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Abstract

Introduction: Acceptance and Commitment Therapy (ACT) is a third wave behavioural
therapy with a developing evidence base to support its effectiveness. Studies have been
criticised for lacking methodological quality and fidelity checks have been recommended for
ACT to be considered a well-established treatment. There is a need for a practical and trans-
diagnostic ACT fidelity measure that is coherent with contemporary ACT theory.

Aim: This study aimed to develop a valid, practical and reliable measure of therapist fidelity to
ACT.

Delphi Method: Purposeful and snowball sampling was used to recruit a panel of ACT experts
for a Delphi study. Participants completed three iterative rounds of online questionnaires, where
analysis informed the construction of the following round. In the first two rounds, participants
were asked to generate new items and rate each item for their opinion on its inclusion. They
provided comments on the measure in general and item specific feedback. For the third round,
participants were presented with the ACT Fidelity Measure (ACT-FM) in its useable format for
final comments.

Delphi Results: Half of the recruited panel members were recognised by the ACBS as a Peer
reviewed ACT trainer and they had a mean of 11 years’ experience with ACT. Their ratings and
comments resulted in a 24-item measure. Items were structured around therapist stance and the
Tri-flex, with ACT consistent and inconsistent items. Eighty-three percent of items met the
specified criteria for consensus.

Field Study Method: ACT clinicians were recruited to use the ACT-FM to rate an ACT video.
Inter-rater reliability was calculated and the clinicians provided feedback on the ease of use of
the measure with suggestions.

Field Study results: The ACT-FM was found to have moderate to excellent inter-rater
reliability (ICC= 0.73). Participants rated the measure as easy to use, but identified 7 items that
required clarification. The measure was revised in response to their suggestions.

Discussion: A valid, practical and reliable ACT fidelity measure was created. Recruiting an
expert panel for the Delphi study ensured the ACT-FM was high in content validity. It was
considered practically useful by participants in the field study, and it achieved moderate to

excellent inter-rater reliability.
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CHAPTER ONE: INTRODUCTION

The context of behavioural therapies

It has been suggested that in the last century, there have been three generations or
“waves” of behavioural therapies. Each of these waves has brought with it a set of dominant
assumptions, methods and goals that help to organise research, theory and practice (Hayes,
2004).

The first wave reached peak popularity in the fifties and sixties. It focused primarily on
applying learning principles to overt behaviour change using techniques such as operant
conditioning (Skinner, 1948) and classical conditioning (Pavlov, 1928). Behaviour therapists
theorised simpler and more scientific explanations for clinical presentations than the prevailing
clinical traditions of humanist and analytic therapies (e.g. Wolpe & Rachman, 1960). They also
theorised effective interventions for presentations that were previously considered untreatable
such as Obsessive Compulsive Disorder (OCD; e.g. Meyer, 1966). First wave behaviour
therapies have been critiqued for overlooking the importance of internal events (e.g. Chomsky,
1959) and for losing the emphasis from humanist and analytic therapies on fundamental human
issues such as why it is hard to be human or what people want from life (Hayes, 2004).

The second wave of behavioural therapies became popular in the seventies. These
therapies began to address thoughts and feelings in a more central way. Clinically, therapists
began to place an emphasis on interventions targeting changes in cognitions to bring about
behaviour change. For example, noticing faulty information processing styles that could be
corrected or challenging irrational, negative and dysfunctional thoughts and beliefs (e.g. about
the self, the world and other people) in favour of rational, positive and functional thoughts and
beliefs. Cognitive Behavioural Therapy (CBT) dominates this second wave (Harris, 2009). Beck
(1993) noted that “cognitive therapy is best viewed as the application of the cognitive model of
a particular disorder with the use of a variety of techniques designed to modify the
dysfunctional beliefs and faulty information processing characteristic of each disorder” (p. 194).

The third wave of behavioural therapies is relatively young, its arrival was only
declared fourteen years ago (Hayes, 2004). These therapies focus more on an individual’s
relationship to their internal experiences, placing emphasis on the function of thoughts,
emotions, memories and sensations, rather than on their content, form or frequency (Hayes,
Strosahl, Bunting, Twohig & Wilson, 2004). They utilise contextual change strategies with a
focus on mindfulness, meta-cognition, emotions, acceptance, relationships, values and goals
(Hayes & Hofmann, 2017) and their methods are often more experiential than didactic (Hayes,
2004). Third wave therapies include Dialectical Behaviour Therapy (DBT; Linehan, 1993),
Mindfulness Based Cognitive Therapy (MBCT; Segal, Williams & Teasdale, 2002),
Compassion-Focussed Therapy (CFT; Gilbert, 2009) and Acceptance and Commitment Therapy
(ACT; Hayes, Strosahl & Wilson, 1999), amongst others.
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It is not thought that these waves of behavioural therapies replace each other, but rather
they build on each other and carry the behaviour therapy tradition into new territory (Hayes,
2004). All of the waves are considered useful approaches today and research is beginning to
identify moderators that might indicate when second or third wave therapies might be more

effective (e.g. Wolitzky-Taylor, Arch, Rosenfield & Craske, 2012).

What is ACT?

ACT is a relatively new therapy that falls under the umbrella of third wave behavioural
therapies. It builds upon ideas from both the first and second waves of behavioural therapies
(Hayes, 2004). ACT differs from traditional CBT in that it does not seek to challenge internal
experiences, but rather to change the individual’s relationship with them through increasing
psychological flexibility. Psychological flexibility can be defined as “contacting the present
moment as a conscious human being, fully and without needless defence — as it is and not as
what it says it is — and persisting with or changing behaviour in the service of chosen values”
(Hayes, Strosahl & Wilson, 2012, p. 96). ACT does not specifically aim to reduce the distress
that the individual experiences, although this may happen as a consequence of increased

psychological flexibility and valued living.

The philosophical and theoretical foundations of ACT

ACT is an approach to behaviour change that is rooted in a philosophy of science
termed functional contextualism (Hayes, Hayes, Reese & Sarbin, 1993), and is informed by
Relational Frame Theory (RFT; Hayes, Barnes-Holmes & Roche, 2001). These foundations
have influenced the development of ACT theory of human suffering and well-being and they

have implications for ACT interventions.

Functional contextualism

Many models of psychology are based on a philosophy called “mechanism”. This
philosophy views the mind like a machine made up of parts that can be working or problematic.
A person might be described as having “maladaptive” or “dysfunctional” thoughts and feelings.
These psychological models therefore aim to reduce, repair or remove the faulty thoughts and
feelings so that the mind can function again. Like many other third wave behavioural therapies,
the underlying philosophy of ACT is more contextualistic than mechanistic (Hayes, 2004).

Functional contextualism (Hayes, Hayes, Reese & Sarbin, 1993), is a philosophy of
science which seeks knowledge of how to predict and influence psychological events (Hayes,
2015) and is interested in how things function in specific contexts (Harris, 2009). It proposes
that it is meaningless to look at something out of its context. For example, analyzing a client’s
problematic behaviour out of the context in which it occurs would lose important information
about the nature of the problem and possible avenues for solutions. Similarly, functional

contextualism would not view any thought or feeling as innately problematic, but it would
11



depend on the context of how it is experienced. The issue is not the presence of any particular
thought or feeling, but instead it is its contextually established function and meaning.

As ACT is rooted in functional contextualism, it proposes a different way of
approaching therapy to psychological models based in mechanism. While mechanistic models
approach therapy by trying to reduce ‘symptoms’, ACT instead aims to change the individual’s
relationship with internal experiences so that they are no longer perceived as ‘symptoms’. By
changing the context of thoughts and feelings from one of believing they are true to one of
accepting they are there but not getting caught up in them, their function changes so that they
have less impact and influence. For example, having the thought ‘I am a bad person’ is likely to
be more problematic if the individual experiencing it believes it to be true and focuses on it,
compared to if the individual notices the thought but then chooses to not get caught up in it and
focuses their attention on valued living instead. In this way, ACT aims to help people see
thoughts, feelings and other internal experiences for what they are, rather than as ‘symptoms’
that get in the way of living a full life. ACT teaches people skills to become more aware of their
thoughts, feelings and actions and to notice how they function in their life, i.e. whether they
improve their quality of life or not.

ACT does not aim to seek objective truth or reality because it theorizes that we can only
know the world through our interactions with it, and our interactions are contextually and
historically limited (Hayes, 2004). Instead, ACT emphasizes workability as a truth criterion
(Hayes, 2015), in other words, what is considered true is what works. In order to know what
works, it is necessary to have identified what a person is working towards, i.e. what constitutes
a full and meaningful life to them. Thoughts are not seen as correct or incorrect but instead are
evaluated on how useful they are in achieving a more valued life (Ruiz, 2010). Clients are
encouraged to leave interest in the literal truth of their thoughts and to develop an interest in

how to live according to their values despite any internal events.

Relational frame theory

RFT (Hayes, Barnes-Holmes & Roche, 2001) is a functional contextualism theory of
language and cognition based on research on derived stimulus relations. It proposes that the
building block of human cognition and language is ‘relating’. As infants, we learn to derive
arbitrary relations between events and the function of the event changes as a result. For
example, if a child learns that the spelling “C-A-T” means a small furry animal and that the
spelling “C-A-T” also means saying the word “cat”, the child is not only able to derive relations
in the other direction, i.e. a small furry animal is spelt “C-A-T”, and saying the word “cat” is
spelt “C-A-T”, but they can also derive additional relations that they were not directly taught i.e.
they are able to infer that the small furry animal is said with the word “cat” and that “cat” means

small furry animal. If the child was to get scratched and upset when playing with a cat, at a later
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time they then might become upset at their parent saying “oh look, a cat”, even though the child
has never been scratched in the presence of the word “cat” before.

According to RFT, when we think, listen or speak we are deriving relations between
events and the words we give to them. Through language we can create links between stimuli
and concepts. This gives us advantages as a species, for example we can follow advice, create
useful objects and anticipate a brighter future. However, because of the way language works,
psychological suffering is common and shared for humans (Ciarrochi & Blackledge, 2006;
Hayes, Strosahl & Wilson, 1999) and the way that we think about and speak about our
experiences can take us away from the world that we live in (Villatte, Hayes & Villatte, 2015).

RFT has implications for ACT theory of human suffering. It is thought that we can
behave in ineffective ways when our internal experiences (e.g. content of thoughts) regulate our
behaviours over the context of the environment (Hayes, Luoma, Bond, Masuda & Lillis, 2006).
This is referred to as fusion. We can encounter problems when we are fused with negative
evaluations and inaccurate or unhelpful verbal rules (Ciarrochi & Blackledge, 2006).

Another implication of RFT for ACT theory of human suffering is that we might
engage in a process called experiential avoidance. This is where we might attempt to escape,
avoid or change the form or frequency of internal experiences (e.g. emotions and thoughts) and
the contexts in which they occur, even when this results in psychological harm (Hayes, 2004).
While we might try to avoid pain by avoiding the situations where it has occurred in the past,
our ability to create relational frames means that the pain can occur in almost any situation. For
example, thoughts of a recently lost friend might be triggered by a song, a word or a
photograph, etc. As we cannot avoid all possible cues, we might try to avoid the painful
emotions or thoughts themselves (Hayes, 2004). This rarely works because the attempt to avoid
a painful experience becomes a cue itself, e.g. having the thought “don’t think of the major
operation I need to have”, serves as a cue for the operation. People might also try to control or
escape unpleasant experiences by engaging in behaviours that are not congruent with their
values and are damaging to their well-being (e.g. avoiding situations, drinking excessive
alcohol, etc).

The therapeutic implications of RFT for ACT are that the therapy aims to guide the
person to notice their experiences as just experiences, for example, a thought is just a thought
(Hayes, Pistorello & Levin, 2012). RFT seeks to identify the contexts in which language
dominates and promotes suffering, and the contexts that undermine the dominance of language
(Ciarrochi, Bilich & Godsell, 2010). Hayes (2004) describes how the “general clinical goals of
ACT are to undermine the grip of the literal verbal content of cognition that occasions
avoidance behaviour and to construct an alternative context where behaviour in alignment with
one’s values is more likely to occur” (p.18).

The aim of ACT is to build psychological flexibility in clients to help them untangle

themselves from the processes of fusion and experiential avoidance in the service of valued
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actions. Clients are encouraged to shift their energy away from experiential control and towards
valued actions, even in the presence of difficult private experiences (Ciarrochi, Bilich &

Godsell, 2010).

The core processes of psychological flexibility

Early ACT theory proposes that psychological flexibility occurs through six processes,
together creating a model referred to as the “Hexaflex” (Figure 1). These processes are central
to the ability to persist or change behaviour in the service of values and collectively they define
the ACT intervention model (Hayes & Strosahl, 2004). Each process relates to and interacts
with the other processes (Hayes, Strosahl, Bunting, Twohig & Wilson, 2004). While the
processes may overlap with ideas from other therapies, ACT uniquely brings them together

based on RFT (Strosahl, Hayes, Wilson & Gifford, 2004).

Commitment and Behavior
Change Processes

/—\A—"—\

Contact with the
Present Moment

Acceptance ™, Values
Defusion Committed
Action

Self as
Context

W\J

Mindfulness and
Acceptance
Processes

Figure 1. The Hexaflex model of psychological flexibility (reproduced from Hayes, Luoma,
Bond, Masuda & Lillis, 2006, p.8)

Definitions of the six core processes

Acceptance refers to actively experiencing events for what they are rather than allowing
emotional control and avoidance to dominate. Acceptance is not to be confused with tolerance,
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which implies a passive stance (Hayes, Strosahl, Bunting, Twohig & Wilson, 2004), but instead
it is about experiencing events fully and making room for them with a curious attitude (Hayes,
Strosahl & Wilson, 2012). Acceptance also involves behavioural willingness i.e. making a
values-based choice to enable or sustain contact with private experiences and the events that
might provoke their occurrence (Hayes, Strosahl & Wilson, 2012).

Cognitive defusion refers to stepping back from internal experiences instead of being
caught up in them (fusion). This enables us to choose to view mental activity in a non-
judgmental way and to let go of entanglement with unwanted and distressing private events and
experiences (Hayes, Strosahl & Wilson, 2012).

Contact with the present moment involves being able to consciously and non-
judgmentally pay attention to the here-and-now, being fully present with experiences as they
occur. This includes paying attention to the environment and to internal experiences. When not
making contact with the present moment, one might be absent and dominated by internal or
external events in a way that is not voluntary, focused and flexible (Hayes, Strosahl & Wilson,
2012).

Self-as-context refers to being able to take a flexible perspective to noticing events from
an observing viewpoint. This is different to having a fixed, conceptualised view of the self (e.g.
“I am an incompetent person’’) which can result in narrow and rigid behaviour and can create
harm (Hayes, Strosahl & Wilson, 2012).

Values refer to a conscious understanding of what is personally meaningful, this is in
contrast to feeling a sense of a lack of life direction. Values are feely chosen and are ongoing,
dynamic and evolving patterns of activity (Hayes, Strosahl & Wilson, 2012). Values help to
motivate, organise and direct actions that are likely to make contact with reinforcing events and
result in feelings of vitality and purpose.

Committed action refers to setting and taking actions which align with one’s chosen
values, in contrast to rigid responding of inaction or impulsivity. It involves taking
responsibility to direct behaviours in a values-based direction and to create larger and larger

patterns of flexible and effective behaviour (Hayes, Strosahl & Wilson, 2012).

A ‘Tri-flex’ model

More recently, the six processes have been coupled together to form three core
processes of psychological flexibility (see Figure 2). This idea was proposed by Russ Harris
(2009) as the “Tri-flex” model. Harris (2009) refers to the processes as ‘open up’, ‘be present’
and ‘do what matters’.

Although referring to the same three processes, different terminology has been used to
describe them. For example ‘open’, ‘centred’ and ‘engaged’ (Hayes, Strosahl & Wilson, 2012),

‘open’, ‘aware’ and ‘active’ (Hayes, Villatte, Leven & Hildebrandt, 2011) and ‘open’, ‘aware’
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and ‘engaged’ (Luoma, Hayes & Walser, 2017). This last example represents the terms used in
the most recent literature and therefore will be used throughout this thesis.

In the context of the Hexaflex, ‘open’ refers to acceptance and cognitive defusion
processes, ‘aware’ refers to contact with the present moment and self-as-context processes and
‘engaged’ refers to values and committed action processes. This triad of processes is thought to
be like three legs supporting a stool, illustrating how the three processes need to be aligned and
functioning together, with the risk of the stool collapsing if one or more of the legs are out of

alignment (Hayes, Strosahl & Wilson, 2012).

OPEN AWARE ENGAGED
e 3\ s 3\ s 3\
Being
I)I esent
Acceptance Values
Defusion Committed
action
Perspective-taking
sense of self
\ J \ J/ \. J/

Figure 2. The three Tri-flex pillars mapped onto the Hexaflex (reproduced from Luoma,
Hayes & Walser, 2017, p. 33)

What do ACT interventions involve?

Strosahl, Hayes, Wilson & Gifford (2004) outline four principles to take into
consideration when applying the processes of psychological flexibility to therapeutic work.
Firstly, the Hexaflex processes are interdependent and there is no correct order to work through
them. Starting with any one process is likely to stimulate the emergence of other processes.
Secondly, clients exhibit unique profiles across the processes and will not necessarily need to
work on all six. Therapy should involve considering the client’s abilities and needs across the
six processes and then targeting the area(s) that would benefit from being strengthened. Thirdly,
they advise that the therapist should avoid a ‘one size fits all” approach in terms of interventions
and sequencing methods, and should be proficient at providing interventions within any of the
six processes. Finally, many ACT interventions can be used flexibly across the processes and

will have different meanings depending on the client’s unique learning history and life situation.
16



Nonetheless, there are therapeutic techniques that might typically be used when working on

enhancing each of the processes.

Developing an Open response style

ACT aims to change the context in which thoughts occur to decrease the impact and
importance of difficult internal events (Hayes et al., 2004). Undermining unhelpful language-
based processes lessens their ability to function as barriers to valued action. One might use
defusion techniques to undermine language, such as labelling the process of thinking by placing
“I am having the thought that...” in front of a thought, naming stories that our mind tells us or
repeating a word or thought until it becomes meaningless and just a sound.

When difficult experiences, such as anxiety, show up as a barrier to valued living, one
might try opening up to the experiences instead of trying to change them or push them away.
The therapist might explore the client’s previous attempts to control difficult experiences and
together examine the workability of the strategies. Clients are encouraged to make behavioural
choices based on their values, rather than on the avoidance of internal experiences. This is often

approached in therapy using metaphors and exercises such as struggling with quicksand.

Developing an Aware response style

Mindfulness processes and exercises are used to tune in to the world as it is
experienced, rather than the world as structured by products of thought (Hayes et al., 2004). In a
mindfulness of the breath exercise, practicing the skill of noticing when thoughts appear and
redirecting attention back to the breath builds our ability to choose where we focus our
attention. It is thought that attention is a skill that can be practiced and used in situations
allowing us to choose what we focus on (Hayes, Strosahl & Wilson, 2012).

When working on self-as-context, the therapist might guide the client to note that
internal experiences change but consciousness does not, thus we are bigger than our
experiences. Viewing from this perspective provides a safe place from which it is possible for
clients to experience difficult thoughts and feelings (Hayes, 2004). Clients might work on
building up their ability to see themselves through a flexible perspective rather than having a

fixed conceptualised view of the self.

Developing an Engaged response style

ACT seeks to help people build a meaningful life with vitality. As such, client’s values
serve as the purpose for applying other ACT processes such as acceptance and defusion (Hayes
et al., 2004). Clients are encouraged to clarify what is important to them in different life
domains such as health, relationships, spirituality, etc.

Therapy involves setting specific, concrete and achievable goals to help the client move

in a direction consistent with their chosen values. This often requires one to anticipate and make
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room for psychological barriers. Effective working in the real world produces a feeling of

vitality, wellbeing and life connectedness (Hayes, Strosahl & Wilson, 2012).

The ACT therapeutic stance

In ACT the therapeutic stance is captured both by how the therapist uses techniques to
encourage psychological flexibility and by how the therapist is with the client. While the
treatment techniques are important, ACT places emphasis on how these techniques are chosen
and integrated into treatment by the therapist to meet the needs of each individual client
(Strosahl et al., 2004). This involves considering function and process rather than using
techniques out of context or “canned” interventions.

The ACT therapeutic stance is deliberately equal, coming from a viewpoint that we are
all human and we all struggle at times. It is more important as an ACT therapist to “do as you
say than to say what to do” (Hayes, 2004, p. 19). As ACT aims to encourage psychological
flexibility in clients, it follows that the therapist should model processes of psychological
flexibility that they wish to impart (Strosahl et al., 2004). Therapists deliver ACT in a
psychologically flexible style and give the client opportunities to experientially try out

techniques themselves, without attempting to convince or lecture the client.

ACT as a trans-diagnostic approach

Third wave behavioural therapies place more emphasis on trans-diagnostic processes of
change and evidence-based procedures than protocols for different diagnoses (Hayes &
Hofmann, 2017). The core processes within the psychological flexibility model of ACT are
hypothesized to be responsible for human suffering and human adaptability (Hayes, Strosahl &
Wilson, 2012). ACT is interested in “constructing functionally important pathways of change
that cut across diagnostic categories” (Hayes & Hofmann, 2017, p. 245) and therefore the model
can be applied regardless of any diagnosis and trans-diagnostically (Hayes, Levin, Plumb-

Vilardaga, Villatte & Pistorello, 2013).
Evidence for ACT effectiveness

What is an evidence-based treatment?

The Society of Clinical Psychology (Division 12) of the American Psychological
Association (APA) publishes details of Empirically Supported Treatments (ESTs) on their
website (Task Force on the Promotion and Dissemination of Psychological Procedures, 1993).
The APA evaluates the evidence base for different therapies for different mental health
conditions to see if they meet criteria developed by Chambless and Hollon (1998) to be
considered empirically supported.

They deem the research support as “strong” when meeting the criteria specified by

Chambless and Hollon (1998) as “well-established treatments” (two well-designed studies
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conducted by independent investigators demonstrating efficacy superior to pill/psychological
placebo/another treatment or equivalent to an established treatment), “modest” when meeting
the criteria for “probably efficacious treatments” (two or more good studies showing the
treatment to be superior to wait-list control or one or more study meeting criteria for well-
established treatment but not conducted by independent research teams) and “controversial” if
studies yield conflicting results. Chambless and Hollon (1998) provide a further category that is
not reported by the APA. They define therapies as “possibly efficacious” if there is support
from one study, or if all of the research has been conducted by one research team. According to
the current guidelines published by the APA on their website, there is strong research support
for ACT as a treatment for chronic pain, and there is modest research support for ACT as a

treatment for OCD, depression, psychosis and mixed anxiety disorders.

Published ACT Randomized Controlled Trials and meta-analyses

As of March 2018, there are at least 225 Randomized Controlled Trials (RCTs) of ACT
(ACBS, 2018). Meta-analyses of RCTs suggest the effectiveness of ACT with a range of
presentations such as chronic pain (Hann & McCracken, 2014; Veehof, Trompetter, Bohlmeijer
& Schreurs, 2016), psychosis (Tonarelli, 2016), anxiety and depression (Hacker et al., 2016;
Twohig & Levin, 2017), substance use (Lee, An, Levin & Twohig, 2015) and chronic diseases
and long term conditions (Graham, Gouick, Krahe & Gillanders, 2016), amongst others.

When considering the evidence base for ACT as a whole, a small number of meta-
analyses of RCTs have been conducted. Ost (2008) reviewed the empirical evidence of 13 RCTs
(677 participants) comparing ACT to a control group or other active treatment. Six studies
found ACT to have significantly better effects but that they had methodological issues and
consequently did not fulfil the APA criteria for an EST as they were not well-designed studies.

Powers, Vording and Emmelkamp (2009) conducted a meta-analysis of 18 ACT RCTs
(917 participants), finding superior results for ACT compared to wait-list, psychological
placebo and treatment-as-usual control conditions, but not significantly superior results
compared to established treatments (e.g. CBT) or to any control condition for the four studies
treating distress problems (anxiety/depression). This meta-analysis did not include thorough
checks on the methodological quality of the included studies. The authors do not attempt to
draw any conclusions about whether the criteria for ACT to be considered an EST were met.

More recently, Ost (2014) conducted a comprehensive meta-analysis of 60 ACT RCTs
(4234 participants). He concluded that ACT may be “probably efficacious” for chronic pain and
tinnitus, and “possibly efficacious” for depression, psychotic symptoms, mixed anxiety, OCD,
drug abuse and stress at work, but that there was not yet enough evidence with good
methodology to consider ACT as a “well-established” treatment for any disorder. These

findings are different to the published list of ESTs on the APA website. This may be due to the
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ambiguity of the criteria, i.e. what is meant by “well-designed studies”. It may be that the APA
task force is more lenient on their methodology quality ratings than Ost (2014).

A-Tjak, Davis, Morina, Powers, Smits and Emmelkamp (2015) conducted a meta-
analysis on 39 ACT RCTs (1821 participants). They found ACT to be superior to waitlist,
psychological placebo and treatment-as-usual, but not to established treatments (e.g. CBT).
They conclude that their findings support the use of ACT for anxiety disorders, depression,
addiction and somatic health problems, suggesting that it can provide similar outcomes to
established interventions. They assessed methodological quality but did not use the results to
critically appraise the included studies, other than reporting that the quality of studies appears to
have improved since Ost’s (2008) meta-analysis. A-Tjak et al. (2015) do not attempt to draw
any conclusions about whether the criteria for EST were met.

In summary, the evidence base for ACT looks mixed but promising. Generally, meta-
analyses find support for the superiority of ACT over control conditions and no significant
differences when compared to established treatments such as CBT. However, there are
limitations to the current evidence base. Most notably, the methodological quality of studies is
either not addressed or is concluded to be inadequate to meet criteria for considering ACT as a

“well-established” EST.

Methodological quality of ACT RCTs

Ost (2008) developed a 22-item research methodology rating form for psychotherapy
outcome studies. He applied this in the 2008 meta-analysis when he concluded that ACT could
not be considered an EST due to methodological weaknesses such as not using a credible and
active control condition, not diagnosing participants, not reporting information about the
therapist’s experience or training or number of therapists on the trial. He concluded that the
methodological quality of ACT studies was significantly less stringent than CBT comparisons.
CBT scored significantly higher than ACT for 8 out of the 22 items on the methodology quality
rating scale, including the item ‘checks for treatment adherence’. Only two (15%) of the ACT
studies reported any form of adherence ratings.

Using the same rating form, Ost (2014) found no significant improvement in the quality
of the included studies compared to the studies in the 2008 meta-analysis. Examples of
methodological issues he lists are combining ACT with other treatment components, not
diagnosing participants, only using one therapist across conditions and lack of adherence and
competence ratings. Ost (2014) states adherence of the therapist to the treatment was assessed in
only 13 (23%) of the included RCTs and competency was evaluated in only 8 (13%) of the
RCTs. He recommended that the methodological quality of ACT studies needs to improve
before ACT can be considered a well-established treatment and provides 15 specific

recommendations. One of these is to “audio or videotape all therapy sessions. Randomly select
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20% of these and let independent experts rate adherence to treatment manual and therapist
competence” (p.119).

A-Tjak et al. (2015) used the same quality criteria as Ost (2014) and conversely
reported that ACT research had improved in methodology from Ost’s (2008) ratings. Indeed,
Atkins et al. (2017) critiqued Ost’s (2014) meta-analysis, suggesting that he made unreliable
and negatively biased quality ratings towards ACT studies. Atkins et al. (2017) compared the
ratings of 36 ACT RCTs that were included across both Ost’s (2014) and A-Tjak et al.’s (2015)
meta-analyses and found that Ost’s (2014) quality ratings were lower with the biggest
differences for ‘checks for treatment adherence’ and ‘checks for therapist competence’. Despite
concluding that the methodological quality of studies had improved, A-Tjak et al. (2015) still
suggest that the methodological quality of studies could be improved further, including a
suggestion of “monitoring for competence of therapists” (p. 35).

Ost (2017) suggests that the difference in methodology quality scores may be because
the quality checklist is ambiguous. He points out that the scoring description he developed (Ost,
2008) does not go into enough detail to outline what is required for adherence and competence
ratings. The following item descriptions were used: 0= Poor. No checks were made to assure
that the intervention was consistent with protocol. 1= Fair. Some checks were made (e.g.
assessed a proportion of therapy tapes). 2= Good. Frequent checks were made (e.g. weekly
supervision of each session using a detailed rating form). Ost (2017) suggests that is not enough
for studies to simply state that the sessions were taped for adherence and competence
assessments, but that researchers need to present data that evidences the checks were
satisfactory. Therefore, A-Tjak et al. (2015) gave higher scores than Ost (2014) for studies in
the meta-analysis such as Lundgren, Dahl, Yardi and Melin (2008, p.105) who say “The
sessions were videotaped and audiotaped to ensure treatment integrity” when taping sessions
does not necessarily ensure adherence and competence, the tapes need to be checked and rated
against a fidelity measure. Another example is Brinkborg, Michanek, Hesser and Berglund
(2011, p. 392) who state “Adherence to the manual was controlled using a checklist after each
session.” The use of a checklist does not equate to a rigorous check of therapist adherence and
competence.

It would appear that the discrepancy between the quality scores for the two meta-
analyses are at least in part due to vagueness in what constitutes good adherence and
competence ratings. Therefore, it would follow that ACT RCTs need to be clearer with
reporting how they have made these ratings, and that these need to be included for more studies.
Both Ost (2014) and A-Tjak et al. (2015) suggest that the methodological quality of studies

needs to be improved, specifically checking the adherence and competence of therapists.
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Evidence for active ingredients in ACT

Lab based studies

While RCTs and meta-analyses are important for researching if a treatment works and
can be considered as an EST, it is also important to see if therapy works through its proposed
mechanisms. Some evidence for ACT processes comes from experimental studies (e.g. Levin,
Hildebrandt, Lillis & Hayes, 2012). These have advantages such as comparing against a control
condition, randomly assigning participants to conditions, manipulating the variable of interest
whilst controlling for extraneous variables and they allow for precise measurement of responses
such as moment-by-moment physiological assessment. However, they also lack real world
validity. There are concerns about whether results from laboratory studies generalise to clinical
situations, including the target problem, the population and process of client recruitment,
selection of treatment and the therapists (Kazdin, 1978).

This is especially true for ACT, where it is emphasised that techniques should not be
isolated or used in a ‘one size fits all” way, but should be chosen to functionally meet the needs
of each individual client (Strosahl, Hayes, Wilson & Gifford, 2004). Conducting research the
other way round by providing therapy led by what the client brings and then isolating the
processes allows them to be examined in a real life context and in line with the foundations of

ACT. Research on real-world therapy allows this to be explored.

Therapy based research

Mediational analyses measuring psychological flexibility using a self-reported measure
such as the Acceptance and Action Questionnaire (AAQ); Bond et al., 2011; Hayes, Strosahl,
Wilson et al., 2004), and similar population specific questionnaires, have found that ACT
appears to work through the proposed mechanism of psychological flexibility. Ciarrochi, Bilich
and Godsell (2010) reviewed the mediational evidence to determine whether ACT has an effect
in the theoretically expected way of increasing psychological flexibility. They found three types
of evidence for this hypothesis; 1) Studies have found that psychological inflexibility is a
precursor to suffering in that it mediates the relationship between early difficult experiences and
later psychological distress (e.g. Reddy, Pickett & Orcutt, 2006). 2) Research has shown that
ACT improves psychological flexibility (e.g. Bond & Bunce, 2000). 3) Research has also
shown that psychological flexibility leads to increased quality of life, well-being, values-based
actions and reduced clinical symptoms (e.g. Dalrymple & Herbert, 2007). Taken together, the
reviewed studies gave strong evidence for the mediational effects of psychological flexibility.

In a meta-analysis of 16 outcome and mediation studies (954 participants) comparing
ACT to CBT, Ruiz (2012) found that ACT worked through the proposed mechanisms of change
(increase in defusion and decrease in experiential avoidance), while CBT did not work through

its proposed mechanisms of change (reduction in frequency of automatic thoughts and change
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in dysfunctional attitudes). This suggests that ACT may have particularly strong evidence for its
proposed mechanisms of change.

In summary, research on the mediational effects of ACT supports that ACT seems to
work through self-reported changes in the proposed psychological flexibility processes which
may mediate outcomes (e.g. quality of life). However, the literature relies heavily on self-report
measures and we do not know how therapist behaviours influence psychological flexibility and
outcomes. Using behavioural and observer measures would increase the strength of claim of the
mediational effect of hypothesised processes (Hayes et al., 2006). Research on the active

components of therapist techniques is distinct from researching client’s self-reported processes.

Therapist behaviours

Research on the mediation of client psychological flexibility allows us to ask questions
about mechanisms of change i.e. how interventions have their effect (Kazdin, 2007). But it is
not sufficient to answer questions about which specific ACT techniques have an effect, i.e. what
works for whom (Roth & Fonagy, 2006) which would enable us to optimise treatment
matching. As Paul (1969) noted “What treatment, by whom, is most effective for this individual
with that specific problem under which set of circumstances, and how does it come about”
(p.44).

McCracken and Vowles (2014) highlight that future ACT research should focus on
change processes and explicitly link ACT’s theoretical assumptions to its clinical techniques
and processes. They state there is a need to “focus on examining treatment processes in order to
identify methods and moderators that optimize change in these key processes” (p.182). While
the mediational research partly answers this, research on the therapist methods that optimise
client change is less written about.

To be able to research this further, it would be useful to have a tool that allows
measurement of therapist behaviours that map on to the proposed ACT processes. Research
could then be conducted that measures the techniques used by the therapist designed to increase
psychological flexibility and investigates whether these mediate therapy outcomes and client

psychological flexibility.

Fidelity measures

The methodological quality of ACT RCTs needs to be improved (Ost, 2014), and
research on the role of therapist behaviours on client processes and outcomes would further our
understanding of the active components of ACT. Developing a valid, practical and reliable
fidelity measure to capture therapist behaviours would help to achieve these aims.

Treatment fidelity, also referred to as treatment integrity (Perepletchikova, 2011) is a
term used to describe the degree to which a treatment was delivered as it was intended to be

delivered. Fidelity measures therefore are assessment procedures that “measure the extent to
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which an intervention or practice is implemented as intended” (Bond, Becker & Drake, 2011, p.
127).

These measures can include both the therapist’s adherence to the model and the
therapist’s competence (Nezu & Nezu, 2008). According to Waltz, Addis, Koerner and
Jacobson (1993), adherence is the extent to which the therapist uses interventions and
approaches that are prescribed by the manual and avoids intervention procedures that are
proscribed by the manual. They define competence as the level of skill shown by the therapist
delivering the treatment (i.e. the extent to which the therapist considers and responds to the
relevant aspects of the context). Adherence is necessary for competence, but by itself is not
sufficient. For example, the therapist could use appropriate therapy techniques (adherence) but
do so with an insufficient level of skilfulness (competence). Adherence and competence are
usually highly correlated (e.g. Barber, Liese & Abrams, 2003). Adherence is usually measured
in a quantitative capacity; i.e. how frequently prescribed behaviours are implemented and
proscribed behaviours are avoided. Whereas competency is usually measured in a more
qualitative way, i.e. how well the prescribed behaviours are implemented (Perepletchikova,

Treat & Kazdin, 2007).

The importance of fidelity measures

Research into the effectiveness of therapy is necessary to ensure that approaches being
recommended for practice have an evidence base supporting that they are likely to be
successful. When conducting research into whether a therapy is effective, or if one approach is
more effective than another, it is important to ensure that the therapy being delivered in the trial
is representative of that particular therapy.

If fidelity is not checked then the researchers are at risk of making a type I error where
significant results are attributed to a therapy when in fact the results are due to other factors.
Researchers would be less certain that any changes found were due to the therapy being
investigated as they could be due to common factors such as therapeutic alliance, therapist
expressed empathy, service user expectations, cultural adaptation of treatment and therapist
differences (Wampold, 2015) or indeed components of other therapies.

Researchers are also at risk of making a type Il error, in which non-significant results
are attributed to the therapy model, when in reality the therapist did not adhere to the model or
did so incompetently. Dobson & Cook (1980) warn of type III errors where researcher’s
conclusions about outcomes are flawed because the researchers fail to consider whether the
treatment was actually delivered as intended and therefore the results may reflect poor

adherence or competence rather than a success or failure of the therapy itself.

24



Methods for measuring and increasing therapist fidelity in RCTs

One way of increasing treatment fidelity in an RCT is to develop a treatment manual to
describe and specify the procedures carried out by the therapist (Roth & Fonagy, 2006). While
some ACT manuals have been created (e.g. for people diagnosed with cancer; Feros, Lane,
Ciarrochi & Blackledge, 2013), these tend to be for people with specific conditions or diagnoses
and there are limitations to this approach as it does not allow the therapy to be adapted for the
individual’s needs. It would be difficult to manualise ACT into a step-by-step guide that is
suitable for everyone in every possible treatment context, especially given the importance of
avoiding a ‘one size fits all” approach in terms of interventions and sequencing methods
(Strosahl, Hayes, Wilson & Gifford, 2004).

Another technique to increase treatment fidelity is to use careful supervision of
therapists in the trial. Feedback may help to increase the adherence and competence of the
therapist but it is still subjectively based on the supervisor’s view of what the therapy should
look like.

While these techniques promote a move towards increased treatment fidelity, neither of
them allow for measurement of fidelity. A technique for increasing fidelity that does allow for
measurement is to ask the therapists to self-report their adherence after each session and to
identify areas for improvement. However, therapist self-reported adherence and competence is
likely to be biased and distorted by self-interest (Perepletchikova, Treat & Kazdin, 2007) and
incorrect due to factors such as inexperience and limited perspective. Indeed, when self-
evaluating competence using a CBT measure, therapists tend to overestimate their performance
when compared with ratings by experts (Brosan, Reynolds & Moore, 2008).

An alternative method for increasing and measuring fidelity is to have experts review
therapy tapes or videos. They can judge how well the therapist is adhering to the therapy model
and provide necessary feedback and training to improve the therapist’s fidelity. This would still
be subjective with each expert looking for therapist behaviours that convey adherence to the
ACT model based on their experiences and preferences. One way to work towards overcoming
this problem is to use a standardized fidelity measure.

Using a fidelity measure can increase adherence to the therapy model being trialled by
providing feedback to the therapists. Additionally, results from fidelity measures can be used to
report the overall adherence to the model. This allows the researchers to draw more robust
conclusions from their data and helps to strengthen research findings as it reduces the ambiguity
of the interpretation of the obtained results regarding intervention efficacy (Perepletchikova,
2011). Implementing a fidelity measure helps to minimise threats to the validity of a trial as
they can reduce unknown and random variation by providing information about what has
actually been done (Perepletchikova, Treat & Kazdin, 2007). Without testing fidelity, it is

difficult to draw firm conclusions about treatment effects or lack of treatment effects (Waltz et
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al., 1993). Nezu and Nezu (2008) recommend that assessing the therapist’s adherence should be
included as standard in all RCTs.

Further uses of fidelity measures

In addition to improving methodological quality of ACT RCTs and allowing
researchers to explore which ACT therapist behaviours might be most responsible for change,
an ACT fidelity measure would allow research to be conducted into the relationship between
fidelity and outcomes. For example, do therapists who score highly on fidelity also get better
therapy outcomes? If a positive relationship between fidelity and outcomes is demonstrated then
fidelity measures could have another use as a measure of service quality with recommendations
for improvement (Bond, Becker & Drake, 2011).

Fidelity measures can also be useful when a clinician is learning a therapy and wants to
develop their skills. Recordings of sessions can be evaluated against the items in the measure to
highlight areas of strength and skills that could be improved. This is a useful exercise to ensure
that the developing clinician is practicing in accordance with the theory. This is important when
the client has consented to a particular therapy and when research suggests that the processes in
the agreed therapy may be mechanisms for change and mediate outcomes.

