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Abstract
ACCEPTANCE-BASED INTERVENTIONS FOR DIRECT CARE STAFF:
AN ASSESSMENT OF NEED
Tyler Erath
B.S., Appalachian State University
M.A., Appalachian State University
Chairperson: Cynthia M. Anderson, Ph.D.
Direct care staff play a vital and integral role in the lives of the individuals they support.
Research suggests that direct care staff working with individuals with intellectual and
developmental disabilities experience a significant amount of work-related stress. To combat
this, organizations often employ stress reduction workshops to help staff better respond to
stressful situations or manage their reactions to situations. Research on such workshops has
produced mixed findings. The current study had three objectives: (1) further explore relations
between psychological flexibility, psychological distress, and job satisfaction among direct
care staff serving individuals with intellectual and developmental disabilities, (2) determine
the potential utility of a modified version of psychological flexibility specifically designed
around the role of direct care staff, and (3) extrapolate the potential utility of a stress
management workshop for direct care staff based on the processes within Acceptance and
Commitment Therapy. For objective 1, a strong relation was found between psychological
distress and both measures of psychological flexibility. Additionally, a small relation was
found between job satisfaction and psychological flexibility, and a moderate relation was
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found between job satisfaction and the direct care staff measure of psychological flexibility.
For objective 2, evidence was shown that a potential utility does exist for a measure of
psychological flexibility specifically designed around the role direct care staff. For objective
3, results showed that there is a significant proportion of individuals working as direct care
staff deemed to be “at risk”, and thus, more likely to benefit from a stress management
intervention based on the processes within Acceptance and Commitment Therapy.
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Abstract
Direct care staff play a vital and integral role in the lives of the individuals they
support. Research suggests that direct care staff working with individuals with intellectual
and developmental disabilities experience a significant amount of work-related stress. To
combat this, organizations often employ stress reduction workshops to help staff better
respond to stressful situations or manage their reactions to situations. Research on such
workshops has produced mixed findings. The current study had three objectives: (1) further
explore relations between psychological flexibility, psychological distress, and job
satisfaction among direct care staff serving individuals with intellectual and developmental
disabilities, (2) determine the potential utility of a modified version of psychological
flexibility specifically designed around the role of direct care staff, and (3) extrapolate the
potential utility of a stress management workshop for direct care staff based on the processes
within Acceptance and Commitment Therapy. For objective 1, a strong relation was found
between psychological distress and both measures of psychological flexibility. Additionally,
a small relation was found between job satisfaction and psychological flexibility, and a
moderate relation was found between job satisfaction and the direct care staff measure of
psychological flexibility. For objective 2, evidence was shown that a potential utility does
exist for a measure of psychological flexibility specifically designed around the role direct
care staff. For objective 3, results showed that there is a significant proportion of individuals
working as direct care staff deemed to be “at risk”, and thus, more likely to benefit from a
stress management intervention.
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Acceptance-Based Interventions for Direct Care Staff:
An Assessment of Need
Direct Care Staff (DCS) are the individuals that care for and support persons with
intellectual or developmental disabilities (IDD) in residential programs and day-treatment
settings. Staff working in this area have an assortment of daily tasks, as the job generally is
quite demanding with various roles and responsibilities. Direct care staff in day treatment
settings have responsibilities that focus on assisting clients in aspects of daily life, including
helping with daily living activities (e.g., money management, shopping, appointments),
assisting in job training and educational skills, implementing behavior support plans, and
providing general supervision (Carnaby & Cambridge, 2002). Staff working in residential
and long-term care facilities have many of the responsibilities previously described, as well
as those for more basic care (e.g., hygiene maintenance, feeding) since many of the
individuals served in these settings have more significant or pronounced impairments. The
specifics of the DCS position vary greatly depending on client characteristics. For example,
assisting some individuals with mealtime might be as simple as supervising meal preparation
whereas for individuals with fewer skills, assistance might include feeding a client.
Direct Care Staff have a vital and integral role in both the lives of the individuals
they support and the organization for which they work. From the caregiving perspective,
DCS in residential services have a significant role in caring for individuals with IDD, as they
are the ones working with the individuals on a daily basis. In fact, one could argue that they
are the organization’s most valuable resource. The quality of life and well being of the
individuals served is directly related to the quality of care provided (Larson, Hewitt, &
Lakin, 2004). Hence, high quality services will produce the best possible outcomes and the
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individual’s highest quality of life. From the organizational perspective, DCS account for
approximately three-fourths of the total expenditures in residential services for individuals
with developmental delay (Davies, Felce, Lowe, & de Paiva, 1991). Therefore, one could say
that the maintenance and survival of the organization falls on the fundamental role of DCS.
Research has shown that individuals serving as caregivers for others often experience
heightened levels of stress (Dyer & Quine, 1998). For example, Skirrow and Hatton (2007)
found that out of the populations serving in the caregiving role, staff who work in IDD
settings were at an above average likelihood to experience a heightened level of work-related
stress. This could be due to individuals with IDD presenting a unique and uncommon set of
challenges, in addition to the various physical and emotional demands typically assigned to
caregivers. Similarly, Hatton et al. (1999) reported that approximately a third of individuals
working as DCS report clinically significant levels of psychological distress. Staff who
support individuals with IDD face high levels of stress for a variety of reasons including but
not limited to the challenging nature of the work and the fact that staff have to handle both
the difficulties that occur in their own lives, as well as those in the lives of the clients they
serve. Therefore, staff’s ability to understand and cope with these stressors and situations
plays a significant role in their levels of both general stress and psychological distress.
Work Related Stressors
Research suggests that DCS working with individuals with IDD experience a
significant amount of work-related stress (Buckhalt, Marchetti, & Bearden, 1990; Devereux,
Hastings, & Noone, 2009). Previous research has shown that individuals working as health
care professionals experience more stress, as well as different stressors, than individuals
working in other organizational settings (Cushway & Tyler, 1994; Firth-Cozens & Payne,
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1999). As noted earlier, within the health care profession, DCS serving individuals with IDD
have been shown to face an even more specific collection of stressors and challenges due to
the specific demands experienced within this type of work (Rose, 1999). This high quantity
of stressors, in turn, has the ability to create negative outcomes for all parties involved- the
DCS, individuals he or she supports, colleagues, and the organization overall. In regards to
the individuals being served, Rose (1999) documented that staff with higher self-reported
levels of stress engaged in fewer interactions and less communication with residents. Adding
to this, Hastings (1995) demonstrated that staff’s emotional reaction to a client’s challenging
behaviors had a significant impact on how staff interacted with these clients moving forward.
From the perspective of the DCS, co-workers, and the organization, negative outcomes have
been shown to occur in the form of higher than average rates of attrition, absenteeism, and
turnover (Thompson & Rose, 2011).
A 2012 survey by the American Healthcare Association found the turnover rate for
DCS to be 50%. Turnover rates for DCS range from 43% to 84% for residential settings and
from 33% to 86% in day treatment settings (Larson & Hewitt, 2005). High turnover, of
course, can lead to additional job-related stressors for those who remain, which then occur on
top of the job demands that were already a part of their defined role. Because of the
prevalence and impact of stress on DCS, research has been conducted to better understand
the stressors contributing to turnover. Examples of stressors faced by staff include ambiguous
or conflicting job roles, inconsistent workloads and schedules, lack of involvement in
decision-making, client related stressors, and low extrinsic rewards such as pay and benefits.
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Role Ambiguity and Conflict
Role ambiguity refers to a lack of knowledge about the most effective job behaviors
involved in a role (Ilgen & Hollenbeck, 1991; Jackson & Shuler, 1985). This occurs when
circumstances arise in which staff are presented with insufficient or unclear information to
correctly perform one’s duties. As an example, imagine a staff person who is asked to fill in
during mealtime for an individual the DCS has no experience working with. If the DCS is
told to “help” the individual, the role of help may not have been clearly defined and the DCS
may be unsure about whether or how to assist the person in eating (e.g., feeding the person,
assisting in cutting food), what the person should eat, or the amount that should be
consumed.
Role conflict is defined as the incompatibility of job behaviors due to conflicting
information, leaving the individual unable to do everything expected of them (Jackson &
Shuler, 1985). Normally this occurs when there are discrepancies in job demands due to
information coming from different managerial staff. As an example, a DCS might be told by
a supervisor to help an individual with the bedtime routine, and then asked by another
supervisor to watch several residents in the living area at that same time. This conflict leaves
the DCS open to improperly completing one, if not both of the tasks, creating potentially
punitive effects for a situation in which there was no right decision. When DCS do not have
sufficient information or the proper guidance in roles such as these, the likelihood of
experiencing psychological strain increases (Cooper, Dewe, & O’Driscoll, 2001).
Inconsistent Work Schedules
Ever-changing work schedules and inconsistencies in the amount of hours worked per
week also can contribute to the high rates of turnover seen in the DCS position. Examples
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include increased long hours on the job, extended workloads, and changing shift patterns
(White, Edwards, & Townsend-White, 2006). Most DCS, particularly those working in nonresidential settings work one-on-one with a specific client. Therefore, if the client is ill or
does not need supports for a day (e.g., goes on a trip with family), then the DCS does not
work, and thus does not receive pay. Also, the number of supported hours allocated to
individuals with IDD often has the potential to be changed, especially for those being served
in day treatment settings. Decisions on this matter are made outside of the organizations
control and are based on outside evaluations in regards to protocol requirements for
eligibility to receive services. When a reduction in the number of supported hours occurs, the
employees providing these services have two options: they can either attempt to pick up
hours from other places within the organization (e.g., filling-in for a staff person who is
absent, working with other clients) or they can work fewer hours per week. This creates a
high level of ambiguity, as many employees are unable to count on a set amount of hours
worked per week.
Client-Related Stressors
Direct care staff working with individuals with IDD are often involved in challenging
work. Individuals with IDD often have significant social behavioral, cognitive, or medical
concerns, putting them at a greater likelihood of exhibiting challenging behaviors, which can
be directed to themselves (e.g., self-injurious behavior) or others (e.g., aggressive behavior,
destructive behavior; Hatton, Brown, Caine, & Emerson, 1995; Mitchell & Hastings, 2001).
For example, Buckhalt et al. (1990) investigated client-related stressors with a sample of 136
DCS working in a residential facility setting. They found that the highest endorsed clientrelated stressor was aggressive behavior. Other endorsed stressors included client’s
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unpleasant habits (e.g., lack of basic hygiene, inappropriate behaviors, etc.), low level of selfcare, refusal to function up to their perceived ability level, and dependence on DCS.
Direct Care Staff are often exposed to physically and emotionally taxing situations
(Blumenthal, Lavender, & Hewson, 1998). For individuals with behavioral challenges, a
behavior support plan is typically in place delineating support steps to be followed.
Robertson et al. (2005) found that DCS experience lower levels of distress and higher levels
of job satisfaction when a behavior support plan or treatment protocol is in place.
Unfortunately, many DCS have not been well trained in behavior support strategies in
general or in a client’s specific support protocol, and staff often handle situations according
to their own best judgment. When these difficult situations do not go well, staff may
experience significant levels of work-related stress (Skirrow & Hatton, 2007).
Low Pay and Benefits
The 2013 Bureau of Labor Statistics reported that DCS make an average of $10.09
per hour (BLS, 2013). To put this in perspective, fast food and counter workers have a mean
hourly wage of $10.15 per hour. This puts many DCS, working at or below the national
poverty rate (Larson & Hewitt, 2005). Low pay for the position makes it difficult to both
recruit and retain high quality staff. It thus is no surprise that Buckhalt et al. (1990) found
that the overall highest rated source of stress for DCS was low salary, with other studies
replicating this finding. As less than two-thirds of DCS are full time employees for the
organization at which they work (Office of the Assistant Secretary for Planning and
Evaluation, 2006), many DCS may need to hold down multiple jobs. This, coupled with the
already low rate of pay, makes it hard for the organization to hire and retain highly skilled
employees for the long term. Regarding benefits, because so many DCS positions are part
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time, many individuals working in the field are not covered by organization-sponsored
healthcare packages. This factor alone can create excess strain for the employee, as they must
then look to outside sources for healthcare or run the risk of living without it. In fact, in 2014
only 47% of DCS were covered by an employee-sponsored health insurance package
(Paraprofessional Healthcare Institute, 2014). In North Carolina, it was estimated that 30%
of DCS did not have health insurance for all or some period of time between 2010 and 2012
(Paraprofessional Healthcare Institute, 2014).
Because of the high job demands, numerous stressors, and low external incentives,
many individuals seek employment in other fields or settings, and those that do not are at a
heightened risk to experience significant levels of workplace stress.
Workplace Stress
Workplace stress is an individual’s response to the demands and stressors of their job
that occur when the demands and stressors are not aligned with their abilities and knowledge,
resulting in coping difficulties (Lazarus & Folkman, 1984; World Health Organization,
2015). Research has shown that the impact of work-related stress stretches far outside the
walls of the organization, creating negative consequences in the short and long term (Schulz,
Visintainer & Williamson, 1990). Stress can occur in different types and forms including
acute stress, episodic acute stress, and chronic stress (American Psychological Association
[APA], 2015).
Out of these types, chronic stress is the most commonly seen in DCS. Chronic stress
has been defined as stress that lasts for a long period of time and co-occurs repeatedly or
continuously typically due to the presence of ongoing stressors (Baum, Garofalo, & Yali,
1999). Chronic stress has been shown to increase the likelihood of developing chronic
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diseases such as cardiovascular disease, diabetes, and cancer (Melamed, Shirom, Toker,
Berliner, & Shapiro, 2006). Along with this, the caregiving role has been shown to lead to
higher risks for various types of pathologies, including depression, anxiety disorders, sleep
difficulties, and eating disorders (Song & Singer, 2006).
Over the last couple of decades, workplace stress has become an increasingly popular
topic. This has led to various types of stress management interventions having been proposed
to decrease the detrimental costs of stress for both the organization and its employees.
Stress Management Interventions
Research has shown that workplace stress results in considerable financial cost for
both the individual and the organization. In the United States, it has been estimated that
employee stress costs organizations between $200-$300 billion per year (Adams, 2009). At
the organizational level, the monetary impact of workplace stress can be felt across various
areas, including increases in health care costs, high rates of absenteeism, and high rates of
