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PREFACE

The first paper will be submitted to the Journal of Occupational and Organizational
Psychology. The second paper will be submitted to Training and Education in
Professional Psychology. Both papers were written in line with the author
guidelines issued by the journals (see Appendices 3 & 9) though the tables and
figures have been left within the text for ease of reading. All papers have been
formatted in accordance with Staffordshire and Keele Universities’ guidelines and
will be adjusted for publication purposes and in line with journal requirements at a
later date. The third paper is not intended for publication but offers a reflexive
review of the thesis, and as such assumes reader familiarity with papers one and

two.



THESIS ABSTRACT

Individuals working in the helping professions experience high levels of stress,
which can impact upon their health and ability to function effectively at work. This
thesis explores the utility of Acceptance and Commitment Therapy (ACT)

interventions to reduce stress within this population.

The first paper explores the effectiveness of ACT interventions for reducing stress
with the helping professions. A systematic search of the literature produced ten
empirical papers of which two were unpublished theses. Interventions were
predominantly delivered to groups of employees with the number of sessions
ranging from two to six. Five studies indicated a decrease in stress. The findings
are compromised by quality of the papers which limits the conclusions being
drawn about the effectiveness of ACT interventions. Implications for applying ACT

within the workplace are discussed along with suggestions for future research.

The second paper examines the utility of the ACT model with Trainee Clinical
Psychologists. Hierarchical regression was used to determine whether
acceptance, cognitive fusion, valued living, committed action, self as context and
contact with the present moment (the ACT processes) predicted perceived stress
while controlling for gender. Committed action emerged as the most significant
predictor of perceived stress. Valued living, contact with the present moment and
cognitive fusion were also significant predictors. Acceptance and self as context
were not significant predictors of stress. The findings are discussed in relation to
the management of stress with trainee clinical psychologists and suggestions are

made for future research.

The final paper provides a first person reflexive account on the process of
undertaking and completing this project. Personal reflections are offered on the
various stages of the research process. Learning points are discussed and ideas

for future research are considered.

Total word count: 16,617



Paper 1. Literature review

An exploration of ACT stress management interventions

for individuals working within the helping professions.

Word count: 7637 (excluding references and appendices)



Abstract

Individuals working within the helping professions experience high levels of work
related stress. Acceptance and Commitment therapy (ACT) is a third wave
cognitive behavioural therapy that has been specifically adapted to reduce
workplace stress, and has demonstrated promising findings with those working in
customer service, management and technical roles. The purpose of this review
was to examine the available evidence regarding the use of ACT interventions to
reduce workplace stress with the helping professions. Ten studies were identified
as eligible for review; each of which aimed to evaluate the impact of an ACT
intervention on measures of stress. Five out of the ten studies included in the
review reported a statistically significant decrease in stress at post intervention.
Two of which reported a further decrease at three month follow up. However, the
strength of the evidence was limited by the quality of the studies particularly in
relation to small sample sizes, external validity and adherence to RCT
methodology where relevant. A greater number of high quality studies are
required to enable more definitive conclusions about the effectiveness ACT to
reduce workplace stress.

Practitioner points

e This review provides useful information regarding the application of ACT to
reduce workplace stress with individuals working within the helping
professions.

e The findings of this review are promising; however, further research is needed
replicate the results within each of the occupational groups to establish

applicability.



INTRODUCTION

Work related stress has been identified as the most common cause of long term
sickness absence amongst UK employees (Chartered Institute of Personal
Development, 2016). Occupations that involve a significant responsibility for the
care of others, for example: healthcare workers, social workers and teaching staff
report significantly higher rates of work related stress and sickness absence than
any other occupational group (Office for National Statistics [ONS], 2016). Taken
together, this group of workers can be referred to as the ‘helping professions’ who
nurture the growth of and, address the problems of a person’s physical,
psychological, intellectual or emotional constitution (Graf, Sator, Spranz-Fogasy,
2014).

The conditions that generate stress within the workplace as referred to as
‘stressors’ (Cooper, Dewe & O’Driscoll 2001). High workload, a lack of control
over work and involvement in decision making are just some of the many stressors
that exist within the work environment that are related to poor psychological health
and sickness absence (Michie & Williams, 2001). Those working in the helping
professions, encounter additional stressors related to the people they look after. A
recurring stressor identified in the literature is the behaviour of students and
service users. Behaviour such as verbal/physical aggression, disruptive behaviour
and deliberate self-harm have been shown to relate to high levels of stress within
this professional group (Chaplain, 2008; Rose, Jones & Fletcher, 1998; Edwards &
Burnard, 2003; Persieus, Kaver, Ekdahl, Aspberg & Samuelsson, 2007).

The National Institute for Health and Care Excellence (2009) states that employers
need to prevent and/or reduce stress by implementing interventions at
organisational and individual level. Organisational interventions place emphasis
on removing the source of stress, for example, by facilitating the management of
workloads, defining work roles and improving communication. Individual
interventions are psychological in nature and focus on improving one’s ability to
effectively manage stress (Fincham & Rhodes, 2005). However, no information is

provided regarding interventions that could be utilised in practice.

One method that could reduce workplace stress is emotional regulation. The
model proposed by Gratz and Roemer (2004) conceptualises emotional regulation

as a psychological process that involves developing the ability to: notice changes
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in emotional states (and the associated thoughts, feelings and physiological
sensations), be open or willing to experiencing these states and, to act in
accordance with one’s goals regardless of emotional state. Interventions based on
aspects of emotional regulation could mitigate the emotional response elicited by
stressors, help people respond more effectively to the demands of the workplace

and ultimately reduce stress (Perrewé, Rosen & Halbesleben, 2013).

Acceptance Commitment Therapy (ACT) is a third wave psychological intervention
that draws parallels with the principles of emotional regulation. ACT focuses on
changing how a person responds to internal experiences such as thoughts,
emotions and physical sensations. Accordingly, thoughts, emotions and
sensations are not thought to be the cause of distress, rather the individual’'s
attempts to manage or problem solve through avoidance, control or suppression
(Hayes & Smith, 2005). The goal of ACT is to facilitate psychological flexibility;
that is, to respond more fully in the moment and to change or persist in behaviour
only in the service of one’s values (Hayes, Luoma, Bond, Masuda & Lillis, 2006).
ACT works to develop psychological flexibility through increasing engagement with
Six core processes: (i) acceptance which involves developing a willingness to
experience unwanted thoughts, feelings and sensations, (ii) cognitive defusion, the
process of changing the way a thought (e.g. ‘I am not good enough’) is interacted
with by creating contexts in which their unhelpful consequences are diminished,
(e.g. labelling ‘I'm not good enough, as just a thought’), (iii) contacting the present
moment, which involves developing an ongoing, non-judgemental awareness of
internal events and external realities as they occur (iv) self-as-context, adopting an
observer perspective on one’s internal and external experiences without becoming
attached or invested in them, (v) values clarification is the process of identifying
what is important and meaningful to oneself across various domains of life
including family, health and work and (vi) committed action involves settings goals
and engaging in behaviours that are guided by one’s chosen values (Hayes,
Strosahl & Wilson, 2012).

Bond and Hayes (2002) developed the ‘ACT at work’ group programme to
specifically reduce workplace stress. The first part of the programme creates a
context for change by exploring the ‘workability’ of current approaches to
managing stress. Participants discuss their experience of workplace stress,

consider the effectiveness of existing coping strategies and examine the personal
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costs of rigidly adhering to patterns of coping. This process enables participants
to acknowledge the unworkable nature of their coping strategies which invites a
willingness to change. The second part of the programme uses metaphors,
experiential exercises and discussion to facilitate engagement in the six ACT
processes. Through engaging in the ACT processes, participants learn how to
disentangle from the language processes that promote avoidance, suppression

and control.
Rationale for current review

Several reviews have been published on the efficacy of ACT for mental health
difficulties, long term conditions and workplace stress (Hayes et al., 2006; Ost,
2008; Ruiz, 2012). The most recent review of ACT (Ost, 2014) included seven
RCTs on the efficacy of ACT interventions for work place stress, five of which
demonstrated a significant decrease in stress. However, only two studies involved
the helping professions. It could be that the underrepresentation of studies
involving the helping professions in the Ost (2014) review was the consequence of
solely focusing on published RCTs. An update is required to review the evidence
(including quasi experimental and unpublished studies) for ACT as an intervention
to reduce workplace stress with this population.

This review takes a systematic approach to examine the available evidence
regarding the use of ACT interventions within the helping professions.

The research question for this review is ‘what is the effectiveness of ACT
interventions in reducing stress with the helping professions?’ Recommendations

for future research will be made and clinical implications considered.

METHOD
Search strategy

The host databases Web of Science and EBSCO were used to access PsycINFO,
PsycARTICLES, CINAHL Plus with full text, Academic Search Complete,
MEDLINE and Web of Science to search for papers from the inception of the
databases, up to and including January 2017. The ‘publications’ page on the
Association of Contextual Behavioural Science website provides details of papers
relevant to contextual behavioural science including ACT and was searched to
ensure no important papers were overlooked. Hand searches of references lists

were conducted.
12



Publication bias refers to the degree to which the findings of a study influence its
likelihood of publication (Dickersein, 1990). Studies demonstrating favourable
outcomes; for example; those showing a positive finding for an intervention, are
more likely to be published than studies where this is not the case (Dwan et al.,
2008). Hence, it is likely that published studies are an underrepresentation of
what is known about a particular topic. To try and mitigate this, all available
evidence was sought to also include, where possible unpublished studies.
ETHOS, DAART, Zetoc and google scholar were searched to identify theses,
dissertations, conference proceedings or other unpublished research.

The following terms were used to search for papers: Acceptance and Commitment
Therapy AND stress; Acceptance and commitment training AND stress; ACT AND
stress; Acceptance and Commitment Therapy AND stress management;
Acceptance and commitment training AND stress management; ACT AND stress
management; ACT AND work stress; Acceptance and commitment therapy AND
work stress; Acceptance and commitment training AND work stress; Acceptance
and Commitment Therapy and job stress; Acceptance and commitment training
and job stress; ACT and job stress; ACT AND job stress; Acceptance and
Commitment Therapy and occupational stress; Acceptance and commitment
training and occupational stress and ACT and occupational stress.

Inclusion criteria

e Participants were staff (qualified or unqualified) working in health, education or
social care settings whose role involves helping others for example, nurses,
social workers, support workers

e The intervention was clearly defined and identified as being based on ACT

e Outcomes were assessed using specific pre-and post-measures of stress

Exclusion criteria
e Books chapters or magazine articles

e Studies evaluating the impact of ACT training

Study selection

The search identified 2760 papers (Figure 1) , 744 were duplicates. Papers were
screened by abstract using the inclusion / exclusion criteria to determine eligibility.
A further 1985 papers were removed for reasons including: the topics of interest
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were not relevant, participants were not staff working in health, education or social
care settings, pre-and post-measures of stress were not utilised and/or the papers
focused on ACT training as opposed to intervention. Full text papers were

retrieved in relation to the topic. Two papers were theses. One paper was written

in Swedish and translated using Google Translate.

Assessment of methodological quality

A critical appraisal tool (see in Appendix 1) was developed to evaluate the quality
of the evidence presented. The tool consisted of sixteen criteria that assessed
validity, reliability and applicability of the varied studied. The criteria were based
on questions included in the Critical Appraisal Checklist for Randomised
Controlled Trials (Critical Appraisal Skills Programme, 2017), the Downs and Black
(1998) checklist for measuring quality for both randomised and non-randomised
studies, and items from the Consolidated Standards of Reporting Trials
(CONSORT) which can also be used to critically appraise randomised controlled
trials (Schulz, Altman & Moher, 2010). Each study was given an overall score
indicating the number of criteria that were fully met. A rating of not applicable was

given to items where the question was not relevant to the study design.
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Figure 1:

Flow chart of study selection process
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RESULTS
Study characteristics

An overview of the study characteristics of the final ten papers including strengths

and limitations can be seen in Table 1.

Six studies were randomised controlled trials (RCTs) of which two included an
active control group (Frogeéli, Djordjevic, Rudman, Livheim & Gustavsson., 2016;
Altbo & Nordin, 2007), and the remainder, a wait list control group (Brinkborg,
Michanek, Hesser & Berglund., 2011; Thomas, 2011; Biglan, Layton, Backen
Jones, Hankins, & Rusby., 2013; McConachie, McKenzie, Morris & Walley., 2014).
Four studies were quasi experimental studies, one a multiple baseline time-series
design (Gore & Smith, 2012), two were non-randomised controlled trials (Stafford-
Brown & Pakenham, 2012; Noone & Hastings, 2009) and one employed a single
group pre-post intervention design (Noone & Hastings, 2010).

Participants were recruited from a variety of settings. Six studies involved staff
working in intellectual disability services of which four were in residential settings
(Gore & Smith, 2012; Thomas, 2011), one involved staff working in a special
education setting (Biglan et al., 2013) and the other involved care workers, though
details of the setting were not provided (McConachie et al., 2014). Two studies
recruited student healthcare professionals from universities; one involved trainee
clinical psychologists (Stafford-Brown & Pakenham, 2012) and the other involved

student nurses (Frogéli et al., 2016).

The papers are synthesised and critiqued in relation to the interventions,

measures and findings.

Overview of selected studies

The studies are presented in chronological order for the overview and within the

summary table.

Altbo and Nordin (2007) randomly allocated 32 participants to a three-session
intervention condition (n=18) or to a control condition (n=14) to determine the
impact of an ACT intervention with school teachers (primary and secondary). A
standardised measure was used to evaluate the impact of the intervention on

perceived stress.
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Noone and Hastings (2009) allocated 28 participants to a two-session group
intervention condition (n=22) or a waiting list control condition (n=6) to examine the
impact of an ACT intervention with support staff working in residential ID settings.
A standardised measure was used to evaluate the impact of the intervention on

perceived work stressors.

Noone and Hastings (2010) investigated the effectiveness of a two-session group
intervention with 34 participants working in residential ID settings. A standardised
measure was used to evaluate the impact of the intervention on perceived work

stressors.

Brinkborg et al. (2011) randomised 106 social workers to a four-session group
intervention condition (n=70) or a waiting list control condition (n=36). The impact
of the intervention was assessed using a standardised measure of perceived

stress.

Thomas (2011) randomised 27 residential care staff to either an individual
intervention condition (n=13) or a control condition (n=14). Standardised
measures were used to evaluate the impact of self-help booklet on perceived
stress and perceived work stressors.

Gore and Smith (2012) allocated 62 participants to one of six groups to receive an
ACT intervention. A standardised measure was used to evaluate the impact of the

intervention on perceived work stressors with support staff working in ID services.

Stafford Brown and Pakenham (2012) allocated 56 trainee clinical psychologists to
either a four-session group intervention condition (n=28) or a waiting list control
condition (n=28). A standardised measure was used to evaluate the impact of the

intervention on work related stress.

Biglan et al. (2013) randomised 42 participants to an immediate intervention group
(n=23) and delayed intervention group (n=19) to determine the impact of a two-
session intervention with Early years special education staff. A standardised

measure was used to evaluate the impact of the intervention on teaching stress.

