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Thesis Abstract

The first chapter consists of a systematic review of the literature concerning the construct of
Experiential Avoidance in relation to Substance Use Disorder. A comprehensive database
search was conducted which resulted in 16 studies then included in the review. Positive
findings supported the role of Experiential Avoidance in various aspects of Substance Use
Disorder including risk factors, comorbidity with other mental health problems such as post-
traumatic stress disorder, success in treatment and abstinence. However, there were also
many inconsistent and contradictory findings. Several limitations with the literature were
found including an over-reliance on cross-sectional designs and self-report measures. Issues
surrounding the measurement of Experiential Avoidance are also outlined. Due to these
inconsistencies and issues with the research, it was not possible to draw firm conclusions.

Implications for future research are discussed.

The second chapter is a qualitative exploration of Moving On In My Recovery: a new,
Acceptance and Commitment Therapy (ACT) based group intervention for Substance Use
Disorder. Grounded theory was used to build a model of the process of change towards
recovery in the group, grounded in the participants’ experiences. Ten participants were
interviewed, who were abstinent from substances following engagement in the group. The
model that emerged depicted a chronological series of processes centring around the core
category of reinforcement from engaging with the group and recovery-consistent behaviours.
Other processes reflected group-based factors which contributed to sense of safety, and
individual factors such as investment in recovery, which supported engagement with core
ACT therapeutic processes. Clinical implications and suggestions for future research are

discussed.



The final paper provides discussion of the implications for theory development, future
research and clinical practice arising from both the literature review and research papers. The

thesis ends with a reflective commentary on the research process.



Chapter 1: Literature Review



Experiential Avoidance and Substance Use Disorder: A Systematic Literature Review
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Abstract

Contextual behavioural therapies, including Acceptance and Commitment Therapy, consider
Experiential Avoidance (EA) to be central to an understanding of Substance Use Disorder
(SUD). This paper aimed to systematically review, synthesise, and evaluate the evidence of
EA in relation to SUD. Following a comprehensive database search and screening of titles
and abstracts for eligibility according to inclusion criteria, the search resulted in sixteen
studies which were included for review. Positive findings suggested that EA is implicated in
various aspects of SUD including risk factors, comorbidity with other mental health
problems, treatment success and abstinence. However, there were also several inconsistent
and contradictory findings. Several limitations were identified including a reliance on cross-
sectional designs and self-report measures. Additionally, issues were identified with the
measures used, including poor construct validity. Therefore, it is not possible to draw firm

conclusions. Implications for future research are discussed.

Keywords

Experiential Avoidance; Substance Use Disorder; Acceptance and Commitment Therapy;

Systematic Review.
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Introduction

Experiential Avoidance (EA) is defined as the “phenomenon that occurs when a person is
unwilling to remain in contact with particular private experiences (e.g. bodily sensations,
thoughts, memories) and take steps to alter the form or frequency of these experiences”
(Hayes et al., 2004, p. 554). EA is a construct that has been recognised and targeted within
many therapeutic approaches. The construct has received an increased amount of attention
over the last two decades due to the increase in empirical evidence supporting contextual
behaviour therapies, including Acceptance and Commitment Therapy (ACT). EAis a
targeted mechanism of change within ACT (li et al., 2019) and other third wave behaviour
therapies including Dialectical Behaviour Therapy (Linehan, 1993) and Mindfulness-Based

Cognitive Therapy (Segal, Williams, & Teasdale, 2002).

EA and Psychological Flexibility are considered as two ends of a continuum (Luoma,
Drake, Kohlenberg, & Hayes, 2011). Psychological flexibility refers to an individual’s
capacity to maintain awareness and acceptance of their present state, without attempts to
control or avoid unpleasant or aversive internal experiences (Hayes, Luoma, Bond, Masuda,
& Lillis, 2006). It is suggested that being open and accepting of internal experiences in this
way and willing to persist with difficult behaviours in the direction of values allows the
pursuit of a meaningful and rich life (Kashdan & Rottenberg, 2010). On the converse, EA is

seen as what ultimately leads to, or exacerbates, suffering (Hayes et al., 2006).

It is important to note that various terms (psychological flexibility/ inflexibility and
experiential avoidance) have been used interchangeably within the literature to describe the
same, or stages on a continuum of the same construct (Rochefort, Baldwin, & Chmielewski,
2018). Therefore, throughout this review, the term Experiential Avoidance (EA) will be used

to refer to this construct.
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EA is correlated with many psychological disorders (Hayes et al., 2004; Kashdan &
Rottenberg, 2010). One such example in which EA is particularly pertinent is Substance Use
Disorder (SUD; Luoma, Drake, Kohlenberg, & Hayes, 2011). SUD is defined as the
continued use of drugs and/ or alcohol despite significant problematic psychological,
physiological and environmental consequences such as addiction, poor mental and physical
health, relationship breakdowns or financial difficulty (American Psychiatric Association,
2013). EA is posited to contribute to the development, maintenance and exacerbation of SUD
(Levin et al., 2012). Additionally, it is thought that EA functions as a core psychological
process which contributes to comorbidity between SUD and mental health problems
including Post Traumatic Stress Disorder (PTSD), anxiety and depression (Chawla &
Ostafin, 2007; Kingston, Clarke, & Remington, 2010). Within SUD, the use of drugs and/ or
alcohol often serves the function of controlling, suppressing or eliminating unpleasant
thoughts, feelings or physiological sensations (Wilson, Hayes, & Byrd, 2000). Although this
may be an effective strategy in the short term, using substances to avoid internal experiences
in the long term is associated with various detrimental outcomes such as a diminished
capacity for valued living (Hayes et al., 2006), and this paradoxically increases unpleasant

internal experiences (Serowik & Orsillo, 2019).

Various self-report measures of EA have been used within SUD. The first of these is
the Acceptance and Action Questionnaire (AAQ: Hayes, 1996). This was later updated with
the AAQ-II (Bond et al., 2011). In addition, a version developed for EA specific to SUD is
the AAQ-SA (Luoma et al., 2011). The Multidimensional Experiential Avoidance
Questionnaire (MEAQ; Gamez, Chmielewski, Kotov, Ruggero, & Watson, 2011) is another
widely used measure of EA. The MEAQ yields a total score for EA, and six sub-facet scores
which are: behavioural avoidance, distress aversion, repression/denial,

distraction/suppression, procrastination, and distress endurance. A brief version also exists;
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the BEAQ (Gamez et al., 2014). Lastly, there is the Avoidance and Inflexibility Scale (AIS;
Gifford et al., 2011), this scale was originally developed in relation to smoking behaviour,

and has often been adapted for various SUD populations (e.g. Stotts et al., 2015).

ACT and other third-wave and contextual behaviour therapies consider EA to be
central to an understanding of SUD, and accordingly, target treatment interventions around a
reduction in EA. However, despite this, there has been no systematic review of the role of EA
in SUD. The current review aims to address this gap in the current knowledge by reviewing

the literature which examines EA in relation to SUD.

Method

Search strategy

Three electronic databases were searched (Psycinfo, Web of Science and PubMed) with no
date restrictions applied. Restrictions placed upon the search criteria included English
language and peer-reviewed publications. The search terms were as follows: (alcohol AND
related AND disorder* OR alcohol AND addiction OR alcohol AND use AND disorder* OR
alcohol AND abuse OR alcohol AND dependenc* OR problem AND drinking OR
problematic AND alcohol AND use) OR (drug AND related AND disorder* OR drug AND
addiction OR drug AND addiction OR drug AND abuse OR drug AND dependenc* OR
substance AND related AND disorder OR substance AND addiction OR substance AND use
AND disorder OR substance AND abuse OR substance AND dependenc* OR prescription
AND drug AND addiction OR prescription AND drug AND abuse OR prescription AND
drug AND dependenc*) OR (marijuana AND related AND disorder* OR marijuana AND
addiction OR marijuana AND use AND disorder* OR marijuana AND abuse OR marijuana
AND dependenc* OR marihuana AND related AND disorder* OR marihuana AND

addiction OR marihuana AND use AND disorder* OR marihuana AND abuse OR marihuana
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AND dependenc* OR cannabis AND related AND disorder* OR cannabis AND addiction
OR cannabis AND use AND disorder* OR cannabis AND abuse OR cannabis AND
dependenc*) OR (cocaine AND related AND disorder* OR cocaine AND addiction OR
cocaine AND use AND disorder* OR cocaine AND abuse OR cocaine AND dependenc* OR
crack AND cocaine AND related AND disorder* OR crack AND cocaine AND addiction OR
crack AND cocaine AND use AND disorder* OR crack AND cocaine AND abuse OR crack
AND cocaine AND dependenc*) OR (heroin AND related AND disorder* OR heroin AND
addiction OR heroin AND use AND disorder* OR heroin AND abuse OR heroin AND
dependenc*) OR (opioid AND related AND disorder* OR opioid AND addiction OR opioid
AND use AND disorder* OR opioid AND use AND disorder* OR opioid AND abuse OR
opioid AND dependenc* OR opiate AND related AND disorder* OR opiate AND addiction
OR opiate AND use AND disorder* OR opiate AND abuse OR opiate AND dependenc*) OR
(amphetamine AND related AND disorder* OR amphetamine AND addiction OR
amphetamine AND use AND disorder* OR amphetamine AND abuse OR amphetamine
AND dependenc*) OR (psychedelic* AND drug AND abuse OR hallucinogenic AND drug*
AND abuse OR psychotomimetic AND agent AND abuse) OR (MDMA and abuse OR
ecstasy AND abuse) AND (“psychological flexibility” OR “psychological inflexibility” OR
“experiential avoidance” OR “cognitive fusion” OR “distraction” OR “thought suppression”
OR “cognitive suppression” OR “committed action” OR “awareness of values” OR “values

avoidance”).

Eligibility criteria: inclusion/ exclusion

Studies were included based on the following criteria: [1] validated measures of EA were
employed; [2] the study considered EA in relation to SUD; [3] the study employed

quantitative methodology. Exclusion criteria included: [1] main focus on another topic asides
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from SUD; [2] studies assessing personality styles or other cognitive or affective constructs,

asides from EA; [3] non-primary evidence (e.g., review articles).
Results

The search resulted in 633 publications before duplicates.

Data extraction

Titles and abstracts of the articles were examined for relevance according to the inclusion
criteria. In cases of uncertainty, full texts were reviewed for relevance. Hand searching of
articles and citations of included papers was also conducted, with no further publications
included. The Preferred Reporting for Systematic Reviews and Meta-analyses guidelines
(PRISMA; Moher, Liberati, Tetzlaff, & Altman, 2009) process was used to select
publications for inclusion within the review; see Figure 1 for a flow diagram depicting this
process.

Inter-rater agreement

Screening was conducted by the first author. However, a proportion of article titles and
abstracts were independently reviewed by the second and third authors according to the

inclusion and exclusion criteria. No cases of dispute were raised.
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[ Included ][ Eligibility ] [ Screening ] [Identification]

Records identified through database

searching
(N=633)

Duplicates removed
(n=149)

h 4

Records screened
(n=484)

h 4

Full-text articles assessed
for eligibility
(n=169)

A 4

Articles included in the
literature review
(n =16)

\ 4

Records excluded based on title and
abstract as topic not relevant
(n=415)

Full-text articles excluded
(n =53):

No valid EA measure (n=15)
Non-SUD focus (n=31)
Non-primary evidence (n=5)
Unpublished article (n=2)

Figure 1: PRISMA flow diagram showing the literature search and screening process

The search process identified 16 studies. Data relevant to the review question was extracted

(see Table 1). Findings were then organised into over-arching themes that emerged from the

data-extraction process; a narrative synthesis of the review findings will be presented in each

of the following sub-sections.
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Table 1. Demographics and key findings of the reviewed studies

Citation & Study Design Sample size & clinical Experiential Key Findings
Country characteristics Avoidance Measure
Bordieri, Tull, Cross-sectional SUD patients in residential AAQ EA moderated PTSD and cannabis dependence; a significant relationship
McDermott & treatment: N=123 (62 female), was found between PTSD symptom severity and current cannabis
Gratz (2014) Mage= 35.7, with co-occurring dependence only when experiential avoidance was average or higher.
PTSD symptoms.
USA
Buckner, Cross-sectional Cannabis-using adults: N=103 MEAQ Higher levels of EA were positively related to both social anxiety and
Zvolensky, Farris (33 female), Mage=21. coping-motivated cannabis use. The MEAQ sub-facet behavioural
& Hogan (2014) avoidance mediated the relationship between social anxiety and coping-
motivated cannabis use, whereas other sub-facets did not.
USA
Dvorak et al. Cross-sectional University students: N=313 MEAQ EA sub facets differentiated alcohol-related outcomes between those
(2013) (168 female), Mage=20, with with high and low PTSD symptomology. The EA sub-facet distress
experience of one or more endurance was significantly associated with alcohol-related outcomes
USA traumatic life events. among those with high levels of PTSD symptoms.
Forsyth, Parker & | Within groups Veterans in residential SUD AAQ EA decreased from pre to post treatment for alcohol user, comorbid
Finlay (2003) treatment (fully detoxified), alcohol/ psychiatric diagnosis, and polysubstance use groups. There was
N=90 (4 female), Mage=44. no effect seen in the polysubstance use and psychiatric diagnosis group.
USA There was no relationship between EA and drug of choice, and EA did
not moderate relationship between drug of choice and anxiety sensitivity.
Greene, Hasking & | Cross-sectional University students: N=778 BEAQ EA was not associated with problematic alcohol use. Females who
Boyes (2019) (599 female), Mage=22 reported a combination of high levels of externally orientated thinking,
but low levels of EA were more likely to have engaged in risky drinking.
Australia
Kingston, Clarke Cross-sectional Opportunity sample: N=290 AAQ EA was associated with alcohol and/ or drug use, and fully mediated the
& Remington (249 female), Mage=26, who relationship between risk factors (negative affect intensity and childhood
(2010) reported having received trauma) and tendency towards alcohol and/ or drug use (among other
professional clinical treatment problem behaviours).
UK for psychological disorders.
Levin et al. (2012) | Cross sectional University students: N=240 AAQ-II EA was associated with an increased rate of alcohol-related problems
(154 female), Mage=18 (after controlling for gender and psychological distress). Participants
USA with lifetime history of alcohol abuse/ dependence reported higher levels
of EA. EA mediated the relationship between psychological distress and
alcohol-related problems (after controlling for gender).
Levin et al. (2014) | Cross-sectional University students: N=972 AAQ-II EA was not associated with current SUD relative to a non-SUD control

(606 female), Mage=18.2.

group. EA was higher for participants with a lifetime history of SUD
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USA

(small to medium effects) relative to a non-SUD sample. EA was related
to comorbidity between depressive, anxiety or substance use disorders
but did not distinguish between depressive/ anxiety disorders and
comorbid SUD specifically.

Luoma, Drake, Cross-sectional Patients in SUD treatment: AAQ Lower EA levels were found among patients reporting no SUD use

Kohlenberg & N=352 (141 female), Mage=31. | AAQ-SA within last 30 days relative to those reporting SUD use. Higher levels of

Hayes (2011) EA were found among those with more severe and persistent histories of
SUD.

USA

Polusny, Cross-sectional University students: N=304 AAQ EA was associated with alcohol abuse, although did not significantly

Rosenthal, Aban &
Follette (2004)

USA

(304 female), Mage=19

mediate the relationship between risk factor (sexual victimisation) and
problem drinking.

Ruisoto, Cacho,
Lopez-Goni, Vaca
& Jiménez (2016)

Ecuador & Spain

Cross-sectional

University students: N=3,232
(1710 female), Mage=21.2.

AAQ-II (Spanish
version)

High levels of EA were associated with use of alcohol to cope with stress
among females. No effect was seen in males.

Ruisoto, Vaca,

Cross-sectional

University professors: N=360

AAQ-II (Spanish

High levels of EA, combined with low job satisfaction, were associated

Lopez-Goni, Cacho (177 female), Mage=39. version) with problematic alcohol consumption in females. No effect was seen in

& Fernandez- males.

Suarez (2017)

Ecuador & Spain

Serowik & Orsillo | Cross-sectional University students: N=233 MEAQ EA was associated with severity of alcohol use problems, but not

(2019) (173 female), Mage=20 years. frequency of use or presence of alcohol problems. EA was not associated
with drug use.

