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KEY POINTS

� Up to 30% of patients with a chronic health condition have a co-occurring mental health
problem.

� Emotional disorders among patients with chronic health problems are underdiagnosed
and magnify the challenges faced by patients and health care providers.

� Acceptance and commitment therapy (ACT) is an effective intervention for promoting
health behavior change and reducing distress in individuals with medical conditions.

� ACT helps individuals overcome avoidance, accept discomfort, and build skills to engage
in meaningful activities, even in the face of challenges.

� ACT’s flexible delivery options ideally position it to address behavioral health care needs in
diverse medical populations.
INTRODUCTION

Mounting evidence of the widespread and nuanced interconnections between
thoughts, emotions, sensations, and behaviors fundamentally challenge the false di-
chotomy between mental and physical health.1 These bidirectional and interactive re-
lationships also likely explain the high rates of co-occurrence between mental health
and chronic health conditions (CHCs). CHCs (eg, heart disease, cancer, arthritis, and
diabetes) are becoming increasingly common in the United States, with over half of
Americans managing at least one CHC.2 Long-term management of CHCs can be
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Abbreviations

ACT acceptance and commitment therapy
CHCs chronic health conditions
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particularly challenging. These patients often experience complex and multifaceted
treatment regimens involving substantial self-management tasks and health behavior
changes that require ample time, energy, and motivation to attend to.3,4 Complicating
this, approximately 30% of patients with CHCs experience co-occurring mental health
conditions, such as depression, anxiety, or posttraumatic stress disorder.5 The bidi-
rectional associations between CHCs and mental health conditions inherently compli-
cate and exacerbate the clinical presentation of each condition.6,7 In turn, patients
with these comorbidities face increasing difficulties with chronic disease manage-
ment, significant deficits in functioning, increasing distress, and overall poorer quality
of life.6 Thus, transdiagnostic approaches may be most useful to adequately address
the diverse emotional, cognitive, and behavioral challenges faced by patients with
these comorbidities.
Acceptance and commitment therapy (ACT) is one of such transdiagnostic treat-

ments that has shown considerable evidence for improving the lives of patients with
comorbid mental health and CHC.8 ACT is an evidence-based, psychotherapeutic
intervention that focuses on enhancing patients’ ability to adaptively cope with pain-
ful emotions, thoughts, and sensations. ACT dialectically teaches patients to move
toward acceptance of painful internal experiences while simultaneously moving to-
ward behavioral change to increase engagement with one’s values.9 ACT is diagnos-
tically agnostic, such that it is not designed to address any one given condition, but
rather provides a generalized framework that is useful for managing painful or diffi-
cult life situations broadly. ACT is similarly malleable in its treatment format, as its
delivery can be flexibly tailored to meet the needs, preferences, and health care
use patterns of patients in varied clinical settings.10 As such, ACT is particularly
well-suited to meet the unique needs of patients with comorbid mental health and
CHCs.
This article will (1) discuss how ACT’s theoretic model applies to patients with co-

occurring mental health and CHCs, (2) illustrate how one may apply ACT’s key treat-
ment elements in these populations, (3) present “lessons learned” regarding how the
context of CHC often necessitates a shift in traditional ACT delivery formats, (4) pro-
vide a broad overview of the empirical evidence for ACT in these populations, and (5)
identify several avenues for future directions.
UNDERSTANDING THE SUFFERING OF PATIENTS WITH CO-OCCURING MENTAL AND
CHRONIC HEALTH CONDITIONS FROM AN ACT PERSPECTIVE

CHCs are inherently unpleasant to live with and manage. Those with CHCs face a host
of unwanted and uncomfortable sensations, like pain, fatigue, or nausea. They also
experience painful emotions, cognitions, and memories related to their CHC, like frus-
tration, guilt, self-criticism, shame, and/or memories of medical trauma. While these
internal experiences are unpleasant, within the ACT purview, the experience of painful
sensations, thoughts, emotions, and memories may be an appropriate response given
an individuals’ context, time, place, and history. Indeed, pain is a natural and essential
piece of human existence. Yet, how one chooses to cope with pain may have lasting
effects on one’s health and well-being.
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Many patients with CHCs who struggle with their mental health rely on avoidant
coping, which is any behavior that one engages in to escape from painful and uncom-
fortable internal or external situations (eg, distraction, behavioral and mental disen-
gagement, substance use, and denial).11 Avoidance coping is inherently reinforcing
in that it effectively provides short-term relief from stressors. Yet, it is less helpful
for enduring or long-lasting stressors, such as CHCs, as avoidance coping does not
directly solve the problem. In fact, individuals with CHCs who are over reliant on avoid-
ance styles of coping often become trapped in the “avoidance cycle,” which can
effectively worsen the original problem, leading to reductions in health, functioning,
and quality of life (Fig. 1).
For example, continually canceling plans with friends due to embarrassment about

