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THE APPLICATION OF ACCEPTANCE AND COMMITMENT
THERAPY TO THE TREATMENT OF ADOLESCENTS WITH

DISRUPTIVE BEHAVIOURS

Abstract. Acceptance and Commitment Therapy (ACT) is one of a 'new-wave' of

acceptance-focused behaviour therapies. Proponents of ACT argue that it 1s worthy of the
attention of those interested in behaviour change through psychotherapy, for four reasons.
The literature review discusses these reasons. First, ACT is based on the philosophy of

functional contextualism, which, it is argued, is consistent with the natural analytic agenda
of clinicians. Second, ACT offers a broadly applicable theory of psychopathology. The
theory holds that much psychopathology results from experiential avoidance- eftorts by a
person to avoid, change, and/or otherwise control difficult private experiences (e.g.,
emotions, thoughts, memories, bodily sensations). ACT is a treatment for experiential
avoldance, in which clients are guided toward willing acceptance of private experiences, in
the pursuit of their values. Third, four empirical studies provide evidence for the
usefulness of ACT as a treatment approach. This evidence is critically evaluated. Fourth,

ACT has been used to treat many different topographically defined psychological

problems and may be applicable to others. ACT is a promising treatment approach that

requires further empircal investigation.

The research study describes the application of ACT to the treatment of experiential
avoidance in two adolescents with disruptive behaviour problems (DBPs). There are a
number of reasons to believe that experiential avoidance may be an important functional
factor in this population. It was hypothesised that treatment would result in clinically
significant decreases in participants’ (a) self-reported experiential avoidance, and (b)

parent-reported frequencies of DBPs. Single-case experimental methodology was
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Where will the research take place?

The research will take place within the Child and Adolescent Mental Health Service
provision area of the North West Wales NHS Trust.

Depending on which arrangement best suits each of the adolescent study participants
and his/her parent(s)/guardian(s), the therapeutic intervention (Acceptance and
Commitment Therapy) will be provided to him/her either at the Child and Adolescent
Mental Health Service centre at Talarfon, in Bangor, the Child and Family Research Unit

at Bryn y Neuadd Hospital, in Llanfairfechan, a clinic located as close as possible to the
home of the participant, or the private home of the participant.

Objectives of the project :

The objective of the project is to determine whether Acceptance and Commitment

Therapy is an effective therapy for the treatment of behavioural problems in adolescents
with Conduct Disorder.

Scientific background to the project :

[Please see attached research proposal for a more detailed description of the scientific
background to the project- Appendix One]

Conduct Disorder

"The essential feature of Conduct Disorder is a repetitive and persistent pattern of
behavior in which the basic rights of others or major age-appropriate societal norms or
rules are violated. These behaviors fall into four main groupings: aggressive conduct
that causes or threatens physical harm to other people or animals, nonaggressive
conduct that causes property loss or damage, deceitfulness or theft, and serious
violations of rules.”" (APA, 1995, p. 88). Adolescents with Conduct Disorder have
typically experienced traumatic events in their life histories (Greenwald, 2000).
Concurrent with their Conduct Disorder. By the time that they reach adolescence, they
very often experience emotional disorders such as anxiety (Zoccolillo, 1992) and
depression (Marmorstein & lacono, 2001; Simic & Fombonne, 2001).

Conduct Disorders are the most common reason for referral to children's mental
health services (Offord, Boyle & Szatmari, 1987). Approximately 10% of children in
the United Kingdom have behaviour problems of the Conduct Disorder type (Oftford,
Boyle & Racine, 1989). Early onset, unresolved Conduct Disorder problems are stable

over time (Webster-Stratton, 1991) and predict frequent and severe behaviour problems
in adolescence and difficulties in adulthood (Hinshaw, Lahey & Hart, 1993), including
school drop-out, alcohol and drug abuse, criminality, and relationship difficulties
(Kazdin, 1985).

Behavioural intervention programs involving parent training are an effective
treatment strategy for pre-adolescent children with Conduct Disorder problems (e.g.,
Kazdin, 1987, Webster-Stratton & Herbert, 1994). However, after approximately ten
years of age, treatment becomes increasingly difficult (Scott, 1998). Treatment
programs for adolescents with Conduct Disorder have typically been unsuccessful
(Holland, Moretti, Verlaan & Peterson, 1993).

A behaviour analytic (e.g., Malott, Whaley & Malott, 1997) account of Conduct
Disorder suggests that as children enter adolescence, increasingly more of their

behaviour is controlled by environmental contingencies that their parents/carers do not

have access to and control over (e.g., contingencies outside of the home, the behaviour
of their peers, etc.). In addition, increasingly more of their behaviour comes under the
control of self-rules (things they say to themselves- e.g., "I'm no good, so it's not
worth me trying to be good"). This analysis explains why intervention programs for

a;lfolescents with Conduct Disorder based primarily on parent training are unlikely to be
effective.



The negative consequences of the problem behaviours of adolescents with
Conduct Disorder (e.g., discord within the home environment, academic failure,
problems with the authorities) are likely to contribute to the development of emotional
disorders. In order to escape from the negative feelings associated with these disorders
(e.g., feelings of worthlessness), they are likely to engage in even higher frequencies of
problem behaviours (e.g., aggression toward others).

A behaviour analytic consideration suggests that in order to be effective, treatment
programs for adolescents with Conduct Disorder should directly involve them in the
therapy process, should address their self-rules, and should involve treatment of
concurrent emotional disorders.

Further research into the treatment of Conduct Disorder in adolescents is required
(Kazdin, 1997).