USA

Shorey et al. (2017) | Cross-sectional SUD patients in residential AAQ-SA EA, along with distress tolerance were negatively and significantly

USA

treatment: N=117 (30 female),
Mage=41

associated with alcohol and drug cravings. EA was negatively and
significantly associated with drug and alcohol cravings after controlling
for age, drug/ alcohol problems and distress tolerance.

Stewart, Zvolensky
& Eifert (2002)

USA

Cross-sectional

University students: N=182
(109 female), Mage=22, who
classified themselves as
“drinkers”

Experiential avoidance
scale (early AAQ
version; Hayes et al.,
1996)

EA was associated with coping and enhancement-motivated alcohol use.
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Stotts et al. (2015)

USA

Cross-sectional

Treatment seeking cocaine-
dependent adults: N=99 (17
female), Mage= 42.9, defined as
responders (those who
responded to treatment
program) (n = 39) and non-
responders (n=60).

AIS

EA levels were significantly higher among those who did not respond to
the treatment. EA was the only significant difference between responders
and non-responders; there were no significant differences in negative
affect, impulsivity or craving.
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EA and SUD within non-clinical samples

A study by Levin et al. (2012) used the AAQ-II to examine group differences in EA within a
sample of university students (N =240) with and without alcohol problems. A significant
difference was found in that students with a history of alcohol problems reported higher
levels of EA, with a medium effect size (Cohen’s d =.46). This effect remained significant
after controlling for the effects of age and gender. Similarly, a study by Stewart, Zvolensky
and Eifert (2002), used the EAS along with anxiety sensitivity and alexithymia in a
regression model to explain alcohol use in a sample (N = 109) of university students who
classed themselves as regular alcohol-drinkers. EA was the only variable associated with
alcohol use for coping and enhancement-reasons. This effect was seen over and above the
other variables. Additionally, EA was found to mediate the relationship between anxiety
sensitivity and coping-related alcohol use. Kingston et al. (2010) used the AAQ within a
structural equation model. In line with the previously reported findings, this study found that
alcohol (B = .55) and drug use (B = .64) significantly loaded onto a model of EA within a

sample (N = 290; predominantly female) who reported experience of mental health problems.

The studies outlined above are limited by their non-representative samples of
university students or predominantly female participants, along with reliance on cross-
sectional designs which limit their ability to determine temporal relations between variables.
That said, the studies do appear to suggest a relatively consistent association between EA and
problematic alcohol and/ or drug use among non-clinical populations. However, three studies

identified during the search process have found contrasting results.

Using the AAQ-II, Levin et al. (2014), found that EA was not associated with
substance abuse relative to a non-substance abusing group among a sample (N = 972) of

university students. A small to medium effect was seen in that higher levels of EA were
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found among university students with long-term substance use, relative to a non-substance
use sample. A recent study by Serowik and Orsillo (2019) used the MEAQ to examine EA
and alcohol/ drug-related problems among university students (N = 233). EA was associated
with severity among students with existing alcohol-related problems, however, it did not
predict the presence of alcohol-related problems or frequency of alcohol use. Additionally,
this study found that EA did not explain any dimension of drug use or dependence. Similarly,
a study by Greene, Hasking and Boyes (2019) used the BEAQ to examine the relationship
between EA and alcohol-related problems (along with other alexithymia and non-suicidal

self-injury) and found that EA did not explain alcohol-related problems.

Due to inconsistencies in findings, it remains to be seen whether EA is reliably
associated with problematic alcohol and/ or drug use within non-clinical samples. Some
inconsistency between findings could be attributed to the use of different EA measures, such
as the MEAQ used by Serowic and Osillo (2019), and the AAQ-I1 used by Levin et al.
(2012). However, inconsistency remains between studies using the same measure: both the
studies by Levin et al. (2012) and Levin et al. (2014) used the AAQ-II with contrasting
results. Further studies should make use of a consistent measure of EA within a longitudinal

design to determine whether EA is associated with problematic alcohol and/ or drug use.

EA, SUD, and gender

Three studies have focussed on gender differences in the association between EA and
alcohol-related problems. A study by Ruisoto, Cacho, Lopez-Goni, Vaca and Jimenez (2016),
using the AAQ-I11 (Spanish version), examined the profile of problematic alcohol use among
a sample (N = 3,232) of university students. The results indicated that females with mid to
high levels of EA, along with high levels of perceived stress, had higher levels of alcohol

consumption than those with lower levels of EA. Thus, it appeared that there was a
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relationship between EA and problematic alcohol-use to cope with stress. However, due to
the cross-sectional design it is not possible to fully infer directionality in this relationship.
Interestingly, this relationship was not seen within males. Similarly, a study by Ruisoto,
Vaca, Lopez-Goni, Cacho and Fernandez-Suarez (2017), using the AAQ-II (Spanish version),
examined problematic alcohol consumption among a sample (N = 360) of university
professors. The results indicated that high levels of EA were associated with problematic
alcohol consumption when combined with low job satisfaction in female participants. Again,

this effect was not seen in men.

The studies outlined above have employed large sample sizes, and thus, their finding
that high levels of EA are more strongly associated with coping-related alcohol consumption
in females would appear relatively robust. The studies are, however, limited by their non-

representative samples and cross-sectional designs.

A recent study by Greene et al. (2019) found different results. In this study,
problematic alcohol consumption was associated with low levels of EA (measured by the
BEAQ), combined with high levels of externally oriented thinking styles in female university
students, with no significant associations seen in men. The latter study also employed a large

sample size (N = 778).

Overall, it seems there are differences between genders regarding the relationship
between EA and alcohol-related problems. However, due to the conflicting findings between
studies, it is not possible to clearly state the nature of these gender differences. The
contrasting results between studies are likely to be attributable to the diverging measures of
EA. Future research is required employing more representative samples and a consistent

measure of EA.
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EA as a mediator of risk factors and SUD

Two studies have examined EA as a mediator between risk factors and problematic alcohol
and/ or drug use. In both studies, high levels of EA were found amongst individuals with
experience of childhood trauma. Kingston, Clarke, and Remington (2010) employed a
Structural Equation Modelling within a cross-sectional design, using data from a sample of
participants (N = 290) who reported experiencing mental health problems. EA, measured by
the AAQ, was found to fully mediate the relationship between risk factors (negative affect
intensity and childhood trauma) and problematic alcohol and/ or drug use (along with other
“problem behaviours” such as excessive exercise, deliberate self-harm, binge eating and
aggression). Additionally, EA was found to contribute to covariance in problem behaviours,
supporting the original postulation by Hayes et al. (1996) that problematic alcohol and/ or

drug use along with other problem behaviours share the common function of EA.

The study by Polusny, Rosenthal, Aban and Follette (2004) revealed a different picture.
EA (measured by the AAQ) was found to act as a mediator between childhood sexual
victimisation and psychological distress. However, EA did not mediate the relationship
between childhood sexual victimisation and problematic alcohol use among a sample of
female university students (N = 304). Instead, this study suggested EA may contribute to

increased psychological distress, which may in turn be related to problematic alcohol use.

In summary, although there is some variation in findings, there is evidence that EA either
directly or indirectly (through psychological distress) mediates the relationship between risk

factors and problematic drug and/ or alcohol use.

EA, PTSD and SUD

PTSD is particularly associated with the development of SUD (Chilcoat & Menard, 2003),

and EA has been posited as a factor which can support an understanding of this association.
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Two studies investigated EA in relation to SUD in PTSD samples. Bordieri, Tull,
McDermott and Gratz (2014) used the AAQ to examine the association between EA and
cannabis dependence among a sample (N = 123) in residential SUD treatment with PTSD
symptoms. This study found that increased likelihood of cannabis dependence was dependent
on both a high severity of PTSD symptoms and average or high levels of EA. Another study
by Dvorak, Arens, Kuvaas, Williams and Kilwein (2013) used the MEAQ to examine the
relationship between EA and alcohol related problems among students (N = 313) with
histories of traumatic experiences. The study found that the sub-facet of EA, behavioural
avoidance, was associated with alcohol-related problems among participants with a high level

of PTSD symptoms.

Overall, there is preliminary evidence that EA is an important construct to consider in
understanding the association between PTSD and SUD. However, the insufficient number of
studies and reliance on cross-sectional designs mean that firm conclusions cannot be drawn

regarding the role of EA in this relationship.

EA and Comorbidity

Three studies examined EA in relation to comorbidity between drug and/ or alcohol related
problems and mental health problems. Levin et al. (2012) examined EA (using the AAQ-II),
mental health problems and alcohol-related problems among a sample of university students
(N = 240). The study found that EA fully mediated the relationship between mental health
and alcohol-related problems. In a study examining the role of EA as a transdiagnostic
process among a sample of university students (N = 972), Levin et al. (2014) found higher
levels of EA (measured using the AAQ-11) among participants with comorbid anxiety,
depression or drug and/ or alcohol related problems. However, EA scores did not distinguish

comorbidity specifically between alcohol/ drug-related problems and depression/ anxiety.
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Buckner, Zvolensky, Farris, & Hogan (2014) used the MEAQ to examine the
relationship between EA, social anxiety and coping-related cannabis use among cannabis-
using adults (N = 103; predominantly university students). The study found a positive
relationship between EA, social anxiety and coping-related cannabis use. However, in the
mediational analysis only the behavioural avoidance sub-facet of the MEAQ (overt avoidance
of distress, e.g. “I go out of my way to avoid uncomfortable situations”) mediated the
relationship between social anxiety and coping-related cannabis use. It was interesting that
other MEAQ sub-facets such as distraction and suppression (attempts to regulate distressing
thoughts and feelings such as “I work hard to keep out upsetting feelings”) and distress
endurance (e.g., “When working on something important, I won’t quit even if things get

difficult”) did not mediate the relationship.

Overall, it appears that EA, or at least some facets of EA, are involved in the
relationship between mental health and drug and/or alcohol related problems. The use of
different measures of EA across studies makes it difficult to draw clear conclusions,
particularly as the MEAQ allows for the construct of EA to be broken down into sub-facets
whilst the AAQ-II does not. The over-reliance on university student samples mean that
results may not be representative of the general population. Additionally, this resulted in
underpowered analyses in two studies (Levin et al. 2012; Levin et al. 2014) due to a low

prevalence of drug and/ or alcohol-related problems among the samples.

EA and SUD aetiology

A study by Luoma et al. (2011) investigated EA, using the AAQ-SA, among a treatment-
seeking SUD sample (N = 352). The results indicated higher levels of EA among participants
with greater severity of, and longer lasting, SUDs. Lower levels of EA were found among

participants who reported no substance use prior to the study, relative to those who had
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continued to use substances. A study by Forsyth, Parker and Finlay (2003) used the AAQ to
investigate EA among a sample (N=90) of veterans in residential SUD treatment. Similarly to
the study by Luoma et al. (2011), this study found that EA decreased from pre to post
treatment across most addiction groups within the sample. However, this was not seen among
the group with polysubstance addiction and comorbid mental health problems. This study
found no reliable variation in EA according to drug of choice. Additionally, this study found
that when EA was entered into a model with other psychological variables such as anxiety

sensitivity or depression, it failed to predict addiction severity.

Overall, it appears that EA decreases following abstinence among SUD populations,
supporting the role of high levels of EA in the maintenance of SUD. However, due to a lack
of consistent findings across studies, it is not possible to draw clear conclusions regarding the
role of EA in any other dimension of SUD aetiology. It is likely that these different findings
could again be an artefact of the use of different measures employed across studies. The AAQ
used by Forsyth et al. (2003) has not performed well with SUD samples (Luoma et al., 2011),
which decreases the reliability of these findings. Future research should employ a consistent
measure of EA, validated for use with SUD samples, to clarify the relationship between EA

and the various dimensions of SUD aetiology (e.g. drug of choice and severity).

EA and abstinence success

Two studies were found which investigated EA in relation to success in SUD treatment
and/or abstinence success following SUD treatment. Using the AIS, Stotts et al. (2015)
examined EA, along with negative affect and impulsivity among a sample of cocaine-
dependent adults engaging in a contingency management treatment program. The study found
that EA was the only measure which significantly differed between those who responded and

those who did not respond to the treatment. Shorey et al. (2017) used the AAQ-SA to
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examine EA, along with distress tolerance, in relation to cravings for drugs and/or alcohol
(robust risk factors for relapse) among patients in residential SUD treatment (N = 117). High
levels of EA and low levels of distress tolerance were both associated with cravings after
controlling for age, gender, and addiction severity. Additionally, the association between EA
and cravings remained significant after controlling for distress tolerance, whereas the reverse

did not.

Overall, there are broadly consistent findings that lower levels of EA are associated
with increased likelihood of abstinence. However, the cross-sectional designs limit the
possibility to infer causality from the findings. Additionally, it is important to note that the
studies have employed inconsistent measures of EA, which makes it difficult to draw clear

conclusions.

Discussion

The aim of this review was to provide a comprehensive review of studies that have
investigated EA within SUD. Accordingly, a systematic search of this topic was conducted
using PRISMA guidelines (Moher et al., 2009), and a narrative synthesis provided which
summarised the key findings of the identified studies. The review found inconsistent findings
regarding the association between EA and SUD among non-clinical populations. There was
some evidence that EA mediates the relationship between risk factors and SUD and is
implicated in the relationship between mental health difficulties (including PTSD) and SUD.
It appeared that there are gender differences in the relationship between EA and SUD. Due to
inconsistency in the literature, the nature of these gender differences remains unclear. EA
appeared to be implicated in treatment success and abstinence among clinical populations.

These findings should be considered in the light of the numerous limitations of the studies.
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Firstly, almost all studies, with only one exception, used cross-sectional designs.
Cross-sectional designs cannot address the issue of causation. Therefore, the mechanisms of
causality and directionality in the associations between EA and SUD remain to be seen.
Longitudinal research has found a clear effect of EA within anxiety and depression
(Spinhoven, Drost, de Rooij, van Hemert, & Penninx, 2014). For firm conclusions to be made
regarding the direction, there is a need for similar studies with longitudinal designs to be used

within the study of EA and SUD.

Most studies employed sample sizes of around 100 or more participants, with some
studies employing large sample sizes of over 3,000 participants. This was a strength of the
studies. However, many studies relied on samples of university students, meaning that
findings are not representative of wider populations. Among these samples, there was often a
low prevalence of SUD, which resulted in underpowered analyses. Only six studies used
clinical SUD samples, such as those in residential detoxification treatment. Within these
studies, there was a lack of control groups to allow for comparison. Future studies should
consider the inclusion of both a clinical SUD group, with a non-SUD control group. This
would strengthen the conclusions made. All studies were undertaken in Western societies.
Additionally, the samples consisted largely of White/ Caucasian participants. These factors
further limit the generalisability of the findings and, as result, it is not clear whether there are

differences between cultures and ethnic groups in the association between EA and SUD.

All 16 studies used self-report measures of EA. The limitations of self-report
measures are well-established, such as response bias and a potential lack of introspection,
which limit the reliability of the findings. Laboratory based behavioural measures have
shown promise as measures of EA, such as the Computerised Paced Auditory Serial Addition
Task (e.g. Gratz, Rosenthal, Tull, Lejuez, & Gunderson, 2006). Measures such as this one

should be considered for use in future research.
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Studies used vastly inconsistent measures of EA. In addition, there have been several
issues identified within the measures. For example, the AAQ was found to perform poorly
among numerous samples, such as among those with a relatively low level of education
(Bond et al., 2011) and among SUD populations (Luoma et al., 2011). Thus, it is likely that
the findings of studies which used the AAQ lack reliability. The AAQ was later updated with
the AAQ-II (Bond et al., 2011); a more psychometrically sound measure of EA. Furthermore,
the AAQ-SA is a SUD-specific variant of the AAQ, which has shown good internal
consistency and construct validity for measuring EA within SUD samples (Luoma et al.,

2011). However, despite this, only two studies identified in this review used this measure.