McConachie et al. (2014) randomised 120 direct care staff to either a workshop
intervention condition (n=66) or to a wait list control condition (n=54) and
examined the impact of a two-session intervention with direct care staff working in
intellectual disability services. A standardised measure was used to evaluate the

impact of the intervention on perceived work stressors.
17



Frogéli et al. (2016) randomised 113 nursing students to either a six-session group
intervention condition (n=69) or active control condition (n=44). A standardised

measure was used to evaluate the impact of the intervention on perceived stress.
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Table 1: An overview of study characteristics

Reference Design, Intervention Measures Outcome Strengths Limitations
and country participants &
sample size
Altbo and RCT, school ACT group: 4x3h PSS (Cohen et | Non-significant Full intervention | Minimal
Nordin (2007), | teachers sessions (four-week al., 1983) decrease (p =.50) protocol information is
Sweden Intervention break between in perceived stress | provided within | given regarding
n=18 session 2 and 3). for ACT group at the paper. the randomisation
Control n=14 Homework tasks= post intervention Number lost to procedure.
mindfulness, defusion follow up Small sample is
and acceptance provided along likely to have
practice with reasons for | meant the study
drop out. was
underpowered.
Noone and NRCT ACT workshops: 1 SSQ (Hatton Non-significant Valid and Fidelity to the
Hastings ID Residential day + a half day six et al., 1999) increase (p =.35) in | reliable outcome | intervention not
(2009), UK care staff weeks later. perceptions of measures. assessed.
Intervention=22 | Homework task= stressors for ACT Full intervention | Did not provide
Control =6 mindfulness practice group, post protocol is effect sizes or
intervention. provided within | confidence
the paper. intervals.
Noone and Single group, ACT workshops: 1 SSQ (Hatton Non-significant Valid and Fidelity to the
Hastings pre-and post day + a half day six et al., 1999) decrease (p =.225, | reliable outcome | intervention not
(2010), UK ID Residential weeks later d=.12)in measures. assessed.
care staff No homework tasks perceptions of Exact p values Insufficient
N=34 stressors post and effect sizes | information to
intervention. reported. determine
whether the
sample is
representative of
the population.
Brinkborg, et RCT, Social ACT group: 4x3h Swedish Significant Attrition Minimal
al. (2011), workers fortnightly sessions Perceived decrease (p > .001, | discussed and information
Sweden Intervention Stress Scale d=0.72) reasons for provided about
n=70 the intervention.
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Control n=36 Homework tasks ([PSS] Eskin & | at post intervention | dropout are No evidence to
=mindfulness practice | Parr, 2006) for ACT group. provided. suggest a power
and physical exercise Effect sizes and | calculation was

confidence used to determine
intervals given sample size.
alongside p
values
Thomas RCT, ID ACT self-help book to | SSQ (Hatton Non-significant Small sample
(2011), New residential care | complete over seven | et al., 1999); decrease (p =.08, p size is likely to
Zealand staff weeks. No homework | PSS (Cohen, n2 =.14) in have meant the

Intervention tasks. Kamarch & perceptions of study was

n=13 Mermelstein, stressors at post underpowered.

Control n=14 1983) intervention for the Randomisation

ACT group. procedure not
reported.
Gore and Multiple time ACT workshops: 1 SSQ (Hatton Significant Valid and High attrition rate
Smith (2012), | series design, day + a half day six et al., 1999) decrease in reliable that was not
UK ID residential weeks later. No perceptions of measures that adjusted for in the
care staff homework tasks. stressors between: | were tailored to | analysis.
N=62 baseline - 3months | the context. No indication that

(p =.04, d =.36),
post intervention- 3

Follow up
assessments

participants were
representative of

months (p =.00, d undertaken at the wider
=.54) and, post three and six population.
intervention — 6 months.
months (p =.007, d
=.51).
Stafford-Brown | Non-randomised | ACT group: 4x3h Professional Significant Baseline Follow up
and controlled trial weekly sessions self-doubt decrease (p = <.05, | characteristics assessments
Pakenham, (NRCT), Trainee | Homework tasks = subscale from | partial n2 =.08) in | were consistent | undertaken with
(2012), Clinical mindfulness, defusion | Mental Health | professional self- between each the intervention
Australia Psychologists and acceptance Professional doubt for ACT group. group only.
Intervention practice; reflections Stress Scale group at post Very low attrition | Intervention
n=28 on values and noticing | (Cushway, intervention. rate. fidelity not
Control n=28 stress buttons. Tyler assessed.
&Norman,
1996).
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Biglan et.al. RCT, Early ACT workshop: 2x Teacher Significant Good overview | Insufficient
(2013) USA Childhood 3.5-hour sessions (2-3 | characteristics | decrease in of context and information
Special week break between | subscale from | teaching stress (p | settings. regarding the
Education Staff | sessions) the Index of <.001) for Full protocol is randomisation
Immediate Homework tasks= Teaching immediate and included within procedure.
intervention mindfulness practice Stress delayed the paper. No information
n=23 and committed (Greene, intervention group. provided about
Delayed actions Abidin & the participants.
intervention =19 Kmetz,1997)
McConachie et | RCT, ID Care Acceptance and Staff Stressor | Data not reported. | Valid and Did not report the
al. (2014), UK | workers Mindfulness Questionnaire reliable outcome | findings.
Intervention workshop: 1 day + a ([SSQ] Hatton measure. High levels of
n=66 half day 6 weeks later | et al., 1999) Numbers lost to | attrition across
Control n=54 Homework task= follow up are both groups with
mindfulness practice accounted for in | reasons for
the analysis. attrition not
provided.
Frogéli, et al. RCT, Nursing ACT Group 6x2h Swedish PSS | Significant Power Participants in the
(2016), students weekly sessions (Eskin & Parr, | decrease (p <.001, | calculation used | intervention
Sweden Intervention (ACT + lifestyle 2006) d = 0.58) at post to determine condition could
n=69 education + intervention for sample size. also attend the
Control n=44 communication skills ACT group. Intervention reflective groups
+ self-acceptance/ clearly provided for the

self-compassion)
Homework tasks =
mindfulness, defusion
and acceptance
practice; reflections
on values and
undertaking
committed action.

described with a
hyperlink to the
protocol.

control condition.

Reasons for drop

out have not been
provided.

21




Interventions

All interventions used metaphors, mindfulness practice and experiential exercises
to demonstrate the six ACT processes and, to illustrate how participants might
engage with them. Although this consistency supports the comparability of the
studies to an extent, there are also considerable differences between the

interventions studied.

There was some variation in the extent of resources provided to participants in
support of their application of ACT processes to reduce stress; the number of
sessions offered, the mode of intervention, and the provision of an action plan.
The number of sessions ranged from two (McConachie et al.2014; Gore & Smith,
2012, Noone & Hastings, 2009; Noone & Hastings, 2010; Biglan et al., 2013) to six
(Frogéli et al. 2016). Although a greater number of sessions might not necessarily
enhance the interventions’ effectiveness, it could be that this provided participants
with more opportunities to consolidate their understanding of ACT processes and
to practice skills. Nine studies evaluated group interventions (McConachie et al.
2014; Gore & Smith, 2012, Noone & Hastings, 2009; Noone & Hastings, 2010;
Biglan et al., 2013; Frogéli et al. 2016; Brinkborg et al. 2011; Altbo & Nordin, 2007;
Stafford-Brown & Pakenham, 2012) and one study examined an individual
intervention through the use of a self-help book (Thomas, 2011). Group
interventions might help people to realise that their reactions to stress and/or
strategies for coping with stress are not too dissimilar to those used by others,
which could normalise their experience and, facilitate greater engagement with the
intervention. Frogéli et al. (2016) provided participants with an Action Plan for
maintaining the work life balance that was informed by acceptance and
mindfulness techniques of their choice. An advantage of creating an action plan is
that it encourages people to consider how they might implement new skills and

strategies on a day to day basis to help facilitate behaviour change.

Studies varied in the extent to which they invited discussion about workplace
stressors, reactions to stressors and the workability of existing coping strategies
(effectiveness and costs), all of which arguably facilitate a context for change.
Five studies indicated that all three of these activities had been undertaken (Altbo
& Nordin, 2007; Frogéli et al., 2016; Noone & Hastings, 2009; Noone & Hastings,
2010; Stafford-Brown & Pakenham, 2012) though, neither of these studies

explored the costs of existing coping strategies. Examining the cost of
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avoidant/control based coping strategies is important because it provides some
motivation to consider alternative (Hayes et al., 2012). One disadvantage of not
including this final element during the initial discussions about coping is that
participants may not be fully motivated to consider alternatives which could
negatively impact on their ability to engage with the intervention. Four studies
(Gore & Smith, 2012; Biglan et al., 2013; Noone & Hastings, 2009; Noone &
Hastings, 2010) asked participants to discuss the stressors they encounter within
their roles, and to explore the strategies used to cope with them. However, neither
of these studies appeared to examine the workability of the strategies to manage
these stressors. Examining the workability of existing strategies is a prerequisite
for inviting willingness to engage with six ACT processes (Hayes et al., 2012);
hence, one would expect this discussion to feature in all of the interventions. One
consequence of not including this discussion as part of the intervention is that
participants might not fully engage with the six ACT processes which could result
in their intervention having little or no effect. The self-help book evaluated by
Thomas (2011) did not instruct participants to consider their reactions to the
stressors they encounter in their current roles; nor did it invite them to examine the
workability of the strategies used to manage these stressors. One implication of
this is that participants may not have acknowledged their behaviour as
problematic, and thus struggled to identify the personal benefits of engaging with
the ACT processes. This might have limited their capacity to meaningfully engage
with the intervention and experience a positive outcome. Two of the studies
(Brinkborg et al., 2011; McConachie et al., 2014) did not provide sufficient details
of the intervention hence it is not known whether participants were given the
opportunity to identify stressors, consider their reactions to them and examine the

workability of existing coping strategies.

Some studies included additional content unrelated ACT. Frogéli et al. (2016)
provided education on the impact of stress, sleep and exercise, and highlighted
the importance of self-acceptance and self-compassion. Role play was used to
cultivate skills in assertiveness and conflict management. The authors justified this
additional content by referring to the findings of previous research that identified
common stressors in nursing education. However, they neglected to elaborate on
the nature of these stressors and did not explain how the intervention might
address them. Brinkborg et al. (2011) added content to their sessions about

communication and compassion, but did not include any rationale for doing this.
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Stafford Brown and Pakenham (2012) highlighted the importance of self-
compassion but again did not include a rationale for this. The addition of
techniques to improve heath, enhance communication skills and cultivate self-
compassion might enhance the effectiveness of the aforementioned interventions.
However, the inclusion of this content makes it difficult to determine the true

impact of ACT, and thus limits comparability with other ACT interventions.
Measures

Data was collected using self-report questionnaires. All studies clearly specified
how stress was measured. Internal reliability was reported for each measure with
alpha coefficients ranging from 0.7 (Thomas, 2011) to 0.9 (McConachie et al.,

2014), this supports the validity of the measures used to assess stress.

The extent to which the measures utilised were applicable to the characteristics of
the participants, varied between studies. Four studies (Gore & Smith, 2012; Noon
& Hastings, 2009; Noone & Hastings, 2010; McConachie et al., 2014) used a
measure which had previously been validated with individuals from the same
country and occupational group as the participants — the Staff Stressor
Questionnaire (Hatton et al., 1999). Three studies (Frogéli et al., 2016; Brinkborg
et al., 2011; Altbo & Nordin, 2007) used a measure, the Swedish PSS (Eskin &
Parr, 1996), which had previously been validated with individuals from Sweden.
Though, this measure does not take account of the varying levels of the stress
experiences by the different occupational groups. Three studies (Biglan et al.,
2013; Stafford-Brown & Pakenham, 2012; Thomas, 2011) used the Staff Stressor
Questionnaire (Hatton et al.,1999) which had been validated with individuals from
the same occupational group as the participants. However, this measure had not
been previously validated within the countries from which the participants had
been sampled. One study (Thomas, 2011) used the PSS-10 (Cohen et al., 1983)
which had not been validated with either individuals from the same country or
occupational group. One disadvantage of using measures that have not been
validated with a similar reference group is that participants may misinterpret the
questions due to cultural or occupational differences that exist between different
populations. This could result in inaccurate assessments of stress that do not

represent the true outcome of the intervention.

There is no definitive method for assessing levels of stress. The measures of
stress within the studies reviewed fell within two categories. Seven studies
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assessed stress using questionnaires that measure perceptions of work place
stress; of which five (McConachie et al.,1999; Gore & Smith, 2012; Thomas, 2011;
Noone & Hastings, 2009; Noone & Hastings, 2010) utilised the Staff Stressor
Questionnaire (Hatton et al., 1999). Stafford-Brown and Pakenham (2012) used
the Professional Self Doubt subscale from the Mental Health Professional Stress
Scale (Cushway, 1996). While Biglan et al. (2013) used the Teacher
Characteristics subscale of the ITS (Greene, Abidin, & Kmetz, 1997) which
measures the level of stress experienced by teachers in their interactions with
students. The advantage of tailoring measures to participant’s occupational roles is
that this provides useful information about whether the intervention is having the
intended effect on workplace stress. Four studies (Frogéli et al., 2016; Brinkborg et
al., 2011; Thomas, 2011; Altbo & Nordin, 2007) employed the PSS (Cohen et al.,
1983) which measures the extent to which a person perceives their life as
stressful. Although, the PSS (Cohen et al., 1983) is not specifically targeted to
workplace stress; it does capture overall levels of stress, and thus provides a
useful indication as to how the intervention has impacted on participant’s holistic
levels of stress. While each measure of stress has its advantages, the variation in
how stress is measured does limit the extent to which the outcome of interventions

can be compared.
Findings

Nine studies reported the outcome of the intervention. The extent to which
participants’ stress was reduced varied with five studies indicating a statistically

significant decrease, and four studies indicating a non-significant decrease.

Four studies (Thomas, 2011; Alto and Nordin, 2007; Noone and Hastings, 2009;
and Noone and Hastings. 2010) found a non-significant decrease for stress and
just two reported effect sizes. Thomas (2011) found a large effect for perceptions
of work stressors (partial N2=.143) and a medium effect for perceived stress (n2 =
.045), while Noone and Hastings (2010) reported a small effect for perceptions of
work stressors (d = .12). The participants in the study undertaken by Thomas
(2011) reported lower level of stress at baseline than those in the Noone and
Hastings (2010) study. Hence the provision of a self-help book alone was
sufficient enough to impact upon their level of stress. Equally, a two-session

intervention delivered over the course of six weeks might not have been sufficient
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to impact on the higher levels of stress reported by the participants in the Noone
and Hastings (2010) study.

Five studies reported a significant decrease in stress (Stafford-Brown &
Pakenham, 2012; Biglan et al., 2013; Frogéli et al., 2016; Brinkborg et al.,2011;
Gore & Smith, 2012) and four reported effect sizes. Brinkborg et al., (2011) found
a medium effect (d = .72) for perceived stress as did Frogéli et al (2016), (d = .58).
The effect found by Gore and Smith (2012) varied over time between small (d =
.36) and medium (d = .54). Stafford-Brown and Pakenham (2012) found a small
effect (partial n2 = .08) for work related stress, though differences in the measures

limits the extent to which the findings can be compared.