When considering how individuals learn a therapeutic approach and develop their skills,
McHugh and Barlow (2010) highlight that little is known about the effectiveness of different
training approaches and how competence following training is maintained over time. They
recommended that efforts to disseminate evidence based practice should assess therapist fidelity
to improve our understanding of the most effective training practices. This highlights the
importance of developing therapy fidelity measures that can be used to assess therapist skills in

order to evaluate learning and therapist training strategies.

Why are fidelity measures not used?

In his meta-analyses, Ost (2008, 2014) found that a significant portion of ACT studies
neglected to include treatment fidelity checks. It is not just ACT studies that lack sufficient
fidelity checks. Perepletchikova, Treat and Kazdin (2007) found that only 3.5% of 202
psychosocial interventions they evaluated between 2000 and 2004 adequately addressed fidelity
procedures. These figures imply that any observed changes on the outcome measures used in the
included studies can only be unambiguously interpreted for a very small number of the studies.
Similarly, Schoenwald and Garland (2013) reviewed psychotherapy studies published between
1980 and 2008 with inclusion criteria that they provided information on how fidelity was
assessed. They found 304 studies to include, of which 71.5% included observation of therapy
sessions. Only one third of the identified measurement methods reported psychometric scores

and there was not enough information for the authors to comment on how adherence was
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indexed. This indicates that even when fidelity is assessed, it is not usually done to a high
enough standard.

One reason why researchers conducting RCTs may not implement fidelity measures as
often as would be advisable may be due to time and labour costs (Waltz et al., 1993). Another
reason may be due to the lack of published fidelity scales for therapies other than CBT. Without
existing measures, researchers are required to develop a new scale for their study which is likely
to be a time consuming and costly exercise. Perepletchikova, Hilt, Chereji and Kazdin (2009)
surveyed psychotherapy researchers about barriers to implementing treatment fidelity
procedures and found that the biggest barriers were lack of theory and guidelines on treatment

integrity procedures, time, cost, and labour constraints.

Previous fidelity measures for psychological therapies

Fidelity measures have been developed for a range of therapeutic interventions and are
diverse in terms of how specific or broad they are. For example, the Yale Adherence and
Competence Scale for behavioural interventions for people with substance misuse problems
(Carroll et al., 2000) can be used across therapies, and The Motivational Interviewing treatment
and integrity scale, (Moyers, Martin, Manual, Hendrickson & Miller, 2005) can be used across
presentations.

Perhaps the therapy with the most literature on fidelity measures is CBT. The first CBT
fidelity scale was developed by Young and Beck (1980) which they named the Cognitive
Therapy Rating Scale (CTRS). This scale contained 11 items and was revised in 1988 to contain
13 items. The psychometric properties of the 1980 CTRS have been investigated (e.g. Vallis,
Shaw & Dobson, 1986) finding acceptable reliability, but the psychometric properties for the
updated 1988 measure have not been tested. The Cognitive Therapy Scale-Revised (CTS-R;
Blackburn et al., 2001) is a 14-item measure that was developed to improve on the previous
CTRS. This scale was modified with input from expert cognitive therapists and was more
thoroughly tested for reliability and validity (Blackburn et al., 2001; see Chapter 1, p. 32 of this
thesis for details of this).

The fact that fidelity measures have been available for use with CBT for nearly four
decades may have played a role in the credibility that CBT has gained as an EST. The
availability of appropriate fidelity measures perhaps means that researchers conducting RCTs

are more likely to implement one.

Previous ACT fidelity measures

ACT differs from CBT in that CBT follows a more linear process. Whereas the core
processes in ACT are interlinked and the therapist can work on any of the processes at any point
in therapy and can work on more than one at the same time. In their review of previous studies,

Perepletchikova, Treat and Kazdin (2007) found that fidelity procedures were addressed to a
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greater extent when the treatment being evaluated was a skills-building approach, such as CBT,
compared to a non-skills-building therapy, such as a process-oriented therapy. They hypothesise
that this difference is at least in part due to the specificity and concreteness of the skills-building
interventions as they use specific techniques which allow more uniformity between therapists
and are less procedurally complex. They hypothesise that the non-skills-building approaches are
more difficult to operationalise due to the improvisation, spontaneity and creativity involved. As
ACT is less procedural than CBT it may be more challenging to develop a fidelity measure
(Plumb & Vilardaga, 2010). However, there have been some attempts documented in the
literature.

In their book ‘A practical guide to Acceptance and Commitment Therapy’, Hayes and
Strosahl (2004) present a set of 52 ACT core competencies, organised into the six processes of
psychological flexibility alongside therapeutic stance. This set of competencies was developed
into a rating scale called the ‘ACT Core Competency Self-Rating Form’ at the first ACT
summer Institute in 2004. It has been published on the Association of Contextual Behavioural
Science (ACBS) website by Jason Luoma. This is a 60 item measure where the developing
clinician rates their perceived competencies within the different sections. The clinician is asked
to rate how true each item is for them when they are using ACT using a scale where 1= never
true and 7= always true.

Julian McNally has further developed the ‘ACT Core Competency Self-Rating Form’
and published it on the ACBS website. However, the adaptations were to create briefer wording
to reduce the physical size of the measure and so that it can be used to score 10 sessions rather
than one. He suggests that the aim of this measure is to self-monitor ACT fidelity in order to
develop practice without the use of observational live supervision. McNally suggests that he
would like to see the 60 items reduced down to 12 or less to make it more manageable.

With colleagues, Luoma went on to publish ‘Learning ACT: An Acceptance and
Commitment Therapy Skills Training Manual for Therapists’ (Luoma, Hayes & Walser, 2007),
which includes a 51-item adaptation of the ACT Core Competency Self-Rating Form. The form
was developed further and published in the second Edition of the book (Luoma, Hayes &
Walser, 2017) as a 50-item scale. Throughout the Learning ACT books, the content is structured
around these competencies and readers are encouraged to apply their learning to transcripts with
core competency practice exercises.

These ACT Core Competency Self-Rating Forms may be practical for therapists to
reflect on their practice and identify areas of strength and need for improvement within ACT. A
strength is that the forms are not study or diagnosis specific, so they can be used trans-
diagnostically working with clients across clinical presentations. However, with a minimum of
50 items in each version of the scale, they are lengthy. It would be difficult to use the measure
to rate a therapy tape due to holding all of the different items in mind. It is unclear how these

competence items were initially developed as they are presented without a description of their
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development (Strosahl, Hayes, Wilson & Gifford, 2004). In summary, these scales may be
convenient for therapist reflection, but they may not be practical for use as a fidelity measure to
be used in research.

Dr Eric Morris (2014) has published a measure for providing supervision feedback on
adherence and competence of ACT sessions, called the Adherence and Competence Tool for
Supervision of ACT. However, it is published as a .pdf of the scale on his website and there is
no record of how it was developed. Additionally, the scale includes items such as ‘undermining
cognitive fusion’ and ‘distinguishing the conceptualized self from self-as-context” without a
clear description of observable therapist behaviours that the coder would be looking to rate. This
may be sufficient as a scale for providing feedback to a supervisee, but it is recommended that
fidelity measures focus on specific therapist behaviours that can be coded reliably (Nezu &
Nezu, 2008). Therefore it is unlikely that this measure would be suitable for use in research.

Plumb and Vilardaga (2010) present a treatment fidelity coding manual that was
designed for an ACT RCT for the treatment of OCD (Twohig et al., 2010). This includes five
ACT items, one general assessment item, five anti-ACT items and two overall ratings for
adherence and competence. The five ACT items reflect defusion, acceptance, values, committed
action and creative hopelessness/workability/control is the problem. The present moment and
self-as-context processes appear to be covered in the acceptance and defusion items
respectively. As this was designed for a specific trial for OCD, some of the items included may
not be generalizable to be used with other ACT interventions for other clinical populations. For
example, the anti-ACT item ‘in session exposure’ is only relevant for CBT approaches to the
treatment of OCD and other anxiety disorders.

The fidelity measure published by Plumb and Vilardaga (2010) has been adapted by
other researchers to be included in future studies. Hill, Masuda, Melcher, Morgan and Twohig
(2014) published a case-series of ACT with people with binge eating disorder and state that they
scored a sample of videotapes using this measure with some modifications to make the measure
applicable to binge eating. Plumb and Vilardaga (2010) recommend that researchers use their
measure as a starting point and then adapt it to suit the needs of their study. As very few ACT
RCTs use treatment fidelity measures (Ost, 2014), it is important to attempt to make these as
appealing to clinicians and researchers as possible. One unappealing quality may be the time it
takes to adapt this measure to be relevant to a new study and the costs associated with this.

It would seem that researchers do not always have the resources to adapt the measure.
For example, Wicksell et al. (2013) conducted an RCT of ACT for fibromyalgia and state that
they evaluated treatment fidelity using the scoring system developed by Plumb and Vilardaga
(2010). As this measure was developed specifically for OCD there will have been some items
that are irrelevant for fibromyalgia. This highlights a need for an ACT fidelity measure that is
appropriate to use trans-diagnostically and therefore across research studies. Indeed, some

studies state that no validated scale currently exists to measure therapist’s adherence to ACT
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and so the researchers develop a fidelity scale in the initial phase of the trial (e.g. Thomas,
Shawyer, Castle, Copolov, Hayes & Farhall, 2014) which adds strain to the research budget as
developing a good measure takes time.

McGrath and Forman (2012) have published a dissertation on developing an
ACT/traditional CBT (tCBT) adherence and competence rating scale named the Drexel
University ACT/tCBT Adherence and Competence Rating Scale-Revised (DUACRS-R). The
measure has four adherence subscales (t-CBT specific, ACT specific, behavioural, non-model
specific) and a competence scale. The rater is required to code ACT and tCBT behaviours every
five minutes and to code whether they think the therapist was practicing ACT or tCBT. This
measure was found to have acceptable interrater reliability and could distinguish ACT from
tCBT. However, it can only be used for trials comparing ACT to tCBT. This leaves a gap in the
literature for an ACT fidelity measure that can be used when the therapy it is being compared to
is not CBT.

In a recent RCT, Shawyer et al. (2017) assessed ACT fidelity using a measure called the
ACT for Psychosis Adherence and Competence Scale (APACS) that was developed as a thesis
by Pollard (2010) at La Trobe University in Australia. The APACS has six adherence items and
seven competence items (one overall competence item and each adherence item is rated for
competence). The six adherence items each refer to a Hexaflex process. The adherence part of
the scale was found to have good psychometric properties; however, the competence part of the
scale did not. This measure was designed specifically for use with people experiencing
psychosis and as such the manual refers to diagnosis specific instructions e.g. “Clients with
psychosis often experience emotions such as distress, fear or embarrassment in the context of
their positive symptoms, and cope by attempting to prevent the symptoms from arising in the
first place -or distracting themselves from symptoms” (p.80). As there are a small number of
items to rate, each item has a fairly lengthy ‘rater instructions’ accompaniment in the manual, of
approximately one A4 page per item. This requires the rater to spend time becoming familiar
with the measure before using it and handling many pages at once when rating. It may be that a
shorter and more practical measure with specific therapist behaviours as items would be more
practical and quicker to use.

As discussed in greater detail at the end of this chapter, there is a need for a new ACT
fidelity measure. The majority of existing measures use the Hexaflex as a structure. However,
recent literature on the ACT model summarises the Hexaflex into three core processes (Harris,
2009; Hayes et al., 2011; Hayes et al., 2012). As the literature and theory has evolved it would
be appropriate to develop a new measure that reflects the current state of ACT research. There is
also a need for a trans-diagnostic measure that can be used across different clinical presentations
and a measure that can be used when trialling ACT to a therapy other than CBT. Additionally,

there is a need for a measure that is practically useful with observable therapist behaviours, a
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concise manual and a scoring system that can be applied across all items rather than requiring

the rater to refer to the manual for individual item guidance.
Key considerations for ACT fidelity measures

Developing and designing the measure

Plumb and Vilardaga (2010) make recommendations for the development of future
fidelity measures and key considerations for ACT measures specifically. They note that while
there are some techniques or exercises that typically appear near the beginning or end of
therapy, there is nothing stated within ACT that requires therapists to adhere to this order. They
suggest that adherence needs to be assessed from a functional perspective with clear observable
therapist behaviours on the measure. They suggest that as different ACT processes may occur
simultaneously, the coder should not be forced to code one primary process at a time but should
be able to code all processes. They recommend coding the frequency and depth/extensiveness of
behaviours, rather than simply if they were present or not. The authors note that subtleties in
therapist behaviours may be difficult to code and so careful consideration needs to go into this
when designing the measure and manual.

Plumb and Vilardaga (2010) also suggest that it is important to include items that are
ACT inconsistent, for example, encouraging service users to challenge the content of their
thoughts. This is the same recommendation that Waltz et al. (1993) make for fidelity measures
in general.

In addition to items for treatment adherence, Plumb and Vilardaga (2010) recommend
that treatment fidelity manuals should include at least one item of therapist competence. They
provide an example: “The therapist consistently addressed the client’s needs, consistently
attended to the client’s response to treatment targets, and applied the processes outlined in the

manual very clearly and in-depth”.

Exploring the psychometric properties of the measure

Perepletchikova and Kazdin (2005) highlight the importance of validating fidelity
measures, otherwise it is not possible to determine if they do actually assess fidelity. However,
they also note that there is a lack of published literature on researcher’s efforts to establish the
validity of fidelity measures.

When considering CBT fidelity measures, the original CTRS (Young & Beck, 1980)
had some of its psychometric properties explored as part of a large trial for treatment of
depression. Vallis, Shaw and Dobson (1986) found the CTRS to be internally reliable and they
found moderate inter-rater reliability (ICC value of 0.59) for five raters who rated the same 10
tapes from a pool of 94. However, the properties of the updated CTRS (Young & Beck, 1988)

have not been tested.
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Blackburn et al. (2001) sought to improve on this measure by creating the CTS-R. They
asked four expert cognitive therapists to develop the measure based on their experiences with
the CTS and taking into account recommendations from two non-CBT practitioners who had
made suggestions from a pan-theoretical viewpoint through rating videotapes of cognitive
therapists. The experts “met on several occasions to revise the CTS” (p. 435) but no details are
reported as to the process of making decisions to develop the measure.

With the aim of thoroughly testing the new measure’s reliability and validity, Blackburn
et al. (2001) had four experts rate 102 video tapes of three stages of therapy with 34 service
users provided by 21 mental health professionals training in cognitive therapy. They explored
the psychometric properties by conducting tests of internal reliability, inter-rater reliability for
total scores and individual items, face validity and discriminant validity (trainee’s scores
improved on their second therapy case compared to their first). They state that it would have
been desirable to explore concurrent validity by correlating the scores with the CTRS, but that
this was outside of the scope of their study.

Of the ACT fidelity measures previously mentioned, only a few researchers have
attempted to explore the psychometric properties. The measure used by Twohig et al. (2010) in
an OCD treatment study was found to have moderate to excellent inter-rater reliability across
three raters at the 95% confidence interval, but no other psychometric properties were explored.

Both the DUACRS-R (McGrath & Forman, 2012) and the APACS (Pollard, 2010) have
had their psychometric properties explored more thoroughly as part of a larger trial for anxiety
(Arch et al., 2012) and psychosis (Shawyer et al., 2017) respectively. These trials involved
random assignment of participants to ACT or a control therapy delivered by multiple therapists.
Tapes were randomly selected and in both studies were coded by two raters, who discussed
discrepancies until an acceptable level of inter-rater agreement was reached (McGrath &
Forman, 2012) or for a set number of practice tapes (Pollard, 2010).

McGrath and Forman (2012) found that the DUACRS-R had good interrater reliability
and discriminant validity. Pollard (2010) found that the adherence part of the APACS had good
inter-rater reliability; however, the competence items and overall competence measure did not.
The APACS was found to have good discriminant validity. Convergent validity was
demonstrated by correlating the APACS with the therapist self-reported adherence on a session

measure.
A need for the development of a new trans-diagnostic ACT fidelity measure

State of the current evidence base

While studies show promising results for the effectiveness of ACT with a range of
presentations, taking all available studies together the methodological quality of ACT studies
needs to improve before it can be considered a well-established treatment (Ost, 2014). In

particular, there is a lack of use of fidelity measures within the ACT literature (Ost, 2014).
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Implementing a fidelity measure helps to minimise threats to the validity of a trial
(Perepletchikova, Treat & Kazdin, 2007) and they allow for less ambiguous interpretation of the
obtained results (Perepletchikova, 2011). It is likely that this lack of use of fidelity measures
with ACT is at least in part due to a lack of availability of a practical measure to use. This study

aims to address this by developing a new ACT fidelity measure.

Limitations of previous ACT fidelity measures that are addressed in the current

study

There are several ways in which a new measure could improve upon existing measures.
While the ACT Core Competency Self-Rating Forms have been created for use trans-
diagnostically, the reviewed measures that have been developed for testing fidelity in ACT
RCTs have been study or diagnosis specific. They therefore include items which are not
applicable across all contexts. As ACT is a trans-diagnostic approach that can be applied
regardless of diagnosis (Hayes, Levin, Plumb-Vilardaga, Villatte & Pistorello, 2013), it follows
that a fidelity measure for ACT should also be trans-diagnostic.

While the ideal would be to develop a bespoke fidelity measure for each RCT,
Perepletchikova (2011) highlights the issues of cost and lack of validity involved with
developing new measures for each new treatment design. She suggests that future research
should consider creating more general and pre-validated measures of fidelity which can be
adapted within limits to fit the specification of different treatments under investigation.
Similarly, Gearing et al. (2011) conducted a meta-analysis of 24 articles with a focus on fidelity.
They recommend that future research can reduce costs of implementing fidelity measures by
using general measures. Therefore, this thesis aims to develop a novel treatment fidelity
measure that is not diagnosis or study specific. The development of a new trans-diagnostic
measure will allow the measure to be used across different studies, much like the CTS-R
(Blackburn et al., 2001) for CBT.

Additionally, we recognise that it is possible for a therapist to be ACT consistent and
inconsistent at the same time, one does not negate the other. Only some existing measures allow
for this (e.g. Plumb & Vilardaga, 2010), others only include consistent items (e.g. APACS,
Pollard, 2010). Perepletchikova, Treat and Kazdin (2007) highlight the need to include
proscribed tasks as well as prescribed tasks as this is necessary to allow the measure to be used
for treatment differentiation.

There is a need for a measure to have a greater number of specific items of therapist
behaviour rather than a single rating for each of the six processes of psychological flexibility
(e.g. APACS, Pollard, 2010). This would allow the rater to see in detail which behaviours are
the most indicative, or have the highest fidelity to the ACT model. Having specific behaviours

also means that the items are self-explanatory and it is not necessary to have lengthy rater
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instructions in the manual. This would make the measure more practically useful and quicker to
become familiar with.

Structuring items of therapist behaviours into subscales of processes of psychological
flexibility would still allow raters to see if therapists are delivering an unbalanced approach.
Clinically, this would pick up on any therapist avoidance of any aspects of ACT, which would
be useful to dictate their learning. It would also open up possible areas for research looking at
therapist and/or treatment effectiveness by the configuration of ACT processes targeted by
therapists.

Additionally, there is a need for a contemporary measure that reflects the most recent
literature on ACT suggesting that the six processes of psychological flexibility can map on to
three core processes, known as the ‘Tri-flex’ (Harris, 2009). Grouping items around three

processes rather than six also allows the measure to be shorter and more practical.

Applications of the developed measure

The development of a trans-diagnostic fidelity measure for ACT would benefit research
and clinical work in a number of ways. Its application to RCTs would allow fidelity checks as
recommended by Ost (2014), which would strengthen the methodological quality of RCTs.

The development of a fidelity measure would also allow it to be applied to further the
research on active components of therapy. It would help us understand which therapist
behaviours are effective, inert or harmful and which contribute to processes of change. We
currently know that in therapy client’s self-reported psychological flexibility scores change but
we do not know if, how or which therapist behaviours lead to changes in client’s psychological
flexibility.

In addition, studies could be conducted that look at the relationship between therapist
fidelity to ACT and outcomes on standardized measures. If these were found to be correlated
then this would provide evidence that it was ACT techniques that contributed to client change,
rather than common factors of all therapies.

The development of the measure would benefit clinical work also. New and
experienced therapists could use the measure to reflect on their practice, either informally on
their work in general or formally rating a video or audio clip of a session. Supervisors could use

the measure to identify areas of strength and need for improvement with supervisees.

How fidelity measures are developed

Previous ACT fidelity measures have been developed by a single clinician or small
group. Presumably, these are developed based on their clinical experience or they are a checklist
of items covering features described in the literature. We suggest that there is a need for a

fidelity measure with more validity.
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Roth and Fonagy (2006) recommend developing formal rating scales by deriving
therapeutic skills and tasks from professional consensus (possibly using structured methods).
These are then specified with precision and clarity in a way that they can be rated reliably.
Similarly, Plumb and Vilardaga (2010) recommend that a team of individuals with relevant
experience should be consulted to create an ACT fidelity measure.

Integrating the clinical opinions of ACT experts through consensus building would
help to develop a measure with high validity. This is possible through a research method called
the Delphi, which will be detailed in Chapter Two. To our knowledge, no other ACT fidelity

measures have been developed using this methodology.

The research aims

The overall aim of the thesis was to create a valid, reliable and practically useful ACT
fidelity measure (the ACT-FM). To achieve this, the thesis was structured into two studies with

separate aims.

1) Through expert consultation in a Delphi study, to develop a measure of therapist
fidelity to ACT, including a manual and items that cover a breadth of ACT
processes (three ACT consistent and three ACT inconsistent items for each area of
the Tri-flex and therapist stance).

i) To pilot the developed measure with ACT clinicians, assessing its inter-rater

reliability and attaining feedback on its usability.

35



CHAPTER TWO: USING A DELPHI STUDY TO DEVELOP THE
ACT-FM

As outlined in Chapter One, the aim of the first study was to use Delphi methodology to
consult experts in ACT to develop an ACT fidelity measure (ACT-FM), including a manual and
items that cover a breadth of ACT processes. This chapter covers the Method of the Delphi
study.

Decisions regarding the choice of method

Methods for establishing group consensus

When developing an ACT fidelity measure, Plumb and Vilardaga (2010) recommend
that a team of individuals with relevant experience should be consulted to create the manual and
measure. Therefore, methods were considered that facilitate consensus building and synthesise
judgements through structured group communication. Two such methods are the Delphi method
(Dalkey & Helmer, 1963) and the The Nominal Group Technique (NGT; Delbecq & Van de
Ven, 1971). These both involve recruiting experts on a topic and allow for phases of
independent idea generation, structured feedback and analysis of responses. The Delphi is a
method that utilizes iterative rounds of questionnaires (usually online or postal) to structure
communication on the opinions of a panel of experts. NGT is a method for bringing experts on a
topic together, usually taking place in a face-to-face meeting and using tools such as flip charts
(Adler & Ziglio, 1996) to aggregate group judgment.

The Delphi method offers advantages over the NGT for the aims of this thesis. The
NGT technique takes place in a face-to-face meeting, which would not have been feasible for
the current study due to travel as we aimed to recruit experts internationally. If distance could
have been accounted for by using video-calling, it is still unlikely that a time to suit everyone
could have been scheduled due to time demands of people in expert ACT positions.
Additionally, a face-to-face group meeting would not be anonymous and the panel may
therefore have been subjected to social pressures when contributing and when considering other
participant’s opinions. The questionnaires in a Delphi are completed independently which
provides anonymity and increases the chances that participants can be truthful and they can
express opinions which might otherwise threaten their reputation, credibility or prestige.

Another limitation of the NGT is that it takes place over one meeting, which puts
pressure on participants to generate ideas in a short space of time. In contrast, the iterative
rounds of the Delphi allow the participants time to think through their ideas before presenting to
the group. This may promote careful and in-depth thinking (Adler & Ziglio, 1996) and time to
digest the other panelists’ ideas thoroughly before responding.

For these reasons, the Delphi method was chosen to consult a panel of experts to

develop the measure, including the items, content of the manual, system for scoring and the
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layout. A web based survey was chosen over a postal questionnaire as it has the advantages of

reduced costs, faster turnaround and recruiting participants internationally.

The Delphi method

According to Linstone and Turoff (1975, p. 3), the “Delphi may be characterized as a
method for structuring a group communication process so that the process is effective in
allowing a group of individuals, as a whole, to deal with a complex problem.” The Delphi
method was originally developed by the United States RAND Corporation, who used structured
surveys to consult expert opinion on US military operations (Dalkey & Helmer, 1963). It has
since become a well-used research method for eliciting and combining expert opinion and
attempting to gain consensus on a variety of subjects such as government planning and business
(Linstone & Turoff, 1975). It is used so that the experts can come together to provide clarity
(Hasson, Keeney & McKenna, 2000).

The Delphi method has been applied to a range of research questions relevant to clinical
psychology. For example, to consult expert clinical psychologists on how best to train clinical
psychology supervisors (Green & Dye, 2002), to consult ACT experts on items for a measure of
ACT processes (Francis, Dawson & Golijani-Moghaddam, 2016) and to consult CFT experts to
develop a list of therapist competencies for delivering CFT (Liddell, Allan & Goss, 2017).

Features of the Delphi method

Delphi methods are characterised by the following four necessary features: anonymity,
controlled feedback of the panellists’ judgements, iteration and statistical aggregation of the
panellists' responses (Rowe & Wright, 2001). Anonymously completing questionnaires allows
participants to consider each idea without influence from social pressures, such as the social
status that might be gained by a certain viewpoint or agreeing with a dominant individual.
Decisions are therefore evaluated on their merit, rather than on who proposed the idea. The
opinions and judgments of the panel are fed-back after each round; this usually includes the
statistical group response for each item and comments that are made. The feedback process
allows participants to see how their judgments compare to others and to contemplate ideas and
viewpoints they might not have considered before. This may result in participants reassessing
their initial opinions and judgments and provides the opportunity to clarify or change their
views. The iterative rounds allow participants to refine their views in light of the findings and to
change their opinion anonymously without fear of losing face in the eye of the rest of the panel.
For the final round, the researcher calculates the statistical average of the panellists’ judgments,
allowing for an interpretation of the data.

It has been suggested that these principles can be effectively adapted depending on the
needs of the study (Linstone & Turloff, 1975) resulting in a modified Delphi, whereas research

studies adhering to the four core principles are referred to as a classical Delphi (Skulmoski et
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al., 2007). Although these four characteristics remain the same across classical Delphi studies,
there are differences in the focus of the definition and procedure of the method. There are some
general guidelines for the use of the Delphi method in psychology (Igbal & Pipon-Young, 2009)
and nursing (Hasson et al., 2000) for example, but no standardised recommended guidelines
have been published, resulting in variation in how the method is applied.

While there are no best practice guidelines, two systematic reviews have created
checklists to assess the reporting quality of the Delphi method (Boulkedid, Abdoul, Loustau,
Sibony & Alberti, 2011; Sinha, Smyth & Williamson, 2011). These were combined as part of a
doctoral thesis to create a 17-item reporting quality criteria checklist to rate the methodological
quality of Delphi studies (Earley, 2015). These criteria have been reproduced in Table 1. While
these are useful criteria to assess the quality of reporting, this is not equivalent to rating the
quality of the study, i.e. a high score indicates thorough reporting, but not necessarily high

quality research.

Table 1. Reporting quality criteria checklist developed by Earley (2015)
Aspect of reporting Specific items for which the reporting quality was assessed
Preparation

Research question/aims

How items were generated for first questionnaire
Participants Number of participants invited
Characteristics of participants

How participants were identified/sampled
Delphi methodology Administration of questionnaires (e.g. postal, email)
Information provided to participants prior to the first round
Analysis of qualitative data, if applicable

Details of rating scale, if applicable

O 0 3 N Lt AW IN

10 What was asked in each round

11 Feedback to participants after each round

12 Level of anonymity

13 A priori definition of “consensus” about whether an item

should be measured/dropped
14 Number of respondents invited to each round
Results 15  Number who completed every round
16  Results/distribution for each item scored in each round
17  List of all items that participants agreed should be considered
Scale: 2= clearly reported, 1= partially reported, 0 =not reported/not applicable

Number of rounds

Typically, Delphi studies have two phases: an exploration phase and an evaluation
phase (Adler & Ziglio, 1996). The aim of the exploration phase is to fully explore the subject
under discussion and gain additional information. Usually, this is done in the first round with
open-ended questions asking the panel to generate ideas and data. It is an acceptable and
common modification to use a structured questionnaire based on a review of the literature if

basic information concerning the target issue is available and useable (Hsu & Sandford, 2007).
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The aim of the evaluation phase is to gather and assess the panel’s opinions, which
usually involves completing rounds of structured questionnaires. Two or three rounds of
questionnaires are usually considered optimum to achieve consensus. Stopping too soon may
result in meaningless results but not stopping soon enough may result in sample fatigue. It is
recommended that no more than three rounds are used as more rounds often result in

diminishing returns with little change (Linstone & Turoff, 1975).

Consensus definition and data analysis

Von der Gracht (2012) reviewed literature on consensus measurement in Delphi studies
and concluded that a general standard of how to measure consensus does not yet exist. As there
is no agreed definition of consensus or consensus criteria within the literature, researchers use
many different definitions and methods to determine the level of agreement amongst the panel.
They commonly set their own level of consensus (Hsu & Sandford, 2007) depending on what
their aims are (Diamond et al., 2014; Von der Gracht, 2012). Some studies are vague about how
they define consensus, saying that consensus was implied by the results, or that it was most
participants’ agreement and some studies leave interpretation of consensus entirely to the reader
(Powell, 2003). Diamond et al. (2014) reviewed how consensus was defined in 100 Delphi
studies and found that only 72 provided a definition for consensus.

A variety of statistical analysis techniques are suitable to interpret the data and the
method used to analyse questionnaire responses varies from study to study. Some calculate the
median and interquartile range of the data (e.g. Roos & Wearden, 2009), some calculate the
mean and standard deviation (e.g. Cloosterman, Laan & Van Alphen, 2013) and some calculate
the percentage of agreement (e.g. Morrison & Barratt, 2009). In their analysis, Diamond et al.
(2014) found that the most common calculation was based on percentage agreement. Indeed,
Miller (2006; cited in Hsu & Sandford, 2007) recommends that consensus can be decided if a
certain percentage of the votes fall within a prescribed range. Given that a specification of
consensus is fundamentally an arbitrary cut off, Diamond et al. (2014) recommend that
researchers should consider including items that fall just below the threshold but are believed to

be important, if justification is provided.

Method

Design

A Delphi method was employed. A panel of international experts in ACT were
recruited to take part in three iterative rounds of online questionnaires accessed via Bristol

Online Surveys (BOS; University of Bristol, 2009).
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Participants

Delphi inclusion criteria

The literature on Delphi methods refers to recruiting a panel of ‘experts’. Participants
are selected for their knowledge on the topic and their credibility with the target audience.
Experts can be defined as clinicians, researchers and patients in a clinical setting (Powell, 2003).

It is recognised that choosing appropriate participants is the most important decision in
the Delphi process (Hsu & Sandford, 2007). Creating a measure informed by experts meeting
carefully chosen inclusion criteria is more likely to capture the concept of interest and therefore
have higher validity than a measure created by a panel with less expertise. Consequently, to
ensure that participants were familiar with ACT principles and theory and were well placed to

comment on the development of a fidelity measure, the inclusion criteria were:

1) Professionals who have worked in the field of ACT either clinically and/or research
based for a minimum of 5 years.
and/or

i) Professionals who are recognised as a peer reviewed ACT trainer by the ACBS.

To ensure diversity within the ACT expert population was represented, males and
females were invited internationally. As ACT is a trans-diagnostic approach and the fidelity
measure is intended to be used across clinical presentations, we aimed to recruit ACT experts
working with a range of client groups. Additionally, as the measure is intended to be used
across clinical and research settings, participants were aimed to be recruited who worked in both
clinical and research based settings. If a participant met the inclusion criteria, there were no

restrictions or exclusion criteria set.

Delphi panel recruitment

Purposeful and snowball sampling methods were used to recruit participants. We
initially recruited ACT experts via existing contacts of one of the supervisors (Dr Christopher
Graham) and internationally recognised experts in ACT. Further participants were recruited by
snowballing; at the end of the first round, participants were asked to recommend potential
participants who they thought might be appropriate. These potential participants were then

contacted by email and invited to take part if they met the inclusion criteria.

Delphi sample size

There is no agreement in the literature of how many experts should form the panel (Hsu

& Sandford, 2007), with researchers suggesting anywhere between ten and fifty participants
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(Turoff, 2002). Powell (2003) describes how a representative sample is not needed for statistical
purposes in a Delphi, the qualities of the participants forming the panel are more important than
its size or chosen sampling technique. Nevertheless, Rowe and Wright (2001) recommend
recruiting between five and twenty participants and Skulmoski et al. (2007) suggest that when
the group is homogenous, a sample of ten to fifteen participants may yield sufficient results. As
ACT is a well-defined therapy, it can be assumed that the group of participants will be fairly
homogenous on the topic area. Therefore, we aimed to recruit a sample size of between ten and

fifteen participants.

Research team

The research team consisted of the Psychologist in Clinical Training (Lucy O’Neill),
two main supervisors (Dr Christopher Graham and Dr Gary Latchford) and collaboration with
Professor Lance McCracken. The team have experience of clinical and research work with
ACT. We were required to consider comments and suggestions made by the panel in the context
of clinical experience, literature on ACT and literature on fidelity measures. This was to ensure
that any proposed developments to the measure were in line with current ACT theory and

literature.

Ethical clearance

The Delphi study was approved by the University of Leeds School of Medicine
Research Ethics Committee (Approval date: 19/6/2017, Approval ref: MREC16-120; see
Appendix A.1). Consent was gained in the first questionnaire and carried forward to subsequent
rounds, as no new participants joined in the second and third rounds. In line with Delphi
methodology, responses from experts were anonymised when fed back to the group. Emails
were all sent individually rather than as a group to ensure confidentiality. Although participation
could remain completely confidential, participants were given the opportunity to state if they
would like to be acknowledged as a Delphi panellist in the write up of the research. No payment

was offered as an incentive in the Delphi study.
Measures

Development of the initial ACT-FM

As it is acceptable and common to use a structured questionnaire in the first Delphi
round when there is literature available and usable on the target subject (Hsu & Sandford,
2007), the research team decided to generate an initial item pool. This was in order to ensure
each area of the Tri-flex was represented in the item pool following the first round and to
provide a starting point for the panel to edit and generate new items.

To develop the initial item pool, we could have derived items from the literature, from

previous measures or from clinical experience. The chosen method was to consult Professor
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Lance McCracken and Dr Christopher Graham to generate a preliminary pool of 42 items based
on their clinical and research experience. As per the aforementioned criteria, both Professor
Lance McCracken and Dr Christopher Graham fulfil the criteria to be recognized as an ‘expert’
in ACT. For example, Professor McCracken has over 15 years of clinical and research
experience using ACT. He has published extensive research in peer reviewed journals on
concepts of psychological flexibility and use of ACT in clinical practice. They were therefore
well placed to generate the initial items as they were fully aware of the literature and previous
measures and could add their own expert clinical experience.

Items were structured into eight sections based on the ACT therapeutic stance and the
Tri-flex, with ACT consistent and inconsistent items within each section; 1) Therapist stance
ACT consistent items, 2) Therapist stance ACT inconsistent items, 3) Open response style ACT
consistent items, 4) Open response style ACT inconsistent items, 5) Aware response style ACT
consistent items, 6) Aware response style ACT inconsistent items, 7) Engaged response style
ACT consistent items and 8) Engaged response style ACT inconsistent items.

The design of the fidelity measure was developed by reviewing existing fidelity
measures and using supervision to discuss strengths and limitations. The research team created a
structure, scoring system and a draft of the manual with instructions. This initial measure is
available in appendix B.2. There were several decisions to be made about the design of the first
draft of the measure, as outlined here.

Competence and/or Adherence. The first important question was whether to create a
measure that captured both adherence to ACT and the therapist’s competence in delivering the
therapy. We initially sought to measure both as they are both important when evaluating therapy
(Ost, 2014). However, Waltz et al. (1993) discuss how measures of competence need to be
context specific and that competence should be defined relative to the treatment manual being
used. It was therefore decided that creating a universal and trans-diagnostic measure of therapist
competence would be impractical as the items that would be included are dependent on the
study that is being evaluated. We settled upon developing a measure assessing adherence to
ACT with the recommendation that researchers pair it with a bespoke competence measure for
their specific study.

Purpose. Another important decision that was made early on was who the measure was
designed for and their purpose for using it. The final measure would look different if it was
designed to be used only by ACT experts to test fidelity in RCTs, compared to if it was
designed to be used by ACT therapists of all levels to rate their own or others clinical skills. We
decided to create the measure with reasonably experienced ACT clinicians (i.e. those who are
familiar with the model) as the target user; this was to ensure that the measure was not over-
simplified and was intricate enough to be able to be used in RCTs. Having experienced ACT
clinicians as the target audience for the measure allows more specific therapist behaviours to be

included, as these may contain technical terms that may be less understood by novice therapists.
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We also discussed how it would be more achievable to simplify the finished measure at a later
date, whereas it would be less practical to make a simple measure more complex as this would
require adding detail.

Types of items. The literature was consulted and the research team discussed which
type of items to include on the scale. It is necessary to include items of therapist behaviours that
are ACT consistent, Waltz et al. (1993, p.624) refers to these as “Therapist behaviours that are
unique to that treatment modality and essential to it”. As recommended by Plumb and
Vilardaga (2010), it is also important to include items that are ACT inconsistent to determine if
violations have occurred, Waltz et al. (1993, p. 625) refer to these as “behaviours that are
proscribed”. We therefore included both ACT consistent and inconsistent items.

Waltz et al. (1993, p. 624) recommend that adherence measures should include items
for “Therapist behaviours that are essential to the treatment but not unique to it ”, these are
behaviours that may be present across two treatments if comparing treatment A to treatment B.
We chose not to include these types of items because they would vary depending on the therapy
ACT is being compared to. Our aim was to develop a trans-diagnostic measure that can be used
across RCTs comparing ACT to many therapies, rather than for a specific study.

The other type of items that Waltz et al. (1993, p.624) recommend including are
“behaviours that are compatible with the specified modality and therefore not prohibited, but
neither necessary nor unique”, for example chatting with the client at the beginning of sessions.
They recommend including these items to give data on the dosage of the intervention. We chose
not to include these items because we wanted to keep the measure as succinct as possible, so we
prioritised the types of items that give data on adherence rather than potency of treatment.

Scoring. Rating scales of previous measures were researched and the benefits and
limitations of various styles were discussed. Some measures such as the CTS-R (Blackburn et
al., 2001) have single items to measure large concepts (e.g. ‘eliciting key cognitions’). These
concepts are vague and require a description in the manual for what would constitute a 0, 1, 2,
3, 4 and 5 on the scale for each item. Whilst this is practical for some measures, our aim was to
include items that are observable therapist behaviours so that the measure is as objective as
possible, increasing the likelihood that it has good reliability. Using specific behaviours means
that each item can be scored on the same scale rather than creating a unique scale for each item
with descriptions of how to achieve each score like on the CTS-R (Blackburn et al., 2001). A
benefit of this is that once the rater is familiar with the scale, less time is needed to score each
item; therefore more items can be included on the measure. Including more items allows
detailed information to be collected on the therapist’s specific behaviours that have high or low
fidelity to the ACT model rather than a vague rating for a large concept.

Some existing measures simply rate if the behaviours are present or absent, but others
gain more detailed information by measuring frequency, depth, appropriateness, expertise and

extensiveness, amongst other concepts. Waltz et al. (1993) highlight how rating frequency or
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extensiveness provides more detailed information than simply rating the occurrence or non-
occurrence of therapist behaviours. However, they also warn of using a frequency rating, as
greater frequency does not necessarily mean better adherence.

