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Abstract

Behavioral technicians (BT) within the field of applied behavior analysis may
be at greater risk for experiencing burnout and stress due to the nature
of their clients, job demands, and work environments. Burnout and stress
may negatively impact BT’s work performances, more specifically, their
treatment integrity. Acceptance and Commitment Training (ACT) may be
a useful tool to address the private events as well as the covert and overt
behaviors associated with burnout and stress. The purpose of this study was
to investigate the effects of an ACT intervention on improving treatment
integrity and reducing work-related burnout and stress amongst BTs. Four
BTs participated in an ACT workshop, and their treatment integrity as well
as their burnout and stress levels were measured prior to and following
the ACT workshop. Treatment integrity increased for all participants,
suggesting that ACT-based interventions may be an effective approach to
improving work performance (i.e., treatment integrity) amongst BTs who
may experience workplace burnout and stress.
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Stress and burnout are common occurrences in any work environment
(Plantiveau et al., 2018). Kyriacou (2001) defined stress as unpleasant thoughts
and emotions that stem from daily work settings, and burnout is a result of
extended periods of work-related stress, which may be caused by several envi-
ronmental factors (Plantiveau et al., 2018). Since burnout is often the result of
prolonged periods of workplace stress, there are different feelings and experi-
ences associated with the two phenomena. The negative feelings associated
with stress may present as frustration, tension, and depression due to work-
place demands and situations (Howard & Johnson, 2004). Overall, individuals
experiencing burnout may describe themselves as lacking in energy and moti-
vation because of their work lives (Aitken & Schloss, 1994).

These thoughts and feelings are private events, which may interact with
subsequent observable behaviors (Anderson et al., 2000). When discussing
the role of private events in association with employee burnout and stress, it is
critical to evaluate the relationship between private events and employee
behaviors. Negative feelings linked to burnout and stress may seem arbitrary,
but they can often co-occur with employee behaviors due to the correlational
nature of overt and covert behaviors (Anderson et al., 2000). Employees expe-
riencing feelings of frustration and depersonalization due to work-related
stress and subsequent burnout may also engage in specific observable behav-
iors that correspond with these private events (Lawson & O’Brien, 1994).

Since stress often leads to burnout, they both have common observable
behavioral indicators including absenteeism, turnover, low work perfor-
mance, and low involvement with colleagues and the organization (Lawson
& O’Brien, 1994; Plantiveau et al., 2018; Schuler, 1980). A behavior analytic
account of burnout would attribute a decrease in appropriate work-related
behaviors to extinction of previously reinforced behaviors (Lawson &
O’Brien, 1994). Due to the motivational consequences associated with burn-
out and stress, behavior analysts may refer to these behaviors as motivational
deficits as opposed to skill deficits.

Although individuals in many job sectors experience some levels of stress
in their daily lives, extended periods of stress and subsequent burnout is com-
monly observed in those who work in the human service sector (Howard &
Johnson, 2004; Lawson & O’Brien, 1994). Research has shown that there is
a relationship between burnout and job performance, which can have critical
implications for direct service professionals (DSP) in the human service
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sector (Bakker et al., 2014; Plantiveau et al., 2018). However, it cannot be
assumed that burnout causes poor job performance. Instead, burnout and
poor job performance often co-occur in either direction.

Specifically, individuals who work in the field of applied behavior analy-
sis (ABA) may be disproportionately impacted by burnout due to their
heightened job demands and pressures (Bottini et al., 2020; Hurt et al., 2013;
Plantiveau et al., 2018). These may include rigorous implementation of com-
plex behavior plans, continuous collection of client progress data, support of
clients who engage in challenging behaviors, and corresponding with fami-
lies and other members of the client’s team (Bottini et al., 2020; Hurt et al.,
2013). Furthermore, ABA-based interventions are often conducted in a one-
on-one home setting, where therapists and behavioral technicians (BT) may
not contact as much support from co-workers and supervisors as they would
in a clinical or school environment (Plantiveau et al., 2018).

Considering their increased job demands and potential lack of supervisor
support and job resources, ABA providers may find themselves at risk for
experiencing burnout. Considering the correlational relationship between
burnout and job performance, this increased susceptibility of burnout can
also detrimentally impact clients and recipients of services (Hurt et al., 2013).

