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Preface

This thesis is submitted in partial fulfilment of the requirement for the degree of Doctorate
of Clinical Psychology (DClinPsy) and is made up of two papers, the systematic review and empirical
report.

The systematic review aimed to understand the efficacy of Acceptance and Commitment
Therapy (ACT) interventions for Posttraumatic Stress Disorder (PTSD). ACT aims to increase
psychological flexibility, an openness to experiencing internal experiences such as thoughts and
feelings, allowing flexible responses to the current situation while pursuing personally meaningful
goals and values. ACT posits that psychological inflexibility, being guided by or attempting to control
thoughts and feelings, even when this impacts upon the pursuit of personally meaningful goals and
values, underlies psychological distress, including PTSD.

Four databases were searched, with 1,454 articles screened resulting in nine papers
describing ten studies being included in the systematic review. The Psychotherapy Outcome Study
Methodology Rating Form (POMRF) was used to assess the quality of these papers.

Results indicated that there is preliminary evidence to suggest ACT may be an efficacious
intervention for PTSD. However, the quality of the studies was low, so more methodologically
rigorous and large-scale trials are required to provide an evidence base for ACT interventions for
PTSD.

The empirical paper aimed to investigate the roles of individual factors (psychological
flexibility and empathy) associated with burnout (measured by three variables: emotional
exhaustion, depersonalisation, and personal accomplishment) and psychological distress (secondary
traumatic stress, burnout, depression, anxiety and stress) in individuals working in homelessness
organisations. Burnout and psychological distress can negatively impact the individual as well as
those they are supporting, but little research has investigated factors associated with these
difficulties. The current research was therefore a unique contribution to the homelessness services

literature.



A total of 139 participants completed an online survey, with results suggesting that higher
psychological flexibility is associated with lower burnout across the three measured domains, and all
psychological distress variables. Higher empathy was associated with two burnout factors (lower
depersonalisation and higher personal accomplishment). Further analyses suggested that the results
tentatively support that interventions to increase psychological flexibility, and for some, empathic
concern, may reduce vulnerability to psychological distress and burnout in frontline homelessness
staff. Experimental investigations of the outcome of interventions to increase psychological flexibility

and empathic concern are recommended in order to support homelessness staff.
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Abstract

Approximately 3% of the population in the United Kingdom will experience posttraumatic stress
disorder (PTSD) in their lifetime. Current evidence-based frontline treatments for PTSD are Trauma-
Focused Cognitive Behaviour Therapy (TF-CBT) and Eye Movement Desensitisation and Reprocessing
(EMDR). However, despite the evidence for these interventions, it is known that a significant number
of individuals with PTSD do not benefit from them as evidenced by reported drop-out and non-
response rates. Together with some criticism in the literature that the focus of these approaches is
on symptom reduction over quality of life, there have been calls for further research into alternative
interventions for PTSD. Acceptance and Commitment Therapy (ACT) seeks to help individuals to
develop a rich and meaningful life and can be applied as an intervention for PTSD, although the
evidence base for this is less established. A systematic review to investigate the efficacy of ACT for
PTSD was conducted to better understand the efficacy of this approach for PTSD. PsycINFO,
MEDLINE, CINAHL, and Web of Science databases were searched, supplemented by manual searches
of reference lists. Included studies were quality assessed using the Psychotherapy Outcome Study
Methodology Rating Form (POMRF). Nine papers describing ten studies were included: five within-
group designs; two case studies; two case series; and one between-group design. Four studies
described were pilot studies. The ACT interventions reported were for PTSD, comorbid PTSD and
substance use disorder and comorbid PTSD and Psychosis. Preliminary evidence indicates that ACT
may be an efficacious intervention for PTSD. However, study quality was low due to small sample
sizes, lack of consistency in the diagnosis of PTSD and a lack of control conditions. More
methodologically rigorous and large-scale trials are required to address these issues.

Keywords: Acceptance and Commitment Therapy (ACT); Posttraumatic Stress Disorder

(PTSD); Systematic review; psychological flexibility



THE EFFICACY OF ACCEPTANCE AND COMMITMENT THERAPY...

Introduction

PTSD: Prevalence, Impact and Psychological Therapies

Exposure to traumatic events which cause or threaten death, sexual violation or serious
injury can result in posttraumatic stress disorder (PTSD; American Psychological Association; APA;
2013). The lifetime prevalence of PTSD in the United Kingdom is estimated to be 3% (McManus,
Meltzer, Brugha, Bebbington, & Jenkins, 2009) with symptoms causing significant distress and
negative impacts upon social, occupational and other important areas of life (APA, 2013). Evidence-
based psychological interventions for PTSD include: Prolonged Exposure (PE; Foa, Hembree &
Rothbaum, 2007); Eye Movement Desensitisation and Reprocessing (EMDR; Shapiro, 1989); Trauma
Focused Cognitive Behavioural Therapy (TF-CBT); and other cognitive-based therapies including
Cognitive Processing Therapy (Resick & Schnicke, 1992).

The DSM (APA) definition of traumatic events associated with PTSD has been the source of
debate over a number of years (Boals, 2018; Boals & Schuettler, 2009; Gold, Marx, Soler-Baillo &
Sloan, 2005; McNally et al., 2003). These debates are reflected in the ever-changing definition of
traumatic stressors, from the DSM-III (APA, 1980) definition of ““a recognizable stressor that would
evoke significant symptoms of distress in almost everyone” (APA, 1980, p. 238) to the DSM-IV-TR
(APA, 2000) definition which included a criterion Al objective definition of the stressor, plus a
criterion A2 subjective reaction to the stressor. The subjective component of trauma has been
removed for the current DSM-V (APA, 2013) and trauma is therefore only objectively defined at
present (Vance et al., 2018). This removal of the subjective component reflects the controversy of
the suggestion that PTSD can result without exposure to a qualifying trauma (Pai, Suris & North,
2017). It has been argued that the distress experienced following exposure to an event that is not
objectively traumatic may be better understood as a different presentation, such as adjustment
disorder (Vance et al., 2018). There were also concerns around “conceptual bracket creep” in DSM-

IV (McNally, 2003) and that the definition of trauma was too broad (Elhai, Kashdan, & Frueh, 2005;
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Frueh, Elhai, & Kaloupek, 2004; McNally, 2003; Mikkelsen & Einarsen, 2002) which was argued to
cause difficulty in the identification of underlying mechanisms of PTSD in research (McNally, 2003).

However, the removal of the subjective experience of the stressor has received attention
from a number of researchers. For example, Boals (2018) highlighted the importance of recognising
the subjective experience of an event when he argued that while exposure to an objectively
traumatic stressor is necessary, it is not sufficient in explaining why some people who are exposed to
these stressors do not go on to develop PTSD. Rubin and Feeling (2013) investigated the objective
severity of negative events and their relation to PTSD symptoms. The results of Rubin and Feeling’s
(2013) empirical study suggested that stressors that are objectively more traumatic do not
necessarily result in greater levels of PTSD symptoms. Furthermore, researchers have demonstrated
that stressors that are experienced as subjectively traumatic but that are not consistent with the
DSM trauma definition (and therefore not objectively traumatic), such as the death of a loved one or
relationship breakdown, can lead to similar or higher rates of PTSD symptoms (Long et al., 2008;
Gold et al., 2005; Ziksook, Chentsova-Dutton & Shuchter, 1998) compared to objectively traumatic
stressors. A more recent study by Boals (2018) further supports this earlier research through the
investigation of the overlap between subjective experiences of negative events and objective
exposure to trauma, with little overlap found. Most of the participants who were exposed to a
negative experience that met DSM criteria of being an objective trauma did not subjectively
experience it as traumatic. However, most of those who subjectively experienced an event as
traumatic were exposed to an objective trauma. Boals (2018) therefore argued that the subjective
construal of an event is important to consider when defining an event as traumatic for an individual
as individuals may experience clinically significant PTSD symptoms after an event that does not meet
the criteria for an objective trauma.

Treatment guidelines for PTSD, meta-analyses and a Cochrane review suggest that TF-CBT
and EMDR are currently supported by the best available research evidence (Bisson et al., 2007;

Bisson, Roberts, Andrew, Cooper, & Lewis, 2013; National Institute for Health and Care Excellence,
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2018; Watts et al., 2013). Both TF-CBT and EMDR include exposure to trauma-related cues
(Hermann, Meyer, Schnurr, Batten & Walser, 2016) in order to habituate the individual to the
emotions associated with these cues and reduce avoidance behaviours (Orsillo & Batten, 2005). TF-
CBT also uses reliving of the traumatic event (Ehlers & Clark, 2000). Reliving involves imagining the
scene in detail, including the thoughts and feelings experienced at the time, and describing these in
the first-person present tense, either verbally (e.g. Foa & Rothbaum, 1998) or in writing (e.g. Resick
& Schinke, 1993). EMDR involves focusing on an image, negative belief and associated physical
sensations related to the trauma while receiving bilateral stimulation.

Despite the evidence to support the efficacy of TF-CBT and EMDR as front-line PTSD
interventions, non-response rates for EMDR range from 7.3% to 92% and from 16% to 71% for CBT
(Schottenbauer, Glass, Arnkoff, Tendick & Gray, 2008). Furthermore, exposure is a feature of both
interventions and significantly higher dropout rates have been identified for therapies involving
exposure elements (Bisson et al., 2013). These interventions have also received criticisms for their
focus on the reduction of specific symptoms rather than on improving overall personal and social
functioning (Foa, Keane, Freidman & Cohen, 2009), with a focus on taking away the negatives rather
than the positive, meaningful additions that a client would like to make. Alternative treatments for
PTSD have therefore been called for (e.g. Bisson et al., 2013; Orsillo & Batten, 2005) which clients

may be receptive to in order to augment existing treatments.

Acceptance and Commitment Therapy

Acceptance and Commitment Therapy (ACT) is a transdiagnostic intervention for
psychological distress which may offer an additional approach to the treatment of PTSD. The ACT
model is based on Relational Frame Theory (Hayes, Barnes-Holmes, & Roche, 2003), a theory of
human language and cognition that proposes psychological distress is an inevitable part of being
human. The aim of ACT is, therefore, to change an individual’s relationship with distressing internal

experiences (thoughts, feelings, memories and physical sensations) so they can live a meaningful life,

11
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rather than aiming for symptom reduction. Through developing skills, individuals learn to relate to
their internal experiences more flexibly, rather than engaging in efforts to reduce or modify them
(Lombardo & Gray, 2005). Individuals are supported to identify values and pursue activities in line
with these, even in the presence of distressing internal experiences (Thompson, Luoma & June,
2013).

Within the ACT model, it is proposed that psychological inflexibility, being rigidly guided by
internal experiences, rather than the context and personal values (Bond et al., 2011) is a primary
source of distress and psychopathology (Hayes, Luoma, Bond, Masuda & Lillis, 2006; Hermann et al.,
2016). It is hypothesised that the main drivers of psychological distress are believing internal
experiences (e.g. thoughts, images, memories and bodily sensations) to be true, termed cognitive
fusion, in combination with actively trying to suppress or avoid these experiences, referred to as
experiential avoidance (Hayes, Villatte, Levin, & Hildebrandt, 2011). Experiential avoidance includes
behaviours such as substance use, thought suppression and dissociation. While the immediate
effects of experiential avoidance can provide escape from internal experiences in the short term, the
effort required to suppress thoughts reduces the opportunities for pursuing personally meaningful
activities (Hermann et al., 2016). Cognitive fusion can result in behaviour becoming governed by

these thoughts and evaluations (Hayes, Strosahl & Wilson, 1999).

ACT for PTSD

ACT for PTSD aims to support individuals to notice that unwanted trauma-related emotions,
while distressing, are manageable, and that it is the attempts to control them that are negatively
impacting their life. Skills based on the following six core therapeutic processes of ACT are taught to
support the development of psychological flexibility. Contacting the present moment refers to being
open to and present with current experiences (Harris, 2006). People with PTSD often engage in
behaviour such as substance use and thought suppression that reduce their contact with present

experiences (Hermann et al., 2016). Cognitive defusion defines the ability to recognise the transient

12
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nature of thoughts and that they are not necessarily true. For example, an individual having the
thought “I am broken,” does not mean they need to be ‘fixed,” and a defused relation with this
thought would be “l am having the thought that | am broken.” Psychological acceptance is the
openness to private experiences, including anxiety, fear and PTSD-related memories, without
attempts to control or alter them (Hayes et al., 1999). Self-as-context refers to being able to
distinguish between the self and the transient internal experiences of thoughts, sensations and
memories. An individual with a stronger contextualised sense of self would acknowledge that
something bad may have happened but that this does not define them (Walser & Westrup, 2007).
Identifying values that are meaningful to an individual often involves recognising that an increased
amount of time and energy has been focused on managing internal experiences, compared to
engaging in meaningful activities since the trauma (Jansen & Morris, 2017). Committed action refers
to pursuing values-guided behaviours, while practicing the skills of acceptance, defusion and being
present to oneself as the context for experiences (Harris, 2006).

Avoidance symptoms are a key feature in the definition of PTSD. Avoidance behaviours are
also the strongest predictive factor in whether an individual who is exposed to trauma will develop
PTSD and the severity of PTSD symptoms (Boeschen, Koss, Figuredo & Coan, 2001; Marshall et al.,
2006; Marx & Sloan, 2005). For example, evidence suggests that there is a relationship between
avoidant coping styles and posttraumatic symptomology across a range of populations (Benotsch et
al., 2000; Clohessy & Ehlers, 1999; Valentiner, Foa, Riggs & Gershuny, 1996). There are also well-
established relationships between attempts at avoiding thoughts (thought suppression) and an
increase in the occurrence of those thoughts (e.g. Abramowitz, Tolin & Street, 2001; Amstadter &
Vernon, 2006; Shipherd & Beck, 1999; Wegner, Schneider, Carter & White, 1987). This also applies to
thoughts related to trauma, for example, Shipherd & Beck (1999) documented an increase in
intrusive thoughts and flashbacks after attempts to suppress trauma-related thoughts following
sexual assault. The ACT model proposes that avoidance symptoms can be understood as experiential

avoidance. Despite the short-term relief gained from experiential avoidance, such avoidance can
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perpetuate and exacerbate symptoms of PTSD over time (Tull, Gratz, Salters & Zoemer, 2004) as the
avoidance behaviours become more rigidly applied and impact on opportunities to engage in valued
actions (Hayes, 2016). For example, an individual avoiding travelling by car following a road traffic
accident may be unable to access meaningful employment and previously enjoyed hobbies.

Orsillo and Batten (2005) described a case study of an ACT intervention for a Vietnam
combat veteran with PTSD and proposed ACT as an intervention to address the experiential
avoidance of unwanted trauma-related private experiences such as flashbacks, nightmares and
physical sensations associated with PTSD. Other researchers have since applied ACT to PTSD in
other populations, including those who have experienced childhood abuse, those with an acquired
brain injury and with adolescents (e.g. Roche, 2020; Twohig, 2009; Woidneck, Morrison & Twohig,
2014). Walser and Westrup (2007) have also developed a practitioner’s guide to using ACT with
clients who have experienced trauma. However, to the author’s knowledge, there has only been one
attempt to summarise the evidence for ACT for PTSD (Bean, Ong, Lee & Twohig, 2017). Bean et al.’s
(2017) review has several significant limitations that impact its utility, including lack of reproducible
methodology or specific inclusion and exclusion criteria. There was no systematic search used to
identify papers and a lack of quality assessment of the study methodology of included studies.
Finally, there was no attempt to synthesise the included studies. The conclusions that can be drawn
from the review are therefore limited. In short, whilst Bean et al. (2017) have brought attention to a
very clinically important topic (ACT interventions in PTSD), there remains a need for a “systematic”
literature review to methodically identify relevant studies and to evaluate the methodological rigour
of the extant research, in order that empirically-derived implications can be drawn for clinical
practice and future research.

Hence, the current systematic review aims to synthesise the literature on the efficacy of ACT
for PTSD and answer the following research questions: (i) What is the current nature of ACT efficacy

research in PTSD, in terms of population, attrition rates, research design employed and outcome
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measures used? (ii) What is the quality of the research into the effectiveness of ACT as an

intervention for PTSD? (iii) What is the efficacy of ACT as an intervention for PTSD?

Method

The methodology was developed with reference to the preferred reporting items for

systematic reviews and meta-analyses guidance (PRISMA; Moher, Liberati, Tetzlaff & Altman, 2009).

Search Strategy

An electronic systematic search of the PsycINFO, MEDLINE, CINAHL, and Web of Science
databases was conducted. The search terms used were (“psychological flexibility” OR “acceptance
commitment therapy” OR “psychological inflexibility” OR “experiential avoidance” OR “cognitive
fusion” OR “valued living” OR “relational frame” OR “contextual behavio* science”) AND
“post?trauma®* stress” OR “PTSD” OR “post?traumatic stress disorder” OR “post?traumatic stress
symptom*” OR “trauma*”). A date limit was used to reflect the first documented use of ACT in the
treatment of trauma being in 1990 (McLean & Follette, 2016), therefore dates from 1980 to January
2020 were searched.

Endnote Desktop was used to combine the searches from the four databases. Manual

searches of the reference lists of all included studies were also conducted.

Inclusion and Exclusion Criteria

The inclusion criteria for the current review were as follows: 1) Intervention studies of ACT,
covering at least three dimensions of the ACT core processes of: mindfulness; defusion; acceptance;
self-as-context; values and committed action; 2) Articles published in a peer reviewed journal in

English; 3) Psychometrically validated measures of PTSD symptoms used; 4) Quantitative or mixed
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methods methodologies, including single case designs; 5) Participants met pre-defined cut-off
deemed indicative of PTSD on psychometric measures of symptoms of PTSD.

The exclusion criteria were: 1) Solely using qualitative methodology; 2) Mindfulness-based
intervention studies; 3) Grey literature, including abstracts, unpublished data and data shared at
conferences.

Published literature only was included in this current review, as one of the aims of the
review was to consider the current quality of the published evidence. No restrictions were placed on
the study design or setting to allow maximum breadth of the review. For studies using mixed

methods, quantitative data only was included in the review.

Eligible Studies

The systematic search of the literature, searches of reference lists of included studies, and
removal of all duplicates produced 1,454 studies. The titles and abstracts of all identified records
were screened against the inclusion and exclusion criteria. Full text articles were retrieved for the
twenty-seven records that met the inclusion criteria and these were re-assessed against the
inclusion and exclusion criteria. Nine papers met the full inclusion criteria, with one paper reporting
on two studies. See Figure 1 for an overview of the study selection, including the reasons why
eighteen articles were not included in the review.