Acceptance and Commitment Therapy

Acceptance and Commitment Therapy (ACT) (Hayes, 1987; Hayes & Wilson, 1993;
Hayes, Strosahl, & Wilson, 1999) is a cognitive therapy that has developed from
empirical research into human verbal behaviour (e.g., Hayes, Zettle & Rosenfarb,1989).
ACT is particularly appropriate for use with clients who have emotional problems,
problems with self-rules, and problems with making and keeping behavioural
commitments. |

ACT involves two main therapeutic activities- firstly, helping the client to learn that
he/she can experience difficult thoughts and feelings and still function effectively, and,
secondly, helping him/her to identify important personal life values and make and keep
commitments to behave in ways that are consistent with those values. The client's
identified life values are used as "a compass" to guide his/her day-to-day behaviour.

In order to help the client to behave in ways that are consistent with his/her
identified life-values, he/she is encouraged to set short-term behavioural goals that
follow from those values. In order to achieve these goals, the client may need to learn
some new skills, which he/she is helped to do by the therapist.

ACT typically ends when the client has identified his/her life values, has made
verbal commitments to behave in ways consistent with those values, has set value
consistent goals, and has begun to successfully achieve some of those goals.

ACT has been used in the treatment of clients with, amongst others, problems of

anxiety, depression, medical non-compliance, pain management, psychoses, sexual abuse
during childhood, stress, and substance abuse (Hayes et al, 1999). It has been used with
adults and children (Hayes, 2001- personal communication). In comparative studies,
ACT has been demonstrated to be more effective than cognitive-behaviour therapy in the
treatment of depression (Zettle & Hayes, 1986). In all controlled treatment comparison

studies conducted, ACT has always been demonstrated to be at least as effective as the
alternative treatments considered (Hayes et al, 1999).

An Evaluation of Acceptance and Commitment Therapy in the Treatment of Adolescents
with Conduct Disorder

The aim of the proposed project is to determine whether Acceptance and Commitment
Therapy is an effective therapy for the treatment of behavioural problems in adolescents
with Conduct Disorder.

As noted above, ACT is particularly appropriate for use in the treatment of persons
who have emotional problems, problems with self-rules, and problems with making and
keeping behavioural commitments. These problems are typical of adolescents with
Conduct Disorder. No studies have yet been conducted on the effectiveness of ACT in

the treatment this population. The proposed study represents an important opportunity

to determine whether ACT is an effective treatment for adolescents with Conduct
Disorder.



8.

Study design (incorporating randomisation and placebo details):

[Please see attached research proposal for a more detailed description of the study
design- Appendix One]

Note on the Provision of Therapy

Therapy will be provided through the Child and Adolescent Mental Health Service, at
Talarfon, in Bangor. All case-files will be open to Dr. Judy Hutchings, Consultant
Clinical Psychologist and Director of the Bangor Project for Children with Disruptive
Behaviour. Dr. Hutchings will supervise the provision of therapy by Dr. Myles.

Single-Case Study. Multiple Baseline Design

The study will employ a single case-study, multiple base-line design. It will involve five
distinct stages; pre-baseline, baseline, treatment, post-treatment, and follow-up.

The research intervention, as experienced by the adolescent participants, will not
differ substantially from usual practice- ACT typically involves clients specifying

behavioural goals for themselves, collecting data about their behaviour on a regular
basis, and sharing that data with the therapist.

Pre-Baseline

Prior to the commencement of data collection, a number of target behaviours for

each adolescent participant will be identified and agreed upon by him/her, his/her
parent(s)/guardian(s), and Dr. Myles. These will include both inapproprate behaviours
of the types noted in the DSM-1V diagnostic criteria for Conduct Disorder (APA, 199)5)
(e.g., aggression toward others, destruction of property, serious rule violations) and
appropriate behaviours (e.g., attending school, getting up in the moming by a certain
time). The target behaviours for each adolescent will likely differ somewhat from those
of the others, reflecting the unique nature of his/her Conduct Disorder problem and the
importance placed on different appropriate behaviours by him/her and his/her
parent(s)/guardian(s). Target behaviours will be operationalised (defined clearly).

Target frequencies (desired frequencies) for both appropriate and inappropriate
behaviours will be agreed upon, as above.

Baseline

During the base-line pernod, no treatment will take place. The parent(s)/guardian(s) of
each adolescent will record daily frequency data about his/her target behaviours. Each
adolescent will also be asked to record frequency data on his/her own target behaviours.
Weekly data will be collected from both parties by Dr. Myles either in person, or by

telephone. Data for all adolescents will be graphed by Dr. Myles on a multiple base-line
graph.

” Three base-lines will be used. The third of adolescent participants with the most
stable baselines will be assigned to a three week baseline condition. The third with the
next most stable baselines will be assigned to a five week base-line condition. The third
with the least stable base-lines will be assigned to a seven-week base-line condition.

Treatment

During treatment, each adolescent participant will receive up to 24 bi-weekly ACT
sessions, to be provided by Dr. Myles. The exact number of sessions will depend on

how rapidly each participant proceeds through the therapeutic process. It is estimated
that participants are likely to complete the therapeutic process in 16 sessions or less.

Each session will last between 45 minutes and 90 minutes. It is estimated that typical
sessions will last for approximately 60 minutes.

4



10.

11.
11.1

Adolescents and their parent(s)/guardian(s) will continue to collect data on
tareet behaviours, as in base-line.

Post-Treatment

For four weeks post-treatment, adolescents and their parent(s)/guardian(s) will continue
to collect data, as in base-line.

Follow-up

One-month after the post-treatment period has ended, adolescents and their
parent(s)/guardian(s) will collect data for a two week period, as in base-line.

Data Analysis

As is normal practice in single-case study, multiple base-line design research, the
results of the study will be analyzed by "eye-balling" graphed data.

It is anticipated that inappropriate behaviours specified as target behaviours will
decrease substantially in frequency over the course of the study. It is anticipated that

appropriate behaviours specified as target behaviours will increase substantially in
frequency.

Have you had statistical advice in preparing your protocol? If so, from
whom?

The design of this project (single-case study, multiple base-line) does not involve
statistical analysis.