To reiterate, one potential correlative indicator of employee burnout is
poor job performance. A critical measure of employee job performance in the
field of ABA is treatment integrity (DiGennaro et al., 2007). Treatment integ-
rity refers to the degree of accurate implementation of an intervention as
intended, where data on treatment integrity provides information on an
employee’s performance in the implementation of their clients’ interventions
(Lane et al., 2004). Research has shown that treatment integrity is correlated
with intervention effectiveness; some studies have demonstrated that an
increase in intervention effectiveness can be tied back to an increase in treat-
ment integrity (Fryling et al., 2012; Sanetti & Kratochwill, 2007). When con-
sidering the relationship between burnout and job performance (e.g.,
treatment integrity), staff impacted by the negative effects and symptoms of
burnout and job-related stress may have difficulty in implementing treat-
ments with high treatment integrity (Pingo et al., 2020). An inconsistent and
ineffective treatment is potentially detrimental to the progress and success of
the client, so it is crucial that instances of staff burnout and poor job perfor-
mance are identified and addressed (Sanetti & Kratochwill, 2007).

In order to target the private events as well as the covert and overt behav-
iors associated with burnout and stress, one behavior analytic approach to
addressing staff burnout in the workplace may be to use Acceptance and
Commitment Training (ACT; Brinkborg et al., 2011; Moran, 2015; Pingo
et al., 2020; Waters et al., 2018). ACT is a model of clinical behavior analysis
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and therapy, which addresses the relation between private events and socially
significant observable behaviors. It is a contextual form of behavior analysis
that pivots on acknowledging and accepting covert events that may be classi-
fied as negative and unacceptable. When used in practice, ACT does not tar-
get the existence of problematic private events but instead looks to modify
their functions in relation to specific contexts (Hayes, 2004).

ACT focuses primarily on increasing psychological flexibility while also
decreasing cognitive fusion and experiential avoidance through six core pro-
cesses: acceptance, contact with the present moment, self-as context, defusion,
values, and committed action (Hayes et al., 2006, 2013). These core ACT pro-
cesses complement each other, with acceptance, present moment awareness, self-
as context, and defusion enhancing the effectiveness of the behavior change
processes of values and committed action in order to increase psychological flex-
ibility. Together, these processes aim to reduce escape-maintained behaviors in
favor of values-based action. Waters et al. (2018) described this more simply as
using ACT to guide people to engage in reinforcing patterns of behavior while
recognizing and accepting unpleasant private events. ACT is best applied and
taught using experiential exercises as opposed to didactic learning. Many of these
experiential exercises involve the use of metaphors and scenarios as seen in the
mindfulness-based processes. This allows individuals to encounter and connect
the six core processes in relation to their own experiences (Hayes et al., 2013).

When discussing the usefulness of ACT in the workplace in relation to the
six core processes, Moran (2015) described how ACT can be used to train
employees to accept the natural, albeit occasionally stressful, private events
that can emerge during the workday and to redirect one’s own attending
behavior back to the stimuli in their present work environment (e.g., work-
related tasks). To improve psychological flexibility and flexible perspective
taking in the workplace, Moran also explained that employees should be
advised on how their self-judgments can influence their behaviors in the
work environment as well as their job performance with the goal of encour-
aging more productive behaviors when faced with the unhelpful private
events that precede rigid behaviors. This outcome of promoting employee
productivity in relation to the private events associated with burnout may
then be accomplished through values clarifications exercises and the comple-
tion of values-based actions and may be a good indicator of employee engage-
ment and productivity, while also providing insight into which employees
may be experiencing burnout (Moran, 2015).