For the greatest accuracy, a scale with separate scoring for each of frequency, depth and
appropriateness may give the most precise recordings. However, this would be time consuming
for raters to code and therefore we settled on a scoring system combining these factors that is
quicker and easier to use, at the expense of some accuracy and detail of the data. We discussed
developing a scale where a high score could be achieved because the item was observed
frequently but not in depth, or only once but in great depth. This style of rating is used in Plumb
and Vilardaga’s (2010) measure and so we adapted this for the first draft of our scale to present
to the panel.

The scale on Plumb and Vilardaga’s (2010) fidelity measure is a five point scale
ranging from 1= not at all to 5= extensively. We discussed in supervision about whether to also
use this scale or whether to adapt it to a three point scale. Three items would be quicker for
raters to use and may have greater reliability, but it might be compromised on sensitivity. We
chose to begin with the five point scale with the option of reducing it in response to comments
from the panel if necessary.

Another decision made about the scoring system was when the rater should score the
items. Some measures (e.g. DUACRS-R; McGrath & Forman, 2012) require the rater to score
every five minutes. More commonly, the rater is encouraged to make comments to aide their
memory, but to score at the end of the session (e.g. CTS-R; Blackburn et al., 2001). Whilst the
first option would give more detailed recordings on frequency, we opted for the second option
as it is less demanding for the rater and it was important for the ACT-FM to be practical for
rating adherence in clinical practice and in clinical trials. Additionally, it was felt that it was
more important to capture the quality of the therapists overall adherence to an item rather than

being concerned with exact frequencies.

Measures used to evaluate the ACT-FM in the Delphi

Round 1 questionnaire. This questionnaire was created specifically for this study
using BOS. It included an information page, consent page, demographic questionnaire, draft of
the ACT-FM manual for comments, list of 42 initial items for scoring and comments and a
nomination form. See appendix B.3 for screenshots; a list of initial items is also available in the
Results section (Chapter Three).

The draft manual was presented with free text spaces for comments and suggestions.
The initial item pool was presented for each of the eight sections item by item with the
following questions: 1) ‘How well does this item capture the above ACT concept?’, 2) ‘How
observable is this therapist behaviour?” and 3) ‘Do you think this item should be included in the

final measure?’ As recommended by Linstone and Turoff (1975) the questionnaire utilises an
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interval scale. We chose a 7-point Likert scale (where 1=not at all, 7=definitely), which allows
for statistical analysis to determine if consensus is met (Shelton & Adair Creghan, 2015). There
were free text spaces for each item allowing participants to suggest edits to improve the wording
for the item, suggest new items and make general suggestions and comments to supplement
their ratings.

We ensured that instructions were identical for all items and that questions were framed
in a manner that did not encourage the panel to choose one answer over another (Shelton &
Adair Creghan, 2015). We also ensured that we provided clear instructions as this can help
increase the reliability of the panel’s responses (Adler & Ziglio, 1996).

Round 2 questionnaire. This questionnaire was created in response to the panel’s
scores and comments from round 1 (details are available in the Results section). It was produced
on BOS and included a revised draft of the manual for comments, list of revised items and
demographic questionnaire. Screenshots of the round 2 questionnaire are in appendix C.4.

The revised draft of the manual was presented with free text spaces for comments and
suggestions. The revised items were presented for each of the eight sections item by item with
the question ‘Do you think this item should be included in the final measure?’. A 7-point Likert
scale was chosen to be consistent with round 1. For this round, 1= definitely do not include and
7= definitely do include. Free texts spaces were given for each section allowing participants to
suggest edits to improve the wording and make general suggestions and comments to
supplement their ratings. Once again, the items were presented with identical and clear
instructions (Shelton & Adair Creghan, 2015; Adler & Ziglio, 1996).

Round 3 questionnaire. This questionnaire was created in response to the panel’s
scores and comments from round 2 (details are available in the Results section). It was created
on BOS and screenshots are available in appendix D.4.

The questionnaire was designed to structure feedback on the .pdf of the ACT-FM which
was emailed to the panel. Free text spaces were given to structure any final comments or
suggestions on 1) the manual and scoring, 2) the items, 3) the appearance / layout / usability, 4)
any other comments and suggestions and 5) any reflections on the process of taking part in the

Delphi study.

Procedure

Overview

A Delphi method study was conducted through a series of online questionnaires on

BOS over three rounds. Each questionnaire took approximately 30 to 60 minutes to complete.
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Round 1

Potential participants were individually sent an email inviting them to take part
(appendix B.1). If they chose to take part, they could follow the link to the BOS. See the
Measures section for details of the round 1 questionnaire and appendix B.3 for screen shots.

On the BOS, participants were shown an information page covering all ethical
considerations and contact details for the research team. They were then asked to confirm that
they understood and if they would like to consent to take part. Participants entered an email
address as a signature and the page did not allow the participant to take part in the following
pages of the questionnaire unless they had consented to take part.

The demographic questionnaire asked participants to provide details to be used to
describe the whole panel. Participants were asked to state their gender, country of residence,
main professional background (mainly clinical work, mainly research work, or clinical and
research work equally), their length of experience using ACT in years, whether they are
recognized as a Peer Reviewed ACT Trainer by the ACBS and which client group(s) they work
with.

Participants were then presented with more information on the structure of the scale and
clear instructions of how to approach the following pages of the questionnaire. The next page
was a draft of the manual, with a free text space to suggest any edits. Participants were also
informed that they would be shown the manual again at the end of the questionnaire if they
would prefer to see the items before commenting.

The following 8 pages were structured by the sections of the fidelity measure; i.e. the
first page was for ‘Therapist stance, ACT consistent items’ and so on. A brief description of the
ACT Therapist stance and each area of the Tri-flex were provided for the panel to bear in mind
when rating the items. The initial pool of items was presented item-by-item. Participants were
asked to rate each item in response to the three questions outlined in the Measures section and
participants could suggest edits to the wording, suggest new items and provide comments on
each section. This was repeated for all eight sections of the measure.

Participants were then shown the manual again and given a free text space to make
comments or to suggest any edits. They were given a free text space to make any comments
regarding the first round in general. Participants were shown a nomination form. Here they were
asked to provide contact details of any other potential participants they thought would be
suitable for the study. Finally, participants were given a space to add any final comments before
being taken to the ‘Thank you’ page upon clicking ‘Finish’.

Results from round 1 were collated and analysed. Items were ordered within each area
of the ACT-FM starting with the item with the highest percentage of participants scoring as a 6
or 7 on the Likert scale for question 3 (‘Do you think this item should be included in the final
measure?’). See the Data analysis section of this chapter for more details on this. The research

team considered each item, taking into account the score it achieved and comments made by the
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panel. Any items scoring below the consensus cut off were not kept in their original form.
Taking the panellists suggestions into account, items were edited to improve them or deleted.
Some highly scoring items were kept in their original form, new items were added that were
suggested by the panel and some new items were generated by the research team in response to
comments made by the panel that highlighted a need.

The suggestions for the manual were also considered by the research team. Each
comment was discussed with reference to literature on ACT and fidelity measures. The panel’s
suggestions were either actioned or given a rationale for why we chose not to action it. All
decisions made in response to the panel’s comments and suggestions were made by the research
team. This process resulted in a revised version of the items and manual, which formed the

content of the round 2 questionnaire.

Round 2

Only participants who took part in round 1 were invited to take part in round 2. An
email was individually sent to participants (appendix C.1) with a summary of the group’s
ratings and comments (appendix C.2) along with a link to the second round questionnaire based
on the revised draft of the measure (appendix C.3). If they chose to take part, they could follow
the link to the BOS. See the Measures section for details of the round 2 questionnaire and
appendix C.4 for screen shots.

On the BOS, the revised manual and scoring was presented to participants with a space
to leave comments and suggestions. Next, the panel were asked to rate the revised items and
were informed that we would choose three from each section for the final measure, taking their
ratings into account. The items were presented to the panel one section at a time where they
were asked to rate each item in response to the question outlined in the Measures section. At the
end of each section there was a free text box to make suggestions to improve items, sections or
the overall measure.

Participants were asked to provide the same demographic details as in the first round
and they were given the opportunity to state if they would like to be acknowledged as a panel
member in any publications of the study. Participants were shown a thank you message and
informed that they would be emailed a developed version of the measure for their comments
once the results from round 2 were analysed and the measure had been created.

Results from round 2 were collated and analysed. Once again, items were ordered
within each section starting with the item with the highest percentage of participants scoring it
as a 6 or 7 on the Likert scale. The research team selected the final 3 items for each section.
Where possible, these were the highest scoring items within the section. For some sections, the
highest scoring 3 items did not cover a breadth of Hexaflex processes, so items were selected

from outside the top 3. This process is detailed in the Results section.
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Comments and suggestions from the panel to improve the manual and items were
discussed by the research team with reference to literature on ACT and fidelity measures. Each

comment was either actioned or given as clinical rationale for why we chose not to action it.

Round 3

All participants who took part in round 1 were invited to take part in round 3. An email
was sent to participants (appendix D.1) with a summary of the group’s ratings and comments
from the second round (appendix D.2). They were also sent a draft of the measure in .pdf form
(appendix D.3) and a link to the BOS questionnaire (appendix D.4).

Participants were asked to provide comments and suggestions on the manual and
scoring, the items, the appearance / layout / usability of the measure, before being asked for any
other comments and suggestions or reflections on the process of taking part in the Delphi study.
Once again, participants were asked to provide demographics and they were given another
opportunity to state if they would like to be acknowledged as a panel member in any
publications of the study. Finally, participants were shown a thank you message and were
informed that they would be sent a final version of the measure to use freely once we had
developed it further.

The comments from the final round were summarised and discussed by the research
team with reference to literature on ACT and fidelity measures. Suggestions were actioned and
the measure was developed further in response. Finally, after the field study had been conducted
and the ACT-FM developed further, the panel members were emailed with a .pdf of the final
draft of the ACT-FM (appendix F.2) along with a summary of their round 3 responses (see
appendix D.5).

Data analysis

Participant data

For the Delphi study, response rates for each round and the percentage of participant
attrition between rounds was calculated. Demographics of participant data were calculated for

each round.

Descriptive statistics

The criterion chosen for consensus in this thesis was achieving 80 percent of
participants’ votes fall within two categories on the 7 point Likert scale (Ulschak, 1983; cited in
Hsu & Sandford, 2007). Therefore, the percentage of participants scoring each item as a 6 or 7
on the 7-point Likert scale was calculated.

As the aim of the current study was to develop three ACT consistent and three ACT
inconsistent items for each section of the measure, items were ordered within their section from

the item with the highest percentage of participants scoring as a 6 or 7 to the least. Means and
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standard deviations were also calculated for each item and these were used to order items that
achieved an identical percentage of participants scoring as a 6 or 7. Whilst the appropriateness
of using the mean score in Delphi studies has been questioned due to the fact that scales in
Delphi studies are often not defined at equal intervals (Witkin, 1984), we chose to use the mean.
This is because the mean allows a score to be calculated to decimal places, whereas the median
and mode give whole numbers. This is necessary for the data because two items may have the
same percentage of participants scoring as a 6 or 7 and median score, but are unlikely to achieve
the same mean to two decimal places, so we could arrange the items into the order of consensus
as rated by the panel to distinguish between items without losing any information. Arguments
that the mean and median can be misleading as there is the possibility that data clusters around
two polarized points rather than a single point (Witkin, 1984) are less relevant for our analysis
as the items have already been ordered by percentage of participants scoring as a 6 or 7 which
overcomes this flaw. The number of items kept, edited, deleted and added was calculated for

each round.

Delphi manual and scoring system feedback

Participants’ comments on the manual and scoring system in all three rounds were
summarised and discussed by the research team. The research team considered the comments in
the context of the ACT literature, fidelity measure literature and their clinical experience using

ACT to edit and develop the measure.

Delphi item specific feedback

Participants’ comments on each item in the first round were summarised and were
discussed by the research team. Decisions were made to edit the wording of items and to delete
some items. [tems were deleted if they did not meet the consensus criterion and there were no
suggestions of how to improve the item or if participants suggested that the item was difficult to
understand. In the second round, participants were invited to comment on the items within each
section as a whole. These were summarised and were discussed by the research team resulting

in the wording of some items being edited.

Delphi overall feedback

In all three rounds, participants were invited to make comments on the round in general.
These comments were summarised and discussed by the research team and acted upon where

necessary.
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CHAPTER THREE: RESULTS OF THE DELPHI STUDY

This chapter covers the Results of the Delphi study, including the whole Delphi results

and sections for each of the three rounds. There is also a short Discussion specific to this study.

Participants

Response rates and attrition

A flow chart summarising participant involvement is shown in figure 3. A total of 47

potential participants were invited to take part in round 1. Participants who took part in round 1

were invited to take part in rounds 2 and 3. The response rates were as follows: 13/47 (28%) for

round one, 10/13 (77%) for round two and 9/13 (69%) for round three. There was an attrition

rate of 26.1% for round two and 36.4% for round three.

@/ited through existing contacts N=34 u

7z )

Names suggested by participants N=§

s R
Not invited N= 9
Reasons:
People already invited through existing
contacts N=1

y

-

I

—/

Total participants invited to round 1

N=47

"\

Declined N=1

Did not respond N=33

(

-

\ 4

~

f

Total participants who took part in

J

round 1 N=13

\_

4

\\\

~

Total participants invited to round 2

S

N=13

-

ht

A 4

C Did not respond N=3

y,

Total participants who took part in

round 2 N=10

\—/

v

Total participants invited to round 3
N=13

)

( Did not respond N=4

A

Total participants who took part in
round 3 N=9

\ 4

Duplicate Names N=4

Suggested within a week of the survey

closing N=4

\\ J

Figure 3. Flow diagram of participant involvement in the Delphi study.
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Sample characteristics

Demographics were sampled for each round of the Delphi and are available in Table 2.
Additional information on client groups was gathered in round one. The client groups that
participants reported working with are as follows: adult mental health (9), physical health (4),
chronic pain (3), neuropsychology (3), supervision and training (3), psychosis (2), paediatrics
(1), grief (1) and work and sport (1).

Across all three rounds, male and female participants were represented from Europe and
two other continents. Participants working clinically and research based were represented with a
roughly even split, the mean years of experience working with ACT was around 11 years, and
approximately half of the participants in each round were recognised by the ACBS as a Peer

Reviewed ACT Trainer.

Table 2. Demographics across the three rounds of the Delphi.
Round1 Round2 Round3

Number of participants 13 10 9
Male, female 10, 3 7,3 7,2
Continent of Residence UK 8(61.5%) 7(70%) 6 (66.7%)
The rest of Europe 2(15.4%) 1(10%) 1(11.1%)
North America 2(15.4%) 1(10%) 1(11.1%)
South America 1 (7.7%) 1(10%) 1(11.1%)
Years of experience with ~ Range 5-23 5-13 5-14
ACT Mean 11.3 10.8 11.2
SD 4.2 2.6 2.8
Number Recognised asa  Recognised 6 (46.2%) 5(50%) 5 (56%)
Peer Reviewed ACT Not recognised 7 (53.8%) 5(50%) 4 (44%)
Trainer by the ACBS
Type of Work Mainly Clinical 4(30.8%) 4(40%) 3 (37.5%)
Mainly Research 6 (46.2%) 5(50%) 3 (37.5%)
Clinical and Research 3(23.1%) 1(10%) 2 (25%)
Equally
Whole Delphi results

The first round of the Delphi aimed to move from an initial item pool generated by the
research team to an item pool that was developed by the panel by editing, adding and deleting
items. The second round aimed to reduce the item pool to three items within each area for
inclusion in the final measure. The third and final round aimed to attain any final comments and
suggestions from viewing the ACT-FM as it would be used. Figure 4 summarises the pathway

of items through the Delphi.
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The participants made comments on the fidelity measure in general as well as specific

item comments. All of these can be found in appendix C.2. First, the general comments are

summarised with the research team’s decision on how to action them, then the process for

analysing and refining individual items is summarised. Finally, the process of feeding back to

the panel is outlined.
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Panel comments

Comments on the rating scale

Panel comments. Four participants commented on the scoring system (see Table 3 for
the rating scale proposed in round 1). One participant suggested that the scale should start from
0 rather than 1 to allow for an absence of behaviour, rather than an absence still achieving a
score of 1. Two participants commented on how the scale to rate items was unclear, with more
detail needed as to what we meant by a behaviour being ‘addressed’ and what the definition of
‘depth’ is. Two participants suggested that the scoring should measure frequency instead of

depth as it is more objective.

Table 3. Rating scale initially proposed (adapted from Plumb & Vilardaga, 2010).

A rating of: Would indicate:

1 = Not at all These behaviours never occurred

) At least one of these behaviours occurred at least once (and may have
2 = A little . . .
occurred a few times) and was not addressed in an in-depth manner.

Some of these behaviours occurred and at least one was addressed in

3= hat ;
Somewha a moderately in-depth manner.

Several behaviours occurred; and some were addressed by the

4= i 1
Considerably therapist in an in-depth manner.

: Behaviours occurred with great frequency and at least several were
5 = Extensively

addressed by the therapist in a very in-depth manner.

Research team’s discussion and decisions. The scale was updated to start at 0 in
response to the suggestion (see Table 4 for the rating scale revised in response to round 1
comments). The research team considered the comments reflecting a need for more clarity in
how to rate therapist behaviours on the scale. While the suggestions to measure frequency
would result in more accurate ratings, fidelity literature suggests that the therapist displaying
more of a behaviour does not necessarily mean they are doing ACT with greater fidelity (Waltz
et al., 1993). As such, the research team moved away from rating absolute frequencies, but
settled on using the concepts of ‘rarely’, ‘sometimes’ and ‘consistently’. These descriptions
capture frequency in a flexible way that could be achieved by a therapist doing the behaviour
more often, in more detail and/or for more time, depending on what is relevant to the item. It
was necessary for the scoring descriptions to work in the context of rating ACT consistent and
ACT inconsistent therapist behaviours.

Another decision made to promote clarity was to reduce the number of points on the

scale from 5 to 4 so that a score of 0 indicates that the behaviour did not occur and a score of 1-
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3 indicates that the behaviour was enacted rarely, sometimes or consistently by the therapist.
The research team felt that distinguishing between the three levels of occurrence would be more

manageable for a rater than four levels and it makes the rating scale clearer.

Table 4. Rating scale revised in response to round 1 comments.

A rating of: Would indicate:

0 This behaviour never occurred

1 This behaviour occurred Therapist rarely enacts this behaviour

2 This behaviour occurred Therapist sometimes enacts this behaviour
3 This behaviour occurred Therapist consistently enacts this behaviour

Comments on inconsistent items

Panel comments. Two participants commented on whether the ACT inconsistent items
are necessary. Three participants suggested that the rationale for the inclusion of ACT
inconsistent items needed to be made clearer.

Research team’s discussion and decisions. The research team discussed these
comments and consulted literature on the fidelity measures (e.g. Waltz et al., 1993; Plumb &
Vilardaga, 2010) which highlights the importance of including inconsistent or ‘proscribed’
therapist behaviours to determine if errors have occurred. We discussed how it is possible for
the therapist to show ACT consistent and inconsistent behaviours at the same time, and a
measure of only consistent behaviours would miss these. The manual was therefore developed
with a clearer rationale for why the inconsistent items are included, and it was added that these

can be omitted if they are not necessary for individual purposes.

Comments about rating the therapist behaviour irrespective of how client responds

Panel comments. The proposed manual stated that the therapist’s behaviour should be
scored irrespective of how the client responds. Two participants commented on the client’s
response being an important part of rating. The participants suggested that the rater should score
whether the therapist’s behaviour had the desired response not just whether the therapist
demonstrated the behaviour.

Research team’s discussion and decisions. The research team considered these
comments, weighing up the pros and cons of measuring client responses and how this would be
done practically. We discussed how this would require the measure to define the client
behaviours that would indicate a useful therapeutic technique, but that therapy techniques might
not be helpful immediately, or the client may not recognise it as helpful. After discussions about
the different narratives that would be required to capture client response in a useful and
meaningful way, the research team considered it beyond the scope of the current measure.
Whilst client response is important, the focus of the current study was to develop a brief and

practically useful measure of therapist fidelity.
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Additionally, fidelity literature (e.g. Plumb & Vilardaga, 2010) emphasizes the
importance of rating the therapist behaviour, regardless of whether or not it was met with
success on the part of the client. The rationale for this is that the therapist should not be
penalised when working with a complex client, or one who is struggling to engage with
treatment.

While providing a rationale for not measuring client responses, the research team
acknowledged that in ACT it is particularly important for the clinician to be responsive to the
client’s behaviours. We therefore proposed an item for the ACT consistent Therapist stance
section to try to capture this: ‘Therapist shows awareness of client’s responses to the therapist’s

behaviour and consequently adjusts their own behaviour accordingly.’

Comments on how ACT focuses on function, not form

Panel comments. Two participants made comments on how it is the function of the
therapist’s behaviour that is important, not just demonstrating the behaviour, i.e. it is not just
what the therapist does, but why. One participant advised to avoid making absolute statements
when creating a tool rooted in functional contextualism. They gave the example of ‘Therapist
does not lecture’, and noted that there may be times when it is functional for the therapist to
lecture.

Research team’s discussion and decisions. The research team discussed these
comments in the context of ACT literature that does indeed emphasise the importance of the
function of behaviours (e.g. Harris, 2009). ACT is founded in functional contextualism (Hayes,
Hayes, Reese & Sarbin, 1993), which looks at how things function in specific contexts. For
example, a therapist could demonstrate a behaviour that appears to be consistent with ACT, but
functionally is not. The research team recognised the importance of this and had discussions
about how this could be incorporated. To rate every item for its function rather than form would
require the rater to complete a functional analysis for every therapist behaviour. This could be
captured by adding ‘when in the service of valued living’ to the end of ACT consistent items to
ensure that the therapist technique is ACT consistent functionally as well as in form.

The research team also had discussions about how the techniques and procedures based
on the processes defining ACT are also important and relevant (Hayes et al., 2004). ACT aims
to increase psychological flexibility which does delineate some helpful ways of interacting with
experiences, which can be reflected in specific therapist behaviours. The research team
therefore decided not to add ‘when in the service of valued living’ to the end of every item as
requiring the rater to complete a functional analysis for every therapist behaviour may be too
time consuming and the rater may not always have all of the information about the context to be
able to work out the function of the therapist behaviour. Additionally, the repetition of adding

‘when in the service of valued living’ to every item might cause the phrase to become
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overlooked or lose its meaning (much like the ‘milk, milk, milk’ exercise within ACT; Hayes,
Strosahl & Wilson, 1999, p.154).

Nonetheless, recognising the weight of these comments, the research team settled upon
a couple of updates. Firstly, we proposed some items to the Therapist Stance section to try to
capture how well the therapist is aware of the function, e.g. ‘Therapist gives the client
opportunities to notice the effectiveness of their behaviours (i.e. whether behaviours help/helped
them to achieve results consistent with their values).” Secondly, we added to the manual that 1)
clinical judgement is needed when scoring, 2) the rater will need to bear the context of the
therapy session in mind and consider the function of the therapist behaviour and 3) the measure
is designed to be used by clinicians who are experienced in ACT and understand the principles
of the approach. The research team discussed the comment about avoiding absolute statements

and edited any descriptions and items with absolute statements in response to this.

Definitions of Therapist Stance and Open, Aware and Engaged response styles

Panel comments. The proposed manual used quotations from existing literature to
define the sections of the measure. Three participants commented on how this needs to be made
clearer. One participant commented that the quotations were distracting and that it would be
more useful to describe the terms in common English. One participant commented that it would
be useful to have descriptions or examples of therapist behaviours for the stance and Tri-flex
areas.

Research team’s discussion and decisions. The research team discussed these
comments and acted upon them. The descriptions of the sections were written clearly, without

quotations and with descriptions of possible therapist behaviours.

Other comments

Minor changes to the manual were also suggested and acted on. For example, including
that the therapy sessions may be viewed as well as listened to and being clear that the measure

may be used to rate other clinicians or to rate one’s own recording.

Item ratings and analysis

Participants were presented with the initial item pool and asked to rate each item
according to three questions, 1) ‘How well does this item capture the above ACT concept?’, 2)
‘How observable is this therapist behaviour?” and 3) ‘Do you think this item should be included
in the final measure?’ on a 7 point Likert scale (where 1=not at all, 7=definitely). We were most
interested in the response to the final question as we wanted the panel’s opinions to justify each
item’s inclusion or exclusion. As our consensus criteria was set at 80% of participants rating
the item as a 6 or 7, any items that did not achieve this were not kept in their original form.
They were either edited in response to suggestions from participants, or they were deleted if

there were no suggestions to improve the item. Some of the items with high ratings were also
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edited in response to comments from the panel if the research team agreed that the suggestions
would improve the item based on their clinical experience and ACT literature. New items were
added that were suggested by the panel and some new items were generated by the research
team in response to comments made by the panel that highlighted a need. Table 5 outlines the
percentage of participants rating each item as a 6 or 7 for the final question, along with the mean
score achieved by each item for all three questions, and the decision made by the research team
regarding whether to keep, edit or delete each item.

The results for the question “how well does this item capture the above ACT concept’
appeared less useful as the way that participants interpreted this question for the ACT
inconsistent items varied. For example, an ACT inconsistent item in the Engaged response style
section ‘Therapist imposes their own, other’s or society’s values upon the client (i.e. suggests
what the client should or should not value)’, was scored as a ‘1= not at all’ three times, as a ‘7=
definitely’ six times and as a ‘6= almost definitely’ three times. The research team hypothesised
that some participants had answered the question with regards to whether it fits consistently
with an Engaged response style and other participants had answered it with regards to whether it
fits with the opposite of an Engaged response style.

Even though the data was less meaningful, the research team felt that it was still useful
to include the first two questions. It meant that when giving their opinion on the inclusion of the
item, participants were holding in mind useful characteristics about the ACT concept and how

observable the therapist’s behaviour is.

Feedback to panel

A document was prepared for the panel outlining the scores for each item and the
research team’s decision of either keeping, editing, removing or adding each item. Each item

was illustrated with a distribution graph. This is available in appendix C.2.
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Table 5. Table to show the mean score (and standard deviation) for each item that was presented in the first round of the Delphi study and the percentage

of participants scoring each item as a 6 or 7 for ‘should this item be included?’
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Therapist stance — ACT consistent
5. Therapist explicitly notices and points out psychologically flexible responses on the part of the client (open/non- 6.77(0.44) 6.46(0.78) 6.62(0.51) 100 Edited
avoidant, aware/in contact with present, actively aligned with goals and values).
6. Therapist encourages or shows appreciation for new or developing psychologically flexible behaviour on the part of  6.66 (0.65)  6.16 (0.84)  6.42 (0.90) 92 Deleted
the client.
4. Therapist demonstrates interest in the client’s situation and psychological experiences. 6.38(0.77) 6.15(0.69) 6.31(0.95) 85 Kept
2. Therapist states or demonstrates a posture of equality i.e. “we both struggle”. 6.08 (1.04) 6.08(0.95) 5.85(1.14) 69 Edited
3. Therapist states or demonstrates understanding that client’s circumstances are experienced as difficult (and of the 5.54(1.56) 592(1.32) 5.58(1.73) 50 Edited
emotions and thoughts that occur in this context).
1. Therapist states explicitly that they have confidence in the client’s ability to make change. 4.69 (1.38) 592(1.32) 438(1.12) 15 Deleted
Therapist stance — ACT inconsistent
5. Therapist rushes to reassure or diminish “unpleasant” or “difficult” thoughts and feelings when these arise. 492 (2.75) 6.08(0.95) 592(1.78) 83 Edited
4. Therapist over-rides client goals. 4.62 (2.63) 6.00 (1) 5.31(2.02) 62 Deleted
3. Therapist uses coercion or attempts to persuade the client. 5.00 (2.38) 5.69(0.85) 5.15(1.99) 62 Edited
1. Therapist presents a posture of superiority or authority. 4.85(2.41) 554(1.05) 5.08(2.14) 62 Edited
2. Therapist lectures the client. 492 (2.40) 5.85(1.07) 523(1.83) 54 Edited
6. Therapist facilitates sense-making or literal understanding above pragmatic action. 438 (1.98) 5.00(1.22) 4.77(1.88) 38 Edited
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Open response style — ACT consistent

2. Therapist facilitates the observing/describing of thoughts and feelings on the part of the client. 6.69 (0.48) 6.46(0.78) 6.69(0.48) 100 Kept

1. Therapist encourages the client to adopt an open and accepting stance to thoughts, feelings and bodily sensations. 6.69 (0.48) 6.23(1.17) 6.54(0.66) 92 Kept

3. Therapist models the observing/describing of thoughts and feelings in their own experience. 6.62 (0.51) 6.69(0.48) 6.15(1.34) 92 Kept

5. Therapist helps the client notice that psychological experiences (thoughts and feelings) are not by themselves causes  6.64 (0.67) 6.18 (1.17)  6.27 (1.01) 82 Edited
of actions.

4. Therapist helps the client to notice that thoughts are separate from the events they describe. 592 (1.44) 6.15(090) 5.85(1.46) 77 Edited
Open response style — ACT inconsistent

3. Therapist facilitates detailed discussion of whether client’s thoughts are true or accurate. 5.00 (2.27) 6.46(0.66) 5.69(1.80) 69 Edited
1. Therapist encourages the client to enact behaviours as a means to control or diminish distress (or other emotions). 4.54 (2.57) 6.23(0.93) 546(1.39) 54 Edited
2.  Therapist encourages the client to “think positive” or to substitute negative for positive thoughts. 5.15(2.51) 6.38(0.87) 6.08(1.44) 43 Edited
Aware response style - ACT consistent

9. Therapist encourages the client to notice labels/evaluations/stories that they attach to themselves (conceptualised 6.54 (0.66) 6.67 (0.65) 6.54(0.66) 92 Edited
self).

1. Therapist directs the client’s attention to the thoughts, feelings and bodily sensations that are present now. 6.54 (0.88) 6.54(0.66) 6.46(0.97) 85 Kept

3. Therapist helps the client to take an observer perspective on thoughts and feelings. 6.17(1.03) 5.92(1.16) 6.25(0.97) 83 Edited
7.  Therapist uses distinction (e.g. “I am separate from/bigger than...”) or hierarchical (“I contain/hold...”) framing in 6.31(0.95) 6.08(1.32) 592(1.55) 77 Deleted
relation to self and perspective.

2. Therapist uses present-moment-focus tasks (mindfulness tasks) to increase awareness of the moment including 6.08 (1.12) 6.54(0.88) 5.77(1.48) 69 Edited
thoughts and feelings.

4. Therapist helps the client notice deviations from present moment focus. 592 (1.83) 6.42(099) 575(1.71) 67 Edited
5. Therapist helps the client to identify the situation elements (thoughts, feelings, sensations, memories, urges) thatcan  6.08 (0.90)  6.42 (0.79) 5.5 (1.68) 67 Deleted
exert influence on behaviour.

6. Therapist helps the client to identify potential behavioural choices and their consequences. 5.83(1.19) 6.33(0.78) 5.75(1.48) 58 Deleted
8. Therapist encourages the client to shift to a different perspective (for, example, an older or younger self, another 5.38(1.56) 6.38(0.87) 5.08(1.98) 46 Edited

person).
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Aware response style - ACT inconsistent

1. Therapist introduces or uses mindfulness and/or self-as-context ideas as methods to control, diminish or distract 5.38(2.53) 5.92(1.38) 6.08(1.66) 85 Edited
from, unwanted thoughts, emotions and bodily sensations.
2. Therapist uses mindfulness and/or self-as-context exercises used to challenge the accuracy of beliefs or thoughts. 4.08 (2.50) 5.83(1.47) 5.08(2.07) 50 Edited

Engaged response style - ACT consistent

2.  Therapist encourages the client to clarify their values (overarching desires and qualities of action). 6.62 (0.51) 6.62(0.65) 6.69(0.48) 100 Edited
4. Therapist encourages the client to clearly state goals/committed actions. 6.83(0.39) 6.75(0.62) 6.67(0.49) 100 Edited
3. Therapist links behaviour change to client’s personal values (i.e. emphasises that behaviour change serves the 6.46 (0.78) 6.62 (0.65) 6.54(0.88) 92 Edited
purpose of greater contact with values).

7.  Therapist helps the client discriminate personal values from social pressures and the wishes and desires of others 6.46 (0.66) 6.54 (0.66) 6.31(0.85) 92 Edited
(possibly also including the therapist).

5. Therapist facilitates identification of specific actions in response to predictable barriers. 6 (1) 6.46 (0.66) 6.08 (0.95) 77 Edited
1. Therapist clearly emphasises that behaviour change is the primary focus of therapy. 5.92(0.95) 6.15(0.99) 5.85(0.99) 62 Edited
6. Therapist uses hierarchical or part-whole framing to connect short term patterns of behaviour or small changes to 5.5(1.09) 5.17(1.75) 4.75(1.60) 33 Deleted

longer term sources of satisfaction.

Engaged response style - ACT inconsistent

3. Therapist imposes their own, other’s or society’s values upon the client (i.e. suggests what the client should or 5.252.60) 6.31(0.95) 6.23(1.36) 92 Edited
should not value).

1. Therapist encourages activity for “activity’s sake” (i.e. emphasis on activity out of the context of values). 4.85(2.70) 6.08(0.95) 6.08(1.12) 85 Kept

2. Therapist uses actions (even when this is in line with values) as a means for changing thoughts or feelings (to reduce  5.23 (2.09) 5.62(1.19) 5.31(1.70) 62 Deleted
or control unwanted thoughts, emotions and sensations).

4.  Therapist ignores psychological experiences and coordinates a “just do it” type of responding. 5.08(1.88) 5.46(1.27) 531(1.55) 62 Edited

Note: items that did not achieve the consensus criteria were not kept in their original form. They were either edited in response to suggestions from participants, or they were deleted if there
were no suggestions to improve the item. Some of the items with high ratings were also edited in response to comments from the panel if the research team agreed that the suggestions would

improve the item based on their clinical experience and ACT literature. For details on decisions for individual items, see appendix C.2.
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Round two results

In round two, the participants were asked to rate each item and were given opportunities
to provide comments on the manual and on each of the eight sections. All of the comments and
ratings can be found in appendix D.2. First, the general comments are summarised with the
research team’s decisions to action them, then the process for analysing and refining individual

items are summarised. Finally, the process of feeding back to the panel is outlined.
Panel comments

Comments on the manual and scoring

Fewer comments were made on the manual in the second round compared to the first,
with six participants making one comment each. One participant commented that while client’s
responses should not be taken into account as the therapist cannot know beforehand if an
intervention will work, if a client is consistently resisting or avoiding the intervention or not
understanding at an experiential level, then this would be meaningful. Another participant
commented that a therapist could score well on the measure by offering exercises that cover the
relevant bases, but without responding to what is happening in the room. They highlight that
this would be the difference between adhering to a protocol or delivering a process-based ACT
intervention. Additionally, two comments were to add in more detail for the inconsistent stance/

response styles and two were to point out typographical errors.

Research team’s discussion and decisions

The research team discussed the first two points and noted that they were repetitious of
comments in round 1. We revisited our discussions from the first round results and again
weighed up the suggestions in the context of fidelity measure literature and ACT literature
(Plumb & Vilardaga, 2010; Hayes et al., 2004). The research team discussed the comment on
how it would be meaningful if a client was consistently avoiding an intervention. Clinically, we
agreed but we were unsure of how to incorporate this into the ACT-FM without generating
guidelines of when this threshold would be met. The measure was intended to be concise and
quick for clinicians to use, adding complicated descriptions for different eventualities may
detract from the key instructions for using the measure. Ultimately we came back to the
literature (e.g. Plumb & Vilardaga, 2010) that emphasizes the importance of rating the therapist
behaviour regardless of whether or not it was met with client success and we chose to give
credence to this over the participant’s comment.

The research team discussed the comment about the difference between delivering a
protocol-based or process-based intervention. We agreed with their comment and the point is
reflective of ACT literature (Hayes et al., 20014). In response to a similar comment in round 1,

we added to the manual that when scoring the items, the rater needs to bear the context of the



therapy session in mind, use clinical judgement and consider the function of the therapist
behaviour. We were unsure of how the ACT-FM could be developed further to capture this
comment and we felt that this may be a common difficulty when developing a fidelity measure
for process-based therapies. This is due to the tension between the need to identify specific
therapist behaviours for items and flexibly scoring how well a therapist responds to what is
happening in the room. The research team decided that the details already added in response to
the first round comments addressed this comment sufficiently for the scope of the current
measure.

In response to the other four comments, more details were added in the descriptions,
including an example of an ACT consistent and inconsistent behaviour for clarity. Finally, the

typographical errors were corrected.

Item analysis and selection

The panel were asked to rate whether they thought each item should be included in the
final measure on a 7-point Likert scale (where 1= definitely do not include and 7= definitely do
include). As a research team, we discussed one outlier in the data for round 2 who had rated all
of the ACT inconsistent items very low (they rated all inconsistent items as 1 apart from a few
items as 2 when commenting that the behaviours might be useful in some contexts). We
hypothesised that they misunderstood the question and were rating how ACT consistent the
items were rather than whether they thought the item should be included in the final measure.
This participant’s answers for the inconsistent items were therefore excluded from the analysis.

The items were ordered by agreement within each area of the ACT-FM. Each item had
been identified with the area of the Hexaflex that it represents. The research team discussed
each section and selected three items for each. For four out of the eight sections, these were the
highest rated three items. For the other four sections, all of the highest scoring items assessed
the same Hexaflex dimension or had an overlap in item similarity, therefore the next highest
scoring item that assessed a different dimension or idea was chosen to ensure breadth of ACT
concepts. Note that the therapist stance section does not have a corresponding Hexaflex area.
The rationale for each of these decisions is outlined next and Table 6 shows each item ranked

within its section with the selected items highlighted.

Decisions regarding items within each section

Therapist stance ACT consistent items. In this section, the highest scoring two items
were chosen. It was the research team’s judgment that the third highest scoring item was
covered by other items in the measure and so opted to include the fourth highest scoring item
instead. This item is about using methods in a way that is sensitive to the situation and we felt
that it was important to include an item that taps into the therapist using techniques considering

their function rather than a ‘one size fits all” approach because of the ACT literature (e.g. Hayes
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et al., 2014) and the comments from the panelists about the need to capture whether the
therapist was delivering a process-based intervention.

Therapist stance ACT inconsistent items. The highest scoring three items were
selected.

Open response style ACT consistent items. The highest scoring three items gave good
breadth of both acceptance and defusion processes and so were chosen.

Open response style ACT inconsistent items. The highest scoring three items also
gave good breadth of both acceptance and defusion processes and so were chosen.

Aware response style ACT consistent items. In this section, the three highest scoring
items all mapped on to present moment. Therefore, the third highest scoring item was omitted in
favour of the fourth highest scoring item which mapped on to self-as-context and therefore gave
breadth of the Hexaflex processes.

Aware response style ACT inconsistent items. The research team felt that the two
highest scoring items were similar. Therefore the second item was omitted in favour of the
fourth highest scoring item. Each of these items maps on to both present moment and self-as-
context and therefore a good breadth of Hexaflex processes were covered.

Engaged response style ACT consistent items. In this section, the three highest
scoring items were all values based, so the highest scoring committed action item was selected
from further down to give breadth of the Hexaflex. The research team felt that the two highest
scoring items covered a similar concept, and so part of the second highest scoring item was
incorporated into the highest scoring item and the second highest scoring item was then omitted
for the committed action item.

Engaged response style ACT inconsistent items. The highest scoring three items gave

good breadth of both values and committed action processes and so were selected.

Consensus agreement

Of the 24 items selected for the measure, 20 (83%) achieved consensus of 80% of the
panel rating the item as a 6 or 7. Four of the sections achieved all three items scoring above the
consensus cut off and the other four sections achieved two out of the three items scoring above
the consensus cut off. The item with the lowest percentage agreement that was selected

achieved 67%.

Feedback to panel

A document was developed for the panel with the item scores and anonymously
summarising the comments that had been made (see appendix D.2). This was emailed to the

panel with an invitation to the third and final round.
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Table 6. Table to show percentage of participants rating each item as a 6 or 7 and the mean (and standard deviation) for each item that was presented in
the second round of the Delphi. Chosen items are highlighted.