The five studies reporting a significant decrease in stress do not share a common
characteristic, which differentiates them from the four other studies. Of the five
studies that reported a significant decrease in stress, four studies recruited
participants that occupied professional roles including students (teachers, student
nurses, social workers). Further research is required to directly compare the

effectiveness of ACT interventions with nonprofessional and professional groups.

Two studies conducted further analysis to examine differences between
subgroups of participants. Brinkborg et al. (2011) found that participants with high
levels of stress at baseline (a score of 24.4 or above on the PSS) experienced a
significant decrease (p =.01, d =.75) in perceived stress, relative to the control
group. While a marginally significant decrease (p = .05, d=1.09) was found for
participants reporting low levels of stress at baseline. This indicates that the
intervention used is more effective for individuals with high existing levels of
stress. However, the authors acknowledge that the large effect observed within the
‘low stress’ group could be attributed to a smaller sample size and thus low
statistical power. Frogéli et al. (2016) found that a large effect size (p <.001,
d=1.12) for participants who had attended at least three out of the six sessions
(n=29) which is inconsistent with the outcome for the whole sample. It could be
that the impact of the intervention was moderated by the number of sessions
attended. Although, it might also be that this subgroup of participants found the

intervention more beneficial and, therefore, continued to participate.

Only three of the included studies conducted follow up assessments to investigate
the long-term impact of the interventions though the results lack consistency.
Stafford-Brown and Pakenham (2012) found a non-significant difference in scores
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for work related stress at ten weeks follow up. While Frogéli et al. (2016) found a
significant decrease (d=0.32) in perceived stress at three months follow up.
Similarly, Gore and Smith (2012) also found a significant decrease (d=0.54) at
three months follow up. It might be that participants require more time to become
acquainted with utilising acceptance, mindfulness and values based action within

the workplace in order for the intervention to impact on levels of stress.
Methodological quality

The robustness of the evidence was examined using a critical appraisal tool
specifically designed to assess the methodological quality of RCTs and quasi
experimental studies (see table 2). Overall, none of the included studies fully met
all of the appraisal criteria which raises concerns about the strength of evidence.
The number of criteria that were fully met ranged from five to eleven with a mean
of eight, for RCTs. Of the four-remaining quasi experimental studies, the number
of criteria that were fully met ranged from seven to eight out of the possible criteria
relevant; which ranged from ten (Noone and Hastings, 2010) to eleven relevant
criteria (Gore & Smith; 2012; Stafford-Brown & Pakenham, 2012; and Noone and
Hastings, 2009).

Design

All studies provided clear aims and objectives which orients the reader. Six
studies were RCTs which are considered to be the ‘gold standard’ of intervention
research because of the extent to which the risk of bias and confounding variables
is managed by internal controls (Evans, 2003). Each of the six studies stated that
participants had been randomly allocated to groups, this reduces the possibility of
selection bias (systematic differences between baseline characteristics of
compared groups). However, if the allocations are not concealed, selection bias
remains, with participants or study personnel potentially influencing group
allocation. This appears to have been the case for McConachie et al. (2014), as
ten participants changed between the intervention and control groups after the

original allocation.

Two of the RCTSs utilised active control groups. Frogéli et al. (2016) asked
participants to attend two, three-hour reflection seminars focusing on personal and
professional development. While Altbo and Nordin (2007) provided a three hour
‘stress lecture’ that explored the origins of stress and useful coping strategies.

The use of active control groups enabled researchers to determine whether the
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Table 2: Outcome of methodological quality assessment

Note. Y = criteria fully met N = criteria not fully met N/A=Not applicable

Cl1 | C2 C3 | C4 | C5 Co6 Cc7 C8 C9 | C10 | C11 | Cl12 | C13 | C14 | C15

Randomised Controlled Trials
Brinkborg et al. (2011) Y N Y Y Y N Y Y Y Y Y Y Y N N
Frogéli et al. (2015) Y N N Y Y N N Y N Y Y Y Y Y Y
McConachie et al. (2014) | Y Y N Y N N N Y N Y N Y Y N N
Biglan et al. (2013) Y N N | Y[ N N N N N Y N Y Y N N
Thomas, (2011) Y Y N Y N N N Y Y Y N Y N Y N
Altbo & Nordin, (2009) Y N N Y N N N Y Y Y Y Y N N N
Quasi experimental studies
Stafford Brown and Y N N | NA| NA | NA | NA N Y Y Y Y Y N
Dalkeanham (2012)
Gore and Smith (2012) Y N N | N/A| NA | NA | NA Y Y Y Y N Y N
Noone and Hastings Y N N | N/A| NA | NA | N/A N Y N Y N Y N
:Njé;gri% and Hastings Y N N | N/A| NA | NA | NA | NA N Y N Y N Y N

1
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ACT intervention was similar, more, or less effective to pre-existing forms of stress
management (reflective groups, education and advice on coping with stress).
However, in the study undertaken by Frégéli et al. (2016) those in the intervention
group were also permitted to attend the reflective groups provided for the active
control group. This might have provided them with additional coping strategies and

thus acted as a confounding variable.

Four studies were unable to randomly allocate participants to either a control or
intervention group as this conflicted with the convenience and availability of
participants. As a result, quasi-experimental designs were utilised to evaluate the
impact of the intervention. However, the absence of randomisation limits the
extent to which bias and confounding variables can be controlled for which

significantly impacts on the rigor of the study.
Participants, sample and settings

Participants were employed in a variety of occupational settings which limits
comparability. Brinkborg et al. (2011) was the only study to indicate the extent to
which the sample was similar to the target population in relation to age, sex and
term of employment. Additional information was provided about years of
employment and average working hours which could influence participants’
experience of stress, and thereby act as confounding variables. The absence of
such information across the remaining studies prevents the reader from identifying
whether important characteristics are representative of study populations or acted

as confounders, making it difficult to determine the generalisability of findings.
Standardisation and fidelity

Information pertaining to the main components of the intervention varied between
studies. Some studies provided minimal information; for example, Brinkborg et al.
(2011) described the theme of each session but did elaborate on the content.
Others such as those conducted by Noone and Hastings (2009) provided full
protocols which enables appraisal and replicability. One study (Brinkborg et al.
2011) measured fidelity to the intervention by completing a checklist after every
session. The authors stated that the manual was adhered to at every session,

hence fidelity was upheld.
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Analysis

Of the eight papers reviewed, Frogéli et al. (2016) was the only study to outline the
power or sample size required for their study. The remaining papers did not
include a power analysis which is particularly concerning given the low number of
participants in some of the studies. Hence, it is plausible to consider that some of
the studies lacked statistical power which limited their ability to detect a significant
effect where one exists, resulting in a type two error.

Eight studies stated the number of participants that were lost to follow up, of which
four (Gore & Smith, 2012; McConachie et al., 2014; Frogéli et al., 2016; Thomas,
2011) reported a loss of over 20% which raises significant concern about the
validity of the findings (Schulz & Grimes, 2002). Two of four studies accounted for
participants lost to follow up by adjusting their analyses, though there were
differences in the chosen method. Frogéli et al. (2016) utilised intention to treat
analysis which meant all participants were in the analysis regardless of whether
they completed follow up measures or not. However, no indication was given as
to how they addressed the missing data, thus preventing replication and appraisal.
McConachie et al (2014) opted to replace missing data using expectation
maximisation. The remaining two studies (Gore & Smith, 2012; Thomas, 2011)
did not address the impact of attrition. Furthermore, neither study provided
sufficient details regarding the characteristics of those that were lost to follow up
which limits the ability to draw firm conclusions about the findings.

The provision of data relating to the precision of findings varied across studies.

Of the ten studies reviewed, only one (Brinkborg et al., 2011) reported exact p
values and confidence intervals. Seven of the remaining studies reported exact p
values (Gore & Smith, 2012; Noone & Hastings, 2009; Noone & Hastings, 2010;
Biglan et al., 2013; Thomas, 2011; Altbo & Nordin, 2007; Frogeéli et al., 2016) while
two (McConachie et al., 2014; Stafford-Brown & Pakenham, 2012) neglected to
report both exact p values and/or confidence intervals. The lack of consistency in
reporting exact p values and confidence intervals limits the credibility of the

findings and further reduces the strength of evidence.
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DISCUSSION
This aim of this review was to examine the available evidence concerning the
effectiveness of ACT interventions for reducing stress within the helping
professions. Of the ten studies reviewed, five reported a statistically significant
decrease in stress. Three of which reported a significant decrease in stress at
post intervention (Frogéli et al., 2016; Brinkborg et al., 2011; Stafford-Brown &
Pakenham, 2012) with effect sizes ranging from small to medium. One study found
a significant decrease in stress over time, though the effect size was not provided
(Biglan et al., 2013). While another study did not find a significant decrease in
stress until three months follow up (Gore & Smith, 2012).

None of the papers included in this review met all of the quality criteria which
raises concerns about the impact of bias and confounding variables on study
outcomes. However, the overall scores for quality varied between studies with
some scoring higher than others. Two papers were identified as having the
highest scores for quality (Brinkborg et al., 2011; Frogéli et al., 2016). Both were
RCTs which eliminate bias and enhance rigor. However, unlike the RCTs
undertaken by McConachie et al., (2014), Biglan et al. (2013), Thomas, (2011) and
Altbo & Nordin, (2007); the studies conducted by Brinkborg et al. (2011) and
Frogéli et al. (2016) were consistent in utilising RCT methods such as allocation
concealment and intention to treat analysis. It is also worth noting that both of
these studies reported a significant decrease in stress with medium effect sizes.
Of the three studies that scored the lowest, two were quasi experimental studies
(Noone & Hastings, 2009; Noone & Hastings, 2010) and one was an RCT (Biglan
et al., 2013). Unlike the quasi experimental studies conducted by Gore & Smith,
(2011) and Stafford-Brown & Pakenham, (2012); each of the papers written by
Noone and Hastings (2009, 2010) showed consistent weaknesses’ in the areas of
guality relating to the sample such as adjustment for confounders and loss to
follow up. Finally, the study undertaken by Biglan et al. (2013) was marked by a
range of weakness’ relating to the sample, application of RCT methodology and

reporting of outcomes.

Strengths and limitations
While all participants worked in the *helping profession’. It is also important to

recognise that the participants were from range of occupational groups and
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worked in a variety of settings. The outcome of this review should be interpreted
with caution as the findings are likely to have been confounded by differences in

roles and responsibilities.

The author identified papers from a wide range of sources including the grey
literature. Two unpublished theses were included in this review which is likely to
have minimised publication bias to some extent. The research supervisor was
consulted in cases where there was ambiguity regarding the inclusion of specific
papers. However, cross checking the full set of papers might have afforded

greater confidence in the papers selected for this review.

It is important to acknowledge that the assessment of methodological quality was
solely based on the information presented in the paper. Hence, it might be that the
low rating observed in some of studies is an artefact of reporting as opposed to a

methodological weakness.

Implications for future research

A greater number of high quality studies is needed to investigate the effectiveness
of ACT with the various occupational groups within the helping professional’s
population. Variables such as work setting, working hours, roles and
responsibilities are likely to influence a person’s level of stress. It is important to
collect baseline data on the above variables in order to discern applicability.
Furthermore, following the findings of the studied undertaken by Brinkborg et al.
(2011), researchers might also consider examining the relationship between
baseline levels of stress and intervention outcome. This might provide further
knowledge as to who is likely to experience the greatest benefit from ACT
interventions. Additionally, given the medium to large effects observed by Thomas
(2011), it is also recommended that future research investigate the effectiveness
of ACT self-help books. It is unfortunate that follow up assessments were only
undertaken in three of the ten studies. Examining the long-term impact of ACT
could provide valuable information about the amount of time needed to master and
apply skills learnt during the intervention. Finally, it is also recommended that
future studies perhaps consider the wider impact of ACT interventions by utilising
measures of and sickness absence, for example, to evaluate the impact of ACT

interventions at an organisational level.
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Implications for clinical practice

This review has highlighted some interesting points in relation to how ACT stress
management interventions might be delivered. The majority of interventions were
delivered within groups, providing plenty of opportunities for discussion which may
facilitate cohesion and enhance engagement. However, facilitators will need to
negotiate times and dates with employers to ensure the intervention is convenient
and accessible for all who wish to attend. It is important to begin the intervention
by encouraging participants to explore the workability of existing coping strategies;
this is likely to foster a willingness to consider alternative ways of coping which is
essential for engagement. The inclusion of additional content relating to improving
lifestyle (sleep, exercise), enhancing communication skills and cultivating self-
compassion may complement ACT and is worthy of consideration. However,
some of this content originates from prior research undertaken with specific
occupational groups. Hence, inclusion of this material is likely to be at the
facilitator’s discretion. Finally, the addition of homework tasks such as
mindfulness practice is likely to consolidate learning and perhaps develop a sense

of mastery in applying new skills.

CONCLUSION

The aim of this review was to examine the effectiveness of ACT interventions in
reducing workplace stress with the helping professions. The findings appear
promising; though, the variability in occupational groups, methodological quality
and measures of stress limit the extent to which one can draw firm conclusions
regarding the effectiveness of the interventions. Further research is needed to
replicate these findings within the various occupational groups to provide a more

definitive answer regarding the effectiveness of this intervention.
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APPENDICES

Appendix 1: Questions for examining methodological quality

1. Did the study ask a clearly-focused research question?

2. Were the eligibility criteria clearly described?

3. Were the participants’ representative of the entire population from which
they were recruited?

4. Were patrticipants randomly allocated to groups?

5. Was the randomised intervention assignment concealed from both
participants and health care staff until recruitment was complete and
irrevocable

6. Was an attempt made to blind study participants?

7. Was an attempt made to blind those administering the intervention, where
relevant?

8. Were baseline differences between groups identified?

9. Were the precise details of the interventions given for each group including
how and why they were administered including components,
standardisation and adherence?

10.Were the outcomes pre-specified and clearly defined including how and
when they were assessed?

11.Have characteristics of those participants lost to follow up been described?

12.Were the statistical tests used to assess main outcomes appropriate?

13.Was there adequate adjustment for confounders from which the main
findings were drawn?

14.Were the results for each group given for each outcome including p values,
effect size, mean/standard deviations?

15.Did the study have enough participants to minimise play of chance?

40



Appendix 2: Author guidelines

The Journal of Occupational and Organizational Psychology publishes empirical
and conceptual papers which aim to increase understanding of people and
organizations at work. Its domain is broad, covering industrial, organizational,
engineering, vocational and personnel psychology, as well as behavioural and
cognitive aspects of industrial relations, ergonomics, human factors and industrial
sociology. Innovative or interdisciplinary approaches with a psychological
emphasis are particularly welcome. So are papers which develop the links
between occupational/organizational psychology and other areas of the discipline,

such as social and cognitive psychology.
We welcome the following varieties of paper:

» empirical research papers, containing new quantitative or qualitative data which

address significant theoretical and/or practical concerns;

« papers which offer new theory and conceptualisation, perhaps accompanied by a
critique of existing approaches;

* narrative and/or quantitative reviews of existing research which lead to new

conclusions or insights into a field of research and/or practice;

* prescriptive articles advocating changes in research paradigms, methods, or data

analytic techniques;

« analyses of practice in occupational and organizational psychology, where such

analyses are driven by theory and/or sound data.