employee turnover. In the United States alone, Adams (2009) reported that as many as
550,000,000 workdays are lost and as much as 40% of employee turnover can be attributed
to workplace stress and stress-related factors.
One way organizations have tried to combat this cost is through the use of stress
management programs to increase the psychological wellbeing of their staff. These programs
have been referred to as stress management interventions (SMIs). Stress management
interventions can be defined as any activity or program initiated by an organization that
focuses on reducing the presence of work-related stressors and/or assisting individuals to
minimize the negative outcomes of exposure to these stressors (Ivancevich, Matteson,
Freedman, & Phillips, 1990).
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Stress-management interventions can be conceptualized within a multi-tiered system
consisting of primary, secondary, and tertiary interventions. Primary interventions are
designed to prevent the development of stress-related problems by directly altering the workrelated contingencies of stress so as to help individuals control the frequency and intensity of
stressors within the work environment (Flaxman & Bond, 2010b; Murphy & Sauter, 2003).
Examples of this include job redesigns, increasing an employee’s authority in decisionmaking, and time management training (Flaxman & Bond, 2010b; Jackson, 1983; Richardson
& Rothstein, 2008). Secondary interventions are used as an attempt to reduce the severity of
an employee’s stress reactions before they lead to serious health problems (Murphy & Sauter,
2003). This is a preventative type of intervention, with the goal of effectively managing an
individual’s stress before it becomes chronic. Lastly, tertiary interventions are those in which
employees receive treatment for health-related conditions caused or exacerbated by stress
(Arthur, 2000). This level of intervention is designed for individuals already experiencing
chronic or debilitating levels of distress (Flaxman & Bond 2010b). Examples might include
treatments for sleep problems, alcohol or drug abuse, and other types of pathologies.
Within the literature, secondary interventions are the most commonly used form of
SMI (Giga, Cooper, & Faragher, 2003). The underlying goal of secondary interventions is to
provide the employee with techniques or instructions on how to more effectively cope with
stress. Secondary interventions include cognitive-behavioral skills training, meditation,
relaxation, journaling, and time management training. Cognitive-behavioral skills training
consists of both information provision and skills training. In these interventions employees
are taught to recognize various work-related thoughts and emotions and to understand the
role these thoughts and emotions play in their reactions to work-related situations and how
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these situations can impact life in general. In addition, participants are taught specific skills
designed to either modify or manage those thoughts and emotions; the goal is to help
employees develop a more adaptive coping strategy (Bond & Bunce, 2000). Meditation and
relaxation training focuses on helping the employee effectively cope with stress by giving
them alternative behaviors to engage in when stressful situations occur. Examples of this are
deep breathing exercises and muscular relaxation training (Flaxman & Bond, 2010b).
Journaling involves writing down notes about stressful work situations (van der Klink,
Blonk, Schene, & van Dijk, 2001). The goal is to help the employee recognize situations that
are stressful and how the employee responds to stressors—so alternatives might be identified.
Time management training helps employees better manage their time both at work and at
home. This can be done through goal setting, prioritizing tasks, and proper use of scheduling
(Richardson & Rothstein, 2008). In sum, all of these interventions are designed to either
change the way an individual thinks about or emotionally responds to a perceived stressor.
Richardson and Rothstein (2008) conducted a meta-analysis of different types of
stress management interventions in various workplace settings. For their study, inclusion
criteria were that the study was an experimental evaluation of a SMI, with participants being
individuals from within a workplace setting. Additional criteria included that the study used
random assignment, reported statistics for all groups, and be written in English after 1976. A
total of 38 articles met the criteria and were included in their analysis. Interventions were
categorized as cognitive behavioral skills training (defined above), relaxation-based
interventions (defined above), and alternative interventions, defined as interventions that
could not be classified within another category (e.g., feedback, journaling, classroom
management). Richardson and Rothstein examined intervention effects on the psychological
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outcome variables (stress, anxiety, mental health) and work-related outcome variables (e.g.,
job satisfaction, role ambiguity, perceived control). Cognitive-behavioral skills training, used
in 7 studies, was found to have the largest overall effect size (d=1.164) when compared to
other types of interventions, including multimodal interventions (7 studies, d=. 909),
relaxation interventions (17 studies, d=. 497), and organizational interventions (5 studies,
d=. 114). When broken down by different outcome variables, cognitive-behavioral skills
training was found to have the largest effect size on psychological outcome variables (e.g.
stress, anxiety, mental health) (d=1.154), followed by alternative interventions (d=. 905), and
relaxation interventions (d=. 507). With work-related variables, only 1 study was conducted
using cognitive-behavior skills training. Richardson and Rothstein concluded that cognitivebehavioral skills training may have had the largest effect, when compared to other types of
interventions, due to the fact that cognitive-behavioral skills training directly addresses
negative thoughts and cognitions and teaches specific and proactive responses to stress.
Given that cognitive behavioral skills training was found to be most effective, it is surprising
that it was used in only 38% of studies This could be due to the relatively recent trend of
more clinicians treating stress-related disorders, along with the application of clinical-based
interventions to more broad scales, such as that of the organization (Gardner, Rose, Mason,
Tyler, & Cushway, 2005).
Although the findings of this meta-analysis suggest that cognitive-behavioral skills
training could be beneficial to address work-place stress it is important to note that the results
come with limitations. First, most studies examined effects solely on participant perceptions
of psychological variables (e.g., stress, anxiety, mental health), as opposed to directly
measuring work-related behaviors or objective measures of outcomes. Second, across studies
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evaluating effects of the intervention on psychological dependent variables, self-report was
the sole measurement technique used. Lastly, cognitive-behavioral skills training actually
decreased in effect size when combined with other components, from a d of 1.230 when used
as the sole intervention, to a d of .233 when combined with four or more components. This
can be argued as either a selling point or limitation, depending on the interpretation. As a
selling point, cognitive-behavioral interventions have the ability to be an effective form of
intervention without any outside resources or components; as a limitation, cognitivebehavioral interventions may lack flexibility in both the presentation of the material and its
ability to work in combination with other resources.
Cognitive behavioral skills training developed out of cognitive behavior therapy, an
umbrella term for psychological interventions targeting both overt behavior and cognitive
behavior of individuals in psychological distress. In behavior therapy, cognitive behavior
therapy is sometimes referred to as the “second wave.” The first wave consisted of
interventions primarily targeting overt behavior (Brown, Gaudiano, & Miller, 2011; Hayes,
2004). This type of intervention was used to observe, predict, and modify behavior to
improve an individual’s mental health (Skinner, 1953). These interventions typically were
conceptually and theoretically parsimonious, appealing to environmental variables as casual
mechanisms, and linked directly to basic and applied science. These interventions were
criticized though for neglecting cognitive and physiological behavior (Hayes, 2004). The
“second wave” developed as a response and consisted of interventions targeting overt and
covert behavior, such as cognitive therapy (Beck, 1976) and rational emotive behavior
therapy (Ellis, 1957). These interventions often invoked hypothetical constructs (e.g.,
schemas) in causal or mediational roles and often lacked a parsimonious link to theory of
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basic or applied science (Hayes, 2004). In fact, recent research suggests that the active
ingredient in these approaches is the overt behavior change (Longmore & Worrell, 2007).
The “third wave” of behavior therapies are built upon the first two waves of therapies
and includes interventions that (a) address overt and covert behavior, (b) are conceptually
and theoretically parsimonious, and (c) are supported by basic and applied behavioral
science. Examples include but are not limited to Dialectical Behavior Therapy (DBT;
Linehan, 1993) and Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, &
Wilson, 1999). These “third wave” therapies include various types of interventions that all
share a strong emphasis on mindfulness and mindfulness-related skills to improve life
functioning (Baer, 2006; Hayes et al., 1999). Of the third-wave therapies, ACT seems most
directly relevant to workplace stress.
Acceptance and Commitment Therapy
Acceptance and Commitment Therapy (ACT) is a behavior-analytic therapeutic
approach. The premise of ACT is that much of the psychological distress that humans face is
due to an effort to control private experiences such as emotions, thoughts, and memories
(Hayes et al., 1999). Thus, ACT is radically different than many other approaches, which
focus on exerting more control over private experiences. Examples include thought stopping
(Bakker, 2009), relaxation or guided breathing strategies to be used when confronted with a
stressful situation (Hubbard & Falco, 2015), or cognitive restructuring (Dobson & Hamilton,
2009). Acceptance and Commitment therapy is based upon decades of basic research on the
functions of human language and the ways in which private behavior (thoughts, feelings)
interact with overt behavior and environmental variables (relational frame theory; Hayes,
Barnes-Holmes, & Roche, 2001). A comprehensive analysis of relational frame theory is
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beyond the scope of this review (see Hayes, Barnes-Holmes et al., 2001), however a brief
overview follows.
Relational Frame Theory: A Synopsis
Relational frame theory is a behavior-analytic account of human language and
cognition. In relational frame theory, language and cognition are viewed as behavior, and not
as products of some underlying mechanism (Hayes, Fox et al., 2001). Thus, thinking, “I am
tired” is no different from an overt behavior such as raising one’s hand. Human’s capacity for
language seems to hinge on our ability to derive relations amongst stimuli. Many
relationships are directly taught (e.g., I might tell you that Bill is Cynthia’s father) but others
are inferred from what has already been learned. For example, if I tell you that Phil is
Cynthia’s brother and Bill is her father you have two simple pieces of information but you
probably have derived four additional relationships including (a) that Cynthia is Phil’s sister,
(b) Cynthia is Bill’s daughter, (c) Phil is—most likely—Bill’ son and, (d) most likely, Bill is
Phil’s father. This is, in a nutshell, a relational frame. A relational frame is a derived
relationship between two arbitrary or symbolic stimuli—the stimuli are arbitrary (symbolic)
in that they do not have any inherent or obvious relationship to one another (e.g., there is no
inherent relationship between the word “banana” and the curved fruit the name describes, the
only reason that thing is a banana is that is the name that has been chosen for it). There are
many types of relational frames that humans can form between stimuli including equal
(“banana” equals that curved fruit), same, different, faster, slower, closer, further, etc. For
example, if I tell you that I am taller than Cynthia and that Jimmy is taller than me, you will
realize without much thought that Jimmy is taller than Cynthia and that Cynthia is shorter
than Jimmy.
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As noted earlier, relational frame theory has been studied extensively with over 70
randomized control trials having been conducted (Hayes, Luoma, Bond, Masuda, & Lillis,
2006). To date, more than 250 articles and books are included in the empirical RFT section
of publications listed on the Association for Contextual Behavioral Sciences (ACBS)
website. Research has demonstrated the occurrence of relational responding in various
populations, from children to adults (Berens & Hayes, 2007; Stewart, Barnes-Holmes,
Roche, & Smeets, 2001). Research has indicated that the ability to derive stimulus relations
may, in fact, be limited to verbally capable humans. Devany, Hayes, and Nelson (1986)
found that verbally capable children, both typically developing and children with IDD were
able to develop derived relations, whereas the children with IDD who were verbally deficient
were not. Along with this, studies have shown a correlation between cognitive and verbal
skills and the ability to derive relations (Devany et al, 1986). Research on RFT has also
shown preliminarily evidence indicating that derived relations produce priming effects, while
also providing a model of semantic relations and semantic processing (Barnes-Holmes et al.,
2005).
Relational frame theory is relevant to more than human use of language, research has
shown that humans derive relations between emotions and thoughts and experiences (Hayes,
2004; Moore, 2009). For example, if a person describes or simply remembers a traumatic
event from his past, this can evoke distress. Further, people can become distressed from
simply imagining an event, without ever having experienced it directly. The bidirectionality
of language is the culprit here. Imagine that Lou was in a bad car accident. For Lou, words
such as “car,” or “accident,” actual cars, any smells (e.g., gasoline), sounds, etc., and the
memory of the accident and then ensuing trauma are all in a relational frame such that any
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one might evoke the others. For example, describing the accident, smelling gasoline, or
simply sitting in a car could evoke memory of the accident such that Lou becomes distressed
only by imagining the accident.
Wilson, Hayes, Gregg, and Zettle (2001) describes the downside of relational frames
and language as:
The paradox where the species that has by far the fewest contacts with direct sources
of pain…through language is able to suffer with a degree of intensity, constancy, and
pervasiveness that is literally unimaginable in the nonhuman world. Because of
bidirectionality we can …imagine ideals and find the present to be unacceptable by
comparison; we can reconstruct the past; we can worry about imagined futures; we
can suffer with the knowledge we will die. (p. 215)
Psychological Flexibility
Acceptance and Commitment Therapy is used as a psychological intervention to
undermine the destructive process that language can have on an individual’s life. The goal of
ACT is to increase psychological flexibility. Psychological flexibility refers to the ability to
behave in ways that move you closer to the life you value and your goals by, in part, being
present to thoughts and feelings we experience as difficult. This is done through acceptance
and mindfulness exercises, which focus on increasing effective involvement with the here
and now, occurring in combination with commitment and behavior change strategies.
Psychological flexibility is the underlying mechanism through which ACT works and has
been described as contacting the present moment as a conscious human being, and, based on
what the situation affords, acting in accordance with one’s chosen values (Hayes, Strosahl,
Bunting, Twohig, & Wilson, 2004). Whereas the goal of these interventions is, in part, to
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change how an individual responds (including what a person thinks or feels) to events
perceived as stressful by changing certain thoughts or feelings, the goal of ACT is to (a)
accept that uncomfortable or unwanted thoughts and feelings happen and (b) cease fruitless
attempts to avoid those thoughts and feelings, and (c) learn strategies to more fully engage in
the types of actions and behaviors the individual values.
Psychological flexibility can be described through the six core processes involved in
its establishment. These include: cognitive defusion, acceptance, contact with the present
moment, self-as-context, values, and committed action. Below is an overview of these
processes. For more information, including a review of the research on ACT, see Hayes et al.
(1999).
Cognitive Defusion and Acceptance
Cognitive fusion encompasses the idea that verbal stimuli serve as a dominating force
in the regulation of one’s behavior. This occurs when a person behaves as if their thoughts
are, in fact, reality. Humans become “fused” to certain rules, judgments, or reasons, as well
as to our views of the past, the future, or ourselves (Harris, 2009). One important goal of
ACT is to help a person “defuse” from thoughts and feelings and experience their thoughts
merely for what they are.
Acceptance has been defined as contacting the automatic stimulus functions of
psychological events, without acting to alter (change, minimize, avoid) those functions
(Hayes et al., 1999). In less technical terms, acceptance can be described as simply
experiencing thoughts and feelings as they are, whether or not they are pleasant or painful,
without trying to minimize them or avoid them. Rather, it is when people hold unhelpful
content in a specific context it can have harmful emotional, physiological, behavioral and