What are the possible benefits and hazards of this research?

The research is of considerable potential benefit to both adolescent participants and
their parent(s)/guardian(s).

The most likely benefit for adolescent participants is that they may experience an
improvement 1n their ability to make and keep commitments to behave in ways that are
not problematic for themselves or others, and that are consistent with their achieving

meaningful, valuable lives. They may also experience an improvement in psychological

well-being through a reduction in psychological trauma associated with pre-existing
problems (e.g., anxiety disorders, depression).

Any improvements in the behaviour and/or psychological well-being of adolescent

participants 1s likely to positively affect their relationship(s) with their
parent(s)/guardian(s), to their mutual benefit.

The results of the research are likely to be of benefit to other practitioners and
researchers In the field of Conduct Disorder in adolescents, in terms of contributing to
existing knowledge concerning effective treatment strategies.

No potential hazards have been identified.

Participants :

type of participant

Participants will be adolescents with Conduct Disorder and their parent(s)/guardian(s).

Note on the Exclusion of Potential Adolescent Participants Who Are at Risk of Suicide
or Serious Self-Harm

Potential adolescent participants who are currently engaging in suicidal or serious self-
harming behaviours or who have suicidal or serious self-harming urges that are



11.2

11.3

114

abnormal in frequency or strength or who are apparently at risk of engaging in suicidal
or serious self-harming behaviours will be excluded from the study.

Prior to the commencement of research, adolescent participants who have consented
to participate in the study will be questioned about suicidal and serious seltf-harming
behaviours and urges, and risk factors for suicidal and serious self-harming behaviours,
in interview, by Dr. Myles. Risk factors covered will include: primary risk factors, such
as previous attempts; secondary risk factors, such as substance misuse; and, situational
risk factors, such as family functioning and perceived support. Each potential participant
will also be asked to complete a Beck Scale for Suicide Ideation (Beck & Steer, 1991)
(please see Appendix Six).

The results of the screening interviews will be discussed by Dr. Myles with Dr. Judy
Hutchings, Consultant Clinical Psychologist, who will supervise all clinical work by Dir.
Myles. Any potential participant who Dr. Myles and Dr. Hutchings consider to be at
risk of, or who is currently engaging in, suicidal or serious self-harming behaviours will
be excluded from the study. Dr. Myles and Dr. Hutchings will immediately take action
to ensure the well-being and appropriate treatment of any such excluded potential

participants, through the Child and Adolescent Mental Health Service, at Talarfon, in
Bangor..

Throughout the course of the study, Dr. Myles will remain alert to risk factors for
suicide and serious self-harm by participants, and will immediately report any concerns
about the well-being of participants to Dr. Hutchings.

method of recruitment

Potential participants will be identified through the North West Wales NHS Trust Child
and Adolescent Mental Health Service (CAMHS), at Talarton, in Bangor. Adolescent
participants will have been referred to CAMHS for assessment/treatment with regard to
behavioural problems of the Conduct Disorder type. They will not currently be

receiving treatment.

Each potential adolescent participant and his/her parent(s)/guardian(s) will separately
be sent a letter by Dr. Myles and Dr. Hutchings describing the research and asking if
they would be interested in participating (see Appendix Two for English and Welsh
language versions of the initial approach letters). The letter will clearly note that
participation is entirely voluntary and that non-participation will not affect eligibility for
treatment in the future or status on the CAMHS treatment waiting list.

Dr. Myles will arrange to meet potential adolescent participant(s) and their
parent(s)/guardian(s) who express an interest in participating for the purposes of further
explaining the nature of the research and seeking consent for participation. [Please see
Appendices Three and Four for English and Welsh language version Consent Forms
and Information Sheets to be provided to potential participants.]

Should more than the required number of potential participants express willingness to

participate, those who have most priority on the CAMHS treatment waiting list will be
selected to participate.

numbers of participants involved

Up to 9 adolescents and their parent(s)/guardian(s).

age groups involved

Adolescent participants will be between 14 years 0 months and 17 years 6 months of
age at the time of the commencement of research.



11.5

do you intend to recruit ‘vulnerable’ participants? (if yes, please explain)

The research will involve adolescents with Conduct Disorder, who, by definition,

11.6

11.7

11.8

11.9

engage in activities that are potentially dangerous to themselves and others (e.g.,
aggression to others, destruction of property, deceitfulness or theft, rule violations).

will consent be written or oral, or both?

Both oral and written consent will be obtained from both adolescent participants and
their parent(s)/guardian(s) (please see Appendix Three for English and Welsh language
verstons of Consent Forms). Each participant will receive an information sheet outlining
the purpose of the study and describing what participation will entail (please see

Appendix Four for English and Welsh language versions of the Information Sheet for
potential participants).

are partitipants competent to give informed consent?

Yes. Adolescents of fourteen years and above are typically considered to be competent
to give informed consent for participation in therapy by the Child and Adolescent
Mental Health Service. Their participation in the research will not involve them engaging
In any activities that are not commonly involved in, for example, cognitive-behaviour
therapy (e.g., they will be asked to talk about their thoughts, feelings and past
experiences with the therapist, to complete written and non-written homework exercises,
to provide data for the purpose of assessing treatment effectiveness, etc.).

how much time will be allowed between explaining the research and requesting
consent?

Three days.

who will witness the consent?

Either another family member (e.g., a parent/guardian in the case of adolescent
participants) or a member of the Child and Adolescent Mental Health Service.

11.10 will individuals already participating in other research be excluded?

11.11

11.12

Yes.

will participants be inconvenienced in any way as a result of taking
part in the study?

Adolescent participants will be required to attend regular therapy sessions, either at
home or at another location convenient for them. They will also be required to record
data on their identified target behaviours, to complete homework exercises (e.g.,
monitoring their feelings over a week), and to occasionally complete psychometric
measures.