This screening process was conducted by the first author, with a second independent
reviewer cross-checking the study selections against the eligibility criteria. Differences in judgment
about the inclusion of Roche (2020), due to the number of ACT core processes integrated into the
intervention were discussed, and a mutual agreement was reached to include the paper in the

review.
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Figure 1

PRISMA flow diagram

Records identified through database

Additional records identified through

searching other sources
(n =1825) (n=43)
\ 4 \ 4
Records after duplicates removed
(n=1454)
\ 4
Records screened Records excluded
(n=1454) (n=1427)
-Review question not
addressed
\ 4

eligibility
(n= 27)

Full-text articles assessed for

Full-text articles excluded, with
reasons (n = 18)

l

-Participants did not meet
clinical cut-off for PTSD (n=7)

(n=9)

Articles included in -No PTSD measures (n=2)
systematic review

-Quantitative results were not
reported (n=2)

-Non-empirical articles (n=3)
-No Intervention used (n=1)

-Interventions did not cover at
least three of the core ACT
processes (n=3)
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Quality Assessment of the Studies

The quality of included studies was assessed using the Psychotherapy
Outcome Study Methodology Rating Form (POMRF; Ost, 2008). See Appendix B. This measure
includes twenty-two indicators of methodological quality, such as study design, level of therapist
training, psychometric properties of outcome measures and participant characteristics. Items are
rated on a three-point scale of poor (0), fair (1) and good (2). The total score for each study ranges
from 0 to 44, with a higher score indicating greater methodological quality. The POMRF has been
demonstrated to have good internal consistency (Cronbach’s alpha = 0.86) and good interrater
reliability, with a mean kappa coefficient of 0.75 (range 0.50-1.00; Ost, 2008).

Quality assessment data was checked by a second reviewer rating three articles (30%).

Results

The results of the review are synthesised under the questions posed in the introduction.

(i) What is the Current Nature of ACT Efficacy Research in PTSD, in Terms of Population, Attrition
Rates, Research Design Employed and Outcome Measures Used?

Table 1 provides a summary of included studies. Nine papers were included, reporting on
ten independent studies. The studies recruited a total of 171 participants that scored above the
established cut-off levels considered indicative of a diagnosis of PTSD on a variety of self-report,
clinician-rated and screening measures. Language used by the authors to refer to PTSD (e.g. PTSD,
PTSD symptoms) is reported throughout this review. Twenty-three controls were used in the studies.
The ACT interventions reported were for PTSD (n=6), comorbid PTSD and substance/alcohol use
disorder (SUD/AUD; n=2), comorbid PTSD and Psychosis (n=1) and PTSD symptoms (n=1). Woidneck
et al. (2015) recruited participants from a residential setting for eating disorders, as well as from the

community due to recruitment difficulties but were not specifically investigating an ACT intervention
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for comorbid PTSD and eating disorders. Military veterans were targeted in four studies (n = 94;

54.97% of the total number of participants included across all studies).
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Table 1

Summary of Included Studies

Study Target Problemof N N Attrition Age Mean Gender  Country Design Intervention PTSD ACT Other
population interest completing rate (%) range age (%) format and symptom process measures
intervention length measures measures
Boals & Experienced PTSD 63 42 33.33 22-52 35.7 97F USA BG G CES; PCL-S. BDI-II.
Murrell adult violence/ symptoms 4x1hACT -
(2016) sexual abuse +TAU
Codd, Childhood PTSD | 0 31 31 100 F USA CSies | ADIS; PCL-  AAQ
Twohig, abuse + adult 13x50 min  C; WAAM.
Crosby & violent attack
Enno (2011)
Hermann, Military PTSD & 21 9 57 - 48.44 88.8 M USA WG G CAPS-IV; AAQ-II; CEQ; CSQ-
Meyer, veterans SUD 10-12x1h PCL-S. vLQ. 8; SCID-I/P
Schnurr, sessions W/PS;
Batten & STLFB; VR-
Walser 12.
(2016)
Jansen & Psychosis + PTSD & 3 3 0 21-27  23.67 66.7 F Denmark CSies | IES-R; PCL-  AAQ-II BAI; BDI-II;
Morris trauma history first 12 sessions C. PANSS;
(2017) (CSA; CSA + episode Post
sexual abuse as nonaffecti therapy
adult; acute ve qu.
psychosis + psychotic
forced hospital disorder
admission)

! Data for one participant out of three was extracted for the purpose of this review as only one met the clinical cut-off indicative of PTSD.
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Study Target Problemof N N Attrition  Age Mean Gender  Country Design Intervention PTSD ACT Other
population interest completing rate (%) range age (%) format and symptom process measures
intervention length measures measures
Meyer et al. Military PTSD & 43 29 32.56 30 - 45.26 88.4 M USA WG | CAPS-5; AAQ-II; AUDIT;
(2018) veterans AUD 65 10-12 LEC- BEAQ. CEQ;
sessions 5; PCL-5 DAST;
MINI;
PHQ-S;
SCID-5-R;
WHODAS
2.0;
WHOQOL-
BREF.
Roche Traumatic brain ~ PTSD 1 1 0 48 48 100 F UK CS | GSH IES-R; PSS-  VLQ; CFQ. HADS;
(2020) injury 12 sessions  I-5 Quality of
life rating
scale.
Twohig Childhood PTSD 1 1 0 43 43 100 F USA CS | PCL-C; AAQ BAI; BDI-II.
(2009) verbal and 21 sessions PTCI; SCID-
physical abuse 4.
Wharton, Military PTSD 19 14 26.3 Over - 100 M USA WG G PCL-M ATQf/ATQ -
Sears, veterans Data from 10 50 12x1.5h b; KIMS;
Edwards, reported WBSI.
Juhasz &
Walser
(2019)
Pilot 1
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Study Target Problemof N N Attrition  Age Mean Gender  Country Design Intervention PTSD ACT Other

population interest completing rate (%) range age (%) format and symptom process measures

intervention length measures measures
PTSD 11 9 18.2 - 54.5 100 M USA WG | PCL-M; AAQ-II; WHOQOL-

Pilot 2 Military 12x1h SCL-6 FFMQ; BREF.

veterans WBSI;

previously

refused/droppe

d out of PE or

CPT
Woidneck, Adolescents PTSD 8 5 33.33 12-17 14.8 80F USA WG | CAPS-CA; AFQ-Y ComQol-
Morrison & (community and 10 sessions  CPSS; Daily S5; TEI-SF.
Twohig inpatient) self-
(2014) monitoring

Note: Target population: CSA = Child sexual abuse

Problem of interest: SUD = Substance Use Disorder; PTSD = Posttraumatic Stress Disorder.

Gender: M = male; F = female.

Design: BG = between group; CS = case study; CSies = case series; WG = within group. Format: G = group; | = individual.

Comparison condition: TAU = Treatment as usual.

Intervention format: | = individual; G = group; GSH = guided self-help.

PTSD symptom measures: CES = Centrality of Events Scale; CPSS = Child PTSD Symptom Scale; CAPS-CA = Clinician Administered PTSD Scale for Children and
Adolescents; CAPS-IV = Clinician Administered PTSD Scale for DSM-IV; LEC-5 = Life Events Checklist; PCL-R = PTSD Checklist-Specific; IES-R = Impact of Events
Scale Revised; PTCI = Posttraumatic Cognitions Inventory; PCL-M = PTSD Checklist — Military Version; PCL-S = PTSD Checklist (PCL-S); PCL-5 = PTSD Checklist
for DSM-5; PCL-C = PTSD Checklist-Civilian Version; PSS-I-5 = PTSD symptom scale — interview for diagnostic statistical manual (DSM)-5; SCID-4 = Structured
Clinical Interview for DSM-IV —Research Version; SCL-6 = Symptom Checklist-6; TSC-40 = Trauma symptom checklist-40; WAAM = Weekly avoidance and
anxiety measure.

ACT process measures: AAQ = Acceptance and Action Questionnaire; AAQ-1l = Acceptance and Action Questionnaire Il; AFQ-Y = Avoidance and Fusion
Questionnaire for Youth; ATQf/ATQb = Automatic Thoughts Questionnaire; BEAQ = Brief experiential avoidance questionnaire; CFQ = Cognitive fusion

2 Data for four participants meeting the clinical cut-off indicative of a diagnosis of PTSD were extracted for the purpose of this review.
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guestionnaire; FFMQ = The Five Facet Mindfulness Questionnaire; KIMS = Kentucky Inventory of Mindfulness Skills; VLQ = Valued Living Questionnaire;
WBSI = White Bear Suppression Inventory.

Other measures: ADIS = Anxiety Disorders Interview Schedule; AUDIT = Alcohol Use Disorders Identification Tool; BAI = Beck Anxiety Inventory; BDI-Il = Beck
Depression Inventory-Il; CEQ = Treatment Credibility and Expectancy Questionnaire; ComQol-S5 = Comprehensive Quality of Life Scale-Student version;
CSQ-8 = Credibility/Expectancy Questionnaire; CSQ = Client Satisfaction Questionnaire; DAST = Drug Abuse Screening Test; MINI = Mini-International
Neuropsychiatric Interview; PHQ-9 = Patient Health Questionnaire—9; PANSS = Positive and Negative Syndrome Scale for Schizophrenia; STLFB = Self-
administered Timeline Follow back; SCID-5 = Structured Clinical Interview for DSM-V —Research Version); SCID-1/P W/PS = Structured Clinical Interview for
DSM-IV Axis | disorders, Patient version, with Psychotic Screen; TEI-SF = Treatment Evaluation Inventory—Short Form; VR-12 = Veterans SF-12 Health Survey;
] WHOQOLBREF = World Health Organization (WHOQ) Quality of Life Scale, Brief; WHODAS 2.0 = WHO Disability Assessment Schedule 2.0.

23



THE EFFICACY OF ACCEPTANCE AND COMMITMENT THERAPY...

Sample Characteristics

The sample size ranged from one to sixty-three participants across the studies. The age
range of participants was from 12 to 65 years, with studies predominantly conducted with adults
(>18 years, n=9) compared to adolescents (12-17 years, n=1). Taken together, gender was

reasonably balanced across the studies (53.80% males).

Attrition

All studies reported attrition data, with the five case-study and case series designs reporting
no drop-out. Six studies reported attrition rates ranging from 18.2% (Wharton et al., 2019b3) to 57%
(Hermann et al., 2016). On average, a greater percentage of participants dropped out of group

interventions (mean = 38.88%) compared to individual interventions (mean = 12.01%).

Study Design and Treatment Conditions

Of the ten studies, five used within-group designs; four of these within-group designs were
pilot studies. Two of the included ten studies were case studies, two used case series designs and
one used a between-group design. Only one study used a control group, with a treatment as usual
(TAU) comparison. Individual ACT interventions were reported in seven studies, with the number of
sessions ranging from ten to twenty-one sessions. Three studies assessed group ACT interventions
with a range of four to twelve sessions. Of the five studies that reported the amount of time per
session, individual interventions ranged from fifty to sixty minutes and group interventions ranged

sixty to ninety minutes in length.

3 Wharton et al. (2019) reported two independent studies in their paper. For ease of understanding in this
report, the first research study reported in their paper is referred to as Wharton et al. (2019a) and the second
research study reported is referred to as Wharton et al. (2019b). Table 1 refers to these research projects in
further detail.

24



THE EFFICACY OF ACCEPTANCE AND COMMITMENT THERAPY...

Diagnosis of PTSD and PTSD Measures

Heterogeneity in methods of measurement of PTSD was high across studies. Nine out of ten
studies reported that participants were diagnosed with PTSD, although only six reported which
diagnostic tool had been used (Codd et al., 2011; Hermann et al., 2016; Meyer et al., 2018; Roche,
2020; Twohig, 2009; Woidneck et al., 2014) and all but Twohig (2009) reported the outcome scores
of these assessments. Boals and Murrell (2016) screened participants for eligibility using a cut-off
score of 244 on the PTSD Checklist (PCL-S; Blanchard, Jones-Alexander, Buckley & Forneris, 1996).
For the studies that did not report the method of diagnosis, the outcome score of the diagnostic
interview, or use a PTSD specific diagnostic tool, participants scored > 44 on versions of the PCL
(Codd et al., 2011; Twohig, 2009; Wharton et al., 2019a; Wharton et al., 2019b) and = 33 on the IES-R
(Impact of Events Scale-Revised; Jansen & Morris, 2017). While the self-report screening measures
used are not able to fully support a formal diagnosis of PTSD, the clinical cut-off of 2 44 for the PCL
has demonstrated a diagnosis efficiency of 0.90, sensitivity of 0.94 and specificity of 0.86 of those
who had been diagnosed using the ‘gold-standard’ Clinician Administered PTSD Scale (CAPS;
Blanchard, Jones, Alexander, Buckley & Forneris, 1996) and a cut off of > 33 for the IES-R
demonstrated the highest diagnostic power when measured against the PCL, with an overall
diagnostic power of 0.88, sensitivity of 0.91 and specificity of 0.82 (Creamer, Bell & Faila, 2003). The
screening measures, however, do not assess whether the event that led to the current symptoms
being experienced meet the criteria of ‘traumatic’ as defined by the Diagnostic and Statistical
Manual of Mental Disorders, 4™ Edition (DSM-IV ; APA, 1994) or DSM-V (APA, 2013). Three studies
(Hermann et al., 2016; Meyer et al., 2018; Woidneck et al., 2014) explicitly reported whether
traumatic events met DSM-IV or DSM-V criteria. Six studies (Codd et al., 2011; Jansen & Morris,
2017; Roche, 2020; Twohig, 2009; Wharton et al., 2019a; Wharton et al., 2019b) gave detail of the
trauma experienced but did not specify whether this met DSM criteria.

Measures used to assess change in PTSD scores/symptoms to review the efficacy of the ACT

intervention varied across the studies. Self-report measures only were used to assess changes in
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PTSD symptoms in half the studies (n = 5), with four of these (Boals & Murrell, 2016; Jansen &
Morris, 2017; Twohig, 2009; Wharton et al., 2019b) using one measure and one using two measures
(Wharton et al., 2019b). Five of the studies repeated the diagnostic interview and used self-report
measures to assess change in PTSD scores/symptoms after the ACT intervention. A total of fifteen
PTSD measures were used across the ten studies. Versions of the PTSD Checklist (PCL) were used
most often (n = 8).

The inconsistencies in diagnosis and methods of assessment across the studies were
reflected in the language used about PTSD and outcomes following ACT interventions. Six studies
referred to changes in PTSD symptoms as the outcome (Boals & Murrell, 2016; Jansen & Morris,
2017; Meyer et al., 2018; Wharton et al., 2019a; Wharton et al., 2019b; Woidneck et al., 2014), three
referred to changes in scores for PTSD (Codd et al., 2011; Hermann et al., 2016; Roche, 2020) and
Twohig (2009) referred to changes in the severity of PTSD symptoms. The authors’ language has

been used throughout this review to reflect these inconsistencies.

ACT Process Measures

Of the ten studies, nine measured ACT processes and one (Boals & Murrell, 2016) measured
none. The Acceptance and Action Questionnaire Il (AAQ-Il; Bond et al., 2011) was used most often
by the included studies (n = 4). In four studies, only one measure of ACT processes was used, in one

study two measures were used and four studies used three measures.

Other Measures
Studies also included assessment of anxiety (n = 2), depression (n = 4), alcohol and drug use
(n =2), quality of life (n = 2). Individual studies measured event centrality, psychosis, negative

automatic thoughts and functioning and physical disability.
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(1i) What is the Quality of the Research into the Effectiveness of ACT as an Intervention for PTSD?
The POMRF (Ost, 2008) was used to assess the quality of studies. Ost (2008) does not report
cut-off scores for this quality assessment tool, however, previous systematic reviews (e.g. Graham,
Gouick, Krahe & Gillanders, 2016) have used the half-way score on the POMRF to identify higher-
quality studies. This indicator of study quality (n = 22 points) was used for the current study. The
highest quality study (Meyer et al., 2018) achieved a score of 24/44. Study quality was generally low
(M =16.5, SD = 3.14, range = 14-24) with just two of the ten studies (Hermann et al., 2016; Meyer et

al., 2018) achieving more than half of the available points on the POMRF.

Methodological Components

Several methodological strengths were evident across studies. All but three studies used
outcome measures which measured the full range of symptom clusters of PTSD outlined in DMS-V:
intrusion; avoidance; negative mood and cognitions; altered levels of arousal and reactivity. The
remaining three studies measured the full range of symptom clusters of PTSD in version of the DSM
manual available at the time (DSM-1V; intrusion; avoidance; altered levels of arousal and reactivity).
All studies demonstrated at least a fair attempt to use a sample representative of those who may
seek treatment for PTSD, with all but three (Meyer et al., 2018; Wharton 2019a; Wharton 2019b)
including participants meeting criteria for other major psychiatric disorders. Nine studies received a
rating of at least fair for handling of attrition, with no dropout for the four studies which used case
study and case series designs. An analysis of dropout data was reported by five studies (Hermann et
al., 2016; Meyer et al., 2018; Wharton et al., 2019a; Wharton et al., 2019b; Woidneck et al., 2014),
however, in all five an intention to treat analysis was omitted. Eight studies (Codd et al., 2011;
Hermann et al., 2016; Jansen & Morris, 2016; Meyer et al., 2018; Twohig, 2009; Wharton et al.,
2019a; Wharton et al., 2019b; Woidneck et al., 2014) reported enough information to guide
replication of the intervention delivered, with all but two of these (Meyer et al., 2018; Woidneck et

al., 2014) identifying the manuals used to develop the study’s treatment protocol. Five studies made
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fair attempts to control for concomitant treatments through ensuring participants’ medications
were stable and they were not receiving any other psychological interventions during the course of
the study.

Certain methodological components were generally unreported across studies, for example,
of the studies that used clinician-rated measures as outcome measures (n=6), three did not report
the assessors’ training in the use of the assessment measure (Codd et al., 2011; Jansen & Morris,
2017; Roche, 2020) and none reported the inter-rater reliability of the assessor’s rating. Hermann et
al. (2016) and Meyer et al. (2018) reported use of independent assessors but only one condition was
used in each and there were no reports of assessor accuracy. Five studies used at least two
therapists (Boals & Murrell, 2016; Hermann et al., 2016; Meyer et al., 2018; Wharton et al., 20193;
Wharton et al., 2019b) but none analysed potential differences in therapist outcome. Six studies
(Codd et al., 2011; Hermann et al., 2016; Meyer et al., 2018; Twohig, 2009; Wharton et al., 20193;
Wharton et al., 2019b) scored the maximum score for therapist levels of training and experience
through the use of practicing therapists with experience of the intervention and the disorder.
Treatment adherence, however, was only monitored in three studies (Boals & Murrell, 2016;
Hermann et al., 2016; Woidneck et al., 2014) and checks for therapist competence was only
reported in four (Codd et al., 2011; Hermann et al., 2016; Meyer et al., 2018; Woidneck et al., 2014).
Only one study used assignment to more than one condition (Boals & Murrell, 2016), however a
small sample size was used and the random assignment of participants was changed during the
study. This study also failed to provide a full description of TAU, including the number of hours
received. In terms of participant samples, there was variation in the description of participants, with
five studies omitting reports of comorbid diagnoses of participants (Boals & Murrell, 2016; Hermann
et al., 2016; Meyer et al., 2018; Wharton et al., 2019a; Wharton et al., 2019b).