ACCEPTANCE-BASED INTERVENTIONS FOR DCS

20

cognitive effects (Bond, Hayes, & Barnes-Holmes, 2006). Through acceptance and defusion,
ACT shows the individual how to notice these thoughts and feelings without trying to avoid
them, undermining the domination language has on the individual’s life.
Contact with the Present Moment and Self-as-Context
Contact with the present moment takes into account the fact that cognitive fusion can
lead to more than just avoidance. An example of this can be seen through the numerous times
where individuals become caught up in their thoughts. When this happens, individuals lose
the ability to be present of both their inner psychological world and their external
contingencies. ACT helps the individual gain conscious awareness of both these areas,
through the process of self-as-context. Along with being present in the moment, self-ascontext helps contact and create a positive sense of self. This is done by helping the
individual contact, take in, and evaluate their current circumstance, enabling them to act
more effectively when situations or events occur.
Values and Committed Action
In ACT, much of the overtly measured efficacy comes in the form of values and
committed action. Values are the chosen qualities of action patterns that people can work
toward, but they cannot arrive at once and for all (Hayes et al., 2004). Values can be looked
at as the statements about what an individual wants to be doing with their life, and as such,
can be used as motivation. When individuals live a life according to their values, they are
able to more effectively defuse from unhelpful content, accept their thoughts and emotions,
and contact the present moment as a conscious human being. Once an individual is able to
clarify the values of their life, then they are able to create larger and larger patterns of
behavior change. This process is known as committed action. By furthering an individual’s
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values and committed action, the process can then extend to broader, long-term goals,
benefiting the individuals across various domains of life.
Acceptance and Action Questionnaire-II
The Acceptance and Action Questionnaire-II (AAQ-II) is the central measure used in
ACT-related research. It was created to measure the construct of acceptance or psychological
flexibility, both of which are terms that can be used interchangeably. The original scale was
created consisting of both a nine-item (AAQ-9) and sixteen-item (AAQ-16) version (Hayes
et al., 2006). The AAQ has since been revised into the AAQ-II, creating a more reliable
measure of psychological flexibility. The AAQ-II started out as a ten-item scale, but has
since been changed to a seven-item scale, thus creating greater psychometric consistency
than the previous iterations (Bond et al., 2011). Data analysis of the AAQ-II has shown that it
correlates highly with the original AAQ (r=.97), thus providing evidence that both versions
are measuring the same construct. Research has shown that the mean coefficient alpha for
the AAQ-II is .84, with a range of .78 to .88. In regards to test-retest reliability, values of .81
and .79 have been found at 3 and 12-months, respectively.
Interventions Addressing Psychological Flexibility
To date, twelve studies have been published investigating the utility of ACT
interventions in the workplace (Bethay, Wilson, Schnetzer, Nassar, & Bordieri, 2013; Bond
& Bunce, 2000; Biglan, Layton, Jones, Hankins, & Rusby, 2013; Brinkborg, Michanek,
Hesser, & Berglund, 2011; Flaxman & Bond, 2010a; 2010b; Hayes et al., 2004; Kishita &
Shimida, 2011; Lloyd, Bond, & Flaxman, 2013; McConachie, McKenzie, Morris & Walley,
2014; Noone & Hastings, 2010; Stafford-Brown & Pakenham, 2012). Taken together, these
studies have shown a fundamental relation between psychological flexibility and numerous
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workplace behaviors (Lloyd et al., 2013). High levels of psychological flexibility have been
shown to correlate with a reduction in worker stress (Bond & Bunce, 2000; Flaxman &
Bond, 2010a; 2010b; Noone & Hastings, 2010), improved job performance (Bond & Bunce,
2000; Bond & Flaxman, 2006; Hayes et al., 2004), reduced burnout (Lloyd et al., 2013,
Hayes et al., 2004; Brinkborg et al., 2011) and greater levels of mental health (Bond &
Bunce, 2003; Bond & Flaxman, 2006; Stafford-Brown & Pakenham, 2012).
Work-Related Stress for Direct-Care Staff: ACT as a Viable Alternative
ACT may be a more effective approach to dealing with the workplace stress
experienced by DCS than CBT due to an ACT perspective (a) offering more effective
strategies for DCS in dealing with their cognitions and (b) greater understanding of the
underlying mediators or mechanisms involved.
Using an approach such as CBT may not be the most suitable choice for DCS since
much of the focus of CBT is based around reducing the emotional impact and content of
unpleasant cognitions (Yovel, Mor, & Shakarov, 2014). Traditionally, forms of CBT are
directed towards attempts to change the content, frequency, or the intensity of an individual’s
thoughts and emotions (McConachie et al., 2014). Thus, individuals are taught strategies that
may be used to alter, suppress, restructure, or avoid thoughts, feelings, and sensations. As
some researchers and practitioners have pointed out, the logic underlying this implies that
those cognitions and feelings are maladaptive and might actually make it more likely that a
person views those events and perhaps themselves as “bad” or that their thoughts and
feelings are uncommon. Another issue is that this kind of thinking requires more cognitive
effort than do other approaches. When the individual is left trying to control these internal
events or experiences, they are then left with fewer cognitive resources to be present and
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attend to the current environment. Along with this, much difficulty is involved in reducing
the impact of these emotions since many of the situations employees encounter are unable to
be changed, challenged, or correctly worked through with problem solving (McConachie et
al., 2014). Lastly, psychological inflexibility may lead to decreased ability in achieving one’s
goals (Lloyd et al., 2013) and moving towards a values-driven work life. Therefore, an
alternative approach to reducing work stress may serve as a better fit for addressing the
challenges and needs of DCS.
Looking at employee stress from an ACT perspective differs from CBT in that ACT
does not attempt to change the content, frequency, or intensity of one’s cognitions. Instead,
ACT helps people learn to simply accept uncomfortable thoughts and emotions for what they
are, with the goal of changing the relationship the individual has with these cognitions. By
increasing the psychological flexibility of a DCS, the individual may be able to more
effectively be present or attend to the current environment, since fewer resources are focused
on controlling internal experiences. Along with this, DCS will be able to more effectively
handle their thoughts and emotions, as well as situations, since they will be coming from the
perspective of acceptance and not one of suppression. Finally, DCS may also be able to work
in a manner that is more consistent with their goals and values as another component of ACT
focuses on identifying values and goals and then helping an individual engage in behaviors
that are more congruent with those values and goals (Bond et al., 2006). Research has shown
that an acceptance-based approach increases improvements in life functioning that are
independent of changes in the content, frequency, or intensity of an individual’s thoughts and
feelings (Hayes et al., 2006). Increasing psychological flexibility allows for employees to
have greater levels of mental health (Bond & Bunce, 2003; Bond & Flaxman, 2006), which
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in turn, allows for them to do their job more effectively. This can be attributed to the fact that
individuals are better able to live a more values-directed and values-consistent life, opening
up a greater possibility to experience the effects of positive reinforcement.
Another issue is the lack of knowledge when discussing the mediators or mechanisms
of change through which many of these SMIs work (Bunce, 1997, Devereux et al., 2009).
Even though Cognitive Behavioral Skills training has been shown to have the largest effect
size (Richardson & Rothstein, 2008; van der Klink et al., 2001), interventions vary in the
techniques and types of components drawn upon (e.g., problem solving, cognitive
restructuring, thought suppression). Because of this, researchers have argued that it is
difficult to create or develop the most effective type of intervention, which could be due to
the lack of theoretical understanding as to how and why these interventions work (Gardner et
al., 2005). Therefore, incorporating alternative perspectives and mechanisms for assessment
may be a more suitable approach.
Alternatively, it has been hypothesized that psychological flexibility acts as a
mediator for mental health and job performance (Bond & Bunce, 2000; Hayes et al., 1999;
Lloyd et al., 2013). Unlike other types of SMIs, an ACT-based approach has a much greater
potential to be controlled, manipulated, and improved upon, through the mechanism of
psychological flexibility. From a behavior analytic perspective, this is a vital and necessary
component. Psychological flexibility has the ability to be measured and improved upon,
which is done through increasing acceptance and defusion, mindful contact with the present
moment, and values-directed action (Bond et al., 2006). Because of this, there is a growing
body of evidence using psychological flexibility as the targeted variable within interventions
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involving stress management and DCS (Bethay et al., 2013; Biglan et al., 2013; McConachie
et al., 2014).
Preliminary Research on the Efficacy of ACT for Direct Care Staff
Two studies to date have been conducted looking at the application of an acceptancebased intervention on DCS (Bethay et al., 2013; McConachie et al., 2014). Bethay et al.
(2013) worked with 38 staff employed in a large residential facility for individuals with
intellectual disability that provides 24-hour care. The participants worked in a variety of
departments and disciplines and included psychologists, special education teachers, direct
care staff, and nurses. Participants were randomly assigned to either experimental or control
conditions. Both groups received nine hours of training; participants in the experimental
condition received six hours of ACT training and three hours of training in principles and
procedures of applied behavior analysis whereas control group participants received nine
hours of training in principles and procedures of applied behavior analysis. The dependent
variables in this study included two outcome measures, the General Health Questionnaire-12
(GHQ-12; Goldberg, 1978) and the Maslach Burnout Inventory (Maslach, Jackson, & Leiter,
1996), and a measure of cognitive defusion described as the Burnout Believability Scale
(Bethay et al., 2013).
No significant differences were found between groups overall. However, when the
authors examined results only for participants who reported practicing what they had learned,
practicers (n=28) fared better than those who had not practiced (n=6) across groups. The
authors then examined outcomes for participants who reported practicing with higher levels
of stress (i.e. GHQ-12 scores > 11) at baseline. Of these 28 participants, those in the ACT
+ABA (n=14) group exhibited significantly greater decreases (r=.67, p=.012), in distress at
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posttest, and these differences were maintained at follow-up. Although promising, the
generality of these findings to DCS are limited due to overall small sample size. In addition,
because results were not reported specifically for DCS it is not clear whether they
specifically benefitted from the intervention.
McConachie et al. (2014) looked at the effectiveness of an acceptance and
mindfulness-based stress management workshop and the impact of this workshop on
psychological distress and psychological well-being. Participants included 120 DCS that
worked with individuals with IDD who exhibited challenging behavior. A quasiexperimental pre-post design was used to assess effects of intervention on both outcome and
process measures. Outcome measures included psychological distress, measured by the
GHQ-12(Goldberg, 1978), psychological well-being, measured by the Warwick-Edinburgh
Mental Well-Being Scale (WEMWBS; Tennant et al., 2007) and staff’s perception of work
stressors, measured by the Staff Stressor Questionnaire (SSQ; Hatton et al., 1999). Process
measures included psychological flexibility, measured by the Acceptance and Action
Questionnaire-II (AAQ-II, Bond et al., 2011), and thought suppression, measured by the
White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994). Participants
completed measures at baseline and again six and twelve weeks after the intervention.
Results from this study showed a significant reduction (p=.001) in psychological distress pre
to post-intervention for the intervention group when compared to the control. Additionally,
an exploratory analysis was conducted controlling for individuals with clinically significant
baseline scores (>11) of psychological distress. Results from this analysis found a greater
reduction in psychological distress for participants in the intervention group who also
reported high baseline levels of psychological distress. This study was limited by the lack of
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random assignment, a high attrition rate (27.5%), and a lack of sensitivity in regards to some
outcome measures.
Taken together, results of these studies suggest there may be a floor/ceiling effect
when applying an ACT-based intervention to DCS. Within these studies, a large portion of
the participants reported low levels of psychological distress at baseline. Additionally, many
individuals also reported high levels of psychological flexibility. Thus, it is possible that
many participants did not “need” the intervention and thus did not benefit since no
improvements were needed.
Another potential confound in these studies was that researchers did not control for
the population with whom the DCS worked. Bethay et al. (2013) reported that participants in
the study were employees of the facility that worked across various disciplines. This creates a
confound in that each job has a particular set of demands, with varying roles and stressors in
regards to supporting individuals with IDD. Additionally, stressors within a particular job can
vary based on differing client characteristics. There was no control in the study for individual
differences in the workplace setting and level of functioning, as staff were grouped in the
broad category of working with individuals who (a) exhibited challenging behavior, (b) had
severe adaptive deficits, (c) had serious medical conditions, or some combination of the
former.
In the field of developmental disabilities, there is a wide range in the levels of skills
and functioning among individuals. Because of this, there are different challenges and
difficulties experienced by staff based on the characteristics of the population being served.
Therefore, it is only natural that some level of variability exists in the stressors staff face
within the workplace. Jenkins, Rose, and Lovell (1997) found that DCS working in
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residential settings that supported individuals with challenging behaviors rated themselves as
significantly more anxious than DCS who did not support individuals with challenging
behaviors. They also found that staff working in homes with individuals who exhibited
challenging behaviors felt less supported and reported lower levels of job satisfaction when
compared to staff working in homes where challenging behaviors did not exist. This data
points to the idea that a more specifically tailored approach may be a better way of
understanding and fixing some of the problems left unanswered in the research to date.
In sum, it is possible that ACT-based interventions for DCS would be more effective
if they targeted individuals who (a) reported more psychological distress at baseline, (b)
reported lower levels of psychological flexibility at baseline, and/or (c) worked with
individuals who engaged in challenging behavior.
Statement of Problem
Workshops require a substantial amount of buy-in from an organization, as both time
and financial resources are being expended in hopes of increasing the efficacy and wellbeing
of staff. The primary objective of this study was to gain a more thorough understanding of
psychological flexibility and how it relates to other variables (e.g., general mental health and
job satisfaction) among staff working in the direct care role. Additionally, this study also
looked to evaluate in greater detail, the potential utility of a stress management intervention
or workshop for DCS based in the principles and processes used within Acceptance and
Commitment Therapy. Only two studies to date have examined the utility of acceptancebased interventions for DCS and results are equivocal. This study looked to further the
knowledge of the research to date on the efficacy of an ACT-based intervention applied to
human service settings, and DCS in particular. Along with this, results from this research
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were used to specifically answer the question of whether or not an acceptance-based
intervention would be more effective applied across an organization or for only those staff
deemed to be at risk.
Therefore, the main questions of interest were:
1.) Is there a relation between psychological flexibility and psychological distress in DCS?
2.) Is there a relation between psychological flexibility and job satisfaction in DCS?
3.) To what extent do DCS’s scores of psychological flexibility and a work-related measure
of psychological flexibility vary depending on (a) the length of employment at an
organization, (b) the amount of total years working in the field, (c) age, and (d) the
number of hours worked per week?
4.) Is there a need for a modified measure of psychological flexibility specifically for DCS?
5.) What percentage of staff working in the direct care role serving individuals with
disabilities are deemed to be “at risk”? Would an ACT-based intervention be more
effective and a better use of an organization’s resources applied to this subset of
individuals deemed to be “at risk”?
Method
Participants
The population of interest for this study were direct care workers for individuals with
IDD, known as Direct Care Staff (DCS). The sample of DCS used in this study worked in a
variety of programs and settings, including but not limited to residential, day treatment or
habilitation, and respite or personal care services. To determine an adequate sample size for
the study, a power analysis was conducted. The power analysis was conducted with the input
parameters of two tails, a .3 (medium) effect size, significance level of p < .05, the use of 4
predictors, and a power of .90. With these parameters, a sample size of at least 82 individuals
was need. For this study, a sample of roughly 100 individuals was obtained in order to make