1. Circulation

The circulation of the Journal is worldwide. Papers are invited and encouraged
from authors throughout the world.

2. Length

The word limit for papers submitted for consideration to JOOP is 8000 words and
any papers that are over this word limit will be returned to the authors. The word
limit does not include abstract, references, figures, and tables. Appendices
however are included in the word limit. The Editor retains discretion to publish
papers beyond this length in cases where the clear and concise expression of the
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scientific content requires greater length (e.g., a new theory or a new method).

The authors should contact the Editor first in such a case.

In order to supplement innovative research produced in full paper format, the
journal provides access to a wider range of investigation through the publication of
research in Short Research Note format. Papers submitted as Short Research
Notes will be subject to the normal double-blind review process. Short Research
Notes should be largely empirical studies. Typically, they will do one of the
following:

* replicate existing findings in a new context;

 develop new measures and report on their reliability and validity;

« report contradictory findings that sharpen the interpretation of existing research;
* present new applications of an existing measure;

* report descriptive findings or case studies that will significantly develop
professional practice;

« offer an informed and focused challenge to key elements of an existing study,
theory or measure.

Papers submitted as Short Research Notes should not exceed 2000 words,
including the abstract but not including references or tables. It is normally
expected that any tables will take up no more than two printed pages, and there
should be no more than about 15 references. With the exception of the items of a
new or substantially revised measure, appendices are discouraged.

A paper submitted as a Short Research Note will not necessarily receive positive
reviews simply because it falls into one of the categories listed above. Papers
need to be located in a conceptual/theoretical context, with rigorous method and
appropriate reporting. The issues they raise and/or the findings they report must
be deemed to be contributing significantly to the knowledge and understanding of
academics and/or practitioners in occupational and organizational psychology.
Short Research Notes are not a facility for publishing on the basis of weak data
and/or weak conceptual underpinning. In the majority of cases, authors will have
submitted the paper in the Short Research Note format. In some instances,
however, the Editors may feel that a full paper is best reviewed in a Short
Research Note format, or the referees may only recommend publication under this
format. All articles in this format will be officially designated and published with the

preface 'Short Research Note:' These are placed towards the back of the journal.
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Acceptance for publication on this basis will be indicated in writing to the authors
by the Editor or Associate Editor if the original submission was in full paper format.

3. Submission and reviewing

All manuscripts must be submitted via Editorial Manager. The Journal operates a
policy of anonymous (double blind) peer review. We also operate a triage process
in which submissions that are out of scope or otherwise inappropriate will be
rejected by the editors without external peer review to avoid unnecessary delays.
Before submitting, please read the terms and conditions of submission and

the declaration of competing interests. You may also like to use the Submission

Checklist to help you prepare your paper.
4. Manuscript requirements
 Contributions must be typed in double spacing with wide margins. All sheets

must be numbered.

» Manuscripts should be preceded by a title page which includes a full list of
authors and their affiliations, as well as the corresponding author's contact details.
You may like to use this template. When entering the author names into Editorial
Manager, the corresponding author will be asked to provide a CRediT contributor
role to classify the role that each author played in creating the manuscript. Please

see the Project CRediTwebsite for a list of roles.

* All articles should be preceded by an Abstract of between 100 and 200 words,
giving a concise statement of the intention, results or conclusions of the article.

The abstract should not include any sub-headings.

« All articles must include Practitioner Points — these are 2-4 bullet points, following
the abstract, with the heading ‘Practitioner Points’. These should briefly and clearly
outline the relevance of your research to professional practice. (Please include the
'Practitioner Points' in your main document but do not submit them to Editorial

Manager with your abstract.)

* The main document must be anonymous. Please do not mention the authors’
names or affiliations (including in the Method section) and always refer to any

previous work in the third person.

« Tables should be typed in double spacing, each on a separate page with a self-

explanatory title. Tables should be comprehensible without reference to the text.
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They should be placed at the end of the manuscript but they must be mentioned in
the text.

* Figures can be included at the end of the document or attached as separate files,
carefully labelled with symbols in a form consistent with text use. Unnecessary
background patterns, lines and shading should be avoided. Captions should be
listed on a separate sheet. The resolution of digital images must be at least 300

dpi. All figures must be mentioned in the text.

« All articles should contain a clear statement of where and when any data were

collected.

* For reference citations, please use APA style. Particular care should be taken to
ensure that references are accurate and complete. Give all journal titles in full and

provide doi numbers where possible for journal articles. For example:

Author, A., Author, B., & Author, C. (1995). Title of book. City, Country: Publisher.
Author, A. (2013). Title of journal article. Name of journal, 1, 1-16. doi:
10.1111/bjep.12031

« Sl units must be used for all measurements, rounded off to practical values if

appropriate, with the imperial equivalent in parentheses.
* In normal circumstances, effect size should be incorporated.
 Authors are requested to avoid the use of sexist language.

 Authors are responsible for acquiring written permission to publish lengthy

quotations, illustrations, etc. for which they do not own copyright.

For guidelines on editorial style, please consult the APA Publication

Manual published by the American Psychological Association.

If you need more information about submitting your manuscript for publication,
please email Hannah Wakley, Managing Editor (joop@wiley.com) or phone +44
(0) 116 252 9504.

5. Cross-sectional self-report data

Studies conducted using only cross-sectional self-report data will be considered
only in exceptional circumstances. For example; if the sample is exceptionally
large, representative or multiple. In all other cases, cross-sectional self-report data

should form part of a wider selection of data, including other measures such as
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longitudinal or experimental elements, corroborating or comparison data, third

party records or psycho-physiological data.

For more details on the use of cross-sectional self-report data please see
the December 2011 Editorial.

6. Non-working Populations

Papers based entirely on non-working populations (e.g. student samples) will only
be considered in rather unusual circumstances. The Editor retains discretion to
publish this kind of data, for instance where it is clearly demonstrated that the data

obtained can be generalised to working populations.

7. Supporting Information

Supporting Information can be a useful way for an author to include important but
ancillary information with the online version of an article. Examples of Supporting
Information include appendices, additional tables, data sets, figures, movie files,
audio clips, and other related nonessential multimedia files. Supporting Information
should be cited within the article text, and a descriptive legend should be included.
Please indicate clearly on submission which material is for online only publication.
It is published as supplied by the author, and a proof is not made available prior to
publication; for these reasons, authors should provide any Supporting Information
in the desired final format.

For further information on recommended file types and requirements for

submission, please visit the Supporting Information page in Author Services.

8. OnlineOpen

OnlineOpen is available to authors of primary research articles who wish to make
their article available to non-subscribers on publication, or whose funding agency
requires grantees to archive the final version of their article. With OnlineOpen, the
author, the author's funding agency, or the author's institution pays a fee to ensure
that the article is made available to non-subscribers upon publication via Wiley
Online Library, as well as deposited in the funding agency's preferred archive. A
full list of terms and conditions is available in Wiley Online Library.

Any authors wishing to send their paper OnlineOpen will be required to complete

the payment form.

Prior to acceptance there is no requirement to inform an Editorial Office that you
intend to publish your paper OnlineOpen if you do not wish to. All OnlineOpen

articles are treated in the same way as any other article. They go through the
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ABSTRACT

Trainee clinical psychologists are exposed to multiple stressors across clinical,
academic and research contexts. Previous research suggests this places them at
an increased risk of developing stress related mental health problems.
Acceptance and Commitment Therapy (ACT) could provide a useful framework for
building resilience in trainees as the focus is on reducing avoidant coping,
teaching adaptive emotional regulation strategies and encouraging values directed
behaviour. The present study investigated the relationship between the ACT
processes and perceived stress in 101 trainee clinical psychologists. A
hierarchical multiple regression indicated that committed action was the most
significant predictor of perceived stress. Values and contact with the present
moment were negatively related to perceived stress and, cognitive fusion was
positively related to stress. Acceptance and self as context were not significant
predictors. Implications for embedding ACT within clinical psychology programs
are discussed as well as suggestions for future research.

Keywords: Acceptance and Commitment therapy (ACT), self-care, stress and

trainee clinical psychologists
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INTRODUCTION

Stress can be defined as a psychological state in which a person experiences
unpleasant emotions (including thoughts, feelings and physiological sensations) in
response to a demanding or adverse situation (Cox, 1978). Research suggests
that 22-39% of mental health workers experience clinically significant levels of
stress (Johnson et al., 2012). Individuals experiencing high levels of stress are at
increased risk of developing physical and mental health problems (Nixon,
Mazzola, Bauer, Krueger & Spector, 2011; Wiegner; Hange; Bjorkelund & Ahlborg,
2015); and, they are also more likely to take sick leave (West, Dawson,
Adamaschew and Topakas (2011). Staff working in services with high levels of
sickness absence are likely to experience low morale and increased stress as a
consequence of taking on additional responsibilities (Bowers, Allan, Simpson,
Jones, & Whittington,2009; Totman, Hundt, Wearn, Paul & Johnson, 2011). At an
organisational level, the annual cost of employing agency staff to cover sickness
absence is estimated to be £1.45 billion in the NHS (Boorman, 2009).

Previous research suggests that trainee clinical psychologists are at an increased
risk of developing stress related mental health problems. Robinson, (2015)
surveyed 221 trainees enrolled on U.K. training programs and found that 36%
reported clinically significant levels stress. Trainees might be particularly
vulnerable to experiencing stress since the nature of clinical training involves
significant exposure to multiple stressors across clinical, research and academic
contexts including: high workload, travelling, poor supervision, completing
assignments, client difficulties/distress and beliefs about ‘not being good enough’
(Galvin & Smith, 2015; Cushway, 1992, Nelson, Dell'Oliver, Koch &Buckler, 2001).
Training courses within the UK are required to equip trainees with the necessary
skills to navigate the stressors they encounter through training (BPS, 2016).
However as yet, there is no formal guidance for teaching self-care or managing

stress.

Maladaptive coping strategies are behaviours that temporarily reduce symptoms of
stress by avoiding the stressor though; long term use can have a negative impact
on functioning. Kuyken, Peters, Powers, Lavender & Rabe-Hesketh (2000)

conducted a longitudinal study to investigate the difficulties experienced by 167
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UK trainees throughout clinical training. The findings indicated that those using
maladaptive coping strategies such as denial, wishful thinking and venting were
more likely to experience low self-esteem, depression and conflict with supervisors
or colleagues. A follow up study suggested that trainees using this form of coping
also reported decreases in work satisfaction, motivation and job performance over
the three years of training. Avoidance coping also had an indirect effect on
learning via low self-esteem and depression; both of which are related to lower
levels of ‘deep learning’ (Kuyken, Peters, Power & Lavender, 2003). The studies
described above indicate the potentially harmful effects of avoidance based coping
strategies which has implications for interventions that could be used to reduce

stress in trainees.

Acceptance and Commitment Therapy (ACT) is a third wave cognitive behavioural
therapy that aims to increase psychological flexibility that is, the ability to contact
the present moment and to persist or change in behaviour in services of one’s
person values (Hayes, Strosahl & Wilson, 2012). ACT seeks to develop
psychological flexibility through six core processes: (i) acceptance is a process
that involves developing a willingness to experience thoughts, feelings and
sensations, (ii) cognitive defusion is the process of reducing the literal quality of
thoughts thus weakening the tendency to treat thoughts as truths (e.g. ‘I'm not
good enough’) rather than what it is directly experienced to be (e.g. ‘I'm having the
thought that I'm not good enough’), (ii) contacting the present moment involves
developing a non-judgemental awareness of internal (thoughts, feelings,
sensations) and external events (e.g. sights sound, smells) as they occur (iv) self-
as-context involves helping people to adopt an observer perspective on their
experiences without becoming attached or invested in them, (v) values reflect what
is meaningful and important in domains of our life e.g. family, health and work and
(vi) committed action involves engaging in behaviours that are guided by one’s

chosen values.

When people are psychologically flexible, their behaviour is more likely to be
guided by their values and goals as opposed to internal events. (Bond, Flaxman &
Lloyd, 2016). However, an implication of acting flexibly is that at times, people will
experience unwanted internal events (e.g. anxiety), while pursuing values-based

goals. ACT emphasises the use of mindfulness skills to reduce influence of susch
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events on a person’s ability to pursue their values-based goals (Hayes et al.,
2012). Mindfulness within the context of ACT involves acceptance and cognitive
defusion (being open) and, present moment awareness and self as context (being
present) (Hayes, 2002; Harris, 2009). Meditation is one of many techniques used
to develop mindfulness skills and involves learning how to notice, experience and
allow unpleasant thoughts and feelings as ongoing mental events (Hayes et al.,
2012). The practice of meditation requires regular engagement in exercises that
facilitate mindful awareness of internal events as they occur within the body and
mind (Segal, Teasdale & Williams, 2002; Kabat-Zinn, 1990). One possibility is that
through regular meditation practice, individuals learn to become more present and
more open to unwanted private events. This mindful pattern of responding to these
events may facilitate psychological flexibility, enabling people to notice and act on
available opportunities for values based action more often, rather than being

fixated on avoiding unwanted experiences.

The ACT model has been supported by correlational studies, including meta-
analyses, which explore the relationship between the ACT processes and
measures of psychological wellbeing. Hayes et al. (2006) conducted a meta-
analysis of 20 correlational studies examining the relationship between
acceptance, committed action and measures of psychological wellbeing. Large
effect sizes were found between scores on the aforementioned ACT processes
and measures of depression (r= -.55) and anxiety (r= -.52). The higher the level of
acceptance and values based committed action, the lower the level of

psychological distress as measured on anxiety and depression rating scales.

Two studies have examined relationships between the ACT processes and
wellbeing with samples of UK employees. Bond and Bunce (2003) examined the
relationship between acceptance and job control (the ability to influence one’s
work environment in order to make it more rewarding and satisfying) and, job
performance and psychological distress with 412 customer service centre workers.
Acceptance emerged as a significant predictor of mental health and job
performance over and above job control. Employees reporting a greater
willingness to experience distressing thoughts and feelings in service of their
personal values experienced better mental health and were also more likely to be

effective at work as defined by a reduced number of computer errors. Donaldson
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and Bond (2004) explored the relationship between acceptance and emotional
intelligence (the ability to identify and regulate emotions) and, psychological
distress, physical wellbeing and job satisfaction amongst 290 U.K workers
(manual, clerical, and management). Acceptance was a significant predictor but
emotional intelligence was not. As with the previous study, greater acceptance
was related to lower psychological distress, better physical health and greater job

satisfaction.

More recent studies have investigated the relationship between additional ACT
processes with students and the general population. For example, Bardeen and
Fergus (2016) found that acceptance, committed action and contact with the
present moment were significantly related to lower levels of stress, while cognitive
fusion (the opposite to cognitive defusion) was significantly related to higher levels
of stress in a community sample of 955 adults. Gagnon, Dionne and Pychyl
(2016) also found that cognitive fusion was related to higher levels of stress in a
sample of 323 undergraduate students. The findings of these two studies provide
some evidence of the theoretical links between the ACT processes and stress
though, the ability to generalise these findings to trainees is likely to be limited by

contextual differences.