Hexaflex % rating MEAN

area Therapist Stance - ACT Consistent items 6or7 (SD)

N/A 5. Therapist demonstrates a willingness to sit with the client’s painful thoughts and feelings and the situations that give rise to these. 90 6.8 (0.63)

N/A 4. Therapist conveys that it is natural to experience painful or difficult thoughts and feelings when one is in circumstances such as those 90 6.4 (0.97)
experienced by the client.

N/A 3. Therapist highlights psychologically flexible responses on the part of the client (i.e. open/ centred/ actively aligned with goals and 80 6.1 (1.20)
values).

N/A 12. Therapist uses experiential methods (e.g. exercises and metaphors) that are sensitive to the situation. 70 6.4 (1.07)

N/A 1. Therapist states or demonstrates a posture of equality (e.g. “we both struggle” or “we all struggle”; or shares a personal example that is 70 6.3 (0.95)
contextually relevant).

N/A 13. Therapist admits mistakes, weaknesses, and limits of knowledge. 70 6.1 (1.29)

N/A 11. Therapist gives the client opportunities to notice the consequences of their behaviours. 70 5.6 (1.71)

N/A 6. Therapist helps the client to notice the array of behavioural choices that they have in a given situation 70 5.8 (1.14)

N/A 8. Therapist’s behaviour is warm, empathic and encouraging 60 5.8(1.4)

N/A 10. Therapist gives the client opportunities to notice the effectiveness of his or her behaviours in relation to their own goals or values (i.e. 50 6.2 (1.14)
whether behaviours help/helped them to achieve results consistent with their values).

N/A 2. Therapist demonstrates interest in the client’s situation and psychological experiences. 50 5.5(1.35)

N/A 9. Therapist shows awareness of client’s responses to the therapist’s behaviour and consequently adjusts their own behaviour accordingly. 50 5.3(1.49)

N/A 7. Therapist acknowledges that the client makes his or her own choices. 40 5.5(1.18)




Hexaflex % rating MEAN

area Therapist Stance - ACT Inconsistent items 6or7 (SD)
N/A 3. Therapist rushes to reassure, diminish or move on from “unpleasant” or “difficult” thoughts and feelings when these arise. 100 6 (1.83)
N/A 5. Therapist methods/clinical conversations are at a conceptual level (i.e. therapist emphasises verbal understanding of concepts rather than 89 6 (1.89)
experiential methods and behaviour change).
N/A 1. Therapist lectures the client (e.g. gives prolonged advice and/or explanations). 78 5.8 (1.87)
N/A 2. Therapist uses coercion (i.e. attempts to coordinate new behaviours simply via their consistency with the therapist’s verbal direction). 78 5.7 (1.83)
N/A 6. Therapist takes the role of expert regarding the client’s own experiences and circumstances. 67 5.6 (1.84)
N/A 4. Therapist conveys sense-making or literal understanding (i.e. aligning beliefs with an objective reality) as a primary goal of therapy. 44 5(1.94)
Hexaflex % rating MEAN
area Open Response Style - ACT Consistent items 6or7 (SD)
D 5. Therapist gives the client opportunities to notice how they interact with their mind (e.g. when they are struggling with thoughts and 100 6.8 (0.42)
feelings, or are allowing thoughts and feelings to be there).
D 4. Therapist helps the client to notice thoughts as separate experiences from the events they describe. 100 6.7 (0.48)
A 9. Therapist encourages the client to “stay with” painful thoughts, feelings and emotions, in the service of their values. 100 6.7 (0.48)
A 1. Therapist encourages the client to adopt an open and accepting stance towards thoughts, feelings and bodily sensations. 90 6.7 (0.67)
A 10. Therapist gives the client opportunities to move towards or deeper into experiences they have previously avoided. 90 6.6 (0.70)
A 7. Therapist helps the client to observe / describe their thoughts, feelings and bodily sensations. 90 6.4 (0.70)
D 6. Therapist guides the client to notice that psychological experiences alone do not have the capacity to cause actions. 90 6.2 (0.92)
A/D 8. Therapist gives the client opportunities to take a non-judgemental stance towards their thoughts and feelings. 80 6.2 (1.03)
A 11. Therapist gives the client opportunities to replace avoidant behaviours with any variety of other behaviours that are not avoidant in 70 5.8(1.23)
quality while in the same situation.
A/D 3. Therapist models the observing/describing of thoughts and feelings in their own experience. 60 5.8(1.03)
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A/D 2. Therapist facilitates the observing/describing of thoughts and feelings on the part of the client. 60 5.7(1.57)

Hexaflex % rating MEAN
area Open Response Style - ACT Inconsistent items 6or7 (SD)
D 2. Therapist encourages the client to “think positive” or to substitute negative for positive thoughts as a treatment goal. 100 6.3 (1.89)
A 1. Therapist encourages the client to control or to diminish distress (or other emotions) as the primary goal of therapy. 100 6.2 (1.55)
D 4. Therapist encourages or reinforces the view that fusion or avoidance are implicitly bad, rather than judging them on basis of workability. ~ 89 6.1 (1.91)
A 5. Therapist rushes to reassure, diminish or move on from “unpleasant” or “difficult” thoughts and feelings when these arise. 78 5.9(1.91)
D 3. Therapist facilitates detailed discussion of whether client’s thoughts are aligned with an objective external truth (i.e. seeking essential 78 5.6 (2.27)
coherence as opposed to functional coherence).
D 6. Therapist conveys sense-making or literal understanding (i.e. aligning beliefs with an objective reality) as a primary goal of therapy. 55 5.2 (1.87)
6. Therapist guides the client to notice that psychological experiences alone do not have the capacity to cause actions. 90 6.2 (0.92)
A/D 8. Therapist gives the client opportunities to take a non-judgemental stance towards their thoughts and feelings. 80 6.2 (1.03)
A 11. Therapist gives the client opportunities to replace avoidant behaviours with any variety of other behaviours that are not avoidant in 70 5.8(1.23)

quality while in the same situation.

Hexaflex % rating MEAN

area Aware Response Style - ACT Consistent items 6or7 (SD)

PM 4. Therapist helps the client to notice the stimuli (thoughts, feelings, situations) that hook them away from the present moment. 100 6.7 (0.48)

PM 2. Therapist uses present-moment-focus exercises (e.g. mindfulness exercises) to increase awareness of the moment including thoughts and 100 6.6 (0.52)
feelings.

PM 1. Therapist directs the client’s attention to the thoughts, feelings and bodily sensations that are present now. 100 6 (0.50)

SAC 10. Therapist helps the client to experience that they are bigger than or contain their psychological experiences. 90 6.5 (0.97)

SAC 3. Therapist helps the client to notice the self as distinct from the thoughts and feelings occurring in the moment (e.g. guides the client to 80 6.5 (0.85)
take an observer perspective on psychological experiences).

PM 8. Therapist helps the client to track when they move away from being in the present moment. 80 6.3 (0.82)
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SAC 7. Therapist helps the client to notice choices over their actions in the presence of whatever psychological experiences (thoughts and 80 6.2 (0.79)
feelings) are present.

SAC 6. Therapist encourages the client to notice when they are attaching labels / evaluations / stories to themselves (e.g. conceptualised self). 70 5.9 (1.20)

SAC 5. Therapist gives the client opportunities to shift to a different perspective (for example, an older or younger self, the observing-self, or 60 5.9 (1.10)
another person).

PM 9. Therapist directs the client to notice the thoughts and feelings that arise in a certain context or situation. 60 5.7(1.34)

Hexaflex % rating MEAN

area Aware Response Style - ACT Inconsistent items 6or7 (SD)

PM/SAC 1. Therapist introduces or uses mindfulness and/or self-as-context exercises as methods to control or diminish unwanted thoughts, emotions 100 6.4 (1.58)
and bodily sensations.

PM/SAC 3. Therapist reinforces client behaviours where mindfulness and/or self-as-context methods are used as means to control, diminish or 100 6.3 (1.89)
distract from unwanted thoughts and feelings.

PM/SAC 5. Therapist introduces mindfulness or self-as-context exercises as formulaic exercises. 89 5.8 (1.81)

PM/SAC 2. Therapist introduces or uses mindfulness and/or self-as-context exercises to challenge the accuracy of beliefs or thoughts. 67 5.4 (1.71)

SAC 6. Therapist addresses self as a matter of belief or “knowing in the mind”. 33 4.3 (1.89)

SAC 4. Therapist encourages perspective taking as a moral imperative or social rule. 33 4.3 (2.16)

Hexaflex % rating MEAN

area Engaged Response Style - ACT Consistent items 6or7 (SD)

\Y% 2. Therapist gives the client opportunities to clarify their values (overarching life goals and qualities of action). 100 6.9 (0.32)

v 6. Therapist helps the client to discriminate personal values from social pressures/social norms and the wishes and desires of others 90 6.5 (0.71)
(possibly also including the therapist).

V/CA 1. Therapist emphasises that changing behaviour to enable greater consistency with values is a focus of therapy. 90 6.5 (0.71)

V/CA 8. Therapist explores distinction between short-term and long-term consequences of behaviours. 90 6.5 (0.71)

V/CA 5. Therapist directs the client to notice barriers to values-based actions and helps the client notice patterns of workable/unworkable 90 6.5 (0.97)

responses
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V/CA 4. Therapist gives the client opportunities to clearly state goals/committed actions in pursuit of values. 90 6.4 (0.70)

V/CA 10. Therapist helps the client to identify different values-based actions they might take in the presence of potential barriers. 90 6.4 (0.97)

V/CA 3. Therapist helps the client to link their behaviour change to their personal values (i.e. therapist emphasises that behaviour change can serve 80 6.4 (1.07)
the purpose of greater contact with values).

CA 12. Therapist helps the client to make plans and set goals likely to meet reinforcing consequences or otherwise shape effective action. 80 6.2 (1.03)

CA 9. Therapist draws client's attention to previous or on-going examples of committed action which client has not seen in those terms. 70 6.1 (0.88)

v 11. Therapist helps the client to see the connection between consequences experienced or available and their stated values. 60 5.6 (1.35)

V/CA 7. Therapist encourages client to differentiate positive from negative reinforcement in identifying values. 50 5.3(1.49)

Hexaflex % rating MEAN

area Engaged Response Style - ACT Inconsistent items 6 or7 (SD)

A% 2. Therapist imposes their own, other’s or society’s values upon the client (i.e. suggests what the client should or should not value or what 89 6.1 (1.91)
valuing something should look like).

CA 4. Therapist encourages the client’s proposed plans even when there are clear impracticalities (e.g. clearly excessive goals). 89 5.5 (1.96)

CA 3. Therapist coordinates a “just do it” type of responding; i.e. encourages action without first hearing or exploring, showing curiosity 78 5.9 (1.91)
regarding the client’s psychological experiences (e.g. painful thoughts feelings and emotions) when undertaking new activities.

V/CA 1. Therapist encourages activity for “activity’s sake” (i.e. emphasis on increasing activity out of the context of values). 78 5.7 (1.49)

V/CA 5. Therapist encourages goal-directed activity that is not in the context of values (i.e. behaviour is about achieving a particular goal, whichis 78 5.6 (1.90)

not explored in the context of values).

Note: D=defusion, A=acceptance, PM=present moment, SAC=self-as-context, V=values, CA= committed action. Where possible, the highest rated three items were

selected. Where the highest scoring items assessed the same Hexaflex dimension or had an overlap in item similarity, the next highest scoring item that assessed a different
dimension or idea was chosen to ensure breadth of ACT concepts.
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Round three results

Participants were emailed with a .pdf of the ACT-FM and a link to the final BOS. They
were asked to provide comments and suggestions on the manual and scoring, the items, the
appearance/layout/usability of the measure and any other comments. These are summarised
with the resulting changes to the measure, details of the revised items and a summary of the

final feedback to the panel.
Panel comments

Comments on the manual and scoring

Panel comments. Six participants commented that they did not have any suggestions
for changes. One participant raised the discussion about how the manual outlines that the
therapist’s behaviour should be scored irrespective of the client’s response, and that a therapist’s
behaviour might not seem ACT consistent but if it leads to the client showing higher
psychological flexibility then it was a pragmatic behaviour.

Another participant made a few comments. They suggested that the descriptions for the
different areas could be presented in a table with an example of an item for each, rather than just
an example for one area. Other comments were to add clarity to the wording of the scoring
system and grammatical changes.

Research team’s discussion and decisions. The research team discussed the comment
on how the therapist’s behaviour should be scored irrespective of the client’s response and
noted that this had been raised at each of the three rounds. Although fidelity literature
emphasizes the importance of rating the therapist behaviour regardless of whether or not it was
met with success on the part of the client (e.g. Plumb & Vilardaga, 2010), we felt that the
wording in the manual could be softened slightly to reflect the persistence of these comments.
The wording was therefore developed from “The clinician’s behaviour should be scored
irrespective of how the client responded to the clinician’s attempt” to “The focus of this
measure is on the therapists behaviour”. The research team felt that this wording keeps the focus
of scoring on the therapist’s behaviour but is a less absolute statement.

In response to the other participants comments, the manual formatting was edited.
However, displaying the descriptions in a table with an example of a consistent and inconsistent
item for each lengthened the manual to over one page. As the ACT-FM is intended to be quick
and practical to use, we prioritised keeping the manual on one page and edited the wording to

make it clearer that the existing example is just for one section.

Comments on the items

Panel comments. Seven participants commented on the items. Five of the comments

were to state that they are in agreement with them. One participant commented with minor



suggestions to two of the items and another participant commented on the need to add in an
item getting at workability exploration and/or functional analysis. They commented that without
including a workability item a therapist could score highly who was using ACT compatible
techniques but in a way that was “throwing techniques at a problem”.

Research team’s discussion and decisions. The research team discussed the comment
on functional analysis/workability and felt that it was an important point, especially as a
comment on ensuring the measure gets at function was raised at each round. The items
introduced in response to a similar comment in round 1 were not scored high enough in round 2
to be included in the final measure. The research team referred back to the data from round 2
and found an item on workability that achieved consensus with 90% of the panel rating it as a 6
or 7 in the ACT consistent Engaged response style section (item 5 in table 6). After a
discussion, we agreed to simplify the item to make it purely about workability and to include it
instead of item 1, as we felt that item 1 was similar to item 2 which achieved a higher score (see
Engaged response style consistent section of table 6 for details). We therefore added in the
following item in the ACT consistent Engaged response style section: “Therapist gives the
client opportunities to notice workable and unworkable responses (i.e. whether their actions
move them towards or away from their values).”

Additionally, the research team discussed how item 1 in the Therapist stance ACT
consistent section (appendix D.3) taps into the therapist using ACT processes in an way that is
sensitive to the situation, i.e. as opposed to “canned” ACT interventions or throwing techniques
at a problem without considering the context/function. This item reads “Therapist uses

experiential methods (e.g. exercises and metaphors) that are sensitive to the situation.”

Comments on the appearance/layout/usability of the measure

Panel comments. Eight participants commented on the layout. Five of the comments
were to say that it appeared easy to use and they had no suggestions. One participant
recommended that we check the readability with a small panel. One participant commented on
how the items are numbered (running through the ACT consistent items first then the ACT
inconsistent items) and made a suggestion to re-number them in a more logical way (running
through each section with the ACT consistent item and ACT inconsistent items, then moving on
to the next section). Another participant suggested to add information to capture how the
session was rated (direct observation, audio or video recording) and the name and qualification
of the person doing the recording.

Research team’s discussion and decisions. The research team noted the comment on
checking the readability with another group, and discussed that this would be achieved through
the field study. The research team considered the comment on re-ordering the items and agreed
that it made more sense. The suggestions to add more information capturing how the session

was rated were added in.
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Other comments

Six participants left comments in this section. One participant recommended that we ask
a panel of laypeople to provide feedback on the measure. Five participants left positive

comments about the project being a valuable piece of work and a worthwhile project and tool.

Refined item results

While one of the items was exchanged within the ACT consistent Engaged response
style section, both items met the consensus cut-oft so there was no change from the consensus
results from round 2 (83% of items achieved consensus of 80% of the panel rating the item as a
6 or 7). Of the eight sections, four had all three items meeting consensus cut off, and four
sections had two of the three items meeting consensus cut off. Four of the eight sections were
comprised of the top rated three items and the other four sections contained at least 1 item that
was rated further down. Of the 24 items selected for the final measure, none were identical to

the items proposed by the research team in round 1.

Feedback to panel

A document was developed for the panel anonymously summarising the comments
from the third round (see appendix D.5). This was emailed to participants along with a final

version of the ACT-FM after the field study for their use (appendix F.3).

Delphi study discussion

Summary of findings

The aim of the first part of this thesis was “Through expert consultation in a Delphi
study, to develop a measure of therapist fidelity to ACT, including a manual and items that
cover a breadth of ACT processes (three ACT consistent and three ACT inconsistent items for
each area of the Tri-flex and therapist stance).” This aim has been achieved and the ACT-FM
produced at the end of the Delphi can be found in appendix E.4.

Of the 24 items selected for the ACT-FM (3 for each of the 8 sections), 20 items (83%)
achieved consensus of 80% of the panel rating the item as a 6 or 7 in response to how much
they think the item should be included in the final measure (where 1= definitely do not include,
7= definitely do include). Four of the sections achieved all three items scoring above the
consensus cut off and the other four sections achieved two out of the three items scoring above
the consensus cut off (with one item in each section below the cut off). Two of these were just
below the cut off at 78%, one was at 70% and the lowest percentage agreement was 67%. No
section had more than one item below the cut off, so the items not meeting the specified
consensus criteria were spread across different sections, suggesting that there was not a

particular section with less agreement. While some items did not meet consensus criteria, the
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research team discussed the need to balance the consensus methodology with creating a measure

that covered the required areas within ACT.
Evaluation of the method

The expert panel

The demographic details illustrate how highly experienced the panel was, with 50% of
participants recognised as a peer reviewed trainer by the ACBS in each round and an average of
11 years’ experience using ACT in each round. We can be confident that we recruited an expert
sample while maintaining diversity in terms of gender, geographical location, client group and
clinical and research based work.

Recruiting an expert panel increases the validity of the findings as validity increases
with the participant’s knowledge and interest on the topic under question (Goodman, 1987).
Dalkey (1969) states that panellist’s knowledge of the subject matter is the most significant
parameter in the Delphi method. The basis of the Delphi method is the assumption of safety in
numbers (Hasson et al., 2000), in that a group of people are less likely to arrive at a wrong
decision than an individual. Of the 24 items selected for the final measure, none were identical
to the items proposed by the research team in round 1. Additionally, aspects of the manual were
developed e.g. the scoring system and descriptions of the areas in the measure. This implies that
the Delphi method was successful in structuring group communication to enable the creation of

a fidelity measure with higher validity than the measure the research team originally generated.

Methodology of the Delphi

There are some general guidelines for the use of the Delphi method in psychology
(Igbal & Pipon-Young, 2009), but no gold standard guidelines have been published, resulting in
a large variation in how the method is applied. We believe that there is a need for clearer
guidelines for researchers aiming to conduct a Delphi, perhaps with something along the lines
of CONSORT guidelines used in RCTs.

Earley (2015) developed quality criteria for his thesis, which we have rated the
methodological quality of the current Delphi against in table 7. As far as we can see, we believe

that each of the specified quality criteria was clearly reported in the current study.

Table 7. Reporting quality criteria checklist developed by Earley (2015) applied to the

current study.

Aspect of Specific items for which the reporting quality was Score
reporting assessed attained
Preparation 1 Research question/aims 2

2 How items were generated for first questionnaire 2
Participants 3 Number of participants invited 2

4 Characteristics of participants 2
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5  How participants were identified/sampled 2

Delphi 6  Administration of questionnaires (e.g. postal, email) 2
methodology 7  Information provided to participants prior to the first 2
round
8  Analysis of qualitative data, if applicable 2
9  Details of rating scale, if applicable 2
10 What was asked in each round 2
11 Feedback to participants after each round 2
12 Level of anonymity 2
13 A priori definition of “consensus” about whether an 2
item should be measured/dropped
14 Number of respondents invited to each round 2
Results 15 Number who completed every round 2
16  Results/distribution for each item scored in each round 2
17  List of all items that participants agreed should be 2

considered

Scale: 2= clearly reported, 1= partially reported, 0 =not reported/not applicable

Consensus criteria

Although not all of the items achieved the specified consensus cut off in round 2,
Diamond et al. (2014) recommend that researchers should consider including items that fall just
below the threshold if they are believed to be important and if justification is provided. The
research team discussed how the agreement of items was good enough for our purposes,
especially considering there is no agreement in the literature on the definition of consensus
(Von der Gracht, 2012). It was felt that the cost of undertaking another round to aim to achieve
all items at our specified consensus criteria outweighed the benefits. There would be no
guarantee that items would meet the criteria and the items were presented to the panel in the
ACT-FM form for the third round, allowing the panel to suggest any last refinements to the
items. We considered the impact of sample fatigue as the panel had already dedicated a large
amount of time to the project and we considered the need to keep the thesis project workable
and focused. The extra time spent on an additional round refining the items may have impacted
the scope to complete the field study, which we prioritised because of the need to ensure the
ACT-FM is practically useful and reliable.

Although consensus is often stated as the aim of the Delphi process, definitions of
consensus vary widely and are poorly reported (Diamond et al., 2014). In their review, Diamond
et al., (2014) found that achievement of consensus was the stop criterion in 23 of studies, but 70
studies chose to stop after a specified number of rounds. Indeed, Linstone and Turoff (2011)
state that the “Delphi is a method for structuring a group communication process, not a method
aimed to produce consensus” (p.1714). This suggests that it is acceptable that we stopped the
consensus ratings in round 2 as round 3 was used more productively gaining qualitative

feedback rather than repeating rating the items.
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Von der Gracht (2012) and Linstone and Turoff (2011) highlight the importance of
group stability and suggest that the rounds should end when panellists responses are consistent
over rounds. With our data, the items developed over the rounds; comments and suggestions
made by the panel resulted in items being updated accordingly. Therefore, to continue until
responses were stable would mean undertaking two rounds with the same final items. This
would have required more time and energy (on both the researchers and participants behalf) and
the costs may have outweighed the benefits as it may have impacted on the scope to complete
the field study. Particularly because the literature on Delphi methodology is so varied with no
identified ‘gold standard’ guidelines, so the aim of reaching stability is a matter of opinion.
Indeed, Linstone and Turoff (1975) suggest that commonly, any more than three rounds tends to
show little change as a point of diminishing returns is reached. They highlight how “excessive

repetition was unacceptable to the participants” (Linstone & Turoff, 1975, p.229).

Deviations from the Delphi method for this study

Typically, in a Delphi study the panelist’s opinions and ratings directly inform the
results. However, in the current study there were a couple of aspects in which the research team
was required to filter the results in the context of literature on ACT and fidelity measures. This
was to ensure that the developed measure was in line with best practice for fidelity measures
and consistent with ACT theory, covering a breadth of ACT processes.

Tension between the panel’s opinions and literature on ACT and fidelity measures.
The panel members made comments and suggestions to improve the ACT-FM, which were all
discussed by the research team. Many of these suggestions were in line with the literature and
the research team could action them to improve the measure. For example, suggestions to make
the rating scale clearer, avoiding absolute statements and re-wording the descriptions of
therapist stance and Tri-flex processes.

However, some suggestions made by the panel may not have been consistent with the
literature and the research team discussed these comments at length. We made decisions not to
action some comments. For example, the suggestion that ACT inconsistent items are not
necessary was in contradiction of fidelity measure literature which recommends their inclusion
(e.g. Waltz et al., 1993; Plumb & Vilardaga, 2010). Therefore, the items were not taken out,
however the comments did provoke the research team to add a rationale for why they were
included into the manual.

Another example of a suggestion that we did not fully action were the comments about
how the client’s response to a behaviour is important, not just the therapist’s behaviour. While
the research team acknowledged that this was important, we discussed it at length and came
back to literature on developing fidelity measure that emphasises that only the therapist’s

behaviour should be scored (e.g. Plumb & Vilardaga, 2010). While we did not extend the
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measure to include clients’ responses, we did soften the language used in the manual to make it
less absolute.

Balance between the panel’s ratings and ensuring a breadth of coverage of ACT
processes. The items were ordered by consensus agreement, however the items were structured
within their therapist stance and Tri-flex sections rather than being altogether, and even within
their sections, the top scoring three items were not necessarily chosen. The research team
considered this a necessary adaption to ensure that the included items covered a breadth of ACT
processes without significant overlap. If we had developed the measure led completely by the
panels’ ratings (i.e. taking the top 24 rated items from all items), it may be that some items were
repetitious of each other and that some ACT processes were overly represented or not

represented. Therefore, we considered it necessary to impose the structure.

Limitations

While anonymity is a key principle of the Delphi, it has been critiqued as it may lead to
a lack of accountability of panel’s expressed views and may result in hasty judgments
(Sackman, 1975) or a lack of commitment (Mitchell, 1991). However, the thoroughness of the
comments provided by the panel suggests that they did not make hasty judgments and the
acceptable levels of attrition suggest adequate commitment to the research. Additionally, the
Delphi method overcomes critiques of other methods that do not provide anonymity as it
reduces the influence of dominant participants.

It could be argued that recruiting through existing contacts may bias the data. However,
Delphi studies do not require a random selection of participants as they “should be chosen for
their expertise rather than through a random process” (Stone Fish & Busby, 2005, p.242).
Looking at the competence of the recruited participants we can be confident that they are highly
qualified and diverse.

For the initial pool of items generated by the research team, some of the ACT-FM
sections only had a few items to choose from. We had hoped that the panel would suggest
plenty more items for these sections and that a surplus of items would be generated. However,
they generated a limited number so there was only slightly more than the final number needed.
If I could repeat the study I would set a minimum number of initial items, be consistent with the
number of items initially suggested in each section and perhaps put more emphasis on
encouraging new items from the panel.

It might have been preferable to ask the expert panel to generate an initial pool of items,
as is common in some Delphi methodologies. According to Adler and Ziglio (1996), the aim of
the exploration phase is to fully explore the subject under discussion and gain additional
information. This is often done in the first round with open-ended questions asking the
participants to generate ideas and data. Panellists may be less likely to drop out if they see their

contributions represented in further rounds and feel like their expertise is being utilised
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(Mitchell, 1991). To use an entirely open ended questionnaire would have taken more time and
it is considered appropriate to begin with a closed questionnaire when enough information on a
topic is available (Hsu & Sandford, 2007).

We opted for a mixed questionnaire, with closed questions to rate items proposed by the
research team, but with ample space for participants to suggest improvements to items, add new
items and general comments about the measure. This fulfils the criteria of the exploration phase
and panellists could see their contributions in later rounds. If we had asked the panel to generate
all of the items then it may have been the case that not all areas of the Hexaflex were
represented and some areas may not have had enough items generated. The methodology
chosen by the research team ensured that items covered a breadth of Hexaflex areas and these
were added to and edited in response to the panels suggestions. No items from the initial pool
were carried forward to the final measure without being edited; this shows how the final items

were developed by the panel’s opinions.

Reliability and validity

Tavana, Szabat and Puranam (2016) report that there is no evidence in the literature to
indicate the reliability of the Delphi method. Test-retest reliability would be difficult to explore
as a group of experts are unlikely to tolerate being given the same questionnaire twice (Stone
Fish & Busby, 2015).

Validity is assumed to be related to the selection of the panel of experts (Stone Fish &
Busby, 2015). While recruiting experts in ACT to develop the items and manual is likely to
increase the content validity of the measure, it does not ensure that the measure is
understandable and practical for all ACT clinicians to use or that it has good reliability. To

address this, a field study was conducted.
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CHAPTER FOUR: FIELD TEST OF THE ACT-FM

The usability and inter-rater reliability of the ACT-FM were explored in a field study.
The aims of the field study were 1) to assess inter-rater reliability, 2) to attain feedback on the

ease of use of the measure in order to develop it further.

Method

While developing the measure using Delphi methodology to consult a panel of experts
in ACT increased the likelihood of it having high validity, further research was necessary to test
its practical usability and to begin to explore its psychometric properties. This would ideally
have been conducted as a large study following a similar method to Blackburn et al. (2001) who
explored the psychometric properties of the CTS-R. They collected a large dataset of 102 tapes
with four raters, 34 service users and 21 cognitive therapists, allowing analysis of internal
reliability, inter-rater reliability, face validity and discriminant validity.

Although collecting a large data set would allow for a thorough test of the measure’s
psychometric properties, this was outside of the scope of this thesis. We therefore designed a
smaller study that was achievable. The aims for this study were to ensure the ACT-FM was

practically useful and had a reliable scoring method.

Design

A pragmatic evaluation was conducted with ACT clinicians. Participants used the ACT-

FM to code a 20 minute ACT therapy video for each of the 24 items.
Participants

Inclusion criteria

For this study, it was necessary to ensure the recruited clinicians had enough ACT
experience to understand the principles of the approach and a current knowledge of how to
apply them clinically, but it was not necessary for them to be experts. The inclusion criteria

therefore were:

1) Clinicians who currently use ACT in their practice.
and
i) Clinicians with a minimum of three years’ experience with ACT in a clinical

and/or research capacity.

Recruitment

Opportunity sampling was used to recruit participants. The organisers of two local ACT

Special Interest Groups (SIGs) were contacted by email and invited to take part. The SIGs are
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comprised of local clinical psychologists who work using ACT. They meet to share learning
and to offer peer supervision on ACT cases. The participant information sheet was emailed to
the organisers who distributed it to members. Both groups agreed to take part and the data

collection was arranged for convenient times.

Sample size

To calculate inter-rater reliability analyses, the Intra-class Correlations Coefficients
(ICC) was used. Because the aim was to determine the level of inter-rater reliability, and it is
not already known if the ratings are consistent, the null hypothesis was that the ICC would be
equal to zero. As the total number of observations (items rated) per participant was 24, a
minimum sample size of 5 raters was required to achieve the statistical significance for an
alpha-value set at 0.05 and with the minimum power of at least 80% (Bujang & Baharum, 2017,
table 1b).

Ethical clearance

The field study was approved by the University of Leeds School of Medicine Research
Ethics Committee (Approval date: 12/02/2018, Approval ref: MREC17-007; see Appendix
A.2). Participants were offered £30 for their time when taking part outside of work hours.

Participants were fully informed of the need to share answers in order to discuss items
with a discrepancy in scoring. It was made clear that the emphasis was on the usability of the
measure and improving ambiguous or difficult to understand items, rather than a test of their
ability to rate the items ‘correctly’. Because of this it was also not possible for participants to
withdraw their data after taking part, and this was made clear to participants before consenting

to take part.
Measures

Usability questionnaire

This questionnaire was designed specifically for this study using Microsoft Word and
can be found in appendix E.5. Participants were asked to provide demographics and then rate
the following questions on a 7 point Likert scale (where 1= not at all and 7=extremely); a) How
easy to understand was this fidelity measure? b) How easy to use was this fidelity measure? ¢)
How easy to use was the response format? d) Were any items particularly difficult to
understand? e) Were any items particularly difficult to rate? There was space to specify items
that were difficult to understand or rate and to give reasons for their answers and suggestions for

improvement. They could also comment on the fidelity measure in general.
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Procedure

Two ACT clinicians who organise local ACT SIGs were identified through existing
contacts. They were approached via email (see appendix E.1) with the study information sheet
attached (see appendix E.2) and were asked if their SIG would be interested in taking part. They
distributed the information to SIG members and members from both groups agreed to take part.

Participants met with the researcher in two groups at their workplaces. They were given
an information sheet and the opportunity to ask questions before consenting to take part
(appendix E.3). Participants then independently became familiar with the fidelity measure
developed in study 1 (appendix E.4) before rating a 20 minute therapy video. The therapy video
was available online on Vimeo and was created by Dr David Gillanders (Clinical Psychologist
and Peer Reviewed ACT Trainer) who models an ACT therapy session with another clinician
who is role playing a client living with Irritable Bowel Syndrome. The video can be found here:

https://vimeo.com/davidgillandersactvideos. I received permission to use the video for the

purpose of testing the fidelity measure.

After rating the video, participants were invited to share their scores for each item with
the group and discrepancies were discussed where there was a variation in scores. This enabled
us to identify items that might be misunderstood or worded ambiguously and interpreted in
different ways. Following this discussion, participants filled in the demographic form and a
usability questionnaire commenting on the ease of use of the measure and identifying any items

that were difficult to score with suggestions on how to improve them (appendix E.5).
Data analysis

Participant data

Participants’ demographic data was calculated. This included the mean and standard
deviation for number of years practicing ACT, whether they mainly work clinically, research

based or a mix and which client groups participants have used ACT with.

Usability and inter-rater reliability tests

The means and standard deviations were calculated for each item on the usability
questionnaire and the comments were summarised. To calculate the inter-rater reliability, the
ICC was used as this is suitable for ordinal, interval and ratio variables, whereas kappa is used
for nominal variables (Bujang & Baharum, 2017). ICC is a measure of reliability that reflects
both degree of correlation and agreement between measurements (Koo & Li, 2016). Koo and Li
(2016) outline how decisions regarding the Model, Type and Definition of the ICC should be
reported.
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The chosen ICC Model was “two way random” (ICC 2) because the raters were chosen
randomly from a population of potential raters and all raters coded all of the items on the
measure allowing it to model two effects, the effect of rater and of item (Landers, 2015).

The Type of ICC chosen was single rater rather than the mean of the
raters/measurements. This is because it is more useful to gain data on each individual item for
measure development (Landers, 2015).

The Definition of relationship considered to be important was ‘absolute agreement’
rather than ‘consistency’. Absolute agreement refers to different raters coding the same score
for each item, whereas consistency refers to the assigned scores being correlated. Absolute
agreement was chosen because for a fidelity measure, it is important not only to see if the rater’s
scores correlate with each other, but if they rate items with the same score. ICC (2, 1) estimates
and the 95% confidence interval were therefore calculated using SPSS version 22 (IBM, 2013)

based on a single-rating, absolute-agreement, 2-way random-effects model.

Results
Participants

Response rates

In total, 10 participants were eligible and interested in taking part and 9 could attend the
proposed dates. It is unknown how many participants were invited initially due to the ACT SIG

organisers sending on the study information.

Sample characteristics

Seven female participants and two male participants took part. Eight participants (88%)
reported mainly doing clinical work and one participant (11%) reported mainly doing research.
The client groups that participants reported working with were as follows: adult physical health
(5), neurological conditions (4), adult mental health (2), paediatrics (2), adult pain (1) and older
adults (1). The length of experience working with ACT ranged from 3 to 10 years, with a mean
of 4.7 (SD=2.19).

Inter-rater reliability

Based on criteria given by Koo and Li (2016), ICC values less than 0.5, between 0.5
and 0.75, between 0.75 and 0.9, and greater than 0.90 are indicative of poor, moderate, good
and excellent reliability respectively. The obtained ICC (2, 1) value was 0.73 indicting moderate
interrater reliability. The 95% confidence interval ranges between 0.60 and 0.93, so the level of

reliability at 95% confidence is moderate to excellent. SPSS output is available in appendix F.2.
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Usability feedback

Ratings made by participants

The means and standard deviations were calculated for each item. Table 8 shows
participants ratings of the usability of the measure and items. On a 7 point Likert scale where
I=not at all and 7=extremely, the mean scores for ‘how easy to understand was this fidelity
measure’, ‘how easy to use was this fidelity measure’ and ‘how easy to use was the response
format?” were 5.22, 4.78 and 5.11 respectively. This indicates that clinicians found it fairly
acceptable and usable. On the same 7 point Likert scale where 1=not at all and 7=extremely, the
mean scores for ‘were any items particularly difficult to understand?’ and ‘were any items
particularly difficult to rate?” were both 3.33 indicating that the participants did find some items

a bit difficult to understand and rate.

Table 8. Participants scores on the usability questionnaire.

Usability question Mean SD

a) How easy to understand was this fidelity measure? 522 1.20
b) How easy to use was this fidelity measure? 478  1.39
c) How easy to use was the response format? 5.11 1.05

d) Were any items particularly difficult to understand? 3.33 1.66
e) Were any items particularly difficult to rate? 3.33 1.12

1-7 Likert scale, where 1=not at all and 7=extremely

Summary of suggestions and details of the development of the ACT-FM

Typed out comments on the ease of use of the measure and difficult items with
suggestions can be found in appendix F.1. A summary of comments is given here with the
research team’s discussions and decisions. The ACT-FM was developed in response and the
final version is available in appendix F.3.

Comments on the use of the measure and suggestions to improve it. Four
participants commented on the need to emphasise the instructions to take notes during the
session and score at the end and to outline the rationale for this (i.e. ratings may change). One
participant noted that once they had used the measure it made sense but before beginning, they
were concerned they might not be able to remember well enough to score at the end. Two
participants recommended that the bullet points in the manual on ‘how to use the ACT-FM’
could be ordered more clearly.

Two participants commented on how they had perceived the ACT consistent and
inconsistent items would be opposites of each other, but that this was not the case. They
recommended for this to be clarified in the manual. One participant commented on how some

processes will not be done within one therapy session and so the therapist might appear less
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competent. One participant commented that some of the items overlap and they were not sure if
they should find the most suited item to score an observed behaviour or if it could score across a
couple of items. Another participant commented on how there are no items explicitly on
educating the client to ACT or pointing at ‘creative hopelessness’. One participant commented
that they found it hard to hold it all in mind and wondered if the ACT inconsistent part could be
disregarded when using the measure clinically. They also commented that ACT feels like more
of an approach with implicit behaviours rather than defined specific therapist behaviours.

Research team’s discussion and decisions. In response to these comments, the
instructions in the ‘how to use the ACT-FM” section were made more succinct and emphasised
to make notes and score the session at the end. A rationale was added for this and the bullet
points were formatted to be easier to read (spaced out and defined by a text box).

We added a detail to the measure to indicate the length of the therapy session that is
being rated and the session number. As such, when the therapist’s score is being reviewed the
length of opportunity to demonstrate the skills can be taken into account as well as details such
as if it is a first session. It was also clarified in the manual that the consistent and inconsistent
items are not opposites of each other and that a therapist behaviour can be scored across all
relevant items, not just the most suitable one. This decision was based on Plumb and
Vilardaga’s (2010) recommendation that the rater should not be forced to code one process at
time because different ACT processes may occur simultaneously.

The research team discussed the comment about there not being items for educating the
client to ACT or creative hopelessness. We acknowledged that the participant might feel that
these are important aspects of using ACT in their own practice, however items along these
themes were not generated by the expert panel in the Delphi study. To ensure the ACT-FM is
manageable, a practical limit had to be set on the number of items. Additionally, we felt that
item 19 does address creative hopelessness: “Therapist gives the client opportunities to notice
workable and unworkable responses (i.e. whether their actions move them towards or away
from their values).”

The research team also discussed the comment about ACT feeling like an approach with
implicit behaviours rather than defined specific behaviours. This point relates to ACT literature
on going with what the client brings rather than protocol-based interventions (Strosahl et al.,
2004) and using experiential methods. Additionally, a therapist behaviour might be working on
any of the ACT processes depending on its context and the rater is required to bear this in mind
and consider the function of the behaviour. This may be difficult for less experienced ACT
clinicians who are likely to initially develop skills in ACT by learning techniques to explicitly
work on each of the processes. This is one of the reasons that the manual emphasises that the
ACT-FM is “intended to be used by clinicians who are experienced in ACT and understand the
principles of the approach” and also that the rater will need to use “clinical judgment when

scoring, bearing in mind the context of the therapy session and considering the function of the

82



therapist behaviour”. The comment about disregarding the inconsistent behaviours when using
the measure clinically is already addressed in the manual where it states “If rating the
inconsistent items is not relevant for your purposes, then please feel free to omit these items” so
this comment was not actioned.

Suggestions to improve items that were difficult to understand or rate. In total, 7
items were identified as difficult to understand or rate by the participants. These are outlined in
table 9 with the number of participants in agreement. Participants outlined the reasons why the

items identified were difficult to understand or rate and made suggestions to improve them.