ACCEPTANCE-BASED INTERVENTIONS FOR DCS

30

sure the sample size was sufficient, as well as large enough to conduct additional exploratory
analyses.
Participants were recruited from two organizations that employ DCS who work with
individuals with disabilities in residential and day-treatment settings. Each organization is (a)
a Department of Health and Human Services-recognized facility providing residential or day
treatment services for adults with IDD, (b) serves children or adults with various levels and
types of disabilities, (c) serves individuals with and without challenging or self-injurious
behavior, and (d) is willing to allow DCS to take part in the study. The participating
organizations included the J. Iverson Riddle Developmental Center located in North Carolina
and Rise Services, Inc. located in Oregon and Utah.
For individual participants, inclusion criteria necessitated that the participant (1) be
over 18 years of age, (2) be fluent in written and spoken English, and (3) be able to provide
informed consent. Ninety-nine DCS responded to the questionnaire. Out of these responses,
two individuals (2%) indicated on their consent form that they did not wish to continue. Two
individuals (2%) did not respond to any questions other than agreeing to informed consent,
and one individual (1%) did not respond to any questions other than the demographic
questions. These five individuals were dropped from the statistical analyses. As a result, 94
respondents were included in the statistical analyses.
Demographic information was collected from participants and is displayed in Table 1.
Of the 94 respondents, 5 did not provide demographic information. Therefore, data in the
table report the percentage of individuals who responded to the demographic questions
(n=89).
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Participants ages varied greatly, from 18 to mid-60’s. However, the majority of the
respondents (72%) were between 18 and 40 years of age. The majority of respondents were
female (78%), which was to be expected as this line of work is dominated by women.
Additionally, 72% of respondents had more than a high school education, with at least some
college credit. Eighty-four percent of the respondents had over a year of experience working
in the field, with almost 40% of respondents having eight or more years of experience.
Three-quarters (75%) of the respondents had been working at their organization for at least
one year, with 40% having worked at their organization for 1 to 3 years. Well over half of the
respondents (64%) were considered full-time employees at their respective organizations,
and only 14% worked less than 30 hours per week.
This project was conducted in adherence with the American Psychological
Association’s ethical principles of psychologists and code of conduct. The study was
approved by Appalachian State University’s Internal Review Board on October 15, 2015.
The IRB approval page is located within the appendices.
Design
Participants completed either an online questionnaire using Qualtrics (Qualtrics,
2010), or a paper-administered form. Administrators at participating organizations decided
whether they would prefer to give the questionnaire to DCS using the online form, the paperbased form, or leave the option up to the staff. For individuals and organizations that decided
to use the online format, a link was sent to employees by the director or supervisor,
prompting them to fill out the questionnaire anonymously. After the questionnaire was
completed, participants then clicked on a separate link sending them to a page where they
were asked to fill out demographic information, including their names, so that staff will be
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able to receive credit for participation. A note was included on the page explaining that
demographic information is not connected to the questionnaire and will be used for only
background characteristics and inclusion in the prize drawing.
For individuals and organizations that decided to use the paper form, staff were asked
to fill out the questionnaire either at their place of employment or at their homes, depending
on the preference designated by the organization. Completed forms were returned to
supervisors using secured envelopes that were included with the questionnaire. The paper
forms included an additional sheet with demographic information to be filled out by the staff.
Forms were securely sealed in a second envelope stapled to the first envelope. In order to
protect confidentiality, supervisors placed the envelope of the questionnaire and the
demographic information in two separate piles. Data from the paper forms were entered into
the online questionnaire using Qualtrics. Once this data was uploaded, questionnaires were
then stored in a locked shelf in order to maintain confidentiality. A list of the individuals who
returned completed forms was given to supervisors in order for staff to receive credit.
Additionally, the researcher kept a list of the names of participants and their organization so
that staff could be included in the prize drawing.
The survey remained open for three months in order to receive the highest amount of
completed questionnaires. The length of time the questionnaire stayed open was based on the
schedule created in advance for having the data collected at a point early enough to complete
the project.
Both employers and staff had the opportunity to receive the results obtained from the
study. All information, including the results, given to employers will be anonymous. Scores
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will be given to employers and staff with the overall averages collected, averages of their
staff, and differences between the two scores.
This questionnaire consisted of four different measures related to workplace stress
and job satisfaction. Counterbalancing the order of the measures was conducted for both the
online and paper-based format of the questionnaire.
Measures
All measures are located in Appendices A-E. The four measures used in this study are
described below.
Job Satisfaction Survey. The Job Satisfaction Survey (JSS; Spector, 1994) consisted
of 36 items measuring the degree of satisfaction or dissatisfaction in nine areas of work (four
questions each). The areas included pay, promotion, supervision, contingent rewards, fringe
benefits, operating procedures, co-workers, nature of work, and communication. Responses
were rated from 1 (strongly disagree) to 6 (strongly agree). For this study, Cronbach’s α =.91.
This measure was used to address whether or not a relation existed between psychological
flexibility and job satisfaction and whether or not there is a utility for a modified version of
psychological flexibility specifically for DCS.
The Acceptance and Action Questionnaire-II. The Acceptance and Action
Questionnaire-II (AAQ-II; Bond et al., 2011) was used to measure the extent to which staff
are able to experience upsetting or difficult thoughts, feelings, and emotions without trying to
suppress or avoid them. It is a revised version of the original AAQ-I, and has been shown to
be a reliable, valid measure of psychological flexibility, acceptance, and experiential
avoidance. The AAQ-II started out initially as a ten-item questionnaire, and was later
shortened to a seven-item questionnaire after additional analyses were conducted. It was
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lessened to the seven items due to the single factor loading of those seven questions, with the
single factor being described as psychological flexibility. The AAQ-II correlates .97 with the
original AAQ (Bond et al., 2011). The AAQ-II contained 7 items with a 7-point scale, with
higher scores indicating a greater amount of experiential avoidance/psychological
inflexibility. Scores can range from 7 to 49, and are calculated as a sum of the item
responses. Previous research has reported a mean Cronbach's α of .84 and mean test–retest
reliabilities of .81 and .79 at 3 and 12 months, respectively (Bond et al., 2011). This measure
was used to address variations in staff’s scores of psychological flexibility, the relation
between psychological flexibility and psychological distress, the relation between
psychological flexibility and job satisfaction, the utility for a modified version particular to
DCS, and percentage of individuals working the position who may be deemed “at risk.” The
coefficient alpha found in this study was Cronbach’s α = .96.
Direct Care Staff-Acceptance and Action Questionnaire. Because the AAQ-II
contained items not specifically relevant to DCS, we developed a modified version of the
AAQ-II specifically for this population (DCS-AAQ). The number of items and scaling is
identical to the original version, with differences occurring in the language that are particular
to the work and responsibilities experienced by those working in the DCS role. Staff
participating in the study were asked to fill out both the AAQ-II and the DCS-AAQ. This
measure was used to address variations in staff’s scores of psychological flexibility, the
relation between psychological flexibility and psychological distress, the relation between
psychological flexibility and job satisfaction, the need for a modified version particular to
DCS, and percentage of individuals working the position who may be deemed “at risk.” The
coefficient alpha for the DCS-AAQ was Cronbach’s α = .89.
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General health questionnaire-12. The General Health Questionnaire (GHQ-12;
Goldberg, 1978)) is a 12-item scale used as a screening tool to measure psychological
distress within the general population. It is a condensed version of the GHQ-60. Each item is
scored on a 4-point scale ranging from 0 (not at all) to 3 (more than usual). Higher scores
indicated higher levels of psychological distress and in particular for the 12-item version,
scores predict the presence of a psychological disorder with 93.5% sensitivity and 78.5%
specificity. There are four different ways scores on the GHQ-12 can be totaled. The authors
advocate that scores be totaled using a binary method (0=0, 1=0, 2=1, 3=1). Internal
consistency has shown alpha scores ranging from .79 to .92 (Mullarkey, Wall, Warr, Glegg,
& Stride, 1999). For this study, Cronbach’s α = .90. This measure was used to address the
relation between psychological flexibility and psychological distress, the need for a modified
version particular to DCS, and percentage of individuals working the position who may be
deemed “at risk.”
Exploratory Analyses
Furthermore, exploratory analyses were also conducted looking at additional relations
between each of the variables and predictors. If the results show differences in scores on the
AAQ-II and a sizeable percentage of individuals with elevated psychological distress, then
the results may indicate that an ACT-based intervention may be better viewed as a secondary
type of intervention (Richardson & Rothstein, 2008), delivered to specific staff with factors
putting them at risk.
Results
Ninety-nine individuals completed some or all of the survey. Forty-nine individuals
completed the survey online and 50 individuals completed the survey using the pen and paper
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option. Forty-six individuals were from Rise Services, Inc. and worked in residential settings
in Oregon and Utah, 51 were from the J. Iverson Riddle Developmental Center in North
Carolina, and two did not specify their organization of employment.
Statistical Analysis and Data Management
Statistical analyses were performed using the SPSS 23 premium grad pack. For the
online-based questionnaires, results within the Qualtrics database were downloaded into
SPSS 23. For the paper-based questionnaires, data were entered and uploaded into the
Qualtrics database by the primary investigator, then downloaded into SPSS 23. These files
were then merged together to create the completed dataset. The majority of the data analyses
were conducted within SPSS 23, with only the CFA conducted outside of it, which was
conducted in Mplus.
Data cleaning was conducted to check for entry and clerical errors. This included
addressing missing values, checking for improper entries, checking for entries outside of the
possible range, and checking for outliers within the dataset. Additional data management
included how to address missing data within each of the four measures used in the study. For
the AAQ-II, DCS-AAQ, and the GHQ-12, cases with missing values were automatically
removed from the data analysis. For the JSS, the original creator and author suggests that
missing values be filled with the mean score for each question left unanswered, in order to
still be able to obtain an overall score, as well as factor score, of job satisfaction (Spector,
1994). This process was used to fill in missing data for 5 of the 99 respondents.
Research Question 1. Is there a relation between psychological flexibility and
psychological distress in DCS?