Parents/guardians will be required to record data on the identified target behaviours of
their adolescent and to occasionally complete psychometric measures.

will participants receive payment or reward for taking part? If so, please
give details.

No.



12,
12.1

12.2

12.3

12.4

12.5

12.6

13.
13.1

13.2

14.

14.1

14.2

Disclosure of payment or reward to investigators :

will any payment be made to the investigators or department/unit in respect of
this trial?

No.

if yes, will the payment be a block grant, or will it be based on the
number of participants recruited ?

N/A

if a block grant, please state amount awarded and explain how monies
received will be spent.

N/A

.

if payment is based on number of participants recruited, please state total sum
payable per capita, and number of participants agreed.

N/A

will participants be informed if the investigator/department is receiving
payment, and if so, will they be told the name of the sponsor?

N/A

do any of the investigators have a personal involvement in the
sponsoring company? If so, please give details.

N/A

Consent of others clinically involved :
will the participant’s GP be informed of their involvement in the project?

Yes (please see Appendix Five).

will the consent of others clinically involved be obtained?

No.

Resource / service implications :

will your research have resource/service implications for the NHS?

No.

if yes, please indicate the applicable areas

N/A



14.3 have you discussed any additional workload and/or financial consequences of
your project with the departments and budget holders concerned?

N/A

15. Extra substances to be given to the participants :

15.1 additional drugs

N/A

15.2 dosage form and presentation of these drugs

N/A

15.3 route of administration of these drugs
N/A

15.4 amount
N/A

15.5 frequency
N/A

15.6 desired effect
N/A

15.7 possible side effects
N/A

15.8 precautions

N/A

15.9 does the study medicine to be used have a marketing authorisation
(product licence)?

N/A

15.10 if yes, will the medicine be used in accordance with, and for the
indications specified in, the licence?

N/A

15.11 if the medicine does not have a product licence, or it will not be used in

accordance with a product licence, does it have a clinical trial certificate (CTC)
or an exemption under either the CTX or DDX schemes?

N/A



15.12

15.13

15.14

16.
16.1

16.2

16.3

16.4

16.5

16.6

16.7

is the clinical trial randomisation code to be held by pharmacy?

N/A

what procedures will be followed if the codes are to be broken in an
emergency?

N/A

please give full details of any other extra (non-drug) substances to be given to
participants

N/A

Extra interventions :

will the project involve any extra venous samples? If so, please give details.

N/A

will the project involve any extra arterial samples? If so, please give details.

N/A

will the research involve extra x-rays, radiation, ultrasonics, scanning, ecg or
other tests? If so, please give details.

N/A

will the research involve extra biopsies? If so, please give details.

N/A

will the research involve extra local or general anaesthesia? If so, please
give details.

N/A

will the research involve any other extra invasive procedures such as cannulae,

probes, catheters, internal examinations,endoscopies or lumbar punctures? It
so, please give details.

N/A

will the research involve extra psychological tests? If so, please give details.

In order to monitor the effects of treatment on their behaviour and psychological
functioning, adolescent participants will be asked to complete a number of standard,
validated and reliable psychometric measures pre-treatment (once), durning treatment
(three times), post-treatment (once), and at follow-up (once). These will be: the Beck
Depression Inventory (Beck, 1996), the Child Behaviour Checklist- Youth Report
Version (Achenbach, 1991), the Harter Self-Esteem Scale (Harter, 1988), and the State-
Trait Anxiety Inventory (Spielberger, 1973).

Parents/guardians will be asked to complete the Child Behaviour Checklist-
Parent Report Version (Achenbach, 1991) about their adolescent's behaviour pre-

treatment (once), dunng treatment (three times), post-treatment (once) and at follow-up
(once). [Please see Appendix Six for copies of psychometric measures. ]
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16.8 will the research involve extra questionnaires? If so, please give details.

No.

16.9 will the research involve any other extra procedures not mentioned above, such
as those using heat or electricity etc.? If so, please give details.

No.

16.10 will the research necessitate any treatments or procedures being withheld which
would otherwise be administered? If so, please give details.

No.

17. Ionising radiation :

17.1 will subjects be exposed to ionising radiation as part of this study?

No.

17.2 if so, specify the procedures which will be performed, and state the total
effective dose in msv which will be received.

N/A.

18.  What problems may hinder successful completion of this study?

An insufficient number of participants may be recruited. This, however, is unlikely, as
the single subject, multiple base-line design requires a minimum of only three
participants. Participants may "drop-out" or stop collecting data. Providing that at least
three remain in the study, and continue to collect data, this would not be problematic.

19. What steps will be taken to safeguard confidentiality of the research records?

Original data collection sheets and completed psychometric measures for each
adolescent participant will be retained in his/her case file. Adolescent participants' case-

files will be retained in a locked cabinet at the offices of the Child and Adolescent
Mental Health Service, at Talarfon, in Bangor, when not in use for the purposes of

therapy. All research data will be anonymised and held in the offices of the Bangor

Project for Children with Disruptive Behaviour, in the School of Psychology of the
University of Wales, Bangor.

20.  Please explain any arrangements made for indemnity cover for participants.

N/A.
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21.  Does the project comply with the requirements of the data protection act?

Yes.
22.  Please state the anticipated start and end dates for your study.

The project will run from the beginning of August 2001 till the end of June 2002.
Participants will be recruited in August/September. Research will begin in

October/November, 2001. Data collection will be completed by March/April 2002. The
project will be completed and "written-up” by the end of June, 2002.

23. Investigator’s declaration :

The information provided above is to the best of my knowledge accurate. I fully

understand my obligations and the rights of the participant, particularly with regard
to freely given informed consent.

Srzesn A7 "7v2&7T

: - //,....---'"' . " .
Slgned:;% 4 ﬂ ? ;Zérmt name: Date: / /{’/y Vs

24. Head of Department’s endorsement :

I hereby 7:‘5‘0 this research proposal with my approval.