symptoms of a digestive disorder may lead to increased social anxiety and fewer
meaningful relationships. Or, spending hours a day scrolling on the phone to distract
from all over body pain may cause one to become distant from their spouse,
depressed, and physically deconditioned, which may worsen their pain over time
and lead to the loss of much needed social support. Also, overuse of alcohol or
cannabis to reduce anticipatory anxiety related to uncomfortable medical treatments
may lead to additional occupational, familial, or medical problems. Indeed, avoidant
coping strategies lead to suffering in patients with CHC.12,13

Notably, ACT targets avoidance coping by flexibly utilizing its core principles to
improve patients’ ability to engage in approach coping. In its simplest terms, ACT
helps individuals to willingly engage with the painful and uncomfortable sensations
they experience, reconnect with what is most important to them in life, and then
choose behaviors that align with what is right to them in the present moment.14 The
nuance in what this looks like for distressed patients with CHCs is described in later
discussion.

USING ACT TO TREAT PATIENTS WITH CO-OCCURING MENTAL AND CHRONIC
HEALTH CONDITIONS

Within the ACT context, pain is viewed as conceptually distinct from suffering. Pro-
viders treating patients with mental health and CHCs cannot completely eliminate
the painful toll that these disorders take. However, we can significantly reduce patient
suffering by cultivating patients’ psychological flexibility, defined as “the ability to
Avoidance coping
e.g., isolate, avoid 

leaving the home, ignore 
medical tasks, occupy 
self with distractions

Short-Term Relief
Immediate reduction of   

inner discomfort 

Long-Term Consequences
Poorer health, functioning 

and quality of life

Uncomfortable Internal 
Experience

e.g., pain, fatigue, guilt, 
difficult memories of 

illness

Fig. 1. Avoidance coping with unwanted internal experiences.
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contact the present moment more fully as a conscious human being and to either
change or persist when doing so serves valued ends.”9 This is fostered through a
deliberate focus on the hexaflex processes, described later.
Acceptance

Living with CHCs offers a variety of new internal and external challenges for patients
and their families, including physical changes and limitations, increasing medical ap-
pointments, and changing dynamics between loved ones. Often patients attempt to
avoid these painful realities through avoidant coping behaviors like denial, distraction,
or disengagement. ACT encourages active acceptance of things that cannot be fully
changed, such as physical changes or symptoms that may not respond well to med-
ications, and a focus on things that can be influenced such as our behaviors and
choices we make, in service of doing what matters. For example, an individual with in-
flammatory bowel disease may spend years going from doctor to doctor and trying
every medication, dietary recommendation, exercise regimen, and off-label product
claiming to heal one’s gut as her anxiety tells her that stopping this behavior would
mean she is “giving up.” Yet, these efforts have cost her considerable time, money,
and energy and left her feeling defeated and small. By leaning into acceptance of
her diagnosis and the fact that certain symptoms may be permanent, the patient
can continue to manage symptoms while focusing more on her valued life activities
and relationships.
Defusion

The changes that accompany CHCs can rapidly impact an individual’s personal narra-
tive, worldview, and way of thinking. Patients often become “hooked” by the stories,
rules, and rigid beliefs that they hold pertaining to CHCs and find that these internal
experiences dictate their behaviors. Defusion helps patients to (1) step back from
these thoughts, (2) label the thoughts and/or stories that they are experiencing, (3)
notice what being “hooked” by these stories pulls them to do, and (4) choose a
behavior that is in line with how they want to live their life, rather than what the
thoughts/story say. For example, an older, disabled adult with depression and chronic
musculoskeletal pain may think, “I’m a burden to my family with this wheelchair,”
which leads him to isolate in his home and skip family functions. However, helping
the patient to recognize his automatic behavioral response to this thought allows
him to pause and choose whether he would like the thought to dictate his behavior
or if he would like to act according to his values.
Present Moment Awareness

