maximal every session; therefore, no statistical analysis was 
conducted.

All scales except PQ goal 2 exhibited RC. Pre-therapy scores for some measures (PQ 
goal 2, SWEMWBS, and CompACT BA and OE subscales) did not meet caseness; there-
fore, CSC (in the direction of improvement) was not demonstrable for these measures 
(Table 4). Measures demonstrating CSC were PQ goals 1 and 3, overall psychological flex-
ibility (total sum of CompACT-8 subscales), and VA. It is important to recognise that these 
quantitative figures are merely indicative of CSC and qualitative data is also important to 
confirm personally meaningful changes.

Overall psychological flexibility and each CompACT-8 subscale showed an upwards 
trend throughout therapy. Week 11 for all scales, week 7 for psychological flexibility and 
OE, and week 8 for psychological flexibility and valued action, however, showed lower 
scores (Fig.  1). Regarding PQ measures, only goal 3 (social anxiety) showed a weekly 
trend indicative of improvement (Fig. 2).

Buprenorphine Dosage

Buprenorphine dosage increased: beginning at 0.4 mg daily and increasing between ses-
sions three and four to (and remaining at) 0.8  mg daily indicating dose changes from 
sub-therapeutic to a very low dose (which may still be sub-therapeutic; Joint Formulary 

Table 4   Bruce’s pre- and post-therapy psychometric scores

1 Threshold for determining caseness
2 Minimum change to indicate statistically reliable change
3 Arrows (↑/↓) indicating direction of change for apparent client improvement
4 Estimated caseness. *Meets criterion for statistically reliable change (RC) at p < .05

Measure (subscale) Clinical cut off1 RC required2,3 Pre-therapy Post-therapy Change
(bold 
indicates 
CSC)

SWEMWBS  < 21 1(↑) 23 24  + 1*
PQ goal 1 (Poor motivation)  > 3 2(↓) 6 2 -4*
PQ goal 2 (Housing)  > 3 2(↓) 3 3  + 0
PQ goal 3 (High social anxiety)  > 3 2(↓) 6 2 -4*
CompACT-8 total  < 164 5(↑) 14 33  + 19*
CompACT-8 (BA)  < 14 2(↑) 4 9  + 5*
CompACT-8 (OE)  < 24 2(↑) 3 9  + 6*
CompACT-8 (VA)  < 94 3(↑) 7 15  + 8*



	 International Journal of Mental Health and Addiction

1 3

Committee, 2020). Unfortunately, due to service changes resulting from the impact of the 
COVID-19 pandemic, it was not possible to gather monitoring or follow-up data regarding 
Bruce’s buprenorphine dosage.

Salient Notes

Examples of change within the therapist’s clinical notes primarily referenced improved 
motivation to engage in meaningful activities. From session three onwards, Bruce 
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increasingly discussed “keeping [himself] busy” with more varied activities as therapy pro-
gressed (including socialising, seeing his children, and sports). During the final session, 
Bruce reported seeking lifelong learning opportunities and to return to work. Bruce cited 
increased motivation and activity as reasons for “feeling better within [himself]” (session 
five); his reduced alcohol consumption (session five); and had encouraged him to seek and 
commence anti-depressant medication from his GP (session six).

Salient notes highlighted that Bruce changed the way he perceived and responded to 
difficult situations. Bruce reported realising he used drugs and alcohol to mask unpro-
cessed feelings, which was why he found reducing his buprenorphine difficult (session 
two). Bruce referenced several challenging situations during therapy and noted being sur-
prised by his different responses (“I didn’t get as upset as I normally would”) and did not 
self-harm despite urges to do so (session eight). Bruce reported he ruminated less and had 
commenced and continued meaningful activities despite barriers (e.g. outdoor activities 
with children which do not require appropriate housing). During the final session, Bruce 
reported attempting to live a meaningful life despite continuing practical difficulties (like 
inadequate housing).

Change Interview

Bruce reported finding therapy useful to “have someone to talk to” and to learn distress-
management strategies. Particularly, Bruce referenced finding it useful to set concrete goals 
between sessions (“[the therapist] sent me away with something to achieve”).

Bruce noted six changes following therapy (Table  5). Bruce said he had learnt from 
ACT to not “beat yourself up and lie in bed waiting – it won’t change anything”. This was 
Bruce’s interpretation of “creative hopelessness”, an ACT activity which encourages rec-
ognition of current unhelpful behaviour and promotes change (Harris, 2019).