ACCEPTANCE-BASED INTERVENTIONS FOR DCS

37

To test this question, two bivariate correlation analyses were conducted to determine
whether a relation exists between measures of psychological flexibility (AAQ-II and DCSAAQ) and a measure of psychological distress (GHQ-12). The binary method of scoring,
which was the scoring method advocated by the original author, was used to score the GHQ12. The sum of all seven questions was used to score both the original AAQ-II and the DCSAAQ. A bootstrapping procedure was conducted to increase the robustness of the confidence
interval. Pearson’s correlation coefficient was used to determine if a relation exists between
these two variables, along with the direction in which the relation occurs.
First, we examined the relation between scores on the GHQ-12 and the AAQ-II (see
Figure 1). Results from the bivariate correlation analysis indicated a significant positive
linear relation, r(91) = .78, 95% Bca CI [.64, .87], p < .001, between psychological distress
(M = 2.43, SD = 3.22, 95% Bca CI [1.77, 3.13]) and psychological flexibility (M = 15.01, SD
= 10.29, 95% Bca CI [12.99, 17.18]).
Next, we examined the relation between scores on the GHQ-12 and the DCS-AAQ
(see Figure 2). Results from the bivariate correlation analysis indicated a significant positive
linear relation, r(91) = .67, 95% Bca CI [.43, .79], p <.001, between psychological distress
(M = 2.43, SD = 3.22, 95% Bca CI [1.77, 3.13]) and the DCS-modified version of
psychological flexibility (M = 13.77, SD = 7.33, 95% Bca CI [12.25, 15.39]).
Research Question 2. Is there a relation between psychological flexibility and job
satisfaction in DCS?
To test this question, two bivariate correlation analyses were conducted to determine
whether a relation exists between measures of psychological flexibility (AAQ-II and DCSAAQ) and a measure of job satisfaction (JSS). The JSS was scored by summing the 36
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questions to create a total score for job satisfaction. For the AAQ-II and DCS-AAQ, the same
process was used to sum the scores as in research question 1. A bootstrapping procedure was
conducted to increase the robustness of the confidence interval. Pearson’s correlation
coefficient was used to determine if a relation existed between these two variables, along
with the direction in which the relation occurred.
As seen in Figure 3, results from the bivariate correlation analysis indicated that a
significant negative linear relation existed, r(94) = -.27, 95% Bca CI [-.48, -.01], p = .009,
between job satisfaction (M = 131.61, SD = 26.36, 95% Bca CI [126.45, 137.05]) and
psychological flexibility (M = 15.26, SD = 10.38, 95% Bca CI [13.22, 17.47]).
Results from the bivariate correlation analysis also indicated that a significant
negative linear relation existed, r(93) = -.43, 95% Bca CI [-.56, -.24], p < .001, between job
satisfaction (M = 131.58, SD = 26.50, 95% Bca CI [126.28, 137.12]) and the modified
version of psychological flexibility specifically designed for DCS (M = 13.80, SD = 7.65,
95% Bca CI [12.40, 15.40]). This can be seen in Figure 4.
Research Question 3. To what extent do DCS’s scores of psychological flexibility and a
work-related measure of psychological flexibility vary depending on (a) the length of
employment at an organization, (b) the amount of years spent working in the field, (c)
age, and (d) the number of hours worked per week?
For this analysis, a multivariate analysis of variance (MANOVA) was conducted to
look at how each of the four variables predicted scores on the AAQ-II and the modified
DCS-AAQ. The main predictors were (1) the length of employment at one’s particular
organization, (2) the amount of years working in the field, (3) age, and (4) the number of
hours worked per week. The main dependent variables were scores on the AAQ-II and the
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modified DCS-AAQ. A MANOVA was chosen as the statistical procedure since all four of
the predictor variables contained three or more groups, with groups being equally spaced and
each group unable to be broken down any further (e.g., into only two groups). This was also
the preferred type of statistical test as there were multiple categorical variables and multiple
dependent variables related to each other. It should also be noted that the MANOVA was
limited to two-way interactions as the highest type of interaction for each of the variables due
to restrictions in group size based on the number of individuals who participated in the study.
Results from the MANOVA revealed a significant main effect for the variable
number of hours worked per week, F(4, 112) = 2.52, p = .045, Wilk's Λ = 0.84, partial η2 =
.08. Follow-up tests of between-subject effects indicated that there was not a significant
difference based on the number of hours worked per week for scores on the AAQ-II, F(2, 86)
= .371, p = .691, partial η2 = .01, as well as scores on the DCS-AAQ, F(2, 86) = 1.92, p =
.156, partial η2 = .06. Additional follow-up paired samples t-test were conducted in order to
make sure the issue of power was not significantly effecting the results.
For respondents in group 1 (e.g., <30 hours worked per week), a paired samples t-test
revealed that scores on the AAQ-II and the DCS-AAQ were statistically equivalent, t(12) = .24, 95% CI [-4.27, 3.44], p =.816. For respondents in group 2 (e.g., 30-40 hours worked per
week), a paired samples t-test revealed that scores on the AAQ-II and the DCS-AAQ were
statistically equivalent, t(20) = -.99, 95% CI [-6.09, 2.19], p =.337. For respondents in group
3 (e.g., full time- 40 hours worked per week), a paired samples t-test revealed that scores on
the AAQ-II and the DCS-AAQ were marginally different, t(55) = -1.90, 95% CI [-3.17, .08],
p =.062.
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This main effect was qualified by a significant two-way interaction for the variables
age and number of hours worked per week, F(6, 112) = 2.76, p = .015, Wilk's Λ = 0.76,
partial η2 = .13. Follow-up tests of between-subject effects indicated that a significant
difference exists for scores on the AAQ-II, F(3, 86) = 4.01, p = .012, partial η2 = .17, and that
a significant difference did not exists for scores on the DCS-AAQ, F(3, 86) = .73, p = .541,
partial η2 = .04. Therefore, additional pairwise comparisons were conducted for the AAQ-II.
These comparisons revealed that for individuals aged 18-24, there was a significant mean
difference in scores on the AAQ-II based on the number of hours worked per week. A
significant difference (Mdiff = 15.98, SE = 6.71, p = .027, 95% CI [2.02, 29.93]) existed
between individuals working less than 30 hours per week (M = 24.78, SD = 17.98, 95% CI
[16.44, 33.12]) and individuals working 30 to 40 hours per week (M = 8.80, SD = 2.49, 95%
CI [-2.39, 19.99]), as well as a significant difference (Mdiff = 11.88, SE = 5.53, p = .043,
95% CI [.38, 23.37]) between individuals working less than 30 hours per week and
individuals working full-time (M = 12.90, SD = 6.90, 95% CI [4.99, 20.81]).
Research Question 4. Is there a need for a modified version of the work-related
measure of psychological flexibility specifically for DCS?
There was preliminary support for use of the DCS-AAQ as an effective measure that
can be used by those in the field when working with staff serving this population. This
argument was based on the findings from research questions one through three, as well as
information regarding the validity of the DCS-AAQ, assessed from multiple standpoints.
These included looking at construct validity, convergent validity, and discriminant validity.
Construct Validity. Construct validity refers to the degree to which a test measures
what it claims or is intended to measure (Peter, 1981). Construct validity was addressed in
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this study by directly looking at the internal properties of the AAQ-II and DCS-AAQ. This
was completed by conducting a confirmatory factor analysis (CFA) for the AAQ-II and
DCS-AAQ looking at the model fit and factor loadings, as well as the inter-item correlations
for each of the questions within these two measures.
A confirmatory factor analysis (CFA) was conducted for the AAQ-II and the DCSAAQ. The CFA allowed us to examine construct validity to ensure that both measures were
loading onto a single factor, as found in previously conducted research. The results of the
CFA for the AAQ-II and DCS-AAQ can be found in Table 4. Four goodness of fit indices
were conducted, the square-root mean residuals (SRMR), the Tucker-Lewis Index (TLI), and
the root square mean error of approximation (RMSEA). Acceptable ranges for each indices
are values less than .08 for the SRMR, values greater than .90 for the CFI and TLI, and
values close to .05 for the RMSEA (Hu & Bentler, 1999; MacCallum, Brown, & Sugawara,
1996). As seen in the table, the AAQ-II displayed good model fit, although the RMSEA was
slightly elevated. Additionally, all of the items on the AAQ-II loaded onto a single factor. For
the DCS-AAQ, the CFA showed an almost equal level of model fit, with all seven of the
items also loaded onto a single factor.
Inter-item correlations were also examined for each of the measures of psychological
flexibility. The inter-item correlations for the DCS-AAQ can be seen in Table 2, and the
inter-item correlations for the AAQ-II can be seen in Table 3. As seen in Table 2, the interitem correlations for the DCS-AAQ were slightly lower than one would hope to find, and
thus, slightly lower than correlations in the acceptable (e.g. values > .7) range of values
(George & Mallery, 2005). For the AAQ-II, the inter-item correlations were found to be in
the acceptable range (e.g., values > .7) for six of seven of the items.
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Convergent Validity. Convergent validity refers to the extent to which measures that
are designed to be theoretically related are, in fact, related (Peter, 1981). For this study,
convergent validity is of interest in two ways. First, because the DCS-AAQ was designed to
measure the construct of psychological flexibility, which also is the goal of the AAQ-II, the
correlation between the two constructs should be strong. Second, as found in previous
research (Bond et al., 2011), both measures of psychological flexibility should be related to
the construct of psychological distress, as measured by the GHQ-12.
In regards to the first interest, a bivariate correlation analysis was conducted and
revealed a positive linear relation, as is shown in Figure 5. Results from the analysis
revealed that a significant relation exists, r(93) = .77, 95% CI [.60, .87], p < .001, between
scores on the AAQ-II (M = 15.08, SD = 10.28, 95% CI [12.92, 17.20]) and scores on the
DCS-AAQ (M = 13.80, SD = 7.65, 95% CI [12.36, 15.48]). This relation is strong enough to
suggest that the two measures of psychological flexibility are highly interrelated.
Convergent validity was also examined by examining the relation between
psychological flexibility (as measured by AAQ-II and the DCS-AAQ) and psychological
distress/general mental health (as measured by the GHQ-12). Results from these bivariate
correlation analyses indicated that a significant and strong positive relation exists, r(91) =
.78, 95% Bca CI [.64, .87], p < .001, between psychological distress and psychological
flexibility, as well as a significant and very strong relation between psychological distress
and the DCS-modified version of psychological flexibility, r(91) = .67, 95% Bca CI [.43,
.79], p <.001.
Discriminant Validity. Discriminant validity refers to the extent to which measures
that are designed to be theoretically unrelated are, in fact, unrelated (Peter, 1981). With
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regard to discriminant validity, results from the preliminary evidence show that there are two
ways in which the DCS-AAQ distinctly separates itself from and adds more to the findings
than the AAQ-II. First, the correlation between job satisfaction and psychological flexibility
was stronger for the DCS-AAQ than the AAQ-II, and (2) the DCS-AAQ was correlated with
more of the nine facets of job satisfaction (as measured by the JSS) than the AAQ-II.
As described in research question 2, results from the bivariate correlation analysis
indicated that a significant negative linear relation exists, r(93) = -.43, 95% Bca CI [-.56, .24], p < .001, between job satisfaction (as measured by the JSS) and the DCS-AAQ, and this
was a stronger relation when compared to the relation between job satisfaction and the AAQII, r(94) = -.27, 95% Bca CI [-.48, -.01], p = .009.
With regard to the facets involved within job satisfaction, additional bivariate
correlational analyses revealed that the DCS-AAQ was significantly correlated with six of
the nine facets, as compared to the AAQ-II, which was significantly correlated with only two
of the nine facets.
The modified DCS-AAQ (M = 13.80, SD = 7.65, 95% Bca CI [12.36, 15.49]) was
significantly correlated with the facets of promotion (M = 11.99, SD = 4.49, 95% Bca CI
[11.14, 12.93]), r(93) = -.37, 95% Bca CI [-.53, -.16], p < .001, contingent rewards (M =
12.56, SD = 5.00, 95% Bca CI [11.51, 13.48]), r(93) = -.30, 95% Bca CI [-.48, -.14], p =
.003, operating conditions (M = 14.39, SD = 3.39, 95% Bca CI [13.71, 15.05]), r(93) = -.31,
95% Bca CI [-.47, -.11], p = .002, coworkers (M = 16.61, SD = 4.05, 95% Bca CI [15.77,
17.47]), r(93) = -.24, 95% Bca CI [-.34, -.13], p < .023, nature of work, (M = 19.38, SD =
4.61, 95% Bca CI [18.39, 20.27]), r(93) = -.58, 95% Bca CI [-.74, -.24], p < .001, and
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communication, (M = 14.69, SD = 4.63, 95% Bca CI [13.71, 15.57]), r(93) = -.40, 95% Bca
CI [-.54, -.20], p < .001.
The AAQ-II (M = 15.26, SD = 10.39, 95% Bca CI [13.13, 17.47]) was significantly
correlated with the facets of nature of work (M = 19.38, SD = 4.61, 95% Bca CI [18.39,
20.27]), r(93) = -.39, 95% Bca CI [-.63, .00], p < .001, and communication, (M = 14.69, SD
= 4.63, 95% Bca CI [13.71, 15.57]), r(93) = -.24, 95% Bca CI [-.47, .03], p < .022.
Therefore, taking into account all of the information presented, a tentative argument
can be made that a potential utility may exists for a modified measure of psychological
flexibility specifically designed around the roles and responsibilities of DCS.
Research Question 5. What percentage of staff working in the direct care role serving
individuals with disabilities are deemed to be “at risk”? Would an ACT-based
intervention be more effective and a better use of an organization’s resources applied to
this subset of individuals deemed to be “at risk”?
The three different measures of psychological distress/ mental health (GHQ-12,
AAQ-II, DCS-AAQ) were used to determine if a subset of respondents could be seen as “at
risk”, or at an increased likelihood to experience heightened levels of stress. Distinctive
criteria were used to determine “at risk” for the measures focused on psychological flexibility
and psychological distress. For the GHQ-12, “at risk” was defined as total scores greater than
4 using the binary method of scoring. This was based on the use of scores greater than 4 as a
cut-off point or criteria in previous research conducted (Moffat, McConnachie, Ross, &
Morrison, 2004; Guthrie et al., 1998). For the AAQ-II and the modified version of the AAQII specifically for DCS, “at risk” was defined as scores greater than 24. This was again, based
on a criteria used in previously conducted research (Bond et al., 2011).
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Based on these criteria, 21 (22.8%) respondents were shown to be “at risk”, or more
vulnerable to experiencing heightened levels of stress based on their scores on the GHQ-12.
In regards to scores on the AAQ-II, 15 (16%) respondents would be classified as “at risk”,
with scores higher than 24. Lastly, on the DCS-modified version of the AAQ-II, 6 (6.5%)
respondents scored greater than 24 to put them in the “at risk” category. Along with this,
many of the respondents who were deemed to be in the “at risk” category for one of the three
measures, were also included in the “at risk” category based on their scores on the other
measures.
For the respondents that scored in the “at risk” category for the DCS-AAQ, five of the
six respondents (83.3%) also scored in the “at risk” category for the GHQ-12. For the
respondents that scored in the “at risk” category for the AAQ-II, 12 of the 15 respondents
(80%) also scored in the “at risk” category for the GHQ-12. It is also worth noting that one of
the 15 respondents (6.7%) was excluded from the analysis due to missing data on the GHQ12.
Results from these analyses reveal that in regards to follow-up steps, it may be a more
efficient and a more effective use of an organization’s resources to specifically focus on
individuals scoring in this “at risk” category when implementing a stress management
workshop or intervention.
Discussion
Summary of Results and Implications
The purpose of this study was to better understand the relations between
psychological flexibility, psychological distress, and job satisfaction among DCS serving
individuals with intellectual and developmental disabilities. This study also sought to
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determine the necessity/potential utility of a modified version of psychological flexibility
specifically designed around the role of DCS. Finally, this study looked to determine what
percentage of the population working as DCS serving individuals with disabilities could be
considered in an “at risk” category, and thus, have a higher probability of benefitting from a
stress management workshop designed around the processes used in Acceptance and
Commitment Therapy.
By taking a step back from implementation of an ACT-based intervention, this study
more thoroughly documents the role of psychological flexibility in DCS, as well as how it
relates to psychological distress and job satisfaction. More generally, this study also adds to
the direct care literature, by specifically looking at variables affecting staff serving in the
direct care role for persons with IDD across both day treatment and residential settings.
Further, this study provides support for a new measurement tool that can be used by human
service organizations to see how staff are dealing with workplace stress, and whether or not
they are dealing with it in a flexible and non-judgmental manner.
Research Question 1. The finding of a strong relation between the GHQ-12 and the
AAQ-II is consistent with the research to date documenting that psychological distress and
psychological flexibility are strongly inter-related concepts and are predictive of one other,