Table 9. Items identified as difficult to understand or rate.

Item identified as difficult to understand or rate Number of
participants
1 Therapist uses experiential methods (e.g. exercises and metaphors) that are 8

sensitive to the situation.

4 Therapist lectures the client (e.g. gives prolonged advice or tries to convince 2
the client).

6 Therapist methods/clinical conversations are at an excessively conceptual 3
level (i.e. therapist overly emphasises verbal understanding of concepts rather
than experiential methods for behaviour change).

9 Therapist encourages the client to “stay with” painful thoughts, feelings and 6
emotions, in the service of their values.

13 Therapist uses present-moment-focus exercises (e.g. mindfulness exercises) 8
to increase awareness of the moment, including thoughts and feelings.

15 Therapist helps the client to experience that they are bigger than or contain 4
their psychological experiences.

19 Therapist gives the client opportunities to notice workable and unworkable 1
responses (i.e. whether their actions move them towards or away from their
values).

For item 1, participants felt that the wording of the item led them to solely look for
exercises and metaphors. They were unsure how to score the item as the therapist did use
experiential processes in a way that was sensitive to the situation, but not specific exercises or
metaphors as detailed in the item description. They suggested that the word ‘methods’ should be
changed to ‘processes’ and that the examples in brackets should be more inclusive by adding
‘etc.” on the end so that the rater is not limited to scoring only exercises and metaphors.

Participants suggested that the wording for item 4 was ambiguous and some participants
had perceived it to mean the therapist talking for a long period of time, whereas others had
interpreted that the emphasis was on Zow the therapist was talking. They suggested that the
word ‘prolonged’ should be taken out to ensure that the emphasis is on the therapist lecturing

the client, even if only for a short time.
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For item 6, two participants suggested changing the word ‘methods’ to ‘processes’ to be
more inclusive of possible therapist behaviours. Another participant suggested making it very
clear that the focus is on verbalising/ intellectualising a lot.

For item 9, six participants commented on how values had not yet been discussed in the
therapy video that they watched so whilst the therapist was encouraging the client to “stay with”
their emotions, as a rater it was unclear if this was in the service of the client’s values. One
participant suggested that this item is more about willingness than values.

For item 13, eight participants commented that the item should read ‘Therapist uses
present moment focus’ without the word ‘exercises’ because an exercise is just one example of
being present moment focussed. One participant commented that the example given in brackets
of using mindfulness exercises would be more inclusive if it was mindfulness processes and it
would include less formal techniques. Participants commented that the therapist used lots of
present moment focus but no explicit exercises, so they were unsure how to score the item.

Four participants indicated that item 15 was difficult to understand. Three commented
that the phrase ‘contain their psychological experiences’ could be misinterpreted as managing
emotions. It was suggested to change it to “bigger than and/or separate from their psychological
experiences”.

One participant commented on item 19, stating that it was difficult to score as the
therapist had talked about workable and unworkable responses but not explicitly in the context
of values. The participant suggested taking out the part about values.

Research team’s discussion and decisions. Item 1 was discussed at length by the
research team. Participants did not comment on the therapist’s use of methods that were
sensitive to the situation, they focused on whether he used experiential exercises and what these
were defined as. This led the research team to realise that the wording could be interpreted in
two different ways. The emphasis of the item could be on using techniques that are sensitive to
the situation (in contrast to manualized or ‘one size fits all’ interventions), or it could be on the
therapist using experiential techniques (in contrast to didactic methods). The research team
discussed how both of these interpretations would be ACT consistent. We decided that the item
needed to be made unambiguous and therefore focus on one of the interpretations.

We debated this issue at length and ultimately felt that both interpretations needed to be
represented because they both were essential for an ACT fidelity measure. We did not think one
interpretation could be deleted at this stage as it would feel like a fundamental aspect of the
ACT approach would not be represented. Without an item on using experiential methods, the
measure would not allow the rater to capture whether the therapist used experiential or didactic
methods. Without an item on choosing methods sensitively, the measure would not allow the
rater to distinguish between therapists who use a ‘one size fits all” approach/protocol-based
intervention and those who show skills in going with what the client brings/using ACT

techniques sensitively and functionally.

&4



The research team therefore decided to capture the two interpretations of the item with
the following two new items: 1) Therapist uses experiential methods/questions (i.e. helps the
client to notice and use their own experience rather than thoughts about their experience), 2)
Therapist chooses methods that are sensitive to the situation and context (i.e. in a flexible and
responsive way rather than a 'one size fits all' approach).

Item 4 was updated to reflect the comments, the word ‘prolonged’ was deleted to ensure
the focus is on the language the therapist uses rather than the length of time they talk for. For
item 6, the misleading part was deleted, so the item reads “therapist conversations are at an
excessively conceptual level...”

For item 9, participants suggested taking out ‘in the service of values’ as the therapist
did encourage the client to “stay with” painful thoughts and feelings, but there was not the
contextual information to indicate if this was done in the service of their values. The research
team discussed how taking out the part about values would then be taking the therapist
behaviour out of context and might lend itself to being scored for ‘one size fits all” ACT
interventions that are warned against (Strosahl et al., 2004). The part about values was added in
response to comments from the Delphi panel about the function of the therapist’s behaviour
being important. We decided to put the part about values in brackets, so that it is still there, but
not absolutely necessary to score on the item. A similar comment and suggestion was made for
item 19, the research team discussed how the part in brackets about moving towards or away
from values could be changed from an “i.e” to an “e.g.” so that it is one example of how the
therapist might explore workable and workable responses.

Item 13 was updated to take out the word ‘exercises’ and replace it with ‘methods’ so
that it does not only apply to explicit exercises. The examples in brackets were updated to be
more inclusive of possible therapist behaviours demonstrating this so they include “mindfulness
tasks, tracking, noticing, etc”. Finally, item 15 was updated to reflect the comments about the
word ‘containing’ being ambiguous as it can also mean managing emotions. This word was

taken out and ‘separate from’ was added as suggested by participants.

Final check

While the research team were discussing the comments and amending the ACT-FM we
performed a final check of the measure and noticed a few minor faults which we edited. We
made typographical corrections, for example we noticed a long sentence in the description of
Engaged response style in the manual, so we divided it into two. Inspired by participants
comments on the use of the word ‘exercises’ being excluding as it implies that an explicit
exercise is required, we changed this word in items 20 and 21 to ‘methods’. Additionally items
8 and 21 were updated to ‘and/or’ to be more inclusive than their former wording of ‘or’ and we
added ‘etc’ into the brackets for item 14 to again be more inclusive of possible therapist

behaviours. Finally, for item 8 (“Therapist gives the client opportunities to notice how they
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interact with the content of their thoughts or feelings e.g. whether avoidant or open”), ‘the
content’ was deleted as the research team discussed how this part of the item was redundant and

emotions may not have a ‘content’.
Field test discussion

Summary of findings

The aim of the second part of this thesis was “To pilot the developed measure with
ACT clinicians, assessing its inter-rater reliability and attaining feedback on its usability.” Nine
clinicians were recruited to rate a 20 minute therapy video and provide feedback on its usability

with suggestions to improve it.

Inter-rater reliability

The inter-rater reliability was found to be moderate to excellent at the 95% confidence
interval. This implies that the clinicians independently gave the therapist’s behaviours similar
scores on the items on the ACT-FM. While this is a good result, we would hope this would
improve further if repeated again with a different group as the items with large discrepancies

have been discussed and have been altered to be less ambiguous.

Usability feedback

The measure. Generally, the participants scored the ACT-FM as fairly easy to
understand and use. They made suggestions to improve the parts that were difficult (e.g. making
it clearer to make notes throughout and score at the end) so we would anticipate that with these
changes, the ACT-FM is now easier to use. None of the participants made comments about the
scoring system being difficult or suggestions to improve it. This coupled with the moderate to
excellent inter-rater reliability finding suggests that the scoring system developed by the
research team in response to the Delphi comments was easy to use and reliable.

The items. The participants identified seven items as difficult to understand or rate.
They made suggestions to improve them and reduce the ambiguity. One of these items was
described as difficult to understand due to the clinicians not understanding it (item 15), due to
confusion with the word “contain” having different meanings in ACT and in therapy in general,
i.e. containing emotions might be interpreted as managing them rather than in the self-as-
context meaning of being bigger than them. The other items were identified due to ambiguities
in the wording rather than the clinicians not understanding their meaning. This implies that
overall the items within the measure were pitched at the level we had aimed for. We intended
for the measure to be understood and used by reasonably experienced ACT clinicians, rather
than necessarily being used by novice ACT clinicians or only accessible to experts. This was so
that the level of complexity and technical terms was at a high enough standard and specific

enough to be used in RCTs.
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In response to the field study, both interpretations of item 1 were captured by splitting it
into two items on using experiential methods and using methods sensitive to the situation. It
could be argued that introducing two new items at this stage invalidates the initial test of the
measure’s inter-rater reliability. However, we felt that removing part of the item to make it
unambiguous would lose a fundamental part of the ACT stance. We noted how the aim of the
field study was also to gain feedback on the measure’s usability, and so developing an item that
was identified by eight of the nine participants as difficult to understand or rate was consistent
with this aim.

This also means that the therapist stance ACT consistent section has four items,
whereas the other sections only have three. We discussed this imbalance and noted that the
priority was to develop a useful ACT fidelity measure, rather than rigidly sticking to the
template that we had envisioned. We discussed whether we should add an item into the therapist
stance inconsistent section to make the sections even. However, we decided that making the
sections even was not enough of a rationale to introduce a new item at this stage. While this
does mean that the consistent section has one more item than the inconsistent section, the two
scores are not compared to each other and so it does not make a difference if they have different
totals. We decided to convert the total score from 12 to 9 to maintain consistency with the other
sections, and added to the ACT-FM that the 4 items should be added, divided by 4 and
multiplied by 3. Ultimately, we chose practicality and usefulness of the measure over vanity.
We discussed how over time the ACT-FM would likely be developed further and the items may

be refined and made even at a later stage.
Evaluation of the method

Diversity of the sample

The recruited clinicians worked across a broad range of client groups covering the life
span and breadth of physical and mental health (adult physical health, neurological conditions,
adult mental health, paediatrics, adult pain, older adults). All participants were currently
working clinically and ranged from 3 to 10 years’ experience with ACT (mean= 4.7). The
majority had a mainly clinical background and were female, although one participant had a
mainly research background and two participants were male.

The demographics illustrate how diverse the sample was in terms of client groups and
length of experience using ACT. The participants were therefore in a good position to evaluate

the ACT-FM from a variety of perspectives.

Chosen methodology

When providing feedback and suggestions to improve the ACT-FM and difficult items,
the participants were given free text space in the feedback questionnaire. They filled this in
following a discussion as a group where each item was considered and participants compared
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scores to identify items that could be interpreted ambiguously or were difficult to understand. In
hindsight, richer data may have been generated if we had gained ethical approval and consent to
record the verbal discussion. This would have allowed a qualitative analysis of the key points.
The chosen methodology relied on participants writing a thorough summary of their
suggestions. However, the chosen methodology resulted in concise comments being made,
which were quicker to analyse than conducting a qualitative analysis of a focus group.
Additionally, some participants made suggestions that were not discussed in the group. It may
be that they felt more comfortable giving some feedback anonymously and that analyzing the

discussion as a focus group may have missed out on some feedback.

Limitations

The field study was conducted using a therapy video. Although the measure is designed
to be used for both audio and video recordings, it has not yet been tested for its usability with
audio only. When rating a video session, the participants may gain additional information from
non-verbal information such a body posture. It is unknown how much the participants took
these factors into account when rating and it is unknown if they would have given different
ratings if the recording was audio only. This has implications for the inter-rater reliability also.
While it was found to be moderate to excellent, it is unknown if this same result would have
been achieved if the participants rated an audio clip. The ACT-FM would benefit from further
research testing its inter-rater reliability and other psychometric properties with both audio and
video recordings. This would allow us to determine if the ratings are comparable or if
allowances need to be made when scoring.

Another limitation is possible bias in the ratings. Although the clinicians were not told
they would be rating an ACT therapy video specifically, the psychologist in the video is a well-
known ACT trainer so he may have been recognised by the participants. This may have
influenced their ratings to have been biased towards rating the items as more ACT consistent.

The same researcher who co-developed the ACT-FM led the field test. This may have
led to an unconscious bias to want to portray it favourably. However, the researcher held this in
mind and did not view the field study as a test of whether the ACT-FM is good or not, but as an
opportunity to gain honest feedback to improve it further. A minimal explanation was given to
participants in the field study, with little other than what was documented in the participant
information sheet. They were asked to rate the therapy video based on their knowledge from
reading the ACT-FM manual. This was so that any ambiguities in the measure that clinicians
would face in the real world when trying to use the measure would be noticed and could be
corrected.

Finally, the usability measure was designed for this study and consisted of items
generated by the research team. It was therefore not validated, however it was succinct and

served the purpose of structuring the more useful and important qualitative feedback.
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CHAPTER FIVE: GENERAL DISCUSSION

Review of background and aims

This thesis aimed to develop a measure of therapist fidelity to ACT, including a manual,
scoring guide and items covering a breadth of ACT processes developed through expert
consultation. The second aim was to conduct a small field study to test the usability of the
measure and to assess its inter-rater reliability.

This study was necessary because a practical, contemporary, validated, trans-diagnostic
and non-study specific measure of ACT therapist fidelity did not exist previously. ACT RCTs
have been criticized for not having good enough methodology to be considered as a ‘well-
established” treatment for any disorder (Ost, 2014). It has been recommended that the
methodological quality of studies needs to be improved, specifically checking the adherence and
competence of therapists (Ost, 2014; A-Tjak et al., 2015). The development of the ACT-FM
will make this more convenient for future RCTs and may benefit further research and clinical
work, such as allowing research on active components of therapy and providing a structure to

develop ACT skills clinically.

Summary of findings and contributions

Using Delphi methodology, the ACT-FM has been developed. 83% of the final items
met the consensus criteria and items covered a breadth of ACT processes. ACT experts
participated in three iterative rounds of Delphi questionnaires to develop and revise the manual
and items. The ACT-FM was then tested by clinicians to check its practical usability and initial
inter-rater reliability.

The ACT-FM is the first ACT fidelity measure to be developed through Delphi
methodology, integrating the opinions of ACT experts. The measure has been developed
following Roth and Fonagy’s (2006) recommendation that formal rating scales should be
developed by deriving therapeutic skills and tasks from professional consensus and specifying
them with precision and clarity in a way that they can be rated reliably. Additionally, the
methodology fits with Plumb and Vilardaga’s (2010) recommendation for developing ACT
fidelity measures that a team of individuals with relevant experience should be consulted to
create the manual and measure.

This suggests that it may plausibly have higher content validity than existing ACT
fidelity measures which have been developed by a single clinician or small group without
formal consensus methodologies. As recommended by Plumb and Vilardaga (2010), the items
are clear observable therapist behaviours; they are scored for extensiveness rather than just a

presence or absence, and there are ACT consistent and ACT inconsistent items.
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Evaluation of the methods

The Delphi method and field study complimented each other as methodologies to create
the ACT-FM. Using the two studies allowed us to meet the aims of creating a valid, practically
useful and reliable measure. While developing the items through expert consensus increased the
likelihood of the items having high content validity, this methodology alone would not have
ensured the measure was practically useful or reliable.

There are several ways in which the field study highlighted ambiguity in the measure
which had gone unnoticed by the research team and the Delphi panellists. For example, they
pointed out that the phrase ‘contain their psychological experiences’ for item 15 may be
misinterpreted. There were some ambiguities that they did not point out but that were picked up
by comparing their scores which allowed a discussion of how some items had been interpreted
differently by different participants. These were often subtle wording ambiguities such as the
word ‘prolonged’ for item 4 and ‘exercises’ for item 13.

These subtleties may not have been noticed by the Delphi participants because they
were reviewing each item in terms of how much they thought it should be included, which
could have been done with a fairly quick evaluation of how ACT consistent or inconsistent the
item was. The panel may not have been considering issues such as how specific or unambiguous
the item was. The participants in the field study may have engaged with the items differently
and developed a deeper understanding of what each item was capturing because they were
required to apply the items to a therapy session. Additionally, the experts on the Delphi panel
may not have noticed the issue with using the word ‘contain’ because they view it in terms of
the ‘self-as-context’ meaning. However, the clinicians who were less specialist in ACT may
have been more aware of its meaning in other therapies when referring to managing emotions.

The adaptations made to the measure in response to the field study highlight how
important it was to test out its usability before publishing for the ACT community to use. If the
ambiguous and difficult items had not been identified and amended then there would have been

issues with the measure when in public use.
Findings in the context of the wider literature

ACT-FM in the context of functional contextualism

ACT is rooted in the functional contextualism philosophy of science (Hayes et al.,
1993). With this line of thinking, behaviours should be considered within the context in which
they occur and the purpose of the behaviour is important. This has implications for a therapist
fidelity measure.

Different behaviours can have the same function but vary in form. For example, to
achieve the function of helping a client defuse from an unhelpful thought, the therapist might

use an experiential exercise with the client such as ‘leaves on a stream’, the ‘milk, milk, milk’

90



exercise (Hayes, Strosahl & Wilson, 1999, p.154) or use a metaphor such as ‘thoughts are like
clouds in the sky’, etc. Conversely, different therapist behaviours can take the same form but
vary in function. For example, the therapist might introduce a mindfulness body scan to achieve
the following functions: to help the client notice present bodily sensations, to open up to an
uncomfortable feeling in their stomach or to distract them from a painful thought or memory,
etc. Some of these functions are ACT consistent and some are ACT inconsistent. Strosahl et al.
(2004, p. 54) emphasise how “simply applying these techniques in a vacuum is not consistent
with good ACT practice. The techniques must ‘fit” with the contextual properties of the
therapeutic interaction”.

This is important, because when rating how ACT consistent a therapist is, we are
interested in the function of their behaviour, rather than necessarily the form it takes. This is
harder to rate because the person scoring needs to know the context in which the behaviours are
taking place and what the purpose is, which they might not know if it is a clip of a single
therapy session or a session from mid-therapy. The same therapist behaviours observed by the
rater could be ACT consistent or inconsistent depending on their function.

It may be possible to rate the function of a therapist behaviour if the information
required is in the immediate context, but sometimes the required information will not have been
observed by the rater. Take the following example, a therapist and client had previously had a
discussion about values and the client had identified that they value independence. They made a
values-based action plan of going to the local shop each day to pick up any items that the client
needs. If the therapist asks the client in the section of therapy that is being rated ‘have you been
to the shop this week?’ the observer would not know the whole context of values behind the
question. Therefore, they might not be able to score this as an ACT consistent therapist
behaviour, as taken in isolation it could also be perceived as a generic conversation question.

Equally, a rater might observe a behaviour that they assume is in the context of values
and rate it as ACT consistent, when it might not be. This complication occurred in the field
study when the rater’s were unsure how to score item 9: “Therapist encourages the client to
“stay with” painful thoughts and feelings in the service of their values”. They noted that the
therapist did encourage the client to “stay with” their feelings but it was unknown if it was in
the service of their values. The function or purpose of a behaviour is often unobservable

because we cannot know what the therapist is thinking.

Delphi comments relating to functional contextualism

Throughout the Delphi, panelists made comments about the function of the therapist’s
behaviour being important. Item 1 was the main item tapping into the therapist using ACT in a
way that is sensitive to the situation and what the client brings, as opposed to a "canned" ACT
intervention or protocol: “Therapist uses experiential methods (e.g. exercises, metaphors, etc)

that are sensitive to the situation.” It became clear in the field study that this item was
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ambiguous and could also be interpreted with the emphasis on the therapist using experiential
methods rather than didactic methods. It was therefore made clearer and re-written as “Therapist
chooses methods that are sensitive to the situation and context (i.e. in a flexible and responsive
way rather than a 'one size fits all' approach)”.

In addition to including a specific item tapping into function, the manual was updated to
contain guidance for rating. In response to Delphi comments in the first round, the manual was
updated to state that the rater will need to use their clinical judgment when scoring, bearing in

mind the context of the therapy session and considering the function of the therapist behaviour.

Field study comments relating to functional contextualism

In the field study, participants suggested editing two items which were presented in the
context of values: ‘Therapist encourages the client to “stay with” painful thoughts, feelings and
emotions, in the service of their values’ and ‘Therapist gives the client opportunities to notice
workable and unworkable responses (i.e. whether their actions move them towards or away
from their values).” Participants commented that it is not always known to the rater what the
client’s values are and so this part of the items should be deleted.

However, the counter argument (which was emphasized in the Delphi panel’s
comments about the measure needing to point at function rather than form) is that the therapist’s
behaviour may only be ACT consistent if it is helping the client move towards valued living.
The research team discussed how these are two opposing views and either extreme may be
problematic for the measure. We settled upon a stance in the middle and kept the parts about
values for these two items but softened them by putting them in brackets or as an “e.g”.

In the context of using the measure to rate a clinician’s own session or a supervisee’s
session then the values of the client would be known to the rater. However, in a RCT if the
tapes are randomly selected the rater might not know what had been discussed in previous

sessions.

Conclusions on the functional contextualism debate

In summary, the rater may not always know enough about the context of a therapist’s
behaviour to be able to confidently know its function and therefore rate it as ACT consistent or
inconsistent. This is an issue with fidelity measures in general where items are trying to get at
observable therapist behaviours, but it is particularly important for ACT as its very foundations
are in functional contextualism (Hayes et al., 1993).

Throughout the development of the ACT-FM, we attempted to ensure that it is rooted in
functional contextualism as best we could. This has been done in three ways, 1) the rater is
required to consider the function of the therapist behaviour when scoring: "You will need to use
your clinical judgment when scoring, bearing in mind the context of the therapy session and

considering the function of the therapist behaviour." 2) There is an item mapping on to the

92



therapist helping the client to notice the function of their behaviours: "Therapist gives the client
opportunities to notice workable and unworkable responses (e.g. whether their actions move
them towards or away from their values." 3) There is an item mapping on to the therapist using
ACT consistent techniques in a functional way rather than just in form: “Therapist chooses
methods that are sensitive to the situation and context (i.e. in a flexible and responsive way
rather than a 'one size fits all' approach)”.

Strosahl, Hayes, Wilson and Gifford (2004) describe how describing ACT as a fixed set
of exercises, tasks, metaphors and homework assignments does not do it service. However, they
also describe how “with such arich set of treatment strategies to draw from, it is silly to insist
that techniques are unimportant in producing good results” (p.51). This is the rationale that they
give before outlining the competencies they describe that make up the ‘ACT Core Competency
Self-Rating Form’ published on the ACBS website and in Learning ACT (Luoma, Hayes &
Walser, 2007, 2017). This implies that there are specific techniques that a therapist can use with
the aim of increasing psychological flexibility.

The research team discussed the difficulty in balancing observable therapist behaviours
with understanding the function of the behaviours at length throughout the research process.
Ultimately, we felt that it would always be an issue when developing a fidelity measure for
ACT. However, we did not feel it was such a crucial obstacle that would undermine any attempt
at creating a fidelity measure and we have done the best we can with the suggestions received
by the panel. It may be that researchers and clinicians generate ideas of how to improve the
measure through using it, and it may be developed further in the future. Additionally, if raters
felt that the ACT-FM gave too much credence to specific therapist behaviours out of the context

of function for their purposes, they could use the Therapist Stance section alone.
Implications of findings and recommendations for further research

Testing the psychometric properties of the ACT-FM

This thesis has focused on constructing the ACT-FM through Delphi methodology and
beginning to test its psychometric properties in the form of inter-rater reliability. This was found
to be moderate to excellent and we would expect this to improve further following the
adaptations made to ambiguous items identified in the field study. Further exploration of the
ACT-FM’s psychometric properties was not attempted due to the limits of the scope of this
thesis and due to the likelihood of the measure being developed further in response to the
usability feedback. It therefore would not have been useful to have data on its psychometric
properties in a past form.

Now that the ACT-FM is in its final publishable form, a study investigating the
psychometric properties would be beneficial. It would be useful to repeat inter-rater reliability
investigations with a larger set of data with more variance, i.e. multiple therapy sessions,

therapy contexts, therapists and clients. As we only used a 20 minute video of a therapy session,
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not all Tri-flex processes were covered. It would be useful to use a variety of therapy videos
with emphasis on different areas of the Tri-flex.

Rating a wider variety of therapy sessions would also allow for tests of restricted range
to take place. It would be useful to investigate any floor and ceiling effects when looking at the
total and item scores. This has not been possible in the current study as any observed floor and
ceiling effects may be reflective of the one therapy session that has been rated, rather than the
measure.

It would be beneficial to explore convergent, divergent and discriminant validity with
data from multiple therapy sessions. This could be explored by rating ACT and CBT sessions
using the ACT-FM, Plumb and Vilardaga’s (2010) measure and the CTS-R. Convergent validity
would be demonstrated by a correlation between the ACT-FM and Plumb and Vilardaga’s
(2010) measure for ACT therapy tapes. Divergent validity would be demonstrated by the ACT-
FM scoring higher than the CTS-R for ACT tapes and scoring lower than the CTS-R for CBT
tapes. Discriminant validity would be demonstrated by ACT tapes scoring higher on the ACT-
FM than on the CTS-R.

For an RCT it is necessary to know what classes as high fidelity in order to be able to
state that the therapy being used in the trial met this condition. Currently it is unknown what
score would indicate high or low therapist fidelity to ACT. Further research could focus on
gaining normative data from a large pool of therapists, raters and settings to begin to classify

high or low adherence using the ACT-FM.

Use in RCTs

Ost (2008, 2014) noted that a significant portion of ACT studies in his meta-analyses
neglected to include treatment fidelity checks. This may be due to a lack of an appropriate trans-
diagnostic measure for ACT, meaning researchers need to create their own or adapt an existing
one.

The ACT measure commonly used in RCTs currently is the one published by Plumb
and Vilardaga (2010). However, this measure was developed for a trial for OCD and therefore
some of the items are not generalizable to be used with other ACT interventions for other
clinical populations. Plumb and Vilardaga (2010) recommend that researchers use their measure
as a starting point and then adapt it to suit the needs of their study. However, this is not always
done (e.g. Wicksell et al., 2013). It may be that the time and costs associated with adapting the
measure are off-putting. Indeed, Perepletchikova et al. (2009) found that psychotherapy
researchers reported time, cost, labour constraints and lack of guidelines were the biggest
barriers to implementing treatment fidelity procedures.

As ACT is a transdiagnostic approach (Hayes & Hofmann, 2017; Hayes, Levin, Plumb-
Vilardaga, Villatte & Pistorello, 2013) it follows that a fidelity measure should be

transdiagnostic also. The ACT-FM is transdiagnostic and therefore can be used with any client
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group in an RCT without the need for adapting it. Perepletchikova (2011) suggests that general
and pre-validated measures of fidelity should be created which can be adapted within limits to
fit different specifications in order to address issues of cost and lack of validity involved with
developing new measures.

Additionally, ACT theory has evolved since the creation of Plumb and Vilardaga’s
(2010) measure. The six processes of psychological flexibility are more commonly coupled
together to create three process (Luoma, Hayes & Walser, 2017; Hayes, Strosahl & Wilson,
2012), termed the “Tri-flex” (Harris, 2009). The ACT-FM is structured around the Tri-flex,

making it more contemporary than Plumb and Vilardaga’s (2010) measure.

Use in process research

While lab based research (e.g. Levin, Hildebrandt, Lillis & Hayes, 2012) and
mediational research (e.g. Ciarrochi, Bilich & Godsell, 2010) provide evidence that ACT
appears to work through the proposed mechanisms, further research on therapist behaviours
would help to understand this further. Hayes et al. (2006) have suggested that using behavioural
and observer measures would increase the strength of claim of the mediational effect of
hypothesised processes. The ACT-FM would allow measurement of which aspects of
psychological flexibility the therapist is working on in the session and how this relates to client
psychological flexibility and outcomes. Combining research on therapist behaviours and on
mediating variables as reported by client (e.g. using the AAQ-II; Bond et al., 2011) would help
us to conduct research on the procedures intended to bring about change, and the change itself.

Investigations into the specific active components allow us to improve clinical
interventions by refining them and understanding what works for whom (Roth and Fonagy,
2006). This could be explored as total therapist adherence to ACT, or separated Tri-flex
subscales to explore the impact of different therapist behaviours on client psychological
flexibility. This could be for single sessions or for tracking change throughout therapy.
Research could be conducted to explore whether some parts of the Tri-flex have a bigger impact
on client psychological flexibility or whether some specific therapist behaviours have a bigger
impact than others.

The AAQ-II gives a total score for psychological flexibility, but does not have scope to
separately analyse the three main processes within it, or indeed the six further defined processes
in the Hexaflex. Francis, Dawson and Golijani-Moghaddam (2016) have developed a 23-item
measure of ACT processes named the Comprehensive assessment of ACT processes
(CompACT). In addition to a total score indicating psychological flexibility, the CompACT
allows a subscale score to be obtained for each of the three main processes which they term
‘Openness to Experience’, ‘Behavioural Awareness’ and ‘Valued Action’. Using this measure
alongside the ACT-FM would allow interesting research into how the therapist’s behaviours and

client’s processes of psychological flexibility interact with each other. We might predict that the
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corresponding subscales would correlate. For example, if in a session the therapist scores highly
on the Aware response style subscale, it would be interesting to see if this is characterised by a
change in clients scores before and after the session on the Behavioural Awareness subscale of

the CompACT.

Use for therapist development and training

The ACT-FM may be useful for clinicians to evaluate and improve their skills in ACT.
Although a measure exists for this currently, The ACT Core Competency Self-Rating form
(Luoma, Hayes & Walser, 2017), it is a longer measure with 50 items. If only using the ACT
consistent part of the ACT-FM there are only 13 items to consider. The ACT Core Competency
Self-Rating form may be practical for therapists to reflect on their practice in general when
willing to spend time on the exercise, but the ACT-FM may be a much quicker and practically
useful measure to meet the needs of busy therapists. It could be used for self-rating or for a
supervisor to give feedback to a supervisee when there is limited time. Additionally, the ACT-
FM may be more valid and reliable than the ACT Core Competency Self-Rating form. It is
unclear how the items were initially developed as they are presented without a description of
their development (Strosahl, Hayes, Wilson & Gifford, 2004). It is also unclear if different
rater’s scores would vary significantly as the inter-rater reliability has not been assessed.

As McHugh and Barlow (2010) have highlighted, little is known about the effectiveness
of different training approaches when learning a therapeutic approach and how competence
following training is maintained over time. Clinicians learn a therapy in a number of different
ways, such as listening to a trainer, experiential exercises, role plays, using the techniques for
themselves, etc. The ACT-FM could have a use in assessing therapist skills in ACT before and
after training and at follow up. This would help us to understand more about which training

procedures and strategies are the most effective.

Other implications and further research

It would be interesting to research the relationship between therapist’s self-reported
ACT adherence and ACT adherence measured by a rater watching/listening to the same session.
This could be achieved by both rating with the ACT-FM and exploring if the scores are similar.
Research like this would give us data on accuracy of therapist’s self-reported adherence, which
would be useful considering some trials use this as a measure of fidelity. It is also interesting
from the point of view of research on self-assessment bias. Previous research has found that
clinicians tend to overestimate their abilities (Walfish, McAlister, O’Donnell & Lambert, 2012).

Further research could examine the relationship between treatment fidelity and
outcomes. The ACT-FM would allow us to ask questions about whether therapists who score

highly on fidelity also get better therapy outcomes. If this is found to correlate significantly then
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the ACT-FM could have another use as a measure of service quality with recommendations for
improvement (Bond, Becker & Drake, 2011).

It would also be interesting to research the concept of therapist drift, i.e. therapists
becoming less adherent to therapy models over time. This has mostly been researched in CBT

(e.g. Waller & Turner, 2016) and it would be interesting to research this in ACT.

Limitations

The methodology specific limitations for the Delphi and field study have been

considered in Chapters Three and Four. Here, limitations of the thesis as a whole are discussed.

Usefulness of RCTs and EST lists

One of the main arguments for a need for a trans-diagnostic fidelity measure for ACT
was so it could be applied to improve the methodological quality of RCTs as recommended by
Ost (2014). The development of lists of ESTs has advantages in that it allows treatment-seeking
individuals to learn about and seek information regarding well-validated treatments and it
encourages clinicians to practice scientifically based treatments (Tolin, McKay, Forman,
Klonsky & Thombs, 2015). However, these lists are not exhaustive and have been critiqued.
Tolin et al. (2015) outline how there are issues with how the research evidence is synthesised
and evaluated. For example, the criteria to be a “well-established” treatment requires two well
designed studies showing efficacy; an approach could meet this criteria while also being found
to have no effect or even a negative effect in other studies.

Tolin et al. (2015) critique the overemphasis on symptoms reduction as outcomes and
suggest that an emphasis on functional improvement would be more relevant, such as wellness,
quality of life and wellbeing. This could be considered particularly important for ACT, as ACT
does not aim to reduce symptoms directly. Tolin et al. (2015) also raises concerns about the
generalisability of RCT findings to routine clinical practice and they suggest that effectiveness
research in non-research settings may be more representative. They suggest that research should
move on from exploring which treatment protocols work, to which are the active and/or inert
components of a treatment. As Atkins et al. (2017) point out “The era of meta-analyses focused
on an overall “horse race” question such as “is ACT better than CBT?” is over” (p.268). Once a
treatment is reasonably well established there is less need scientifically to ask questions about
outcomes. It is more interesting clinically and scientifically to conduct research into evidence-
based components and evidence-based processes. Rosen and Davison (2003) call for research to
be conducted on Empirically Supported Principles of change (ESPs) rather than ESTs.

This may be particularly important for ACT and other third wave behavioural therapies
because they are more focused on trans-diagnostic processes of change and evidence-based
procedures that cut across diagnostic categories, than protocols for different diagnoses (Hayes &

Hofmann, 2017). As ACT can be applied regardless of any diagnosis and trans-diagnostically
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(Hayes, Levin, Plumb-Vilardaga, Villatte & Pistorello, 2013), it does not follow that research
should focus on conducting RCTs on specific client groups.

Having said that, the other main argument for developing a trans-diagnostic fidelity
measure for ACT was to allow research on processes of change in the form of therapist
behaviours to be conducted. The ACT-FM may be a useful tool whether being used to check

treatment fidelity in an RCT or if it is used to isolate therapeutic techniques to investigate ESPs.

Fidelity measures

Fidelity measures can include both the therapist’s adherence to the model and the
therapist’s competence (Nezu & Nezu, 2008). Adherence is the extent to which the therapist
uses interventions and approaches that are prescribed by the manual and avoids intervention
procedures that are proscribed by the manual, and competence is the level of skill shown by the
therapist delivering the treatment, i.e. the extent to which the therapist considers and responds to
the relevant aspects of the context (Waltz et al., 1993). In other words, competency is how well
the prescribed behaviours are implemented (Perepletchikova, Treat & Kazdin, 2007).

Plumb and Vilardaga (2010) recommended that treatment fidelity manuals should
include at least one item of therapist competence and both adherence and competence are
important for evaluating therapy (Ost, 2014). However, we only set out to develop items for
adherence because Waltz et al. (1993) describe how competence measures need to be context
specific and defined relative to the specific treatment being used. We decided that it would be
impractical to attempt to create a universal and trans-diagnostic measure of therapist
competence to ACT as the items that would be included are dependent on the study that is being
evaluated.

Despite this, when reflecting on the final measure, the items do appear to cover
competence as well because as previously discussed it is not possible to take ACT techniques
out of context (Strosahl et al., 2004). The comments received from the Delphi participants, and
holding in mind ACT literature about avoiding ‘one size fits all’ interventions (Strosahl et al.,
2004) caused the items to evolve in a way that may have captured competence in addition to
adherence. Therefore, the final items in the measure do not only record if the behaviour
occurred or not, but some items tap into how well it was done, for example item 1. The ACT-
FM may capture competence in a way that is integrated throughout the measure, rather than a
separate competence section or scale.

While a strength of the ACT-FM is that it can be used trans-diagnostically, it is possible
that researchers and clinicians may still need to supplement items to fully capture intervention
specific features. For example, if using the ACT-FM to evaluate therapist fidelity in a trial with
individuals with acquired brain injuries, the researchers may want to rate adherence to unique
aspects such as a recap of the previous session at the start, patients being given written materials

to aide memory, etc.
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Conclusions

This thesis aimed to create a valid, reliable and practically useful ACT fidelity measure
(the ACT-FM). ACT is a fairly young third wave behavioural therapy with a developing
evidence base. Research into the effectiveness of ACT has been critiqued for lacking
methodological quality (Ost, 2014), in particular there is a lack of therapist adherence and
competence checks. Existing ACT fidelity measures have limitations for this use and the current
study aimed to overcome them by developing a trans-diagnostic measure that is coherent with
contemporary ACT theory and can be used when ACT is being compared to a therapy other
than CBT. Additionally, the measure aimed to be practically useful with a concise manual and
specific observable therapist behaviours.

The aims were achieved by completing two studies. A Delphi method was used to
develop a measure with high content validity through expert consensus, and a field study was
used to test the measure’s practical usability and inter-rater reliability with clinicians.

ACT experts were consulted through three iterative rounds of questionnaires in a Delphi
study to develop the manual and items. [tems were structured around therapist stance and the
Tri-flex, covering a breadth of Hexaflex processes. The selection of highly experienced experts
helped to ensure validity of the developed measure. The research team was required to consider
the panel’s comments and suggestions in the context of ACT literature and fidelity measure
literature to ensure that the ACT-FM remained theoretically coherent and in line with
recommendations.

Piloting the ACT-FM in a field study with ACT clinicians evidenced that it had
moderate to excellent inter-rater reliability and ensured it was practically useful. Any aspects
that were identified as difficult to understand to rate were altered in response to the participant’s
comments.

While we aimed to develop a contemporary measure, we also attempted to ensure it was
congruent with the philosophical foundations of ACT, i.e. functional contextualism. This was
achieved in three ways; 1) by including in the manual that the rater is required to consider the
context of the therapy session and the function of the therapist behaviour when scoring, 2) by
including an item capturing whether the therapist uses ACT techniques in a way that is sensitive
to the situation and context rather than a ‘one size fits all’ approach and 3) by including an item
capturing whether the therapist gives the client opportunities to notice the function of their own
behaviours.

The development of this measure has implications for research and clinical practice. It
can be used to assess therapist fidelity in RCTs, to research therapist behaviours as active
components in therapy and to research the relationship between treatment fidelity and outcomes.
It can be used as a supervision tool to feedback supervisee’s strengths and areas for
development, as a self-rated tool to reflect on ACT skills and also as a tool for evaluating

training effectiveness.
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APPENDICES

Appendix A. Ethical approval
A.1 Delphi study ethics approval letter
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UNIVERSITY OF LEEDS
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School of Medicine Research Ethics Committee (SOMREC)
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22 May 2017
Lucy O'Neill

Clarendon
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Dear Lucy

Refno: MREC16-120
Title:  Developing a fidelity measure for Acceptance and Commitment Therapy

Your research application has been revi d by the School of Medicine Ethics Commitiee (SOMREC) DClin
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premises of the University of Leeds. Nor does it imply any right of access to the premises of any other organisation,
including clinical areas. The committee takes no responsibility for you gaining access to staff, students and/or
premises prior to, during or following your research activities.
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Appendix B. Delphi round 1 materials

B.1 Recruitment invitation email for first round

Dear...,

I am a Psychologist in Clinical Training at the University of Leeds. For my thesis, I am
developing a fidelity measure for Acceptance and Commitment Therapy (ACT) that can be used
across clinical presentations. We are using a Delphi method study to gather the opinions of ACT
experts on what the measure should look like and which items should be included. Once
finalised, the developed measure will be made freely available for use.

We are looking to recruit professionals who have been working with ACT in a clinical and/or
research capacity for five years or more or professionals who are recognised as a peer reviewed
ACT trainer by the ACBS.