Research has also examined the impact of ACT on increasing psychologi-
cal flexibility amongst caregivers or have conducted a separate parent training
intervention to examine the overt behaviors of parents with children diagnosed
with autism spectrum disorder (Corti et al., 2018; Gould et al., 2018; Magnacca
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et al., 2021). Little et al. (2020) examined the effects of using an ACT inter-
vention to enhance the effectiveness of behavioral skills training (BST) and
found that the participants increased their implementation of BST after receiv-
ing ACT training. Brinkborg et al. (2011) assessed the effectiveness of an ACT
intervention for social workers experiencing burnout and stress. While they
did not measure observable behaviors as part of their dependent variable, they
reported a reduction in the participants’ self-reported levels of burnout and
stress. Similarly, Waters et al. (2018) conducted a between groups comparison
of the use of ACT with clinically distressed health care workers. Their results
suggested that an ACT intervention may be effective in supporting distressed
health care employees. However, they relied on participant self-report data
rather than collecting data on participant behaviors.

ACT has also been evaluated in organizational settings to enhance staff
performance, particularly, with human service professionals who are impacted
by high levels of burnout and stress (Bond et al., 2006). Pingo et al. (2020)
examined the effects of an ACT-based training program in addition to perfor-
mance feedback on the work performance of DSPs. They measured engage-
ment in appropriate implementation of treatment for clients as well as
workplace stress, job satisfaction, and psychological flexibility using several
self-report measures. Upon implementation of the ACT intervention, all par-
ticipants improved their active engagement with client treatments.

While there is some research on the effectiveness of ACT in reducing self-
reported levels of burnout and stress among BTs, there has been minimal
research on the effects of ACT-based interventions to improve work perfor-
mance (e.g., treatment integrity) by measuring overt behaviors. The purpose
of the current study was to evaluate the effects of an ACT-based treatment on
improving treatment integrity and reducing work-related burnout and stress
amongst BTs working with individuals who engage in problem behavior. We
hypothesized that the ACT treatment would result in improved treatment
integrity and decreased self-reported levels of burnout and stress.

Methods

Participants and Setting

The participants were four BTs who were employed by a private consulting
company providing ABA-based services in the home and school and one BT
employed at a university-based school for children with autism and related
developmental disabilities. One of the five participants had to discontinue
participation in the study due to staffing changes, so data were collected and
analyzed for the remaining four participants.
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Hannah was a 23-year-old Caucasian female who was in the ABA field for
3 years, had been working for the private consulting company for 2 years, and
was enrolled in a graduate program in ABA. Tina was a 31-year-old Caucasian
female who had been in the ABA field for 7years and had worked for the
private consulting company for about 4years. Sarah was a 34-year-old
Caucasian female who had been in the ABA field for 3.5 years, was employed
by the private consulting company for 2.5 years, and had a graduate degree in
ABA. Sarah had previous experience with ACT a little more than a year
before her participation in this study. John was a 23-year-old Caucasian male
who had been in the ABA field for 2 years, was employed by the university-
based school for 2 years, and had a graduate degree in applied psychology.

This study was conducted in accordance with protocols approved by the
University Institutional Review Board, and consent was obtained from all
participants prior to the start of the study. Criteria for participation included
working with clients who engaged in problem behavior and experiencing
varying levels of burnout and/or stress.

All staff performance observations took place while the participants
worked in their respective clients’ homes or in the classroom of the univer-
sity-based school. Participants took part in the ACT training from their own
homes via remote instruction. No changes were made to the participants’
typical work hours or activities.

Response Measurement, Procedural Fidelity, and Reliability

Primary dependent measure. The primary dependent variable was treatment
integrity of the participants’ implementation of the clients’ behavior inter-
vention plans (BIP). Data were collected on the participants’ correct and
incorrect implementation of the antecedents (e.g., prompts) and consequences
(e.g., reinforcement) of the clients’ BIP. An opportunity to implement a treat-
ment component was defined as any instance where the participant initiated
a component of the client’s BIPs. Correct implementation of an antecedent or
consequence was defined as implementing the component as described in the
client’s BIP. Incorrect implementation of an antecedent or consequence was
defined as not implementing the component as described in the client BIP.
Incorrect implementation included both omission (i.e., participant did not
implement a required treatment component) and/or commission errors (i.e.,
participant implemented a required treatment component incorrectly). BIPs
included both behavior reduction and skill acquisition programming.
Treatment integrity was measured by calculating the percentage of opportuni-
ties that the participants implemented treatment components correctly as
described in the BIP. The number of corrects were divided by the sum of corrects
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and incorrects and multiplied by 100 to obtain a percentage of correct implemen-
tation for antecedent delivery, consequence delivery, and total treatment integrity
(i.e., a combination of antecedent delivery and consequence delivery).