Determining What Produced Change

Affirmative Case

The affirmative case identified three changes. Bruce expressed these were longstanding dif-
ficulties and reported no other significant extra-therapeutic factors that contributed towards 
these changes, preliminarily suggesting change was caused by ACT.

1.	 Increased motivation and valued committed action
	   Clinical notes and the CI revealed Bruce reported increased motivation and engaged 

in more personally meaningful activities. Quantitative evidence demonstrated CSC for 
PQ (for which a reduced score indicates improvement) goals regarding “motivation” and 
“social anxiety” and for VA (Table 4) which, within the context of qualitative reports, 
suggests these were clinically significant and personally meaningful changes. CI indi-
cated Bruce believed these changes were unlikely to have occurred without therapy and 
gradual quantitative increases in VA (for which an increased score indicates improve-
ment) (Fig. 1) suggest ACT processes were linked to these changes.

2.	 Improved ability to cope with difficult experiences
	   Quantitative data and self-report showed Bruce experienced distress throughout 

therapy, however still increased his engagement in meaningful activities—something 
Bruce reported being unable to do prior to therapy. Bruce also identified “learning to 
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deal with difficult things” as a change unlikely to have occurred without therapy during 
the CI.

	   One example of this is Bruce’s use of self-harm. During early sessions, Bruce reported 
self-harming between sessions to cope with psychological distress. During session 11, 
however, Bruce reported several ACT techniques he used to sit with self-harm urges and 
prevent this. Reported techniques centred around VA and that week, while BA and OE 
scores decreased (indicating decline rather than improvement), and VA remained high 
(Fig. 1). It would therefore appear that ACT processes caused a change in how Bruce 
coped with difficult experiences.

3.	 Increased psychological flexibility

Quantitative evidence showed psychological flexibility gradually, yet reliably and sig-
nificantly, increased throughout therapy, as demonstrated by increased CompACT scores 
(Table 4; Fig. 1). Bruce also reported several examples of becoming more psychologically 
flexible within qualitative data; Bruce described incidents where he would previously have 
become frustrated but instead reacted differently. Bruce did not comment on increased psy-
chological flexibility during the CI, but did report that the most helpful aspect of therapy 
was an ACT-specific technique. This, alongside other changes discussed and the gradual 
nature of these changes across therapy, suggests ACT was instrumental in these changes.

Sceptical Account of Change

Some changes are apparent, yet SWEMWBS data indicated no changes to wellbeing—
typically a core therapy aim. Due to lack of follow-up data, there is also no evidence to 
suggest the described changes are lasting—making it difficult to confidently argue these 
changes are meaningful. Finally, Bruce’s buprenorphine dosage increased during therapy 
(although reasons for this are unclear). Therefore, it may be argued that Bruce’s changes 
during therapy were either unimportant (as they did not improve wellbeing nor is there evi-
dence of longevity) or potentially negative (increasing buprenorphine).

Changes may also be due to psychopharmacological effects. Bruce increased buprenor-
phine dosage and also commenced anti-depressant medication during therapy. This may 
have increased Bruce’s motivation to engage in activities and subsequently caused the other 
changes discussed, with the gradual increase being attributed to an initial placebo effect 
then medication taking effect (following the latency between medication commencement 
and medication therapeutic effect). This presents an alternative explanation of change, 
external to ACT processes.

Exploring relational factors, Bruce’s apparent improvements during session 11 may be 
due to “hello-goodbye” effects (Elliott, 2015)—artificially improving final psychometric 
scores to maintain the therapeutic relationship and justify one’s own engagement in ther-
apy. Bruce rated the SRS maximally throughout, suggesting Bruce felt influenced (con-
sciously or unconsciously) to provide a socially desirable response to please the therapist. 
Bruce also reported minimal instances of coping poorly, including when a homework task 
specifically requested examples of this (possibly reporting an overly positive view of ther-
apy to please the therapist). This suggests changes may due to relational artefacts rather 
than meaningful, lasting change.

Finally, generic therapeutic techniques, rather than ACT processes specifically, may 
have caused change. During the CI, “having somebody to speak to” and “concrete goals” 
were noted to be useful—hinting that change was instigated by common and non-specific 
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therapeutic techniques. Behavioural activation is a CBT technique aimed to improve activ-
ity levels and may have caused similar changes (Chartier & Provencher, 2013). Therefore, 
changes may have occurred, but not due to ACT processes.