Attention has been raised to the lack of clarity regarding the way that EA has been
operationalised, and the boundaries between EA and other related constructs such as distress
tolerance, thought suppression and avoidance coping (see Chawla & Ostafin, 2007). Gamez
et al. (2011) attempted to delineate the relationships between these constructs, which were
laid out in their development of the MEAQ. In a recent examination into the construct
validity of both the AAQ-1I and the MEAQ, Rochefort, Baldwin and Chmielewski (2018)
concluded that the AAQ-I1 has low construct validity and functions as a measure of
neuroticism/ negative affect, rather than a measure of EA. This study concluded that the
MEAQ is a more reliable indicator of EA, and recommended use of this measure in further
research. However, it should be noted that this study consisted of a non-SUD sample.
Although the MEAQ has been used to investigate EA among SUD populations, there are
currently no studies which have validated the measure for use among this population. A
helpful way to progress the literature would be to address the latter point, and, following this
to compare construct validity between the MEAQ, the AAQ-SA and other measures such as
the AIS. Following the identification of a measure with good construct validity for measuring

EA within SUD, it is recommended that future research consistently adopts this measure. It is
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also recommended that future studies address the over-reliance on self-report measures and
consider employing laboratory based behavioural measures in addition to, or in the place of,

self-report measures.

This review was limited by the inclusion of only published articles. Although this
increased the chances of including high-quality studies, as it meant that all studies had been
peer reviewed, it heightened the risk of publication bias. Further research in the area may
have been identified through the inclusion of both published and unpublished literature

during the search process.

Conclusion

Overall, there are several positive findings which support the association between EA and
various aspects of SUD including risk factors, comorbidity, treatment success and abstinence.
However, due to the lack of consistency in the measurement of EA and low construct validity
of some measures used it is likely that studies have not measured the same construct. As a
result, it is not possible to draw firm conclusions. In order to progress the literature, it is
important to establish a valid measure of EA for SUD population and for future research to
consistently adopt this measure, along with alternative measures of EA such as laboratory

based behavioural measures.
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Abstract

Moving On In My Recovery (MOIMR) is a new, Acceptance and Commitment Therapy
based group intervention to promote recovery from Substance Use Disorder. When
evaluating interventions, it is important to consider how they work for individuals. Therefore,
this study used grounded theory to develop a model of the process of change in MOIMR. Ten
individuals who were abstinent from substances following MOIMR were interviewed. The
model that emerged depicted a chronological series of processes which centred around a core
category - reinforcement from engaging with MOIMR. Suffering from substance use
supported initial engagement. Key initial processes were group safety which involved
connection, normalisation, and cohesion, combined with coming to understand substance use.
Later processes reflected core ACT mechanisms including value-guided action and
acceptance of difficult internal experiences. Later processes took time, with participants often
completing MOIMR more than once. Limitations, along with implications for clinical

practice and future research are discussed.
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Introduction

Substance Use Disorder (SUD) is characterized as the habitual, compulsive and continued
use of alcohol and/ or drugs despite problematic cognitive, behavioural and/or physiological
consequences (American Psychiatric Association, 2013). SUD is a serious widespread
concern; government statistics suggested that close to 300,000 people were in contact with
substance misuse services in the UK between 2018-2019, a figure which increased by 4%
from the previous year (Office of National Statistics, 2019). Common sequalae of SUD
include significant distress, impaired functioning (Mueller, Degen, Petitjean, Wiesbeck, &
Walter, 2009) and unemployment (Henkel, 2011). Importantly, SUD is a leading cause of
premature mortality (Degenhardt et al., 2013). Office for National Statistics (2020) data
showed that SUD-related deaths accounted for 10% of all preventable deaths in the UK in
2018. This was the fourth highest cause of preventable deaths after cancer (35%) and diseases

of the circulatory (27%) and respiratory (14%) systems.

SUDs are often chronic in nature and frequently associated with comorbid mental
health problems (Kessler, Chiu, Demler, & Walters, 2005). There is a long history of
psychological intervention within SUD, with approaches drawn from a variety of traditions
(Byrne et al., 2019). Approaches which have been applied include contingency management,
cognitive behavioural therapy, motivational interviewing and couples and family therapies
(Carroll & Onken, 2005). Reviews of these approaches (e.g. Prendergast, Podus, Chang, &
Urada, 2002) have suggested that abstinence rates tend to be low and short lived.
Furthermore, there is a lack of empirical evidence for approaches which effectively address
comorbidity between SUD and mental health problems (Johnson, Elsegood, & Lennox,

2019).
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Group based interventions are recommended for promoting recovery from SUD
(Department of Health, 2011). Examples of widespread recovery groups include the Twelve-
Step Fellowships (Alcoholics Anonymous & Narcotic Anonymous; Wilson, 1955) and
SMART recovery (Horvath & Velten, 2000). However, evidence has suggested that rates of
recovery success following these interventions tend to be low. Therefore, arguments have
been made for a new, effective group approach to the treatment of SUD (Moos & Moos,

2006).

With the above points in mind, it is timely to investigate new group based
psychological interventions for SUD. Over the last decade, increasing attention has been
given to the application of third wave and contextual behaviour therapies in the treatment of
SUD. These approaches focus on the use of mindfulness and acceptance strategies to reduce
the likelihood that internal experiences (such as thoughts and emotions) will lead to substance
use (Lee, An, Levin, & Twohig, 2015). The main difference from traditional cognitive
behavioural therapies is the emphasis on the context and function of internal experiences,
rather than on the content (Stotts & Northrup, 2015). Contextual behaviour therapies,
including Acceptance and Commitment Therapy (ACT), have gathered interest over recent
years as approaches for effectively addressing comorbidity between SUD and mental health
problems (see Bowen et al., 2009; Witkiewitz, Bowen, Douglas, & Hsu, 2013). Within the
ACT framework, substance use is seen as a form of ‘experiential avoidance’ (Hayes, Wilson,
Gifford, Follette, & Strosahl, 1996), whereby individuals use substances to avoid unwanted
thoughts, feelings and physiological experiences. ACT focusses on approaching these internal
experiences with awareness and acceptance, rather than avoidance. Emphasis is also placed
upon identifying personal values and supporting individuals to build a meaningful life aligned
with these values (Hayes, Stosahl, & Wilson, 2012). The evidence base for the use of ACT in

the treatment of SUD is growing. A recent meta-analysis by Lee et al. (2015) found a
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significant small to medium effect favouring ACT over treatment comparisons. Additionally,
a recent systematic review by Byrne et al. (2019) found that ACT is useful in treating

comorbid SUD and mental health problems.

Coproduction has been found to be a vital component of psychological interventions
within SUD (Park, 2020). Combining coproduction with evidence based approaches, Moving
On In My Recovery (MOIMR; Hogan, 2016) is a new group based intervention for SUD.
MOIMR draws on ACT to address SUD and mental health problems and support the
transition out of substance misuse services. MOIMR was developed following consultation
with people with lived experience of recovery and professionals working in the area, around
what was most helpful in the recovery process. It aims to bridge the gap between formal
treatment provision and mutual aid by combining ACT with space for group cohesion and
support. Sessions are co-facilitated by professionals and graduates of the programme and
typically held within substance misuse service settings. The programme is aimed at

individuals who are considering transitioning out of treatment services.

MOIMR consists of twelve weekly, two-hour sessions. Topics covered include
moving forwards, dealing with anxiety and low mood, building/rebuilding
relationships, relapse, grief and loss, identity, shame, stigma and moving on, all of which are
delivered from an ACT-based perspective. Each session begins with a ‘check-in’, where
group members discuss how they have applied MOIMR throughout the past week and ends
with a ‘check-out’ where group members agree how they will apply learning throughout the
next week. The check-in and check-out also give group members opportunity to offer support
and share experiences. Challenges are set each week, which encourages commitment and
making change. An initial feasibility study found promising results including sustained

abstinence at three month follow up, increase in psychological flexibility, improved social
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functioning and decreases in depression and anxiety (Hogan, Cox, Bagheri, & Rettie, 2020).

Plans are underway for a larger randomised control trial.

Research in to psychological interventions in SUD (including ACT based
interventions) has largely focussed on quantitative measures (Johnson et al., 2019; Neale,
Allen, & Coombes, 2005). However, it is recognized that this type of research does not
uncover the deeper dimensions involved in the process of recovery, and fails to explore
mechanisms for change (Russell-Mayhew, VVon Ranson, & Masson, 2010). It has been
proposed that future research should place a larger focus on understanding the change
processes involved within recovery (Orford, 2008). Thus, when evaluating therapeutic
approaches it is important to investigate not only whether or not an approach works, but also

how it works for individuals (Mason & Hargreaves, 2001).

A literature review found only one published study employing qualitative
methodology to explore the application of ACT within an SUD population (Johnson,
Elsegood, & Lennox, 2019). No studies were found which pertained to the processes of
change during an ACT based intervention for SUD. Grounded theory methodology (Strauss
& Corbin, 2015) was selected for the present study due to the emphasis this approach places
upon developing a model grounded in the experiences of participants. Grounded theory is
appropriate when little is known about a phenomenon, and allows uncovering of the
processes inherent to the area of inquiry (Birks & Mills, 2015), such as the process of change
through engagement with a recovery group. Grounded theory has been applied to
understanding the processes involved in therapeutic groups including mindfulness-based
approaches for depression (Mason & Hargreaves, 2001) and distressing voice hearing
(McHale, Hayward, & Jones, 2018). The present study aimed to develop an explanatory

model of the process of change in MOIMR, grounded in participants’ experiences.
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Method

Design

Grounded theory methodology, following the procedures outlined by Strauss and Corbin
(2015), was used to generate and analyse data. A semi-structured interview schedule was
used to gather data (see Appendix A for a copy of the initial interview schedule). The
schedule was drawn up by the research group, and feedback was sought regarding the
appropriateness of the questions from a MOIMR graduate and group facilitator. As per
grounded theory methodology, the interview schedule evolved throughout the data collection
process. However, general topics included life before MOIMR, experience of the group
process, what was learnt through MOIMR and what aspects were helpful and unhelpful. The
interviews were conducted in a participant-centred manner, with open questions and follow

up questions and prompts where appropriate.

Procedure

» Participant recruitment

Participants were recruited through NHS substance misuse service staff within Betsi
Cadwaladr University Health Board in North Wales. These staff members provided
information about the study to all of those who met the recruitment criteria. Participants were
given an information sheet about the study (see Appendix B) and were asked to complete and
return a form (see Appendix C) to state they were interested in taking part and willing to be
contacted. The first author contacted participants over the phone, answered any questions
about the research and arranged to carry out face to face interviews. Informed consent was
obtained immediately prior to the interview taking place (see Appendix D for a copy of the

consent form).
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» Inclusion/ exclusion criteria

Participants were eligible if they had completed MOIMR within the past 12 months and
attended a minimum of 9 out of the 12 group sessions. In order to take part, participants must
have been in recovery and abstinent from substances for a minimum of three months after
completing MOIMR. Individuals who had dropped out of the group or who were still using

substances were not eligible for the study.

» Participant characteristics

Ten participants took part in the research. In line with previous research, this sample size is
typically adequate when investigating experiences among a sample of people who are
homogenous on the variable of interest (Guest, Bunce, & Johnson, 2006). The sample
consisted of two female participants and eight male participants. The age of participants
ranged from 36 to 64 years (M=52.9). Participants were previously addicted to alcohol,
heroin, crack cocaine, amphetamines or multiple substances. All participants reported long
histories of addiction ranging from 15 to 35 years. Length of time in recovery at the point of
interview ranged from six months to two years.

» Data generation

Ten interviews were conducted over four months between November 2019 and February
2020. The interviews were carried out in three stages. During the first stage open questions
were asked, to allow initial ideas to emerge. In keeping with theoretical sampling (Strauss &
Corbin, 2015), the interview schedule was revised after each interview and evolved
throughout the data collection process, as categories and subcategories began to become
clear. Thus, during the second stage, questions were more focussed around the emerging
categories. The final stage was used to confirm hypotheses and strengthen the validity of the

model. Data collection ceased when the research team were reasonably confident that
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saturation had been reached; no new concepts were emerging from the data. Interviews lasted
between 20 and 80 minutes (M=48 minutes) and were transcribed by the first author within

one week of each interview.

» Data analysis

All analysis was carried out by hand by the first author. In keeping with grounded theory
method, analysis was carried out throughout the study, and was used to shape the data
collection process. Open coding, using line by line analysis, was carried out initially to
generate concepts (see Appendix E). These concepts were transferred to cards, which were
sorted and grouped around higher order categories as the analysis took shape (see Appendix
F). Properties and dimensions of the categories were identified, and axial coding was used to
clarify relationships between the categories. As the core category emerged, selective coding
was employed which involved re-visiting the categories and delineating their relation to the
core category. Constant comparison and memoing were used throughout (see Appendix G) to
ask whether a concept had been seen before, to note ideas and reflections and use diagrams to

support the development of the model (see Appendix H).

Ethical considerations

Ethical approval for this study was granted by Bangor University School of Psychology in
July 2019 (see Appendix 1), and from NHS Wales Research Ethics Committee in September
2019 (REC reference: 19/WA/0220; see Appendices J and K). The study was also registered
with the local NHS Research & Development department (see Appendix L). Capacity to
consent was assessed by asking participants to talk through their understanding of the
benefits and potential risks of taking part in the research. The first author, who completed the
interviews and analysis, was not involved in any aspect of the participants’ care within

substance misuse services.
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Quality assurance methods

The first author made use of theoretical memoing to note personal perspectives on the data
and any emotional reactions to the data generated, with the intention of maintaining
awareness of her perspective. Additionally, a coded transcript was audited by the second and

third authors, to ensure credibility within the coding and category generation.
Epistemological Approach

A critical realist epistemological stance was adopted in the planning of the research and in the
analysis. From this stance, it was assumed that participants were creating a narrative which
corresponded to reality. Thus, participants’ social or personal characteristics (e.g. gender,
race, religion) were not considered in the analysis. This was appropriate for the study as the
main aim was to understand the process and experience of change specifically through
engaging with MOIMR. Although these characteristics undoubtedly influenced participants’
interview responses and experience of MOIMR, an in-depth exploration of this was outside
of the scope of this study. The analysis was conducted at a semantic level; aspects such as the

tone or intonation of what was said were not considered.
Author Reflexive Statement

The author is a white, female trainee clinical psychologist with no personal experience of
SUD or substance misuse services. Additionally, she has no professional experience of
delivering groups to support recovery from SUD. That said, the author has professional
experience of using ACT to support individuals presenting with various mental health

problems. She holds the belief that ACT is an effective and helpful therapeutic approach.

The author was led by the data during the analysis. However, her lack of personal and
professional experience of SUD could potentially have limited her ability to fully identify

concepts which related to this. In order to account for this, the third author, who is a clinical
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psychologist with extensive experience of working with individuals with SUD, oversaw the
analysis process. It is also worth noting that the third author was responsible for the
development of MOIMR. Therefore, it is acknowledged that the emerging categories may
have been influenced by the author’s professional experience of and belief in the benefits of
ACT and the third author’s vested interest in MOIMR as an effective intervention. Efforts
were made to account for this by intentionally searching for negative incidences, sorting
codes according to those that were and were not in line with ACT, and actively encouraging
participants to discuss any unhelpful aspects of MOIMR. Additionally, the second author was
not involved with MOIMR and had less experience of using ACT. Therefore, the second
author supported the first and third authors to recognise and look beyond biases during the

analysis process.

Results

Overview of the Model

Figure 1 is a model of the process of change made throughout MOIMR. Categories and
subcategories are represented in Table 1 and highlighted in the text in bold. The model
depicts the change processes that occurred through participants’ engagement with MOIMR,
grounded in the descriptions of participants’ experiences. The model begins prior to MOIMR
with suffering resulting from substance use, timing factors, and reaching a turning point of
deciding to make changes. Positive preconceptions supported initial engagement with
MOIMR. Feeling safe in the group setting and beginning to understand substance use from a
psychological perspective were the first stages that occurred for participants, which were
necessary for further changes to be made. Investment in to MOIMR and recovery followed.
The MOIMR focus on identifying what is important in life (values) supported participants to

take behavioural action that was consistent with this. Positive outcomes began to be seen
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following these stages, which had a bi-directional relationship with the processes,
strengthening the likelihood of their continuation. Time was taken to reach the final stages of
acceptance of emotions and making space for difficulty, which often involved completing

MOIMR more than once.
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Table 1: Categories and Subcategories

Categories Subcategories

A. Suffering Detrimental impacts of addictive behaviours
Feeling stuck
Seeking help
Timing factors
Pre-conceptions
B. Safety Scary at first
“We were all in the same boat”
Connection
Shared journey
Facilitation style
C. Understanding Resonant
“Puts in layman’s terms”
Balanced structure
D. Investment Motivation
Hearing the stories of others
Seeing the benefits
Snowballing effect
Making changes in other areas
E. Action Meaning
Focus point
Value-guided action
Placing priority in recovery

F. Taking time Completing MOIMR more than once
G. Making space for difficulty and Understanding of maladaptive coping
discomfort strategies

“Leaning In”
Making space for emotions
Getting in touch with loss

Mindfulness
H. Acceptance “Letting Go”

Gaining distance from thoughts
I.  Outcomes Integration

De-stigmatised
Achievement
Confidence
Improvements in relationships
Enrichment
Altruism
J. Altered sense of self Opening to the possibility of a different life
Reduced self-stigma
New self
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Core Category

The core category that emerged from the analysis and could be seen to some degree within all
other categories, was the reinforcement of engaging in MOIMR and with recovery consistent
behaviours. Given the group nature of MOIMR, this reinforcement involved a strong social

component.