The ACT model could be particularly relevant to trainees for a variety of reasons.
Firstly, ACT explicitly focuses on identifying and reducing avoidant coping
strategies (Hayes & Smith, 2005) which are related to high levels stress and
impaired functioning in trainees (Cushway 1992; Kuyken et al., 200; Kuyken et al.,
2003) Secondly, it teaches mindfulness and acceptance skills as an alternative to
avoidance and, instead encourages awareness, acceptance and defusion from
unhelpful emotions, thoughts and beliefs (Hayes, Luoma, Bond, Masuda & Lillis,
2006). This has been shown to be related to lower levels of distress in trainees
(Myers, Sweeney, Popick, Wesley, Bordfeld & Fingerhut, 2012). Finally, the
commitment and behaviour changes processes could potentially encourage

trainees to practice adaptive coping strategies that reduce their levels of distress.

One study to date has examined the relationship between the ACT processes and
stress in trainees. Pakenham (2015) investigated the relationship between

acceptance, values, mindfulness and thought suppression and, measures of work
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related stress and psychological distress in a sample of 116 first year Australian
trainees. Thought suppression was the most significant predictor of stress
followed by acceptance and mindfulness. Values was not a predictor of work
related stress. Trainees who were more willing to experience distressing thoughts
and feelings (acceptance) reported lower levels of work related stress,
psychological distress and higher levels of life satisfaction. The findings provide
partial support for applying the ACT model with trainees. However, additional
research examining the relationship between each of the ACT processes
(including committed action, cognitive defusion, self as context and contact with
the present moment) and stress is needed to clarify the extent to which the model

is wholly applicable to this occupational group.

In summary, trainees are exposed to multiple stressors that place them at an
increased risk of developing stress related mental health problems. There is
preliminary evidence to support the effectiveness of ACT stress management
interventions with those working in the helping professions and one known study
indicating partial support for the model with trainees. Differences in clinical
psychology training between Australia and the UK limit the extent to which the
findings of the previous study can be applied. In Australia, trainees complete
one/two years of training at masters or doctoral level while UK trainees are
required to undertake a three year professional doctorate programme. Clinical
competencies are formally assessed via an oral or practical exam on Australian
courses while UK trainees are observed in vivo. Also, total contact time with
supervisors must be at least three hours a week (including supervision) for those
studying on UK programmes, while in Australia, supervisors only required to meet
with trainees for a minimum of one-hour week for supervision (British
Psychological Society, 2016; Australian Psychological Society, 2013). The
variation in clinical psychology training indicates significant differences in the
trainee experience which could potentially influence levels of stress. Hence further
research is needed to investigate the utility of ACT with trainees in the UK.

The present study aims to investigate the relationship between the ACT processes
and perceived stress. It is hoped that the findings will inform decisions regarding
the use of ACT interventions to reduce stress in clinical psychology trainees.

It is therefore hypothesised that:
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1) Greater acceptance, more contact with the present moment, more valued
living, more committed action, more self as context and less cognitive
fusion predicts perceived stress in trainee clinical psychologists (while
controlling for the effects of age, gender, year of training and meditation).

2) Cognitive fusion will be the most significant predictor of perceived stress in
trainee clinical psychologists with greater cognitive fusion related to higher
levels of perceived stress.

3) Meditation will meditate the relationship between self as context,
acceptance, contact with the present moment, cognitive fusion and

perceived stress.

METHOD
Design

A cross sectional design was used to explore the relationship between
acceptance, cognitive fusion, values, committed action, contact with the present
moment and self-as-context (predictor variables) and perceived stress (criterion

variable).

Age, gender, year of training and meditation practice were identified as potential
confounders which were controlled for as these variables have been shown to
influence levels of distress (Cushway, 1992; Myers et al.,2012; Baer, Smith,
Hopkins, Kreitemeyer & Toney, 2006).

A power calculation (Soper, 2006) was conducted to determine the required
sample size for hierarchical regression, with power set at 0.80 and significance set
at 0.05 for a medium effect size of 0.15 which was based on a similar study by
Pakenham (2015) in which a medium effect size was found. The minimum sample

size was calculated to be 101.
Participants

Trainee Clinical Psychologists were recruited from UK higher education
institutions. The inclusion criterion was that participants were registered on a
doctoral training programme in clinical psychology. Data was collected from 101
trainees; participants ranged in age from 25-54 years (M=30, SD=4.94), were
mostly female (84.16%) and in the second year of training (43.6%). Of the 101
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participants, 24 stated they engaged in meditation practice. The number of weekly
meditation session ranged from 0 - 7 (M=0.53, SD=1.24).

Table 1

Demographic characteristics of the sample: age, gender and year of training

Demographic Number Percentage
characteristic (n=101) (n=101)
Gender Male 16 15.84
Female 85 84.16
Year of training 1 28 27.7
2 44 43.6
3 29 28.7
Age 25-34 88 87.13
35-44 10 9.9
45 — 54 3 2.97

Procedure

Ethical approval was granted by Staffordshire University’s Faculty of Health

Sciences Ethics and Peer Review Panel.

Participants were recruited between July and August 2016. A list of institutions
delivering the doctoral training programme in clinical psychology was obtained
from the Clearing House for Postgraduate Courses in Clinical Psychology website
(https:/lwww.leeds.ac.uk/chpccp/courses.html).  An email was sent to each
Programme Director explaining the purpose of the study as well as an invitation to
participate and, a participant information sheet, which provided further information
about the study. Programme Directors were asked to forward the invitation and
participant information sheet via email to their trainees, if they were happy to do so

(see Appendix 5 to 7).

Trainees were asked to read the email and attached participant information sheet
and those wishing to participate accessed the study website using a hyperlink

embedded within the email (www.qualtrics.com). The first page consisted of the
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participant information sheet and consent form. Trainees were asked to read both
documents and confirm each statement of consent. A numerical code was
generated for each participant to ensure anonymity. Participants were informed
that their data would be stored in an encrypted space within Qualtrics and primarily
viewed by the researcher to maintain confidentiality. Participants were asked to
provide demographic information before being asked to complete the measures

relating to ACT processes and perceived stress (see Appendix 8).
Measures
The Acceptance and Action Questionnaire (AAQ; Bond & Bunce, 2003)

The AAQ is a sixteen-item questionnaire that measures willingness to accept
undesirable thoughts and feelings and, willingness to take action in the face of
undesirable thoughts and feelings (Bond & Bunce, 2003). Items are rated on a
seven-point scale, ranging from 1 (never true) to 7 (always true). Higher scores
indicate greater acceptance and action. The AAQ has demonstrated good test
retest reliability (Cronbach’s a = 0.79) and adequate criterion related, predictive

and convergent validity (Bond & Bunce, 2003).
The Cognitive Fusion Questionnaire (CFQ; Gillanders et al., 2014)

The CFQ is a seven-item questionnaire that assesses the relationship a person
has with their thoughts on a continuum from fused (dominated by, entangled in,
believed, taken literally) to defused (distancing, separating from, detaching). Item
are rated on a seven-point scale ranging from 1 (never true) to 7 (always true).
Higher scores indicate greater fusion with thoughts. The measure has
demonstrated good reliability (Cronbach’s a = 0.90) and predictive validity with
measures of psychological distress such as the Symptom Checklist 90 General
Severity Index (r= 0.62) (Gillanders et al., 2014).

Five Facet Mindfulness Questionnaire (FFMQ; Baer, Smith, Hopkins, Kreitemeyer
& Toney, 2006)

The FFMQ is a 39-item questionnaire that consists of five subscales; each
subscale measures a different facet of mindfulness. The five subscales are:
Observing, Describing, Acting with awareness, Nonjudging of inner experience
and Nonreactivity to inner experience. Items are rated on a 5-point scale ranging
from 1 (never or rarely true) to 5 (always or very often true). Each subscale yields

a total score. Two subscales were used to measure ACT concepts. Contact with
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the present moment was assessed with the ‘acting with awareness’ subscale
which measures the extent to which individuals are able to be fully present and
actively engaged in their activities. Self-as-context’ was measured using the
‘observing’ scale which assesses the ability to observe internal (thoughts,
emotions, sensations) and external phenomena (sounds, smells) in their day to
day life. The subscales have demonstrated good internal consistency (Cronbach’s
a = 0.87; 0.83) and good incremental validity (Baer et al., 2008).

Valued Living Questionnaire (VLQ; Wilson, Sandoz, Kitchens & Roberts, 2010)

Values was measured with the VLQ, a 20-item questionnaire with two subscales.
The first subscale assesses the importance of ten domains representing values
(e.g. family, work, recreation). Each domain is rated on a ten-point scale from 1
(not at all important) to 10 (extremely important). The other subscale measures
how consistently one has lived in accordance with their values across during the
past week, and is rated on a ten-point scale from 1 (not at all consistent with my
value) to 10 (completely consistent with my value). A valued living score is
calculated by multiplying the importance and consistency ratings for each domain
and calculating the mean of each score. Higher scores indicate greater values
based living. Evidence suggests that the measures has adequate reliability
(Cronbach’s a = 0.65 and concurrent validity (Wilson et al., 2010).

Perceived Stress Scale-10 (PSS; Cohen, Kamarck & Mermelstein, 1983)

Stress was assessed with the PSS-10, a 10 item scale that measures the extent to
which ones appraises one’s life as stressful, for example, ‘in the last month how,
often have you felt that you were unable to control important things in life?’. Items
are rated on a four-point scale ranging from 0 (never) to 4 (very often). Scores on
the PSS range from 0 to 40. Higher scores indicate higher levels of perceived
stress: 0 —13 indicates low perceived stress; 14 — 26 indicates moderate perceived
stress; and 27 — 40 indicates high perceived stress. The measure has
demonstrated good reliability (Cronbach’s a =0.78) and moderate convergent

validity with other measures of stress (Cohen et al., 1983).

Pilot study

The researcher piloted the questionnaires prior to recruitment to obtain an

estimate of completion time and identify any technical faults. An email containing
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the hyperlink to the study was circulated to four postgraduate students and the
research supervisor. Each participant was asked to provide feedback by email.
Completion time varied between 8-15 minutes. Participants reported a few faults
concerning question numbers and page titles, and these were corrected before the

study was made available to trainees.

Analysis

The data were initially screened and subsequently analysed using the IBM
Statistical Package for the Social Science, version 24 (IBM Corporation, 2014).
Missing data analysis showed five cases with no data, and were removed from the
data set. Six cases were partially completed data sets (1.4-98.6%). The
researcher followed guidance by Hair, Black, Babin and Anderson, (2009) and the
five participants with 50% missing data were removed while the participant with
1.4 % missing data was kept in the dataset. Mean substitution was selected to
replace the missing values as this technique is more appropriate when there is a

very small number of missing data (Tabachnick & Fidell, 2013; Hair et al., 2009).

The data was checked to determine if statistical assumptions for regression
analyses were met (Field, 2009). The Tolerance and VIF statistics indicated no
evidence of multicollinearity. Visual inspection of Scatterplots, histograms and Q-
Q plots confirmed the data met the assumptions of linearity and homescedascity.
There was one mild outlier, though Cooks Distance indicated it was not influential.
Gender was identified as having a non-normal distribution (84% female vs 15%
male). The researcher compared the sample data with population data kept by the
Clearing House for Clinical Psychology (2016) for trainees that began training
between 2013 and 2015. The mean percentage of males/females was similar to
this data (85 females and 16 males) and representative of the population.

Assumptions for regression were met.

An initial standard multiple regression was conducted to explore the predictors of
perceived stress. A hierarchical multiple regression was then conducted to
explore the predictive power of the ACT predictors while controlling for possible
demographic predictors.
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RESULTS
Descriptive statistics

Scores for perceived stress varied with 26 participants reporting low stress, 66
participants reporting moderate stress and 8 participants reporting high stress.
Means and standard deviations for the dependent variable (perceived stress) and
the predictor variables (acceptance, cognitive fusion, values, committed action,
self as context and contact with the present moment) were calculated and are

summarised in Table 3.
Table 3

Means and standard deviations for perceived stress and the six ACT processes.

Variable M (SD) Range
Perceived stress 17.44 (6.03) 4-32
Acceptance 33.29 (6.03) 18 -48
Cognitive fusion 24.29 (7.25) 9-49
Valued living 50.26 (12.66) 25.60 - 81.50
Committed action 44.17 (4.69) 31 -58
Self as context 25.32 (5.49) 10 - 27
Contact with the present moment 22.81 (3.60) 15-32

Correlations

Correlations between the ACT processes, demographic characteristics and
perceived stress are summarised in Table 4. Perceived stress was strongly
positively correlated with cognitive fusion (r = .55, p < .001), those reporting high
levels of cognitive fusion experienced higher levels of stress. Perceived stress
was strongly negatively correlated with committed action (r = -.59, p <.001),
participants reporting higher levels of committed action experienced lower levels of
stress. Acceptance (r = -.31, p <.001), valued living (r=-.38, p <.001) and
contact with the present moment (r = -.46, p <.001) were moderately negatively
correlated with perceived stress. Those reporting greater engagement in

acceptance, values and contact with the present moment experienced lower levels
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of stress. Self as context (r=-.03, p =.39) was weakly correlated with perceived
stress, thus those reporting higher self as context experienced lower levels of
perceived stress. Age (r = -.04, p = .34) was weakly negatively correlated with
perceived stress, hence, older trainees reported lower levels of perceived stress.
Meditation (r = .21, p =.017) was weakly positively correlated with perceived
stress, individuals reporting greater engagement in meditation practice

experienced higher levels of stress.
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Table 4
Descriptive statistics and inter correlations between the ACT processes, age, meditation practice and perceived stress

Variable 1 2 3 4 5 6 7 8 9
1. Perceived stress 1

2. Acceptance =31 1

3. Cognitive fusion Shrrk | 3k 1

4. Valued living -.38%* | 21* -.23%* 1

5. Committed action - BOFRR | 42%x |- GOF* | 24%* 1

6. Self as context -.03 .20* -.08 .08 .08 1

7. Contact with the present moment S ABFRF | 3OFRr | L 38k | 27x | 32% | 37 1

8. Age -.04 -.04 .02 A2 -.10 .01 .01 1

9. Meditation 21+ -.20* 19* -101 |-.13 -28** | -23* | .00 1

*p < 0.05 ** p<0.01 ***p<0.001
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Regression analysis

An initial multiple regression was conducted with acceptance, cognitive fusion,
contact with the present moment, self as context, valued living, committed action,
age and meditation to identify significant predictors of perceived stress. Gender
and year of training were also included in the regression analysis as indicated by
the previous literature (Table 5).

Table 5

Summary of initial standard multiple regression analysis: Unstandardised and
standardised coefficients of the six ACT processes, meditation and demographic

variables as predictors of perceived stress.