With reference to statistical analyses, five studies reported raw scores on measures without
any analysis, these were the case studies, case series and one of the within-group (Woidneck et al.,

2014) study designs. None of the ten studies calculated a priori power analyses. Jacobson’s statistical
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criteria were only used by Jansen & Morris (2017) to statistically calculate the clinical significance o

changes in outcome measures. Only one study reported long-term follow-up (212 months; Roche,

f

2020). Of the six studies that used a shorter-term follow up period of less than twelve months, there

was considerable heterogeneity in terms of the length of time between post- treatment assessment

and follow-up, ranging from six weeks (Boals & Murrell, 2016) to eight months (Codd et al., 2011),

with three months being the most common length of time (n = 4).

(iii) What is the Efficacy of ACT as an Intervention for PTSD?
The included studies sought to improve PTSD symptoms/reduce scores on PTSD measures
plus a further range of outcomes. Table 2 outlines the main outcomes of the studies. The following

section provides a synthesis of the outcomes.
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Table 2

Summary of Study Outcomes and Quality Ratings

score

PTSD symptoms

ACT processes

Other

Study N  Design POMRF
Boals & Murrell 63 BG 16
(2016)

Codd, Twohig, 1 CSies 15
Crosby & Enno

(2011)

Hermann, 21 WG 24

Meyer, Schnurr,
Batten & Walser
(2016)

Self-reported

ACT group significant | compared to
control group pre- to post- but no
significant difference with control pre- to
FUP

Clinician-rated

Self-reported

| scores for PTSD symptoms to below
clinical cut-off at post- and FUP
Clinician-rated

Self-reported
l scores for PTSD (n=6)

1 PTSD symptoms (n=3)

Clinician-rated

| scores for PTSD pre- to post- (Clinically
Significant Change (n=2))

n=1 out of 8 completers no longer met
diagnosis

Self-reported
T psychological inflexibility post-

| in avoidance behaviours

Self-reported
T valued living (n=7), 27.3-229.9%

| valued living (n=2), -8.3 --13.5%
| psychological inflexibility

Self-reported

Event centrality: ACT group significant |
compared to control group pre- to post-
but no significant difference with control
pre- to FUP

Depression: ACT group significant |
compared to control group pre- to post-
but no significant difference with control
pre- to FUP

Clinician-rated

Self-reported

Clinician-rated
| anxiety at post-

Self-reported
Non-significant change in number of days

drinking. Mean number of drinks T 6/ | 3
Minimal mean changes in health-related
quality of life.

Clinician-rated

Diagnosis of alcohol dependence | to
alcohol abuse (n=3), n=1 no longer met
diagnosis for alcohol abuse, n=1
maintained alcohol dependence

| drug dependence from n=2 to n=1
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Study N  Design POMRF  PTSD symptoms ACT processes Other
score
Jansen & Morris 3 CSies 15 Self-reported Self-reported Self-reported
(2017) | SR PTSD, Reliable Change Index, p<0.05 | psychological inflexibility | depression (d=0.5, post-; d=0.44, FUP),
pre-to FUP Reliable Change Index, p<0.05 pre-to FUP  Reliable Change Index, p<0.05 pre- to FUP
100% no longer met diagnosis at post- and | anxiety, Reliable Change Index, p<0.05
FUP pre- to FUP
Clinician-rated Clinician-rated
- | psychosis, Reliable Change Index,
p<0.05 pre-to FUP
Meyer et al. 43 WG 23 Self-reported Self-reported Self-reported
(2018) Significant | PTSD symptoms, d = 0.96 Significant | experiential avoidance at Significant | alcohol symptoms;
post-, maintained at FUP, d=0.88 post- and FUP. Significant | drinks and heavy drinking
N=6 no longer met diagnosis for PTSD, Non-significant | psychological days (d mean =0.91, d range 0.65-1.30)
significant | , p=0.012 inflexibility post- and FUP. Significant T quality of life (d=0.55, post-;
Clinician-rated d=0.56, FUP)
Significant | PTSD symptoms, d=0.79 Significant | functional disability at FUP
post- (d=0.52)
Significant | depression at post-(d = 0.50)
and FUP (d = 0.44)
Clinician-rated
Significant | alcohol dependence
Roche (2020) 1 CS 14 Self-reported Self-reported Self-reported
| severity of PTSD scores, below clinical | cognitive fusion at post-, FUP1, FUP2 | anxiety, below clinical cut-off at FUP2
cut-off at FUP2 1 valued living at post-, FUP1, FUP2 | depression, below clinical cut-off at
Clinician-rated post-, FUP1 and FUP2
| severity of PTSD scores, no longer met
diagnosis at post-, FUP1 or FUP2 Clinician-rated
Twohig (2009) 1 CS 13 Self-reported Self-reported Self-reported

| PTSD severity to below clinical cut-off
| trauma-related thoughts and beliefs
Clinician-rated

| psychological inflexibility

| anxiety and depression
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Study N  Design POMRF  PTSD symptoms ACT processes Other
score
Wharton et al. 19 WG 16 Self-reported Self-reported Self-reported
(2019) | PTSD symptoms. Significant change pre- Non- significant T mindfulness skills Non- significant | believability and
Pilot 1 to post-, p<0.05 Non- significant | thought suppression frequency of negative automatic thoughts
Clinically significant change=6 participants Clinician-rated
Symptom clusters: significant | -
avoidance, p<0.05 only with non-
significant change in hyperarousal and re-
experiencing
Clinician-rated
Pilot 2 11 WG 16 Self-reported Self-reported Self-reported
| PTSD symptoms. Significant change Significant | psychological inflexibility Significant T physical quality of life
pre- to post-, p<0.05; significant change Significant | thought suppression Clinician-rated
pre- to FUP, p<0.05 -
Clinically significant change=5 participants
Symptom clusters: significant |
avoidance, p<0.05; significant |
hyperarousal, p<0.05; non- significant
change for re-experiencing
Clinician-rated
Woidneck, 10 WG 16 Self-reported Self-reported Self-reported
Morrison & | PTSD symptomology | cognitive fusion pre- and post- 1 quality of life post- and FUP

Twohig (2014)

Clinician-rated

| PTSD symptomology

75% no longer met diagnosis at post-,
100% no longer met diagnosis at FUP.

Clinician-rated

Note: FUP = follow-up measure; PTSD = posttraumatic stress disorder; post- = post-treatment measure; pre- = pre-treatment measure.
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PTSD Symptoms/Scores on PTSD Measures

All ten studies observed an overall reduction in self-reported PTSD symptoms/scores for
PTSD following ACT interventions. The highest quality studies (Hermann et al., 2016; Meyer et al.,
2018) used within-group designs. Meyer et al. (2018) reported a follow-up pilot study to Hermann et
al.’s (2016) manual development trial. Hermann et al. (2016) used a group format for participants
with comorbid PTSD and SUD, while Meyer et al. (2018) trialled the manual at an individual level for
participants with comorbid PTSD and AUD. Hermann et al. (2016) found that, on average, scores for
clinician-rated and self-reported PTSD reduced post-intervention. On a participant level, the CAPS
data showed clinically meaningful change for two out of nine participants and that only one of eight
of the completers with CAPS data no longer met diagnostic criteria for PTSD post-intervention.
However, the statistical significance of these differences was not reported, so these differences may
have been due to chance. Meyer et al. (2018) reported a significant decrease in both clinician-rated
and self-reported PTSD symptoms at post-intervention (d=0.79, d=0.96, respectively), with
reductions still evident at follow up.

In a slightly lower quality study, Boals and Murrell (2016) evaluated a four session ACT group
for adults who had experienced physical and/or sexual abuse. This was the only study to compare an
ACT intervention with a control group. Results showed a significantly greater reduction on self-
report screening measures for PTSD for the experimental group receiving ACT plus TAU immediately
after intervention, but no significant difference between the groups at follow up. No group received
just ACT, so it was unclear whether it was the ACT intervention or the combination of the ACT and
TAU that resulted in the change observed.

Two low-quality within-group design studies recruited military veterans attending specialist
PTSD clinics (Wharton et al., 2019a; Wharton et al., 2019b). The intervention for these studies
focused on participants with existing PTSD diagnoses and provided no data about comorbid
diagnoses. Wharton et al. (2019a) observed a statistically significant reduction in self-reported PTSD

symptoms pre- to post-intervention following a pilot trial of a group-based ACT intervention. Four
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out of ten participants showed clinically significant and reliable reduction in PTSD measures
following the intervention. In a similarly low-quality study, Wharton et al. (2019b) trialled an
individual ACT intervention for participants that had previously refused or dropped out of exposure-
based PTSD interventions. Clinically significant change and reliable pre- to post-intervention change,
as defined by a change of 10-20 points on the PCL, was observed for five out of nine participants.
Further analysis of symptom clusters indicated significant reduction in self-reported avoidance and
hyperarousal symptoms and no significant change for re-experiencing symptoms. These pilot studies
had small sample sizes, with a limited age range of above 50 years and Wharton et al.’s (2019a)
sample size was further impacted upon by the loss of four participants’ data in a flood.

Another low-quality study using a within-group design was the only study that recruited
adolescents (n=7; aged 12-17 years; Woidneck et al., 2014). Clinician rated and self-report PTSD
measures were used to assess the efficacy of ACT for PTSD for adolescents. Samples were recruited
from the community and an inpatient setting. For the purpose of this review, data for only those
participants that were described by the authors as meeting diagnostic criteria for PTSD, as assessed
by the CAPS-CA diagnostic interview, was extracted (n=5), with the data of two participants, who
were reported by Woidneck et al. (2014) to not meet the clinical cut-off for hyperarousal symptoms
on self-report and clinician-rated scales, omitted. PTSD symptomology was reported to have reduced
in frequency and intensity on clinician-rated and self-reported measures at post-treatment and
improvements continued at three month follow up. No statistical analyses of the significance of
observed reductions in PTSD symptomology was reported. Small sample sizes of just three
community participants and two inpatient participants were extracted from the study for this
review. The participants recruited from an inpatient setting were also receiving TAU for eating
disorders which may have diluted the effect of the ACT intervention.

The lowest quality studies used case study and case series designs. These designs
intrinsically have lower ecological validity due to their small sample size (Swain, Hancock, Dixon &

Bowman, 2015). The POMRF quality assessment tool assesses a range of factors affecting
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methodological quality of studies; case series and case study designs were therefore not
automatically ranked as low-quality studies. The two case studies reported individual ACT
interventions for females that, following intervention, no longer met the cut-off on self-report
measures for a possible diagnosis of PTSD. Roche (2020) reported on an ACT-based guided self-help
intervention for a participant diagnosed with PTSD following a traumatic brain injury (TBI). Results
indicated a reduction in clinician rated and self-reported PTSD severity scores, with the participant
no longer meeting criteria for formal diagnosis at three month follow up. Twohig (2009), reported a
decrease in self-reported PTSD severity to within one standard deviation of non-PTSD population
norms at post-intervention in a patient with chronic (>12 months) PTSD. There was no quantitative
follow-up. The participant had completed a course of CBT just before the ACT intervention, however,
which may have led to an additive effect of ACT and CBT.

The two case series designs (Codd et al., 2011; Jansen & Morris, 2017) reported that their
participants were below clinical cut-off indicative of PTSD diagnoses at post-intervention and follow
up, although Codd et al. (2011) assessed this using a clinician-rated diagnostic tool while Jansen and
Morris (2017) used a self-report screening tool. Both reported on three consecutive referrals. Data
for the one participant meeting diagnostic criteria for PTSD was extracted from Codd et al.’s (2011)
study. This female participant received a thirteen session ACT intervention for PTSD following
experiencing violence and sexual abuse as an adult. Following the intervention, self-reported scores
for PTSD reduced. Jansen & Morris (2017) assessed an ACT intervention for three consecutively
referred clients with comorbid diagnoses of PTSD and first episode psychosis. Reliable Change
Indices (RCI; Jacobson et al., 1984) between pre-were calculated by the authors to assess whether
the differences in pre- to post-treatment scores were statistically significant and therefore clinically
meaningful (Ferguson, Robinson & Splaine, 2002).

Overall, these low-quality studies indicated a reduction in PTSD symptoms following an ACT

intervention, with some reporting significant changes.
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ACT Processes

Nine studies measured ACT processes. Six directly measured change in psychological
inflexibility using the AAQ and AAQ-Il and all but one (Codd et al., 2011) saw a decrease in
psychological inflexibility following the ACT intervention. Codd et al. (2011) reported an increase in
psychological inflexibility following the ACT intervention. Hermann et al. (2016) and Roche (2020)
also measured valued living and cognitive fusion, observing an improvement (increase and decrease,
respectively) in both these ACT processes. Wharton et al. (2019a) observed an increase in
mindfulness skills. Wharton et al. (2019b) identified a reduction in attempts to suppress thoughts by
participants.

Only Meyer et al. (2018) reported correlations between changes in the ACT process
measures, PTSD scores and quality of life and other variables. The results showed that lower
experiential avoidance and psychological inflexibility were associated with lower PTSD scores,
physical disability and mental health, and better functional ability. Lower psychological inflexibility
was also associated with less alcohol and drug use. Twohig (2009) made brief references to changes
in psychological flexibility and PTSD severity but did not report statistical analyses or correlations
between these outcomes.

Overall, the included studies demonstrated that ACT interventions for PTSD improved
psychological flexibility. The quality of the studies and the heterogeneity in the concepts measured
and measures used, however, limit the generalisability of these results. There was limited analysis of
the relationship between the changes in psychological flexibility and the outcomes of interest in the
studies. Assessment of change in ACT processes as a result of direct intervention and how this
relates to the study outcomes is important and has been recommended by researchers to allow

tailored evidence-based interventions (Hulbert-Williams, Beatty, & Dhillon, 2018).
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Comorbid Diagnoses

All measures of comorbid diagnoses showed improvements in symptoms post-intervention,
including studies assessing anxiety (n = 4), depression (n = 5) and psychosis (n = 1). Reductions in
alcohol use were identified by both Hermann et al. (2016) and Meyer et al. (2018) upon removal of

one participant’s data who underreported alcohol use pre-intervention (Hermann et al., 2016).

Discussion

The aims of the current review were to: (i) investigate the current nature of efficacy research
for ACT for PTSD; (ii) investigate the quality of this research; (iii) assess the efficacy of ACT as an

intervention for PTSD.

(i) Current nature of efficacy research for ACT for PTSD

The studies that met inclusion criteria for this current review applied ACT for PTSD/PTSD
symptoms, comorbid PTSD and SUD and comorbid PTSD and Psychosis. Participants were recruited
from diverse populations including military veterans; those who have experienced violence or abuse
(physical or sexual) as children or adults; TBI; and adolescents.

Overall, PTSD was poorly defined in the included studies. Only six studies reported use of a
diagnostic interview to diagnose participants with PTSD at baseline. Three of these six studies used
versions of the “gold-standard” CAPS. Problems were found in the other studies in terms of
measurement of PTSD (e.g. lack of information about whether assessors were trained, reporting the
existence of a clinical diagnosis only without information about how it was assessed, reporting on
clinical cut-offs on self-report measures rather than formal diagnostic interview, lack of assessment
of whether the experienced traumatic event(s) met DSM criteria). The lack of formal diagnosis of
PTSD reduced the quality ratings of these studies and makes comparing results between the studies
difficult (Ost, 2014). McDonald & Callhoun (2010) have advised against the use of the PCL without a
follow-up diagnostic interview to rule out possible comorbid conditions, such as depression. There is

a risk that the use of screening tools may lead to a significant percentage of false positives (Yeager et
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al., 2007) and comparing studies which do not use a formal diagnostic instrument may therefore be
comparing different presentations. Although the authors refer to PTSD/PTSD symptoms throughout
the research articles, it is difficult to know for certain whether participants deemed eligible for the
research met full diagnostic criteria for PTSD.

The high levels of heterogeneity between PTSD measures to assess the efficacy of ACT
interventions used across the studies also makes comparison of results difficult. Five studies based
outcomes on self-report screening measures only, with only five using a combination of self-report
measures and repeated diagnostic interviews. The advice for researchers, however, is to use multi-
modal assessment of PTSD through the use of both clinician-rated and self-report measures
(Anthony & Barlow, 2002; Keane, Weathers, & Foa, 2000; Kulka, Schlenger, Fairbank, & Jordan,
1991). Monson et al. (2008) demonstrated that multi-modal assessment captures important
information and that participants may report a greater improvement in PTSD symptoms on self-
report measures than clinician rated measures. Multi-modal assessment of PTSD has been
recommended in order to establish whether the reliance on self-report measures in the current
literature has led to overly positive interpretations of the data.

There was also a high level of heterogeneity of ACT process measures used across studies.
Interestingly, one study (Boals & Murrell, 2016) did not measure changes in any ACT processes, with
no clear rationale for this omission. The primary aim of any ACT intervention is to increase
psychological flexibility, with a reduction in symptoms of psychological distress argued to be a
secondary effect of the intervention (Orsillo & Batten, 2005). Outcome measures used for ACT
interventions should therefore assess changes in psychological flexibility alongside symptom
reduction. Positively, the remaining nine studies made attempts to do this by assessing changes in at
least one of the core ACT processes which contribute to psychological flexibility. However, the
relationship between the changes in psychological flexibility processes and symptoms was
statistically analysed by Meyer et al. (2018) only. Through measurement of underlying core

processes, these studies supported the investigation and identification of the mechanisms of change
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in ACT interventions. This has been identified as an important process to allow the testing of
underlying theories and identification of how and why change is seen following ACT interventions
(Kazdin, 2007). The mechanisms identified can therefore be targeted in interventions, improving the
outcomes and time of cost effectiveness of interventions and improve methods of evaluation
(Kazdin, 2007; Kraemer, Wilson, Fairburn, & Agras, 2002; Preacher & Hayes, 2008). Forman et al.
(2012) noted that ACT studies are more likely to assess mechanisms of change than studies
investigating cognitive therapies, including CBT (Arch & Craske, 2008).

Although the inclusion of process measures was a positive for most studies, the
psychometric properties of measures needs to be considered. The AAQ-Il was the most commonly
used measure of ACT processes, with four studies reporting its use. The AAQ-II has been criticised as
itis likely that it provides a measure of psychological distress rather than of experiential
avoidance/psychological inflexibility (Wolgast, 2014). Francis, Dawson & Golijani-Moghaddam (2016)
found evidence to suggest that the AAQ-Il only measures acceptance/experiential avoidance and
defusion/fusion processes, failing to measure four of the six core ACT processes described by Hayes
et al. (2011): contact with the present moment; values; committed action; and self as context. In the
absence of studies including a comprehensive measure of psychological flexibility, it is not possible
to either support or refute Orsillo and Batten’s (2005) proposal that the reduction of avoidance and
increase in psychological flexibility improves the quality of life of an individual with PTSD. It was also
evident from the review that even when other measures were used as well as the AAQ-II, the
combination of measures did not cover all ACT subprocesses; further, there is no conceptual or
empirical support for combining separate measures (Francis et al., 2016). While the authors that
used multiple measures reported the outcomes separately, it is important to note that the measures
were not designed to inter-relate to capture the overall process of psychological flexibility (Francis et

al., 2016).
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(ii) Investigate the quality of the efficacy research for ACT for PTSD

Overall, this current review identified the quality of evidence for ACT for PTSD as low,
limiting the external validity of the results. Whilst this review is the first to investigate the evidence
for ACT for PTSD, other systematic reviews and meta-analyses for ACT in other areas have also noted
the generally low quality ACT studies (e.g. Graham et al., 2016; Ost, 2008; Ost, 2014; Swain,
Hancock, Hainsworth & Bowman, 2013).