In collaboration with Dr Lance McCracken, we have developed a provisional measure but
would welcome the opinion of ACT experts in order to develop the measure further. If you
choose to take part, you will be invited to complete a Bristol Online Survey where you will be
asked your opinion on the inclusion and exclusion of items in the measure as well as being
asked to comment on the measure in general. The comments will be used to revise the measure
and a summary of the anonymised responses will be sent out with a further questionnaire with
the items updated accordingly. We anticipate that this should be sufficient to achieve consensus;
however, a third questionnaire may also be sent out.

You do not have to take part in this study and you may leave questions blank or discontinue at
any time. You are free to withdraw before starting any of the rounds of questionnaires; however,
your data cannot be removed once questionnaires have been submitted as it will be merged with
other participant’s data. All the information that you provide will be anonymised. Individual
email addresses will not be visible to other participants and when the results of each round are
fed back this will be done in an anonymous way. This research has received ethical approval
from the University of Leeds School of Medicine Ethics Committee (approval date: 19/6/2017;
approval ref: MREC16-120).

To find out more or if you have any questions, please contact me on psO7lo@]eeds.ac.uk

If you would like to take part in this Delphi study, then please follow this link to access the
full study information and to complete the first questionnaire:

https://leeds.onlinesurveys.ac.uk/creating-an-act-fidelity-measure-a-delphi-study-round-1

Many thanks,
Lucy

Lucy O’Neill

Trainee Clinical Psychologist
Institute of Health Sciences
University of Leeds

Level 10 Worsley Building
Clarendon Way

Leeds

LS2 ONL

Supervised by Dr Christopher Graham: C.D.Graham@leeds.ac.uk and Dr Gary
Latchford: G.Latchford@leeds.ac.uk and in collaboration with Dr Lance McCracken.
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B.2 First draft of ACT-FM for rating and feedback

The ACT Fidelity Scale (ACT-FS)

This scale is intended to be used by clinicians who are experienced in ACT and understand the
principles of the approach. Before scoring the session, familiarize yourself with the scale and
the items within it so that you can easily find an item when you see the clinician evidence it
during the session.

As you listen to the session you may find it helpful to make notes in the space next to each
item to aide your memory.

Do not score the items until the end of the session.

Only score based on behaviours you have observed, not what you think the clinician would
have achieved if they had been given longer. This means that it is common to not be able to
demonstrate some of the items, especially in a first session.

Raters should have specific examples in mind when scoring, which are useful to note in the
space for comments for each item.

The clinician’s behaviour should be scored irrespective of how the client responded to the
clinician’s attempt.

The items capture four key areas within ACT: Therapist stance, Open response style,

Centred response style and Engaged response style. These are outlined below with definitions.
In the scale, there are items to score the therapists behaviours as consistent with these areas, and
also inconsistent.

Therapist Stance

An ACT stance is equal, non-coercive, and non-judgemental. The therapist should show
interest, empathy and warmth. The therapist does not presume to change the client’s mind —
rather to direct them to their own experience - to guide noticing. The therapist does not lecture.

Open response style

“Acceptance and defusion are key skills that support one’s openness to direct experience”
(Hayes, Strosahl & Wilson, 2012, p68). “Acceptance is the willingness to experience
undesirable thoughts, feelings, and sensations when doing so serves one’s goals. Cognitive
defusion involves distancing or separation from the content of one’s thoughts, a process that
reduces cognitive influence without necessarily changing cognitive content” (Yu and
McCracken, 2016, pl).

Centred response style

"It is not possible to be open and engaged in life without also being centred in consciousness
and in the social, physical, and psychological present. The centre column of the hexaflex
functions like a hinge of conscious and flexible contact with "the now’” (Hayes, Strosahl &
Wilson, 2012, p78). “Being present involves being aware of ongoing events. Self as context
entails an experience of taking a perspective, or a stance as observer, with respect to one’s
psychological experiences without getting attached to them, needing to defend them as a matter
of identity or to defend against them as if they present a threat” (Yu and McCracken, 2016, p2).

Engaged response style

The Engaged response style is about making “connections with closely held values through
daily life actions." (Hayes, Strosahl & Wilson, 2012, p92). “Values are ongoing qualities that
one defines as important and desired and that guide one’s goals and actions. Committed action
is the ability to flexibly persist in actions guided by values, to meet difficulty and to persist
again.” (Yu and McCracken, 2016, p2).

Scoring of frequency and extensiveness (adapted from Plumb and Vilardaga, 2010).

Give a rating for each of the areas based on the clinician’s behaviours you have observed.
Ratings are from 1 to 4 where:
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A rating of: Would indicate:

1 = Not at all These behaviours never occurred

At least one of these behaviours occurred at least once (and may have

2=Alittle occurred a few times) and was not addressed in an in-depth manner.

Some of these behaviours occurred and at least one was addressed in a

3 = Somewhat moderately in-depth manner.

4= Several behaviours occurred; and some were addressed by the
Considerably therapist in an in-depth manner.

Behaviours occurred great frequency and at least several were

> = Extensively addressed by the therapist in a very in-depth manner.

The starting point for each area is 1. Only assign a score higher than 1 if the rater hears
examples of the behaviour specified in the items. Be careful not to start rating from the
midpoint (3) out. Please only give whole point answers, e.g. do not score 2.5.

ACT consistent Stance = score out of 5

ACT consistent Open Response Style = score out of 5
ACT consistent Centred Response Style = score out of 5
ACT consistent Engaged Response Style = score out of 5
ACT consistency = score out of 20

ACT Inconsistent Stance = score out of 5

ACT Inconsistent Open Response Style = score out of 5
ACT Inconsistent Centred Response Style = score out of 5
ACT Inconsistent Engaged Response Style = score out of 5
ACT inconsistency = score out of 20

Therapist stance — ACT consistent

1. Therapist states explicitly that they have confidence in the client’s ability to make change.
2. Therapist states or demonstrates a posture of equality i.e. “we both struggle”.

3. Therapist states or demonstrates understanding that client’s circumstances are experienced as
difficult (and of the emotions and thoughts that occur in this context).

4. Therapist demonstrates interest in the client’s situation and psychological experiences.

5. Therapist explicitly notices and points out psychologically flexible responses on the part of
the client (open/nonavoidant, aware/in contact with present, actively aligned with goals and
values).

6. Therapist encourages or shows appreciation for new or developing psychologically flexible
behaviour on the part of the client.

Therapist stance — ACT inconsistent

1. Therapist presents a posture of superiority or authority.

2. Therapist lectures the client.

3. Therapist uses coercion or attempts to persuade the client.

4. Therapist over-rides client goals.

5. Therapist rushes to reassure or diminish “unpleasant” or “difficult” thoughts and feelings
when these arise.

6. Therapist facilitates sense-making or literal understanding above pragmatic action.

Open response style — ACT consistent

1. Therapist encourages the client to adopt an open and accepting stance to thoughts, feelings
and bodily sensations.

2. Therapist facilitates the observing/describing of thoughts and feelings on the part of the
client.
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3. Therapist models the observing/describing of thoughts and feelings in their own experience.
4. Therapist helps the client to notice that thoughts are separate from the events they describe.
5. Therapist helps the client notice that psychological experiences (thoughts and feelings) are
not by themselves causes of actions.

Open response style — ACT inconsistent

1. Therapist encourages the client to enact behaviours as a means to control or diminish distress
(or other emotions).

2. Therapist encourages the client to “think positive” or to substitute negative for positive
thoughts.

3. Therapist facilitates detailed discussion of whether client’s thoughts are true or accurate.

Centred response style - ACT consistent

1. Therapist directs the client’s attention to the thoughts, feelings and bodily sensations that are
present now.

2. Therapist uses present-moment-focus tasks (mindfulness tasks) to increase awareness of the
moment including thoughts and feelings.

3. Therapist helps the client to take an observer perspective on thoughts and feelings.

4. Therapist helps the client notice deviations from present moment focus.

5. Therapist helps the client to identify the situation elements (thoughts, feelings, sensations,
memories, urges) that can exert influence on behaviour.

6. Therapist helps the client to identify potential behavioural choices and their consequences.
7. Therapist uses distinction (e.g. “I am separate from/bigger than...”) or hierarchical (“I
contain/hold...”) framing in relation to self and perspective.

7. Therapist encourages the client to shift to a different perspective (for, example, an older or
younger self, another person).

8. Therapist encourages the client to notice labels/evaluations/stories that they attach to
themselves (conceptualised self).

Centred response style - ACT inconsistent

1. Therapist introduces or uses mindfulness and/or self-as-context ideas as methods to control,
diminish or distract from, unwanted thoughts, emotions and bodily sensations.

2. Therapist uses mindfulness and/or self-as-context exercises used to challenge the accuracy of
beliefs or thoughts.

Engaged response style - ACT consistent

1. Therapist clearly emphasises that behaviour change is the primary focus of therapy.

2. Therapist encourages the client to clarify their values (overarching desires and qualities of
action).

3. Therapist links behaviour change to client’s personal values (i.e. emphasises that behaviour
change serves the purpose of greater contact with values).

4. Therapist encourages the client to clearly state goals/committed actions.

5. Therapist facilitates identification of specific actions in response to predictable barriers.

6. Therapist uses hierarchical or part-whole framing to connect short term patterns of behaviour
or small changes to longer term sources of satisfaction.

7. Therapist helps the client discriminate personal values from social pressures and the wishes
and desires of others (possibly also including the therapist).

Engaged response style - ACT inconsistent

1. Therapist encourages activity for “activity’s sake” (i.e. emphasis on activity out of the context
of values).

2. Therapist uses actions (even when this is in line with values) as a means for changing
thoughts or feelings (to reduce or control unwanted thoughts, emotions and sensations).

3. Therapist imposes their own, other’s or society’s values upon the client (i.e. suggests what
the client should or should not value).

4. Therapist ignores psychological experiences and coordinates a “just do it” type of
responding.

112



B.3 Screenshots of round 1 BOS

0s/e
auy a19/dwod 01 nok yse pinom am ‘ved axe) 0} aaibe nok j "Area few sy Inq ‘aja|dwod o) sanuiw
Ot 01 0Z punoJe axel pnoys saifeuuonsanb ay) ey atedidgue ap "aaiy aq Aew aiay) Spunos asay
UIIM PaABIYI. JOU S| SNSUASUOD JI JaAamoy ‘salreuuonsanb JO Spunos oM aq [|w aiay) Jey) ajewnsa
aM 'sAanng auguQ |oIsug B salreuuonsanb auluo Jo sauas e ul aredwed 0] NoA YSE M 3

£OP 0} P3aU | [|IM JEYM

Wwedned reguajod e se wediogred Jaypoue Aq pajeuiuou

Jojpue pjay au jo abpaymouny 11yl ybnoay (UXIRIDIW duET J0SS3J0Id - uopuo abagod s,Bury

Te SI0RI0qE|09 J0) SISaU SIY JO sioswiadns auyl 3uo AQ paynuap! aiam NoA “(Sxiom, 11 moy 63) LoV
40 piay auy ul asmadxa Buney se si ey ‘uedonred uadxa, fequalod e se payIUAP! uaaq aney NOA

Zpayoeoudde Buiaq | we Aym

‘paasaid si asreuuonsanb pajepdn ue pue suadxa auyl 0} yoeq paj are salreuuonsanb
JO punol yoea woy sasuodsal ay| 'snsuasuod pue wawaaibe Bunanyoe pue suouido Buiquod
JO wre ayl Y sareuuonsanb Jo sauas e ybnoap suadxa JNsuod ) pasn si poypaw ydaQ ayL

¢Apms 1ydjaq e s1reym

‘[epow 1OV auy o) Buuaype ul sppis s,3aswadns

© JO UOTeN[eAd JO UONEN[eAS-Jjas 10} |00) B SB pasn aq osfe Aew J "L DV JO Ssauaaldaya ay) Bunenfeaa
y u Ayjapy SSasse 0} pasn aq pinod syl eyl Wbnouy sty *(aay 10} ajqe|rese

Apygnd apew aq |iw Jey) anseaw Agapy Adesay e dojanap o1 pasn aq jm pasaued erep ayl

‘uogEYNSU0d
JO SpuUNoJ 33U JO OM) 3q 0} JaL J9adxa am pue auluo Aa1ajdwod ur aq [jw Apris ydiRQ ay L

‘Papnjoul 8q pnoys
swall yaym Buiprebal pay aup ul suadxa woy snsuasuod e Bumelp Aq ‘(LOV) Adesay ] waunuwod
pue acueldaddy 10} amseaw Aljapy uaugeas urewop-gnw ‘ogewbeid e dojarap o) swre Apnis syl

swie Apms

“ued axe) ) Jayaym Buipoap

a10j2q Aryared uogeunojul BuMoyo; 3y peas aseald 'spaa Jo Alisiaaln auy e ABojoydisd reannd

ul ajeso0q Aw jo ued se pajnpuod Buiaq s1yoym ‘Apnis yoreasal e ui ed axel 0} nok Bunnui wee |
SA337 40 AUSY3ANN 3HL

uoneyAul uy

NOILLYWHOSNI LNVdIDIL¥Vd :Z abed

‘Aanns siy ul pasn Jou are ‘1asvoiq Gap) JnoA Aq palojs erep feuossad ‘sanjood Jey) sjou ases|d

“(Aupoey Jare| ysiuy aLp asn 0} aiam nok J1 uana) sabed pajejdwod Ajlsnownaid o) uial o ajgeun aq
JIw noA abed yoea Jo wopoq auy Je uoRNg INURUOD PUe JWGNS Y] UO PaxyIID aAry Nok aduo ‘os|y

“Aanins a1a|dwodur Inok Lw pajun-a1 aq pinom nok ey Aj@xiun s131 aswuaLpo ‘abed Jaye yswild,

ay) uo Nok 0) uanlb ssalppe gam ay) pI0Jal AjaJeIndde JO SS3IPPE |IBW? J03L0D PUB PIfeA B J3Jua Nok
ains axew o} Ayqisuodsal ok aq pnom Y “skaning auluE |0IsuE Aq Paioss Jou 111 “a'l papeasip aq
w31 uB pue NaK 0} WaS SI |feWa 3L wN 3y} Je pasn aq Aluo |m papioid ssaippe |fewa Auy “Aans
B 3LNS3J 0} MOY S|IE1ap YIIMm Nk 0} uas aq 0} |fewa ue Jo Aanns a1a|duwiodul ue Jo Bupyeuniooq ap
smoje siy| “Aupoey Jaye ysiul4, ay Buisn awn Jae) e )l 319|dwod pue Aauns Si aAeS UBD NOA

uopew.oyul Juepiodw|

NOILVSIAVN T abed

A (T punoy) Apms
IydiaQ v -ainsea|y Auepi4 1OV ue Buneald

113



ING 2S1
spaa

peoy uopuase|d

spaa jo Aisianun

Buiping Asjsiom

0T 3187 '0TT'OT Wooy

220 Y21easay eaH pue aupipan Jo Andey
uoddng yoseasay jo peaH Anoey

(yoe°spas|@iauupiS 3 D) JUUD(S BIreD

:Bunoeod Aq apew aq ued Jurejdwod [euLo) ¥ YSIm NoK Ji MOJBq S|rejap 10e0d ay
Buisn aloid sip Jo sioswiadns ay) 19BIUOD OS[e UBD NOA “WayY) SSAIPPe 0} 1Saq AW Op [|M | pue mojaq
s|rejap 1000 auy Buisn aw ypm Apnis SiYl INOGe SWaduod Jo sjuredwod Aue asrel 0) SWO0J[am aJe NOA

Su132U09 pue sjurejdwod

"SISO LM SMa LIS areys 0} 3jqeuojuodun
¥ puy aydoad sawnawos "(SpUnol JO Jagqunu B JaAo palajdwod aq 0] paau |jw saireuuonsanb
"@'1) awn axe) ||w Apris aup Jo uonajdwo) "SHHSU SNOGO Aue aq |jw asay) 1y 10adxa Jou op 3

cued Bupjel ul panjoAaul sysu Aue alay) aly

"sdnoib %00qade SEI/LOV ‘alIsqam SEOV ayl BIA 3/dLUexa Joj - AUNWLIOD | DV 3Ll Yim

pareys aq [w Apris auy woy sBuipuy ay pue ajqejrene Apignd apew aq iwm Apms ay woy padojanap
amnseaw ay| ‘Aouaroyoid | Dy umo inak moib diay o) - Apmis aup Buunp suowido sajdoad Jayio

0} Ssad0e aney 0} Jnyasn pue Bugsaiawi 1t puy ose Aew nok ey adoy oste am Aigxay reaibojoyaksd
Jo spadse ssooe Aapy LDV ssasse o) kem mau e sn anib Anyadoy jwm pue ‘e o3 ajqejreae

Ajoay apew aq w Sy *L OV i0j anseaw Aljapy feuoisuawip-ynw ‘ogewbeid mau e areald o) buidiay
Ul jnyasn aq jw eyep nok ‘;anamo ued Bunye) Joj (uawAed Areyauow *6-8) 1auaq 10811p Ou S aJaYL

cued Bunje; o) syyauaq Aue asay) aiy

"palajap aq uay [|w pue sseak uaj 0} dn 1o} palols
Aamoas aq |m nok 0} paxyull 8q JouURd YoIym ejep pasiwiuoue ay| ‘sasuodsal aireuuonsanb inok o)
Ajareredas palols aq i S|IEIap 1B JO AWEU JNOA Se Yons uogeuwLoul ajqeynuap! Auy "Ajsieipawuwi

s/
paubisse aq |w Jaqunu Juedioised e pue Wea) yoseasal ay) JO SIaquIdW 0} 3jqIssadde aq Ajuo
W siy1 “siandwod pajajoid piomssed uo sajy payoaloid piomssed ul sawn e Je Ajaindas paioss aq
W eyep pajoesnx3 sisAjeur Joj sawweiboid Jandwod pIom YOosoLDIWw J0/pue ‘[33Xa ‘SSdS ‘aldwexa
10} '0) SO WOy pajoexa aq || elep pasiuAUouy “SOE U0 BUIUO PaIOIs aq ||M Blep alfeuuosand

£paiols aq eyep Aw |im MOH

“uogeuWassIp pue dn jum Sy Ul pasn aq Aew

salreuuonsanb ay woy sajonb pasiwAuouy a3y J0j 3|qe|ieA. aq |jm anseaw ay| ‘(siaded snwapese
pue ‘suonepuasaid Jaysod ‘sasuasajuod en Aqissod 6'3) pareuiwassip pue sisay) e jo ped se dn
uanum aq ||w Apmis ay) woy synsas ay ) “ainseaw Ayapy e dojanap o1 pasn aq iw pasaypeb erep ayl

ceyep Aw 03 uaddey |im jeym

‘Sis[eue gjep Lpim ISISSE 0} Bjep pasiwAuoue ay) 0} Ssadde aney ||w wea) Aioswiadns

yoseasal ay L asuod Nok noym paysignd aq [jw sirelap feuosiad ok Jo auoN Asnowluoue
pala|dwod aq ued saireuuonsand ‘(0ZT-9TOIYW a1 reroddy '£102/9/6T :arep [eroiddy) aspiwwod
SOWIT Yaseasay auDIP3 JO |00ydS spaaT jo Aisianun ay Aq panoidde uaaq sey Apris sy

S21pa pue Ajijenuapyuod

‘ued Bunye; a10j8q suonsanb Aue aney nok j1 mojaq sjreap ayl Buisn aw 10€I00 0} 33y |93}

asea|d 'swedipured Jayo Jo yey v pabiaw awodaq |jw ejep alreuuonsanb Jnok ‘papiugns adsuQ
*Japuas au 0} paydlew aq jouued os pue Asnowluoue pajaidwod ase sasreuuonsanb asnedaq s syl
‘papiugns uaaq aaey salreuuonsanb aouo eJep JNOA AAOLIB) JOUURD aM ‘JanamMOH ‘(Spunol Jayuny Aue
a18|dwo2 jJou "8'1) Apnis aup JO SPUNOJ 83 J0 oMy 3L Jo Aue Bursels a10jaq MeIPYIM O] 834 aJe NOA

¢Apms auy woy meipyum | ued

*saJreuuonsanb jo spunos pay) Aregualod pue puodas au) ul Led aye) o) Jayiaym nok o) dn

urebe si1} ‘ssad0id ay Jeadal 0) asreuuonsanb auluo UB B JNO PaJIRWS 3 || aINSeal 3y} JO UOISIaA
paswnal e pue suadxa Jo jaued ay 0) oeq paj Asnowluoue aq ||wm asay ‘sasuodsal aireuuonsanb

By PaAIadal aABY aM 30UQ "SHIAM OM] UM asreuuonsanb auy a1eidwod nok eyl jse am ‘ued

a@)ye) 0} apioap op nok § alreuuonsanb ay) Buinuguoasip 104 Jo Buipuodsal Jou Joj uoseal e anib o) aney
10U Op NOA *awn Aue Je anupuodsIp Aew nok pue alreuuonsanb ay ul Nok ) payse suonsanb fenpnipul
a1 jo Aue 0} puodsal 0} 10U 3500 AW NOA “aireuuORSaND By 0} PaJAIP 3q UBY! |IM NOA "WL0)
wasuod e a18|dwoo 0) payse aq ||w nok ‘ued axye 0} apioap ok § ‘wed axes o) Jayiaymnok oy dn sy

dued aye) o) aney | oq
*asuodsal JNOA Panadal JoU aABY aMm JI Yaam auo

JaYR JAPUIAI |fELS U PUaS [|IM am ‘uoissiuuad INok Y "ainseaw ays jo Juawdojanap-al pue sinsal
3} JO sisAeue o} SR WBIDWYNS MOJ[e 0} JAPIO Ul ‘Wway) Buniadal Jo Syeam oM ulyim saireuuonsanb

114



sasreuuonsanb aimny ul payeadal aq Jou M
*a'1 ApnIs 3j0yM 3L 10} JUISUOD SE JIR [|IM WLIOJ SIL) TeY] AJON "UOHNG ANURUOD Pue JWgNS Ay
uo0 10 asea|d Apms ay) ul ayedionued 0] Juem pue IAOGE UOIRULIOJUI Y] Yum aaibe nok y

|

"SSaIPPE FeWa PIeA B JAJUI 3seald

"ydi2@ 3y JO pUNOJ Pu0S 3yl 03 Yui| aLp nok
puas 0} pasn aq OSfe || SIY| Wasuod 0} aieubis e se Joe 0] ssaippe |rewa ok apwoid aseald 2

"Aprys ay woy sBuipuy Jo uogeuLASSIP pue dn-ajum
auy U pasn aq ued sasreuuonsanb pajajdwod Aw woy sajonb pasiwiuoue Jey) aaibe |

na
SS3008 aARY [|IM OYM pue ‘PaIOIS aq (|} MOY “erep Aw [ uaddey [jw yeym puesiapun |
—
U0 Jaye alreuuonsanb auy a1a|dwod 0) |rewa JapUIWAl e JUaSs aq 0} Juasuod Aw anib |
“Aprus
U} WOY MBIPYIIM UBD | UBYM puelSIapun pue red axe) 0} aAey J0u Op | Jey) aleme we |
2 *Apnis auy ul wed aye) 0] wasuod Aw anib |
9 “wed Bupye; ai0jaq Apms ay INoge suogsanb xse o} Aunuoddo ay pey aney |
.} ‘uoeunoul Apnis Ay POCISIAPUN PUE peal aney |
saiby
‘suogsanb Aue aney nok j1 (in°oe°spasy@ol.0sd) Jayoseasal pes| ay 10e0d aseald

wed aye) 0] pajuasuod aney nok Ji paasoid nok 131 Ao [ Aanns auy yey) ajou aseald “aaibe nok
Tew aledlpul pue Mojaq SUBWSTEIS 3y peal aseald uay ‘wed axe) 0} Wasuod o} || pnomnoky T

WHO4 IN3ISNOD € abed

0S/S

‘uopuon aba)joD s,6ury

‘aouasoinaN pue ABojoyahsd ‘Aneiyahsd Jo ayMAsu| 3yl 1B USNORIDIW SDUEBT J0SS30Id YIM UOTRIOGE]|0D Uj

"anoge Se ssaippe ‘(§n'oe°spasj@pIojydte o)
pioare Aeg iQ pue (§n-oe'spasi@ureyeso’a-o) weyeso Jjaydosuyd 1a Aq paswiadng

NG 2S1

spaa jo Aisianiun

Kep uopuaied

Buipjing Asjsiom

oT [ana7

ABojoyaksd reaund ul ayei00q
S30UBIDS YY[eaH JO aymasy| Spaa

spaaT Jo Alsianun ayl

(n-oe'spaa|@0yL0sd ‘Buresy rea urisibojoyaksd) [18N.0 Aon
s|iejap J9'ju0d
‘Sl peal 0} swn ay) bunye; 10y noA yuey

(2687 £VE ETTO 18L)

115



Ayoads aseayd Jayi0 pasEsnok y B6

Yo 1
ABojoyahsdonaN _y
preay [euaw npy |
preay reaisud
souelpaed |
SHNVD i
sisoyohsd g

ured owond g
"SIaMsue / pue T uaamiaq j03jes asesld

SYim pom nok op (s)dnoiB waiw YIM 6

ON o
SaA o

Ziaures) 1OV
PamManay Jaad © Se a3UINS [RINONEYIE [ENXEIUOD JO PaleIosSY ayl Aq pasiuBooainok ary g

‘Adesay uaugiwwod pue
aour)dasoe yim Ajeaiuid Bupuov Jojpue Buiyareasal Juads awg UraW UBI aJUaLAdX3 Jey) SJON

(sreaf uy) Adesay) waunuwod pue asueldadde Ym asuauadxa jo pbua <2

Ajrenba >p0M [edWI0 pue Yoreasay |
Jom [eomip Aurew |

oM yoreasal Aurew i

‘(s)iamsue T Apoexa 103)3s asesld

punoibyoeq feuoissajoid urew ‘g

aouapisaljoAquno)d ‘G

aby ¥

18pusD g

“aireuuonsanb Bumoijio} aup ! s1amsue [enpiapul 1ok 0} padull 84 10U [jw pue jaued Ladxa ap
40 oydeiBowap [[eIaN0 AUy BQUISAP 0} PasN aq ||m S|IEIAP JNOA "sire1ap Bumoyjo) au apnoid aseald

W¥O4 SOIHdYHO0W3A v abed

116



05 /01
‘€92 '(g)g Adeioys pue 0 o fewinor
“suogsabns pue sab: Adesaa pue u Aubawn "(0702) % "ebepiA ¥ D T ‘Qunyg
¥62-122 '(€)ST ‘uied Jo feuinor sy wawabeuew ued Juoiyd
o Asd u pue 1 10} SIseq v Jepaw Anpqpay eafojoyddsd ayl (102) 'S “AspoN ¥ W 1 UMW

"S53l PIORND AN WOA maN ‘(P2 puz) abueyd
DU JO 300981 PUB SS300id B4 VORI PU0daS Adeidy | SWIUWOD PUe 3ouBidaody *(ZT0Z) 'O M 'UOSKA B ") NESOAS "D 'S ‘sakey

“S1008 ISEO2UIR ‘PUENEQ “Adesayl WALILAED) PUE 3UEIHII0Y U0 Sl PES-01-ASES Uy ‘duIS apew 1OV (6002)  ‘suey

*Aressaoau aq Aew punol pIRp Y "SNSUasuod Bunarjoe Jo wre auy M ‘anpadoid Jejiwis © MOJjo) [l
suL aejd axe) w ydiag 3yl JO PUNOI PUCISS B PUE X0eqPas) 0) Buipiodde palipa aq (I Swall 3yl

0S/6
‘synsal ay) Jo Arewwns pasiwAuoue ue suedoped
e puas ||wh 3 “waL asAjeue pue sasuodsal aip 31ejj0d || 3Mm SHIaM oM Ul SBsOP diaQ AL UBYM

£1Xau Jeym

*JApISU0d 0}

nok Joj payesauab uaaq aney ey (sway maj 00} aney awos ybnoyye) swayl jo snidins e aney Apuaund
Seale [eJanas "Pasanod Apealfe Juase Jey pappe aq pnoys jul nok Jeu swayl feuonippe isabbns

0) osje pue swa)! Bupsxa jo Buipiom auyp abueyd o) suonsabbns axew o) uondo ue aq | asay L

£aINseaw [euy ay) ul papnjoul 3q pINoys way siy july nok og
éanoiaeyaq isidesay) siyl si 3|qeAIasqo MOH
¢aimded o) paubisap si311da2u0d 1DV 3y} asmded way Siy) SIOP ||am MOH

3 Mojl0) Tl
Sa[eas UayI 23] ay uo wayl yoea ajes asea|d ‘| DV Jo abpapwouy pue uoiuido padxa nok uo paseg

*ainpadsoid
Buuoos pue suoRoNISUI Yl O} UOTEJAI Ul Xoeqpaa) Aue Japisuod aseald fenuew ay Bumanal uaym

"anseaw ay) ul lam uuopad WBiw Surp Nok 1eu swall [euonippe/aAteWwae
1sab6ns Jo/pue ‘Guipiom s1ay anosdw diay ‘sway Bunsxa Jo Ayan ay ajes 0) nok a1 piNom am

noA jo Bupjse ase am yeym

"(ot0z "ebirepe)iA ® qunid 6'9) sanseaw Aljapy

10V Aprea Aq pawuojui-ied a1e UOISIaA [RRII SIf} JO S108dSY “SWS)! JUBISISUOUI | DY PUB JUB)SISU0d
LDV sey urewop yoe3 ‘pabebu3 ‘v pue pajua) ¢ ‘uado 'z ‘|apow Xay-ul, ay) Bugoayal uay ‘aouels
sidesay T ‘Apsii4 :enseaw ay) ul Sease JNoj pue [enueLl uonansul ue st asay) uiod bunrels e

Se a[eas AJjapy LDV au} JO UOISIaA [elil Ue Payjelp Sney USHIRIDOW adue" pue weyel saydoisuyd

(s4-10v) ajeas Ayjapid LOV ayL

(2102 ‘uosim ¥ lyesons ‘sakeH) ajlis asuodsal ,pabebua, ue se 0] pauajal ase uogIr PaRIWWod
pue sanjeA pue ‘aji}s asuodsal ,paguad, e Se 0] PaLajal ale IXaJUod-Se-Jjas pue Juawow Juasasd

ayl yam Jruod ‘aYfs asuodsal uado, ue Se 0) pauajal ale uoisryap aagiubod pue aoueydasoe

a1aym ‘(6002 ‘swieH) Aniqxay [eaibojoyaksd jo [apow xay-LL, 3 pauLa) usaq arey sassadold

aaup asayL "(5zz 'd 'pT0Z “AopoW B UaXIRIDIW) .'SaN[en pue seob s,8u0 sanas (€ pue ‘spioye
uogenyis al yeym sajerdaidde (z ‘sbulaa) pue sybBnow v 19eW0d uado pue SNo1SU sapnjul (T
Tew Aem e ut joneyaq abueyd 0} Jo3sisiad 0} Aoeded ayy -, Se pauyap aq ued Ayigxay ealbojoyxsd

Aunaixay eaibojoyafsd jo japow xay-11L YL

JHIVNNOILS3NO T ANNOY :S abed

117



05/2k

0Z JO 1IN0 3109s = ADUAISISUOD | IV

G J0 N0 8109s = IS asuodsay pabebu3 waisisuod 1OV
G0N0 2103S = NS asuodsay PanUaD WAISISUOD L OV
010 81035 = 8IS asuodsay uadQ WAISISUD | OV

G JO N0 310IS = BIUBIS WAISISUOD | DY

*G'Z @109s Jou op "6 ‘siamsue wiod ajoym anib
Auo aseald o (g) wiodpiw ay woy Buges Lels 03 Jou jyased ag “swall ay) ul payioads noweyaq ayp
jo saydwexa sreay Jajes au Ji T uey) Jaybuy a109s e ubisse AuQ 'T S! ease yoea Joj wiod Bunrels ay|

Jauuew ydap-ut iaa e ul jsidesayl Aj@Aisuaixa
ay Aq passaippe asam [eianas Isea| 1e pue Aouanbay 1eaib paunado smoneyag =g
“Jauuew Wpdap Ajqesapisuod
-ul ue ul jsidesay aup Aq passalppe a1am 3WOS Pue {PaLNdd0 SINONeY3q [eIaAaS =v
“Jauuew Wdap-ul JeYMaWos
Ajaresapow B U passalppe Sem auo ISes| Jé pue paunddo SINOWeYaq asay} JO aWoS =€
*Jauurew \pdap-ul Ue Ul pasSalppe Jou Sem pue (sawn
M3} B PaLN20 aney ABW PUEB) 32UO ISB3| B PaLNIJ0 SNOWeYAq 853y} JO 8U0 ISes)| 1Y
PaLNJ0 Janau sINoneyaq asayl [eJeJION=T

spIv=2

:ajedipul pinom o Buges y

:2J3YM G 0} T Wwoy
are sbuney ‘paniasqo aaey NoA SINOeYaq SUBIDLID 3U) UO Paseq Seale ayl Jo yaea Joj Buges e anlo

‘(010Z "ebepreyA pue qund woy paidepe) ssauaaisualxa pue Aouanbay jo Buuoods

“(ed

‘9T0Z ‘uaNIRIDOW pue np) curebe isisiad 0) pue Anoyip 18aw 0} ‘sanfea Aq papinb suonde ui isisiad
Aigxay 01 Aiqe ay s1uoRIe pPaRiWOD "suogoe pue sfeob s,auo apnb yey pue paiisap pue weuodw!
Se saulyap auo Jey sanienb Buiobuo are sanfeA,. ((26d ‘ZT0Z ‘UOSIIM ¥ eSS ‘sake) ,'suogoe

aj Ajrep ybnoay sanfen piay Aj2sojo LM suogIBUUd, Bunfew Jnoqe si ais asuodsal pabebu3 ayl

9|f1s asuodsas pabebuz

"(2d '910Z ‘uad}oRIDIN puB NA) Jeanp

e wasaid Aau 1 se way Jsurebe puajap 0} Jo AQuapi Jo Jagew e Se Way) puajap o} Buipaau ‘way

0} payoene Bumab noypm sacuauadxa feaibojoyaksd s,au0 0} 19adsal YIm ‘JaA3SqO Se AJUEIS B JO
‘angoadsiad e Buppe) jo aouauadxa ue sjrewa Xajuod se Jjas "suana Buiobuo jo areme Buiaq sanoaul
wasaid Butag, "(82d ‘ZT0OZ ‘UOS|IM 7 [YBSOAS ‘SaKBH) . MOU 3, LIM JOBIUOD QXY PUe SNOIISUOD JO

05/ 41

abuiy e a1 suonauny xayexay ay) JO UWNj0d anuad ay] wasaid [eaibojoyaisd pue ‘fedisiyd ‘feros ay
Ul pUR SSBUSNOIDSUOI Ul paguad Buiaq osfe oy ayy ul pabebua pue uado aq o) ajqissod Jou s1 3,

9)A)s asuodsas panuad

"(1d ‘9102 ‘uex2BIDIN pue NA) Juaiuod angubod Buibueyd Auessadau

noym asuanyul anpuboo saonpal Jey ssasoud e ‘siyBnoy s,8u0 JO WA 3y woy uogesedas

Jo Burouersip sanjoaul uoisnyap aaniubo) ‘sreob s,auo sanas os Buiop uaym suonesuas pue ‘sbuiaa)
‘swbnouy ajqeiIsapun aouauadxa 0} ssaubulm auy s1 aouBldadoy, (89d ‘ZTOZ ‘UOS|IM % lESOAS
‘safen) ,2ouauadxa J0a1p 0} ssauuado s,auo poddns ey sjpjs A3 ase uoisnjap pue asueldaddy,,

9j/3s asuodsas uadp

*aImoa| Jou saop isidesay ay) “Buogou apnb o) - 3duauadxa umo J1ay) O} Way
193.1p 0} Jayiel — puiw S uaip auy abueyd o) awnsaid Jou saop isidesay ayl yuuem pue Apedwa
‘Jsasaul moys pinoys isidesay ayl reuawabpni-uou pue ‘aan1a02-uou ‘frenba s1 asuels | DY Uy

soums Jsidesay

“WBSISUODUI

Os[e pue ‘Sease aSay} UM JUBISISUDD Se SINOeYaq sisidesay) al 3109S 0} SWall ase Jay ‘a[eds

Y} Ul "SUONIUYSP UM MOJaq PaUIRNo ase asay] "aylis asuodsas pabebu3 pue ajfis asuodsal panua)d
‘ajfis asuodsal uadQ ‘aouess isideiay ] 11 DV UM sease A3y inoj aimded sway ayL

Jdwage
SUBIDNIP 3y} 0) papuodsal JUaID 3L MOY JO arRdadsaL| PaIods aq PNOYS JONeYSq SUBIDILID YL e
“Wayl Yoea J0j SUBWILIOD 10}
aords ay ul ajou 0} jnyasn are Youm ‘Buuoas uaym puiw uil sajdwexa oy1oads aney pnoys siaey e
“UOISSas JSIY B Ul Ae1dadsa ‘swayl ay Jo aWos
aJesSUOWaP 0} 3jge aq Jou 0) UOWIWIOI S1 1 Jey) sueal siy) “1abuol uanib uaaq pey Aay) )1 panaiyoe
ANBY PINOM UBIDNID 3y} YUy NOK Jeym Jou ‘paniasqo aney Nok SINOWeYaq uo paseq a0ds Aup e
‘UOISSaS 3} JO PUS By} [QUN SWaY AU} BJ0IS Jou 0 *
‘Aiowaw Jnok apre
0} Wayl yora 0} xau adeds ay) ul Sajou axew o} jydiay 31 puy Aew nok uoISSas auy 0} UAISINOASY o

"uoISsas ayl Buunp 3 22uapa UBIDIID By} 83s NOA UBYM Wl Ue puy AjIsea ued NoA ey} 0S 1 UM
Swall 3y} pue 3[BIS Y} YIM Jjasinok azueljiwe ‘uoissas ay Buuoos alojeg yoroidde ay) jo sajdiouud
3l puBISIapUN pUe | DY Ul PacudLadXxa ale oum sueIND AQ pasn aq 0} papuall S| 3[eds SIYL

(s4-10V) ajeas Aujapid 1OV ayL
*Bunualwod 310jaq NSEaL Y Ul SWa) ay aas 0} Jaja.d pnom nok J1 asreuuonsanb

ay Jo pua ay Je Jo abed siy) uo sUBWWOD oA ppe 0} uondo ue s1 aiay) “anpadoid Buuods ay pue
SUORONISUI 3Y) 0} UONEa) Ul SUBWLWOI Aue apinoid aseald "saulapinb [enuew ay) Jo Yyeip no SIMojag

S3INIM3AIND TYNNVI :9 abed

118



s/ vk
L 9 s v g z I
A@uyaq < > e Je 10N

*2166nas yoq am, "a'1 Arenba Jo aumsod e sajeasuowap Jo sayels isidessyl 2T

:aJay wa)l 3y ajum-a1 aseald ‘Buipiom a 03 SIpa Aue 1sabbins o) ayy ppomnoky BIT

Jamnseaw
221222127 Uy 34 Ul PAPNIOUI 3q PINOYS WAl SI YU NoK 0Q

$ ® K B A & & &noneyaq isidesay sip i 3|qeAIasqo MoH
J 9 9 I O J o {daduod 1DV anoge ayl aimded wall Siy SAop [[aM MOH
L 9 S v £ z 1
A@uyaq < > [[e Je JoN

*abueyd axew 0} Ayjige S U3 3yl Ul 3duapyuod aney Aau) ey Apondxa sajers isidesayl  IT

SWIa)! JUIISISUOD ]IV - aduels isidesay )

*Buronou apnb o} - 3duauadxa umo Jiay) 0} Wwalp
193.1p 0} Jayyes — pulw S uaio ay abueyd o) swnsaid Jou saop isidesay) ayl yuuem pue Apedwa
‘1saaul moys pinoys isidesay) ay| ‘reuawabpni-uou pue ‘an12ia02-uou ‘fenba s1 acuBls | DV Uy

aoueys isidesay L

*swia)l mau Jsabibns Lew nok pue sway ay jo Buipiom ayl ) sYpa 1sabbns ospe Aew

NOA "Sa[eas UayI auy uo wall ay) ajes ‘aouauadxa uadxa ok Aq pawuojul pue sway pasodoid ay
peas 01 N0k 31| PNOM 3\ "SWal! JUAISISUOUI PUe JUASISUCO LI yIea ‘(aiis asuodsal pabebua pue
afis asuodsai panuad ‘afis asuodsal uado ‘soue)s isideia) sease JNoj Ol PApWIP S ainNseaw ay |

JHIVNNOILS3IND T ANNOX :L abed

0S/E

“1-1 *(2)0z 'suodas aysepesy pue ured JuaunD “Jes an 1B
3007 Jas00) € Bupnioy ued auo 20) (1DV) Adesayy LD puUE 7 pue [apow “(9T02) W 1 "UBIBDIN ¥ 1 'NA

‘€92 “(€)9 “Adessyy pue ol L JO fesnor
pue sai Adesaq pue u Apsbann *(0702) 4 “ebepsmA ¥ “D T "qung

“SS34d PIORND AN S0A maN “('pa puz) abueyD jnjpuwy JO onIvId
puB $5320.d 8Y1 ‘UOHIPT ‘Adesoy | I 0 pue 0822y “(2102) "D M ‘UOSKA ¥ “H ‘WESORS "D 'S ‘sakey

"SWiall 3y} USBS aney
NOA 32U0 ¥ UO JWBWIWOI 0] J3j3id PINOM NOA Ji pua a3yl Je urebe enuew SIYI UMOYS 3q [IM NOA JaquBWaY

:aiay sypa Aue jsabbns aseald 0T

02 JO 1IN0 3109s = A2Ud)SISUCIUI | DY

G JO N0 31095 = JAIS asuodsay pabebu3 walsisuody | DV
G JO N0 2100s = 9IS asuodsay pagua WAISISUoIY | DY
G JO N0 3103s = 3)IS asuodsay uadQ WalsISUoIY | DY

S JO N0 3J0JS = JDUE]S WIISISUOIY L OV

119



0S /94

S 8 85 8 & & & ¢noneyaq isidesay) K St 3|qeAIaSqo MOH
J 9 2 9 I I o (daouod 1DV anoge ayl aimdes way Sip Saop [[3m MOH
L 9 S ¥ € 2z 1
A@yaq < > [[e Je JoN

W3 3y} JO Ued Ay} uo noneyaq
a|qxay Areaibojoyaisd Guidojanap Jo mau Joj uogeraidde smoys Jo sabenooua isidesay)l ‘9T

a1y wayl ay Ayum-as aseald ‘Buipiom ap 01 SIpa Aue 1sabibins o) ayi pnomnoky B'ST

Jamnseaw
[euy 3 Ul PApNIOUI 3q PINOYS Wal! SI YUl Nok 0Q

¢noweyaq isidesay K si 9|qeAIasqo MOH
&1daduod | DV anoqe ayl aimded wayl Sy Saop |[3m MOH

J J J < J J J

od < J J J J <
J J J J J J
L 9 s ¥ €& z 1
A@uyaq < > |[e ye JoN

C

“(senfen pue sfeob yiw paubire fangoe ‘Wasaid LM 19BWOD UyaremMe ‘Weploreucuuado) Bl
ay Jo pred aup uo sasuodsal ajqxay Ajfeabojoyaksd no swiod pue saogou Apoydxa isidesayl ‘ST

218y wayl ay Ayum-al aseald ‘Buipiom ap 0 SIpa Aue 1sabibins o) ayi pnomnoky  BPT

Jamnseaw
[euy 3 Ul PApPNIOUI 3q PINOYS Wal SIl YUl Nok 0Q

05/SH
$ 8 & B8 & B8 & ¢noweyaq isidesay K Si 3|qeAIasqo MoH
J 9 9 0 0 o o {dedcuod 1DV anoge sy aimded wall Si S20p [|am MOH
L 9 S ¥ € 2z 1
A@uyag < -> |[e Je JoN

‘saouauadxa [eaibojoydAsd pue uonenis sJuald ay Ul 1sasal sajensuowap isidesayl pT

‘818 wayl ay ayum-a1 asea|d ‘Buipiom ay 01 sipa Aue 1sabbns o) i pnomnoky  BET

J J J J J J J damseaut
[euy aup ul papnjoul aq pPNoYs Wwa! i yuip nok og

S & & 8 @& 8 & ¢noweyaq isidesay K si 9|qeAIasqo MoH

J 9 9 0 0 o o {decuod 1DV anoge ay aimded wall SI S0P [[am MOH

L 9 S v £ z 1

Aiuyaq < -> [ Je 10N

*(xa02 s1p U1 N220 Jeyl S BNOY) puE SUOKOWa By} JO Pue) INOYIP
se paouauadxa ase SaoUBISWNOIID SJUaId Ty Bulpuelsiapun sajegsuowap Jo salels isidesayl €T

‘818 wayl ay ayum-a1 asea|d ‘Buipiom ay o) s1pa Aue 1sabbns o) ai pnomnoky  BZT

Jainseaw
[euy aup U} PapNoul aq PINOYS Wall Sy Yuip nok og

&Inoweyaq isidesay) Su 1 9|qeAIaSqO MOH
J J 9 J J o o &desuod 1DV aroqe sy aimded wal Sk S30P [[am MOH

120



17

16.a. If youwould like to suggest any edits to the wording, please re-write the item here:

17. Anynew items you would like to suggest for this section?
18. Anycomments on the above section? (Please leave below).

Do you think this item should be included in the final

measure?