95% ClI

Variable B SE B p Lower  Upper
Constant 38.85 8.18 22.59 55.09
Acceptance .08 .09 .08 34 -.90 1.27
Cogpnitive fusion .18 .08 21 .03 .02 .34
Valued living -.08 .04 -.16 .03 -.15 -.01
Committed action -.51 A2 -.39 .00 - 74 -.28
Self as Context 14 .09 13 .10 -.03 31
Contact with the present -.49 14 -.29 .00 -.78 -.22
moment

Age -.06 .09 -05 49 -.24 A2
Gender 3.42 1.20 .21 .00 1.03 5.80
Year of training .10 0.58 .01 .86 -1.07 1.27
Meditation .63 1.08 .05 .56 -1.51 2.77

Note. R? = 0.564, Adjusted R2 =0.515

The overall model was significant F (10,101) = 11.632, p <.001 and explained

56.4% of the variance, 51.5% when adjusted. Committed action emerged as the
most significant predictor followed by contact with the present moment, cognitive
fusion, gender and values. Year of training, age, meditation, acceptance and self

as context were not significant predictors.
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Hierarchical multiple regression was used to examine the predictive power of
committed action, valued living, cognitive fusion and contact with the present
moment in predicting perceived stress after controlling for gender. All non-
significant predictors of perceived stress were removed in order to maximise
precision of the model. Committed action, valued living, cognitive fusion and
contact with the present moment were entered in the first model and, gender was

added to the model in the second step.
Table 6

Summary of hierarchical multiple regression analysis: Unstandardised and
standardised coefficients of gender, committed action, values, cognitive fusion and
contact with the present moment as predictors of perceived stress.

95% ClI
Model B SE B p

Lower Upper
Model 1 Constant 45.64 7.07 .00 31.62 59.66
Cogpnitive fusion .18 .08 21 .02 .02 .33
Valued living -.09 .04 -.19 .01 -.16 -.02
Committed action -.44 A2 -.35 .00 -.68 -.21
Contact with the -.37 14 =22 .00 -.64 -.10
present moment
Model 2 Constant ~ 41.52 6.87 .00 27.89 55.16
Cogpnitive fusion .16 .07 .20 .03 .01 31
Valued living -.82 .04 -17 .02 -.15 -.01
Committed action -.49 A1 -.38 .00 -.72 -.27
Contact with the -.40 A3 -.24 .00 -.15 -.01
present moment
Gender 72 1.16 -.226 .00 1.42 6.02

Note. Model 1: R2=.49, Adjusted R2 = .47, Model 2: Rz =.54, Adjusted R2 =.52
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The final model (2) was significant F (5,101) = 22.46, p <.00), with all variables
accounting for 54 % of the variance in perceived stress 52% when adjusted.
Committed action (B = -.38, p > .00) emerged as the strongest predictor followed
by contact with the present moment (g = -.24, p < .00), cognitive fusion (8 = .20, p
=.03) and valued living valued living (B =-.17, p =.02). Gender contributed an
additional 5% which was also the case when adjusted. As meditation was not a

significant predictor of perceived stress, mediation analysis was not warranted.

DISCUSSION

This study examines the relationship between the ACT processes and perceived
stress in trainee clinical psychologists. The findings provide partial support for the
hypothesis that greater engagement in the ACT processes is related to lower

levels of perceived stress in trainees.

Committed action was the most significant predictor of stress, greater committed
action was related to lower levels of perceived stress. This is consistent with the
hypothesis and previous research showing that greater committed action is
relation to lower levels of psychological distress (Gagnon et al., 2016). Committed
action may mean purposively choosing to engage with rather than avoid the more
challenging aspects of clinical and/or academic work because it is in the service of
one’s personal values (e.g. education). Changing behaviour to effectively manage
challenging situations is an integral part of this process. ACT encourages the use
of behavioural strategies, such as, goal setting, problem solving, skills training
(e.g. mindfulness) and time management to encourage more adaptive forms of
coping (Hayes et al., 2012). Teaching and supporting trainees to use these
strategies may help them to cope more effectively with the challenges of training

and thus reduce stress levels.

Valued living was significantly related to lower levels of perceived stress in
trainees; this finding is in accord with the hypothesis and previous research which
indicates that valued living is related to lower levels of work related stress in
trainee clinical psychologists (Pakenham, 2015. Values provide people with a
strong sense of meaning and purpose which has been linked to greater
satisfaction with life (Romero-Moreno, Gallego-Alberto, Marquez-Gonzalez &
Losada. 2016), thus it is plausible that valued action can indicate those factors
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which positively reinforce behaviour (Wilson & Du Frene, 2009). It is possible that
supporting trainees to clarify and understand the personal values that underpin
their decision to pursue clinical psychology training, might motivate them to
engage with the more challenging aspects of training programmes, because of the

internal rewards associated with this engagement.

Greater contact with the present moment was significantly related to lower levels
of perceived stress in trainees. Previous research has found that preoccupation
with the past and future is related to higher levels of perceived stress as well as
increased cortisol and blood pressure (Gianferante, Thoma, Hanlin, Chen,
Breines, Zoccola,& Rohleder, 2014; Johnson, Lavoie, Bacon, Carlson & Campbell,
2012). From an ACT position, by allowing ones attention to be dominated by past
failures and worries about the future, individuals might miss out on opportunities to
act in accordance with their values, which might lead to rigid and unhelpful
patterns of behaviour that increase distress (Harris, 2009). Trainees may benefit
from learning how develop greater present moment awareness rather than
ruminating on the past and/or future. This might assist them to reflect on how they
cope with stress and to change or persist in this behaviour in service of their
personal values (Hayes & Smith, 2005).

Contrary to the hypothesis and theoretical position that cognitive fusion would be
the most significant predictor of perceived stress, this was not the case in the
present study, though cognitive fusion was a significant predictor of perceived
stress in trainees. Greater cognitive fusion was related to high levels of perceived
stress. Hayes et al. (2012) suggest that of all the ACT processes, cognitive fusion
plays an important role in the development and maintenance of psychological
difficulties. Fusing with one’s thoughts affects each of the ACT processes and
ultimately results in people becoming overly-focussed on avoiding internal and
external stimuli that could potentially evoke distress. This is in opposition to
engaging in behaviour that moves people towards their personal values (Harris,
2009). Unhelpful thoughts around ‘not being enough’ are a significant source of
stress amongst trainees (Cushway, 1992). Fusing with these thoughts could
generate psychological distress which is managed by avoiding activities they
associate with these thoughts, for example completing written assignments

because of negative thoughts about their academic ability. A consequence of this
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is that trainees might worry about what has not been done, continue to put things

off and leave little time to complete such tasks which leads to further distress.

The findings did not support the hypothesis that greater acceptance is significantly
related to lower perceived stress in trainees. This result contrasts with previous
research which found greater acceptance was significantly related to lower work
related stress and psychological distress in Australian trainees, call centre
workers, administrative staff and manual workers (Pakenham, 2015; Donaldson &
Bond 2004; Bond &Bunce, 2003). The discrepancy in findings with the present
study could be related to the differences in measures of acceptance that were
used in the studies. The present study operationalised acceptance as willingness
to experience potentially distressing thoughts or emotions without attempting to
change their frequency and form (Hayes et al., 2006; Hayes et al., 2012) and thus,
used the acceptance/willingness subscale from the AAQ (Bond & Bunce, 2003).
Previous studies have used an earlier conceptualisation of acceptance that refers
to willingness to experience internal events (willingness/acceptance) and ability to
take action even in face of uncomfortable internal events (committed action;
Hayes, Stroshal & Wilson, 1999) and thus used the AAQ total score which

combines scores from the acceptance and committed action subscales.

The nature of the relationship between self as context and perceived stress was
also dissimilar to the hypothesised outcome. The ability to adopt an observer
perspective from which one is able to notice thoughts, emotions and physical
sensations without becoming attached to them did not predict nor correlate with
perceived stress. It could be that this finding is related to the questionnaire that
was used to measure self as context. The present study used the observing scale
from the FFMQ (Baer et al., 2006) which only includes one item that specifically
relates to the ability to observe internal events ‘ | pay attention to how my emotions
affect my thoughts and behaviour’. Questionnaires such as the Reno Inventory of
Self Perspective (RISP; Jeffcoat, 2015), have been specifically developed as a
measure of self as context from a sample of university students and, preliminary
results indicate it is strongly correlated with stress and psychological flexibility. The
RISP may be a more accurate measure of self as context, further research is
needed to examine it's applicability to trainee clinical psychologists.

Gender was the only demographic characteristic to significantly predict stress.

Female trainees reported higher levels of perceived stress than males which is
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consistent with previous research undertaken with the general population, student
psychiatric nurses and trainee clinical psychologists (Office for National Statistics,
2016;Tully, 2004; Cushway & Tyler, 1996). Some studies have showed that
women experience a greater number of chronic stressors and daily hassles (Mc
Donagh & Walters, 2001; Matud, 2004; Denton, Prus & Walter, 2004). One study
identified that women report greater stress due to conflict with colleagues
(Narayanan, Menon & Spector, 1999). Other studies have found that women are
more affected by the stress of those around them due to greater emotional
involvement in social and family relationships (Kessler & McLeod, 1984; Turner et
al., 1995). It might be that female trainees report greater levels of perceived stress

because they experience a greater number of overall stressors in day to day life.
Limitations

Participants were recruited through individual clinical psychology training
programmes via course directors. Four of the thirty course directors stated they
were unable to forward the study invitation to trainees. This limits the extent to
which the findings can be generalised beyond this sub population of trainees.
Broadening recruitment via social media platforms such as Facebook or Twitter

and, advertising on online forums such clinpsy (www.clinpsy.org.uk) could have

created additional opportunities for trainee to consider and participate in this study.

A key advantage of using an online survey is that data collection and interpretation
is less time consuming than face-to-face methods. However, the absence of the
researcher meant participants were unable to ask questions if they required and,
the researcher was unable to check all measures had been fully completed before
responses were submitted. There were five cases where no data was present, and
six cases with partially completed data. This meant the study had to be reopened

to collect further data to ensure the study was adequately powered.

All training programmes incorporate teaching on third wave approaches which
might include sessions on ACT (Division of Clinical Psychology, 2016) and some
participants may have been familiar with the aims of the model; hence, trainees
could have provided responses that support the study hypotheses, which biases
the results. One way to overcome this might have been to collect data on trainees’
knowledge of ACT using the ACT Knowledge Questionnaire (Luoma & Vilardarga,

2013) and, to control for its influence in the analysis.
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Apart from self-as-context all of the measures were designed to reflect the ACT
processes. Recently developed measures such as the RISP (Jeffcoat, 2015) may
have provided a more accurate reflection of one’s ability to engage in the process
of self as context and thus strengthen the validity of the results.

Finally, levels of stress and engagement in the ACT processes are likely to vary
throughout the training year; there are fluctuations in academic and research
activities. The results of the present study may be an artefact of the time of year
rather than a reflection of typical stress levels and engagement in the ACT

processes.
Implications for Education and Training

The findings of the present study indicate that the ACT model could provide useful
framework for designing interventions to reduce stress in trainees. Course
Directors may wish to consider the findings when considering interventions to
support trainees with managing the multiple stressors encountered during training.
One suggestion might be to consider facilitating an ACT stress management
group. The ACT at work programme was developed by Bond and Hayes (2002) to
enhance wellbeing in the workplace. It is a skills based group intervention that
teaches acceptance and mindfulness skills as an alternative to avoidance.
Participants are also supported to reflect on personal/professional values and
develop plans for engaging in values based action. Preliminary evidence indicates
that adapted versions of this intervention are effective at reducing stress with
Australian trainees (Stafford Brown & Pakenham, 2012), student nurses (Frogéli,
Djordjevic, Rudman, Livheim & Gustavsson, 2016) and social workers (Brinkborg,
Michanek, Hesser & Berglund, 2011). The findings of the present study highlight
values, committed action, contact with the present moment and cognitive fusion as
significant predictors of stress within this population of trainees. Courses wishing
to develop and implement ACT interventions may wish to consider placing greater
emphasis on: clarifying values, identifying and overcoming barriers to committed
action, defusing thoughts and beliefs and learning how to actively contact the
present moment, as these could potentially appear to be the key ingredients of the

intervention with this population.
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CONCLUSIONS AND FUTURE DIRECTIONS

The findings of this study provide partial support for the utility for ACT as a model
for understanding and reducing stress in trainees. However, more research is
needed to replicate these results using accurate measures of self as context such
as the RISP (Jeffcoat, 2015) and, in other countries that perhaps differ in the
structure and content of clinical psychology training programmes. Despite this, the
findings of present study, together with the growing evidence base for ACT stress
management interventions, provide a firm foundation for piloting this model with
UK trainees. The ACT community along with course providers might also benefit
from research comparing ACT with other approaches to further establish the
evidence about what seems to be the most helpful in reducing stress and how this

impacts on clinical work and academic performance.
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Appendix 4: Course Directors invitation to participate

Re: Psychological Predictors of stress: Is the Acceptance and Commitment (ACT)
framework a useful model of for understanding work related stress in clinical

psychology trainees?

Dear (insert name of Course Director)

| am second year clinical psychology trainee undertaking my doctoral research at

Staffordshire University. | am emailing you to ask if you can forward the following

email to all of the trainee clinical psychologists (all cohorts) on your programme. |

have attached the participant information sheet should you wish to find out more

about my study.

If you wish to discuss this project, please do not hesitate to contact me via email

(d0265262e @staffs.ac.uk).

Yours sincerely

Loretta Davis

Trainee Clinical Psychologist

Staffordshire University, South Staffordshire and Shropshire NHS Foundation

Trust
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Appendix 5: Trainee invitation to participate

Dear Trainee,
Re: Psychological Predictors of stress: Is the Acceptance and Commitment (ACT)
framework a useful model of for understanding stress in clinical psychology

trainees

| am second year trainee clinical psychologist undertaking my doctoral research at
Staffordshire University. | invite you to participate in my study investigating the
relationship between the Acceptance and Commitment processes (e.g.
acceptance, mindfulness and values) and work related stress in clinical

psychology trainees.

You will be invited to complete an online survey that takes approximately 15
minutes. The findings of this research project will hopefully support programme
providers to make informed decisions regarding the use of ACT based stress
management interventions with clinical psychology trainees. | have attached the

participant information sheet should you wish to find out more about my study.
If you have any additional questions about the study, please contact:
Loretta Davis

Email; d026526e@staffs.ac.uk

If you wish to participate, please click the following link:
(link to study)

Thank you for your time and consideration
Yours sincerely

Loretta Davis

Trainee Clinical Psychologist

Staffordshire University, South Staffordshire and Shropshire NHS Foundation

Trust
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Appendix 6: Participant Information Sheet and Consent form

Title of the research: Psychological predictors of stress: Is the Acceptance and
Commitment (ACT) framework a useful model of for understanding stress in

clinical psychology trainees

Invitation and brief summary

I would like to invite you to participate in my study investigating the relationship
between the Acceptance and Commitment processes (e.g. acceptance, cognitive
defusion, values) and stress in clinical psychology trainees.

Purpose of the study
The purpose of the study is to determine the nature of the relationship between the
level of engagement in ACT processes and the level of stress experienced by

clinical psychology trainees.

What will taking part involve?