For all participants, there was a great degree of suffering which had resulted from
substance use prior to engaging with MOIMR. Thus, the reinforcement that was gained from
engaging with recovery consistent behaviours through MOIMR in terms of social connection
and improvements in daily life, was sufficient to support participants to overcome barriers
including fear of being in a group setting, motivation and the difficulty of getting in touch
with some painful experiences. Engaging in recovery consistent behaviours began to hold an

increasingly greater degree of reward than engaging in substance use.
Category A: Suffering

This category represents the large degree of suffering that participants were experiencing
prior to engaging with substance misuse services, and prior to MOIMR. Participants
explained that there had been several detrimental impacts resulting from their substance

use, including within their families, relationships and work, for example:

P4: “and cos I wasn 't seeing my daughter | was drinking more and more and more and then |

lost me job as well... and it went downhill from there really...”

Participants described feeling stuck, with a lack of meaning and a general dissatisfaction
with life. This had resulted in seeking help from substance misuse services, however, many
participants described that they had been with these services for many years and had not

made any significant changes in their substance use. Various timing factors were described
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by participants prior to MOIMR; physical and/ or mental health problems were often

mentioned. For example:

P5: “I felt so low and got to such a low place... I was both physically and mentally drained...
literally drained... and you know I felt there was only one way | could only go up here cos

you know that was really how bad it was”

Due to the culmination of these factors, all participants explained that they had reached a
turning point where a decision had been made to take steps towards recovery. For all

participants, this occurred prior to MOIMR:

P7: “it was my time you know to turn it around... I just couldn’t carry on like that... I'd had
enough you know it wasn’t just the drugs it was all the crap that went with it I couldn’t do it

anymore mentally | felt like | was gonna have a nervous breakdown... I was on the edge”

Many participants described positive pre-conceptions of MOIMR which they had developed
through hearing of the benefits others had experienced. Others described positive experiences
of other ACT based recovery they had taken part in groups prior to MOIMR. These had led

participants to want to take part in MOIMR.

Category B: Safety

This category represents the first process that occurred when participants began MOIMR.
Participants described that entering a social setting, after what had often been an extended

period of isolation due to substance use, was scary at first.

P6: “yeah anxiety ridden... I was really bad I didn’t live in the toilet but I spent a tiny bit
longer than I should have done there... I'd been out of the world for so long and then coming

back it was a real shock”
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This was alleviated through the creation of a non-judgemental environment; participants
described the feeling that “We were all in the same boat”. This process was enabled via
warmth, genuineness, and openness on the part of the group facilitators. Group members
began to feel safe to share experiences, of which they may have felt highly ashamed and kept
hidden for many years. Hearing that others in the group had had similar experiences was de-

stigmatising and normalising:

P3: “it was good... open friendly people and it was very erm warm and welcoming... it was
nice because people have been in your situation you know and you can tell that about the
group... whereas you get a lot of judgemental people you know stigma and that... there’s no

feeling of that no stigmatism or anything it’s just normal people who 've had a bad time”

P8: “you speak about things and you think I was the only one who's been there sort of thing
and it sort of opens doors and you think Christ we re all in the same boat here... it is good to

hear I'm not the only one... I'm not a freak”

Participants described a strong connection with other groups members; many participants
formed strong bonds and friendships. These positive relationships were important as
participants often described having to separate themselves from existing friends and

relationships which may have perpetuated substance use:

P8: “at the start of the programme | was quite nervous thinking oh do | want to talk about
that should I mention this but eventually I'd open up... and being able to open up and offload

that in front of people who understood that helped in a big way”

P1: “I made two very good friends out of it you know and that’s been missing... that’s been

missing in my life... I hadn’t made new friends for 20 years while I was on the drink”
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The connection evolved into a sense of a shared journey towards recovery:

P6: “I think there’s this thing with being in a group... even if it’s not spoken it’s an incentive

purpose”’

The group employed a flattened hierarchy approach where the facilitation style involved a
degree of self-disclosure and participation in weekly challenges etc. This contributed to the

overall feeling of safety.

Category C: Understanding

Participants described beginning to develop an understanding of their substance use; all
explained that the content of the programme was extremely resonant with their own

experiences:

P8: “it was almost as though I wrote the bleeding thing... thinking oh he’s [facilitator] got it

all on paper what I’ve got in here [points to own head]”

The material was accessible, using everyday language to explain ACT ideas and
psychoeducation. Participants explained that having this understanding meant they felt able to

begin to take steps to change their addictive behaviours:

P7: “it puts in layman’s terms what’s going on mentally you know”

P7: “to understand what was going on and take it instead of getting all these emotions and
not knowing like I had done before... to be able to break it down and understand and how to

deal with cravings as well...”

Participants appreciated the balanced structure which allowed opportunity for openness and

sharing as well as covering structured topics each week. For example:
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P3: “there’s like a topic in them [group sessions] and stuff it was like keeping my mind
awake and focussed... I've been to other groups and that’s more like people just go there to

have a chat really”

Category D: Investment

Some participants described an initial lack of motivation to the group and a lack of, or only
partial investment in recovery. A sense of scepticism around the benefits of MOIMR was
described, along with a reluctance to engage in group discussions and complete tasks set

within the group:

P6: “should I go home should I not you know I just didn’t really wanna engage”

Participants described that motivation began to build through hearing the stories of others

who had recovered through the group, through the peer facilitators:

P2: “seeing the positivity of those people who’d done it I'd say in my case that gave me the

will to do it”

Participants described beginning to tentatively try things out and beginning to see the

benefits:

P4: “I sort of did start applying things and you know like more motivation came and I was

like doing things more”

Motivation continued to grow throughout the group, comparable to a snowballing effect:

P1: “/we] set a challenge each week... for the first few weeks I never did one... but by the

end of it [ was doing every one”

Participants described that they began to develop motivation to make changes in other areas

of their lives, outside of their recovery:

57



P7: “it starts definitely with Moving On... like coming here volunteering...it led to all of this

for me you know... I think if it weren’t for that I'd probably have started using again”

Category E: Action

This category refers to participants taking action to implement changes in their lives through

changes in their behaviour. Participants described a lack of meaning prior to MOIMR:

P1: “empty I suppose is the word that strikes to mind... there was just nothing in my life no

structure”

Weekly attendance at MOIMR provided a focus point in the lives of participants. Engaging
with the weekly challenges was described as giving participants a way of spending their time
which felt productive, and supported participants to begin to implement structure into their

lives.

P2: “it made me realise I had other things I wanted to do... I'd been through a phase of

purposeless like I've got nothing to do well there’s no point doing that...”

P6: “It’s good cos in the chaos of the addiction I just lurched from one situation to another

and everything was so up in the air”

The idea of considering one’s values and using these to guide action was emphasised in
MOIMR with the metaphor of “anchor points”; for most participants this meant using

activities which were related to their values to guide them when difficulty arose. This gave
participants a way of considering alternatives to their substance use which connected them

with what was important to them.

P1: “If I start feeling down with the depression I don’t think now right I’'m gonna go and get

a drink... what I do now us use me anchor points which is music, fishing, decorating... I've
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got quite a few anchor points... erm reading books... the things I never ever did before I went

to the group”

Participants described a process of placing priority in recovery and building a substance free
life. This was a difficult process, for many participants it meant ending relationships and

friendships that perpetuated addictive behaviours.

P7: “my partner did still use so I just always got dragged back in to it... so I had to get rid of

him to stop so that was a big thing you know... cos we were together 20 years”

Category F: Taking time

Several participants had completed MOIMR more than once and emphasised that without

this they would have struggled to make considerable changes:

P6: “if anything I'd say it doesn 't all sink it at once... it took me doing it twice to really

absorb it”

Those that had only completed the group once discussed wanting to do it again, suggested
they felt the group should be longer or that there should be a follow-on group. Some
participants explained that some of the processes (see Categories H & 1) took a long time to
grasp and explained that without completing the group more than once they would have

struggled to apply them.

Category G: Moving from a place of avoidance to making space for difficulty and discomfort

Participants described a long history of substance use as a means of avoiding uncomfortable

emotions and a lifestyle which involved avoidance of numerous situations:

P1: “I just hid behind the bottle”

59



MOIMR supported participants to understand the consequences of maladaptive coping

styles (typically using substances to manage uncomfortable thoughts or emotions):

P7: “I'd of just wanted a hit [ wouldn’t have even... even just simple things like paying bills...
learning if there’s a problem dealing with it straight away cos if you bury your head in the

sand they just get worse”

The term “lean in” is used within MOIMR which refers to moving towards, rather than
avoiding difficulties that arise. This was typically used to refer to internal experiences
including thoughts and memories, and situations that arose in life. Although all participants
described some aspect of this, this idea was more apparent in the descriptions of participants
who had completed MOIMR more than once. For example, this quote is from a participant

who had completed MOIMR three times:

P4: “you sort of turn to that fear and just like do it... it’s been really hard but now I see the

benefits are brilliant”

Participants were able to describe how they had applied this to their day to day lives, for

example one participant described a recent experience of losing a loved one:

P8: “I think the whole family was expecting me to crash you know to go back down the bad
line but what I did instead of that I sort of threw myself in to everything | organised the burial
the funeral everything... I knew through the programme like dwelling on things and just
thinking well one bag will switch it off for today it’s not gonna stop it’s gonna carry on |

knew that”

Participants also described learning to make space for emotions, both pleasant and
unpleasant, and the idea of a valued life being one that involves the experience of some
unpleasant emotions. This was also apparent to a greater degree within the descriptions of

participants who had completed MOIMR more than once.
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P9: “I'm gonna get peaks and troughs as you do that’s life not an excuse to use... that’s how

it was before you know”

Participants described beginning to acknowledge thoughts rather than pushing them away:

P10: “I think I'd learned to lock them away [thoughts] and yeah by doing that they 're just

gonna keep coming back and you’ll have to deal with it”

MOIMR supported participants to get in touch with losses. Loss was very evident in the
lives of participants, for whom their addictive behaviours may have been a means of blocking
out the pain associated with loss. Loss was also a common consequence of substance use. For
others, loss was relevant to the drugs themselves. All participants explained that through
MOIMR they got in touch with their losses, all explained that this was the most difficult part

of the group and their overall experience of recovery.

P7: “facing that loss without drugs learning that cos you 're sedated for so long all your
emotions are sedated as well... so facing that having to think about that instead of just

pushing it to the back of my mind... that was the hardest thing”

Mindfulness strategies were described by some participants as a means of allowing space

for and coping with intensity of emotions:

P7: “If I have a craving it’s ok don’t panic...I breathe do my mindfulness... it helped me not

to react to my emotions mindfulness did”

Although mindfulness concepts are relevant to many of the processes (e.g. the mindfulness
concept of observing thoughts), using mindfulness as an explicit strategy was not discussed at

all by some participants, suggesting that it was not something that everyone took on board.
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Category H: Acceptance

This category reflects another process which was more apparent within the descriptions of
participants who had completed MOIMR more than once. The idea of “letting go” is
emphasised within MOIMR. For all participants, this referred to trying to let go of regrets
about their past behaviour and their past selves, such as years spent with little focus in life
other than seeking substances, or the impact of substance use on relationships. Some
participants described fully applying this idea, whereas some were clear that there were some

things they did not feel they could let go of.

P8: “I've carried a rucksack full of problems my whole life... I try to let it go now what'’s

done is done”

P10: “I've let go of feelings about my addiction... there’s still a few things that I have a lot of

problems about letting go mainly with family”

These contrasting responses indicate for some, there was an element of remaining struggle

with their past selves and past behaviour towards others.

Some participants described the process of learning to gain distance from thoughts. This
involved the application of mindfulness principles and learning to take an “observer”

perspective on one’s thoughts in relation to addiction. For example:

P7: “before I was like no no no don’t don’t don’t... and you're mentally at war with
yourself... but understanding ok I'm just craving... accepting that I'm craving and then

saying no thank you... I'm not doing it today”

This captures the process of moving from a place of being “at war” with one’s mind to being

“at peace”.
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Category I: Outcomes

Integration of MOIMR into the lives of participants was facilitated via the check-in process
at the start of each group. Participants explained that hearing from others about how they had
applied the group principles helped them to think about how they could apply it to their own

lives:

P2: “I picked up on it so much more because other people had brought it up in their check

in... so it’s reiterating an important point of the course so that checking in process is great”

All participants described a gradual process of integrating learning from MOIMR, which led
to positive outcomes. These outcomes had a bi-directional relationship with the learning,
whereby they strengthened the value of integrating this and therefore, supported participants

to continue to do so, which in turn led to further positive outcomes.

Participants described feeling de-stigmatised and having an increased sense of self-worth

P8: “I don’t feel as little anymore... as much of a waste of space... more of an equal you

know”

A sense of achievement from the acknowledgement of their success in recovery by self and

others was described:

P7: “it’s little steps and every time I feel proud and a little rewarded”

A number of participants found that by engaging with others in the group, by carrying out
weekly challenges and moving towards difficulty that this gave an increased sense of

confidence:

P5: “I've been very much more confident I can take things in my stride without erm panicking

oh what am I going to do I must have a drink”
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Though mentalising, being able to see others’ perspectives and without the strain that
substance use placed on relationships, several participants spoke about improvements in

their relationships with others.

Participants described an overall enrichment of their lives:

PO: “I've learnt to go and appreciate the outdoor walks and mountains... go swimming with
my son I enjoy things like that now they re not a chore I love doing them... I'm in touch with

that side of me now”

All participants spoke about wanting to altruistically use their own experience of recovery to
help others. Most participants described wanting to stay involved with MOIMR groups as

facilitators and many also described aspirations towards careers in recovery work:

P3: “That’s what I'm perusing now... going into you know helping people... caring and stuff

maybe... becoming like a keyworker myself or helping people”

This final subcategory reflected an investment in the identity as someone in recovery.

Category J: Altered sense of self

This category refers to the process of altered perspectives participants held on themselves and
their lives, which was apparent as a later process in all participants’ experiences of MOIMR

and recovery in general.

Participants spoke about beginning to open to the possibility of a different life outside of

one dominated by substance use:

P1: “It just made you realise that alcohol wasn’t your life whereas before it was [ was always
thinking right where’s the next drink coming from... before the group I didn’t like me I didn’t

like the world... and now I'm slowly but surely getting to like myself again”
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MOIMR addresses the ideas of both stigma and self-stigma. Participants described realising
that a lot of the perceived stigma they felt was internally generated, and that their

assumptions of how they were viewed by others were not necessarily accurate:

P7: “you don’t know what other people are thinking you know you re just presuming cos
you 're judging people by your own standards so you just put yourself down mentally so you

think everyone else is thinking the same but they don’t...”

P8: “I've always had this fear that it’s written all over me you know druggie and all this sort

of thing but it wasn’t so”

Finally, a sense of new self was reflected in the way participants spoke about their past selves

and their past addictive behaviour.

Discussion

This study is the first attempt to build a model of the process of change throughout an ACT-
based group therapy for recovery from SUD. The study’s finding will now be considered in
the context of existing literature and established theory. Clinical implications, suggestions for

future research and the limitations of the study will also be outlined.