Signed: M Print name: Date: ;
/ i) DR RS sonks 3/5 Of
(Restetfed

'raQ)

co ERIMA
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Appendix One: Research Proposal

Title: An Evaluation of Acceptance and Commitment Therapy in the Treatment of Adolescents
with Conduct Disorder.

Applicant: Dr. Stephen M. Myles, MA, Ph.D.
Clinical Psychologist in Training
North Wales Clinical Psychology Course
University of Wales, Bangor
College Road, Bangor

Gwynedd, LL57 4UN.

Research Supervisor: Mr. Ed Blewitt, Psychologist

Psychology Department, Bryn y Neuadd Hospital,
Llanfairfechan, LL33 OHH.

Supervisor of Clinical Work: Dr. Judy Hutchings*, Consultant Clinical Psychologist

Child & Adolescent Mental Health Service, Talarfon,
Holyhead Road, Bangor, LL57 2EE.

* Dr. Hutchings is also Director of the Bangor Project for Children with Disruptive Behaviour,
School of Psychology, University of Wales, Bangor, Bangor, Gwynedd, LL57 2DG.

[Please see Appendix Seven for Curricula Vitas of all investigators.]

Summary of Project Proposal:

Conduct Disorder is a persistent pattern of behavior in which the rights of others or age-

appropriate societal norms or rules are violated. Adolescents with Conduct Disorder typically
have histories of trauma, and often also have concurrent emotional disorders.

Conduct Disorder 1s the most common reason for referrals to children's mental health
services. Early onset Conduct Disorder problems predict frequent and severe behaviour
problems in adolescence and difficulties in adulthood.

Behavioural intervention programs are an effective treatment strategy for young children with

Conduct Disorder. However, treatment programs for adolescents with Conduct Disorder have

typically been unsuccessful. Further research into the treatment of Conduct Disorder in
adolescents is required.

Acceptance and Commitment Therapy (ACT) 1is a cognitive therapy that has developed from
research into human behaviour. ACT is particularly appropriate for use with clients who have

emotional problems, problems with self-rules, and problems with making and keeping
behavioural commitments

ACT has been successfully used in the treatment of clients with a wide variety of

psychological problems. In all studies conducted, ACT has always been demonstrated to be at
least as effective as the alternative treatments considered (Hayes et al, 1999).

No studies have yet been conducted into ACT in the treatment of adolescents with Conduct

Disorder. The objective of the proposed project is to determine whether ACT is an effective
therapy for the treatment of behavioural problems in adolescents with Conduct Disorder.

The proposed study will involve up to nine adolescent participants with Conduct Disorder,
aged 14-17 years, and their parent(s)/guardian(s), living in the service provision area of the
North West Wales NHS Trust. It will involve researching the effect of a course of ACT on pre-
specified target behaviours (including both inappropriate, problem behaviours and appropriate,
non-problem behaviours) exhibited by adolescent participants. A single-case study, multiple
baseline design will be employed, using three baselines. Behavioural frequency data will be
recorded by both adolescent participants and their parent(s)/guardians. Each adolescent and



his/her parent(s)/guardian(s) will also provide psychometric measure data on his/her behaviour
over the course of the study. Adolescent participants will also provide psychometric measure
data on their levels of anxiety, depression, and self-esteem over the course of the study.

Introduction

Conduct Disorder

"The essential feature of Conduct Disorder is a repetitive and persistent pattern of behavior in
which the basic rights of others or major age-appropriate societal norms or rules are violated.
These behaviors fall into four main groupings: aggressive conduct that causes or threatens
physical harm to other people or animals, nonaggressive conduct that causes property loss or
damage, deceitfulness or theft, and serious violations of rules. Three (or more) characteristic
behaviors must have been present during the past 12 months, with at least one behavior present
in the past 6 months. The disturbance in behavior causes clinically significant impairment 1n
social, academic, or occupational functioning”" (APA, 1995, p. 88). Adolescents with Conduct

Disorder have typically experienced traumatic events in their life histories (Greenwald, 2000),
and very often have concurrent emotional disorders such as anxiety (Zoccolillo, 1992) and
depression (Marmorstein & lacono, 2001; Simic & Fombonne, 2001). They are typically more
avoidant of responsibility than adolescents without Conduct Disorder (Powell & Rosen, 1999)
Conduct Disorders are the most common reason for referral to children's mental health

services (Offord, Boyle & Szatmari, 1987) and are the most frequent problem domain in clinical
practice (Kazdin, Siegel & Bass, 1990). Approximately 10% of children in the United Kingdom
have behaviour problems of the Conduct Disorder type (Offord, Boyle & Racine, 1939), and the
numbers of children with such problems are apparently increasing (Stallard, 1993). Early onset,
unresolved Conduct Disorder problems are stable over time (Webster-Stratton, 1991) and
predict frequent and severe behaviour problems in adolescence and difficulties in adulthood
(Hinshaw, Lahey & Hart, 1993), including school drop-out, alcohol and drug abuse, criminality,
and relationship difficulties (Kazdin, 1985). Such problems have serious costs, in terms of both
human suffering (Herbert, 1995) and financial impact on the education, social weltare and health
services, and the judicial and penal systems. Werry (1997) comments: "Conduct Disorder
should be considered one of if not the major public health problems of our time and resources
for its study and management should reflect this".

Behavioural intervention programs involving parent training are an effective treatment strategy
for young children with Conduct Disorder problems (Kazdin, 1987, Webster-Stratton &
Herbert, 1994). However, after approximately ten years of age, treatment becomes increasingly
difficult (Scott, 1998). Treatment programs for adolescents with Conduct Disorder have
typically been unsuccesstul (Holland, Moretti, Verlaan & Peterson, 1993).