Managing a CHC can pull the mind either forward in time with worries about future
worsening symptoms, poor prognoses, and death or backward with regret, grief,
and sorrow about past health choices that could have contributed to illness or
thoughts of how life used to be. Teaching patients to deliberately bring their aware-
ness back to the present moment, where they havemore power, can help them decide
what is important to focus on now. For example, a middle-aged dad with type 2 dia-
betes may feel overcome with regret and shame and ruminate on the health changes
he could have made to prevent his diagnosis. During these ruminative periods, he may
notice he is not present with his children in the way he would like. Learning to nonjudg-
mentally notice these thoughts and compassionately choose to focus back on the pre-
sent moment may help him be the father he wants to be during family time.
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Self-as-Context

Being diagnosed with a CHC can critically alter one’s sense of self. While receiving any
diagnosis is alarming, CHCs are long-term illnesses in which an individual grows accus-
tomed to taking on the identity of the “patient” through their daily experiences with
symptoms, their frequent interactions with treatment teams, and their changing dy-
namics with loved ones and caretakers. Distressed patients with CHCs often describe
a dichotomous sense of self: the “old me” (ie, who one was prior to CHC diagnosis) and
the “newme” (ie, who one is with a CHC). Often the “newme” identity is critically limited
by one’s given diagnosis, narrow in its scope, and rigid in terms of what this identity is
and is not able to do. Self-as-context helps patients to step back and observe the whole
self by noticing one’s many roles, identities, and connections beyond disease. This can
help patients to form a more complete and comprehensive picture of who they are and
how the CHC diagnosis is an important piece of their identity but does not define the
whole of their being. For example, a woman with epilepsy may begin to view herself
as a “sick person” and feel as if her whole life has been reduced tomanaging her illness.
Helping her to notice and appreciate her other dynamic roles and identities as a friend,
wife, baker, yoga-enthusiast, and volunteer as well as a person with epilepsy helps her
to identify many other parts of herself to nurture and connect with.

Values and Committed Action

Individuals with CHCs who become stuck in the avoidance cycle often begin to feel
distant from their values. Values and committed action are core ACT processes that
are useful for realigning patients with what is most important in their lives and then
creating concrete and creative plans for increasing behaviors that are congruent with
these values. Committed actions to one’s values may mean reengaging with loved
ones, going back to church, or taking a pottery class. Often, crafting these behavioral
goals with patients takes creativity and compassion, as theremay be physical limitations
orotherbarriers that requireamorenuancedapproach to reconnectingwithone’svalues.
In the context of CHCs, values-driven actions can also involve better treatment adher-
ence, regular engagement in health behavior change, and increased communication
with providers, which is motivated by one’s values, such as the desire to be healthy for
their families. As an example, a man with cardiovascular disease may stop taking his
medications,exercising,andspending timewithhis friendsdue tohisphysical limitations.
With ACT, hemight realign with his values of friendship and commit to taking hismedica-
tions in service of going on afternoon walks with his friends at the golf course.
See Dindo and colleagues15 for a more detailed discussion of the application of ACT

for patients with CHCs.

CLINICAL LESSONS LEARNED: OVERCOMING CHALLENGES IN DELIVERING
ACCEPTANCE AND COMMITMENT THERAPY

Engaging and retaining patients with CHCs in psychological care can pose challenges
due to a variety of patient, provider, and systems level barriers. Fortunately, ACT is
flexible in content, duration, and delivery format, allowing it to be adapted to best
meet the needs of specific patient populations and treatment settings. Discussed in
the following sections are several of such thoughtful adaptations, designed to
enhance access and adherence to ACT for patients with CHCs.