NOTE: this last section was repeated for each of the other 7 areas in the measure (Therapist
stance inconsistent items, Open Response consistent items, Open Response inconsistent items,
Aware response style consistent items, Aware Response inconsistent items, Engaged response
style consistent items, Engaged response inconsistent items). The manual was then presented in
the same format as before. These pages have not been reproduced here due to their length and

repetitiveness.
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Appendix C. Delphi round 2 materials

C.1 Recruitment invitation email for second round

Dear...,

Re: Developing a fidelity measure for Acceptance and Commitment Therapy: A Delphi Study

Thank you for contributing your time to take part in the first round of the Delphi study. Your
input is greatly valued and appreciated. We are confident that we have an expert panel of
participants and we are delighted with the level of demonstrated expertise and extremely
grateful for the level of engagement that people have volunteered for this.

The quality and amount of comments has given us a happy but demanding task and we have
met on several occasions to discuss them — particularly items about which a range of opinions
were expressed. Of necessity, we have made some tough decisions, made changes to the manual
and removed, added and edited different items. For your information, an anonymised summary
of ratings and responses is provided in the attached (very long) document, should you wish to
read it.

We would appreciate your participation in a second questionnaire to feedback on the revised
version of the measure. You will see that some items are similar with different wording due to
differences in opinion in the first round, this is intentional and we are asking you to choose
which you prefer.

The aim of this round is to choose a small set of final items from a larger pool of possible items.
If you are unsure about an item, please feel free to give it a low rating as this will help us to
distinguish popular items from unpopular items.

The questionnaire can be accessed by following this link:
https://leeds.onlinesurveys.ac.uk/creating-an-act-fidelity-measure-a-delphi-study-round-2

We anticipate that this should be sufficient to achieve consensus. Once we have processed
ratings from this round, we will send a final version of the measure for any final comments.

All the information that you provide will be anonymised. Individual email addresses will not be
visible to other participants and the results of the second round will be fed back in an
anonymous way, similar to the attached document for the first round. This research has received
ethical approval from the University of Leeds School of Medicine Ethics Committee (approval
date: 19/6/2017; approval ref: MREC16-120).

Whilst your contribution can remain anonymous, we would also like to offer the opportunity of
being acknowledged as a Delphi panelist in the write up of this research. Your name would be
published but it will not be linked to any of your individual responses. There is an item to state
your preference for this in the questionnaire or you can reply by email. If you choose not to take
part in this second round and I do not hear from you then I will assume that you wish to remain
anonymous.

If you have any questions, please contact me on psO7lo@leeds.ac.uk.

Many thanks,
Lucy

Lucy O’Neill
Trainee Clinical Psychologist, Institute of Health Sciences, University of Leeds, Level 10
Worsley Building, Clarendon Way, Leeds, LS2 9NL

(Supervised by Dr Christopher Graham: C.D.Graham@leeds.ac.uk and Dr Gary Latchford:
G.Latchford@leeds.ac.uk)
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C.2 Summary of round 1 responses, sent as attachment
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C.3 Second draft of ACT-FM for rating and feedback

The ACT Fidelity Scale (ACT-FS)

This scale is intended to be used by clinicians who are experienced in ACT and understand the
principles of the approach. It can be used to rate clinician fidelity to ACT in a variety of
contexts (e.g. as a tool to evaluate your own or another clinician’s performance, or as a research
tool). Before scoring the session, familiarize yourself with the scale and the items within it so
that you can easily find an item when you see the clinician evidence it during the session.

As you listen to or view the session you may find it helpful to make notes in the space next to
each item to aide your memory.

Do not score the items until the end of the session.

Only score based on behaviours you have observed, not what you think the clinician would have
achieved if they had been given longer. Therapists may not have the opportunity to demonstrate
all behaviours captured by the ACT-FS, especially in short sessions.

Raters should have specific examples in mind when scoring. These can be noted in the
comments space for each item.

The therapist’s behaviour should be scored irrespective of how the client responded to these
behaviours.

The items capture four key areas within ACT: Therapist Stance, Open Response Style,
Centred Response Style and Engaged Response Style. These are outlined below with
definitions. In the scale, there are items to score the therapist’s behaviours as consistent and
inconsistent with these areas. This is because it is possible to be both ACT consistent and
inconsistent within the same therapy session; which may prove useful to record for research or
training purposes. However, if rating the inconsistent items is not relevant for your purposes,
then please feel free to omit these domains.

Therapist Stance

The stance taken by the therapist is equal, non-coercive, and non-judgemental. The therapist
should show interest, empathy and warmth. The therapist does not try to change the client’s
mind - rather to direct them to their own experience - to guide noticing. The therapist seeks to
help the client broaden their behavioural repertoire, link their behaviours with relevant
consequences, and allow their experiences to shape more effective actions.

Open Response Style

When encouraging an open response style, the therapist is teaching skills that support the
client’s openness to have experiences — both positive and negative. They might work on skills
that promote the client’s willingness to sit with difficult thoughts, emotions or sensations, when
in the service of their values and goals. They might use defusion techniques or exercises with
the client, giving them the opportunity to notice or distance themselves from their thoughts.
Openness is the ability to open-up to experiences, and to notice these without becoming
entangled in them, or trying to diminish them.

Centred Response Style

A centred response style is the ability to flexibly contact the present moment. This might
involve practicing exercises designed to enhance theclient’s ability to non-judgementally attend
to the present moment. When doing so helps increase the effectiveness of client behaviour, the
therapist may encourage the client to take an observer or another alternative perspective on their
psychological experiences; or to shift flexibly between different perspectives (person, place and
time).

Engaged Response Style

An engaged response style involves identifying, clarifying and following one’s values on an
ongoing basis. This means choosing to act according to these values, and choosing this
consistently as a commitment made and kept. When increasing an engaged response style the
therapist gives the client opportunities to identify their values and to define goals and actions
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that move the client’s behaviours towards personally important ongoing qualities, and then to
plan and do these actions.

Scoring

Give a rating for each item based on the clinician’s behaviours you have observed. Items are
rated as 0 if the behaviour did not occur, and from 1-3 if the behaviour did occur. Higher scores
are given for the behaviour occurring more consistently. The rater will need to use their clinical
judgment when scoring and should bear the context of the therapy session in mind and consider
the function of the therapist behaviour.

A total score for each area can be calculated by adding the three items together. The consistent
items can be added to give a total ACT consistency score and the inconsistent items can be

added to give a total ACT inconsistency score.

Ratings are from 0 to 3 where:

A rating of: Would indicate:

This behaviour never

0 occurred

1 This behaviour occurred Therapist rarely enacts this behaviour

2 This behaviour occurred Therapist sometimes enacts this behaviour
3 This behaviour occurred Therapist consistently enacts this behaviour

The starting point for each area is 0. Only assign a score higher than 0 if the rater hears
examples of the behaviour specified in the items. Please only give whole point answers, e.g. do
not score 2.5.

ACT Consistent Stance = score out of 9

ACT Consistent Open Response Style = score out of 9
ACT Consistent Centred Response Style = score out of 9
ACT Consistent Engaged Response Style = score out of 9
ACT Consistency = score out of 36

ACT Inconsistent Stance = score out of 9

ACT Inconsistent Open Response Style = score out of 9
ACT Inconsistent Centred Response Style = score out of 9
ACT Inconsistent Engaged Response Style = score out of 9
ACT Inconsistency = score out of 36

Therapist stance — ACT consistent

1. Therapist states or demonstrates a posture of equality (e.g. “we both struggle” or “we all
struggle”; or shares a personal example that is contextually relevant)

2. Therapist demonstrates interest in the client’s situation and psychological experiences.

3. Therapist highlights psychologically flexible responses on the part of the client (i.e. open/
centred/ actively aligned with goals and values).

Suggested items:

4. Therapist conveys that it is natural to experience painful or difficult thoughts and feelings
when one is in circumstances such as those experienced by the client.

5. Therapist demonstrates a willingness to sit with the client’s painful thoughts and feelings and
the situations that give rise to these.

6. Therapist helps the client to notice the array of behavioural choices that they have in a given
situation.

7. Therapist acknowledges that the client makes his or her own choices.

Therapist’s behaviour is warm, empathic and encouraging

8. Therapist shows awareness of client’s responses to the therapist’s behaviour and
consequently adjusts their own behaviour accordingly.
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9. Therapist gives the client opportunities to notice the effectiveness of his or her behaviours in
relation to their own goals or values (i.e. whether behaviours help/helped them to achieve
results consistent with their values.)

10. Therapist gives the client opportunities to notice the consequences of their behaviours.

11. Therapist uses experiential methods (e.g. exercises and metaphors) that are sensitive to the
situation.

12. Therapist admits mistakes, weaknesses, and limits of knowledge.

Therapist stance — ACT inconsistent

1. Therapist lectures the client (e.g. gives prolonged advice and/or explanations)

2. Therapist uses coercion (i.e. attempts to coordinate new behaviours simply via their
consistency with the therapist’s verbal direction.)

3. Therapist rushes to reassure, diminish or move on from “unpleasant” or “difficult” thoughts
and feelings when these arise.

4. Therapist conveys sense-making or literal understanding (i.e. aligning beliefs with an
objective reality) as a primary goal of therapy.

Suggested items:

5. Therapist methods/clinical conversations are at a conceptual level (i.e. therapist emphasises
verbal understanding of concepts rather than experiential methods and behaviour change.)

6. Therapist takes the role of expert regarding the client’s own experiences and circumstances.

Open response style — ACT consistent

1. Therapist encourages the client to adopt an open and accepting stance towards thoughts,
feelings and bodily sensations.

2. Therapist facilitates the observing/describing of thoughts and feelings on the part of the
client.

3. Therapist models the observing/describing of thoughts and feelings in their own experience.
4. Therapist helps the client to notice thoughts as separate experiences from the events they
describe.

Suggested items:

5. Therapist gives the client opportunities to notice how they interact with their mind (e.g. when
they are struggling with thoughts and feelings, or are allowing thoughts and feelings to be
there.)

6. Therapist guides the client to notice that psychological experiences alone do not have the
capacity to cause actions.

7. Therapist helps the client to observe / describe their thoughts, feelings and bodily sensations.
8. Therapist gives the client opportunities to take a non-judgemental stance towards their
thoughts and feelings.

9. Therapist encourages the client to “stay with” painful thoughts, feelings and emotions, in the
service of their values.

10. Therapist gives the client opportunities to move towards or deeper into experiences they
have previously avoided.

11. Therapist gives the client opportunities to replace avoidant behaviours with any variety of
other behaviours that are not avoidant in quality while in the same situation.

Open response style — ACT inconsistent

1. Therapist encourages the client to control or to diminish distress (or other emotions) as the
primary goal of therapy.

2. Therapist encourages the client to “think positive” or to substitute negative for positive
thoughts as a treatment goal.

3. Therapist facilitates detailed discussion of whether client’s thoughts are aligned with an
objective external truth (i.e. seeking essential coherence as opposed to functional coherence.)
New items suggested:

4. Therapist encourages or reinforces the view that fusion or avoidance are implicitly bad, rather
than judging them on basis of workability.

5. Therapist rushes to reassure, diminish or move on from “unpleasant” or “difficult” thoughts
and feelings when these arise.
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6. Therapist conveys sense-making or literal understanding (i.e. aligning beliefs with an
objective reality) as a primary goal of therapy.

Centred response style - ACT consistent

1. Therapist directs the client’s attention to the thoughts, feelings and bodily sensations that are
present now.

2. Therapist uses present-moment-focus exercises (e.g. mindfulness exercises) to increase
awareness of the moment including thoughts and feelings.

3. Therapist helps the client to notice the self as distinct from the thoughts and feelings
occurring in the moment (e.g. guides the client to take an observer perspective on psychological
experiences.)

4. Therapist helps the client to notice the stimuli (thoughts, feelings, situations) that hook them
away from the present moment

5. Therapist gives the client opportunities to shift to a different perspective (for example, an
older or younger self, the observing-self, or another person)

6. Therapist encourages the client to notice when they are attaching labels / evaluations / stories
to themselves (e.g. conceptualised self).

7. Therapist helps the client to notice choices over their actions in the presence of whatever
psychological experiences (thoughts and feelings) are present.

New items suggested:

8. Therapist helps the client to track when they move away from being in the present moment
9. Therapist directs the client to notice the thoughts and feelings that arise in a certain context or
situation.

10. Therapist helps the client to experience that they are bigger than or contain their
psychological experiences.

Centred response style - ACT inconsistent

1. Therapist introduces or uses mindfulness and/or self-as-context exercises as methods to
control or diminish unwanted thoughts, emotions and bodily sensations.

2. Therapist introduces or uses mindfulness and/or self-as-context exercises to challenge the
accuracy of beliefs or thoughts.

New items suggested:

3. Therapist reinforces client behaviours where mindfulness and/or self-as-context methods are
used as means to control, diminish or distract from unwanted thoughts and feelings.

4. Therapist encourages perspective taking as a moral imperative or social rule.

5. Therapist introduces mindfulness or self-as-context exercises as formulaic exercises.

6. Therapist addresses self as a matter of belief or “knowing in the mind”.

Engaged response style - ACT consistent

1. Therapist emphasises that changing behaviour to enable greater consistency with values is a
focus of therapy.

2. Therapist gives the client opportunities to clarify their values (overarching life goals and
qualities of action).

3. Therapist helps the client to link their behaviour change to their personal values (i.e. therapist
emphasises that behaviour change can serve the purpose of greater contact with values).

4. Therapist gives the client opportunities to clearly state goals/committed actions in pursuit of
values.

5. Therapist directs the client to notice barriers to values-based actions and helps the client
notice patterns of workable/unworkable responses.

6. Therapist helps the client to discriminate personal values from social pressures/social norms
and the wishes and desires of others (possibly also including the therapist).

New items suggested:

7. Therapist encourages client to differentiate positive from negative reinforcement in
identifying values.

8. Therapist explores distinction between short-term and long-term consequences of behaviours.
9. Therapist draws client's attention to previous or ongoing examples of committed action which
client has not seen in those terms.

146



10. Therapist helps the client to identify different values-based actions they might take in the
presence of potential barriers.

11. Therapist helps the client to see the connection between consequences experienced or
available and their stated values.

12. Therapist helps the client to make plans and set goals likely to meet reinforcing
consequences or otherwise shape effective action.

Engaged response style - ACT inconsistent

1. Therapist encourages activity for “activity’s sake” (i.e. emphasis on increasing activity out of
the context of values).

2. Therapist imposes their own, other’s or society’s values upon the client (i.e. suggests what
the client should or should not value or what valuing something should look like).

3. Therapist coordinates a “just do it” type of responding; i.e. encourages action without first
hearing or exploring, showing curiosity regarding the client’s psychological experiences (e.g.
painful thoughts feelings and emotions) when undertaking new activities.

New items suggested:

4. Therapist encourages the client’s proposed plans even when there are clear impracticalities
(e.g. clearly excessive goals).

5. Therapist encourages goal-directed activity that is not in the context of values (i.e. behaviour
is about achieving a particular goal, which is not explored in the context of values).

147



C.4 Screenshots of round 2 BOS

6L/2

*(awn pue aoe|d ‘uosiad) saandadsiad walayip

uaamiaq Algixap JIys 0} Jo ‘sasuauadxa [ealbojoyahsd Jiauy uo andadsiad aaneusa)e
Jayjoue 10 JaNIaSqO U a)e) 0] Jual0 8y abeinosua Aew isidesay) ay) ‘inoneyaq

U310 JO SSaUBARJaYa ay) asealoul sdiay os Bulop uaym uswow uasaid ay) 0 puane
Arewswabpnl-uou 01 Aljige s uaioay asueyua o) paubisap sasiaiaxa Bulonoeld anoaul
Wbiw sy wswow uasaid sy 1900 Aqixay o) Aljige auy sI ajis asuodsal panuad v

8JA1S asuodsay panuad

‘way ysuwip o) Bukn Jo ‘way) ul pajbueius Buiwodaq oM asay) adnou

0} pue ‘sasuauadxa 0) dn-uado 0} Ajige ay s1 ssauuadQ “syBnow 118y Woy Ssanasway
aouelsIp 10 adnou 0) Aunuoddo sy wayy Bunib sl syl yim sas1oIaxa 10 sanbiuyds)
uoisnyap asn W6iw Aay | "sfeob pue sanjea J1ay) JO 89ISS 8y} Ul UBYM ‘suofesuas

10 suonowa ‘SIYBNoL YNOYIP LI IS 0) ssaubulm s uald auy sjowoid Jewy SIS uo
spom ybiw Aay ) “aanebau pue aanisod yjoq — sasuauadxa aey 0} ssauuado s ualo ay)
yoddns 1eys s|s Buiyoea) siisidesaly auy ‘afis asuodsal uado ue Buibeinosua usaym

9JA1S asuodsay uado

"suonoe aAnoaya
alow adeys 0) sasuauadxa J1ay) Moj[e pue ‘saduanbasuod JUBAS|a) LJM SINOINeYaq JIsy)
Ui ‘asi0uadal [einoneyaq J1sy uspeolq Wwal ay) diay o) sxyaas isidesay ayl ‘Buronou
apinb o) - aduauadxa UMO J1ay) 0} Way) 19311p 0} Jayel - pui S uald ay) abueyd

0} A1 jou saop isidesayl syl yuuem pue Ayredwsa ‘1saiaiul moys pinoys isidesayy

8yl ‘rewawabpnl-uou pue ‘an1802-uou ‘fenba siisidelay sy Aq uaxe) sauels ayl

aour)s isidesay L

‘SUreWIOp asay) 1IWo 0) 33y |93} asea|d uay) ‘sasodind Jnok Joj WeAs|a)
10U SI SWa)Y Wajsisuodul ayy Bunes JI ‘1anamoH ‘sasodind Buiures Jo yoreasal Joj pI0dal
0} jJnyasn anoud Aew Yyoiym ‘uoissas Adesay) awes ayl UILIm JUS)SISUOIUI pUe JUB)SISU0d

10V yioq aq o} a|qissod S131 asnesaq S| SiyL ‘Sease asay) YIM JUa)SISuodul pue
W3ISISU0D Se SINoneyaq sisidesay ay) 8109s 0 SWa)l aJe 818y ‘a[eas ay) U] ‘suoniuysp
M MOJ3q pauIpno aJe asay) "ajils asuodsay pabebu3 pue afis asuodsay panguad
‘9)1s asuodsay uadQ ‘aauels isidesayl 11 DV um seale Aay noj aimded sway ayl

6L/}

‘sinoneyaq asayl
0) papuodsal Jual|d 8y) Moy JO aAnoadsaul palods aq pinoys Jnoneyaq s,isidesal) ayl e

"wa)l yoea Joj adeds SUsWIWod
8yl ul pajou aq ued asay] ‘Buuoas uaym pulw u; sajdwexa Jy1ads aney pNoys sisley e

"SUOISSas
uyoys ulAenadsa ‘s4-1 0V auyl Aq paimded sinoneyaq e ajensuowsp o) Aunuoddo
ay aney Jou Aew s)sidesay ] “1abuoj uanib uaaq pey Aayl JI paraiyoe aaey pinom
URBIDIUID 3L YUY NOA JBYM JOU Panlasqo aaey Nok sinoneyaq uo paseq a103s AuQ

"UOISS8S BY} JO PUB BY [HUN SWa)| Y} 310IS 10U 0

‘Aiowaw noA apre 0} wall yoea o) xau
aoeds ay) u1 sajou axew o) jnydiay i puy Aew NoA UOISSaS aUY) MBI JO 0) USISI| NOASY e

"uoISSas
ay) Buunp 11 3d2UapINa UBIDIUID aUY) 83S NOA UBYM Wa) ue pul Aj1Isea ued NoA 1ey) 0S 31 UM
SWwa)l auy) pue 3[eas ayl YIm Jjasinok azueljiwe) ‘uoissas ay Buuods alojeg *(joo) yoreasal

® SE JO ‘aouruopad S ,UBIDIUID JAYIOUE. JO UMO JNOK ajenjeAa 0] |00) e sk "6'3) sixauod
Jo AlaueA e ul 1 DY 01 Allapy UBIDIUD ).l 0) pasn aq ued ) ‘yoroidde ay jo sajdiouud auyy
puBjSIapUN pue | DY Ul paduauadxa ale oym suelduld AQ pasn aq 0) papualul S| 9[eds SiL

(s4-10V) 3eas Anapid LOV ayL
‘MOJaq Sluawwo? Aue anes| asea|d ‘|enuew

38U} JO UOISIaA PaSINal 8y SI 8JaH AIBSSa0aUu Se [enueLw ay) pPalipa aAey pue asau o)
pauajs|| aAey 8\ “T PUNOI Ul [enuew ay) uo suonsabibns pue suawwod 1ok 1oy Nok suey |

fenuew ay] :T abed

(2 punoy) Apnis 1ydjap
Vv - ainseaw Ayjepl 1OV ue buieaid

148



6L/

1218y [enuew ay) uo suonsabbns Jo suawwod Aue anes| aseald

9F JO INO0 3109s = AoUa)sISUOdU| 1OV

6 J0 N0 8109s = 31S asuodsay pabebu3 walsisuody| 1 DV
61010 3109s = 3)S asuodsay panuad JaBISISUod| | DY
6 J0 10 3109s = 8)1S asuodsay uadQ Wwa)sIsuodu| 1 DY

6 JO N0 810JS = BIES JBISISUOY| | DV

9€ JO IN0 3109s = AJU)SISUOD 1OV

6 J0 N0 3109s = 9IS asuodsay pabebu3 walsisuo) 1OV
6 J0 1IN0 3109s = 31S asuodsay panua WaISISU0D 1OV
6 J01N0 3109s = 9IS asuodsay uadQ WalISISU0D 1DV

60 1N0 8109S = BIUBIS WBISISUOD 1DV

‘g’z @109s Jou op ‘63
‘s1amsue wiod sjoym anib Auo ases|d "swall ay ul payloads inoneyaq au jo sejdwexa
sIeay Jarel ayl i 0 uey Jaybiy a109s e ubisse AU *0 S1 ease yoea Joj wiod Bunsels ay |

INoneyaq Sy S1oeua Apualsisuod isidesay | PaLN220 Jnoneyaq Syl €

INONeYaq SIy} S1oeUS SaWNawWos isidesay | PaLN220 JNoneyaq syl z

3o

:3Je21pul pjnom Buges v

6L/¢€
Jnoneyaq siy sioeus Ajasel isidesay Paund20 Noneyaq syl
pauna20
Janau Jnowneyaq siyL
:aJed1pul pjnop 40
- Ll adatd D:g v
:818ym € 03 0 woyy are sbugey

'2109s A2ua)SIsuodul | DY [E10) & aAI6 0} pappe aq ued Swia)l Ua)SIsuodul
ay) pue 2109s AdUa]sIsuod | DY (10} e aAIb 0] pappe aq ued Swal UaJSISuod
ay “Jayrabo) sway aaip ay Buippe Aq paenofed aq ued ease Yoes Joj a109S [Ej0) Y

*Inoneyaq isidesay) ay) Jo UORdUN) BY) JBPISUOI PUe puill Ul uoIssas Adesauyy

U JO X309 BY Jeaq pinoys pue Buuods uaym uawBpni reaud Jidy asn 0} pasu

W Jajes 8y Apualsisuod alow Buuind2o Jnoneyaq ay) Joj uaalb are s8109s JaybiH
"IN220 PIP JNOWeY3q au 1 €-T WOY PUE 'INIJ0 J0U PIP INONBYS] BU JI O SE pajes e
SWwa) ‘panIasqo aAey NoA SINOeYaq S,UBIDILID 8yl UO paseq wa)l yaea Joj bunel e anin

Buuoos

‘suonoe asay) op pue ue|d o) uay) pue ‘sanienb Buiobuo

wepodwi Ajeuosiad Spremo) SINOMeYaq S Ual|d 3L aA0W Jey suonde pue sieob auyap
0] pue sanjea J1ay) Ajpuapi 0} sanunuoddo uald ay sanlb isidelay sy a)is asuodsal
pabebua ue Buisealoul uaym 1day pue apew JUBWHWLWOD e Se ARUaISISuod Siy
Buisooyd pue ‘sanfea asay 0} buipioade 1oe 0} Buisooyds suesw siy) ‘siseq Buiobuo ue
uo sanjea s,auo Bumoljo) pue Bujue)o ‘Bukjnuapi sanoaul s asuodsal pabebus uy

9J/1S asuodsay pabebu3z

149



6L/9

‘asay) 0) asu anlb yey suonenyis sy pue
§ & & & @& & & sbuyaay pue sybnoys Inyured suslo B LM
s 0} ssaubuym e sajensuowsap isidesayl ‘g

Wwad 8yl Aq pasuauadxas asoy

SB |ONS S32UBISWINDIID Ul S1 3U0 uaym sbuljaay
pue syBnou ynowyip 10 njured asuauadxa

0] [einjeu si 1 ey shkaauod isidesayl v

‘(senjen

pue sjeob yym paubie Ajaanoe /panguad
uado *a'1) wald auy Jo ued ay) uo sasuodsal
a|qxay Ajeaibojoyaksd syBiyby isidesayl e
‘saoualadxa

s ® ® @# & & & reaibojoyaksd pue uonenis s uayd
ay ulsalai sayensuowap isidesayl 'z

“(uenajal Arenixaiod
s ey a|dwexa [euosiad e sareys Jo ', 3|66nas
e am, Jo ,8)66nns yog am, 6'a) Alfenba jo
ainisod e sajessuowap 10 sajels isidesayl ‘T
L 9 S 14 € 4 1
L 8pnjoul op
Asnuya@ - apnjoul jou op Ajsnuyaq T

SWa) JUBISISUOD LIV - 3duels Isidesay L

*swayl se;ndodun woyy sway sendod ysnBunsip o) sn
diay )w siy1 se Bunes moj e 31 aAIb 0) 98y |93} aseald ‘Wa)l ue JNoge aINsun aJe NoK Jj ‘swall
a|qissod o jood Jabie| e wouy Swa)l [euy JO 18S LS B 3S00YD 0} SI punoJ SIY JO Wie ayl

*3SaU 109[8S 0 JUNOJJE OJUI UBXE] Bq ||IM

sBues JNOA "aiNseaw [euy ay) 104 PaJO8|as aq [|IM UONIABS YIea Ul SWa) 33y "SIUBWIWO0D
Aue anea| pue ainseaw [eul a8y} Ul papN|oul 8q PINOYS Wall Yoea YUyl

noA yonw moy ajes ases|d "UONIaSs YIra J0j SWa)l JO ISI| PaSiAa) 8y} SI MOjag T Punol woyy
sBupes pue SUBWIWIOD By} 0} 8suodsal uj pappe Jo palipa ‘palajap uaaq aney swa)l ay L

Sway pasinay :z abed

6L/S

150



£SWIAY JUIISISUOD 1 IV - ddue)s Isidesay ) uo suawwod Auy

"abBpapmou Jo s)wi| pue

‘sassauyeam ‘sayeisiw sjwpe jsidesay] ‘€1
‘uonenyis ay

0] aAnIsuas aJe jey) (sioydejaw pue sasioiaxa
‘6'a) spoyaw [enuauadxa sasn isidesay] ‘ZT

"SIN0eYaq J1ay) Jo sasuanbasuod ay asnou
0} sanunuoddo waio ay saalb isidesayl ‘TT

‘(sanjea
113U} YIIM JUS)SISUOD S)NS3J SA3IYOR 0} Wal
padjay/diay sinowneyaq Jaylaym ‘') sanjea

1o sjeoB umo 118y} 0] uonejal Ul SINoneyaq
13y JO SIY JO SSaUBARDaYS 8y 3210U
0} sanunuoddo waio ay saalb isidesayl ‘0T

‘AiBuipiodoe

inowneyaq umo J1ay sisnipe Apuanbasuod

pue Jnowneyaq ssidesay) ay) o) sasuodsal

S U3l JO ssauareme smoys i1sidesayl ‘6
Buibeinooua pue

oiredwsa ‘wrem s1inowneyaq ssidesayl ‘g
"S8210U2 UMO J3y 10 SIY Sayew

Walo ay) eyl sabpapmouoe isidesay] 2
‘uogen)s

uanib e ul aney Aay) eyl S8210Yd [BINONBY3Q JO
Keure ay) adnou 0} walo ay) sdiay 1sidesay] 9

this last section was repeated for each of the other 7 areas in the measure (Therapist

NOTE

stance inconsistent items, Open Response consistent items, Open Response inconsistent items,

Aware response style consistent items, Aware Response inconsistent items, Engaged response

style consistent items, Engaged response inconsistent items). These pages have not been

reproduced here due to their length and repetitiveness.
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Appendix D. Delphi round 3 materials

D.1 Recruitment invitation email for third round

Dear ...,

Thank you for contributing towards this Delphi study so far. We are hugely grateful for your
time and the thought that you have put into this, it is a real testament to the generosity and spirit
of the ACT community. Your input has been very much appreciated and we are delighted to
present a draft of the ACT-FM.

As a result of the analysis of round 2 we have further refined the manual and selected 3 items
from each area to form the measure. Our final invitation to you is to ask for feedback regarding
the attached measure.

Please follow this link to the final short questionnaire which will provide a structure for your
feedback. Please do complete this even if you have no comments or suggestions for the

measure, you can simply state that you have no suggestions.

https://leeds.onlinesurveys.ac.uk/creating-an-act-fidelity-measure-a-delphi-study-round-3

We have also attached a summary of responses from round 2. You will find the scores for each
item and anonymised comments from the panel. You will be able to see how we have selected
the final items for each section of the ACT-FM.

Whilst all the information that you provide is anonymized, we are offering the opportunity to be
acknowledged as a Delphi panelist in the write up of this research. Your name would be
published as an acknowledgment but it will not be linked to any of your individual responses.
There was an option to state your preference for this at the end of the round 2 questionnaire. If
you responded you do not need to respond again. If you did not take part in round two and
would like to be acknowledged then please let me know either in this final questionnaire, or by
email. If I have not heard from you by the 9™ of February then I will assume that you wish to
remain anonymous.

We are asking for comments on the finalised measure by Friday the 9™ of February. After
this, the ACT-FM will be further developed in response to your comments and a small pilot of
its usability with a group of clinicians. We will send you the final version along with a summary
of comments from this final round. Please do not use the attached version of the ACT-FM as the
next steps will ensure it is the most useful version it can be and we would like a consistent final
version in circulation.

Many thanks,
Lucy

Lucy O’Neill

Trainee Clinical Psychologist
Institute of Health Sciences
University of Leeds

Level 10 Worsley Building
Clarendon Way

Leeds

LS2 9NL

(Supervised by Dr Christopher Graham: C.D.Graham@leeds.ac.uk and Dr Gary Latchford:
G.Latchford@leeds.ac.uk)
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D.2 Summary of round 2 responses, sent as attachment
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D.3 Third draft of ACT-FM for final comments

The ACT Fidelity Measure (ACT FM)

About the ACT FM

This measure is intended to be used by clinicians who are experienced in ACT and understand the principles of the
approach. It can be used to rate clinician fidelity to ACT ina variety of contexts (e.g. as a toolto evaluate your own or

another clinician’s practice, or as a research tool).

The items capture four key areas within ACT: Therapist Stance, Open Response Style, Aware Response Style and
Engaged Response Style. These are outlined below with definitions. Inthe measure, there are items to score the
therapist’s behaviours as consistent and inconsistent with these areas. This is because it is possible to be both ACT
consistent and inconsistent within the same therapy session, which may prove usefulto record for research or
training purposes. However, if rating the inconsistent items is not relevant for your purposes, then please feel free to
omit these items. Within the Open Response Style section, anexample of an ACT consistentitem, is ‘Therapist
encourages the client to “stay with” painful thoughts, feelings and emotions, in the service of their values’ andan
example of an ACT inconsistent item is ‘Therapist encourages the client to “think positive” or to substitute negative

for paositive thoughts as a treatment goal’.

Therapist Stance

The stance taken by the therapistis equal,
compassionate and non-judgemental. The therapist
should show empathy and warmth and be guided by
what the client brings. The therapist does not try to
change the client’s mind, but to guide noticing of their
own experience using experiential techniques. The
therapist encourages responsibility, focuses on
context and models psychological flexibility responses
and behaviour.

Aware Response Style

This is the ability to flexibly contact the present
moment. This might involve practicing exercises
designed toenhance the client’s ability to non-
judgementally attend to the present moment. The
therapist may encourage the client to take an
observer perspective on their psychological
experiences, whendoing so helps increase the
effectiveness of client behaviour.

How to use the ACTFM

Open Response Style

This is the ability to open-up to experiences, and to observe
and describe these without becoming entangled in them or
trying to diminish them. The therapist might work on skills
that promote the client’s willingness to sit with difficult
thoughts, emotions or sensations, when in the service of
their values and goals. They might use defusion techniques
or exercises with the client, giving them the opportunity to
notice or distance themselves from their thoughts.

Engaged Response Style

This is the ability to identify, clarify and act according to
one’s values on an ongoing basis. The therapist might give
the client opportunities to identify their values and todefine
goals and actions that move the client’s behaviours towards
personally important ongoing qualities, and then to plan
and do these actions.

¢ Beforescoring the session, familiarise yourself with the measure and the items within it so that you can
easily find an item when you see the clinician evidence it during the session.
e Asyou listen to or view the session you may find it helpful to make notes in the space next to each itemto

aide your memory.

e Do not score the items until the end of the session.

¢ Onlyscore based on behaviours you have observed, not what you think the clinician would have achieved if
they had been given longer. Therapists may not have the opportunity to demonstrate all behaviours

captured by the ACT FM, especially in short sessions.

e Have specific examples in mind when scoring.

e Thetherapist’s behaviour should be scored irrespective of how the client responds to these behaviours.

Scoring

Give a rating for each item based on the clinician’s behaviours you have observed. Items are rated as O if the
behaviour did not occur, and from 1-3 if the behaviour did occur, only assign a score higher than O if you hear or see
examples of the behaviour. Higher scores are given for the behaviour occurring more consistently. You will needto
use your clinical judgment when scoring, bearing in mind the context of the therapy session and considering the
function of the therapist behaviour. Only give whole pointanswers, e.g. do not score 2.5.