Affirmative Rebuttal

While Bruce altered his medication during therapy, it is notable that the discussed changes 
appeared prior to this and that medication may have taken longer to take affect than is evi-
denced in Bruce’s data. Alternatively, therapy may have facilitated change which enabled 
Bruce to access these medications: Bruce had not commenced anti-depressant medication 
prior to ACT despite long-term difficulties. This could be evidence of Bruce responding 
more flexibly to his difficulties (seeking novel solutions)—further supporting the notion 
ACT processes instigated positive change.

Relational factors may have facilitated change, but the “hello-goodbye” effects dis-
cussed above may be misleading. Session 11 saw stark reductions across all psychomet-
rics, and Bruce reported several difficult events. Although the following (final) week scores 
improve dramatically, if session 11 is considered anomalous and omitted, the effect disap-
pears—suggesting the “hello-goodbye” effect is not present.

Bruce also referenced several factors unrelated to the therapist which contributed 
towards change. The change interview was completed by an independent party, and there-
fore, the risk of Bruce responding in a socially desirable way was mitigated, adding to the 
evidence supporting ACT playing a key role in instigating change.

Lastly, although changes may be due to general therapeutic techniques, Bruce also 
reported previously undergoing CBT. This CBT would likely have included general thera-
peutic techniques, and Bruce reported this was not effective in helping him manage dif-
ficult experiences. The CI, however, noted ACT had taught Bruce “ways to deal with dif-
ficult things”—suggesting ACT (rather than general therapeutic techniques) had caused the 
aforementioned changes.

Adjudication

Personally meaningful change did appear to occur for Bruce, however not in all areas (i.e. 
wellbeing). ACT was likely a key factor in changes, but other contributing factors were also 
apparent. Particularly, the therapeutic relationship seemed to play a key role, and Bruce 
highlighted this in the CI. Bruce also underwent medication changes, meaning psychophar-
macological factors cannot be ruled out. Despite this, results suggest changes began prior 
to medication changes and commencing medication may be an addition ACT-instigated 
change.

Discussion

The study aimed to explore the effectiveness of ACT for individuals who were struggling 
to cease their low-dose buprenorphine prescription due to underlying psychological dif-
ficulties, focusing on the following: presence of meaningful change; if changes were attrib-
uted to ACT; and what factors contributed to changes. The study found that Bruce under-
went three meaningful changes: increased motivation and meaningful activity engagement; 
increased ability to cope with difficulties; and increased psychological flexibility. 
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Adjudication determined that changes were primarily due to ACT processes. Additional 
factors included the therapeutic relationship and psychopharmacological effects, yet 
changes began prior to psychoactive medication changes and Bruce outlined several, non-
relational, ACT-specific factors which he believed caused change. The aims of the study 
were therefore met.

Both psychopharmacological and ACT processes contributed to the changes Bruce 
experienced. Wider literature suggests these factors may be interlinked, and previous evi-
dence has found ACT is most effective when used alongside maintenance therapy and 
enhances the effects of this (Hayes et al., 2004). It may be that, while opioid-substitution 
medication is required to manage the acute difficulties of withdrawal, ACT addresses the 
underlying psychological difficulties perpetuating substance misuse (Cami & Farre, 2003; 
Smout et al., 2010). Bruce became more able to manage emotional distress—supporting 
this notion and adding to the literature demonstrating ACT is a viable method of address-
ing the perpetuating factors of substances use.

Limitations and Strengths of the Study

Limitations of the study surround the outcome measures. Therapy focused on client-identi-
fied goals, yet Bruce’s goal of improving his housing situation may have been unachievable 
using ACT. ACT-congruent goals must be maladaptive, whereas housing-dislike may have 
been adaptive by motivating Bruce to seek better accommodation to enable engagement 
in further value-committed actions. Measuring the effectiveness of ACT according to this 
goal may therefore be inappropriate and present a misleading view of said effectiveness. 
Similarly, ACT aims to reduce distress and, consequentially, improve wellbeing (Harris, 
2019). Bruce’s static wellbeing score may therefore appear to undermine the effectiveness 
of ACT, yet Bruce’s wellbeing score was above the non-clinical population mean and did 
not meet caseness (Warwick Medical School, n.d.b). Bruce’s wellbeing may have encoun-
tered a ceiling effect which accounted for lack of improvement, rather than being evidence 
against ACT’s effectiveness.

A further limitation related to outcomes could be the increase in buprenorphine dos-
age during treatment and lack of information regarding follow-up in this regard. Consider-
ing the context of the study is a substance use treatment service, it could be postulated that 
an overall measure of success would be if Bruce had been able to stop using buprenorphine 
completely. However, this did not occur during the ACT intervention and information as to 
whether it was achieved later is not available.