Links with extant literature

The core category that emerged from the analysis was the reinforcement that came from
engaging with MOIMR and with recovery-consistent behaviours. All participants described
suffering which resulted from their substance use. Participants described that this suffering
outweighed the rewards of substance use, thus, the substance use was no longer positively
reinforced. The detrimental impacts which resulted from substance use had increased to the

point whereby substance use for experiential avoidance (negative reinforcement) was no
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longer effective. This is consistent with reinforcement theories of addiction (for a recent
review see Wise & Koob, 2014), and with the ACT based explanation of addiction (Hayes et
al., 1996). The social support, connection and identification that resulted from engaging with
MOIMR was highly positively reinforcing, and thus supported the continuation of recovery-
consistent behaviours and was sufficient to support participants to overcome barriers. This is
consistent with the ‘differential reinforcement of other behaviours’ strategy (e.g. Higgins et
al., 1991), often used within SUD treatments such as contingency management. Through an
incremental process of applying MOIMR to daily life, benefits were experienced. These
improvements in daily life served as various forms of positive reinforcement, which began to
far outweigh any reinforcement from substance use. Participants described that life was so
drastically improved, that they would never go back to substance use. This is largely

consistent with behavioural economics theory (Bickel & Vuchinich, 2000).

Consistent with existing literature (e.g. dos Santos & van Staden, 2008; Mclntosh &
McKeganey, 2001), participants described turning points prior to MOIMR, which included
rock bottom experiences and being ready to make changes in their addictive behaviour. This,
combined with positive pre-conceptions from peers, supported the initial engagement with

MOIMR.

Upon engagement with MOMIR, two important initial processes occurred, which laid
the groundwork for later processes. The first of these is represented by the ‘safety’ category.
Entering a group setting after often long periods of social isolation was an intimidating
experience for participants. The non-judgemental and warm atmosphere of the group setting
was essential in alleviating this initial discomfort. Participants began to feel safe to share
experiences and described that hearing similar experiences from others in the group was
extremely normalising and de-stigmatising. This supported an ongoing sense of connection
and identification with the group and led to the development of a shared purpose within the
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group in terms of a movement towards recovery. Elements of this category are related to
social support, which is a well-established component of successful recovery groups
(Kaskutas, Bond, & Humphreys, 2002). Additionally, participants described the group as
providing warmth, acceptance and stability, which resonates with attachment theory
(Bowlby, 1969). This is consistent with previous research (e.g. Smith & Tonigan, 2009)
which has suggested that successful recovery groups provide a secure attachment base from
which steps towards recovery can be taken. In addition, participants’ descriptions of a sense
of belonging and shared purpose were consistent with the components of a psychological
sense of community (McMillan & Chavis, 1986). These findings were in line with previous
qualitative studies, such DelLucia, Bergman, Formoso and Weinberg (2015) who investigated

the successful components of recovery groups from a 12-steps perspective.

Developing an understanding of substance use from a psychological perspective was
the other initial process which was key in order to support further changes to be made. This is
consistent with previous qualitative research, such as Rodriguez-Morales (2017).
Participants’ descriptions of the group content as highly resonant with their own experience
and easy to understand was reflective of the co-produced manner by which MOIMR was
developed. The balance of structured content and group discussion supported this process to
occur. Many elements of the two categories discussed here are consistent with Yalom and
Leszcz's (2008) theorising of the 11 primary factors of group based therapy. The components
which were most apparent within MOIMR were universality, interpersonal learning and

group cohesiveness.

Investment was supported by hearing from peer facilitators who had recovered
through MOIMR, who demonstrated that recovery was obtainable and provided guidance
from their own experience. The importance of peer role models such as these has been
recognised in the literature (Turpin & Shier, 2017), and identified in other qualitative
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accounts of recovery (e.g. Best, Gow, Taylor, Knox, & White, 2011). This category, which
reflected an initial scepticism and ambivalence, followed by increased commitment, and then
taking action towards change is consistent with the contemplation — preparation — action

process depicted by Prochaska and DiClemente's (1982) Stages of Change Model.

The remaining categories reflect application of the ACT core therapeutic processes,
which were clearly being understood and incorporated into the lives of participants. There
was considerable evidence that participants had reflected on their values, which supported
them to make changes and cope with difficulty without the use of substances. There was also
evidence from participants’ accounts of an altered relationship with internal experiences such
as thoughts and emotions. The categories ‘making space’ and ‘acceptance’ reflected an
understanding that acknowledging and accepting, rather than avoiding or struggling with,
internal experiences was necessary in the pursuit of a valued and meaningful life. This is in
line with ‘psychological flexibility’, the targeted mechanism of change within ACT. These
findings hold some similarities with a thematic analysis of an ACT group for SUD within a
secure psychiatric setting (Johnson et al., 2019), along with other qualitative analyses of ACT
within eating disorders (Fogelkvist, Parling, Kjellin, & Gustafsson, 2016) and psychosis
(Bacon, Farhall, & Fossey, 2014). The findings of the current study contrasted slightly in that
some of the therapeutic processes took longer to achieve than others, and it often took
completing the group more than once for the processes to be fully understood and applied.
Additionally, the use of mindfulness as a strategy, such as for coping with overwhelming
emotions, was not described by all participants. Thus, regular mindfulness practice was not

essential for therapeutic success.

All participants identified that the hardest aspect of MOIMR was getting in touch with
loss, for many this took completing the group more than once. It is possible that this aspect
may explain some variation in therapeutic success. It would be interesting to interview those
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who had dropped out of, or not benefited from MOIMR, to further examine whether a
reluctance to make space for the pain associated with loss was more or less apparent within

their accounts.

Clinical recommendations

Together with the findings of the feasibility study (Hogan et al., 2020), the current study
supports the benefits of MOIMR as an intervention to promote recovery from SUD.
Participants were asked whether there was anything that was unhelpful, or that they would
change about MOIMR. Participants suggested that the group should be longer, or that they
would appreciate a follow-on group. These recommendations will be addressed. It is
important to note that it took time for changes to be made, thus it is a recommendation for
substance misuse services to consider consistently offering service users the opportunity to

complete MOIMR more than once.

The structure of MOIMR, particularly the check-in was especially helpful, and
appeared to be key to several of the categories, including group cohesion, increased sense of
safety, understanding and application of group learning into daily life. Weekly challenges
were also important to support application of group learning and strengthen commitment. The
coproduced element of MOIMR was reflected in participants’ accounts. Consulting with
those with experience of recovery from SUD in the development of MOIMR meant that the
group closely resonated with participants’ own experiences. Additionally, hearing from peer
facilitators who had graduated from MOIMR, and who had made considerable changes as a
result, was extremely helpful. These points hold implications for the development and
delivery of psychological group therapy in general, both within substance misuse services

and across mental health services more widely.
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Limitations and suggestions for future research

An important limitation of the current study was the focus on participants who had benefited
from MOIMR. Although this allowed a greater focus on change processes towards recovery,
it limited the model’s ability to account for those who did not achieve change. It would be
beneficial for future research to test the validity of and develop the current model by
recruiting participants who did not benefit from, or who dropped out of MOIMR. It would be
helpful to examine whether variation in the categories of the current model can account for
both change and lack of change. Additionally, it would be helpful for future research to
consider including substance misuse service staff with experience of delivering MOIMR, to
examine whether the model is consistent with their observations of change processes within

Service users.

Input was sought from a graduate of MOIMR in the design of the study and
development of the interview schedule. However, it may have been helpful to draw further on
this input during the coding process, given the author’s lack of personal experience of
addiction. Lastly, the current study recruited a relatively small, entirely Caucasian and
majority male sample of low to middle socioeconomic status. This is fairly representative of
the population who typically access substance misuse services in North Wales, where the
majority of MOIMR groups are offered. However, this sample limits the explanatory power
of the model. If MOIMR were to become available more widely, it would be beneficial to test

the model within more diverse samples.

Conclusion

Overall, this study adds to our understanding of recovery from SUD and how ACT can
support this process. Using grounded theory methodology, a model was developed to explain

the process of change through an ACT based recovery group. The model depicts the core
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processes involved in this change, which follow a chronological order, centred around a core
category which is the reinforcement obtained from engaging with the group and recovery-
consistent behaviours. Core ACT therapeutic processes were reflected in the categories, along
with group processes such as connection and identification. The study identified factors
which, from participants’ experience, have implications for the design and delivery of

psychological groups both within substance misuse services and more widely.
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Chapter 3: Discussion Paper
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Contributions to Theory and Clinical Practice

Contextual behaviour therapies, such as Acceptance and Commitment Therapy (ACT), place
emphasis on developing methods for approaching unwanted or uncomfortable internal
experiences, such as thoughts, memories, emotions or physiological sensations (Stotts &
Northrup, 2015). The current literature review focused on the ACT construct of ‘experiential
avoidance’: the tendency to avoid, attempt to alter or control internal experiences within
Substance Use Disorder (SUD). The empirical paper examined the process of change
throughout an ACT-based recovery group for SUD. This discussion paper aims to consider
the findings of both the literature review and empirical paper in terms of their implications

for clinical practice and contributions to theory and future research.

Theory Development and Implications for Future Research

Literature Review Paper

From an ACT perspective, psychopathology, including SUD, results from ‘psychological
inflexibility” and the processes that contribute to it. The psychological inflexibility model
(often referred to as the ‘Hexaflex’) is represented in Figure 1, taken from the Hayes, Luoma,
Bond, Masuda, & Lillis (2006) theoretical paper. This model postulates that psychological
inflexibility consists of six processes. The first of these is experiential avoidance (EA),
defined as the “phenomenon that occurs when a person is unwilling to remain in contact with
particular private experiences (e.g. bodily sensations, thoughts, memories) and take steps to
alter the form or frequency of these experiences” (Hayes et al., 2004, p. 554). Next is
cognitive fusion, referring to the tendency to become caught up with the literal meaning of
thoughts, and being unaware of the process of thinking (Luoma, Drake, Kohlenberg, &

Hayes, 2011). Other processes include a lack of contact with the present moment, an
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attachment to the conceptualised self (strongly held “I am”, narratives such as “I am weak”),
a lack of contact with or awareness of values and a lack of persistence towards valued ends

(Hayes et al., 2006).

Dominance of the
Conceptualized Past and Feared
Future: Weak Self-Knowledge

N, Lack of Values
_ \ Clarity;
Experiential / ~1 . Dominance of
Avoidance ™ 7| Pliance and

Avoidant
Tracking

Y Inaction,
Cognitive i # ~ Impulsivity, or
Fusion 7 Avoidant
- - ' ' Persistence

Attachment to the
Conceptualized Self

Figure 1: The Psychological Inflexibility Model (Hayes et al., 2006)

Research into this model within SUD has largely focused on the construct of EA,
where drugs and/ or alcohol are thought to serve the function of controlling, suppressing or
eliminating unwanted or unpleasant thoughts, feelings or physiological sensations (Wilson,

Hayes, & Byrd, 2000). The literature review paper found several studies that support this
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idea. However, the review also found a great deal of inconsistency and issues regarding the

way in which EA was operationalised and measured.

Perhaps the most important issue is the poor construct validity of the commonly used
Acceptance and Action Questionnaire-11 (AAQ-I11), as outlined by Rochefort, Baldwin and
Chmielewski (2018). The Multidimensional Experiential Avoidance Questionnaire (MEAQ)
appears to offer a more valid measurement of EA. Future research is required to examine the
construct validity of the MEAQ among SUD populations, and then to compare with other
measures of EA including the Substance Abuse variant of the AAQ (the AAQ-SA) and

Avoidance and Inflexibility Scale (AIS).

Another important limitation to be addressed is the over-reliance on self-report
measures. It would be helpful for future research to consider using behavioural based

laboratory measures alongside, or in the place of, self-report measures.

Once the above limitations have been addressed, and there is a valid measure of EA
for SUD populations that can be used alongside laboratory-based behavioural measures, EA
is a construct that holds significant potential for future research and theory development.
Application of the construct in longitudinal research, may inform theory regarding who is at
an elevated risk of developing SUD, and who is more likely to recover. This may support

future research to focus on preventative, as well as reactive treatment interventions for SUD.

Empirical Study

The empirical paper represented a model of the process of change towards recovery
throughout Moving On In My Recovery (MOIMR), an ACT-based group intervention for
SUD. It would appear that MOIMR operates in line with many of the theory-based effective
ingredients of treatments for SUDs as outlined by Moos (2007). This includes aspects of

social learning theory (Bandura, 1977; Maisto, Carey, & Bradizza, 1999), behavioural
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economics theory (Bickel & Vuchinich, 2000) and the stress and coping theory (Kaplan,
1996). In addition, elements of MOIMR reflected several of Yalom & Leszcz's (2008)

theorising of the primary factors of group-based psychotherapy.

The empirical paper makes a novel contribution by applying grounded theory
methodology to the exploration of ACT in the treatment of SUD. A literature review found
few published studies pertaining to the application of qualitative methodology to ACT-based
treatments in general, and only one relating to SUD (Johnson, Elsegood, & Lennox, 2019).
When evaluating interventions, it is important that we do not focus solely on whether or not
these interventions are effective, but that we also consider how interventions work for
individuals (Mason & Hargreaves, 2001; Orford, 2008). Qualitative methodology allows us
to achieve this through focusing on change mechanisms, giving us the opportunity to examine
whether interventions are working in the intended way. In this sense, it was interesting to see
that the intended core therapeutic processes of ACT were very much reflected within the
current model. However, it appeared that the application of these processes depended on
group-based and other individual factors. It is also important to recognise that the application
of some ACT processes, such as acceptance of uncomfortable emotions and being able to
step back from thoughts, took time to achieve and as such, were reflected to a greater degree

within the accounts of participants who had completed MOIMR more than once.

In order to expand the current model, one of the most important areas for future
research is to include those who did not benefit, or who dropped out of MOIMR. Where
psychological intervention is concerned, change is best understood by incorporating the
perspectives of not only those who achieve it, but also those who do not (McHale, Hayward,
& Jones, 2018). By recruiting those who did not benefit, or who dropped out of MOIMR, it
would be possible to study whether variance on the same categories within the current model

can account for both change as well as lack of change. This could potentially progress the
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literature, as it would allow examination of the factors which lead to difficulty in applying

ACT-based principles.

Considering implications of both papers together

According to the ACT model, substance use, along with other problematic behaviours
such as avoidance of social situations, deliberate self-harm and disordered eating, share the
common function of EA (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996). Existing
studies have supported this hypothesis (e.g., Kingston, Clarke, & Remington, 2010).
However, given the reliance on the AAQ-I1 within existing studies, future research is

warranted to test this hypothesis using a more valid measure of EA.

If the above hypothesis is supported by future research, and it is seen that many
problematic behaviours share the same underlying factors, this may justify an intervention
which focuses on a reduction in EA to be delivered widely across substance misuse and
mental health services. There have already been numerous calls for collaboration between
mental health and substance misuse services, due to the tendency for both mental health and
substance misuse problems to co-occur (e.g., Public Health England, 2017). MOIMR, which
focuses on mental health in addition to substance use, may be one option for consideration.
Therefore, future research could examine the possible application and effectiveness of

MOIMR delivered within a mental health service population.

Considering both the literature review and empirical paper together, the ACT model
of SUD is heavily based on EA. Within the recovery accounts given by participants, it was
clear that many had reduced EA by learning to get in touch with and allow space for difficult
internal experiences, rather than, as they described, pushing them away using substances.
However, problems with the way that this construct has been operationalised and measured

has led to issues with the findings, and therefore, theory regarding EA and SUD. Contextual
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behavioural theory and therapies represent relatively new approaches. It is hoped that the
suggestions outlined in the literature review paper will be addressed by future research to
support the development of SUD and contextual behavioural theory, and the continued

development and delivery of effective interventions.

Implications for Clinical Practice

Literature review

The literature review brings attention to the need to be mindful in selecting means of
measuring outcomes in clinical practice. In line with the suggestions of Rochefort et al.
(2018), it is important to be clear about the treatment targets and outcomes, and select
measures accordingly. Thus, if targeting a reduction in EA, as clinicians often are when using
contextual behaviour therapies such as ACT in clinical practice, the literature review would
suggest that the MEAQ, or the brief version (BEAQ), would be the most valid and

appropriate measures to select.