You will be asked to complete a set of questionnaires that will ask you to: (i) think
about the level of stress you currently experience, (ii) think about how you respond
to distressing thoughts, and emotions and (ii) identify your personal values. This

should take approximately 15 minutes to complete.

Do | have to take part?
No, your participation is entirely voluntary and you can withdraw immediately after
completing the questionnaires. You will not be able to withdraw your data after

this point.

What are the possible benefits of taking part?

While there are no direct benefits to taking part in this study, the findings will be an
important addition to the literature on stress in clinical psychology trainees and
could lead to future research exploring the benefits of teaching ACT (Acceptance

and Commitment Therapy) skills to help trainees manage stress.

What are the possible disadvantages of taking part?
You will be asked to reflect on your current level of stress. There is small risk that

this could highlight any difficult feelings you may be struggling with, which could
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cause some distress. Please discuss any difficult feelings with someone close to
you. You may wish to seek additional support from your course provider e.g.
Personal Tutor, university counselling service or G.P.

These organisations will also be able to provide help and support:

. The Samaritans http://www.samaritans.org/how-we-can-help-you/contact-
us.
. Sane http://www.sane.org.uk/what we do/support/helpline

Will my taking part be confidential?

Yes. The researcher will not be collecting any identifiable information such as your
name or date of birth. The Qualtrics system automatically generates a numerical
code for each participant. Your responses will be held in an encrypted space
within the Qualtrics system that is only accessible by the researcher. Following
data collection, the researcher will export your responses into a Microsoft Excel
spreadsheet and save them on an encrypted memory stick for analysis. The
memory stick will be kept in a locked filing cabinet. The data collected will only be
looked at by the researcher and her supervisor. Any data will be kept for a period
of ten years, in line with the Staffordshire University policy, and destroyed

thereafter.

What will happen to the results of this research?

The results of the study will be written up for my thesis for my Doctorate in Clinical
Psychology. The results will be disseminated to Course Directors of Clinical
Psychology training programmes and submitted to a peer-reviewed journal for
publication. You will not be identified in any report or publication.

By continuing past this page, you are confirming the following statement of
consent:

| confirm that | have read and understood the information sheet.

| have had the opportunity to consider the information, ask questions and have
had these answered satisfactorily.

| understand that my participation is voluntary and that | am free to withdraw my
data from the study immediately after completing the questionnaires but not at a
later point after this without giving any reason, and without my legal rights being

affected.
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| understand that the data collected will be looked at by the researcher and
research supervisor.

| agree to take part in the study.

86



Appendix 7: Measures
Demographics questions
1. Please state your year of training:
O Yearl
O Year?2

O Year3

2. Please state your age in years

3. Please state your gender

@) Male
@) Female
O Prefer not to say

4. Do you meditate?
O Yes
O No
5. How long have you been practicing meditation (number of months)?

6. How many times a week do you practice meditation
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Perceived stress Scale (Cohen, Karmarck & Mermelstein, 1983)
The questions in this scale ask you about your feelings and thoughts during the last
month. In each case, you will be asked to indicate by circling how often you felt or thought

a certain way.

0 = Never 1 = Almost Never 2 = Sometimes 3 = Fairly Often 4 = Very Often

1. In the last month, how often have you been upset 0 1 2 3 4
because of something that happened
unexpectedly?

2.In the last month, how often have you felt that you 0 1 2 3 4
were unable to control the important things in your
life?

3.In the last month, how often have you felt nervous 0 1 2 3 4

and “stressed”?

4.In the last month, how often have you felt 0 1 2 3 4
confident about your ability to handle your
personal problems?

5.In the last month, how often have you felt that 0 1 2 3 4
things were going your way?

6. In the last month, how often have you found that 0 1 2 3 4
you could not cope with all the things that you had
to do?

7. In the last month, how often have you been able 0 1 2 3 4

control irritations in your life?

8. In the last month, how often have you felt that you 0 1 2 3 4
were on top of things?

9. In the last month, how often have you been 0 1 2 3 4
angered because of things that were outside of
your control?

10. In the last month, how often have you felt 0 1 2 3 4

difficulties were piling up so high that you could
not overcome them
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Cognitive Fusion Questionnaire (Gillanders et.al., 2014)

Below you will find a list of statements. Please rate how true each statement is for you by

circling a number next to it. Use the scale below to make your choice.

1 2 3 4 5 6 7
never very seldom  sometimes frequently almost always
true seldom true true true always true
true true

1.My thoughts cause me distress or 1 2 3 4 5 6 7
emotional pain

2. | get so caught up in my thoughts 1 2 3 4 5 6 7
that | am unable to do the things
that | most want to do

3. | over-analyse situations to the 1 2 3 4 5 6 7
point where it's unhelpful to me

4.1 struggle with my thoughts 1 2 3 4 5 6 7

5. | get upset with myself for having 1 2 3 4 5 6 7
certain thoughts

6.1 tend to get very entangled in my 1 2 3 4 5 6 7
Thoughts

7.1t's such a struggle to let go of 1 2 3 4 5 6 7
upsetting thoughts even when |
know that letting go would be helpful

89



Acceptance and Action Questionnaire (Bond & Bunce, 2003)

Below you will find a list of statements. Please rate the truth of each statement as it

applies to you. Use the following scale to make your choice.

1 2 3 4 5
never very seldom  sometimes frequently
true seldom true true true
true

1.1 am able to take action on a problem even if | am
uncertain what is the right thing to do.

2.When | feel depressed or anxious, | am unable to take
care of my responsibilities.

3.1 try to suppress thoughts and feelings that | don't like by
just not thinking about them.

4.1t's OK to feel depressed or anxious.
5.1 rarely worry about getting my anxieties, worries, and
feelings under control.

6.In order for me to do something important, | have to have
all my doubts worked out.

7.I'm not afraid of my feelings.

8.1 try hard to avoid feeling depressed or anxious.

9.Anxiety is bad.

10.Despite doubts, | feel as though | can set a course in my

life and then stick to it.

11.1f I could magically remove all the painful experiences
I've had in my life, | would do so.

12.1 am in control of my life.

13.If | get bored of a task, | can still complete it.

14 Worries can get in the way of my success.

15.1 should act according to my feelings at the time.

16.1f | promised to do something, I'll do it, even if | later
don't feel like it.
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Five Facet Mindfulness Scale (observing and acting with awareness subscales;

Baer, Smith, Hopkins, Krietemyer & Toney, 2006)

Please rate each of the following statements using the scale provided. Write the number

in the blank that best describes your own opinion of what is generally true for you.

1 2 3 4 5
Never or rarely Rarely true Sometimes true Often true Very often or
true always true

1.When I'm walking, | deliberately notice the sensations of my body moving.
2.When | take a shower or bath, | stay alert to the sensations of water on my body.
3.1 notice how foods and drinks affect my thoughts, bodily sensations, and emotions.
4.| pay attention to sensations, such as the wind in my hair or sun on my face.

5.1 pay attention to sounds, such as clocks ticking, birds chirping, or cars passing.
6.1 notice the smells and aromas of things.

7.1 notice visual elements in art or nature, such as colours, shapes, textures, or
patterns of light and shadow.

8.1 pay attention to how my emotions affect my thoughts and behaviour.
9.When | do things, my mind wanders off and I'm easily distracted.

10.1 don’t pay attention to what I'm doing because I'm daydreaming, worrying, or
otherwise distracted.

11.1 am easily distracted.

12.1t seems | am “running on automatic” without much awareness of what I'm doing.
13.1 rush through activities without being really attentive to them.

14.1 do jobs or tasks automatically without being aware of what I'm doing.

15.1 find myself doing things without paying attention.
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Valued Living Questionnaire (Wilson, Sandoz, Kitchens & Roberts, 2010)
In this section, please give a rating of how consistent your actions have been with each
of your values. Please note that this is not asking about your ideal in each area, nor what
others think of you. Everyone does better in some areas than in others. People also do
better at some times than at others. Please just indicate how you think you have been
doing during the past week. Rate each area (by circling a number) on a scale of 1-10. A
“1” means that your actions have been completely inconsistent with your value. A “10”
means that your actions have been completely consistent with your value.

During the past week...

Area not at all completely
important important

1) Family (other than marriage 1 2 3 4 5 6 7 8 9 10
or parenting)

2) Marriage/couples/ intimate 1 2 3 4 5 6 7 8 9 10
relationships

3) Parenting 1 2 3 4 5 6 7 8 9 10
4) Friends/social life 1 2 3 4 5 6 7 8 9 10
5) Work 1 2 3 4 5 6 7 8 9 10
6)Education/training 1 2 3 4 5 6 7 8 9 10
7)Recreation/fun 1 2 3 4 5 6 7 8 9 10
8)Spirituality/meaning & 1 2 3 4 5 6 7 8 9 10

purpose in life

9)Citizenship/Community life 1 2 3 4 5 6 7 8 9 10

10)Physical self-care (nutrition, 1 2 3 4 5 6 7 8 9 10
exercise/movement, rest sleep
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In this section, please give a rating of how consistent your actions have been with each
of your values. Please note that this is not asking about your ideal in each area, nor what
others think of you. Everyone does better in some areas than in others. People also do
better at some times than at others. Please just indicate how you think you have been
doing during the past week. Rate each area (by circling a number) on a scale of 1-10. A
“1” means that your actions have been completely inconsistent with your value. A “10”

means that your actions have been completely consistent with your value.

During the past week...
Area not at all completely consistent
consistent with my value with my value
1) Family (other than marriage 1 2 3 4 5 6 7 8 9 10

or parenting)

2) Marriage/couples/ intimate 1 2 3 4 5 6 7 8 9 10
relationships

3) Parenting 1 2 3 4 5 6 7 8 9 10
4) Friends/social life 1 2 3 4 5 6 7 8 9 10
5) Work 1 2 3 4 5 6 7 8 9 10
6)Education/training 1 2 3 4 5 6 7 8 9 10
7)Recreation/fun 1 2 3 4 5 6 7 8 9 10
8)Spirituality/meaning & 1 2 3 4 5 6 7 8 9 10

purpose in life

9)Citizenship/Community life 1 2 3 4 5 6 7 8 9 10

10)Physical self-care (nutrition, 1 2 3 4 5 6 7 8 9 10
exercise/movement, rest sleep
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Appendix 8: Author guidelines
Submission

Submit one copy of the manuscript electronically (.rtf, PDF, or .doc) through the

Manuscript Submission Portal.

Manuscript Submission Portal Entrance

Michael C. Roberts

2009 Dole Human Development Center, Clinical Child Psychology Program
1000 Sunnyside Avenue

University of Kansas

Lawrence, KS 66045

Email

Your title page must include the following information: each author's name and
affiliation, the address of the corresponding author, email addresses, phone and

fax numbers.
Do not identify the authors in the manuscript text or footnotes.

If you would like to discuss a possible idea for submission to the journal, please
contact Michael C. Roberts.

Call for Manuscripts

The Editorial Board of Training and Education in Professional Psychology®
(TEPP) encourages the APPIC membership, the membership of the academic
training councils, and all members of the psychology education community to
examine issues relevant to the process and procedures of psychology education

and training and contribute manuscripts to this journal.

TEPP is specifically for psychologists and other mental health professionals who
educate, supervise, and train mental health practitioners during their academic
programs as well as during their participation at practicum, internship, and

postdoctoral settings.

Manuscripts for TEPP can be research or theory based. All manuscripts must

focus on the practical implications of the proposed theory or summarized research.
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Any topic in the general area of supervision, training, or the process of education

leading to licensure is appropriate for examination and discussion in TEPP.
TEPP manuscripts examine such topics as:

e Supervision theory and process

e Supervision procedures

e Supervisory relationship

e Supervisee problems and due process issues

e Training activities

e Ethical and legal aspects of training and supervision

e Boundary issues

e Training in research and scholarly activity

e Research into the process of supervision

e The process of training leading to licensure
Special thematic issues of the journal will provide in-depth examination of a
particular training and education topic.

Manuscripts

Manuscripts should be approximately 25 pages in length in total including tables

and references (more pages must be strongly justified).

Each manuscript should conclude with a specific section on the implications of the

research or theory presented.

Manuscripts should be written with the goal of enhancing the practice of education,

training, and supervision.
Review Policy

Once TEPP receives a manuscript, the Editor reviews the manuscript for
appropriateness for publication and competitiveness for publication in TEPP. If
appropriate, the Editor assigns the manuscript to an Associate Editor who seeks

blind review by at least two consulting editors or ad hoc reviewers.

The editorial review process takes approximately 60 to 90 days for the author to

receive editorial comment about the manuscript

Manuscript Preparation
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Prepare manuscripts according to the Publication Manual of the American
Psychological Association (6th edition). Manuscripts may be copyedited for bias-

free language (see Chapter 3 of the Publication Manual).
Review APA's Checklist for Manuscript Submission before submitting your article.

If your manuscript was mask reviewed, please ensure that the final version for

production includes a byline and full author note for typesetting.

Double-space all copy. Other formatting instructions, as well as instructions on
preparing tables, figures, references, metrics, and abstracts, appear in the Manual.
Additional guidance on APA Style is available on the APA Style website.

Below are additional instructions regarding the preparation of display equations,

computer code, and tables.
Display Equations

We strongly encourage you to use MathType (third-party software) or Equation
Editor 3.0 (built into pre-2007 versions of Word) to construct your equations, rather
than the equation support that is built into Word 2007 and Word 2010. Equations
composed with the built-in Word 2007/Word 2010 equation support are converted
to low-resolution graphics when they enter the production process and must be

rekeyed by the typesetter, which may introduce errors.
To construct your equations with MathType or Equation Editor 3.0:

Go to the Text section of the Insert tab and select Object.Select MathType or
Equation Editor 3.0 in the drop-down menu.

If you have an equation that has already been produced using Microsoft Word
2007 or 2010 and you have access to the full version of MathType 6.5 or later, you
can convert this equation to MathType by clicking on MathType Insert Equation.
Copy the equation from Microsoft Word and paste it into the MathType box. Verify
that your equation is correct, click File, and then click Update. Your equation has

now been inserted into your Word file as a MathType Equation.

Use Equation Editor 3.0 or MathType only for equations or for formulas that cannot

be produced as Word text using the Times or Symbol font.

Computer Code
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Because altering computer code in any way (e.g., indents, line spacing, line
breaks, page breaks) during the typesetting process could alter its meaning, we
treat computer code differently from the rest of your article in our production
process. To that end, we request separate files for computer code.

In Online Supplemental Material

We request that runnable source code be included as supplemental material to the
article. For more information, visit Supplementing Your Article With Online

Material.
In the Text of the Article

If you would like to include code in the text of your published manuscript, please
submit a separate file with your code exactly as you want it to appear, using
Courier New font with a type size of 8 points. We will make an image of each
segment of code in your article that exceeds 40 characters in length. (Shorter
snippets of code that appear in text will be typeset in Courier New and run in with
the rest of the text.) If an appendix contains a mix of code and explanatory text,
please submit a file that contains the entire appendix, with the code keyed in 8-

point Courier New.
Tables

Use Word's Insert Table function when you create tables. Using spaces or tabs in

your table will create problems when the table is typeset and may result in errors.
Submitting Supplemental Materials

APA can place supplemental materials online, available via the published article in
the PsycARTICLES® database. Please see Supplementing Your Article With

Online Material for more details.
Abstract and Keywords

All manuscripts must include an abstract containing a maximum of 250 words
typed on a separate page. After the abstract, please supply up to five keywords or
brief phrases.