Embedding Acceptance and Commitment Therapy in Medical Settings

Embedding behavioral health interventions into medical settings, such as primary care
and specialty clinics, is one promising strategy to increase access to ACT. Providing
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integrated behavioral health services in medical settings where patients with CHCs
frequent practically increases access to and knowledge of these services for patients.
Moreover, integrating ACT into medical clinics improves interdisciplinary care coordi-
nation between providers, reduces patient burden and stigma, and improves patient
attitudes toward mental health treatment. Offering group ACT interventions in these
settings may offer additional benefit by allowing patients with similar conditions to
meaningfully connect, which can reduce stigma, isolation, and feelings of being
misunderstood. To that end, researchers have successfully integrated brief, time-
limited ACT interventions into primary care and specialty medical settings for patients
with CHCs.14,16

Brief 1 day Workshops

Brief, 1 day (5–6 hour) ACT “workshops” are also particularly useful for treating patients
with CHCs and associated mental health conditions.10,17 Dindo and colleagues10,17

have developed 1 day ACT workshops to improve the health and functioning in dis-
tressed patients with various CHCs, including cardiac disease, inflammatory bowel dis-
ease, polytrauma (mild traumatic brain injury, chronic pain, and psychopathology),
migraine, and patients with impending orthopedic surgery who were at risk chronic
pain and opioid abuse. ACT workshops are codeveloped with interdisciplinary medical
teams, tailored specifically for each given patient population, and embedded into med-
ical clinics. The workshop-style ACT format may be more acceptable for many patients
with CHCs who would otherwise feel stigmatized for seeking mental health care. More-
over, 1 day ACT workshops have shown to increase treatment adherence and comple-
tion,17 effectively delivering a full “dose” of therapy in a consolidated timeframe. This is
critical, as therapy retention is a widespread issue, with estimates suggesting up to half
of patients prematurely drop out of psychotherapy.18,19 Finally, 1 day ACTmay increase
access to care for underserved groups with CHCs, such as rural patients who might be
unable to attend weekly therapy sessions.20,21 For an extensive description of how
1 day ACT workshops are conducted, see Dindo and colleagues.22

Blended Acceptance and Commitment Therapy Interventions

Blended (also described as hybrid or multimodal) ACT interventions use more than one
type of delivery format (eg, in person and online) to treat patients.23 Blended approaches
offer benefit over in-person interventions in that they reduce demands on providers
while offering a high level of care that can be completed on the patient’s schedule.
Moreover, online-only behavioral health interventions for patients with CHCs tend to
have high attrition and poor efficacy,24 while online approaches blended with provider
contact have lower attrition and a superior effect on health outcomes.25 Several ACT in-
terventions have successfully used blended approaches.26,27 For example, Arch and
colleagues28 have implemented blended ACT interventions for patients with advanced
cancer using alternate in-person groups, online modules, and daily check-ins between
groups. The inherent flexibility in these formats may be particularly appropriate for pa-
tients with CHCs who often experience unpredictable and fluctuating symptoms that
may prevent them from engaging in consistent traditional therapy formats.
RESEARCH SUPPORT FOR ACCEPTANCE AND COMMITMENT THERAPY IN PATIENTS
WITH CO-OCCURRING MENTAL HEALTH CONDITIONS AND CHRONIC HEALTH
CONDITIONS

There is strong evidence suggesting that ACT is effective for encouraging change in
health behaviors, enhancing adaptive coping, and reducing distress in the medically
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ill, the main areas targeted in behavioral medicine interventions. As of early 2024, more
than 1000 published randomized clinical trials have investigated the effect of ACT.29 A
review of over 20 meta-analyses of ACT in diverse groups of patients with mental
health conditions, CHCs, and comorbid conditions found that ACT was broadly effec-
tive.8 Though the bulk of the literature supporting ACT for CHCs is tested in patients
with chronic pain conditions,30 there is also ample evidence for its effect in cancer,31

diabetes and cardiovascular disease,32 and preliminary evidence for its effect in other
conditions such as multiple sclerosis.33 However, this literature base is continually
growing as ACT has also been investigated in patients with epilepsy, tinnitus, mi-
graines and other headaches, human immunodeficiency virus (HIV), irritable bowel
syndrome, inflammatory bowel disease, kidney disease, stroke survivors, patients un-
dergoing major surgeries, traumatic brain injury, chronic fatigue syndrome, lupus,
tuberculosis, and others.
FUTURE DIRECTIONS