The large number of studies using case study and case series designs included in this review
is consistent with other ACT reviews. These study designs have been criticised by researchers for
lacking control conditions and having small sample sizes (e.g. Swain et al., 2015). The case study and
case series designs included in this review, however, used multiple baseline and follow-up
assessments as pseudo controls. The use of multiple baseline measures increases experimental
control for effects of time and regression to the mean (Yadavaia & Hayes, 2012) with each
participant acting as their own control (Morgan & Morgan, 2001). These single case designs also act
as important precursors to more rigorous larger-scale trials by indicating possible efficacy of
interventions. They also allow a more tailored intervention for individuals with more ‘complex’
difficulties, often with comorbid conditions. It is worth noting that the included studies recruited
participants with more ‘complex’ presentations than in many other research trials for evidence-
based interventions for PTSD (Bisson et al., 2013), increasing the external validity of the trials versus
the current evidence-base.

Another important weakness within the reviewed studies, is that a number of
methodological components were left unreported, such as information about the assessor’s level of
training, the use of appropriate statistical analyses and assessment of treatment adherence. This
was also noted to be a limitation of other ACT studies by Ost (2014) in a review of RCTs of ACT
interventions. He considered whether it was an effect of the word limits imposed by editors. In this
current review, the unreported information may also reflect the pilot status of many included

studies (n =4).
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One other key problem of the current research was missing information about the content
of the intervention. While eight studies outlined enough information to replicate the interventions
delivered and six studies signposted to manuals and protocols, the information provided varied
amongst the studies and it is therefore difficult to identify whether participants were receiving
similar ACT interventions for PTSD symptoms.

Another factor limiting conclusions about the efficacy of ACT for PTSD is that it is not
possible to determine whether the changes seen in the studies without control groups (n = 9) were
due to the intervention received, the passage of time or other non-specific effects. While some
studies used a follow up measure (n = 8), multiple baseline measures, as seen in the included case
study and case series design studies, session by session measures or different types of measures
must be used alongside a follow up measure, to control for natural dissipation of symptoms and
spurious factors. The absence of studies comparing ACT interventions to current evidence-based
interventions such as TF-CBT or EMDR is a significant limitation. Only Boals & Murrell’s (2016) study
compared ACT against another treatment, using TAU as a comparator. However, this study provided
little information about what TAU was and participants in the experimental group received TAU plus
the ACT intervention, and therefore an increased number of treatment hours compared to the
control group. Ost (2008; 2014) has recommended that TAU is not used as a comparison group in
efficacy studies for ACT; as TAU is often not recorded, it is difficult to rate the adherence and
competency of therapists delivering TAU, and there is often a disparity between the number of

hours in active treatment between TAU and experimental groups.

(iii) Assess the efficacy of ACT as an intervention for PTSD

All studies indicated an overall reduction in PTSD symptoms or scores on PTSD measures
following ACT interventions for PTSD. Nine studies measured ACT processes and all but one (Codd et
al., 2011) showed an overall improvement in measures of the processes contributing to

psychological flexibility. In summary, the emerging evidence demonstrates some initial support for
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the suggestion that ACT is a suitable intervention for PTSD (Batten & Hayes, 2005; Orsillo & Batten,
2005; Walser & Hayes, 2006; Walser & Westrup, 2007) but further research using more rigorous
methods is now warranted in order to make more definitive conclusions about the efficacy of ACT

for PTSD.

Clinical and Research Implications

This current review identified research into ACT interventions across a number of
populations with often complex presentations of PTSD, and overall findings suggest that that ACT
may be an efficacious intervention for PTSD in these populations. However, many studies identified
were low quality limiting the certainty with which conclusions about efficacy be drawn. There is a
need for studies with greater methodological rigour, such as RCTs using larger sample sizes with a
priori power calculations to increase reliability of statistical analyses. To increase generalisability, it
will be important to assess the efficacy of ACT interventions for all trauma types and for more
populations and age ranges. ACT interventions should be compared to other active interventions to
investigate the effect of any nonspecific treatment factors on outcomes or therapeutic components
which are not specific to ACT, such as therapeutic alliance and time in therapy. The use of control
groups is also required to control for confounding variables such as spontaneous recovery, contact
time, and demographic variables (Jansen & Morris, 2017).

When planning future research, careful consideration should also be given to measures
used. Multi-modal assessment measures should be used, with PTSD being formally diagnosed (Ost,
2014) in participants by appropriately trained assessors using “gold-standard” measures such as the
CAPS and SCID. A more comprehensive measure of psychological flexibility than the AAQ-II should be
used, for example, the Comprehensive Assessment of Acceptance and Commitment Therapy
Processes (ComPACT, Francis et al., 2016) which assesses a broader spectrum of ACT processes.
Measures of individual ACT processes should not be combined to draw conclusions about changes in

psychological flexibility as there is no research to suggest that this is a comprehensive way of
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measuring psychological flexibility (Francis et al., 2016). Rather than one-off pre- and post-
intervention measurement, session by session measures should be considered to allow for more
robust analyses and which allow for stronger inferences of causation (Mackinnon, Fairchild & Fritz,
2007). Longer periods of time between post-intervention and follow-up measures should also be
considered, to allow measurement of maintenance of progress over time.
Limitations of the Current Review

To the author’s knowledge, this is the first review of the efficacy research for ACT for PTSD.
A large number of articles were screened against the specific eligibility criteria to answer the
research questions. However, only a small number of studies were included that met criteria, and
several methodological limitations were identified within each study. Published studies only were
used in this current review, with no unpublished literature included, leading to intrinsic publication
bias. While Schmuker et al. (2017) have suggested that the majority of reviews are not affected by
the exclusion of unpublished or grey literature, the sole use of published literature has been
criticised by other researchers (McLeod & Weisz, 2004) for the possibility of leading to an overly

positive interpretation of the results (Swain et al., 2015).

Conclusion

Research into the efficacy of ACT interventions for PTSD is still in its infancy. Many studies
included in this review used case study and case series designs or were pilot trials. Most of the
included studies were of low quality, with only one study using a control condition. There is
therefore not enough evidence to conclude that ACT is an efficacious intervention for PTSD.
However, the results of this preliminary research suggest that there may be an improvement in PTSD
symptoms, or reduction in scores on PTSD measures, following ACT interventions. To enable more
robust conclusions to be drawn about the value of ACT for clients experiencing PTSD, further

research using more rigorous research methods and designs, such as RCTs, must now be conducted.
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Abstract

People who are homeless often have complex needs and experiences of trauma which can lead to
long-term distress and difficulties in relationships with service providers. While there is evidence to
suggest some staff struggle in their roles and experience burnout and symptoms of secondary
traumatic stress, depression, anxiety and stress, a high proportion of individuals are not
experiencing such distress in this work. This study aimed to explore individual factors associated
with lower levels of distress in staff working in homelessness services, to begin to understand what
may buffer against distress for this population. A total of 139 participants from homelessness
services across the UK completed an online cross-sectional survey to measure: psychological
flexibility, empathy (empathic concern and perspective taking), secondary traumatic stress, burnout,
depression, anxiety and stress. Results showed negative correlations between psychological
flexibility and burnout and symptoms of secondary traumatic stress, depression, anxiety and stress.
Negative correlations were found between empathy and depersonalisation and positive correlations
between empathy and personal accomplishment. Regression analyses indicated that psychological
flexibility was a unique predictor of depersonalisation and psychological flexibility and empathic
concern were both independent predictors of personal accomplishment. The results suggest that
experimentally investigating interventions to increase psychological flexibility, and for some,
empathic concern is an important next step in supporting the wellbeing of frontline homelessness
staff.

Keywords: Homelessness staff; psychological flexibility; empathy; burnout; secondary

traumatic stress.
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Introduction

Trauma and Homelessness

Compared to the general population, a disproportionate number of homeless people have
experienced trauma (Hodgson, Shelton, & Bree, 2015; Hopper, Bassuk & Olivet, 2010), with three or
more adverse childhood experiences (ACEs) reported by 66% of homeless people (Evolve Housing &
Support, 2018). Furthermore, 81% reported experiencing at least one traumatic event since the loss
of their home (Evolve Housing & Support, 2018). Sustained exposure to traumatic experiences such
as ACEs and homelessness can lead to long-standing difficulties with interpersonal relationships,
emotional dysregulation, a disorganised or unstable sense of self and negative expectations of
others and the world (Benson & Brennan, 2018; Courtois & Ford, 2013; Wilson, 2004). Common
trauma responses include distrust, anger, self-harm and substance use (Keats, Maguire, Johnson &
Cockersell, 2012) and can contribute to difficult relationships between those who are homeless and
support providers (Campbell, 2006; European Federation of National Organisations Working with the
Homeless, 2017).

Psychologically-informed approaches in homelessness services, such as Psychologically
Informed Environments (PIEs; Johnson & Haigh, 2010) and Trauma Informed Care (TIC) have been
developed with an aim to increase the awareness of homelessness staff of the long-term impacts of
trauma (Hopper et al., 2010). These approaches focus on improving the quality of homelessness
support provision which includes hostels, outreach support and day services. At the heart of these
approaches is the drive to meet the psychological needs of service users and the importance of
trusting, stable and consistent relationships with staff to provide a sense of emotional safety that

supports recovery (Seager, 2011; Woodcock & Gill, 2014).

Working with Trauma and Homelessness
The impact of working with traumatised clients with complex needs has been recognised

across helping professions and includes burnout and secondary traumatic stress (STS; Adams et al.,
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2006; Bride, 2007; Figley, 1995; Knight, 2008; Stamm, 2010; Vachon, Huggard & Huggard, 2015).
Burnout is commonly defined along three dimensions: emotional exhaustion; depersonalisation; and
a reduced sense of personal accomplishment in one’s role (Maslach, Schaufeli & Leiter, 2001).
Emotional exhaustion refers to the feeling of emotional depletion, leaving a staff member unable to
emotionally support others (Wilkinson, Whittington, Perry & Eames, 2017). Depersonalisation is the
result of efforts to distance oneself cognitively and emotionally from work and service users,
perhaps as an attempt to protect the self from perceived threats and demands (Lee & Ashforth,
1990). A reduced sense of personal accomplishment refers to a negative view of the self in relation
to work with service users (Maslach, 2003). STS refers to symptoms resulting from exposure to
details of a client’s trauma history. Such symptoms can include re-experiencing the client’s trauma,
avoidance of reminders of the client’s trauma, and hyperarousal, similar to Posttraumatic Stress
Disorder (PTSD; Bride, Robinson, Yegidis & Figley, 2004; Cieslak et al., 2013). For example, a sample
of child welfare social workers reported burnout rates of 29.8%, with STS reported by 28.8% of the
sample (Salloum, Kondrat, Johnco & Olson, 2015) rates of 25.8% burnout and 70% STS were
identified in a sample of staff in a trauma-focused therapeutic role (Sodeke-Gregson, Holttum &
Billings, 2013). It is therefore likely that staff in the homelessness sector also experience burnout and
STS due to the nature of their roles and exposure to service users’ accounts of experiences of
trauma.

Over the past decade, there have been a number of published qualitative studies providing
rich data about the emotionally laden experience of staff working in homelessness settings, such as
hostels and supported accommodation. In a recent review of ten qualitative studies (Peters, Hobson
& Samuel, 2020), various common themes were found across homelessness settings, including the
impact of witnessing service users’ distress and exhaustion associated with the work. Qualitative
research suggests that staff working in homelessness settings may be at risk of psychological distress

and burnout (Arslan, 2013; Bademci, 2012; Kidd et al., 2007; Phipps et al., 2017).
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Despite the qualitative reports of burnout and STS in homelessness staff, and evidence that
these difficulties are often experienced in other professionals working with traumatised clients,
guantitative research on burnout in homelessness staff is still in its infancy (Maguire et al., 2017).
Similarly, there is very limited research looking at STS in this population. In one of the few published
quantitative studies, Schiff and Lane (2019) found that rates of burnout and STS in a sample of
Canadian frontline homelessness workers were similar to other helping professions, with 24%
reporting levels high enough levels to suggest they were not fit to be working at the time of
completing the survey. An unexpected result of the research was that high rates (33% of the sample)
of PTSD symptoms were also identified. Research investigating factors associated with the risk of
burnout and psychological distress in UK homelessness staff was recently conducted by Lemieux-
Cumberlege & Taylor (2019). Levels of burnout and STS were not significantly higher than general
population norms in this sample, but increased levels of depression and stress were identified. No
correlation was found between any of the outcome variables (burnout, STS, depression, anxiety and
stress) with the hypothesised predictor variables (organisational support, level of experience and
level of education). These studies clearly indicate that some individuals are experiencing burnout
and/or psychological distress but they have not identified factors associated with coping with these
stressful roles. There is therefore, currently, little insight into the underlying individual factors or
coping styles that may buffer against distress for staff working in homelessness services.

In addition to the distress for the individual, reduced wellbeing can lead to staff turnover,
physical health difficulties (Acker, 2010) and time off work (Campbell, 2006). The reduced wellbeing
of staff also has a potential negative impact on service users as burnout can lead to staff becoming
less responsive and more rejecting of their needs (Holmqvist & Jeanneau, 2006), impacting upon the
staff-service user relationship. The negative impact of psychological distress in frontline staff on the
care and support that they can provide to service users suggests that staff may need support to
maintain their wellbeing in homelessness settings. There is, however, limited research assessing the

underlying individual factors that may buffer against distress, which could inform such supportive
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interventions. Developing an understanding of these factors will allow the identification of targets
for interventions to support staff in the homelessness sector and allow them to continue in their
significant role of supporting a vulnerable and marginalised group of society.

Empathy and Workplace Wellbeing

One of the most important individual factors for supporting the development of a positive
staff-service user relationship is empathy (Benson & Brennan, 2018; Block-Lerner et al., 2007; Phipps
et al., 2017). Empathy is considered to be a multi-dimensional construct (Block-Lerner et al., 2007;
Davis, 1996; Decety & Svetlova, 2012) which includes the subcomponents of perspective taking (the
ability to take another’s perspective) and empathic concern (experiencing feelings of concern and
sympathy for others; Davis, 1980).

The association between empathy and staff burnout and psychological distress is a worthy
area of study in homelessness settings. The most common staff interventions delivered in PIEs
include reflective practice, complex case discussion and formulation. These interventions are
believed to increase empathy in staff members towards service users (Division of Clinical Psychology,
2011; Hollingworth & Johnstone, 2014; Maguire, Grellier & Clayton, 2017) and may be delivered in
homelessness settings with the aim of supporting staff and reducing burnout (Keats, Maguire,
Johnson & Cockersell, 2012; Maguire et al., 2017).

Despite current psychological staff interventions to support staff wellbeing targeting
empathy, there appears to be mixed evidence about the relationship between empathy and
burnout. Some studies have found evidence that higher empathy is related to higher rates of
burnout (e.g. Kellner, 2001) whilst others have suggested that it is related to lower rates of burnout
(e.g. Baxter, 1992; Lamothe et al., 2014; Torres et al., 2015). A similar disparity is also present in the
evidence for the relationship between empathy and STS, with some evidence suggesting it is related
to lower rates of STS (Wagaman, Geiger, Shickley & Seagal, 2015), while other researchers have
found it is related to higher rates of STS (MacRitchie & Leibowitz, 2010; Regeher, Goldberg &

Hughes, 2002).
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Psychological Flexibility and Workplace Wellbeing

One of the few processes that has strong evidence to suggest a protective role against
burnout and psychological distress is psychological flexibility. Psychological flexibility is defined as
the willingness to experience thoughts, feelings and memories without attempts to control or avoid
them, in order to live a meaningful life guided by personal values (Hayes, Strosahl & Wilson, 1999).
Duarte and Pinto-Gouveia (2017) proposed that those who are less psychologically flexible may try
to avoid or control unwanted experiences, causing long-term impacts on professional quality of life
and an increase in psychological distress. Six sub-processes are theorised to contribute to
psychological flexibility: contact with the present moment, defusion, self-as-context, acceptance,
values, and committed action. Contact with the present moment refers to noticing and being open to
what is happening at the current time (Harris, 2009). Cognitive defusion defines recognising the
transient nature of thoughts and feelings and not being directed by them (Fletcher, Schoedndorff &
Hayes, 2010). Acceptance is the willingness to experience thoughts and feelings, without attempting
to control or alter them (Twohig, 2009). Self-as-context refers to being able to distinguish between
the self and the transient internal experiences of thoughts, sensations and memories (Harris, 2009).
Values and committed action refers to an awareness of values and the pursuit of these through
values-guided behaviour, despite the difficult thoughts and feelings that may arise in doing so
(Harris, 2009). There is an ever-growing evidence-base indicating that psychological flexibility is
associated with increased psychological, social and emotional wellbeing (e.g. Hayes, Luoma, Bond,
Masuda & Lillis, 2006; Kyllénen et al.,2018; Ruiz, 2012).

Within the workplace, psychological flexibility has been associated with positive outcomes in
the following areas: wellbeing; job satisfaction; mental health; stress (Bond & Bunce, 2000; Flaxman,
Bond & Livheim, 2013); and burnout (e.g. Lloyd, Bond & Flaxman, 2013; Puolakanaho et al., 2018;
Vilardaga et al., 2011). These positive outcomes also apply to the helping professions, with
psychological flexibility found to be associated with lower levels of burnout in nursing staff (Duarte

& Pinto-Gouveia, 2017; Kent, Hochard, & Hulbert-Williams, 2019), substance abuse counsellors
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(Hayes et al., 2004) and support workers for people with intellectual disabilities (Noone & Hastings,
2011).

Psychological flexibility has been documented as a protective factor against the
development of PTSD following exposure to traumatic events (Thompson & Waltz, 2010). STS is
associated with symptoms of PTSD such as intrusive thoughts, avoidant behaviours and heightened
anxiety (Figley, 2013). Avoidance is an explicitly defined attribute of PTSD (Blackledge, 2004) and
includes attempts to avoid trauma-related thoughts. Such “experiential avoidance” (Hayes et al.,
2011) can paradoxically lead to an increase in experiences of trauma-related thoughts, feelings and
memories and increase psychological distress (Walser & Westrup, 2007). More psychologically
flexible individuals are able to relate to these difficult aversive experiences without engaging in futile
attempts to avoid or suppress them; they therefore have more capacity to engage in values-
consistent behaviour, protecting them against psychological distress (Walser & Westrup, 2007).
Thus, when frontline staff in homelessness services are exposed to details of a client’s trauma,
higher levels of psychological flexibility may protect them against the development of STS. To date,

no published research has investigated the association between psychological flexibility and STS.