The participants’ supervisors or designated data collectors collected treat-
ment integrity data on the participant’s implementation of client BIPs. At the
private consulting company, the participants’ supervising behavior analysts
observed the participants as they normally would either in-person or virtually
(i.e., Zoom) while collecting treatment integrity data. For the participant at
the university-based school, a doctoral-level graduate student was recruited
as a data collector for in-person treatment integrity measures due to staffing
constraints. Treatment integrity was measured at baseline and then again fol-
lowing implementation of the ACT intervention. Treatment integrity was also
collected during 1-week, 2-week, and 1-month maintenance follow-up.

Secondary dependent measures. Three self-report measures were used to col-
lect data on participant’s psychological flexibility, burnout levels, and stress
levels. All three self-report measures were taken at three separate times over
the course of the study: (a) prior to baseline, (b) as each participant completed
the ACT treatment, and (c) after the last maintenance probe (1 month for Han-
nah, Tina, and Sara; 3 weeks for John).

Psychological flexibility. All participants were asked to complete the Multi-
dimensional Psychological Flexibility Inventory (MPFI; Rolffs et al., 2018).
The MPFT is an ACT measure used to objectively score the psychological
flexibility and inflexibility of participants based on the six core processes of
ACT and includes a more comprehensive assessment of the twelve dimen-
sions of the Hexaflex model. The MPFI yields two scores describing partici-
pants’ flexibility subscales (acceptance, present moment awareness, self-as
context, defusion, values, and committed action) and inflexibility subscales
(experiential avoidance, lack of contact with the present moment, self-as con-
tent, fusion, lack of contact with values, and inaction). Both the flexibility
and inflexibility questions were assigned point values on a scale from 1 to 6
(never true to always true) and were then totaled and averaged so that higher
scores reflected higher levels of either psychological flexibility or inflexibil-
ity. When analyzing participant scores for the MPFI, the goal was to increase
flexibility scores (closer to 6) and to decrease inflexibility scores (closer to 1)
after implementation of the independent variable.

Burnout. Participants were also instructed to complete the Maslach Burn-
out Inventory-Human Services Survey (MBI-HSS; Maslach et al., 1986; Mind
Garden, 2019). The MBI-HSS is the most common method of measuring
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burnout in staff and analyzes emotional exhaustion, depersonalization, and
reduced personal accomplishment. Participants responded to questions on the
MBI-HSS using a 0 to 6 (never to everyday) scale where each question tar-
geted one of the three dimensions of burnout. Scores were then summed and
averaged to reflect a score from 0 to 6 for each dimension: emotional exhaus-
tion, depersonalization, and personal accomplishment. When assessing partic-
ipant scores for the MBI-HSS, the goal was to decrease emotional exhaustion
scores (closer to 0), to decrease depersonalization scores (closer to 0), and to
increase personal accomplishment scores (closer to 6) after implementation of
the independent variable.

Stress. Participants completed the Perceived Stress Scale (PSS; Cohen
et al., 1994), which measured the participants’ perceived levels of stress. The
PSS provides a general assessment of how individuals view experiences in
their daily lives as out of their control, overwhelming, and uncertain (Lee,
2012). Participants responded to the questions on the PSS using a scale from
0 to 4 (never to very often). Individual scores were summed ranged from 0 to
40 with a higher score representing higher levels of perceived stress. Scores
from 0 to 13 were considered low stress, 14 to 26 were considered moderate
stress, and 27 to 40 were considered high stress. At the end of the study, the
goal was for participants to report lowered levels of perceived stress, ideally
between a score of 0 to 13.

Social validity. During the 1-month follow-up, participants were asked to
complete a social validity questionnaire rating their satisfaction with the ACT
workshop as well as the likelihood they would continue to use the learned
tools in their daily lives (Appendix A). Participants scored social validity on
a | to 5 scale (i.e., not satisfied/helpful at all to extremely satisfied/helpful).
The questionnaire also included open-ended prompts for the participants to
be able to provide feedback on the overall study.