CHCs are associated with complex, long-term challenges involving emotional and
motivational factors that impede patients’ ability to pursue life values, often causing
them to avoid activities and places they associate with their illness. To successfully
help this group, an ideal intervention would be transdiagnostic, be applicable to mul-
tiple conditions and address both physical and emotional challenges; discourage
coping based on avoidance; build on patient values and goals to assist in their
decision-making; lack the taint of stigma; and have efficient, flexible delivery within
medical care. ACT fulfills each of these criteria and can effectively help patients with
CHCs.10 It both motivates and helps patients maintain changes in health behavior
and helps in identifying, evaluating, and addressing obstacles to change. Yet, there
are still many avenues for future research that could significantly enhance our ability
to improve the lives of patients with CHCs using ACT.

Identifying the Active Ingredients in Acceptance and Commitment Therapy for
Patients with Chronic Health Conditions

A nuanced understanding of how ACT works, for whom, and under which conditions
for patients with CHCs remains underdeveloped. Answers to these questions might
help us further optimize ACT interventions to best engage with and treat patients
with CHCs. For instance, developing a deeper understanding of the mechanisms of
action in ACT for patients with CHCs is a much-needed area for growth. Given that
brief interventions may be particularly appropriate in the context of CHCs, it would
be helpful to determine whether ACT in its entirety is necessary for improving medical
outcomes or whether a limited focus on selected ACT principles would be sufficient. In
addition, it is uncertain whether specific ACT principles are more effective for specific
problems or patients. For example, an emphasis on acceptance/mindfulness pro-
cesses may be especially effective for patients with conditions involving pain (eg,
migraine or surgical recovery). On the other hand, focusing on committed action
and values-based behavior may be more important for medical conditions requiring
extensive self-management behaviors (eg, diabetes and cardiovascular disease).
Dismantling studies should help clarify the answers to these questions, along with
clear and detailed assessments of factors that mediate and moderate change. Devel-
oping a more refined understanding of the most important “active ingredients” in
ACT for patients with CHCs would allow clinicians and researchers to streamline treat-
ment, emphasizing the most important mechanisms and eliminating unnecessary
components.
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Determining a Sufficient “Dose” of Acceptance and Commitment Therapy for
Patients with Chronic Health Conditions

Additional research is also required to determine the treatment length and frequency
of ACT necessary for patients with CHCs. Questions remain as to the amount of ther-
apy required, the specific patient populations that are most appropriate for brief ap-
proaches, the factors leading to the failure of ACT to achieve results in some trials
of brief ACT formats, and the therapist factors necessary for successful delivery of
brief ACT to patients with CHCs. Few studies have explored these issues. Yet answers
to these questions may help clinicians delivering ACT create more empirically sup-
ported treatment plans for patients with CHCs. For example, one study examining a
1 day ACT intervention for the prevention of postsurgical pain and opioid use in pa-
tients at risk for those challenges (experiencing serious distress or pain presurgery)
found those with postsurgical complications gained less from ACT than those without
complications. It is possible that patients with postsurgical complications may need
additional support or longer format ACT.34

Leveraging Technology to Enhance the Delivery of Acceptance and Commitment
Therapy to Patients with Chronic Health Conditions

Additionally, future research must focus on how to best incorporate technology into
our delivery of ACT. Telehealth has rapidly become a core piece of mental health
care in the postcoronavirus disease 2019 pandemic era. Telehealth improves access
to treatment of patients in isolated (eg, rural) areas and for those with functional impair-
ments by removing barriers to care, such as the need for transportation and time
required to be away from home. However, adapting ACT to telehealth formats can
be challenging. As telehealth has become more widely accepted and utilized, it has
become more necessary to design and test how ACT interventions might be best
delivered in this format.
Apart from telehealth, apps are also now also being used as standalone treatments

and as an adjunct to conventional treatments for chronic disease self-management.
For example, the Department of Veterans Affairs and Department of Defense provide
free apps (downloadable by the general public) involving ACT, cognitive behavioral
therapy (CBT), mindfulness, and prolonged exposure therapy. Systematic reviews
of these apps have demonstrated promise35,36; however, such approaches require
further study. Apps involving ACT have mainly been used to encourage change in
health behaviors, such as a study of smoking cessation, in which an ACT app showed
promise in helping patients reduce and quit smoking.37 Apps and text messaging may
be most useful in blended treatments to allow provider oversight. In this way, they
might supplement care or help in preventing relapse. Such tools might be most bene-
ficial for patients who encounter challenges attending in-person treatment but most
challenging for older patients, some of whom struggle with technology. Future
research should explore how to leverage these and other technologies (eg, virtual re-
ality and podcasts) to further enhance the delivery of ACT for patients with CHCs.