A behaviour analytic (Malott, Whaley & Malott, 1997) consideration of Conduct Disorder
suggests that as children enter adolescence, increasingly more of their behaviour is controlled by
environmental contingencies that their parents/carers do not have access to and control over
(e.g., contingencies outside of the home, the behaviour of their peers, etc.). In addition,
Increasingly more of their behaviour comes under the control of self-rules (things they say to
themselves- e.g., "I'm no good, so it's not worth me trying to be good"). This analysis explains

why intervention programs for adolescents with Conduct Disorder based solely on parent
training are unlikely to be effective.

The negative consequences of the problem behaviours of adolescents with Conduct Disorder
(e.g., discord within the home environment, academic failure, problems with the authorities) are
likely to contribute to the development of emotional disorders. In order to escape from the
negative feelings associated with these disorders (e.g., feelings of worthlessness), they are likely
to engage in even higher frequencies of problem behaviours (e.g., aggression toward others).

A behaviour analytic consideration suggests that in order to be effective, treatment programs
for adolescents with Conduct Disorder should directly involve them in the therapy process,

should address their: self-rules, and should involve treatment of concurrent emotional disorders.
Further research into the treatment of Conduct Disorder in adolescents is required.



Acceptance and Commitment Therapy

Acceptance and Commitment Therapy (ACT) (Hayes, 1987; Hayes & Wilson, 1993, 1994;
Hayes, Strosahl, & Wilson, 1999; Kohlenberg, Hayes, & Tsai, 1993) is a cognitive therapy that
has developed from empirical research into human behaviour (e.g., Hayes, Zettle, & Rosentarb,
1989). It is a "talking" therapy, which, like cognitive behaviour therapy (Beck, Rush, Shaw, &
Emery, 1979), involves the client discussing his/her behaviour, cognitions and emotions with the
therapist during therapy sessions, and completing "homework" exercises (e.g., recording data
on his/her behaviour) outside of sessions.

ACT is particularly appropriate for use with clients who have emotional problems (e.g.,
anxiety and depression), problems with self-rules (thoughts about themselves- e.g., "If I try I'll
fail"), and problems with making and keeping behavioural commitments (e.g., commitments to
behave in ways that they know are good for themselves and others, such as the commitment to
find and keep a job or to act in a caring way toward another person).

ACT involves two main therapeutic activities- firstly, helping the client to learn that he/she can
experience difficult thoughts and feelings and still function effectively, and, secondly, helping
him/her to identify important personal life values (e.g., to be a caring supportive friend to others,
to look after one's health, to contribute to society in some way) and make and keep
commitments to behave in ways that are consistent with those values. The client's identified life
values are used as "a compass” to guide his/her day-to-day behaviour.

These therapeutic activities involve the use by the therapist of metaphors to help the client to
gain insight about the relationship between his/her behaviour and cognitions and emotions (e.g.,
the metaphor of crossing a swamp to help the client to realise that in order to achieve his/her
valued goals, he/she will likely have to accept having some difficult experiences, such as aversive
thoughts and feelings, e.g., thoughts of failure and feelings of anxiety). They also involve the
therapist leading the client through a variety of experiential exercises (such the "Leaves in the
Stream" exercise, in which the client is asked to imagine his/her thoughts as leaves tloating
down a stream in order to demonstrate how when he/she has a particularly emotive thought, it is

easy to become "caught-up" in it and lose perspective of it as just being one thought in a
"stream"” of many).

In order to help the client to behave in ways that are consistent with his/her identified life-
values, he/she is encouraged to set short-term behavioural goals that follow from those values
(e.g., telephoning a friend each week to ask how he/she is, engaging in some exercise regularly,
volunteering at a local animal shelter). In order to achieve these goals, the client may need to

learn some new skills (e.g., social skills, planning skills) which he/she is helped to do by the
therapist.
ACT typically ends when the client has identified his/her life values, has made verbal

commitments to behave in ways consistent with these values, has set value consistent goals, and
has begun to successfully achieve some of these goals.

ACT has been used in the treatment of clients with, amongst others, problems of anxiety,
depression, medical non-compliance, pain management, psychoses, sexual abuse during
childhood, stress, and substance abuse (Hayes et al, 1999). It has been used with non-learning
disabled adults and children and learning disabled persons (Hayes, 2001- personal
communication). In comparative studies, ACT has been demonstrated to be more effective than
cognitive-behaviour therapy in the treatment of depression (Zettle & Hayes, 1986). It has been
demonstrated to be more effective than treatment as usual for problems of psychoses (Bach &
Hayes, 2001) and substance abuse (Hayes, 2001- personal communication). In all studies

conducted, ACT has always been demonstrated to be at least as effective as the alternative
treatments considered (Hayes et al, 1999).

An Evaluation of Acceptance and Commitment Therapy in the Treatment of Adolescents with
Conduct Disorder

As noted above, ACT 1s particularly appropriate for use in the treatment of persons who have
emotional problems, problems with self-rules, and problems with making and keeping

behavioural commitments. These problems are typical of adolescents with Conduct Disorder.
No studies have yet been conducted on ACT in the treatment of adolescents with Conduct



Disorder. The proposed study represents an important opportunity to determine whether ACT 1s
an effective treatment for adolescents with Conduct Disorder.

Aims of the Proposed Project

The aim of the project is to determine whether Acceptance and Commitment Therapy is an

effective therapy for the treatment of behavioural problems in adolescents with Conduct
Disorder.

Note on Dr. Myles' Competence to Practice ACT

Dr. Myles has trained in ACT with its oniginator, Professor Steven C, Hayes, Professor of
Clinical Psychology at the University of Nevada, Reno. Dr. Myles has attended a three day,
intensive residential workshop in ACT led by Professor Hayes, and has undertaken additional

ACT training for a period of over a week at the University of Nevada. Dr. Myles has practiced
components of ACT, under the supervision of Dr. Judy Hutchings, Consultant Clinical

Psychologist, with adolescent clients during his successfully completed Child and Adolescent
Mental Health training placement, undertaken as an element of his doctoral studies in Clinical
Psychology. He has been asked to conduct seminars on the subject of ACT for each of the

Clinical Psychology services of the North West Wales NHS Trust, by Dr. Peter Woods, Head
of Service.