Psychological Flexibility and Empathy

Very few research studies have linked the concepts of psychological flexibility and empathy.
Vilardaga et al. (2012) proposed that those who are more psychologically flexible are more open to
experiencing difficult thoughts and feelings (such as shame, judgments and personal distress) that
may arise during empathic interactions, leading to more positive social functioning. Conversely, they
proposed that psychological inflexibility would be associated with attempts to reduce the negative
feelings that arise during an empathic reaction, for example, through avoidance of the person or
distancing oneself from others. Based on these hypotheses, they developed a “Three-Step Model”
(Vilardaga et al., 2012), which later became the “Flexible Connectedness Model” (Vilardaga et al.,

2014), outlining that variations in perspective taking, empathic concern and experiential avoidance
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(a sub-process of psychological inflexibility) incrementally contribute to differences in social

wellbeing. See Table 1 for further information.

Table 1

Description of the Possible Combinations of Perspective Taking, Empathic Concern and Psychological

Flexibility and the Outcome of this, According to the Flexible Connectedness Model (Vilardaga et al.,

2014)

Perspective Empathic Psychological Outcome

taking concern flexibility

Low + Low + Low = Unable to understand others’ points of view and to
empathise, so no need to avoid experiencing others’
suffering

High + Low + Low = Understands others’ points of view but unable to
empathise, so no need to avoid experiencing others’
suffering

High + High + Low = Understands others’ points of view and can connect with
their suffering but limited skills in defusing from and
accepting these internal experiences

High + High + High = Understands others’ points of view and can connect with

their suffering, plus can defuse and accept these internal
experiences. Can therefore behave in response to the
needs of others.

The Flexible Connectedness Model has so far not been applied to understanding burnout or
psychological distress. However, the model has been applied to social anhedonia
(displeasure/avoidance of social contact) by Vilardaga et al. (2012), with results showing that
perspective taking, empathic concern and experiential avoidance were all independent significant
predictors of social anhedonia in a student sample. Levin et al. (2016) applied the model to the
understanding of generalised prejudice (biases to multiple outgroups) in a sample of undergraduate
students. Results indicated that each factor uniquely contributed to the prediction of generalised

prejudice in line with the model. The results of these studies might be relevant to understanding
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staff behaviour towards potentially challenging service users. For example, it would be desirable for
support workers not to be socially avoidant or prejudiced towards service users.

The Flexible Connectedness Model may also provide a theoretical explanation of the
contrary findings regarding the relationship between empathy and burnout, and empathy and STS
reported in the literature. Theoretically, according to the model, empathic concern and the ability of
staff to take the perspective of service users might impact on burnout and psychological distress
through a greater understanding of a service user’s point of view, contextualising challenging
behaviour and therefore more job satisfaction. However, it is possible that empathy might also
create difficult feelings for a staff member; a staff member with low psychological flexibility who
listens to a service user’s distress and traumatic experiences may be unable to defuse from these
difficult feelings and thus attempt to avoid them by withdrawing from interactions with service users
or engaging in experiential avoidance. Consistent with this theory, a study of staff health and
wellbeing in physical rehabilitation workers, suggested that staff with higher levels of acceptance of
unwanted thoughts and feelings were more likely to approach situations that may involve service
users’ distress (McCracken & Yang, 2008). Also, any attempts to control difficult feelings are likely to
increase the distress of the individual, whilst also reducing their ability to respond sensitively to the
service user’s needs (Vilardaga et al., 2012). As yet, the process of psychological flexibility, empathy
and psychological distress in the helping professions has not been explored and may offer important
information about burnout and psychological stress and for staff in homelessness services.

Another framework that may provide a theoretical understanding of psychological flexibility
and empathy is a conceptualisation of the relevance of psychological flexibility in compassion
proposed by Atkins and Parker (2012) in a theoretical paper. Atkins and Parker (2012) proposed that
contact with the present moment is essential for noticing another’s distress and therefore increases
the likelihood that an individual will empathise with the distress of another. Research evidence that
mindfulness training increases awareness of cues available in the present moment (Jha, Krompinger

& Baime, 2007; Moore & Malinowski, 2009) supports this hypothesis. Viewing the self as a context
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was outlined as reducing the threat to sense of self associated with emotionally connecting with
another’s pain. In addition, Atkins and Parker (2012) hypothesised that acceptance of unwanted
thoughts and feelings allows individuals to self-regulate when faced with another’s distress and
reduces the likelihood of personal distress, increasing ability for empathic concern.

Given the literature reviewed above, staff interventions that are a key aspect of PIES, such as
reflective practice and complex case discussions, which are hypothesised to have a positive impact
on staff and client wellbeing (Maguire, 2012), may risk eliciting distress or unhelpful coping
strategies (e.g. cognitive avoidance) in staff members with lower rates of psychological flexibility.
Hence, understanding the associations between both psychological flexibility and empathy with
burnout and psychological distress may have implications for the development of staff interventions

in homelessness settings.

The Current Research

The current evidence base suggests that psychological flexibility is associated with positive
mental health and wellbeing, such as reduced burnout, depression, anxiety and stress for those in
the helping professions. It is likely that psychological flexibility is also associated with reduced
symptoms of STS when exposed to others’ experiences of trauma. Although empathy is often
targeted by current psychological interventions for staff, there is mixed evidence about the extent
empathy positively relates to staff wellbeing. There is also evidence to suggest that psychological
flexibility allows individuals to relate more flexibly to difficult thoughts and feelings that may arise
within an empathic relationship, being more open to difficult internal experiences, resulting in
increased social and psychological functioning. However, as yet these associations have not been
tested out in frontline staff in homelessness services. This research therefore aims to investigate
whether psychological flexibility and empathy are associated with reduced burnout, STS, and
associated psychological distress (depression, anxiety and stress symptoms) for frontline staff in

homelessness services. This research will provide a unique contribution to the homelessness services
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literature, as well as the broader literature regarding psychological flexibility and empathy and their
relationship to burnout in workplace settings.

Based on the existing research, the hypotheses for this study were as follows:

1) Psychological flexibility would be associated with lower levels of burnout (emotional
exhaustion, depersonalisation and low personal accomplishment) and lower symptoms of
psychological distress (STS, depression, anxiety and stress).

2) Although the past literature is mixed, on balance it was tentatively hypothesised
that empathy (measured in terms of both empathic concern and perspective taking) would also be
associated with lower levels of burnout (emotional exhaustion, depersonalisation and low personal
accomplishment) and lower symptoms of psychological distress (STS, depression, anxiety and
stress).

Due to lack of prior research, it was not possible to make any specific hypotheses about how
empathy and psychological flexibility are independently associated with burnout and psychological
distress variables. Therefore, if empathy and psychological flexibility were both found to have
significant correlations with burnout and psychological distress variables, regression analyses were
planned to allow exploration of the extent to which empathy and psychological flexibility were

independently associated with burnout and psychological distress.

Method
Design and Participants
A cross-sectional quantitative survey design was used to explore the relationships between
psychological flexibility, empathy and burnout and symptoms of psychological distress. Ethical
approval was granted by Cardiff University Psychology Ethics Committee (EC.18.01.09.5217R2A3).
Multiple UK-based statutory and third-sector homelessness organisations were approached via
email for participant recruitment. A total of 284 participants opened the link to the online

guestionnaire, 54.93% (n = 156) started the survey and 48.94% (n=139) of those that followed the
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link completed all five measures. All participants that completed the survey described their roles as
frontline (e.g. support worker, outreach worker, assessment worker) with the exception of four
participants that described managerial positions. Participants worked for services including hostels,
supported accommodation and housing advice. The majority of participants (62.6%) reported their
work was with adults, 15.8% reported working with young people and 21.6% with ages across the
lifespan. The average hours worked per week ranged from one to five hours (12.2%) to more than
forty (12.2%) with 56.1% working between thirty and forty hours. 55.4% reported having received
training in at least one of PIE, basic counselling skills, trauma and attachment, 25.2% reported other
additional training e.g. substance abuse, general mental health, first aid training and 19.4% reported

no additional training.

Measures
The following measures were used.

The Comprehensive Assessment of Acceptance and Commitment Therapy Processes — Short
Form (CompACT-SF; Morris, 2019) is an eight-item short form of the Comprehensive assessment of
Acceptance and Commitment Therapy processes measure (CompACT; Francis, Dawson & Golijani-
Moghaddam, 2016). The CompACT-SF is made up of three subscales and provides a total measure of
psychological flexibility, the flexibility to be present and adapt to the current context while pursuing
personally meaningful values. Previous research has found good convergent validity and acceptable
levels of internal reliability. Cronbach’s alpha for the current study was a = .66 for the total scale.

The Abbreviated Maslach Burnout Inventory (aMBI; McManus, Winder & Gordon, 2002) is a
nine-item abbreviated version of the “gold-standard” burnout measure (Schaufeli, Bakker,
Hoogduin, Schaap, & Kladler, 2001), the Maslach Burnout Inventory (MBI™; Maslach, Jackson, &
Leiter, 1996). The aMBI consists of three subscales: the emotional exhaustion subscale measures
feelings of being emotionally drained or exhausted by work; the depersonalisation subscale assesses

a negative response or attitude towards service users; the personal accomplishment subscale
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measures feelings of competence and achievement at work. High internal consistency for the
subscales, and high convergent and discriminant validity have been found in previous studies (e.g.
Riley et al., 2017). For the current sample, Cronbach’s coefficients of a for EE = .80, DP = .87, PA=.79
were found.

The Depression Anxiety and Stress Scale-21 (DASS-21; Lovibond & Lovibond, 1995) uses
three subscales, each with seven items, to measure depression, anxiety and stress. The DASS-21 is a
short version of the original forty-two-item Depression Anxiety and Stress Scale (Lovibond &
Lovibond, 1993). The measure has been identified as a psychometrically robust measure applicable
across a range of contexts for the healthy general and patient populations (Lee et al., 2010). High
internal consistency and convergent and discriminant validity has been estimated in clinical and
nonclinical samples (Henry & Crawford, 2005). The Cronbach’s alpha for this sample was a = .89 for
depression, a = .80 for anxiety, a = .87 for stress.

The Interpersonal Reactivity Index (IRl; Davis, 1983) is a twenty-eight-item measure of
empathy with four subscales. The empathic concern subscale (feelings of concern for others) and
perspective taking subscale (taking the perspective of others) were used in the present study. The
measure has demonstrated reliability (Davis, 1983; Limpo et al., 2010) and has been validated
against other modes of empathy assessment, including behavioural observations (Ireland, 1999) and
fMRI studies of empathy related brain activity (Jensen et al., 2013). All scores should be considered
independently (Albiero et al., 2009; Davis, 1983; Eisenberg & Fabes, 1990). Cronbach’s alphas for the
current study sample were a =.76 for PT, a = .73 for EC.

The Secondary Traumatic Stress Scale (STSS; Bride et al., 2004) is a seventeen-item self-
report measure with three subscales: intrusion, avoidance and arousal to measure negative affect
and responses to traumatic stress in general and to the stressor of exposure to the trauma. The
measure has reliably demonstrated very good internal consistency and validity in previous studies
(Bride et al., 2004). The sample of the current study demonstrated Cronbach’s alphas of a =.67 for

intrusion, a = .80 for avoidance, o =.80 for arousal, and a = .90 for the total scale.
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Procedure

The link to the online survey, hosted by Qualtrics, was sent via email to a single contact in a
range of homelessness organisations, who then disseminated this to eligible staff members. The link
to the survey was also shared via monthly homeless forum newsletters, relevant Facebook groups
(e.g. Help the homeless Cardiff) and Twitter. Interested staff were directed to follow the link to the
online survey. All participants were presented with the information sheet and consented to
participating in the study. Participants completed the survey and those that chose to enter the prize
draw were directed to a separate ‘prize draw survey’ in order to maintain the anonymity of their
survey responses. The first prize of the prize draw was a £50 voucher for the winning participant
and a £50 donation to the homelessness charity of the winner’s choice, and the second prize of a
£30 voucher and a £30 donation to the homelessness charity of the winner’s choice. The survey took
approximately seventeen minutes to complete.

An a priori power analysis was calculated using G*Power. The calculation was based on a
similar study relating to factors of wellbeing in frontline staff in homelessness organisations, which
found correlation coefficients between .3 and .4 (Lemieux-Cumberlege & Taylor, 2019). The
calculation identified that to detect at the .05 probability level (two-tailed) with 80% power and a
correlation coefficient of between .3 and .4, a sample of between 46 and 84 was required (G*Power
Version 3.1; Faul, Erdfelder, Buchner & Lang, 2009). Hence, the sample size of 139 was considered to

be adequate in terms of statistical power.

Statistical Analyses

IBM SPSS Statistics 25 was used to conduct data analyses for this study. Listwise deletion
was used when whole questionnaires were missing from participants’ responses (n=17, 10.9%). For
the participants that responded to all five questionnaires (n=139), 0.75% questionnaire data was

missing and handled using case mean imputation (Chavance, 2004).
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Preliminary analyses of normality used observation of P-P plots and histograms (Field, 2017)
plus calculations of the z scores of skew (Kim, 2013). For all variables with a z score of skewness
above the absolute value of 3.29 (Field, 2017), three transformations (square root, log-10 and
reciprocal) were applied. The transformation that reduced skewness most successfully in each
variable was selected for analysis. Depersonalisation (aMBI) was therefore transformed using
reciprocal transformation, STSS was subject to a log-10 transformation and personal
accomplishment (aMBI) and depression, anxiety and stress (DASS-21) were transformed using the
square root transformation. Preliminary explorations of relationships between demographic
variables and the study variables were conducted using Pearson’s correlation coefficient. The
hypothesised relationships between the independent variables (perspective taking, empathic
concern and psychological flexibility) and the dependent variables (burnout, STS, depression, anxiety
and stress) were explored using Pearson’s correlation coefficient tests. To account for large number
of correlational analyses, a p value of p < 0.01 was used. Effect sizes of 0.10 indicated a small effect
size, 0.30 indicated medium and 0.50 indicated a large effect size (Cohen, 1988).

Where more than one independent variable significantly correlated with a dependent
variable, exploratory multiple linear regression analyses were calculated to investigate the
independent contributions of the dependent variables to the variance of the independent variables.
Checks of parametric assumptions were completed using visual observations of the residuals and
linearity, and observations of the Durbin-Watson statistic and Tolerance values (with the minimum
cut-off of 0.1).

Results
Preliminary Analyses

The sample means for each outcome measure are presented in Table 1.

Table 1

Ranges, Means and Standard Deviations of Study Measures

Measure Subscale Possible range Sample mean  Standard deviation
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CompACT-SF Total 0-48 32.78 7.17
IRI PT 0-28 20.72 4.43
EC 0-28 22.20 4.01
aMBI EE 0-18 7.28 4.70
DP 0-18 1.81 2.72
PA 0-18 13.49 3.41
DASS-21 Depression 0-42 9.69 8.90
Anxiety 0-42 6.91 6.79
Stress 0-42 12.75 8.58
STSS Total 15-85 35.91 10.98
N =139

Notes: CompACT-8 = Comprehensive assessment of Acceptance and Commitment Therapy
processes; aMBI = Abbreviated Maslach Burnout Inventory ; EE = Emotional Exhaustion; DP =
Depersonalisation; PA = Personal Accomplishment; DASS-21 =; IRl = Interpersonal Reactivity Index;
PT = Perspective taking; EC = Empathic concern; STSS = Secondary Traumatic Stress Scale.

Preliminary correlational analyses (see Table 2) indicated that of the demographic variables,
gender (male = 1; female = 2) correlated significantly positively with empathic concern. Number of
hours per week were significantly correlated with increased emotional exhaustion, higher personal

accomplishment, more symptoms of STS, and higher symptoms of depression, anxiety and stress.

Table 2

Pearson’s Correlations Between Demographic Variables and Study Variables

EC PT CompACT-8 EE DP PA  STSS D A S
Gender* .32 0.08 -0.05 0.00 -0.02 0.10 0.05 0.11 0.12 0.15
Time in homelessness -0.09 0.04 -0.01 0.01 0.08 0.02 0.10 -0.05 -0.11 -0.03
services

working hours 0.05 0.06 -0.12 38" 0.11 .36" .24™ .24** 28%* (,34**

N =139; *Male = 1; Female = 2; * p < 0.05 (two-tailed); ** p < 0.01 (two-tailed)

Notes: CompACT-8 = Comprehensive assessment of Acceptance and Commitment Therapy
processes; aMBI = Abbreviated Maslach Burnout Inventory ; EE = Emotional Exhaustion; DP =
Depersonalisation; PA = Personal Accomplishment; DASS-21 = Depression Anxiety Stress Scales; IRl =
Interpersonal Reactivity Index; PT = Perspective taking; EC = Empathic concern; STSS = Secondary
Traumatic Stress Scale; D = Depression; A = Anxiety; S = Stress.
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Correlational Analyses

Correlational analyses are detailed in Table 3. In terms of the correlations between the
independent variables, there was a large significant positive correlation between the empathy
variables (empathic concern and perspective taking), and a small significant correlation between
psychological flexibility and perspective taking. There was no significant correlation found between
psychological flexibility and empathic concern. Table 3 also shows that the dependent variables
showed high levels of inter-relatedness. Specifically, the DASS variables (depression, anxiety and
stress) had moderate to large correlations with each other and burnout-emotional exhaustion and
STS. There were small-moderate correlations between burnout-depersonalisation and emotional
exhaustion and DASS variables. There was a small negative correlation between burnout-personal
accomplishment and depersonalisation.

Hypothesis one was supported in that psychological flexibility was significantly correlated
with all outcome variables: moderate negative correlations were found with burnout-emotional
exhaustion, STS symptoms, depression, anxiety and stress. A small negative correlation was found
between psychological flexibility and with burnout-depersonalisation, and a small positive
correlation with burnout-personal accomplishment.

Hypothesis two predicted negative relationships between empathy variables (empathic
concern and perspective taking) and burnout (emotional exhaustion, depersonalisation and personal
accomplishment) and psychological distress. However, the hypothesis was not fully supported.
Specifically, the following significant findings were found: a small negative correlation between
perspective taking and burnout-depersonalisation and between empathic concern and burnout-
depersonalisation; moderate positive correlations between perspective taking and burnout-personal
accomplishment, and between empathic concern and burnout-personal accomplishment.

All the above correlations were run again as partial correlations with gender and hours per
week as covariates. The addition of these covariates did not alter the pattern of significant and non-

significant findings.
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Table 3
Pearson’s Correlations Between Empathy (Perspective Taking and Empathic Concern) and

Psychological Flexibility and Burnout and Psychological Distress

Variable Mean SD 1 2 3 4 5 6 7 8 9 10
1.Empathic concern 22.20 4.01

2.Persepective taking 20.72 443 537 1

3.Psychological Flexibility 3278 7.17 008 .24" 1

4 Emotional Exhaustion 728 470 -0.07 -0.15 -39 1

5.Depersonalisation 1.81 272 -22" -24" 277 457 1

6.Personal accomplishment  13.49 341 .32 .32 22" 000 -20° 1

7.Secondary traumatic 35.91 1098 -0.05 -0.12 -38" .66 .45 -004 1

stress

8.Depression 969 890 004 -0.12 -41" 557 27 -0.02 .57 1

9.Anxiety 691 679 0.07 002 -36" .41" 18" 009 .577 71" 1
10.Stress 12.75 857 0.09 -0.09 -31" .51 29" 008 .60" -76" -66" 1

N =139; * p < 0.05 (two-tailed); ** p < 0.01 (two-tailed)

Multiple Regression Analyses

Multiple linear regression analyses were used to investigate the unique contribution of
perspective taking, empathic concern and psychological flexibility to the variance of the dependent
variables that correlated with two or more of these variables; i.e. depersonalisation and personal
accomplishment. Average number of working hours and gender (male = 1; female = 2) were included
in the analyses in the first step as covariates. The description of the regression models can be found

in Table 4.