Partnering Across Disciplines: Using Acceptance and Commitment Therapy to
Guide Integrated Treatment of Patients with Chronic Health Conditions

Critical strides have been made in developing and implementing brief ACT interven-
tions in integrated primary and specialty care settings, led by Robinson and Stro-
sahl.14 Yet, less research has investigated how we might educate and partner with
our colleagues across disciplines to align the broader health care of patients with
CHCs with the basic tenets of ACT. Training members of interdisciplinary health
care teams who serve patients with CHCs in basic ACT theory may help to
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significantly improve the care of patients. For example, values and committed action
can be directly applied to shared treatment decision-making among physicians and
patients with CHCs. In fact, studies have shown that values-based health care
decision-making improves patient engagement and adherence, health, and quality
of life for patients with CHCs.38,39 In addition to these benefits to patients, emerging
evidence in research with older adults with multiple CHCs suggests that implement-
ing values-based health care decision-making with interdisciplinary teams is also
clinically feasible.40,41 In line with this, Shanahan and Naik42 have called for inte-
grated health care teams serving patients with CHCs to collaboratively create treat-
ment goals that are values-aligned and focused on a patient’s ability to re-engage in
what matters most to them, rather than focusing on eliminating symptoms that will
likely continue to persist due to the nature of CHCs. Future research should focus
on how to increase cross-discipline partnerships and education so that we might
better align overall health care with core ACT principles, such as values, committed
action, and acceptance.

SUMMARY

Medical conditions are synergistically related to mental health symptoms; however,
most treatments and modes of delivery are fragmented and disease-specific. Inte-
grated, transdiagnostic treatments for patients with comorbid physical and mental
health issues are gaining acceptance for holistically improving patient health and
quality of life, as seen by the Agency for Healthcare Research and Quality’s prior-
itization of this practice for research of patients with multiple chronic conditions.43

In addition, understanding factors, including patients’ relationships, values, and
goals, is an important shift in the way we think of treating patients with multiple
CHCs.44

The transdiagnostic nature of ACT allows treatment of the whole person and ad-
dresses the needs and treatment preferences of patients with diverse problems,
such as medical, mental health, behavioral, and co-occurring physical and mental
health issues. It directly addresses behavioral avoidance, and pays attention to patient
values and goals, providing skills that allow patients to try to fulfill their life values.
Effective implementation has occurred in hospitals, primary care clinics, and specialty
care clinics. Preliminary feasibility, acceptability, and efficacy of brief ACT treatments
integrated into medical settings are also supported by the literature. ACT interventions
not only result in improved medical, mental health, and behavioral outcomes but also
improve overall functioning and quality of life. With the growing recognition that mental
health, well-being, and health behavior change are central to the overall mission of
medicine, ACT appears to be an ideal means of addressing behavioral health care
needs in diverse medical populations.

CLINICS CARE POINTS

� Avoidant coping strategies, such as avoidance of important activities, distraction techniques,
mental disengagement, and denial, are predictive of negative outcomes in patients with
CHCs. As such, it is important for clinicians to help patients identify their avoidance
strategies, validate how these strategies lead to short-term relief, but do not effectively solve
the problem in the long run and may have severe costs to quality of life and functioning.

� Patients with CHCs often experience bodily changes and/or symptoms that cannot be fully
influenced. Helping patients to accept these changes can free up energy to focus on who
and what they value. Acceptance involves acknowledging that fighting against something
that is unchangeable is unworkable, adds suffering, and reduces vitality.
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� From an ACT perspective, health is seen as a means to a valued end. As such, patients are
urged to explore “why” they may want to engage in activities that promote their health.
Connecting health behaviors to a patient’s values may provide the motivation to engage in
lifestyle changes or adhere to treatment.
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