Plan of Investigation

Note on the Provision of Therapy and Participant Withdrawal from the Study

Therapy will be provided through the Child and Adolescent Mental Health Service, at Talarfon,
in Bangor. All case-files will be open to Dr. Judy Hutchings, Consultant Clinical Psychologist.
Dr. Hutchings will supervise the provision of therapy by Dr. Myles.

Adolescent participants will be able to withdraw from the study at any point, without
explanation. Participants who withdraw from the study will be offered the opportunity to receive

alternative therapy from another member of the CAMHS team. Parent/guardian participants may
also withdraw from the study at any point.

Participants

Up to nine adolescents (14-17 years of age) who have been referred for treatment to the Child
and Adolescent Mental Health Service, at Talarfon, in Bangor, with behavioural problems

consistent with a DSM-IV (APA, 1995) diagnosis of Conduct Disorder, and their
parent(s)/guardian(s).

Note on the Exclusion of Potential Adolescent Participants Who Are at Risk of Suicide or
Sertous Self-Harm

Potential adolescent participants who are currently engaging in suicidal or sernious self-harming
behaviours or who have suicidal or serious self-harming urges that are abnormal in frequency or

strength or who are apparently at risk of engaging in suicidal or serious self-harming
behaviours will be excluded from the study.

Prior to the commencement of research, adolescent participants who have consented to
participate in the study will be questioned about suicidal and serious self-harming behaviours
and urges, and risk factors for suicidal and serious self-harming behaviours, in interview, by Dr.
Myles. Risk factors covered will include: primary nisk factors, such as previous attempts;
secondary risk factors, such as substance misuse; and, situational risk factors, such as family

functioning and perceived support. Each potential participant will also be asked to complete a
Beck Scale for Suicide Ideation (Beck & Steer, 1991) (please see Appendix Six).

The results of the screening interviews will be discussed by Dr. Myles with Dr. Judy
Hutchings, Consultant Clinical Psychologist, who will supervise all clinical work by Dr. Myles.
Any potential participant who Dr. Myles and Dr. Hutchings consider to be at risk of, or who is
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currently engaging in, suicidal or serious self-harming behaviours will be excluded from the
study. Dr. Myles and Dr. Hutchings will immediately take action to ensure the well-being and

appropriate treatment of any such excluded potential participants, through the Child and
Adolescent Mental Health Service, at Talarfon, in Bangor..

Throughout the course of the study, Dr. Myles will remain alert to risk factors for suicide and

serious self-harm by participants, and will immediately report any concerns about the well-being
of participants to Dr. Hutchings.

Design

The study will employ a single case-study, multiple (three) base-line design. The independent
variable will be the provision to each adolescent participant of a course of ACT. The dependent

variable will be pre-specified target behaviours for each adolescent. An independent control
group is not required with this research design.

Psychometric measures will be used to collect additional data on the effects of treatment on
the behaviour of each participant, and his/her self-esteem and levels of anxiety and depression.

[The research intervention, as experienced by the adolescent participants, will not differ

substantially from usual practice- ACT typically involves clients specifying behavioural goals
for themselves, collecting data about their behaviour on a regular basis, and sharing that data

with the therapist.
ACT provided to adolescent participants will follow the protocol described by Hayes et al
(1999), with the exception that values identification work will be conducted toward the

beginning of the therapeutic process, rather than toward the middle, as described by Hayes et
al.]

Measures

Psychometric Measures- Beck Depression Inventory (Beck, 1996), Beck Scale for Suicide
Ideation (Beck & Steer, 1991), Child Behaviour Checklist, Parent Report and Y outh Self-
Report Versions (Achenbach, 1991), Harter Self-Esteem Scale (Harter, 1988), State-Trait

Anxiety Inventory for Children (Spielberger, 1973). [Please see Appendix Six for copies of
psychometric measures. |

Individualised Target Behaviour Data Recording Sheets.

Procedure

Recruitment of Participants

Potential participants will be 1dentified through the North West Wales NHS Trust Child and
Adolescent Mental Health Service (CAMHS), at Talarfon, in Bangor. Adolescent participants
will have been referred to CAMHS for assessment/treatment with regard to behavioural
problems of the Conduct Disorder type. They will not currently be receiving treatment.

Each potential adolescent participant and his/her parent(s)/guardian(s) will separately be sent
a letter by Dr. Myles and Dr. Hutchings describing the research and asking if they would be
interested in participating (see Appendix Two for English and Welsh language versions of the
initial approach letters). The letter will clearly note that participation is entirely voluntary and that
non-participation will not affect eligibility for treatment in the future or status on the CAMHS
treatment waiting list.

Dr. Myles will arrange to meet potential adolescent participant(s) and their

parent(s)/guardian(s) who express an interest in participating for the purposes of further
explaining the nature of the research and seeking consent for participation.

Following this meeting, a three day period will be allowed to elapse before consent for
participation is sought. Signed, witnessed consent will be sought from each adolescent

participant and his/her parent(s)/guardian(s). Consent forms that comply with North West
Wales NHS Trust policy will be used. [Please see Appendices Three and Four for English and



Welsh language version Consent Forms and Information Sheets to be provided to potential
participants.] . o
Should more than the required number of potential participants express willingness to

participate, those who have most priority on the CAMHS treatment waiting list will be selected
to participate.