Table 4
Multiple Linear Regression Models: The Contribution of Psychological Flexibility and Empathy

(Perspective Taking and Empathic Concern) to Depersonalisation and Personal Accomplishment

Variable Statistic  Depersonalisation Personal
accomplishment
Total model R? JA3%* 29%*
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Step 1 (control AR? .01 4%
variables)

Working hours per B .10 37**
week

Gender* B .04 12
Step 2 (Predictor AR? JA2%* J15%*
variables)

Psychological B -.22%%* 22%*
flexibility

Empathic concern B -.16 .18*
Perspective taking B -12 .15

N =139; *Male = 1; Female = 2; * p < 0.05 (two-tailed); ** p < 0.01 (two-tailed)

For depersonalisation, working hours per week and gender were entered as covariates in the
first step, but were not significant predictors, explaining only 1% of the variance of depersonalisation
[F(2,136) =.81, p = .45]. The second step indicated that perspective taking, empathic concern and
psychological flexibility accounted for 12% of the total variance for depersonalisation [AR?>=.12, F (5,
133) =4.09, p <.01]. Only psychological flexibility made a significant contribution to the variance of
depersonalisation with higher psychological flexibility predicting lower depersonalisation.

For personal accomplishment, working hours per week and gender were entered as
covariates in the first step and explained 14% of the variance [F (2, 136) = 11.47; p <.001]. Numbers
of hours per week, and not gender, was significantly associated with personal accomplishment. The
second step indicated that perspective taking, empathic concern and psychological flexibility
accounted for 15% of the variance [F (5, 133) = 10.99; p < 0.001]. Significant contributions to the
proportion of variance of personal accomplishment were made by psychological flexibility and

empathic concern.

Discussion

This was the first study to investigate relationships between psychological flexibility,
empathy (empathic concern and perspective taking), burnout and psychological distress (symptoms
of STS, depression, anxiety and stress) in homelessness staff. The results offer evidence of the

association between individual factors and the extent to which homelessness staff experience
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psychological distress. The results therefore have implications for current practice and research
regarding psychological staff interventions in homelessness settings.

Preliminary analyses of demographic information indicated results that are consistent with
previous research, for example, the positive correlations between number of working hours and
emotional exhaustion are consistent with results found by Lim, Kim, Kim, Yang & Lee (2010) and
Ramey et al. (2017). The number of hours worked per week was a unique contributor to the
prediction of personal accomplishment and corresponds to previous research (Ackerley et al., 1988;
Vredenburgh, Carlozzi & Stein, 1999). It may be that those working longer hours have more
opportunities to feel like they have helped service users (Ackerley et al., 1988). The results that
indicated males reported less empathic concern than females are also consistent with previous

research (e.g. Worly, Verbeck, Walker, Clinchot, 2019).

Hypothesis 1:

Psychological Flexibility will be Associated with Lower Levels of Burnout and Lower Psychological
Distress

As predicted by hypothesis one, the results of this study indicated that psychological
flexibility is significantly associated with burnout and psychological distress of staff in homelessness
services. More psychologically flexible staff were less burnt out (burnout defined as: high emotional
exhaustion, high depersonalisation and lower personal accomplishment), less stressed, less anxious
and less depressed and were also experiencing less STS symptoms. These results are consistent with
previous research which found lower levels of depression, anxiety and stress in more psychologically
flexible staff working in a range of settings accessing employee healthcare support (Puolakanaho et
al., 2018) and media organisations (Bond & Bunce, 2000). One theoretical understanding of these
results based on the hypotheses of Hayes et al. (1999) would be that those with greater

psychological flexibility are more able to adapt to demands and are more open to unpleasant

75



THE ASSOCIATIONS OF EMPATHY AND PSYCHOLOGICAL FLE...

experiences, resulting in less attempts to avoid them, and a greater capacity to pursue values-guided
action.

In terms of burnout, the results correspond to previous research which has demonstrated
higher psychological flexibility is associated with less burnout in more psychologically flexible helping
professionals (e.g. Duarte & Pinto-Gouveia, 2017; Kent et al., 2019). Ortiz-Fune et al. (2020)
proposed a functional understanding of this relationship, drawing upon research that has found that
less psychological flexibility is associated with higher emotional exhaustion when working with
highly distressed service users (Losa et al., 2010; Noone & Hastings, 2011). Ortiz-Fune et al. (2020)
proposed that emotionally exhausted staff who are less psychologically flexible may avoid
connecting with client distress (depersonalisation), which in the short-term may bring relief but in
the long-term may lead to reduced personal accomplishment as work with service users becomes
less rewarding and less in line with personal values.

The negative correlation between psychological flexibility and STS is in line with previous
findings that psychologically flexibility buffers against the impact of direct experiences of trauma
(Walser & Westrup, 2007). The similarity between PTSD and STS makes this association theoretically
plausible. From the perspective of Relational Frame Theory (Barnes-Holmes, Hayes & Roche, 2001),
a theory of human language and cognition, exposure to accounts of trauma may engender distress
as words can share the nature of real and imagined events and experiences, for example, imagining
an aversive event can lead to aversive emotions and physical sensations (Blackledge, 2004). For
frontline homelessness staff, vicarious trauma exposure is likely to come from accounts of service
users’ trauma experiences (Maguire, 2012) as well as through reflective practice and formulation
and may elicit aversive stimulation. Staff who are more psychologically flexible are less likely to
engage in attempts to control or suppress upsetting content (experiential avoidance) thus
minimising distracting, and futile, cognitive demand (Harris, 2009). This is also likely to reduce the
likelihood of such intrusive content persisting, whilst allowing them to respond more consciously

and effectively to the current situation, guided by their personal values (Harris, 2009).
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Although the results regarding psychological flexibility presented here can be considered as
consistent with ACT-related theories, it is fully acknowledged that this study does not prove any
causal relationship between psychological flexibility and the staff burnout and distress variables. The
study is cross-sectional, therefore, causal inferences cannot be made and there is a possibility of
unmeasured confounding variables explaining the associations between psychological flexibility and

the outcome variables.

Hypothesis 2:
Empathy will be Associated with Lower Levels of Burnout and Lower Psychological Distress

The second hypothesis was partially supported by the results of this study. Correlational
analyses indicated that perspective taking and empathic concern were significantly negatively
correlated with depersonalisation and positively correlated with low personal accomplishment in
homelessness staff, but no further correlations were found. The lack of correlation between the
predictor variables and emotional exhaustion was unexpected as previous research has identified a
significant, although disparate, relationship between perspective taking and emotional exhaustion
with a negative correlation reported by Lee, Song, Cho, Lee & Daly (2003) and a positive correlation
identified by Tei et al. (2014). Differences in results may be due to demographic differences between
the sample populations. The current sample was recruited from UK-based frontline homelessness
staff, compared to medical staff located in Korea (Lee et al., 2003), Japan (Tei et al., 2014) and
different measures of empathy and burnout were used by Lee et al. (2003).

No correlations between empathy and STS were identified. This does not correspond to
previous research which has suggested a relationship between these variables, although the nature
of this relationship was not consistent across previous studies. The association found in previous
research may be biased by the frequent use of the Professional Quality of Life Scale (ProQOL,

Stamm, 2005) to measure STS. The construct validity of the burnout and STS subscales of the
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ProQOL have been questioned due to little evidence to support their psychometric rigour (Heritage,

Rees & Hegney, 2018).

Analysis of the Independent Associations Between Empathy, Psychological Flexibility and Burnout

and Psychological Distress

This research provides a unique understanding of the independent associations of
psychological flexibility and empathy in burnout and psychological distress. Previous research
investigating burnout has only investigated the influence of these factors separately. The
correlational analyses indicated that psychological flexibility, and not empathy was associated with
burnout-emotional exhaustion and the psychological distress variables (STS, depression, anxiety and
stress) in the homelessness staff sample, whereas both empathy and psychological flexibility were
correlated with two burnout variables (depersonalisation and personal accomplishment).
Subsequent regression analyses indicated that psychological flexibility inversely and uniquely
predicted depersonalisation above empathy, and that measures of psychological flexibility and
empathic concern were both independently and positively related to personal accomplishment.
These results suggest that the Flexible Connectedness Model, as applied to social anhedonia and
prejudice (where psychological flexibility, perspective taking and empathic concern were all found to
independently predict social anhedonia and prejudice; Levin et al., 2016; Vilardaga et al., 2012),
cannot be straightforwardly applied to burnout and psychological distress in a homelessness staff
sample. Specifically, with the exception of finding some evidence for independent contributions of
empathic concern and psychological flexibility to personal accomplishment, the overall pattern of
results suggests that only psychological flexibility, and not perspective taking and empathic concern
independently predicted all other burnout and psychological distress variables. However, it must be
noted that whilst the study was adequately powered to detect expected medium-large effects, it
was underpowered to detect small effects, therefore it is possible that perspective-taking and

empathic concern may still make small independent contributions to the other psychological
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distress variables; nevertheless, the present results would suggest that their significance is likely to
be much less than psychological flexibility.

The unique contribution of psychological flexibility to the prediction of depersonalisation in
this current sample makes conceptual sense. Specifically, depersonalisation can be understood as a
defence reaction to protect an individual from connecting with another’s distress (Lee & Ashforth,
1990). A more psychologically flexible member of staff will have the skills required to be more open
to difficult feelings that arise during an interaction with a distressed service user without attempts to
control or avoid them, which may therefore include a defence such as depersonalisation.

In this current sample, psychological flexibility and empathic concern uniquely contributed
to the prediction of personal accomplishment. Similarities between Maslach, Jackson & Leiter’s
(1996) definition of personal accomplishment (feelings of fulfilment and self-efficacy within one’s
work) with the definition of compassion satisfaction (pleasure derived from work; Figley, 1995) may
allow comparisons with the literature that has found a positive correlation between empathic
concern and compassion satisfaction (Duarte & Pinto-Gouveia, 2017; Gleichgerrcht & Decety, 2013).
Duarte and Pinto-Gouveia (2017) proposed that feelings of concern and empathy for service users
can increase the sense of satisfaction gained in one’s job-role of supporting them.

The overall results for burnout factors indicated that psychological flexibility has an
important role in burnout in homelessness staff (i.e. it is an independent predictor of
depersonalisation and personal accomplishment plus it is negatively correlated with emotional
exhaustion). This is in line with the previous research demonstrating the buffering effect of
psychological flexibility against burnout (e.g. Puolakanaho et al., 2020; Lloyd et al., 2011) and

provides further support for Ortiz-Fune et al.’s (2020) theory regarding this relationship.

Strengths and limitations
This exploratory research investigated a number of hypothesised predictor and outcome

variables. Measures were therefore included based on psychometric properties as well as length, to
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reduce demand on participants. Two short-forms of measures were therefore included: the
CompACT-SF (Morris, 2019) and the aMBI (McManus, Winder & Gordon, 2002). The CompACT-SF
has demonstrated reliability and validity (Morris, 2019), however a low Cronbach’s alpha was found
for the current sample (a = .66). While the aMBI is not a diagnostic tool, each abbreviated subscale
has been identified to be highly correlated with the subscales of the original MBI (Riley, Mohr &
Waddimba, 2017), with high Cronbach’s alphas (a for EE = .80, DP = .87, PA =.79) indicating good
reliability for each subscale in this present study.

The use of the selected measures limits the ability to compare results of this study with the
results of previous research. The majority of studies investigating the relationship between
psychological inflexibility and burnout use the Acceptance and Action Questionnaire-Il (AAQ-Il; Bond
et al., 2008) as a measure of psychological inflexibility. The AAQ-Il was not selected for this current
study due to concerns about the validity of the measure (e.g., Francis, Dawson, & Golijani-
Moghaddam, 2016; Rochefort, Baldwin, & Chmielewski, 2018; Tyndall et al., 2019). Research
suggests that the AAQ-Il may be unable to distinguish between psychological distress and
experiential avoidance (Gamez, Chmielewski, Kotov, Ruggero & Watson, 2011; Tyndall et al., 2019).
In response to this finding, and with the aim of developing a measure which more comprehensively
evaluates the full breadth of psychological flexibility processes, the CompACT (Francis et al., 2016)
was developed. Research has indicated the validity and reliability of the measure (Bayliss et al.,
2018). The short-form of the CompACT, the CompACT-SF (Morris, 2019), was selected for this study,
which has demonstrated reliability and validity (Morris, 2019). However, as a newly developed
measure, there is less available research with which this study’s results can be compared.

Similarly, a majority of the research into burnout in the helping professions, including the
limited quantitative research in frontline staff in homelessness services (Lemieux-Cumberlege &
Taylor, 2019; Schiff & Lane, 2019), uses the ProQOL. This measure is used by researchers to assess
rates of burnout, STS, compassion fatigue and compassion satisfaction, however, the construct of

compassion fatigue lacks theoretical underpinnings (Sabo, 2006) and there is little published data
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available to support the measure’s validity (Heritage et al., 2018). The results of the current study
may therefore provide a more robust measure of burnout and STS in staff in homelessness services.

The self-report measures, particularly for the socially valued construct of empathy, may have
been subject to response bias (Lawrence et al., 2007). The inclusion of physiological or implicit
measures of empathy such as implicit association tests, measurements of pupil size and speech rates
may have mitigated this (Edwards et al., 2017; Lawrence, 2007).

The decision to measure STS was guided by previous research that suggests professionals
working with traumatised people may experience STS, and the indication that there are variable
levels of STS within frontline homelessness staff (Lemieux-Cumberlege & Taylor, 2019; Schiff & Lane,
2019). However, inclusion of a measure of PTSD might also have been valuable as qualitative
research indicates that staff in homelessness services directly witness and experience traumatic
events, such as witnessing aggression, feeling trapped in risky situations, and exposure to
threatening and abusive behaviour (Arslan, 2013). A recent quantitative study (Schiff & Lane, 2019)
with homelessness staff also identified higher than expected rates of PTSD, as measured by the
Posttraumatic Stress Disorder Checklist (PCL-5; Lang et al. 2012). The questions in the Secondary
Traumatic Stress Scale, used in this research, directly link symptoms to work and Schiff and Lane
(2019) hypothesised that staff may be less likely to report traumatic stress when symptoms are
directly related to work. The results of this research, then, may have missed some associations
between individual factors and trauma symptoms due to the possible underreporting of symptoms.

Due to the recruitment methods, the analysis of response rates or response bias is not
possible. However, the small sample size, which may have been impacted upon by the recruitment
methods and timing of the study, may limit the generalisability of the findings. The survey was
originally circulated during the winter months, which homelessness services reported to be their
busiest time of year. Further recruitment was then attempted during the global COVID-19 pandemic,
during which services were dealing with unusual stresses, increased workload, and reduced access

to social support. Increased workloads are likely to have affected homelessness services as homeless
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people were identified as being at high risk during the pandemic (Tsai, Geldberg & Roshenbeck,
2019; Tsai & Wilson, 2020). Staff access to social support is also likely to have reduced during the
pandemic due to UK government guidelines to stay at home whenever possible. It is likely that the
most overworked staff were unable to find the time to participate in this current research
contributing to possible selection bias. While the negative impacts of recruitment and analysis of
data gathered during the COVID-19 pandemic have been considered, the data may also demonstrate
the factors with a strong influence on wellbeing when there is little access to usual coping strategies.
In order to reduce participant load, organisational factors were not measured in this current
study. Previous researchers, however, have identified that factors such as shift work, high caseloads,
unsupportive organisational cultures and limited availability of funding are associated with higher
rates of burnout in various helping professions, including domestic violence organisation staff and
social care (Azar, 2000; Bell, Kulkarni & Dalton, 2003; Kulkarni, Bell, Hartman & Herman-Smith, 2013;
Lloyd, King & Chenoweth, 2002; Osofsky, Putnam & Lederman, 2008). While the provision of support
such as appropriate training, supervision and debriefing has been identified to be associated with
lower levels of burnout and secondary traumatic stress for psychotherapeutic practitioners and
social workers (Ben-Porat & Itzhaky, 2011; Lloyd et al., 2002), Lemieux-Cumberlege & Taylor (2019)
were unable to identify any significant associations between the type of supervision or support
available and psychological distress or burnout for homelessness staff. The results of previous
studies, therefore, highlight that there may have been further factors influencing psychological
distress and burnout than those measured in this current study. Furthermore, there may be
associations between organisational factors and psychological flexibility that were not identified in
this current study. Psychological flexibility is stable over time (Bond & Bunce, 2003) but can also be
enhanced. It may therefore be that working within an organisation that promotes practices that may
enhance psychological flexibility such as emotion regulation strategies (Kashdan, Barrios, Forsyth &
Steger, 2006), cognitive reappraisal (Flaxman & Bond, 2010), mindfulness (Baer et al., 2006) or

acceptance and commitment therapy (e.g. Hayes et al., 2011) may influence staff psychological
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flexibility. A final limitation of the study is the cross-sectional design which makes it difficult to

establish causal relationships between the variables.

Clinical Implications

One key aim of Psychologically Informed Environments (PIEs) and Trauma Informed Care
(TIC), that are increasingly being implemented in homelessness settings, is to increase awareness of
the long-term impact of trauma (Hopper et al., 2010), which increases staff exposure to information
about service users’ trauma experiences (Phipps et al., 2017); for example through staff engaging in
interventions such as team formulation, case discussions, or reflective practice to contextualise
service user behaviour. The present results are consistent with the suggestion that there might be an
increase in STS for less psychologically flexible staff when they are exposed to details about a service
user’s trauma history. This suggestion is in contrast to what is often assumed, that these
interventions support staff wellbeing (Keats et al., 2012; Maguire, 2012). However, the
interpretation of the results regarding the unique contributions of psychological flexibility and
empathic concern to personal accomplishment, would be consistent with the idea that staff
interventions which aim to increase staff empathy for service users (e.g. by covering their trauma
history) might increase personal accomplishment.

In relation to current practice in homelessness services, the results of this research suggest
that psychological interventions delivered to staff teams that increase empathy for service users
may have little influence on burnout and wellbeing, aside from an increase in personal
accomplishment, and risk exposing less psychologically flexible staff to information that might
potentially cause them distress. Therefore, these results highlight that it would be advisable to also
offer employees in homeless settings interventions that help them to manage distress, including
those that also aim to increase psychological flexibility. A higher number of working hours per week

was also associated with increased emotional exhaustion and psychological distress, suggesting that
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such interventions could potentially be prioritised for targeted groups of staff, such as those on

longer hours, who might be more vulnerable to psychological distress.

Future Research Directions

Future longitudinal research should assess whether psychological flexibility predicts better
outcomes in terms of burnout and psychological distress in homelessness staff over time, taking into
account a wider array of potential confounding variables.