with higher scores of psychological distress (e.g., scores on the GHQ-12) positively
correlated with elevated scores of psychological inflexibility (e.g., scores on both the AAQ-II
and DCS-AAQ). But, while others have documented this relation in the literature, this study
is the first documenting a very strong correlation. Hayes et al. (2006) found that in a review
of the literature, psychological flexibility (as measured by the original AAQ) had an average
correlation of r = .40 with the GHQ-12 based on three previously published studies.
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Additionally, in the preliminary psychometric findings of the AAQ-II, Bond et al. (2011),
found that the correlation between the GHQ-12 and the AAQ-II was r = .32, based on a
sample of 583 individuals working in a large UK bank, and r = .51, based on a sample of 872
individuals working in a financial institution in the UK, with both of these correlations being
significant at the p < .01 level. Taking into account various differences such as culture and
the type of organization within which the survey was taken, this is a still a rather large
increase in the size of the relation found in the results of this particular study when compared
to previous research. In order to better understand this relation and whether or not this strong
correlation is found across other types of organizations and other types of caregiving roles,
more research is warranted.
It was equally noteworthy that a strong relation was found between the scores on the
DCS-AAQ and the GHQ-12. The DCS-AAQ was created to address psychological flexibility
as related to specific roles and responsibilities of DCS within the human service setting.
Therefore, to find an almost equally strong relation between the GHQ-12 and the DCS-AAQ
as that between the GHQ-12 and the AAQ-II is promising. We expected to find the AAQ-II
to be highly related to the GHQ-12, as both of these measures are measuring similar
constructs. Therefore, the component that is promising from this study is that the DCS-AAQ
and GHQ-12 are highly related, in that even with the addition of job roles and demands, a
very similar relationship between psychological flexibility and psychological distress was
found. Thus, this study provides preliminary evidence that the DCS-AAQ may be more
closely related to psychological distress than one would have previously hypothesized.
Given that we used a non-clinical sample, the relation between psychological
flexibility and psychological distress may be even more compelling. Measures of
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psychological flexibility and psychological distress are typically used with a clinical sample,
individuals experiencing significant levels of stress, anxiety, or other psychological distress.
In contrast, although some individuals in our sample likely would fall into this category, most
were likely not representative of a clinical population, as seen by the large cluster of
individuals on the graph, positively skewing the data. Therefore, because it is a clinical
measurement tool being used on a non-clinical sample, this cluster both clarifies and supports
the fact that the measurement tools for psychological distress and psychological flexibility
were working the way in which they were psychometrically intended.
Research Question 2. The results of the two correlations between psychological
flexibility (as measured by the AAQ-II and DCS-AAQ) and job satisfaction (as measured by
the JSS) provide preliminary evidence of the relation one would expect to obtain. First, it
makes sense that for both of the correlations, a negative linear relation was found. As levels
of psychological inflexibility increase (e.g., scores on the AAQ-II and DCS-AAQ go up),
then one would expect the levels of job satisfaction to decrease. Results from this study
support this argument and more importantly, provide preliminary support for this relation
within the DCS population. Further, the results from this study provide initial evidence that
the DCS-modified measure created for this study more effectively measures psychological
flexibility as it relates to variables associated with the workplace setting of DCS. If the DCSAAQ is in fact tapping into psychological flexibility as it relates to the job of DCS, then the
results should show a larger correlation between job satisfaction and the DCS-AAQ than the
AAQ-II. This is exactly what was found. Therefore, based on the results of the analyses
conducted, there is promising evidence of the potential utility of the DCS-AAQ as it relates
to both psychological flexibility and staff’s satisfaction on the job.
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Research Question 3. It was of interest to this study to determine whether scores on
either measure of psychological flexibility were influenced by age, hours worked per week,
length of employment at one’s current organization, and years in the field. When looking at
the four predictor variables (age, hours worked per week, length of employment, and years in
the field) on scores of psychological flexibility for both the AAQ-II and the DCS-AAQ, it is
possible that the follow-up analyses revealed a lack of statistically significant results due to
the sample size involved with the study and the power associated with it. This could help
explain why a significant main effect was found for the variable number of hours worked per
week, with follow-up analyses reporting that no significant differences existed between the
groups for scores on either the AAQ-II or DCS-AAQ.
With regards to the two-way interaction found in the MANOVA, there are various
theoretical reasons as to why this finding may have occurred. Looking back, it was found that
a significant mean difference existed for individuals aged 18-24 on scores of the AAQ-II
when also included with the variable number of hours worked per week. More specifically, a
significant difference (Mdiff = 15.98, SE = 6.71, p = .027, 95% CI [2.02, 29.93]) was found
between individuals working less than 30 hours per week (M = 24.78, SD = 17.98, 95% CI
[16.44, 33.12]) and individuals working 30 to 40 hours per week (M = 8.80, SD = 2.49, 95%
CI [-2.39, 19.99]), as well as a significant difference (Mdiff = 11.88, SE = 5.53, p = .043,
95% CI [.38, 23.37]) between individuals working less than 30 hours per week and
individuals working full-time (M = 12.90, SD = 6.90, 95% CI [4.99, 20.81]).
In the introduction of this paper, a section was included with some of the more
commonly endorsed stressors experienced by DCS. These included role ambiguity and
conflict, inconsistent work schedules, client-related stressors, and low pay and benefits. It is
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possible that three of these four types of stressors affect staff working less than 30 hours per
week differently than those working either more hours or full time. These three stressors, in
turn, could lead staff to experience lower levels of psychological flexibility, as they must not
only deal with these work-related stressors, but also more general stressors experienced in
other areas of their life.
One possible reason is that individuals working less than 30 hours per week may be at
an increased likelihood to experience higher levels of role ambiguity and conflict than other
DCS working more hours. In regards to this finding, it may be that staff younger in age are
less able to effectively cope with the ambiguity, thus leading to greater levels of
psychological inflexibility. It could also be that staff considered full-time work with a
particular individual in a day-treatment setting or within the same home in a residential
setting, therefore having a better idea of the responsibilities and job requirements they will
come in contact with each day/week. It could also be that the individuals working less than
30 hours per week have more ambiguous set of work demands and a higher number of
conflicts. When working across various homes or areas, staff may be working under different
managers and administrators with different interpretations and expectations about how the
same roles and responsibilities to be accomplished. What may be labeled as an incorrect or
inefficient way of completing a job task in one area could be the customary way of doing the
task in another part of the organization.
It could also be that these individuals are having to work more inconsistent work
schedules, another stressor that has been shown to be prevalent in the DCS literature (White
et al., 2006). As a full-time employee, staff may be at an increased likelihood to have a more
rigid or structured schedule, with the staff working less hours left to fill in the gaps. This can
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take a toll on a staff member’s work-life balance. For example, they may be working
afternoons one week and asked to work mornings the next week. In regards to psychological
flexibility, this stressor has various implications for the staff. It may be the cause for more
distress in their outside life, as they have to balance work and family. It is also known that
younger staff have the highest probability of pursuing or being in higher education. This
would be particularly problematic for the staff working more inconsistent schedules, as they
may be more prone to miss class, get behind on their work, or drop out altogether since a set
routine is unable to be made.
Lastly, it is also possible that since these individuals are working less than 30 hours
per week, they are at an increased likelihood to experience difficulties in meeting their
financial demands, which in turn negatively affects their psychological flexibility. Previous
research has shown low pay and benefits to be a major stressor among those working as DCS
serving individuals with IDD (Buckhalt et al., 1990; Larson & Hewitt, 2005). This would be
especially so for those working part-time hours, as they would have a reduced amount of pay
for working less hours, which occurs on top of the already low base rates of pay. To cope
with this, they may have to find a second form of employment, or somehow figure out a way
to get by on the pay from working only a part-time position. This would have the potential to
greatly impact their psychological flexibility and general distress, since it may be unknown to
the staff whether or not their basic needs will be met on a weekly basis.
Another explanation for this finding is that individuals aged 18 to 24 working less
than thirty hours a week have lower levels of psychological flexibility and are working fewer
hours a week due to their heightened levels of psychological inflexibility. Staff may have
willingly chosen to work part time, as their levels of psychological flexibility and
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psychological distress are more similar to those found in a clinical population, thus serving as
an impediment and altering daily routines. It is also possible that these stressors serve as
amplifiers to general distress experienced by staff outside of their work. As this is not an
exhaustive list, there are numerous other variables outside of those regarding work that may
be contributing to this finding. Therefore, to better understand this finding and the other
potential variables, more research on this topic is warranted.
Research question 4. The next research question addressed the need and potential
utility of a modified version of psychological flexibility specifically designed around the role
of DCS providing support to individuals with IDD. The DCS-AAQ was created in an attempt
to be more responsive to the specific job demands of DCS. The results from the analyses
conducted provide a strong base of preliminary support for the creation of this measure, as
well as evidence that the DCS-AAQ is targeting a variable or construct that is void in the
research to date. Consequently, there are also various implications attached to the creation of
the DCS-AAQ.
Through the methodical demonstration of construct validity in the DCS-AAQ, the
measure can now be added to the lists of tools that can be used to examine workplace
performance by those in the human service setting providing support to individuals with
IDD. It is well understood that staff working in the direct care role deal with stressors that are
common across many different types of occupations. The main issue though, is that on top of
this, there is an additional collection of stressors specific to this type of work. Based on the
preliminary evidence, it is highly probable that the DCS-AAQ is tapping into to a factor
beyond what would be described as general psychological flexibility. In fact, it could be
argued that the DCS-AAQ is more of a measurement tool to measure workplace
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psychological flexibility as it relates to the roles and responsibilities of DCS. This
assumption would be based off the fact that (1) there is strong convergence of the data where
it should be expected, as seen by the relation between the AAQ-II and the DCS-AAQ, the
statistically similar relation of the AAQ-II and DCS-AAQ with the GHQ-12, and the single
factor loading of both measures of psychological flexibility as shown by the CFA and (2)
there is evidence of proper discrimination between the measures, as demonstrated by the
DCS-AAQ’s stronger relation with overall job satisfaction, three times the amount of
statistically significant relations with the facets involved within job satisfaction, and what
looks to be a unique addition of a work-related component added to general psychological
flexibility within those working in DCS role.
Research Question 5. The data from the current study suggest that a relatively large
subset of individuals working as DCS meet the criteria for being at an above-average
likelihood to experience heightened levels of general and work-related stress, based on the
cut-off scores used in previously conducted research. This means that the possibility exists
for an organization to directly target a subset of individuals that may have an increased
likelihood of benefitting from an ACT-based stress management workshop. As such, there
are various implications on both the individual and organizational level.
On the individual level, the findings of the current study suggest that a significant
proportion of individuals working in the DCS role are experiencing heightened levels of
psychological distress, work-related stress, or some combination thereof. In this study, 20%
of individuals working as DCS reported experiencing clinically significant levels of
psychological distress, a proportion similar to that found within previously conducted
research (Hatton et al., 1999). This is a troubling finding, especially within the human service
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setting, as on-the-job performance is directly related to the quality of care provided to the
individuals being supported. This finding, when taken into account with previously
conducted research, means that there is a significant proportion of individuals being served
that are at risk of being under or improperly served (Rose, 1999).
On an organizational level, these findings provide evidence that the implementation
of an ACT-based workshop may be more effective and a greater use of the organization’s
resources if offered only to individuals who have been deemed to be “at risk” rather than to
the entire population of DCS. There would be numerous benefits attached to this type of
implementation. For one, applying a workshop to only individuals who had been previously
shown to be “at risk” would be a much better use of resources, as the organization would be
able to limit the number of individuals taking part in the workshop. This would allow for less
staff to be taken from their work and less staff needed to cover for the staff who would be
taking part in the study, thus leading to less resources being used overall when compared to
standard in-service training.
By limiting the number of staff, the workshop would also be able to take on a more
intimate and tailored approach. By using the population of individuals who were previously
shown to be “at risk”, the implementers of the workshop would be able to talk about stressors
highly endorsed by the staff. This would allow for a more intimate experience, as well as
more tailored examples of how staff can work through these particular problems they are
experiencing. Additionally, this would also allow for greater clarification of the stressors
being experienced, since the data would only consist of their responses.
Previous research has shown that when implementing an ACT-based workshop,
potential ceiling effects may have been present (Bethay et al., 2013) in the intervention, in
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that there were staff participating who were already psychologically flexible and not
experiencing heightened levels of psychological distress. By implementing a workshop for
only this subset of individuals, there would be a greater chance of documenting true effects.
In previous research conducted, these psychologically flexible individuals served as a
confound in the results, taking away from the interpretations that could be made from the
study. When they were taken out of the analyses, much different findings were shown.
Therefore, by starting with the “at risk” subset, researchers could reduce the effect of this
confound from the beginning and have a greater probability of experimentally demonstrating
the true effect of this intervention.
Limitations
The current study had several limitations that should be taken into account when
interpreting the results. First, all of the measures used in the study were self-report measures.
Due to the use of self-report measures, there is an increased likelihood that biases may have
been involved in the participant’s responses. These biases may have led to an inflated
number of responses that were answered in a more socially accepted or desirable manner. To
best account for this, the researcher maintained anonymity across the entire process of the
questionnaire.
Extra steps were also taken to maintain confidentiality with the paper-based
questionnaire (e.g., separate envelopes for the questionnaire and demographic information).
However, staff may have still had a concern, as many of the responses were collected and
turned into an area supervisor. Taking part in the study and filling out the questionnaire was
also voluntary. Therefore, they may also be some level of selection bias in the types of
individuals who responded to the survey. When looking at the data, there is no reason to