References

List references in alphabetical order. Each listed reference should be cited in text,

and each text citation should be listed in the References section.
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Examples of basic reference formats:
Journal Article:

Hughes, G., Desantis, A., & Waszak, F. (2013). Mechanisms of intentional binding
and sensory attenuation: The role of temporal prediction, temporal control, identity
prediction, and motor prediction. Psychological Bulletin, 139, 133-151.
http://dx.doi.org/10.1037/a0028566

Authored Book: Rogers, T. T., & McClelland, J. L. (2004). Semantic cognition: A
parallel distributed processing approach. Cambridge, MA: MIT Press.

Chapter in an edited Book: Gill, M. J., & Sypher, B. D. (2009). Workplace incivility
and organizational trust. In P. Lutgen-Sandvik & B. D. Sypher (Eds.), Destructive
organizational communication: Processes, consequences, and constructive ways

of organizing (pp. 53-73). New York, NY: Taylor & Francis.
Figures

Graphics files are welcome if supplied as Tiff or EPS files. Multipanel figures (i.e.,

figures with parts labeled a, b, c, d, etc.) should be assembled into one file.
The minimum line weight for line art is 0.5 point for optimal printing.

For more information about acceptable resolutions, fonts, sizing, and other figure

issues, please see the general guidelines.

When possible, please place symbol legends below the figure instead of to the

side.

APA offers authors the option to publish their figures online in color without the

costs associated with print publication of color figures.

The same caption will appear on both the online (color) and print (black and white)
versions. To ensure that the figure can be understood in both formats, authors
should add alternative wording (e.g., "the red (dark gray) bars represent”) as

needed.

For authors who prefer their figures to be published in color both in print and
online, original color figures can be printed in color at the editor's and publisher's

discretion provided the author agrees to pay:
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$900 for one figureAn additional $600 for the second figureAn additional $450 for

each subsequent figure
Permissions

Authors of accepted papers must obtain and provide to the editor on final
acceptance all necessary permissions to reproduce in print and electronic form
any copyrighted work, including test materials (or portions thereof), photographs,

and other graphic images (including those used as stimuli in experiments).

On advice of counsel, APA may decline to publish any image whose copyright

status is unknown.
Download Permissions Alert Form (PDF, 13KB)
Publication Policies

APA policy prohibits an author from submitting the same manuscript for concurrent

consideration by two or more publications.
See also APA Journals® Internet Posting Guidelines.

APA requires authors to reveal any possible conflict of interest in the conduct and
reporting of research (e.g., financial interests in a test or procedure, funding by

pharmaceutical companies for drug research).

Download Disclosure of Interests Form (PDF, 38KB)

Authors of accepted manuscripts are required to transfer the copyright to APA.
For manuscripts not funded by the Wellcome Trust or the Research Councils UK

Publication Rights (Copyright Transfer) Form (PDF, 83KB)For manuscripts funded

by the Wellcome Trust or the Research Councils UK
Wellcome Trust or Research Councils UK Publication Rights Form (PDF, 34KB)
Ethical Principles

It is a violation of APA Ethical Principles to publish "as original data, data that have
been previously published" (Standard 8.13).

In addition, APA Ethical Principles specify that "after research results are
published, psychologists do not withhold the data on which their conclusions are

based from other competent professionals who seek to verify the substantive
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claims through reanalysis and who intend to use such data only for that purpose,
provided that the confidentiality of the participants can be protected and unless

legal rights concerning proprietary data preclude their release" (Standard 8.14).

APA expects authors to adhere to these standards. Specifically, APA expects
authors to have their data available throughout the editorial review process and for

at least 5 years after the date of publication.

Authors are required to state in writing that they have complied with APA ethical
standards in the treatment of their sample, human or animal, or to describe the

details of treatment.

Download Certification of Compliance With APA Ethical Principles Form (PDF,
26KB)

The APA Ethics Office provides the full Ethical Principles of Psychologists and

Code of Conduct electronically on its website in HTML, PDF, and Word format.
You may also request a copy by emailing or calling the APA Ethics Office (202-
336-5930). You may also read "Ethical Principles," December 1992, American

Psychologist, Vol. 47, pp. 1597-1611.
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Paper 3. Commentary and Reflective Review

A reflective account of the research journey

Word count: 2260 (excluding references)
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ABSTRACT

Paper three provides a reflective commentary on the process of completing papers
one and two. The author reflects on the experiences that developed their interest
in the application of Acceptance and Commitment Therapy (ACT) to reducing
stress. Personal reflections are offered on the challenge of undertaking doctoral

research along with learning points and suggestions for future research.
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Introduction

The purpose of this report is to provide a reflexive account of the author’'s
experience of completing papers one and two. Personal reflections are offered on
challenges, successes and learning points experienced as a result of engaging
with the process of research. The report is written in first person account to

provide an authentic insight to the research journey.

Background

My decision to pursue clinical training was strongly connected to my values around
personal and professional development. My various roles in psychology services
afforded me with significant opportunities in which to grow and develop both as a
person and professional. | was excited by the challenge of further developing my
clinical and research skills in order to fulfil my ambition of becoming a clinical
psychologist. Supervisors and colleagues attempted to prepare me for the reality
of clinical training through discussions about the difficulties | might encounter.
However, | was naive to believe that | would be fine. By the fourth week of training
| felt anxious, vulnerable and incompetent due to a perceived lack of knowledge;
one might describe these thoughts and feelings as internal stressors. | also had to
contend with external stressors such as long commutes, challenging peer
relationships, clinical work and various assignments. My usual coping strategies of
talking to friends, seeking advice and engaging in physical activity helped to
alleviate my distress to some extent; though, | frequently found myself in a battle

with my beliefs and emotions.

| decided to pursue the topic of stress in trainees because | felt dissatisfied with
the half day teaching session on stress management that was provided during the
first term of training. The session appeared to be informed by cognitive models of
stress such as the Transaction model of stress and coping (Lazarus &
Folkman,1984) which conceptualises stress as a state of cognitive, emotional, and
physical strain that occurs in response to a perceived imbalance between the
environmental demands and ability to cope. The first half of the session focused
on identifying and reflecting on the stressors encountered thus far. The latter half
was devoted to developing a ‘personal stress management plan’ using cognitive

and behavioural techniques such as cognitive restructuring, problem solving and
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activity scheduling. However, the process of developing the plan felt meaningless

and my motivation to follow it was extremely low.

| was introduced to Acceptance and Commitment Therapy (ACT) during a
conversation with a friend. While | was intrigued by the focus on developing
acceptance and mindfulness skills; the concepts of values and committed action
seemed both useful and meaningful for reasons unknown to me at the time. | was
curious as to how this approach could benefit trainees, and was inspired by the
results of paper examining the relationship between the ACT processes and stress
with trainee clinical psychologists (Pakenham, 2014). Although my understanding
of ACT was limited, | was excited about the possibility of exploring how this model
might relate to stress, as experienced by trainees in the UK. Furthermore, I felt
that extending the current knowledge base regarding the psychological processes
that influence stress could potentially lead to interventions that might alleviate

stress within this population.

Literature review

My relationship with the literature review was hopeful at best and toxic at worst. |
began this journey with *high hopes’ of providing meaningful knowledge about the
nature and effectiveness of ACT interventions to reduce stress. | was aware of at
least four papers that examined ACT with trainee clinical psychologists and social
workers, and naively anticipated that | would be able to find more. Hence, I initially
focused my review on ‘healthcare workers’. | assumed that | would be able to find
at least eight papers, and thus approached the task of searching for papers with
high levels of enthusiasm and motivation. However, after a week of searching
databases, reviewing abstracts and subsequently finding few papers, | began to
feel despondent. At this point my relationship with the literature review became
strained. As a consequence of finding so few papers, | made the decision to revise
my question and focus on the broader category of ‘the helping professions’ in
order to include a greater number of papers, and result in be being able to produce
a viable review. While | was able to identify a more substantial number of papers,

| was somewhat unsure about the suitability of the term ‘helping professions’.
Despite these concerns, | continued to write my first draft in the hope that | would

be able to address this issue at a later stage.
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The process of writing the literature review was by the far the most challenging
aspect of the course. This is mostly due to the difficulties | experienced with
identifying a coherent structure for the results/synthesis section. Upon reflection, |
now realise that | did not understand what | was been asked to do. |
underestimated the enormity of task and did not give myself enough time to
develop a coherent understanding. My response to feedback from my research
supervisor was to start again, and | did this five times. My fourth attempt at writing
this section resulted in me feeling drained, fed up and intellectually burnt out. | lost
confidence in my ability to write which led me to spend hours writing and re-writing
sentences. Cushway (1992) identified professional self-doubt (unhelpful beliefs
about one’s ability) as the greatest source of stress amongst trainee clinical
psychologist. | can honestly say that the challenges | experienced while writing
my literature review led me to significantly doubt my intellectual abilities and
question my place on the course. Though on reflection, | recognise that some of
this doubt stems from my own beliefs about around not being ‘good enough’ and

not being ‘clever enough’ which were activated by the writing process.

Research report

| originally set out to replicate the study undertake by Pakenham (2014).

However, on further examination of the paper | realised that there were
inconsistencies in how the ACT processes had been measured. The ACT
processes as described by Hayes, Strosahl and Wilson (2012) are: contact with
the present moment, self as context, acceptance, defusion, committed action and
values. However, only two of these processes, acceptance and values were
directly measured. Unaware of the help and advice | could gain through the ACT
research community; |1 chose to employ two of the subscales from the Five Factor
Mindfulness Questionnaire (Baer, Smith, Hopkins, Krietemeyer & Hopkins, 2006)
to measure ‘contact with the present moment’ and ‘self as context’ on basis of my
own opinion about how best to operationalise these constructs. | have since made
contact with Steven Hayes (one of the originators of ACT) and discussed my
concerns about my chosen measures. Not only did he send me a copy of a
recently designed measure of self as context, The Reno Inventory of Self
Perspective (Jeffcoat, 2015); he also provided the details of other researchers who

might me help me with identifying more suitable measures. | have also joined the
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‘ACT for Professionals’ Special Interest group which in hindsight might have

provided a useful forum in which to receive advice and feedback on methodology.

The sample size requirements for my study demanded that | recruited 101
participants. | assumed Course Directors would facilitate my recruitments
requests by forwarding the invite to their trainees. This was mostly the case for
those that replied. However, three responded to state that they were unable to
disseminate external research, one asked me to submit my research proposal to
their internal ethical review panel and another asked me to contextualise my study
in accordance with Relational Frame Theory. | agreed to submit the first request
and declined the latter. | was able to recruit the required number of participants
within four weeks, my first research success. Although, when | downloaded the
data for analysis; | identified several cases whereby participants had not provided
any responses to the questions and a few cases with missing data. This meant |
had to reopen the study in the hope of recruiting more trainees, which | was able
to do.

| was particularly proud of myself for undertaking regression analysis. Despite
completing a BSc, an MSc and two years of doctoral research training; | have
never felt confident with conducting and interpreting inferential statistics. |
describe the process of analysing my data as being iterative in nature. | read
books, watched you tube videos, input my data, referred to my research notes and
discussed the findings with my tutor. | repeated this cycle four times, though this
mostly due to me making mistakes when running the analysis. As a result of this
process | have a better understanding of my data feel less apprehensive about

undertaking statistical analysis in the future. Another research success.

It is unfortunate that my confidence in interpreting my data did not translate into
confidence in explaining my data. | initially struggled to make sense of my results
which | partly blamed on my limited knowledge of ACT. | read books, watched
videos, spoke with peers and yet struggled to write a coherent discussion. When |
came to write a second draft | found my thinking was ‘blocked’. Upon reflection,
this ‘blockage’ in thinking was most likely a reflection of my anxiety about my ideas
‘being good enough’. | addressed this ‘blockage’ my talking through my ideas with
a tutor who specialises in ACT, this gave me ‘permission’ to hypothesise and be
creative with my explanations of the data. This resulted in me being able to

organise my ideas into a coherent structure. My third research success.
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Areas for future research

e Further research is needed to replicate my empirical study within using
measures that accurately reflect each of the ACT processes in order to extend
current knowledge regarding the utility of the ACT model.

e To date there has only been one study that evaluated the effectiveness of an
ACT intervention with trainee clinical psychologists (Stafford-Brown
&Pakenham, 2012). More studies are needed to replicate the findings with
trainees in other countries in order to further qualify the outcome.

e A greater number of high quality studies are needed to examine the
effectiveness of ACT interventions with a broader range of staff working in
health and social care settings. Longer follow ups are needed to determine the
duration of the effect and to also examine the impact on organisational
outcomes such as staff sickness.

e Future research should seek to compare ACT with Cognitive Behavioural
Therapy in order to determine what works best.

e Those wishing to undertake ACT research should consider engaging with the

ACT research community for advice, feedback and potential collaboration.

Personal reflections and learning

My knowledge and understanding of ACT has developed over the two years | have
spent working on my thesis. In line with my values around personal and
professional development, | have decided to pursue further training so that | might

learn how to apply the model to clinical practice.

Enhancing staff wellbeing has become a significant part of my role as trainee
clinical psychologist working in an Eating Disorders Service. Having recently
introduced a staff mindfulness group which was well attended, | am currently in the
process of developing an ACT stress management group. The findings of my
literature review have provided me with useful information about tailoring the
intervention to context by exploring common stressors and examining staff values.

I look forward to sharing the outcome of this intervention with the ACT community.

The emotional challenges encountered through undertaking this research have
made me acutely aware of my personal struggle with unwanted thoughts around
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not being ‘good enough’ which has also been a recurring theme throughout clinical
training). At times, | have coped by avoiding challenging situations and/or not
asking for help which has been counterproductive. In some ways, this experience
has motivated me live more consistently with my values around personal and
professional development and, health. Hence, | am considering developing a new
personal stress ‘plan’ though the focus will be on identifying and engaging in
values directed behaviours. | anticipate that | will be more likely to adhere to this

plan as it will be grounded in my core values.

Conclusion

Training in clinical psychology presents numerous challenges, one of which is
undertaking the research thesis. There have been many occasions in which |
have found myself struggling to manage the difficult thoughts and feelings that
surfaced during my research journey. As a consequence, | have found myself
wanting to give up. However, resisting the reality of the situation only led me to
become overwhelmed and despondent. Considering the workability of my
counterproductive behaviour and reconnecting with my values ignited my
motivation which enabled me to keep going and complete this thesis. This also

helped me to reframe the research journey as a learning experience.

| have learnt a lot about the importance of selecting the right measures, defining
research questions, analysing/synthesising data and explaining findings. | feel
more equipped to engage with clinical research activity such service evaluation
and audit in my role as a Clinical Psychologist. | also feel this knowledge and
experience has provided a useful foundation should | wish to pursue future

research projects in my role as a clinical psychologist.
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