The importance of experimental investigation of interventions in homelessness services staff
to increase psychological flexibility (in order to improve all psychological distress variables) and
empathic concern (in order to improve a sense of personal accomplishment) is indicated by the
results of this cross-sectional research. There are a number of psychological interventions that are
documented to increase psychological flexibility (see Hayes et al., 2011 for a review), and
investigation of the application of these interventions is recommended. As homelessness staff face
organisational and environmental pressures (Lemieux-Cumberlege & Taylor, 2019), brief
interventions may be most appropriate to consider for this population. Novel methods of delivering
such interventions, for example, modular interventions according to individual needs, may also fit
into service delivery and should be considered in future research.

In line with the need to investigate brief interventions for frontline homelessness staff to
meet staff and service needs, future researchers should assess the extent to which additional
interventions to specifically address empathic concern are required. Firstly, further investigation of
the independent contribution of empathic concern and perspective taking in a larger sample size
would provide confirmatory information to determine whether empathic concern and/or
perspective taking contribute any small effects to vulnerability to burnout and psychological distress.
Secondly, future research using suitable experimental methods (e.g. single case experimental design,
or randomised controlled trials) should assess the impact that common staff interventions in

homelessness services, such as team formulations, have on empathic concern and psychological
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distress. Thirdly, future research using longitudinal designs can test out Atkins and Parker’s (2012)
hypothesis that increasing psychological flexibility will increase empathy. Results of these
investigations would provide a better understanding of the need to provide further interventions to
increase empathic concern to support staff to gain a sense of personal accomplishment within their

roles.

Conclusion

In summary, this study provides a unique understanding of the complex relationship
between the psychological flexibility and empathy and the variables of burnout and psychological
distress. Results indicated that less psychologically flexible homelessness staff were more burnt-out
and reported more psychological distress. Psychological flexibility was identified as a unique
predictor, above empathy, of depersonalisation and both empathic concern and psychological
flexibility were related to personal accomplishment in regression analyses. These results suggest
that less psychologically flexible homelessness staff may need more support to manage
psychological distress and burnout, such as interventions to increase psychological flexibility,
alongside current interventions delivered in homelessness services that are believed to increase
empathy. Further investigation of the efficacy of interventions to increase psychological flexibility

and empathic concern for homelessness staff is recommended.
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Appendix A

Author Guidance for submission to Journal of Contextual Behavioural Science

GUIDE FOR AUTHORS
Types of article

All manuscripts must clearly and explicitly be of relevance to CBS. You may find the
JCBS article “Contextual Behavioral Science: creating a science more adequate to
the challenge of the human condition” helpful in assessing whether your manuscript
is likely to be of interest to readers of this journal.

Articles should fall into one of seven categories:
. Empirical research (up to 6000 words)

. Brief empirical reports (up to 3000 words)

. Review articles (up to 10,000 words)

. Conceptual articles (up to 6000 words)

. In practice (up to 3000 words)

. Practical innovations (up to 3000 words)

. Professional interest briefs (up to 3000 words)

NoubhwNeR

Word limits exclude references, tables and figures but include the abstract

Empirical research. JCBS welcomes manuscripts across a breadth of domains

from basic behavioral science to clinical trials. Research concerning the

measurement and testing of process of change is particularly welcome. Potential
methodologies include but are not limited to: randomized controlled trials, single case
experimental designs, cross-sectional and prospective cohort studies, mixed methods
designs, small scale analog studies. Papers reporting null findings are also

welcome if their methodology is sound and their power sufficient. Authors of such
papers will need to emphasize the implications of their findings for future research
and practice.

2. Brief empirical reports. Manuscripts in this section may report preliminary,
provocative or replicated results. Empirically sound methodology and adequate
power remain important considerations.

3. Review articles. Manuscripts reviewing a wide range of topics are encouraged as
long as their content is directly relevant to CBS. Systematic reviews and metaanalyses
are particularly welcome. Authors are advised to consult relevant MARS
(http://www.apa.org/pubs/authors/jars.pdf) and PRISMA resources
(http://www.prisma-statement.org/) when preparing such manuscripts.

4. Conceptual articles. Manuscripts in this section should address conceptual or
theoretical issues relevant to CBS. This may include papers that discuss relevant
philosophical assumptions and traditions, or conceptual papers which explore
aspects of or inconsistencies in contextual behavioral theory and science.

5. In practice. Manuscripts in this section are designed to make CBS useful to
practitioners from a wide variety of areas. Manuscripts must be written in an
accessible style and should be easily understood by practitioners who are not

experts in research or basic behavioral science. Manuscripts should provide both
clear insights for new practitioners as well as stating the questions that remain to be
answered by future research.
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6. Practical innovations. Manuscripts in this section seek to apply the findings and
applications of CBS to under-studied, under-served or novel areas. The scope of
these manuscripts is limited only by the journal’s broad mission: creating a science
more adequate to the challenge of the human condition.

7. Professional interest briefs. Manuscripts in this section highlight professional
issues of relevance to those working in the field of CBS. Examples include
manuscripts related to training and supervision, assessment methods in professional
settings or opinions on contemporary issues.

The Journal welcomes suggestions for Special Issues. Proposals for a themed

Special Issue should be sent to the Editor-in-Chief, Emily Sandoz at
emilysandoz@Ilouisiana.edu, and should include suggested Executive, Advisory or
Guest Editors, a proposed call-for-papers, 6-10 provisional authors and topics
(specific titles or general areas), a proposed timeline for submission, peer-reviewing,
revision and publication. All manuscripts in a special issue will be subject to the
normal process of peer-review.

Contact details for submission
To contact the Editor-in-Chief prior to your submission with any questions, please
email emilysandoz@Iouisiana.edu

Submission checklist

You can use this list to carry out a final check of your submission before you send it
to the journal for review. Please check the relevant section in this Guide for Authors
for more details.

Ensure that the following items are present:

One author has been designated as the corresponding author with contact details:
¢ E-mail address

e Full postal address

All necessary files have been uploaded:

Manuscript:

¢ Include keywords

¢ All figures (include relevant captions)

¢ All tables (including titles, description, footnotes)

¢ Ensure all figure and table citations in the text match the files provided

¢ Indicate clearly if color should be used for any figures in print Graphical Abstracts /
Highlights files (where applicable)

Supplemental files (where applicable)

Further considerations

e Manuscript has been ‘spell checked’ and ‘grammar checked’

¢ All references mentioned in the Reference List are cited in the text, and vice versa
¢ Permission has been obtained for use of copyrighted material from other sources
(including the Internet)

¢ A competing interests statement is provided, even if the authors have no competing
interests to declare

¢ Journal policies detailed in this guide have been reviewed

¢ Referee suggestions and contact details provided, based on journal requirements
For further information, visit our Support Center.
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BEFORE YOU BEGIN

Authors should prepare their manuscript for double-blind review, so that only the
handling editors have access to author details. Authors must take special care to
delete all potentially identifying information from any files that are not the Title Page
with author details and the Cover Letter. Note: these two documents are submitted
separately to the main manuscript. Any potential author identifying information
including, but not limited to, name(s), affiliation(s), geographic location(s), identifying
acknowledgments, author notes, or funding details, should be removed from all other
files. For authors resubmitting revisions of manuscripts, please ensure that the
"Response to reviewers" is also free from author identifying information. Manuscripts
that are not appropriately blinded will be rejected without a full content review,
although in many cases authors will be invited to re-submit manuscripts without
author identifying information. This process will, however, delay review and
manuscript processing times and should be avoided if at all possible.

Ethics in publishing
Please see our information pages on Ethics in publishing and Ethical guidelines for
journal publication.

Studies in humans and animals

If the work involves the use of human subjects, the author should ensure that the
work described has been carried out in accordance with The Code of Ethics of the
World Medical Association (Declaration of Helsinki) for experiments involving
humans. The manuscript should be in line with the Recommendations for the
Conduct, Reporting, Editing and Publication of Scholarly Work in Medical Journals
and aim for the inclusion of representative human populations (sex, age and
ethnicity) as per those recommendations. The terms sex and gender should be used
correctly.

Authors should include a statement in the manuscript that informed consent was
obtained for experimentation with human subjects. The privacy rights of human
subjects must always be observed.

All animal experiments should comply with the ARRIVE guidelines and should be
carried out in accordance with the U.K. Animals (Scientific Procedures) Act, 1986
and associated guidelines, EU Directive 2010/63/EU for animal experiments, or the
National Institutes of Health guide for the care and use of Laboratory animals (NIH

Publications No. 8023, revised 1978) and the authors should clearly indicate in the
manuscript that such guidelines have been followed. The sex of animals must be
indicated, and where appropriate, the influence (or association) of sex on the results
of the study.

Declaration of interest

All authors must disclose any financial and personal relationships with other people
or organizations that could inappropriately influence (bias) their work. Examples of
potential competing interests include employment, consultancies, stock ownership,
honoraria, paid expert testimony, patent applications/registrations, and grants or
other funding. Authors must disclose any interests in two places: 1. A summary
declaration of interest statement in the title page file (if double-blind) or the
manuscript file (if single-blind). If there are no interests to declare then please state



this: 'Declarations of interest: none'. This summary statement will be ultimately
published if the article is accepted. 2. Detailed disclosures as part of a separate
Declaration of Interest form, which forms part of the journal's official records. It is
important for potential interests to be declared in both places and that the information
matches. More information.

Submission declaration and verification

Submission of an article implies that the work described has not been published
previously (except in the form of an abstract, a published lecture or academic thesis,
see 'Multiple, redundant or concurrent publication' for more information), that it is not
under consideration for publication elsewhere, that its publication is approved by all
authors and tacitly or explicitly by the responsible authorities where the work was
carried out, and that, if accepted, it will not be published elsewhere in the same form,
in English or in any other language, including electronically without the written
consent of the copyright- holder. To verify originality, your article may be checked by
the originality detection service Crossref Similarity Check.

Preprints

Please note that preprints can be shared anywhere at any time, in line with Elsevier's
sharing policy. Sharing your preprints e.g. on a preprint server will not count as prior
publication (see 'Multiple, redundant or concurrent publication' for more information).

Use of inclusive language

Inclusive language acknowledges diversity, conveys respect to all people, is

sensitive to differences, and promotes equal opportunities. Articles should make no
assumptions about the beliefs or commitments of any reader, should contain nothing
which might imply that one individual is superior to another on the grounds of race,
sex, culture or any other characteristic, and should use inclusive language

throughout. Authors should ensure that writing is free from bias, for instance by using
'he or she', 'his/her' instead of 'he' or 'his', and by making use of job titles that are free
of stereotyping (e.g. 'chairperson' instead of 'chairman' and 'flight attendant' instead
of 'stewardess').

Authorship

All authors should have made substantial contributions to all of the following: (1) the
conception and design of the study, or acquisition of data, or analysis and
interpretation of data, (2) drafting the article or revising it critically for important
intellectual content, (3) final approval of the version to be submitted.

Changes to authorship

Authors are expected to consider carefully the list and order of authors before
submitting their manuscript and provide the definitive list of authors at the time of the
original submission. Any addition, deletion or rearrangement of author names in the
authorship list should be made only before the manuscript has been accepted and
only if approved by the journal Editor. To request such a change, the Editor must
receive the following from the corresponding author: (a) the reason for the change

in author list and (b) written confirmation (e-mail, letter) from all authors that they
agree with the addition, removal or rearrangement. In the case of addition or removal
of authors, this includes confirmation from the author being added or removed.

Only in exceptional circumstances will the Editor consider the addition, deletion or
rearrangement of authors after the manuscript has been accepted. While the Editor
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considers the request, publication of the manuscript will be suspended. If the
manuscript has already been published in an online issue, any requests approved by
the Editor will result in a corrigendum.

Reporting clinical trials

Randomized controlled trials should be presented according to the CONSORT
guidelines. At manuscript submission, authors must provide the CONSORT checklist
accompanied by a flow diagram that illustrates the progress of patients through the
trial, including recruitment, enrollment, randomization, withdrawal and completion,
and a detailed description of the randomization procedure. The CONSORT checklist
and template flow diagram are available online.

Article transfer service

This journal is part of our Article Transfer Service. This means that if the Editor feels
your article is more suitable in one of our other participating journals, then you may
be asked to consider transferring the article to one of those. If you agree, your article
will be transferred automatically on your behalf with no need to reformat. Please note
that your article will be reviewed again by the new journal. More information.
Copyright

Upon acceptance of an article, authors will be asked to complete a 'Journal

Publishing Agreement' (see more information on this). An e-mail will be sent to the
corresponding author confirming receipt of the manuscript together with a 'Journal
Publishing Agreement' form or a link to the online version of this agreement.
Subscribers may reproduce tables of contents or prepare lists of articles including
abstracts for internal circulation within their institutions. Permission of the Publisher is
required for resale or distribution outside the institution and for all other derivative
works, including compilations and translations. If excerpts from other copyrighted
works are included, the author(s) must obtain written permission from the copyright
owners and credit the source(s) in the article. Elsevier has preprinted forms for use

by authors in these cases.

For gold open access articles: Upon acceptance of an article, authors will be asked
to complete an 'Exclusive License Agreement' (more information). Permitted third
party reuse of gold open access articles is determined by the author's choice of user
license.

Author rights

As an author you (or your employer or institution) have certain rights to reuse your
work. More information.

Elsevier supports responsible sharing

Find out how you can share your research published in Elsevier journals.

Role of the funding source

You are requested to identify who provided financial support for the conduct of the
research and/or preparation of the article and to briefly describe the role of the
sponsor(s), if any, in study design; in the collection, analysis and interpretation of
data; in the writing of the report; and in the decision to submit the article for
publication. If the funding source(s) had no such involvement then this should be
stated.
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Open access

Please visit our Open Access page for more information.

Language (usage and editing services)

Please write your text in good English (American or British usage is accepted, but not
a mixture of these). Authors who feel their English language manuscript may require

editing to eliminate possible grammatical or spelling errors and to conform to correct
scientific English may wish to use the English Language Editing service available

from Elsevier's Author Services.

Informed consent and patient details

Studies on patients or volunteers require ethics committee approval and informed
consent, which should be documented in the paper. Appropriate consents,
permissions and releases must be obtained where an author wishes to include case
details or other personal information or images of patients and any other individuals
in an Elsevier publication. Written consents must be retained by the author but
copies should not be provided to the journal. Only if specifically requested by the
journal in exceptional circumstances (for example if a legal issue arises) the author
must provide copies of the consents or evidence that such consents have been
obtained. For more information, please review the Elsevier Policy on the Use of
Images or Personal Information of Patients or other Individuals. Unless you have
written permission from the patient (or, where applicable, the next of kin), the
personal details of any patient included in any part of the article and in any
supplementary materials (including all illustrations and videos) must be removed
before submission.

Submission

Our online submission system guides you stepwise through the process of entering
your article details and uploading your files. The system converts your article files to

a single PDF file used in the peer-review process. Editable files (e.g., Word, LaTeX)

are required to typeset your article for final publication. All correspondence, including
notification of the Editor's decision and requests for revision, is sent by e-mail.

Referees

Please submit the names and institutional e-mail addresses of several potential
referees. For more details, visit our Support site. Note that the editor retains the sole
right to decide whether or not the suggested reviewers are used.

PREPARATION

Peer review

This journal operates a double blind review process. All contributions will be initially
assessed by the editor for suitability for the journal. Papers deemed suitable are then
typically sent to a minimum of two independent expert reviewers to assess the
scientific quality of the paper. The Editor is responsible for the final decision
regarding acceptance or rejection of articles. The Editor's decision is final. More
information on types of peer review.

Double-blind review

This journal uses double-blind review, which means the identities of the authors are
concealed from the reviewers, and vice versa. More information is available on our
website. To facilitate this, please include the following separately:
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Title page (with author details): This should include the title, authors' names,
affiliations, acknowledgements and any Declaration of Interest statement, and a
complete address for the corresponding author including an e-mail address.
Blinded manuscript (no author details): The main body of the paper (including the
references, figures, tables and any acknowledgements) should not include any
identifying information, such as the authors' names or affiliations.

Use of word processing software

It is important that the file be saved in the native format of the word processor used.

The text should be in single-column format. Keep the layout of the text as simple as
possible. Most formatting codes will be removed and replaced on processing the
article. In particular, do not use the word processor's options to justify text or to
hyphenate words. However, do use bold face, italics, subscripts, superscripts etc.
When preparing tables, if you are using a table grid, use only one grid for each
individual table and not a grid for each row. If no grid is used, use tabs, not spaces,
to align columns. The electronic text should be prepared in a way very similar to that
of conventional manuscripts (see also the Guide to Publishing with Elsevier). Note
that source files of figures, tables and text graphics will be required whether or not
you embed your figures in the text. See also the section on Electronic artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and
'grammar-check' functions of your word processor.

Article structure

Subdivision - unnumbered sections

Divide your article into clearly defined sections. Each subsection is given a brief
heading. Each heading should appear on its own separate line. Subsections should
be used as much as possible when cross- referencing text: refer to the subsection by
heading as opposed to simply 'the text'.

Introduction
State the objectives of the work and provide an adequate background, avoiding a
detailed literature survey or a summary of the results.

Material and methods

Provide sufficient details to allow the work to be reproduced by an independent
researcher. Methods that are already published should be summarized, and
indicated by a reference. If quoting directly from a previously published method, use
guotation marks and also cite the source. Any modifications to existing methods
should also be described.

Theory/calculation

A Theory section should extend, not repeat, the background to the article already
dealt with in the Introduction and lay the foundation for further work. In contrast, a
Calculation section represents a practical development from a theoretical basis.

Results
Results should be clear and concise.

Discussion
This should explore the significance of the results of the work, not repeat them. A
combined Results and Discussion section is often appropriate. Avoid extensive
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citations and discussion of published literature.

Conclusions

The main conclusions of the study may be presented in a short Conclusions section,
which may stand alone or form a subsection of a Discussion or Results and
Discussion section.

Appendices

If there is more than one appendix, they should be identified as A, B, etc. Formulae
and equations in appendices should be given separate numbering: Eq. (A.1), Eq.
(A.2), etc.; in a subsequent appendix, Eq. (B.1) and so on. Similarly for tables and
figures: Table A.1; Fig. A.1, etc.

Essential title page information

e Title. Concise and informative. Titles are often used in information-retrieval
systems. Avoid abbreviations and formulae where possible.

e Author names and dffiliations. Please clearly indicate the given name(s) and

family name(s) of each author and check that all names are accurately spelled. You
can add your name between parentheses in your own script behind the English
transliteration. Present the authors' affiliation addresses (where the actual work was
done) below the names. Indicate all affiliations with a lower- case superscript letter
immediately after the author's name and in front of the appropriate address. Provide
the full postal address of each affiliation, including the country name and, if available,
the e-mail address of each author.

e Corresponding author. Clearly indicate who will handle correspondence at all
stages of refereeing and publication, also post-publication. This responsibility
includes answering any future queries about Methodology and Materials. Ensure
that the e-mail address is given and that contact details are kept up to date by

the corresponding author.

* Present/permanent address. If an author has moved since the work described in
the article was done, or was visiting at the time, a 'Present address' (or 'Permanent
address') may be indicated as a footnote to that author's name. The address at which
the author actually did the work must be retained as the main, affiliation address.
Superscript Arabic numerals are used for such footnotes.