Empirical Paper

The empirical paper made the novel contribution of understanding how ACT can support the
process of recovery from SUD. These findings support the development of MOIMR, and sit
well alongside the promising findings from the initial feasibility study (Hogan, Cox, Bagheri,
& Rettie, 2020), which will be published later this year. The current study, along with the
feasibility study, will hopefully support the development of a randomised control trial. This
could lead to MOIMR becoming more widely available across the UK, ultimately providing

an evidence-based and effective intervention.
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The findings also support clinicians working within substance misuse services,
particularly those involved in delivering MOIMR, to understand how the groups work for
those who take part. The pre-group factors, which were depicted in the ‘Suffering’ category
may also have helpful clinical implications in supporting substance misuse service staff to

determine which individuals may most benefit from engaging with a group such as MOIMR.

When considering clinical implications of the current research, it appears relevant to
consider these implications in the light of the current circumstances surrounding the outbreak
of COVID-19. Stress arising from uncertainty around the current situation, social isolation,
unemployment and reduced means of personal and community support have been suggested
as factors which are likely to contribute to a steep increase in development of SUDs (Clay &
Parker, 2020; Sederer, 2020). Due to this expected increase in SUDs, it is important that
effective interventions are available. As the current paper, along with the initial feasibility
study, supports MOIMR as an effective intervention to promote recovery from SUD, it is

important to consider how it can continue to be delivered.

As we face uncertainty regarding the amount of time that social distancing measures
will remain in place, it is important to consider how MOIMR may need to be adapted
accordingly. Many UK mental health and substance misuse services have shifted to online or
telephone delivery models. Platforms such as ‘Zoom’ have been utilised for online delivery
of group-based interventions. The current research highlighted the importance of achieving
group safety, as an initial process, to support further change processes to occur. This safety
was achieved through connection, cohesion, and identification with other group members. If
online delivery was to be adopted for MOIMR, it would be important for facilitators to
remain attentive to these processes, which are needed perhaps even more so at this time when

many individuals face high levels of stress and extensive social isolation.
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Reflective Commentary

Completing this research project involved numerous new experiences for me. Firstly, this
research project was the first time | have professionally encountered individuals who have
recovered from such extensive histories of SUD. Hearing participants’ stories was
fascinating. After each interview | was left with a mix of emotions, typically admiration and
inspiration, often combined with sadness. Upon setting out on my first interviews | naively
believed I could briefly ask participants to describe their lives prior to MOIMR. I quickly
learned this was not a short question, actually one that would take up a large proportion of the
interview, and that it was extremely important to ask about this in order to understand
recovery. Themes of trauma and loss were extremely prominent in participants’ stories of
their lives prior to MOIMR. | often reflected on how it was unsurprising that these
individuals had begun to use substances given the experiences they had encountered. This
strengthened my commitment to promote a psychological understanding of the factors that
can lead to, and perpetuate, SUD and challenge some of the unhelpful and stigmatising
narratives that often exist within our society. It was inspiring to hear stories of recovery
success. However, this also led me to consider how my experience of the research process
may have been different if | had spoken to those who had not made changes towards

recovery.

This was also the first time | have completed qualitative research. Initially, I spent
several weeks grappling with developing an understanding of the differing approaches to
grounded theory, each with their own epistemologies and terminologies, and felt somewhat
overwhelmed by the complex task ahead of me. After settling on an approach and beginning
the research, | began to really enjoy the process. | particularly enjoyed getting to know the
data through listening intently to the recordings whilst transcribing, and then reading closely
over the transcripts whilst coding. Throughout the category generation process, | found

86



supervision and memoing invaluable to help me recognise my own influences. As | have
mentioned in my empirical paper, | had extensive experience of using ACT within my
clinical practice, as did one of my supervisors. Supervision sessions between myself and both
supervisors (two of us with extensive, and one with less ACT experience) were very helpful
and important in order to recognise and acknowledge the times when my analysis seemed to
be highly influenced by ACT theory. It can be seen in the diagrams in Appendix H that an
early version of my model very closely represented the ACT ‘Hexaflex’ (Hayes et al., 2012)
itself, which discredited other key processes which were essential in explaining the change

process.

The idea for this research was borne out of one of my supervisors’ experience of
developing and facilitating MOIMR and observing individuals making huge changes towards
recovery, which left him often pondering “How are they doing this?”. This was a question
that quantitative methodology just could not address, and existing literature could not explain.
It was important to keep going back to this question, to consider how change happened
through MOIMR. However, it was also important through supervision and memoing to
ensure that this focus did not lead to an exclusion of information about other factors outside
of MOIMR, or those MOIMR factors that were not ‘intended’. It was also important to
consider how out-of-MOIMR factors interacted with within-MOIMR factors to promote

recovery-success.

The circumstances during which the final stages of the thesis were completed were far
from what | expected would be the case. Writing this now, in May 2020, daily life and,
seemingly, the world has changed drastically in a short space of time. Due to the outbreak of
COVID-19, we have been advised to stay at home and distance ourselves from others who do
not live in our household. Many of us have been instructed to work from home, with others

finding themselves unemployed or in periods of paid absence. Uncertainty and unease seem
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to be the flavours of the moment, as the nation seeks, and seemingly does not find,
reassurance throughout this strange time. As well as considering the implications of my
research in the context of COVID-19 (as above), it also felt appropriate to reflect on the
experience of completing the project during this time. COVID-19 restrictions have had an
impact on each and every one of us, and | have certainly been no exception. The term “we are
all in the same boat”, which was a common code from my transcripts, and is often cited
within ACT texts (e.g., Bach, Moran, & Hayes, 2008) was highly relevant. Not being able to
spend time with friends and family, and not being able to engage with many valued activities
has been very difficult. The uncertainty resulting from the situation frequently resulted in
anxiety and left me struggling to concentrate, during what would always have been a stressful
period. This experience has been, and continues to be, challenging. However, it has given me
an interesting insight in to applying ACT to myself. Particularly, by noticing my own
tendency towards experiential avoidance, and working instead on acceptance of uncertainty,
and using my values as a focus to remind me of how completing this project serves valued

ends.

Overall, the research process has taught me a great deal about recognising my own
influences and biases, and how this can shape how | make sense of information. The research
process has been highly interesting and rewarding and piqued an interest in qualitative

research which I hope to fulfil in my future career.
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Appendix A: Initial Interview Schedule

Age
Gender:

Substance's pravious issuss with:

Questions about the expenence and process of moving towards recoveny:
1. Could you describs your life befors attending MOIMR
2. Could you tell me sbout the person you are now?

a. What positive changes have occurred inyour life since MOIMB?
b. Could you tell me abaout how your coping strategies hawe changed since

attending MOIMR?
c. Tell me about the strengths that you discoversd and developed through
attending MOIME.
Cuestions about MOIMR groups:

1. Could you tell me what made you decide to take pant in MOIMR?

2. Could | ask you to describs the most important things you hawve leamt through
attending MOIMR?

a. Arethere any particular sessions or moments that stand out i your mind?
3. Which paris of MOIMR did you find most helpful?
4. What has been unhelpful’ what could have been different sbout MOIMR?

Cuestions abowt the future’ maintamning recowery:
1. What do you think are the most important ways to maintain recowery?

2. \Where do you se= yourself in two years? Describe the person you hoge to be then.

Final questions:
1. Iz there anything you might not have thought abowt before that cccurred to you
during this imtendasw?
2. s there something else you think | should know to betier understand howe MOIMR
helps people to change?
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Appendix B: Participant Information Sheet
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PARTICIPANT INFORMATION LEAFLET

Study Title: Exploring the process and experience of change
throughout ‘Moving on in my recovery’; a psychological group
intervention promoting recovery from addiction.

Ressarchers: Emma Shepley - Traines Clinical Psychologis:
Dr Les Hogan - Clinical Psycholkgist
Dr Mike Jacksom - Clinical Psycholagist

|'f. W would like to invite you to take part in a research study to help us find owt more abowt your ‘.I
experience of Moving On In My Recovery, and how this helped you to move towards recovery

from =ddiction. This leaflet gives you more information about the study. Please read it carsfully
before deciding whether you would like to take part

If, after reading this leaflet. you decide you would like to participate, please complete and retwrn
the Imitial Contact Form using the freepost address=d envelope provided or, altemnatively, you
can lef your group facilitator or Substance Misuse Service [SMS) worker know that you would
like to take part and pass on your contact defails. The Lead Researcher, Emma, will then
'.,L contact you to answer any questions you hawve and to arrange 8 convenient time to meet with |
, You. /

"

This project is a student study which is sponsored by Bangor University. The
project has been approved by the Psychology Research Ethics Committee and the
MH5 Research Ethics Committee.

What is the purpose of the study?

The purpose of this study is to explore the experiences of people who have made changes in their
fwes towards recovery from drug andlor alcohol addiction after, or whilst atiending Moving Cn in
my Recowery ('Maoving on') Groups. We would like to understand which aspects of the Mowing on
Groups help people 1o make thess changes. This study will add valuabls insight into the process of
recovery from drug andior aleohol addiction, which will help with the development of Maoving Cn
groups. This is an important tirme to do this research, as we are hoging to expand Moving COn
Groups so that they are available more widely across the UE

Whao is carrying out this research?

TR Y- e
LAAiaraliy IRAS number: 265252
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Emma Shepley 5 3 Traines Chnical Psycholagist on the Morth Wales Chinical Psychology
Froghamme (WWCFF) and is carrying out this research as part of her training at Bangor University.
Emma is the researcher who will meet with you if wou apres to take part and can answsr any of
your questions about this. Other people who are imvolved in the research are: Or Le= Hogan
{Clinical Psychologist in Drug & Alcohal Sendces) and Or Mike Jackson (Clinicsl Psychaologist and
HNWCPF Research Dirsctor). Cr Lee Hogan and Cr Mike Jackson are Emma’s supenisors.

Why have | been invited?

You have been invited to tske part in this study because you recently took part in 3 Moving Cn
group and the group keader’ your SMS worker identified that you made changes towsrds recovery
from sddiction.

Do | have to take part?
Na. i is up ta you if you decide whether or not 1o take part.

Bafore you decide, we ask you to read this imformation leafist. if thars is anything that is not clear
or if you would like more infarmation, please ask the researcher, Emma, or contact the ressanch
s5taff [contsct details given at the end of this lesflet). If you decide not o fake part, you do mot
nead to give 2 reason and it will nor affect the services you receive from SUS.

What will happen if | decide to take part?

If you decide to take part in the research study, you will b= asked to come and mest the researcher
at your closest SME. IF it is difficult o fravel, altemative locations can be discussed (2.9, your GP
surgery or your home). You will be asked to sign and date 3 'Consant Farmn', which is your written
agreernent to fake part in the research. You will recene 3 _copy of the form, to keep for your
records. ou will meet with Emma. and you will be asked 1o take part in 3 face-to-face infenview:

+ The only people present for the interview will B2 you and Emma

+ The interview will be recordsd on an audio device [see below on dsta storape and
confidentiality)

= The interview will be ‘semi-structured’; this means Emma will have some guestions she asks
everyons taking part, but you are also free to talk sbout what matiers to you

The inteniew will {ake around 80 minutss. You will b2 able to take 5 short break 5t any tirme if you
e, The researcher will onby nesd to mest with you on one occasion to conduct the intendiswy.

Will my treatment with SM5 be affected?
Mo, you will continue to receive the same senvice whether or not you decide o participate in the

study. You can decide to withdraw from the study at any time, without your support from 585
being affected in any way.

What are the possible benefits of taking part?

L T 4 Y- - Tl
HAAELAITE IRAS number: 265352
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If you decide to take part in the study, you will recenre a voucher worth £10 for your tiree. ou will
hawve an opportunity o share and reflect on your experiences which you rmay find helpful. This may
also help to improwve the groups and ulimately help other peogple recover from addiction.

What are the possible disadvantages of taking part?

This study does not imwzlve any dirsct risks. ou will spend spproximately one hour discussing
your expeniences, as well 35 the time getting to and from the interview location.

Will my information be kept confidential?

Yas. The intendizw will be recorded on an audio device, which will aleays be kept in 3 locked
cabinst What wou say will then be typed up into a Word document, with all identifying informnation
removed; the recording will then be deleted. The Word Document will b= kept on a password-
protected computer. We will identify any information abowt you by giving # 3 “study numnbsr,
known only to the research tzam.

All information gathered will b= retsined by the research team for & years, after which they will be
safely and securely disposad of, in ine with MHS policies.

What will happen to the results of the study?

The infarmation collected from you and other paricipants will be used for academic research nfo
drug andior skeohol addicfion, and the results may be published in journal aricles and
presentations at conferences. Your infarmnation will b2 anonymized; information that identifies you
{such a5 your name] will not be written in any reseanch publications.

The dats collected will be published in the form of themss that have emerged across all the
mierviews. There may be some dirsct quotations, but we will ensure thers is nathing that identifies
you in these. If you decide to paricipaie, after the ressarch i= complete you can ask to mest with
one of the researchers fo sxplain the results fo you or ask for 3 brief report of the main resulis.

Who will have accass to this information about me?

Your personal details will remain strictly confidential. Your name is anly recorded for consent
purpases and 5o that the resesrch team can contact you. Your name will be removed from records
of the informiation you share in the interview. Your consent form and paper copies of intendew
transcripts will b= stored in 3 lockad filing cabinet. Any computer data will be stored on 3 password-
protected computer, based af Bangor University.

What if | want to withdraw from the study?
You can withdraw from the study at any time, and you do not need to give an explanation. You also

da not have to answer questions that you do not want to answer

What if something goes wrong?
If you have any concerns, you can contact any member of the research team, using the contact
details at the bottom of the imformation sheet. i the researcher becomes concemed about your

O T 5 .
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mental wellbeing during the course of the study, she will se=k permission to contact your SMS
worker. In the unlkely event that there is 3 =senous concern about an issue of risk, she would hawe
3 duty to inform your SMS worker. | you remain unhappy about the research, the response 1o any
concems you may have raised, andlor wish o r@ise a complaint about any aspect of the research,
please coniact Huw Ellis, Psychology Manager on 01248 38 3229,

How do | volunteer to take part in the research study?

If you would like to take part, please complete the Initisl Confact Form in this Information Psck and
post the form o Emma wsing the pre-starnpsd and sddressed envelope provided. Or you can et
your group facilitstor or SMS worker know you wiould like to be contacted abouwt the research and
they will pass your contact details on to Emma. After recening this, Emma will get in fowch with you
o answier any of your questions and amange 3 convenient fime o mest for the interview. |f you
would liks to take part. you will need to =ign and date two copies of the 'Consent Form', one of
which will be given fo you to keep for your records.

For further information, please contact:

[ Name Address Phone Email
Emma Shepley Marth Wales 01248 IEH05D sepal8iEbanpor.acuk
Trairee Chnical Clinical Psychalagy
Paychalogist Programme
INWCPP)
Schoaol of
Paychalogy,

Grigantia Buildirg
Bangor University
Bangor,
Gwynedd

Marth 'Wales
LLET 2DG

Dr. Lea Hagan Schoaol of 01248 38H2TE lee hogangbangor. &c.uk
Payvchalogy,
Brigantia Building
Bangor University
Bangor,
Gwynedd

Marth Wales
LLET 2DG

a30arza1e IRAS number: 2685252
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Dr Mike Jacksan Marth Wales 01245 3ERO50 ik chisondD bangor.ac. uk
Clinical Psychology
Programme
{MWCPP)

Schiool of
Paychalogy,
Brigantia Building
Bangor University
Bangor, Gwymedd
Marth Wales

LLET 203

Bangor University is the sponsor for this study based in Walss. We will be using information from
you in order to underiake this study and will act a5 the dats controller for this study. This mzans
that wee are responsible for looking afier your information and using it properhy.

“four rights to access, change or move your infarrmation are Bmited, as we need to manage your
nformation in specific ways in order for the research to be reliable and accurate. f you withdraw
from the study, we will kesp the information abowt you that we have alresdy obizined. To
safeguard your rights, we will use the minirmum personally-identifiable information possible.

You can find aut more sbout how we use your information at URL:

hitps:\fwsnw bangor ac uk'governance-and-

compliance'dataprotection'documents/Data e 20Protection T 20 oli nal%e2ilu 0201 8%2

Dwl.pdf or by contacting: Gowemance and Compliance, Bangor University, Bangor, Genmedd,
LLET 2015,
Fhone: (01248) 382043

Bangor University will collect information from you for this research study in accordance with our
nstnuctions.