Atotal score for eacharea can be calculated by adding the three items together. The ACT consistent items can be
added to give a total ACT consistency score and the ACT inconsistent items can be added to give a total ACT

inconsistency score.
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Therapist name:
Client name:

Date:

Therapist stance - ACT consistent

1 Therapist uses experiential methods (eg.
exercises and metaphors) that are sensitive to
the situation.

2 Therapist conveys that it is natural to
experience painful or difficult thoughts and
feelings when one is in circumstances such as
those experienced by the client.

3 Therapist demonstrates a willingness to sit
with their ownand the client’s painful
thoughts and feelings and the situations that
give rise tothese.

Open response style - ACT consistent

4 Therapist helps the client to notice thoughts
as separate experiences from the events they
describe.

5 Therapist gives the client opportunities to
notice how they interact with the content of
their thoughts or feelings (e.g. whether
awoidant or open).

6 Therapist encourages the client to “stay
with” painful thoughts, feelings and emotions,
in the service of their values.

The ACT-FM

Scoring

0 = This behaviour never occurred

1 = Therapist rarely enacts this behaviour

2 = Therapist sometimes enacts this behaviour
3 = Therapist consistently enacts this behaviour

Therapist stance - ACT inconsistent 0

13 Therapist lectures the client (e g. gives
prolonged advice and/or explanations).

14 Therapist rushes to reassure, diminish or
move on from “unpleasant” or “difficult”
thoughts and feelings when these arise.

15 Therapist methods/clinical conversations
are at a conceptual level {i.e. therapist
emphasises verbal understanding of concepts
rather than experiential methods and
behaviour change).

Open response style - ACT inconsistent |0

16 Therapist encourages the client to control or
to diminish distress (or other emotions) as the
primary goal of therapy.

17 Therapist encourages the client to “think
positive” or to substitute negative for paositive
thoughts as a treatment goal.

18 Therapist encourages or reinforces the view
that fusion or avoidance are implicitly bad,
rather than judging them on basis of
workability.
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Scoring

0= This behaviour never occurred

1 = Therapist rarely enacts this behaviour

2 = Therapist sometimes enacts this behaviour
3 = Therapist consistently enacts this behaviour

Aware response style - ACT consistent

7 Therapist uses present-mome nt-focus
exercises (e.g. mindfulness exercises) to increase
awareness of the moment, including thoughts
and feelings.

8 Therapist helps the client to notice the stimuli
(thoughts, feelings, situations) that hook them
away from the present moment.

9 Therapist helps the client to experience that
they are bigger than or contain their
psychological experiences.

Engaged response style - ACT consistent |0

10 Therapist emphasises that changing
behaviour to enable greater consistency with
values is a focus of therapy.

11 Therapist gives the client opportunities to
clarify their own values {overarching life goals
and qualities of action).

12 Therapist helps the client to make plans and
set goals likely to meet reinforcing
consequences (i.e. shapes action that is
consistent with their values).

Therapist scoring

ACT Consistent Therapist Stance (0-9) =

ACT Consistent Open Response Style (0-9) =
ACT Consistent Aware Response Style (0-9) =
ACT Consistent Engaged Response Style (0-9) =
Total ACT Consistency Score (0-36) =

Aware response style - ACT inconsistent |[0(1]2|3

19 Therapistintroduces or uses mindfulness
and/or self-as-context methods as means to
control or diminish or distract from umwvanted
thoughts, emotions and bodily sensations

20 Therapistintroduces or uses mindfulness
and/or self-as-context exercises to challenge the
accuracy of beliefs or thoughts.

21 Therapist introduces mindfulness or self-as-
context exercises as formulaic exercises.

Engaged response style - ACT 012
inconsistent

22 Therapist imposes their own, other’sor
society’s values upon the client (i.e. suggests
what the client should or should not value or
what valuing something should look like).

23 Therapist encourages action without first
hearing, exploring or showing curiosity regarding
the client’s psychological experiences (e g.
painful thoughts feelings and emotions).

24 Therapist encourages the client’s proposed
plans even when the client has noticed clear
impracticalities.

ACT Inconsistent Therapist Stance (0-9) =

ACT Inconsistent Open Response Style (0-9) =
ACT Inconsistent Aware Response Style (0-9) =
ACT Inconsistent Engaged Response Style (0-9) =
Total ACT Inconsistency Score (0-36) =
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D.4 Screen shots of round 3 BOS.
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D.5 Summary of round 3 responses, sent as attachment

Comments and suggestions on the manual and scoring:

Comments

Decisions

1. None

2. Looks clear and simple

3. Looks great.

4. I am not sure the following sentence in the manual is ACT-consistent: "The
therapist’s behaviour should be scored irrespective of how the client responds to
these behaviours." A specific therapist's behavior might seem not very ACT

consistent, but if it leads the patient showing higher psychological flexibility in
session, it was a pragmatic behavior.

5. No comments
6. At the end of the introductory paragraph the inclusion of an example of
consistent/inconsistent stance in relation to the ‘Open Response Style’ only may

risk confusing the reader — why provide this only for the ORS?

I suggest that the 4 paragraphs detailing definitions for: 1) Therapist Stance, 2)

ORS, 3) ARS and 4) ERS, could be put into a table rather than the current format.

Could examples of consistent/inconsistent examples of each of these also be
included in the table??

‘Only score based on behaviours you have observed, not what you think the

clinician would have achieved if they had been given longer’. Should be rewritten
as follows: ‘Only score based on behaviours you have observed, not what you think
the clinician would have achieved if they had further time available in the session’.

In the above statement and in other statements in the document (e.g. in the

‘Scoring’ section: ‘Give a rating for each item based on the clinician’s behaviours

you have observed”), the use of the word ‘observed’ is potentially problematic.
What if an audio recording (with no video) is used to rate the fidelity of the
practitioner? Maybe change to ‘behaviours that the clinician performs’?

On this point... Therapists could perform non-verbal behaviours that may be
consistent with Open, Aware and Engaged styles of responding. I’m I correct in
saying though that the bulk of the rating is done on what the therapist says? Just
wanted to highlight that this might be an issue if comparing ratings made through
direct observation/video versus audio recordings...

You may wish to clarify in the section 'Give a rating for each item based on the
clinician’s behaviours you have observed, that this should be done by placing a
tick or x in the appropriate scoring column next to each item - for added clarity

7. I think it's great: very clear, very helpful. Flattered if any of my suggestions have

been of benefit.

8. Clear and concise

We have edited this, so
that it states that the focus
is on the therapist’s
behaviour, this allows the
clients behaviour to be
taken into account to an
extent

It would be good to add in
examples of each and put
into a table, but there isn’t
much space! We have
edited the text to make it
much clearer that it is an
example.

Edited to this

Edited to ‘heard or
observed’

An interesting point for
future research.

Added in
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Comments and suggestions on the items:

Comments

Decisions

1. None

2. The process by which they were selected is
empirical and robust

3. Only minor quibbles:

Item 13: Certainly the therapist shouldn't lecture the
client, but I don't think prolonged explanations are
the same. Some things do require a lot of verbal
unpacking as a setting event for more experiential
work (perhaps).

Item 15: Perhaps include the word 'excessive'
(added words in CAPs) - e.g., "Therapist's methods
or clinical conversations are at an EXCESSIVELY
conceptual level (i.e., therapist OVERLY
emphasises verbal understanding of concepts rather
than experiential methods FOR behaviour change).

4. I'm OK with them

5. I think I said this on previous pass/passes, but...
Good as the items are, I still don't see it measuring
that some kind of ABC functional analysis, or even
just Workability exploration have taken place.
Without those, there's a danger you're just throwing
techniques at a problem, albeit ACT compatible
ones. As it appears to me, one could be doing
exactly that and still score well on this measure, and
that's not good. Maybe you could include something
under Stance? Sorry if this sounds strident, but [
certainly wouldn't use this tool personally or as part
of a study a design without something about
FA/Workability in, as good as the rest of it is.

6. They appear, on what is a fairly quick look, to hit
the mark very well.

7. Well done

We have taken out the explanations part, so it now reads
(e.g. gives prolonged advice)

Added in

We agree that this is an important point and have brought
back an item in the ‘engaged consistent’ section which
achieved 90% agreement but was not in the top 3 —
“Therapist gives the client opportunities to notice
workable and unworkable responses (i.e. whether their
actions move them towards or away from their values).”

We hope that the information added to the manual in
response to previous comments also helps to address this
(“You will need to use your clinical judgment when
scoring, bearing in mind the context of the therapy session
and considering the function of the therapist behaviour.”)

Additionally, item 1 aims to capture the therapist using
ACT methods in an way that is sensitive to the situation,
i.e. as opposed to “canned” ACT interventions or throwing
techniques at a problem without considering the
context/function. We realised after the field study that this
item is ambiguous (whether getting at using experiential
methods or getting at using ACT sensitively) so edited to
make it clearer. After the field study it reads “Therapist
chooses methods that are sensitive to the situation and
context (i.e. in a flexible and responsive way rather than a
'one size fits all' approach).”
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Suggestions for the appearance / layout / usability of the ACT-FM:

Comments

Decisions

1. None

2. The numbers relating to each individual item are confusing, in that the
consistent ones start 1, 2, 3 in Therapist Stance. Then the natural thing is to read
across the page to the inconsistent therapist stance box and here the numbers of
items are 13, 14, 15. This is unnecessarily confusing. I think either the numbers
should read across (i.e. 1, 2,3 for consistent stance, then 4, 5, 6 of inconsistent
stance, then 7, 8, 9 for open response consistent and then 10, 11, 12 for open
response inconsistent etc). Or the items are not given numbers. This might make it
harder for research purposes where scoring and coding might be better with
numbers.

3. I think the readability of some of the items could be checked with a small panel
of people to ensure they are phrased as well as can be.

4. No

5. Not my strong point, I'm afraid

6. Page 1 states: ‘As you listen to or view the session you may find it helpful to
make notes in the space next to each item to aide your memory’. In light of the
formatting of the measure, it might make better sense for this to read: ‘As you
listen to or view the session you may find it helpful to make notes in the space
below each item to aide your memory’. Could the space On pages 2 and 3
available for making notes be made larger? Maybe take the font size down 1 point
to make more space?

On Page 2 in the first box there should be an item about how the rating was
conducted - direct observation/video recording/audio recording.

I would suggest that the name and professional qualification of the person rating
the therapists should also be listed.

7. I think it's very nicely laid out.

8. Easy to use

We have changed the
numbering to your suggestion

We have now done this!

The wording has been edited
to your suggestion and we
have created a bigger space
for writing notes for each item
by changing the layout of the
scoring part and taking the
font down to 10.5.

Added

Added
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Any other comments and suggestions:

I really like it.

All good

Excellent work - a really worthwhile research project and tool - well done.
I think this is a valuable piece of work: my congratulations.

Nothing else

It might be a good idea to get some folks who don’t know anything about ACT to provide feedback

Any reflections on the process of taking part in this Delphi study:

It has been intellectually interesting!

Good measure - I'd like to see a study where self-rated and observer rated competencies are compared on this
measure, let me know if I can be involved - (email removed for anonymity of comments) It’s been really
interesting: thank you for inviting me.

It has been an interesting, constructive and thought-provoking experience.

As an academic interested in ACT-related research, and the development of ACT-related measures, I would
welcome the opportunity to be a co-author on any academic papers that stem from the measurement
development if this would be of interest to the research team.

It's been a thought-provoking and very rewarding exercise: I'm proud to have made a contribution to this.

Lovely work!
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Appendix E. Field study materials

E.1 Recruitment invitation email for field study

“

UNIVERSITY OF LEEDS
Dear potential participant,

Re: Testing a fidelity measure for Acceptance and Commitment Therapy (ACT)

I am a Psychologist in Clinical Training at the University of Leeds. For my thesis project, I am
developing a measure of therapist fidelity to the Acceptance and Commitment Therapy (ACT)
treatment model, that can be used across clinical presentations. We have recently created the
measure through expert consultation using a Delphi method. The current study aims to
investigate the reliability and validity of the measure. Once validated, the measure will be made
freely available and can be used to ensure treatment fidelity in future research on the
effectiveness of ACT. It can also be used to evaluate therapist’s skills when practicing ACT.

We are looking to recruit ACT clinicians who have been working with ACT in a clinical and/or
research capacity for three years or more.

If you decide to take part, we will ask you to use the fidelity measure to rate therapy videos.
Other ACT clinicians will also be rating the same videos. We hope that this will allow us to
identify any problematic items and this may result in some items being edited if necessary. We
would also use the ratings to calculate inter-rater reliability of the measure and we would ask
you some questions about the ease of use of the measure to assess face validity.

You may choose not to respond to any of the questions and you may withdraw at any time
without giving any reason. Once you have submitted your ratings, it will not be possible to
withdraw the data from the study as ratings will be shared and discrepancies will be discussed
immediately after being rated. We can reimburse travel expenses and offer £30 for your time.

This research has received ethical approval from the School of Medicine Ethics Committee
(approval date: 12.2.18; approval number: MREC17-007).

If you have any questions, please feel free to contact me on psO7lo@]leeds.ac.uk.

Lucy O’Neill

Trainee Clinical Psychologist
Institute of Health Sciences
University of Leeds

Level 10 Worsley Building
Clarendon Way

Leeds

LS2 9NL

(Supervised by Dr Christopher Graham: C.D.Graham@leeds.ac.uk and Dr Gary
Latchford: G.Latchford@leeds.ac.uk)
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E.2 Participant information sheet "‘
UNIVERSITY OF LEEDS

Testing a fidelity measure for Acceptance and Commitment Therapy (ACT)

You are being invited to take part in a study to investigate the reliability and validity of a newly
developed measure for therapist fidelity to the ACT treatment model. Taking part in this study
is completely voluntary. Please take time to read the following information carefully. If you
would like to ask any questions please contact a member of the research team (listed below).

What is the purpose of the study?

We have recently developed a fidelity measure for ACT through expert consultation using a
Delphi method. The current study aims to investigate the reliability and validity of the measure
— by asking experienced ACT clinicians to use the measure to rate some recordings of therapy
sessions. Once validated, the measure will be made freely available and can be used to ensure
treatment fidelity in future research on the effectiveness of ACT. It can also be used to evaluate
therapist’s skills when learning or practicing ACT.

Why have I been invited to take part?
We are approaching clinicians who have been practicing ACT for a minimum of 3 years. We
would value your input in trying out the newly developed measure.

What will I be asked to do if I take part?

We will ask you to use the fidelity measure to rate some therapy recordings. Other clinicians
will also be rating the same videos. There will be no right or wrong answers when rating the
session, the focus is on the utility of the measure, not your ability as a therapist. We hope that
the ratings for the ACT videos will allow us to identify any problematic items in our new
measure. We will use your ratings to calculate inter-rater reliability of the measure and we
would ask for your feedback about the ease of use of the measure to assess face validity. This
may result in some items being edited or removed if necessary. We can reimburse travel
expenses and offer £30 for your time. You will be offered time with the researcher to debrief if
needed.

Do I have to take part?

It is up to you whether you decide to take part. If you do decide to take part, you will be asked
to complete a consent form. You will be asked to meet with ourselves and the other ACT
clinicians who are taking part at a convenient location for approximately one hour.
Simultaneously we will all watch the therapy videos and rate using the ACT-FM, your
responses will not have your name on and will be fully anonymised. We will immediately
discuss discrepancies in scoring after each video. We hope that this will allow us to identify any
problematic items and update the measure accordingly. You may choose not to respond to any
of the questions and you may withdraw at any time during the rating without giving any reason.
Once you have submitted your ratings, it will not be possible to withdraw the data from the
study as ratings will be shared and discrepancies will be discussed immediately after being
rated.

What will happen to the information I provide?

The ratings and comments that you make from rating the videos will be shared with other ACT
clinicians who are taking part. This is to allow discrepancies in ratings to be discussed. The
ratings will be written up in the thesis and submitted for publication in a peer reviewed journal,
but these will be anonymous and will not be able to be identified as you. Any identifiable
information such as your name or contact details will be stored separately to your responses.
Your responses will not have your name on and will be fully anonymised. It will not be possible
to identify your responses once they have been submitted and therefore it will not be possible to
withdraw from this study after they have been submitted. The anonymised data which cannot be
linked to you will be securely stored in a locked cabinet at the University of Leeds for up to ten
years, or as needed for the study to be published in a peer reviewed journal.
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Who has reviewed the study?
This research has received ethical approval from the School of Medicine Ethics Committee
(approval date: 12.2.18; approval number: MREC17-007).

What if there is a problem?

You are welcome to raise any complaints or concerns about this study with me using the contact
details below and I will do my best to address them. You can also contact the supervisors of this
project using the contact details below if you wish. A formal complaint can be made by
contacting: Claire Skinner (C.E.Skinner@leeds.ac.uk, Faculty Head of Research Support,
Medicine and Health Research Office

Lucy O’Neill: psO7lo@leeds.ac.uk

Leeds Institute of Health Sciences, University of Leeds, School of Medicine, Level 10, Worsley
Building, Clarendon Way, Leeds, LS2 9NL. Supervised by Dr Christopher Graham
c.d.graham@leeds.ac.uk and Dr Gary Latchford G.Latchford@leeds.ac.uk
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E.3 Consent form

i

UNIVERSITY OF LEEDS

Title of project: Testing a fidelity measure for Acceptance and Commitment Therapy (ACT)

Name of researchers: Dr Christopher Graham, Dr Gary Latchford, Lucy O’Neill

Please initial in each box to show you have understood and agree:

I confirm that I have read and understood the information sheet for the above study.

I have had the opportunity to consider the information, ask questions and have had these

answered satisfactorily.

I understand that I am free to withdraw during the study, without giving any reason

I understand that once I have submitted my ratings and have taken part in a discussion

U U

about the ease of use of the measure then it will no longer be possible to withdraw my
contributions as they are completely anonymous and my answers cannot be linked with my

name.

I agree to the use of my responses in the final report. It will not be possible to recognise I:I

my individual responses, they will be fully anonymised.
I agree to take part in the study. I:I
Please fill in the following details:

Name of Participant:

Date:

Signature:
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E.4 ACT-FM for the field study

The ACT Fidelity Measure (ACT FM)

About the ACT FM

This measure is intended to be used by clinicians who are experienced in ACT and understand the principles of the
approach. It can be used to rate clinician fidelity to ACT in a variety of contexts (e.g. as a tool to evaluate your ownor
another clinician’s practice, or as a research tool).

The items capture four key areas within ACT: Therapist Stance, Open Response Style, Aware Response Style and
Engaged Response Style. These are outlined below with definitions. There are items to score the therapist's
behaviours as consistent and inconsistent with these areas. This is because it is possible to be both ACT consistent and
inconsistent within the same therapy session, which may prove useful to record for research or training purpases. For
example, within the Open Response Style section, an ACT consistentitem is’Therapist encourages the client to “stay
with” painful thoughts, feelings and emations, in the service of their values’ and an ACT inconsistent item is ‘Therapist
encourages the client to “think positive” or to substitute negative for positive thoughts as a treatment goal’. If rating

the inconsistent items is not relevant for your purposes, then please feel free to omit these items.

Therapist Stance

The stance taken by the therapist is equal,
compassionate and non-judgemental. The therapist
should show empathy and warmth and be guided by
what the client brings. The therapist does nottry to
change the client’s mind, but to guide noticing of their
own experience using experiential techniques. The
therapist encourages responsibility, focuseson
context and models psychological flexibility responses
and behaviour.

Aware Response Style

This is the ability to flexibly contactthe present
moment. This might involve practicing exercises
designed to enhance the client’s ability to non-
judgementally attend to the present moment. The
therapist may encourage the client to take an
observer perspective on their psychological
experiences, when doing so helps increase the
effectiveness of client behaviour.

How to use the ACTFM

Open Response Style

This is the ability to open-up to experiences, and to observe
and describe these without becoming entangled in them or
trying to diminish them. The therapist might work on skills
that promote the client’s willingness to sitwithdifficult
thoughts, emotions or sensations, when inthe service of
their values and goals. They might use defusion techniques
or exercises with the client, giving them the opportunity to
notice or distance the mselves from their thoughts.

Engoged Response Style

This is the ability to identify, clarify and act according to
one’s values on an ongoing basis. The therapist might give
the client opportunities to identify their values and to define
goals and actions that move the client’s be haviours towards
personally important ongoing qualities, and then to plan
and do these actions.

* Beforescoring the session, familiarise yourself with the measure and the items so that you can easily find an
item when you see the clinician evidence it during the session.

e Thefocus of this measure is on the therapist's behaviour.

* Asyou listen toor view the session you may find it helpful to make notes in the space below each item to

aide your memory.

e  Onlyscore based on behaviours you have observed, not what you think the clinician would have achieved if
they had further time available. Therapists may not have the opportunity to demonstrate all behaviours

captured by the ACT FM, especially inshort sessions.

e Havespecific examples in mind when scoring.

e Do not score the items until the end of the session.

Scoring

Give a rating for each item based onthe behaviours you have heard or observed by circling the number next to each
item. Items are rated as 0 if the behaviour did not occur, and from 1-3 if the behaviour did occur, only assign a score
higher than 0 if you hear or see examples of the behaviour. Higher scores are given for the behaviour occurring
more consistently. You will need to use your clinical judgment when scoring, bearing inmind the context of the
therapy session and considering the function of the therapist behaviour. Only give whole point answers, e.g. do not

score 2.5.
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The ACT-FM

Raters name and professional qualification:
Therapist name and professional qualification:
Clientidentifier:

Direct observation / Audio recording / Video recording

Therapist stance - ACT consistent Rating
1 Therapist uses experiential methods (e.g. 0123
exercises and metaphors) that are sensitive to the
situation.
2 Therapist conveys thatitis natural to experience 012 3
painful or difficult thoughts and feelings when one
is in circumstances such as those experienced by
the client.
3 Therapist demonstrates a willingness tositwith 012 3
theirown and the client’s painful thoughts and
feelings and the situations that give rise to these.

Open response style - ACT consistent Rating

7 Therapist helps the client to notice thoughts as 0123

separate experiences from the events they
describe.

8 Therapist gives the client opportunitiestonotice 012 3
how they interact with the content of their
thoughts or feelings (e g. whether avoidant or

open).

9 Therapist encourages the client to “stay with”
painful thoughts, feelings and emotions, in the
service of theirvalues.

0123

Date of session: Date of rating:

Scoring

0 = This behaviour never occurred

1 = Therapist rarely enacts this behaviour

2 = Therapist sometimes enacts this be haviour
3 = Therapist consistently e nacts this be haviour

Therapist stance - ACT inconsistent Rating

4 Therapist lectures the client (e.g.givesprolonged 0123
advice or tries to convince the client).

5 Therapist rushes to reassure, diminish or move 0123
on from “unpleasant” or “diff icult” thoughts and

feelings when these arise.

6 Therapist methods/clinical conversations are at 0123
an excessively conceptual level (i e. therapist

overly emphasises verbal understanding of

concepts rather than experiential methods for

behaviour change).

Open response style - ACT inconsistent  Rating

10 Therapist encourages the client to control or to
diminish distress (or other emotions) as the
primary goal of therapy.

0123

11 Therapist encourages the client to “think 0123
positive™ or to substitute negative for positive

thoughts as a treatment goal.

12 Therapist encourages or reinforces the view 0123
that fusion or avoldance are implicitly bad, rather

than judging them on basis of workability.
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Scoring

0= This behaviour never occurred 2 = Therapist sometimes enacts this behaviour
1 = Therapist rarely enacts this behaviour 3 = Therapist consistently enacts this behaviour
Aware response style - ACT consistent Rating Aware response style - ACT inconsistent Rating

16 Therapist introduces or uses mindfulnessandfor 0123
self-as-context methods as means to control or

diminish or distract from unmwanted thoughts,

emotions and bodily sensations

13 Therapist uses present-moment-focus exercises 0123
(e g. mindfulness exercises) to increase awareness
of the moment, including thoughts and feelings.

14 Therapist helps the client tonotice the stimuli 0123 37 Therapist introduces oruses mindfulnessandfor 01 23

(thoughts, feelings, situations) that hook them away self-as-context exercises to challenge the accuracy of
from the present moment. beliefs or thoughts.
18 Therapist introduces mindful ness or self-as- 0123

15 Therapist helps the client to experience thatthey 0123 context exercises as formulaic exerdises.
are bigger than or contain their psychological

experiences.

Engaged response style - ACT consistent Rating Engaged response style - ACT inconsistent Rating
19 Therapist gives the client opportunities to 0123 22 Therapist imposes theirown, other's or soclety's 0123
notice workable and unworkable responses (l.e. values upon the client (i.e. suggests what the client

whether their actions move them towards or away should or should not value or what valuing

from theirvalues). something should look like).

20 Therapist gives the client opportunitiestoclarify 0123 23 Therapist encourages action without first 0123
their own values (overarching life goals and hearing, exploring or showing curiosity regarding

qualities of action). the client’s psychological experiences fe.g. painful

thoughts, feelings and emotions).

21 Therapist helps the client to make plans andset 0123

goals likely to meet reinforcing consequences (i.e. 24 Therapist encourages the client’s proposed plans 01 23
shapes action that is consistent with theirvalues). even when the client has noticed clear
impracticalities.
Scoring

Atotal score for each subscale can be cakulated by adding the three items together. The ACT consistent items can be
added to give a total ACT consistency score and the ACT inconsistent items can be added to give a total ACT
inconsistency score.

ACT Consistent Therapist Stance (0-9) = ACT Inconsistent Therapist Stance (0-9) =

ACT Consistent Open Response Style (0-9) = ACT Inconsistent Open Response Style (0-9) =
ACT Consistent Aware Response Style (0-9) = ACT Inconsistent Aware Response Style (0-9) =
ACT Consistent Engaged Response Style (0-9) = ACT Inconsistent Engaged Response Style (0-9) =
Total ACT Consistency Score (0-36) = Total ACT Inconsistency Score (0-36) =
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E.5 Usability questionnaire

Title of project: Testing a fidelity measure for Acceptance and Commitment Therapy (ACT)

Demographic Form: Please provide the following details. Your details will be used to describe

the overall demographic of the clinicians who have taken part and will not be linked to your

individual answers to the fidelity rating,
Age:
Gender:
Number of years practicing ACT:

Mostly clinical work / mostly research work / clinical and research work evenly

Which client group(s) have you practiced ACT with?

Face validity questions

Please rate the following questions on the 1-7 scale where 1=not at all and 7=extremely

Not
at
all

1

Extre
mely

a) How easy to understand was this fidelity

measure?

b) How easy to use was this fidelity measure?

c) How easy to use was the response format?

d) Were any items particularly difficult to
understand? (please write these below and
consider giving reasons for your answer and any

suggestions for improvement)

e) Were any items particularly difficult to rate?
(please write these below and consider giving
reasons for your answer and any suggestions for

improvement)

Please use this space for comments or reasons for your answers, you may continue over leaf if

necessary.
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Appendix F. Field study results

F.1 Raw data for comments

Comments on the use of the fidelity measure

Ptp

Comments

1

Order of the instructions to clarify not to score the items till the end.
Items opposites clarification.

The consistent and inconsistent items aren’t exact opposites. You might want to
highlight the green and red boxes are not opposites — or just say they are not opposites.
Maybe order the ‘how to use the ACT FM’ bullet point bit better.

Information says to score after. Before trying it out I was concerned that I wouldn’t be
able to remember well enough if I was to score at the end. Emphasise that you need to
score at the end because ratings may change e.g. from 1 to 3 but encourage making
notes while watching.

Does the form get scored across a whole intervention and then a composite score given?
Some processes will not be done within one session and it may appear they are not
competent...how do you score it overall?

There are no items explicitly on educating the client to ACT / pointing at ‘creative
hopelessness’.

Make clearer to advise scoring at end and making notes.

Maybe make clearer that we can make notes on the measure throughout then score at
the end. Maybe add more note taking space.

Too much for me personally! Could we remove some/shorten (e.g. remove ACT
inconsistent part clinically?) Hard to hold it all in mind! Hard as separated into small
parts/behaviours but ACT feels more of an approach / harder to define so specifically
(e.g. lots of implicit things present but not specific behaviours?)

A few items overlap / similar and could score the same therapist behaviour. Could do
with some space to write comments

Comments on items that were difficult to understand or rate

Item

Comments

1

Ptp 1 Experiential processes

Ptp 2 What does experiential exercises mean?

ptp 3 Change methods to processes, be more inclusive in the brackets

Ptp 4 He used methods but these were not exercises/ metaphors

Ptp 5 Use of word ‘exercises’ difficult in awareness/stance stuff, ‘processes’ may be a
more helpful word? Its more inclusive.

Ptp 6 1 was looking for specific exercises and metaphors rather than a general sense of
‘experiential and sensitive’

Ptp 7 Ambiguous — using the examples suggests only look for exercises/metaphors,
maybe elaborate “this could include exercises/metaphors but not solely this”.

Ptp 9 Easy to interpret exercise/metaphor as a therapy technique rather than overall
approach
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13

15

19

Ptp 1 Take ‘prolonged’ bit out- can make it confusing, misinterpreted for talking too
much
Ptp 5 ‘Prolonged’ unhelpful, more about giving advice

Ptp 1 Possibly changing to be very clear about the idea of verbalising/intellectualising a
lot

ptp 3 Change the word methods to processes

Ptp 5 Process over methods

Ptp 2 ‘In the service of values’ more about willingness, values not explicitly discussed
ptp 3 Not yet clear on values

Ptp 5 Don’t know if in line with values, needed for question!

Ptp 6 There was a lot of ‘staying with’ painful feelings, but none specifically in the
service of values

Ptp 7 Rated 3 but then is the ‘staying with’ in the service of their values, I assumed it
was but he didn’t explicitly state this.

Ptp 9 Thought therapist did first part but not in context of values

Ptp 1 Take out ‘exercises’

Ptp 2 Mindfulness focus or exercises or both? might be helpful to loose ‘exercises’
ptp 3 Change to therapist uses present moment focus (take out the word exercises

Ptp 4 Was present moment focussed, but no exercises

Ptp 5 Use of word ‘exercises’ difficult in awareness/stance stuff, ‘processes’ may be a
more helpful word? Its more inclusive.

Ptp 6 Could change to ‘uses present moment focus to increase awareness of moment’
(not exercises)

Ptp 7 Ambiguous. The e.g. suggests it needs a mindfulness exercise. Maybe remove the
word ‘exercise(s).

Ptp 9 Take out the word ‘exercises’

Ptp 6 ‘Bigger than’ phrase misled me. ‘contain or separate from them’ might work
better. Although phrase ‘contain’ could mean that the patient was managing their
experiences.

Ptp 7 Include ‘separate from their experiences?’ maybe take out ‘bigger than’. The word
‘containing’ is ambiguous. Maybe “bigger than and separate from their psychological
experiences”.

Ptp 8 Do not really understand it sorry — might be me being silly! Could say ‘separate
to’ / remove ‘bigger than’?

Ptp 9 They are separate to their psychological experiences, ‘contain’ is an ambiguous
word (could mean manage)

Ptp 2 Take out ‘values’ maybe as I would have scored 3
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F.2 Raw data for SPSS

Case Processing Summary

N %
Cases Valid 24 100.0
Excluded? 0 0
Total 24 100.0

a. Listwise deletion hased on all variables in

the procedure.

Reliability Statistics
Cronbach's
Alpha N of ltems
963 9
Intraclass Correlation Coefficient
Intraclass 95% Confidence Interval F Testwith True Value 0
Correlation™ M owerBound | UpperBound | Value dft df2 Sig
Single Measures 727° 598 846 27123 23 184 .000
Average Measures 960 .930 .980 27123 23 184 .000

Two-way random effects model where both people effects and measures effects are random.
a. The estimator is the same, whether the interaction effectis present or not.

b. Type Aintraclass correlation coefficients using an absolute agreement definition.
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F.3 Final version of the ACT-FM

The ACT Fidelity Measure (ACT-FM)

About the ACT-FM

This measure is intended to be used by clinicians who are experienced in ACT and understand the principles of the
approach. It can be used to rate clinician fidelity to ACT in a variety of contexts (e.g. as a tool to evaluate your ownor
another clinician’s practice, or as a research tool).

The items capture four key areas within ACT: Therapist Stance, Open Response Style, Aware Response Style and
Engaged Response Style. These are outlined below with definitions. There are items to score the therapist’s
behaviours as consistent and inconsistent with these areas. For example, within the Open Response Style section, an
ACT consistent itemis ‘Therapist gives the client opportunities to notice how they interact with their thoughts and/or
feelings (e.g. whether avoidant or open)” and an ACT inconsistent item is Therapist encourages the client to “think
positive” or to substitute negative for positive thoughts as a treatment goal’. Thisis because it is possible to be both
ACT consistent and inconsistent within the same therapy session, which may be useful to record for researchor
training purpases. The consistent and inconsistent items are not opposites of each other. If rating the inconsistent

items is not relevant for your purposes, then please feel free to omit these items.

Therapist Stance

The stance taken by the therapist is equal,
compassionate and non-judgemental. The therapist
should show empathy and warmth and be guided by
what the client brings. The therapist does nottry to
change the client’s mind, but to guide noticing of their
own experience using experiential techniques. The
therapist encourages responsibility, focuseson
context and models psychological flexibility responses
and behaviour.

Aware Response Style

This is the ability to flexibly contactthe present
moment. This might involve practicing exercises
designed to enhance the client’s ability to non-

Open Response Style

This is the ability to open-up to experiences, and to observe
and describe these without becoming entangled in them or
trying to diminish them. The therapist might work on skills
that promote the client’s willingness to sitwithdifficult
thoughts, emations or sensations, when inthe service of
their values and goals. They might use defusion techniques
or exercises with the client, giving them the opportunity to
natice or distance the mselves from their thoughts.

Engoged Response Style

This is the ability to identify, clarify and actaccording to
one’s values on an ongoing basis. The therapist might give
the client opportunities to identify their values. They may

helpthe client to define goals and actions that support their
values, and to planand do these actions.

judgementally attend to the present moment. The
therapist may encourage the client to take an
observer perspective on their psychological
experiences, when doing so helps increase the
effectiveness of client behaviour.

How to use the ACT-FM
e The focus of this measure is on the therapist’s behaviour.

e Therapists may not have the opportunity to demonstrate all behaviours captured by the ACT
FM, especially in short sessions.

e  Onlyscore based on behaviours you have observed, not what you think the therapist would
have achieved if they had further time available.

e Asingle therapist behaviour can be coded for all relevantitems, not just the most suitable one.

o  Beforescoring the session, familiarise yourself with the measure and the items so that you can
easily find an item when you see the clinician evidence it.

e Make notes asyou listen to or view the session in the space below each item.
e Havespecific examples in mind when scoring.

e Scorethe items atthe end of the session not throughout, as ratings may change.

Scoring

Give a rating for each item based onthe behaviours you have heard or observed by circling the number next to each
item. Items are rated as O if the behaviour did not occur, and from 1-3 if the behaviour did occur, only assign a score
higher than 0 if you hear or see examples of the behaviour. Higher scores are given for the be haviour occurring
more consistently. Only give whole point answers, e g. donot score 2.5. You will need to use your clinical judgment
when scoring, bearing in mind the context of the therapy session and considering the function of the therapist
behaviour.
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The ACT-FM

Raters name and professional qualification:

Therapist name and professional qualification:

Client identifier: Session number:
Length of session being rated:

Direct observation / Audio recording / Video recording

Therapist stance - ACT consistent Rating

1 Therapist chooses methods that are sensitiveto 012 3
the situation and context (i.e. in a flexible and

responsive way rather than a ‘one size fits all'

approach).

2 Therapist uses experiential methods/questions 0123
{i.e. helps the client to notice and use theirown

experience rather than thoughts about their

experience) .

3 Therapist conveys that it s natural to experience 012 3
painful or difficult thoughts and feelings when one

Is in circumstances such as those experienced by

the client.

4 Therapist demonstrates a willingness tositwith 012 3
theirown and the client’s painful thoughts and
feelings and the situations that give rise to these.

Open response style - ACT consistent Rating

8 Therapist helps the client to notice thoughts as 0123
separate experniences from the events they
describe.

9 Therapist gives the clientopportunitiestonotice 012 3
how they interact with their thoughts and/or
feelings (e.g. whether avoidant or open).

10 Therapist encourages the client to “staywith® 012 3
painful thoughts and feelings {in the service of
their values).

Date of session: Date of rating:

Scoring

0 = This behaviour never occurred

1 = Therapist rarely enacts this behaviour

2 = Therapist sometimes enacts this be haviour
3 = Therapist consistently e nacts this be haviour

Therapist stance - ACT inconsistent Rating
5 Therapist lectures the client (e.g. gives advice, 0123
tries to convince the client, etc).

6 Therapist rushes to reassure, diminish or move 0123
on from “unpleasant” or “difficult” thoughts and
feelings when these arise.

7 Therapist conversations are at an excessively 0123
conceptual level (i.e. therapist overly emphasises

verbal understanding of concepts rather than using
experiential methods for behaviour change).

Open response style - ACT inconsistent  Rating

11 Therapist encourages the client tocontrolorto 0123
diminish distress (or other emotions) as the

primary goal of therapy.

12 Therapist encourages the client to “think 0123
positive™ or to substitute negative for positive
thoughts as a treatment goal.

13 Therapist encourages or reinforces the view 0123
that fusion or avoidance are implicitly bad, rather
than judging them on basis of workability.
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Scoring
0 =This behaviour never occurred
1 =Therapist rarely enacts this behaviour

Aware response style - ACT consistent Rating
14 Therapist uses present moment focus methods 0123
(e.g. mindfulness tasks, tracking noticing, etc) to

increase awareness of the moment, including

thoughts and feelings.

15 Therapist helps the client to notice the stimuli 0123

(thoughts, feelings, situations, etc) that hook them
away from the present moment.

16 Therapist helps the client to experience thatthey 012 3
are bigger than and/or separate from their
psychological experiences.

Engaged response style - ACT consistent Rating
20 Therapist gives the client opportunities to 0123
notice workable and unworkable responses (e.g.

whether their actions move them towards or away

from their values).

21 Therapist gives the client opportunitiestoclarify 012 3
their own values (overarching life goals and
qualities of action).

22 Therapist helps the client to make plansandset 012 3
goals likely to meet reinforcing consequences (i.e.
shapes action that is consistent with their values).

Scoring

24 Therapist encourages action without first
hearing, exploring or showing curiosity regarding
the client’s psychological experiences (e.g. painful
thoughts, feelings and emotions).

2 = Therapist sometimes enacts this behaviour
3 = Therapist consistently enacts this behaviour

Aware response style - ACT inconsistent Rating

17 Therapist introduces or uses mindfulnessandfor 012 3
self-as-context methods as means to control or

diminish or distract from unwanted thoughts,

emotions and bodily sensations

18 Therapist introduces or uses mindfulnessandfor 0123
self-as-context methods to challenge the accuracy of
beliefs or thoughts.

19 Therapist introduces mindfulness and/orself-as- 012 3
context methods as formulaic exercises.

Engaged response style - ACT inconsistent Rating

23 Therapist imposes their own, other's orsociety's 012 3
values upon the client (i.e. suggests what the client

should or should not value or what valuing

something should look like).

0123

25 Therapist encourages the client’s proposedplans 012 3
even when the client has noticed clear
impracticalities.

A total score for each subscale can be calculated by adding the 3 items together. The Therapist stance - ACT consistent
section has 4 items, so please convert this to give a total out of 9in line with the other sections by adding the 4 items,

dividing by 4 and multiplying by 3. The ACT consistent domains can be added to give a total ACT consistency score and
the ACT inconsistent domains can be added to give a total ACT inconsistency score.

ACT Consistent Therapist Stance (0-9) =

ACT Consistent Open Response Style (0-9) =
ACT Consistent Aware Response Style (0-9) =
ACT Consistent Engaged Response Style (0-9) =
Total ACT Consistency Score (0-36) =

ACT Inconsistent Therapist Stance (0-9) =

ACT Inconsistent Open Response Style (0-9) =
ACT Inconsistent Aware Response Style (0-9) =
ACT Inconsistent Engaged Response Style (0-9) =
Total ACT Inconsistency Score (0-36) =
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