Highlights

Highlights are mandatory for this journal as they help increase the discoverability of
your article via search engines. They consist of a short collection of bullet points that
capture the novel results of your research as well as new methods that were used
during the study (if any). Please have a look at the examples here: example
Highlights.

Highlights should be submitted in a separate editable file in the online submission
system. Please use 'Highlights' in the file name and include 3 to 5 bullet points
(maximum 85 characters, including spaces, per bullet point).

Abstract

A concise and factual abstract is required. The abstract should state briefly the
purpose of the research, the principal results and major conclusions. An abstract is
often presented separately from the article, so it must be able to stand alone. For this
reason, References should be avoided, but if essential, then cite the author(s) and
year(s). Also, non-standard or uncommon abbreviations should be avoided, but if

104



essential they must be defined at their first mention in the abstract itself.

Graphical abstract

Although a graphical abstract is optional, its use is encouraged as it draws more
attention to the online article. The graphical abstract should summarize the contents
of the article in a concise, pictorial form designed to capture the attention of a wide
readership. Graphical abstracts should be submitted as a separate file in the online
submission system. Image size: Please provide an image with a minimum of 531 x
1328 pixels (h x w) or proportionally more. The image should be readable at a size of
5 x 13 cm using a regular screen resolution of 96 dpi. Preferred file types: TIFF,

EPS, PDF or MS Office files. You can view Example Graphical Abstracts on our
information site.

Authors can make use of Elsevier's lllustration Services to ensure the best
presentation of their images and in accordance with all technical requirements.

Keywords

Immediately after the abstract, provide a maximum of 6 keywords, using American
spelling and avoiding general and plural terms and multiple concepts (avoid, for
example, 'and’, 'of'). Be sparing with abbreviations: only abbreviations firmly
established in the field may be eligible. These keywords will be used for indexing
purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on
the first page of the article. Such abbreviations that are unavoidable in the abstract
must be defined at their first mention there, as well as in the footnote. Ensure
consistency of abbreviations throughout the article.

Acknowledgements

Collate acknowledgements in a separate section at the end of the article before the
references and do not, therefore, include them on the title page, as a footnote to the
title or otherwise. List here those individuals who provided help during the research
(e.g., providing language help, writing assistance or proof reading the article, etc.).

Formatting of funding sources

List funding sources in this standard way to facilitate compliance to funder's
requirements:

Funding: This work was supported by the National Institutes of Health [grant
numbers xxxX, yyyyl; the Bill & Melinda Gates Foundation, Seattle, WA [grant
number zzzz]; and the United States Institutes of Peace [grant number aaaal.

It is not necessary to include detailed descriptions on the program or type of grants
and awards. When funding is from a block grant or other resources available to a
university, college, or other research institution, submit the name of the institute or
organization that provided the funding.

If no funding has been provided for the research, please include the following
sentence:

This research did not receive any specific grant from funding agencies in the public,
commercial, or not-for-profit sectors.

Math formulae
Please submit math equations as editable text and not as images. Present simple
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formulae in line with normal text where possible and use the solidus (/) instead of a
horizontal line for small fractional terms, e.g., X/Y. In principle, variables are to be
presented in italics. Powers of e are often more conveniently denoted by exp.
Number consecutively any equations that have to be displayed separately from the
text (if referred to explicitly in the text).

Footnotes

Footnotes should be used sparingly. Number them consecutively throughout the
article. Many word processors can build footnotes into the text, and this feature may
be used. Otherwise, please indicate the position of footnotes in the text and list the
footnotes themselves separately at the end of the article. Do not include footnotes in
the Reference list.

Artwork

Electronic artwork

General points

* Make sure you use uniform lettering and sizing of your original artwork.

¢ Embed the used fonts if the application provides that option.

¢ Aim to use the following fonts in your illustrations: Arial, Courier, Times New
Roman, Symbol, or use fonts that look similar.

¢ Number the illustrations according to their sequence in the text.

¢ Use a logical naming convention for your artwork files.

* Provide captions to illustrations separately.

¢ Size the illustrations close to the desired dimensions of the published version.
¢ Submit each illustration as a separate file.

¢ Ensure that color images are accessible to all, including those with impaired color
vision.

A detailed guide on electronic artwork is available.

You are urged to visit this site; some excerpts from the detailed information
are given here.

Formats

If your electronic artwork is created in a Microsoft Office application (Word,
PowerPoint, Excel) then please supply 'as is' in the native document format.
Regardless of the application used other than Microsoft Office, when your electronic
artwork is finalized, please 'Save as' or convert the images to one of the following
formats (note the resolution requirements for line drawings, halftones, and
line/halftone combinations given below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of
300 dpi.

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a
minimum of 1000 dpi. TIFF (or JPEG): Combinations bitmapped line/half-tone (color
or grayscale), keep to a minimum of 500 dpi.

Please do not:

* Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these
typically have a low number of pixels and limited set of colors;

¢ Supply files that are too low in resolution;

¢ Submit graphics that are disproportionately large for the content.
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Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG),

EPS (or PDF), or MS Office files) and with the correct resolution. If, together with
your accepted article, you submit usable color figures then Elsevier will ensure, at no
additional charge, that these figures will appear in color online (e.g., ScienceDirect
and other sites) regardless of whether or not these illustrations are reproduced in
color in the printed version. For color reproduction in print, you will receive
information regarding the costs from Elsevier after receipt of your accepted
article. Please indicate your preference for color: in print or online only. Further
information on the preparation of electronic artwork.

Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached
to the figure. A caption should comprise a brief title (not on the figure itself) and a
description of the illustration. Keep text in the illustrations themselves to a minimum
but explain all symbols and abbreviations used.

Tables

Please submit tables as editable text and not as images. Tables can be placed either
next to the relevant text in the article, or on separate page(s) at the end. Number
tables consecutively in accordance with their appearance in the text and place any
table notes below the table body. Be sparing in the use of tables and ensure that the
data presented in them do not duplicate results described elsewhere in the article.
Please avoid using vertical rules and shading in table cells.

References

Citation in text

Please ensure that every reference cited in the text is also present in the reference
list (and vice versa). Any references cited in the abstract must be given in full.
Unpublished results and personal communications are not recommended in the
reference list, but may be mentioned in the text. If these references are included in
the reference list they should follow the standard reference style of the journal and
should include a substitution of the publication date with either 'Unpublished results'
or 'Personal communication'. Citation of a reference as 'in press' implies that the item
has been accepted for publication.

Web references

As a minimum, the full URL should be given and the date when the reference was
last accessed. Any further information, if known (DOI, author names, dates,
reference to a source publication, etc.), should also be given. Web references can be
listed separately (e.g., after the reference list) under a different heading if desired, or
can be included in the reference list.

Data references

This journal encourages you to cite underlying or relevant datasets in your
manuscript by citing them in your text and including a data reference in your
Reference List. Data references should include the following elements: author
name(s), dataset title, data repository, version (where available), year, and global
persistent identifier. Add [dataset] immediately before the reference so we can
properly identify it as a data reference. The [dataset] identifier will not appear in your
published article.
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References in a special issue
Please ensure that the words 'this issue' are added to any references in the list (and
any citations in the text) to other articles in the same Special Issue.

Reference management software

Most Elsevier journals have their reference template available in many of the most
popular reference management software products. These include all products that
support Citation Style Language styles, such as Mendeley. Using citation plug-ins
from these products, authors only need to select the appropriate journal template
when preparing their article, after which citations and bibliographies will be
automatically formatted in the journal's style. If no template is yet available for this
journal, please follow the format of the sample references and citations as shown in
this Guide. If you use reference management software, please ensure that you
remove all field codes before submitting the electronic manuscript. More information
on how to remove field codes from different reference management software.
Users of Mendeley Desktop can easily install the reference style for this journal by
clicking the following link:

http://open.mendeley.com/use-citation-style/journal-of-contextual-behavioral-science

When preparing your manuscript, you will then be able to select this style using the
Mendeley plug- ins for Microsoft Word or LibreOffice.

Reference style

Text: Citations in the text should follow the referencing style used by the American
Psychological Association. You are referred to the Publication Manual of the
American Psychological Association, Sixth Edition, ISBN 978-1-4338-0561-5, copies
of which may be ordered online or APA Order Dept., P.0.B. 2710, Hyattsville, MD
20784, USA or APA, 3 Henrietta Street, London, WC3E 8LU, UK.

List: references should be arranged first alphabetically and then further sorted
chronologically if necessary. More than one reference from the same author(s) in the
same year must be identified by the letters 'a’, 'b', 'c', etc., placed after the year of
publication.

Examples:

Reference to a journal publication:

Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2010). The art of writing a
scientific article. Journal of Scientific Communications, 163, 51-59.
https://doi.org/10.1016/j.5¢.2010.00372. Reference to a journal publication with an
article number:

Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2018). The art of writing a
scientific article. Heliyon, 19, e00205. https://doi.org/10.1016/j.heliyon.2018.e00205.
Reference to a book:

Strunk, W., Jr., & White, E. B. (2000). The elements of style. (4th ed.). New York:
Longman, (Chapter 4).

Reference to a chapter in an edited book:

Mettam, G. R., & Adams, L. B. (2009). How to prepare an electronic version of your
article. In B. S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic age (pp.
281-304). New York: E-Publishing Inc.

Reference to a website:

Cancer Research UK. Cancer statistics reports for the UK. (2003).
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http://www.cancerresearchuk.org/ aboutcancer/statistics/cancerstatsreport/ Accessed
13 March 2003.

Reference to a dataset:

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for
Japanese oak wilt disease and surrounding forest compositions. Mendeley Data, v1.
https://doi.org/10.17632/ xwj98nb39r.1.

Reference to a conference paper or poster presentation:

Engle, E.K., Cash, T.F., & Jarry, J.L. (2009, November). The Body Image Behaviours
Inventory-3: Development and validation of the Body Image Compulsive Actions and
Body Image Avoidance Scales. Poster session presentation at the meeting of the
Association for Behavioural and Cognitive Therapies, New York, NY.

Video

Elsevier accepts video material and animation sequences to support and enhance
your scientific research. Authors who have video or animation files that they wish to
submit with their article are strongly encouraged to include links to these within the
body of the article. This can be done in the same way as a figure or table by referring
to the video or animation content and noting in the body text where it should be
placed. All submitted files should be properly labeled so that they directly relate to
the video file's content. In order to ensure that your video or animation material is
directly usable, please provide the file in one of our recommended file formats with a
preferred maximum size of 150 MB per file, 1 GB in total. Video and animation files
supplied will be published online in the electronic version of your article in Elsevier
Web products, including ScienceDirect. Please supply 'stills' with your files: you can
choose any frame from the video or animation or make a separate image. These will
be used instead of standard icons and will personalize the link to your video data. For
more detailed instructions please visit our video instruction pages. Note: since video
and animation cannot be embedded in the print version of the journal, please provide
text for both the electronic and the print version for the portions of the article that
refer to this content.

Supplementary material

Supplementary material such as applications, images and sound clips, can be
published with your article to enhance it. Submitted supplementary items are
published exactly as they are received (Excel or PowerPoint files will appear as such
online). Please submit your material together with the article and supply a concise,
descriptive caption for each supplementary file. If you wish to make changes to
supplementary material during any stage of the process, please make sure to
provide an updated file. Do not annotate any corrections on a previous version.
Please switch off the 'Track Changes' option in Microsoft Office files as these will
appear in the published version.

AFTER ACCEPTANCE

Online proof correction

To ensure a fast publication process of the article, we kindly ask authors to provide

us with their proof corrections within two days. Corresponding authors will receive an
e-mail with a link to our online proofing system, allowing annotation and correction of
proofs online. The environment is similar to MS Word: in addition to editing text, you
can also comment on figures/tables and answer questions from the Copy Editor.
Web-based proofing provides a faster and less error-prone process by allowing you
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to directly type your corrections, eliminating the potential introduction of errors.
If preferred, you can still choose to annotate and upload your edits on the PDF
version. All instructions for proofing will be given in the e-mail we send to authors,
including alternative methods to the online version and PDF.

We will do everything possible to get your article published quickly and accurately.
Please use this proof only for checking the typesetting, editing, completeness and
correctness of the text, tables and figures. Significant changes to the article as
accepted for publication will only be considered at this stage with permission from the
Editor. It is important to ensure that all corrections are sent back to us in one
communication. Please check carefully before replying, as inclusion of any
subsequent corrections cannot be guaranteed. Proofreading is solely your
responsibility.

Offprints

The corresponding author will, at no cost, receive a customized Share Link providing
50 days free access to the final published version of the article on ScienceDirect. The
Share Link can be used for sharing the article via any communication channel,
including email and social media. For an extra charge, paper offprints can be ordered
via the offprint order form which is sent once the article is accepted for publication.
Both corresponding and co-authors may order offprints at any time via Elsevier's
Author Services. Corresponding authors who have published their article gold open
access do not receive a Share Link as their final published version of the article is
available open access on ScienceDirect and can be shared through the article DOI
link.

AUTHOR INQUIRIES

Visit the Elsevier Support Center to find the answers you need. Here you will find
everything from Frequently Asked Questions to ways to get in touch.

You can also check the status of your submitted article or find out when your
accepted article will be published.

© Copyright 2018 Elsevier | https://www.elsevier.com
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Appendix B

Psychotherapy Outcome Study Methodology Rating Form (POMRF; Ost, 2008)

Removed due to copyright

111



Removed due to copyright

112



Removed due to copyright

113



Appendix C

Ethical Approval Emails, Including Approval for Amendments to Recruitment Methods in
May 2020

Subject: Ethics Feedback - EC.18.01.09.5217R2A3
oear [

The Ethics Committee has considered the amendment to your Staff project proposal: The well-being of staff who support young people and women with experience of homelessness (EC.18.01.05.5217R2A3).
The amendment has been approved.

Please note that if any changes are made to the above project then you must notify the Ethics Committee.

Best wishes,

Subject: Ethics Feedback - EC.18.01.09.5217R2A4

The Ethics Committee has considered the amendment to your Staff project proposal: The well-being of staff who support people with experience of homelessness (EC.18.01.09.5217R2A4).

The amendment has been approved.

Please note that if any changes are made to the above project then you must notify the Ethics Committee.

Best wishes,
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Appendix D

Participant Information Sheet

CARDIFF

UNIVERSITY

PRIFYSGOL
Information Sheet for Staff CAERDY@

Staff Welfare Survey
What is the purpose of the study?

This study aims to assess the welfare of staff working in services supporting people who are
homeless; in particular we are interested in your mental health and wellbeing, and your
relationships with service users.

What will taking part involve?

You will be asked to complete a questionnaire that asks a series of questions about your: general
wellbeing, your wellbeing at work, your psychological style, and your attitudes towards supporting
service users at your organisation. Participation is entirely voluntary and you are free to leave any
question unanswered if you wish to do so. This is the baseline measure of staff responses so you
may be asked to complete these questionnaires again in the future, depending on the success of this
first wave.

What will happen to the information that | provide?

All responses will be confidential. Your name will not be linked to your responses. Only researchers
linked with the study will be given access to the information provided. All the information provided
by our participants will be combined and the findings will be written into a report. This report will
not contain any names or information that identifies participants. The only circumstance in which
we will break confidentially is if you were to provide any information that indicated intent to
harm yourself or others.

Indemnity and Compensation

There is no reason why you should experience harm from taking part in this project. If you are
harmed by taking part in this research project, there are no special compensation arrangements.
Regardless of this, if you wish to complain, or have any concerns about any aspect of the way you
have been approached or treated during the course of this study, please contact a member of the
research team:

What if | have concerns about this research?

If you have any concerns or complaints about this project, please direct these in the first instance
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mailto:SheltonKH1@cardiff.ac.uk
mailto:psychethics@cardiff.ac.uk

The data controller is Cardiff University and the Data Protection Officer is -
The lawful basis for the processing of the data you provide is
consent.

Thank you for taking the time to read this information.
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Appendix E

Participant Consent Form

CARDIFF

- School of Psychology

Consent Form for Participants

Please complete this form if you wish to participate in the

Staff Welfare Survey

| have read and understood the information sheet

O Agree
O Disagree

CARDIFF
R School of Psychology

Q¥

| have been given the opportunity to ask questions and have received satisfactory answers

O Agree
O Disagree

School of Psychology

| agree to take part in this study

O Agree
O Disagree
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CARDIFF

UNIVERSITY

PRIFYSGOL

CERDYS

School of Psychology

| understand that any information | provide will be kept strictly confidential and will be
handled in accordance with the Data Protection Act 1998.

O Agree
O Disagree

ARDIFF

UNIVERSITY

=~ School of Psychology

PRIFVSGE
CFRDYE

| understand that my individual responses will not be accessible to any other staff members
in my organisation and will only be of access to researchers linked with the study for
research purposes.

O Agree
(O Disagree

Dil

UNIVERSITY

w SChool of Psychology

CQV¥RDY®

Data will only be reported in aggregate (all results will be reported together) and no
personally identifiable information will be associated with any of the findings.

O Agree
O Disagree
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ARDIF

=% School of Psychology

QFRDYD

| understand that participation in this study is entirely voluntary and that | am free to

withdraw my name and information at any time without giving a reason by contacting the
researchers.

QO Agree
QO Disagree

FF
UNIVERSITY

School of Psychology

PRIFYSCOL

CERDYS

If you have any concerns or complaints about this project, please direct these in the first
instance to:

The data controller is Cardiff University and the Data Protection Officer is -
I - The lawiul basis for the processing of the data you

provide is consent.
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Appendix F

Abbreviated Maslach Burnout Inventory (aMBI)

Removed due to copyright

120



Appendix G

Depression Anxiety and Stress Scale-21

Removed due to copyright
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Appendix H

Interpersonal Reactivity Index (IRI)

Removed due to copyright
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Appendix |

Secondary Traumatic Stress Scale (STSS)

Removed due to copyright
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Appendix J

Comprehensive Assessment of Acceptance and Commitment Therapy Processes — Short Form
(CompACT-SF)

Removed due to copyright

124



Table K1

Appendix K

Partial Correlations Between Empathy and Psychological Flexibility and Burnout and Symptoms of
Secondary Traumatic Stress, Depression and Anxiety when Controlling for Working Hours per Week
and Gender as Covariates

2 3 4 5 6 7 8 9 10
1.Empathic concern
2.Persepective taking 537 1
3.Psychological 012 .25 1
Flexibility
4.Emotional 010 -019 -377 1
Exhaustion
5.Depersonalisation -24" 25" - 447 1
0.26"
6.Personal 307 317 0.29° -0.16 - 1
accomplishment : 26%*
7.Secondary traumatic  -0.09 -0.14 - 0.63 A44** - 15 1
stress 0.36
8.Depression -0.02 -0.15 - B51** 26*%*  -14 .63%* 1]
0.39°
9.Anxiety 0.01 -0.01 - 34%*  18%* -.03 54*%*  68*%* 1
0.34°
10.Stress 0.02 -0.13 - AS5%*  28%% .07 S57**F [ 74*%*% 62** 1
0.28"

N =139; * p <0.05 (two-tailed); ** p < 0.01 (two-tailed)
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