ACCEPTANCE-BASED INTERVENTIONS FOR DCS

56

suspect that any of these issues were present in the data set, as mean scores and ranges are
similar to other research conducted with this population.
In this study, it is possible that Type I and Type II errors occurred and confounded the
results. With regard to Type I error, running multiple statistical tests increases the rate of
familywise error, or the probability of committing a Type I error, also known as a false
rejection of the null hypothesis. Even though proper safeguards were put in place, it must still
be considered that significant results may be a product of running multiple tests, and not of
an actual effect. Therefore, this should be taken into account when interpreting the results.
There was also the threat of Type II error in the study. The sample consisted of 99
respondents taking part in the study, which is a small sample. Because of this, there were
some data analyses that could not be run due to too few participants in a group. This was
most problematic for research question number 3 and running the MANOVA. Breaking the
groups down with a combination of two predictor variables meant some times as many as six
groups could be included in the analysis, leaving too few a number of participants in one or
more of the groups. Due to the high threat of committing a Type II error, there may have also
been insufficient power to document a true effect. Both of these reasons would help explain
the lack of significant results found in the analysis for research question 3.
Future Directions
Future research could involve a systematic replication of this study with more
participants across a broader range of organizations that serve individuals with IDD.
Increasing the number of participants, as well as the types of organizations for which they
work, would allow for an enhanced understanding of how each of the constructs included this
study (e.g., psychological flexibility, psychological distress, job satisfaction) affect DCS.
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This would allow for additional evidence to also be gathered on the efficacy and potential
utility of the DCS-AAQ as a measure of psychological flexibility specifically for this
population of staff, as well as how it fits within the ACT-related literature in particular, and
the direct care literature in general. A replication with more participants would increase the
generalization and implications of the findings, as there would be a more varied sample
taking part in the study.
Additionally, future research should also look to add additional demographic
variables to the study and see what effect they have on the interpretation of the results. Some
of these demographic variables that may be of particular importance include the severity of
disability of the population being served, age of population being served, presence of
problem behavior, ratio of clients to staff, and ratio of supervisors to staff. Adding these
variables may produce yet another set of predictor variables that organizations could use to
specifically target staff that have the highest probability of benefitting from a stress
management workshop.
Another direction to be taken is to apply the results to the design of stress
management workshops for this population. There are two different ways in which this could
be done. One way would be to conduct a workshop with very large population including a
large number of individuals “at risk” and those “not as risk” based on their on pre-workshop
scores of psychological flexibility and psychological distress. By conducting a workshop
with both types of individuals present, researchers could specifically look to see if there is a
differential effect of the workshop based on group type. This would help account for a
potential confound in the two ACT-workshop studies conducted to date where the workshops
were not specifically tailored around the roles and demands DCS face while on the job.
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The second way would be to conduct a targeted ACT-based workshop, including only
the subset of individuals deemed to be “at risk”. By directly targeting the subset of
individuals who could most benefit, the organization would use less financial resources when
implementing the workshop, since only a subset of staff would need to be included.
Additionally, the results of a targeted workshop would be able to specifically address the
question of the size of effect an ACT-based workshop can have on DCS. Both of the options
present promising lines of future research, as each would allow for researchers to better
understand (1) if there truly is a need for this type of workshop, and if so, (2) how and for
whom the workshop should be conducted.
More broadly, if this research has positive findings, it would also be interesting to see
how these variables and this type of workshop could be applied to other types of staff
working in the caregiving role. This could be done by implementing a workshop with other
types of staff working in the caregiving role (e.g., elderly support, hospice, etc.), where job
roles and demands have equally high numbers of negative individual (e.g., stress, distress)
and organizational outcomes (e.g., turnover, absenteeism, burnout).
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Table 1
Descriptive Statistics for Demographic Variables
Variable
Age