Study improvements could include closer ACT fidelity monitoring. Sessions fol-
lowed a protocol and ACT-adherence was supervised, yet fidelity was reliant on thera-
pist self-report. Some comments within clinical notes cast some doubt on fidelity; Bruce 
was reported to express something was good because he “does not have to sit with the 
anxiety”—incongruent with ACT. Despite this, many other examples demonstrate ACT-
congruence. This suggests that while adherence was likely high, monitoring fidelity more 
closely (such as audio-recording sessions) would improve the study.

An important strength of the study is that data analysis was independent of the service 
and therapy. All analysis was conducted by an independent researcher unaffiliated with the 
service or therapist—reducing bias towards promoting a positive view of therapy. Possible 
bias towards ACT by the researcher was noted, and a reflective log was kept, to improve 
reflexivity and mitigate bias. Results were reviewed by the supervisor and a clinical 
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psychologist independent of both the service and therapy. The steps taken to reduce bias 
add credence to the study outcome which supports the use of ACT to support individuals 
who misuse substances.

Clinical Implications for the Service

NICE guidance recommends providing support to individuals who both misuse substances 
and have co-occurring mental health difficulties; however, many find themselves excluded 
from services and underling mental health difficulties are unsupported (NICE, 2007a; 
PHE, 2017). The discussed service has taken positive steps to support individuals who are 
typically excluded from services, and for Bruce, ACT has had a positive impact on his 
mental health and NICE guidance has been met. It was also reported the second individual 
who completed ACT expressed subsequent benefits; however, lack of analysis means the 
reasons surrounding this cannot be attributed to ACT. Within the discussed service, it is 
therefore suggested that ACT has a positive impact of individuals who complete it.

It must be noted, however, that six individuals were offered ACT but did not complete 
this—initially suggesting psychotherapy is not preferential within the service. This poten-
tially has service implications for continuing to offer ACT. Importantly, it is expected 
that around 20% of individuals will terminate psychotherapy early regardless of modality 
(Swift & Greenberg, 2012). Furthermore, three individuals declined without further infor-
mation. The reasons for declining and non-completion are unclear from the data provided, 
and therefore, inferences cannot be made regarding reasons for this. It would be useful to 
continue to offer ACT and monitor uptake/non-completion and reasons surrounding this 
over time. This will enable a more complete understanding of the need for ACT for this 
service.

Conclusions and Recommendations for Future Research

Bruce expressed that he had learnt techniques to better tolerate difficult situations. This 
adds to the increasing literature demonstrating the usefulness of ACT in improving emo-
tional regulation and reducing emotional avoidance. Previous literature has demonstrated 
ACT to be effective in improving psychological flexibility by improving the ACT process 
OE, which then subsequently reduces substance use (Bahrami & Asghari, 2017; Lanza 
et al., 2014). Additional literature has also discovered similar findings, however improved 
substance use by teaching BA techniques (Conklin et al., 2015; Tang et al., 2016). Bruce 
also demonstrated an improvement in psychological flexibility, however improved primar-
ily via the VA process. This suggests that ACT aids individuals who misuse substances 
via improving their psychological flexibility; however, the ACT processes that are involved 
with this may be different. Future research may benefit from conducting a detailed case 
series including an ACT process analysis on multiple individuals, to explore the reasons 
why different individuals may improve in psychological flexibility via different ACT 
processes.

Further research may also seek to explore the longevity of changes that occur following 
ACT therapy. An argument proposed by the sceptical case highlighted that it is difficult to 
tell if the changes Bruce underwent were lasting due to the lack of follow-up (and there-
fore if ACT created meaningful changes). Therefore, the literature base may benefit from 
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research exploring longitudinal data regarding the changes individuals experience follow-
ing psychological therapy.

The study found, for Bruce, ACT resulted in increased motivation and engagement in 
meaningful activities, increased ability to cope with difficulties, and increased psycho-
logical flexibility—although relational and psychopharmacological factors also influenced 
these changes. Despite some limitations regarding outcome measurement, the study adds 
to the literature supporting the use of ACT for those who struggle with the psychological 
factors perpetuating substance misuse. Offering ACT ensures the discussed service meets 
NICE guidance; further research exploring reasons for uptake and non-completion would 
enable the service to better understand the preference for psychotherapy; however of those 
that completed ACT, it is clear that ACT was beneficial. Wider psychological research may 
also benefit from exploring how changes are influenced by individual differences in ACT 
processes and long-term impact of therapy.
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