Esmgor University will keep your name and comtact defsils and any other identifiers such &5 job
role confidenhzl and will nof pess this information fo the NHS. Bangor University will use this
information 85 needed, fo condact yow abowf the resesmch sfudy, sna make sure thaf relevant
information ahout the sfudy is recorded for your care, and to oversees the qusiy of the study.
Cirtain individusls from Esngor Universify and requiaiony organizations ma)y look &t your research
records fo check the scourscy of the resesmch sfudy. Bangor Universty will only receive
information withow! sny idenifising informalbion. The people who analyse the informabion will nof b=
sble fo identify you and will nof be ahle fo find ouf your name or confact dedzils.

Esmgor University will keep ientiffable information sbout you from this sfudy untl the study has
finished, after which fime If wall be desimyed secursly.

Thank you for taking the time to read this information leaflet.
We hope you feel able to take part and look forward to hearing
from you.

Taly 4l Y- e
LAAELAaliy IRAS number: 265252
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Appendix C: Participant initial contact form
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INITIAL CONTACT FORM

Study Title: Exploning the process and experience of changs throughout Roving on
in ry recovery’; 8 psychological group intersention prormoting recowvery from
addiction.

Name of researcher: Emma Shepley [Traines Clinical Psychologist, Morth Wales
Clinical Psychology Programme [MYWCFP), Bangor University ).

Supervised by: Dr.lee Hogan (Clinical Psychologist in Addiction Services) and Or
Mike Jackson (Clinical Psychologist and MWCPP Research Director).

to Emma Shepley using the stamped and addressed envelope provided. Ernma will

then contact you to discuss the research further and arange to meet with you if you decide

o participats.

Plages put your Initialz In the box:

| agree to be contacted to discuss the research study

Your name (plesse print):

Your signature:

Your contact address and postoode:

The best telephone number to contact you on:

Thank you for considerning participating in this research stedy. | look forward to speaking
with you in the near future.

L b ] FAS niumbear: 20852632

Y

If you are interested in parficipating in our research, please complete this form and return |
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Appendix D: Consent form

74N GIG
Lo O salad
.\"b; \\'-_l Lj f f oo Clif B inhing :III .I

PARTICIPANT CONSENT FORM

Study Title: Exploring the process and experience of change
throughout ‘Moving on in my recovery’; a psychological group

intervention promoting recovery from addiction.

Please initial each box if you
agree with the statement

. | confirm that | hawve read and undarstood the information sheet far the abovs

study. | hawe had the opporiunity to consider the information, ask guestions, and
hawe had these answered =atisfactonly.

| understand that ry parficipation is voluntary and that | am free to withdraw at amy

time without giving 3 reasan, and without my legal rights ar my medicsl care being
affecied.

| understand that ry SMS worker will be informed of my participation in this study if
the research team become concerned about my emotional wellbeing.

| understand that the intendsw will be audio recorded.

| understand that data collected about me duning this study will b2 anonymised
before it is submitted andior included in any publicstions arising from the study.

| agree to tske part in this study.

O

O

O O

Hame of participant Date Signature
Researcher Date Signature
armiig IRAS mumber: 265252
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Appendix E: Excerpt of a coded transcript
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Appendix F: Category Generation
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Appendix G: Memo excerpt

14/02/2020: memoing on p3 transcript

P@ talks about the difficulty of some of the processes —acceptance of addiction, refers to it as a “big
hurdie”, and that movement from shame/ wanting to hide addiction to acceptance of it (page 10)....
This emphases the difficulty of applying these constructs. He also discusses earlier in the transcript
how it took him completing the group three times before he began to feel able to accept the
addiction and what others thought of hirn.

PZ talks about the stigma session, shifting from a life of an addict and the identity of an addict, but
then also discusses the fear of who he is without drugs, and how the content of that session seemed
to have given him the “tools” {in his words) to build a new life. This, combined with the positive
relationships formed in the group, supported the process of developing a new identity as someone
in recovery.

15/02/2020: memoing on pl0 transcript

P10 discusses the role of the group community, this makes me think about the attachment, sense of
family,/ belonging that was clearly missing in PY's life that this provided.

The prioritising grocess that needs to happen could be seen like a weighing scale — investing more in
1o recovery 5o that is the heavier end, so that there is so much that could be lost by going back to
alcoheol/ drugs; P10 talks about the pros and cons outweighing each other (page 5). This is something
| ami s22ing in all the transcripts, this sense of life without drugs becoming more rewarding and far
outweaighing a life with drugs.

Another key process seen here is learning to accept difficult life experiences, make space for difficult
emotions — “life’s not perfect” as P10 talks about.

PAGE 9 about learning that blocking out {experiential avoidance] leads to further and maintained
difficulty

A note on language: the accessible language used (rather than ACT languags) seems to mean that
participants have been able to apply it to their own lives, P10 uses phrases that are taken directly
from the group, as do 5o many other participants.
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Appendix H: Diagrams of model development (Versions 1 — 3)

Safety

“All in the same boat™
Facilitation style
Connection
"Seary at first”
“Incentive purpose”

Content/
understanding
Resonant

“Puts in layman’s terms”
Balanced structure

GENERALISING

Seeing the benefits
alling effect
Further positive life changes

Acceptance
Letting go of regret about the past
Distance from th
cepting thoughts, physica
sensations

Value-congruant action

and purpase

R

Broadening horizons

ion of diffe

pproach
Getting in touc ith o
Mindfulrness cor

‘Confidenc
&

Strength
Inprowed

reladionsh
ins

Albratsm
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Appendix I: Bangor University School of Psychology Ethical Approval Confirmation
) Reply all | ~ il Delete ) Junk Block

Ethical approval granted for 2019-16553 A qualitative exploration of the process and experience of change throughout ‘Moving on in my recovery’; a
psychological group intervention promoting recovery from addiction.

ethics@bangor.ac.uk
3
° Thu 04/07/2019 08:36 &9 )y >

To: Emma Shepley

Dear Emma,

2019-16553 A qualitative exploration of the process and experience of change throughout &#39;Moving on in my recovery&#39;; a psychological group intervention
promoting recovery from addiction.

Your research proposal number 2019-16553

has been reviewed by the School of Psychology Ethics and Research Committee

and the committee are now able to confirm ethical and governance approval for the above research on the basis described in the application form, protocol and supporting
documentation. This approval lasts for a maximum of three years from this date.

Ethical approval is granted for the study as it was explicitly described in the application
If you wish to make any non-trivial modifications to the research project, please submit an amendment form to the committee, and copies of any of the original documents

reviewed which have been altered as a result of the amendment. Please also inform the committee immediately if participants experience any unanticipated harm as a result
of taking part in your research, or if any adverse reactions are reported in subsequent literature using the same technique elsewhere.
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Appendix J: Health and Care Research Wales (HCRW) Ethical Approval

Ymchwil lechyd m
a Gofal Cymru

Health and Care Health Research
Research Wales Autho Fi'tf

Dr Lee Hogan

School of Psychology, Brigantia Building, Emai HCFW soorovalediwiies i ok
Bangor University, Bangor, Ganymedd

LLEF 2DG

18 Septernber 2012

Dwzar Or Hogan

HRA and Health and Care
Research Wales [HCRW)

Approval | etier

Study tithe: Exploring the process and experience of change
throughout “Mowing On In By Recovery’; a
psychological group intervention promoting recovery

from addiction.
IRAS project ID: 263252
Priotocol namiser: TBC
REC reference: TanNANDZ20
Sponsor School of Psychology

| am pleased to confirm that HRA ; : 3
has been given for the abowe referenu::edmﬂ_.' mﬂr&has:s-dewl:edm Iheapplu:.atnnfurm
protocal, supporting docurnentation and any danfications received. You should not expect fo

receive amything further relating to this application.

Please now work with participating MHS crganisations to confirm capacity and capabidity, in
line with the mstructions provided in the “Information to support study sef up™ sechion owards
thie end of this lether

Howr should | work with participating NHSMHSC organisations in Northern lreland and
Scotdand?

HRA and HCRW Approval does not apply to NHSHSC organisations within Morthemn Ireland
and Scotland.

I wou indicated in your |RAS form that youw do have participating organisations in either of
these devohwed admmnistations, the final document set and the shudy wide governance report
(incheding this letter) have been sent to the coordinating centre of each particpating nation.
The relevant national coordinating function's will contact you as appropriate.
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Flease ses |RAS Help fior informration on working with MHSHSC crganisations in Morthem
Ireland and Scotland.

How should | weork with participating non-MHS crganisations?

HRA and HCRW Approval does not apply fo non-MHS crganisations. You shoubd work with
your non-MHS crganisations to obiain local agresment n acocondance with their procedures.

What are my notification responsibilites during the study?

The standard conditions docurnent “Afler Ethical Review — quidance for spomsons anmd
mvesigaiors", issued with your REC favourable opinion, gives detalled guidance on reporiing
expectations for shudies, ncleding:

« Regsiration of research

. Nofifvi I

»  Notifying the end of the study
The HRA website also prowides guidance on these topics, and is updated in the light of
changes in reporting expectations or procedures.

Who should | contact for further information?
Flease do not hesitate to contact me for assistance with this applicaton. My contact detalls
are below.

Your IRAS project |D is 265252 Flease quote this on all comespondence.

ours sincensly,
Amne Gell

Emal: HCEW. approvalsifwales.nhs ulk

Copy for i Huwr Ellis
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List of Documents

The final document st assessed and approved by HRA and HCRW Approval is listed below

Documernt ersion Dare

Coraering lefler on Fesaded paper [Cover Lafter for REC] L 0= July 20415
Esvidence of Sponsor Rsurance of iIndemnty [non NHE Sponsors I August 2019

ont

Inlr:l:.-hn scheduies or opic guides for participants. [rendew 1 07 June 2013
Schedule]

IRAS Applicabion Formm [IRAS_Form_12072019 1Z July 2015
Ceganisaton inform aton Doscument 14 August 2013
Other InEtal contc fiorm | 1 07 June 2015
Parficipant comsent form 2 0% E=ptember 20132
Paricpant imformation sheet (PIS] 2 03 Eeptember 20159
Research promos or project proposal [Study Probooni] vl 07 June 2013
FRezsponss b Reguest for Further Infom=aion 0% E=ptember 20132
Somesdule of Events or So0ECAT
Summary GV for Chi=® Iriestgator (Sl [ ChieT imvestigabor] 1 O7 June 2019
Summary TV for shudent (S Principlz InvesSgabor (Shadent]] L 07 June 2018
Summary TV for supervisor (student research) [TV Academic L 07 June 2018
Supsn/isor 7
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Information to support study set up

| RAS picpect D | 265282

The bebow provides all parties with information to support the amanging and confirming of capacity and capability with participating NHS
organisations in England and Wales. This is intended to be an accurate reflection of the stwdy at the ime of issue of this letter.

lepl_!s_nf_ E::peddnrsrelded Agreement tobe | Funding D-mlﬂdl HR Good Practice Resource Pack
participating | to confirmation of used amrangements | expectations expactations
NHS capacity and
organisation | capability
Single site Research activities An Organisation There is no [t = expected that Mo Honorary Research Contracts,
shudy should not commence | |nfarmation funding to sites | Bere will be a Local Letters of Access or re-=ngagem
ng | at parbicipating MHS Diocusmient has Collaborator (the role | checks are Tor e
dl msearch | perenisatons in been cubmitted of the Local employed by the particpating NHS
activiies Engiand or Wales prior | and fe is Callaborator is to organisatons. Where arangements
. Sponsor . are not already in place. research staf
1o their formal not requesting and support practical not employed by the NHS host
confimation of | does not expect amangements to organisation undertaking any of the
capacity and capability | any other site facliate the presence | reseanch actiities listed in the
to deliver the study. agreement to be of the reseanch staf research application would be
wmed. under Letiers of expected to obtain an honorary
Accesshonorary ressarch contract. This would b2 on
Research Contracts the basis of a Research Passport (i
! university employed) or an MHS o
etc). MHS confirmation of pre-engagement
checks letter (if NHS .
These should confirm en DES

checks, incleding appropriate bamed
list checls, and cocupational health
clearance.

Cther information to aid study set-up and delivery

This defaiis any other informiation that may be helpful to sponsors and parficipafing NHS organisabions in England amd Wales in sfudy sef-up.
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Appendix K: Betsi Cadwaladr University Health Board Research Ethics Committee
Approval Letter

YrncEradl bechipd fﬁ,}. il ot

A Gofal Cymeu H oyl b Gy
Himalih and Can= Fimediy
RBoscarch Wales Webh Girvermest

Wales Resaarch Elhics Cmmithes &
Bangar

Kialing address:

Healn and Care Research Wales
Castiebrigge 4

15-19 Cowbridge Road East
Card™, CF11 9AB

Eigaze notg

Thiz Ia the favourabie opinion of the
REC only and doss not allow you to .

start your atudy at NHS altes untll you J—— WJEEEEP'H'“EFE' Wﬂﬁﬁ
recelve HRAHCRW Approval R e

19 August 20119

Dr Lee Hogan

School of Psychology,

Brigamiia Bulding,

Bangaor University, Bangaor, Guwynedd

LLST 205

Dear Dr Hogan
Siudy tia: Exploring the process and sxperisncs of changs throughiout

‘Moving Onin a hzal grow
g - My F"ﬂ::""ﬁ"!"“ paycholog ﬂ P

REC nafansncs: 13NWANZ20

Protecod mumber:  TBC
IRAS project ID: 265252

The FResearch Ethics Committee reviewed the above appilcation a1 the meeting hakd on
15 August 2019. Thank you for atiending fo discuss the application.

Ethical opinion

The members of the Comimitize present gave a Tavourable ethical opinion of the above
research on the basis descrbad In the apolication form, protocol and swpporting documentation,
subject to the conditions specified below. .

Conditlons of the favourabls opinken

The REC favourable opinion ks subject o e following conditions being met prior to the start of
the study.

Confmation of and lity {In Ersgland, Morthem Ireland and Walss) of NHS
EMEN pemiission (I Secriand) showld be 50Ught from al NHS I53bions Invoived In

m@glnammﬂmmmeg@Enﬂﬂm EHIHHS[H'QEWEEU{H'I

Mt COMIMM trough the Skgring of agreements andior Cer Socuments Mat |t has given

pemmission for the fesearch to proceed (except where explicly Specified omerviss).
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Guidance on apolying for HRA and HCRW Approval (England and Wales)y NHS permission for
reseanch is avallabie In the Integrated Research Appilcation System.

For non-MHS sites, site management pemission shouid be obtained In accondancs Wi he
procedunes of the relevant host onganisation.

SPONSONs are noft reguired to noffy the Commities of Managemant penmissions from host
organisations.

ERegisirabion of Clinicai Trigks

It s 3 conditon of the REC favourable opinion Mat all clinical trials are registered on 3 pubiicly
accessibie database. For this purpose, clinical irials are defined as the first four project
cateqories In IRAS project TRer question 2. For ciinical ials of Investigational madicinal

products (CTIMPs), other than adult phase | trials, registration 15 3 legal requirement.

wmmemammmmmmmmmmmm
research participant at the latest, Fallure o register s a breach of these approval conditions,
uriess a defiaral has baen agread by or on behalf of he Research Efics Commitiee [ sae here
for more Information on requesting 3 defammal” hitps:/hwwaw, hra.nhs. ukiplanring-and-mproving-
researchi'resaarnch-planning research-raglstrat on-resa areh-om) ecl-denthars

As 521 out In e UK Policy Framework, reseanch sponsors ane responsiie for making
information about research publicly avallabie before It starts e.g. by registering the research
project on a publicty accessiie register. Further guidance on registration s avalable at
hitps: \"aws. hra nhs. L planning-and-Improwing-researchiresaarc-planning Tanso arency-
respon sl Hities!

¥ou should notry e REC of the regisiration details. We routinely audit appilcations Tor
Bﬁﬂ[ﬂEFﬂE“ﬂlﬂ'EﬁEﬂ:ﬂﬂﬂEfﬁ.