N

Percentage

18-24
25-30
31-40
41-50
51-60
61-70

25
23
16
10
12
3

28.1%
25.8%
18.0%
11.2%
13.5%
3.4%

Male
Female

20
69

22.5%
77.5%

Some high school, no diploma
High school graduate, diploma, or
certificate
Some college credit, no degree
Trade/technical/vocational training
Associates degree
Bachelor's degree
Master's degree
Professional degree

6

6.7%

19
30
4
14
13
2
1

21.3%
33.7%
4.5%
15.7%
14.6%
2.3%
1.1%

< 6 months
6 months to 1 year
1-3 years
4-8 years
8+ years

6
8
24
16
35

6.7%
9.0%
27.0%
18.0%
39.3%

12
10
35
11
20

13.5%
11.2%
39.3%
12.4%
22.5%

4

4.5%

Gender

Education

Years Experience

Length at
Organization
< 6 months
6 months to 1 year
1-3 years
4-8 years
8+ years
Average number of hours worked per week
10-20 hours
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20-30 hours
30-40 hours
Full time

73
8
20
57

9.0%
22.5%
64.0%
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Table 2
Inter-Item Correlations for Questions on the DCS-AAQ
Question
1. Memories about stressful
things that have happened
to others or me at work
make it difficult for me to
work effectively.
2. I have a tough time
acknowledging mistakes
made on the job and
moving forward.
3. I worry about not being
able to control my thoughts
or feelings while I am
working with a client.
4. The way I think or feel
prevents me from having a
fulfilling career.
5. My emotions get in the
way of my performance
with clients.
6. It seems like most of my
coworkers are doing their
job better than I am.
7. Worries get in the way
of me succeeding at work.

1

2

3

4

5

6

7

1

.59

1

.58

.55

1

.53

.48

.64

1

.61

.68

.66

.68

1

.32

.28

.25

.29

.46

1

.66

.54

.61

.66

.77

.57

1
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Table 3
Inter-Item Correlations for Questions on the AAQ-II
Question
1. My painful experiences
and memories make it
difficult for me to live a life
that I would value
2. I am afraid of my
feelings.
3. I worry about not being
able to control my worries
and feelings.
4. My painful memories
percent me from having a
fulfilling life.
5. Emotions cause
problems in my life.
6. It seems like most people
are handling their lives
better than I am.
7. Worries get in the way
of my success.

1

2

3

4

5

6

7

1
.76

1

.80

.81

1

.90

.82

.83

1

.78

.81

.82

.84

1

.64

.60

.61

.71

.71

1

.77

.79

.82

.82

.85

.77

1
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Table 4
Goodness of Fit Indices for the AAQ-II and DCS-AAQ
AAQ-II

DCS-AAQ

SRMR

.028

.046

CFI

.951

.943

TLI

.927

.914

RMSEA

.167

.127

Goodness of Fit Indices

76
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Figure 1. Bivariate correlation analysis for scores on the AAQ-II and GHQ-12. In this figure,
the sum of scores on the AAQ-II are depicted on the horizontal axis and the binary sum of
scores on the GHQ-12 are shown on the vertical axis. Graphed is the correlation between the
two. Pearson’s r = .78.

ACCEPTANCE-BASED INTERVENTIONS FOR DCS

78

Figure 2. Bivariate Correlation Analysis for scores on the DCS-AAQ and GHQ-12. In this
figure, the sum of scores on the DCS-AAQ are depicted on the horizontal axis and the binary
sum of scores on the GHQ-12 are shown on the vertical axis. Graphed is the correlation
between the two. Pearson’s r = .67.
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Figure 3. Bivariate Correlation Analysis for scores on the AAQ-II and JSS. In this figure, the
sum of scores on the AAQ-II are depicted on the horizontal axis and the sum of scores on the
JSS are shown on the vertical axis. Graphed is the correlation between the two. Pearson’s r =
-.27.

ACCEPTANCE-BASED INTERVENTIONS FOR DCS

80

Figure 4. Bivariate Correlation Analysis for scores on the DCS-AAQ and JSS. In this figure,
the sum of scores on the DCS-AAQ are depicted on the horizontal axis and the sum of scores
on the JSS are shown on the vertical axis. Graphed is the correlation between the two.
Pearson’s r = -.43.

ACCEPTANCE-BASED INTERVENTIONS FOR DCS

81

Figure 5. Bivariate Correlation Analysis for scores on the AAQ-II and DCS-AAQ. In this
figure, the sum of scores on the AAQ-II are depicted on the horizontal axis and the sum of
scores on the DCS-AAQ are shown on the vertical axis. Graphed is the correlation between
the two. Pearson’s r = .77.
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INSTITUTIONAL REVIEW BOARD
Office of Research Protections
ASU Box 32068
Boone, NC 28608
828.262.2692
Web site: http://researchprotections.appstate.edu/
Email: irb@appstate.edu

To: Tyler Erath
Psychology
CAMPUS MAIL
From: IRB Administration
Date: October 15, 2015
RE: Notice of IRB Exemption
Study #: 16-0077
Study Title: Acceptance-Based Interventions for Direct Care Staff: An Assessment of Need
Exemption Category: 2. Anonymous Educational Tests, Surveys, Interviews, or Observations
This study involves minimal risk and meets the exemption category cited above. In accordance with 45
CFR 46.101(b) and University policy and procedures, the research activities described in the study
materials are exempt from further IRB review.
Study Change: Proposed changes to the study require further IRB review when the change involves:
•
•
•
•
•
•

an external funding source,
the potential for a conflict of interest,
a change in location of the research (i.e., country, school system, off site location),
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the basis for the determination of exemption. Standard Operating Procedure #9 cites examples of
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IRB's list of PI responsibilities.
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If you have any questions, please contact the Research Protections Office at (828) 262-2692 (Robin).
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Websites for Information Cited Above
Note: If the link does not work, please copy and paste into your browser, or
visithttps://researchprotections.appstate.edu/human-subjects.
1. Standard Operating Procedure
#9: http://researchprotections.appstate.edu/sites/researchprotections.appstate.edu/files/IRB20SOP920Ex
empt%20Review%20Determination.pdf
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Appendix B
Job Satisfaction Survey (Spector, 1994)
JOB SATISFACTION SURVEY
Paul E. Spector
Department of Psychology
University of South Florida

1

I feel I am being paid a fair amount for the work I do.

1

2

3

4

5

6

2

There is really too little chance for promotion on my
job.

1

2

3

4

5

6

3

My supervisor is quite competent in doing his/her
job.

1

2

3

4

5

6

4

I am not satisfied with the benefits I receive.

1

2

3

4

5

6

5

When I do a good job, I receive the recognition for it
that I should receive.

1

2

3

4

5

6

6

Many of our rules and procedures make doing a good
job difficult.

1

2

3

4

5

6

7

I like the people I work with.

1

2

3

4

5

6

8

I sometimes feel my job is meaningless.

1

2

3

4

5

6

9

Communications seem good within this organization.

1

2

3

4

5

6

10

Raises are too few and far between.

1

2

3

4

5

6

11

Those who do well on the job stand a fair chance of
being promoted.

1

2

3

4

5

6

12

My supervisor is unfair to me.

1

2

3

4

5

6

13

The benefits we receive are as good as most other
organizations offer.

1

2

3

4

5

6

14

I do not feel that the work I do is appreciated.

1

2

3

4

5

6

15

My efforts to do a good job are seldom blocked by
red tape.

1

2

3

4

5

6

Agree very
much

Agree slightly
Agree
moderately

Disagree
slightly

PLEASE CIRCLE THE ONE NUMBER FOR
EACH QUESTION THAT COMES CLOSEST TO
REFLECTING YOUR OPINION
ABOUT IT.

Disagree very
much
Disagree
moderately

Copyright Paul E. Spector 1994, All rights reserved.
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16

I find I have to work harder at my job because of the
incompetence of people I work with.

1

2

3

4

5

6

17

I like doing the things I do at work.

1

2

3

4

5

6

18

The goals of this organization are not clear to me.

1

2

3

4

5

6

19

I feel unappreciated by the organization when I think
about what they pay me.

1

2

3

4

5

6

20

People get ahead as fast here as they do in other
places.

1

2

3

4

5

6

21

My supervisor shows too little interest in the feelings
of subordinates.

1

2

3

4

5

6

22

The benefit package we have is equitable.

1

2

3

4

5

6

23

There are few rewards for those who work here.

1

2

3

4

5

6

24

I have too much to do at work.

1

2

3

4

5

6

25

I enjoy my coworkers.

1

2

3

4

5

6

26

I often feel that I do not know what is going on with
the organization.

1

2

3

4

5

6

27

I feel a sense of pride in doing my job.

1

2

3

4

5

6

28

I feel satisfied with my chances for salary increases.

1

2

3

4

5

6

29

There are benefits we do not have which we should
have.

1

2

3

4

5

6

30

I like my supervisor.

1

2

3

4

5

6

31

I have too much paperwork.

1

2

3

4

5

6

32

I don't feel my efforts are rewarded the way they
should be.

1

2

3

4

5

6

33

I am satisfied with my chances for promotion.

1

2

3

4

5

6

34

There is too much bickering and fighting at work.

1

2

3

4

5

6

35

My job is enjoyable.

1

2

3

4

5

6

36

Work assignments are not fully explained.

1

2

3

4

5

6
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Appendix C
Acceptance and Action Questionnaire-II (Bond, Hayes, Baer et al., 2011)
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
never
true

2

3

very
seldom
true

seldom
true

4

5

sometimes frequently
true
true

6

7

almost
always
true

always
true

1. My painful experiences and memories make it
difficult for me to live a life that I would value.

1 2 3 4 5 6 7

2. I’m afraid of my feelings.

1 2 3 4 5 6 7

3. I worry about not being able to control my worries
and feelings.
4. My painful memories prevent me from having a
fulfilling life.

1 2 3 4 5 6 7
1 2 3 4 5 6 7

5. Emotions cause problems in my life.

1 2 3 4 5 6 7

6. It seems like most people are handling their lives
better than I am.

1 2 3 4 5 6 7

7. Worries get in the way of my success.

1 2 3 4 5 6 7

This is a one-factor measure of psychological inflexibility, or experiential avoidance. Score
the scale by summing the seven items. Higher scores equal greater levels of psychological
inflexibility.
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Appendix D
Direct Care Staff Acceptance and Action Questionnaire
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

never
true

very
seldom
true

seldom
true

4

5

sometimes frequently
true
true

1. Memories about stressful things that have happened to
others or me at work make it difficult for me to work
effectively.
2. I have a tough time acknowledging mistakes made on
the job and moving forward.
3. I worry about being able to control my thoughts or
feelings while I am working with a client.
4. The way I think or feel prevents me from having a
fulfilling career.
5. My emotions get in the way of my performance with
clients.
6. It seems like I most of my coworkers are doing their
job better than I am.
7. Worries get in the way of me succeeding at work.

6

7

almost
always
true

always
true

1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
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Appendix E
General Health Questionnaire-12 (Goldberg, 1978)
Items
1. Able to concentrate
2. Capable of making decisions
3. Face up to problems
4. Lost sleep over worry
5. Constantly under strain
6. Could not overcome difficulties
7. Unhappy and depressed
8. Loss of confidence in self
9. Thinking of self as worthless
10. Play useful part in things
11. Enjoy day-to-day activities
12. Reasonably happy
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