Procedural Stages- Pre-Baseline

Prior to the commencement of data collection, a number of target behaviours for each adolescent
will be identified and agreed upon by him/her, his/her parent(s)/guardian(s), and Dr. Myles.
These will include both inappropriate behaviours noted in the DSM-1V diagnostic critena for
Conduct Disorder (APA, 1995) (e.g., aggression towards others, destruction of property,

serious rule violations) and appropriate behaviours (e.g., attending school, getting up 1n the
morning by a certain time). The target behaviours for each adolescent will likely difter
somewhat from those of the others, reflecting the unique nature of his/her Conduct Disorder
problem and the importance placed on different appropriate behaviours by him/her and his/her
parent(s)/guardian(s). Target behaviours will be operationalised (defined clearly). Target

frequencies (desired frequencies) for both appropriate and inappropriate behaviours will be
agreed upon, as above.

Baseline

During the base-line period, no treatment will take place. The parent(s)/guardian(s) of each
adolescent will record daily frequency data on his/her target behaviours. Each adolescent will
also be asked to record frequency data on his/her own target behaviours. Weekly data will be

collected from both parties by Dr. Myles either in person, or by telephone. Data for all
adolescents will be graphed by Dr. Myles on a multiple base-line graph.

Three base-lines will be used. The third of adolescent participants with the most stable
baselines will be assigned to a three week baseline condition. The third with the next most stable

baselines will be assigned to a five week base-line condition. The third with the least stable base-
lines will be assigned to a seven-week base-line condition.

Treatment

During treatment, each adolescent participant will receive with up to 24 bi-weekly ACT sessions,
to be provided by Dr. Myles. The exact number of sessions will depend on how rapidly each

participant proceeds through the therapeutic process. It is estimated that participants are likely to
complete the therapeutic process in 16 sessions or less. Each session will last between 45

minutes and 90 minutes. It is estimated that typical sessions will last for approximately 60
minutes.

Adolescents and their parent(s)/guardian(s) will continue to collect data on target behaviours,
as 1n base-line.

Post-Treatment

For four weeks post-treatment, adolescents and their parent(s)/guardian(s) will continue to
collect data, as in base-line.

Follow-up

One-month after the post-treatment period has ended, adolescents and their
parent(s)/guardian(s) will collect data for a two week period, as in base-line.

Settings and Equipment

Depending on which arrangement best suits each study participant, the research will take place
at the Child and Adolescent Mental Health Service centre at Talarfon, in Bangor, the Child and



Family Research Unit at Bryn y Neuadd Hospital, in Llanfairfechan, a clinic located as close as
possible to the home of the participant, or the private home of the participant.
No equipment will be used.

Data Analysis

Behaviour frequency data will be graphed on a multiple baseline graph. As is normal practice in
single-case study, multiple base-line design research, the results of the study will be analysed by
"eye-balling" graphed data.

It is anticipated that inappropriate behaviours specified as target behaviours will decrease

substantially in frequency over the course of the study. It is anticipated that appropriate
behaviours specified as target behaviours will increase substantially in frequency.

It is anticipated that adolescent participants' scores on the psychometric behaviour measure
will also decrease. Their scores on the self-esteem measure should either increase or remain the
same. Their scores of the anxiety and depression measures should decrease or stay the same.

Original data collection sheets and completed psychometric measures for each adolescent
participant will be retained in his/her case file. Adolescent participants' case-files will be retained
in a locked cabinet at the offices of the Child and Adolescent Mental Health Service, at Talarfon,

in Bangor, when not in use for the purposes of therapy. All research data will be anonymised
and held in the offices of the Bangor Project for Children with Disruptive Behaviour, in the

Psychology Department of the University of Wales, Bangor. The Project is directed by Dr.

Judy Hutchings, Consultant Clinical Psychologist, who will provide clinical supervision to Dr.
Myles.

Risk to Participants

No risks to participants have been identified.

Payment

No payment will be made to participants.

Approval from Professionals

The proposed project has been approved by Dr. Judy Hutchings, Consultant Clinical
Psychologist, of the Child and Adolescent Mental health Service, at Talarfon, in Bangor. It has

also been approved by Dr. Peter Woods, Head of Psychology Services, North West Wales
NHS Trust.

Potential Benefits Arising from the Proposed Project

The research 1s of considerable potential benefit to both adolescent participants and their
parent(s)/guardian(s).

The most likely benefit for adolescent participants is that they may experience an
improvement in their ability to make and keep commitments to behave in ways that are not
problematic for themselves or others, and that are consistent with achieving meaningful, valuable
lives. They may also experience an improvement in psychological well-being through a
reduction in psychological trauma associated with pre-existing problems (e.g., anxiety disorders,
depression).

Any improvements in the behaviour and/or psychological well-being of adolescent
participants 1s likely to positively affect their relationship(s) with their parent(s)/guardian(s), to
their mutual benefit.

The results of the research are likely to be of benefit to other practitioners and researchers in

the field of Conduct Disorder in adolescents, in terms of contributing to existing knowledge
concerning effective treatment strategies.



Timetable for the Proposed Project

The project will run from the beginning of August 2001 till the end of June 2002. Participants
will be recruited in August/September. Research will begin in October/November, 2001. Data
collection will be completed by March/April 2002. The project will be completed and "written-

up" by the end of June, 2002.
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Appendix Two (A):

Initial Approach Letter to Parent(s)/Guardian(s) of
Potential Adolescent Participants

Re: (Name of Potential Adolescent Participant)

Research Project: "An Evaluation of Acceptance and Commitment Therapy in the Treatment
of Adolescents with Conduct Disorder."

-

Dear (Name of Parent/Guardian)

(Name of adolescent) was referred to the Child and Adolescent Mental Health Service
for help with behaviour problems by (name and title of referrer).

[ am writing to let you know that in the near future I will be carrying out a research
project to find out whether "Acceptance and Commitment Therapy” can help young people with
behaviour problems to live less problematic lives.

“Acceptance and Commitment Therapy" can be used to help people who have problems
with their emotions (for example, anxious or depressive feelings), problems wi