Pubnlicstion of Your Research Summany

Wia will Pl.ﬂlﬂ'l rmlre&ea'mammar}'mn'e m’EﬂlH}'ﬂl'l'ﬂ'E research summaries seddion
of our website, fogether with your contact detalls, no aarfer fan three months from the date of
this tavouradle opinion letter.” Should you wish to provide a substituie contact paint, make a

rEfIJEEmI!EfE' ﬂ"BEFITE frther informatlon, Fiﬂaﬂh'diﬂ Mﬂa&t&.umauﬂm:

It Iz the responalbllity of the sponsor to ensurs that all the condiiions are compliad with
befors the start of the study or Ke intiation at 3 parficular aite (38 applicabls).

Afier athical rewiew: Reporting reguirsmants

The aitached document “After emical review — guidance for researchers” gives detalied
gukiance on reparting requirements for studies with a favouradie opinion, ncluding:

substantial amendments
ASAINg new SRes and Investigators

Motification of sarious breaches of the profocol
Progress and safely reports

Motfying e and of the study, Including eany temination of the study
Final report

The lates guidance on these toplcs ¢an De found at hilpslwaww. i nhs UK aponovals-
amendmentsmanaging-your-approval’.
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Ethical review of ressarch shes
MHSHSE Shes

The favourable opinion applies o all NHS/HSC sites taking part In the study taking part in the
study, subject to confimation of Capacity and Capabilty (in England, Morthem Ireland and
Wales) or NHS management permission {In Scotiand)being obiained from Me NHSHSC RE&D
ofMice prior to the starf of the shidy [see *Condiions of the Tavourabie opinion” beiow).

MON-NHS/HSC sites
| am pleased to confirm that the favourable opinion appiles to any non NHSHSC shes lsted In

the application, subject to ske management parmission being cbialned prior to the start of the
study at the sha.

Approtved oocumants

The gocuments reviewed and approved at the maetiing wenz:

(Do L Version |Dans
Cowering lether on headed paper [Cower Lether for REC] ] 05 July 2019
Ewidence of Sponsor nsuanoes or imdemnity (non MHS Sponsors only) ] 05 July 2015
[IndemnEy Insurance]
ImiEnyisw schedules or iopic guides for paicipants [irisrd e S orecule] 1 07 June 2119
IRAS Application Form IRAS_ Fomn_1230720415] - 12 July 2045
Participant consesnt form [Consend form] 07 June 2119
Participant informafion sheef (PR3 [Biady iInformabion Leafded] O7 June 2015
ResEarth proioon or project proposal [Ehudy Promoo]] O7 June X119

Summarny W for shudent [CY Principie Investpaior (2tudent]] 07 June 2019

i
1
i
Summarny &V for Chisf InvesSgator (S [CY Chied Inresigaiond ] 07 June X115
i
Summarny WV for superdsor (shedent reseanch) [OV Academmic Supervizor 2|1 O7 June 2019

Mambsrship of the Commiltise

The mesmbers of the Ethics Committes whio were present at the meetng are Ested on the
altached sheel.

Mo declarations of Inderest have Desen made In relafion o this appllcation

TMMN"EEMFMHWWWEMWETNM
Efnics Commitiees and complies Tully with the Standard Operating Procedures for Research
Effilcs Commitees in the UK.

Lkear Fasdhack

The Health Resaarch Authority is continually striving to provide a high guality senvce to all
appilcants and SPONSOPG. YOU are iviad 10 give your view of the Service you have received and
the appiication procedure. If you wish to make your vews known piease Use the feedback fom
avallabie on the HRA websihe: hitp:/swww_hra nihs. uk/about-the-hraigovemance iquallty-
FEEUTANCE
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HR.A Leaming
mnm o walcome reseanchars and I'EEEE'Iﬂ'I:EHT‘BlEH.I’l'm Lea'nngEmtsand

| 1AMV Flaace quots thie number on all comespondenos |

Witth the Commithes’s best wishes for the succass of this projiect

Yours sincersly,

Chalrmean Yalea REC 5

E-mall WalesRECSiffiwal es nhs uk

Enclosures.  List of names and professions of membars who were present af the mesting

SL-AR2 After ethical
review - reseanch oth

“Witer ethical revlew — guigdance i esagichers”
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Appendix L: Betsi Cadwaladr University Health Board Research & Development
Department Approval

To: Lee Hogan <|ee.hogan@bangor.ac.uk>
Cc: Emma Shepley <sepa88@bangor.ac.uk>; 'Huw.ellis@bangor.ac.uk' <Huw.ellis@bangor.ac.uk>; 'Mike Jackson' <mike.jackson@bangor.ac.uk>
Subject: IRAS 265252. Confirmation of Capacity and Capability at BCUHB NHS Organisation.

Dear Dr Hogan,
Re: IRAS 265252 . Confirmation of Capacity and Capability at BCUHB NHS Organisation.

Full study title: Exploring the process and experience of change throughout *‘Moving on in my recovery’; a psychological group intervention
promoting recovery from addiction.

This email confirms that Betsi Cadwaladr University Health Board (BCUHB) has the capacity and capability to deliver the above referenced study,
documents reviewed are those as listed in the HRA/HCRW approved list. The Organisation Information Document has heen attached.

We agree to start this study on the date you, as Sponsor, provide as the "Green light”.
If you wish to discuss further, please do not hesitate to contact me.

N.B. Future submission of amendments, should be sent to our R&D generic inbox: BCU.ResearchandDevelopment@Wales.nhs.uk

Cofion, Regards
Kelly.

Kelly Andrews
Hwylusydd Ymchwil ¢ Research Facilitator

Bwrdd lechvd Prifvseol Cvmru - Betsi Cadwaladr Universitv Health Board
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Appendix M: Research Protocol approved by Ethics Committee

Largs Scale Besearch Project Proposzal

1. Project tifle:
A gualitative exploration of the process and expenence of chanze througheut “Moving on

in my racovery . a psycholegical proup infervention prometing recovery fom addiction.

1. Supervision

Dr Lee Hogan will provide ‘clinical supenizion” specific to the psychological srouap
imfervention (Moving on in my recovery; MODME), substance misuse’ addiction services,
study recroitment and literanae review. Dr Mike Tacksen will provide “academic
supervizion' specific to the goalitative desipn and analysis. They will be availabls via

email and regular scheduled face to face mestings.

3. Backeround
Addicrion is a widespread and senious concem. Addicton can be defined as a behaviour
that is habifual, compulsive and contimaed despite problamatic coenitive, behavioural
and'or physielogical conseguences. The burden of addiction is considerabls. Alcoboel and
subsfancs use disorders are leading causes of prematre mortality and acocount for over
0% of the 183 ¢ million dizability-adjosted lifs years lost to mental and substance use
dizarders warldwide (Whiteford ez al, 2010).

Recovery from addiction has been understood as a process that imralves laming fo
cope, rather than a “cure” (Meale et al | 2013). Therefore, it is widely arpued that flexible
resgurces which promets resilience. agency and choice ars needed for recovery (Larkin ef

al., 206).

E-tuﬂ"' Protocod vi
07/ 02019 IRAS numDer; 265252
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NICE guidslines (Depariment of Health, 2011} recommend peychalogical zroap
imtervenfions alengside medical infervendion in the reatment of alcobol and drg
addiction Pacewvery resources which are already in widespread nse inchide the Twelve-
Step Fellowships [Alcoholics Anonymens (AA) & Narcotc Anonymons (MAY), and
SMAPRT recovery. In the lighi of high relapss mie: among people who bave pone through
these programs (Moos & Moes, 2008), arguments have been put forward for a new, cost-

effective approach to the reatment of alcabel and drog addicdon which redoces rates of

1elapse.

Moving On In My Fecovery (MOTME: Hogan, 2016) aims to mest these objertives.
Itis a 12-z=ssion proup prozram which drrws oo principles of Accepfance and
Commitment Therapy (Hayes, Strosahl & Wilson, 2012) along with ather psychalogical
therapeutic approaches, ammed af people with co-ocourmng drug aloehel and mental
he=alth problems wha are considering moving out of Teaiment services. The program
developed out of consultatdons with peopls in recovery and professionals around what
was helpful to discuss when considering leaving freatment services and what toals and
siratzgies helpad the most. The program draws oo evidence-baz=d approaches o topics
zuch as moving forwands, Gfestyle talance, anxisty, Duilding rebuilding
telationships, relapse, srief and loss, identity, shame and stpma and movins on.
Enzagement with the widsr compmmnity is encouraged via weekly challenges which ars
embedded within the program. Since its nception in 2018, MODME has expanded 15
locarions acrass Wales, with many sradoates of the propram now tained as facilitaters
warking alongside staff to deliver the program. Despite the largs ameunts of anecdetal
evidence fom service users, MODME is comently lacking empirical evidence which
dempnstrates its effectivensss. A feasibilify stady is cumrently underway which aims fo

identify what psychological bensfiis the program generates and whether outcomes

S'I:un‘lr Prokoood wi
07/06/2042 IRAS numDer: 255352
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regarding behawicural changs can be measursd Tt is hoped that this feasibility stady will
pave ibe way for a larger scale randomized conmolled mial (BCT) in the firbare.

In generating empirical evidence regarding meatment for addicdon, research
(inchuding the feazibility shudy cumenily undetway) has tended to focus on quanisative
ounzeme measures. It is recognired that this type of research does not uncover the desper
dimensions myvolved within an individual's jewney towards recovery, and formalized
imvestizations into the mechanizmes for chanze are largely unexplored (Fuszell-Mavhew ot
al., 2010). Orford (2008) has proposad that future research should place a larger focus

upon understanding change processes within recovery.

Some shadies have employed qualitative desizns to undsrstanding the processes of
changze found in attendance of | 3-steps fellowships. Rodripnes and Smith {2014)
enplorsd young men's experience of WA using an Interpretive Phenomenalazical
analvsis, looking specifically at processes of change and shifis in identity. This study
revealed processes inchiding overcoming identity conflices, developing social networks
mnd a s=mse of belonging. Identify mansformaton oconred via the process of accepiing
their identity as a recovering addict A recent study by Rodrimusz-Marales (201 7) which
employed a lonsimodinal [PA case stody desizn to AA changes including the development
of zalf-care and increased emotional underptanding at 2 months. At 6 menths mcreased
social netwaorks and ability o menfalise wers found. At 10 months self-actualisation and

inrreased sense of spirfhaality was noted.

Diehecia ef al (2013) conducted a grounded theery analysiz fom interviews zather=d
at feons groups with 19 WA members. The sxamined the key mzedients of recovery
processes. Three dimensions of characteTistics were uncovered. Personal charactenistics

inclnded willinpmess, hops, responsihilicy, perssverance and commitment to changze.

Studty Protocod vl
07/ 06/ 2049 IRA&S numiDer 265252
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Program characteristics inchided mestings, sponsarship, step wark, service. Fellowship
was found o be an essential element of recovery and characteristics of this incloded

connections and enjoyment.

As these stadiss have revealed, qualitative approaches te recovery can offer important
inzizhts in this area The study proposed m this decoment will allow an in-depth
exploration using rich and detailed data (Charmaz 3006). This will provide an extremaly
wsefil understandimgs the processes of changs that indfviduals make in their joumey

towards recovery, and how MODME. faciliates this

4. Eesearch

What &5 the process of change that peaple experience through MOIME™ How does this
changze happen and what contributes to it?

5. Parficipant recruitment

MOIME. recovery groups ars well established and ninninz on a rolling basiz at 4 locations
(and pessibly expanding) across Morth Wales. There are between 10 and 20 individuals
aitending sach of these proups.

Inchision criteria: in erder to take part in the interviews there will be a requirement
that people have attended at least 9 of the 12 group sessiens. Parfiicipants ooast be padents
of a Substance Misuze Service (SM5). Fecraitment will be fooussed on identifving
individuals who hawe made changes towards recevery as a result of attending MODME.
Individuals who completed the sroup within the last 12 menths will be elizible. Potantial
panticipants will be identifisd by asking group facilitators and SMS workers to idenfy
panticipants who mest the recroftment brief and given information shests about the stody.
Potertial participants will be able to show their mierest in taking part efther by refuming
the “Initial Contact Form” or by lerting their group faciliater’ 5M5 worker know they are
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interested and give permission for their contact details to be shared with the reseancher wia
seonre email There will be a financial imcentive (£10] for faking part in the inerviews. 4

sample size of 15 will be safficient to reach saturation in themes [Charmaz, 2008).

Tir Lee Hogan is cumenthy mnming a feasthality study in e MODME. which imeolees
quantitative measures pre, post and follow op which goantifatively measure differsnce in
mood, anxiety, psycholozical flexibility and alcohol’ substance use. The shady propossd
in this doomment, althongh separats to the feasibility stody, will provide a more defailed
qualitative insight which will complement the feasibility shady well Dr Lae Hogan has

had oo issues with recruitment in to the fasthility snedy,

6. Design apd Procedurs

The stady will niilise a gualitatve approach following Grounded Theery methodalogy.
Drata will be collected throwgh semi-smuctured imterviews, with transcription and
development of the sroundsd theory faking place on a continual basis throwshouat the
ressarch allowing the guestions asked by the ressarcher to evolve and change throughout
the intervisws.

It will be a reirospeciive follow-up study, with interviews condocted post successfal
completion of the 12 week MODME sToups.

The interviews will be condwoted most ikely in SM5 clinic ssitings. and commuomnity
centre setting where the MODME. eroups take place. For those clients for whom this is not
a suitable lecation, altemative amangsments will be made, most likely conducting
imferviews at GF surgeries, of within their bome (providing this is appropriate and does

oot pose amy risk).

7. Measures
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Cmly demographsc mformation will be collected; ags and gender, and whether participant

has remained abstinent.

8. Daia manazement and analysis

Grounded theory methodology will be nsed to analyse the manscripes. For qualimive

prajects which mvoelve detailed analvsis of the data, a sample of 10-135 will be adequats.

0. Erhical Besi ion I
The protacal for this project was reviewed according fo the geidelmes of ressarch developed by the
Maticmal Boesearch Ethics Sardcs, and i comsidered to be messarch accordizg to these guidslines.
Universty and NHE Rewsarch Frhics Committess will therefors need to be mwehed writh thds

project and will be registemed with hoth.

10. Feedback
The findings of the project will be diswemimied o appropriabe and veresied sakaholdors, mch
as the substance prisase service, Walsh Govemment, mantal kaalth and socdal services acoss

Wales and the participamts imvehred in the project.

11. Risk Assessment

= Potential for dizclosure g risk fo seff ar others By parficipants during mferview. Twill
deal with this potenfial risk by explaining the limits of confidentiality before the
imterview commences [ will copmmunicate amy risk to their identified SMS worker,
paining consent when appropriats baf ensunng partdcipants understand that I may
CmIumicate concerms without consent if this is desmed necessary,

o Riskgf disress. The interview guestions are not anticipared to lead to significant
distress, however, if is possibls that discussing one’s joumey fo racovery may ba
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distreszing for participants. If a participant becomes disressed, the misrview will be
haltsd immediataly and participants will be remmded their participation &5 volunany
and they do oot hawe to answer the question if they do ot wish. [ will use therapsatic
skills including actve lstening and support pariicipands to enzags with coping
sirategies o bhelp manage any distress as appropriate.

w  Potential for rizk o mterviewer dug fo lone working. T will deal with this sk
fellowing the nsoal lone working saidance, & g, ensurms to be aware of relevant n=k
information before meeting participant for the first time and making nse of the "boddy

system’ o commuanicate where I will be apd expecied time to complete nterviews.

12 Data Sterage
Participants will be 2:sizned 2 unique azomymces idendfer code which will be msed oz all
dorumemtaivon from the begimming of the project. A dorement which limks meal pames fo
identifiers will be kept & a Jecked cabinet 2t an MNES zite. An eloctronic wersion will be
prasword prodecied and kept on the leed researchen personal NHS drve. From this point, no

paticnt namas will be recorded on any docneseats gemerated by this project.

Papar infermmeation will ot contain amy perscoally ideztifable nformation (anozymens
identifiers coly) and will be tramsporied from the loration of the wisi in & locked brefcase and

tramsfearad to a locked filing cahingt on WHS pranises.

Eecordings of interviews will be mads oz 2 mcorder. At the sarlisst cpportusdity, the izterview will
be tramscribed on fo & prersnrd protecied NHS compeier with all identifying infomuation removed.
Cnce conxplete, the moording will be deleted from the recorder. The write np of the smbdy will be

ramisd ont om & personal lagiop, bowremer, o identifying information will be wsed at this soage.
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