Procedural fidelity. The experimenter leading the ACT treatment had training in
and experience with implementing ACT-based interventions for over Syears.
The second experimenter had approximately 1 year of training in and experience
with ACT. The experimenter leading the ACT treatment supervised the second
experimenter throughout the duration of the study. In addition to the qualifica-
tions of the experimenters to be leading the study’s ACT intervention, ACT pro-
cedural fidelity data were collected on the experimenters’ implementation of the
ACT treatment for each participant (Appendix B). Each ACT workshop was
recorded, and data were collected by two master’s-level graduate students. Pro-
cedural fidelity was measured using a predetermined checklist of the topics that
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were to be covered during the sessions. The experimenters received a plus (i.e.,
correct) if they discussed the ACT topic during the session, and they received a
minus (i.e., incorrect) if they did not discuss the ACT topic during the session.
The number of corrects were divided by the number of corrects and incorrects
and multiplied by 100 to obtain a percentage of correct implementation. Proce-
dural fidelity was 100%, 100%, 90%, and 100% for Hannah, Tina, Sarah, and
John, respectively.

Knowledge checks. The experimenters collected data on the participants’
understanding of the ACT concepts to ensure that participants had attended to
and comprehended the material (Appendix C). Knowledge checks were con-
ducted during the live ACT workshop for each of the six ACT core processes.
Participants were asked to explain the general crux of each process in their
own words prior to the experimenters’ review and explanation. Participants’
responses were rated on a scale from 0 to 2 (i.e., does not mention any key-
words to mentions all keywords with accurate definitions). The experiment-
ers then reviewed every core process regardless of the participants’ scores on
their respective knowledge checks.

Interobserver agreement. A second observer simultaneously collected data via
Zoom for 36%, 44%, 38%., and 42% of sessions for Hannah, Tina, Sarah, and
John, respectively. Interobserver agreement (IOA) was calculated using the
interval-by-interval method by dividing the total number of intervals scored
with agreement of both observers by the total number of intervals (i.e., agree-
ment and disagreement) and multiplying by 100. IOA averaged 95% (range,
90% to 100%), 100%, 98% (range, 90% to 100%), and 93% (range, 75% to
100%) of sessions for Hannah, Tina, Sarah, and John, respectively.

A second rater also scored 100% of knowledge checks for all participants.
IOA was calculated using the interval-by-interval method by dividing the total
number of core processes scored in agreement of both observers by the total
number of core processes (i.e., agreement and disagreement) and multiplying
by 100. Interobserver agreement averaged 100%, 100%, 83%, and 100% for
Hannah’s, Tina’s, Sarah’s, and John’s knowledge checks, respectively.

Experimental Design

We used a non-concurrent multiple-baseline across participants design to
demonstrate experimental control. A multiple-baseline design demonstrates
control through the staggered introduction of the intervention and the corre-
sponding changes to behavior (Kazdin, 2011).
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Procedures

The participants implemented behavior reduction plans and skill acquisition
programming for their respective clients as originally designed. All partici-
pants had received training on their clients’ behavior plans at the onset of
services with the clients. This training usually involved adaptations of BST
along with continued supervisory support. The clients’ behavior plans
remained constant throughout the duration of the study. All treatment integ-
rity observations were conducted with either the participants’ same home cli-
ents atthe private company or within the same classroom at the university-based
school for the duration of this study.

Prior to beginning any baseline measures, all participants were given the
three self-report measures to complete. These measures were sent out to each
participant via their company email using a HIPAA-compliant drive. Once
completed, the participants sent the self-report measures back to the principal
investigator to score.

Baseline. Baseline sessions were conducted during the participants’ regular
session hours with their respective clients. Each baseline session lasted 10 to
20 minutes, with several baseline sessions conducted during a single client
meeting. Session lengths varied across participants and were selected based
on the supervisors’ recommendations regarding the ability to collect suffi-
cient treatment integrity data within the specified intervals. Once a session
length was selected for a participant, it was kept constant for the duration of
the study (e.g., all of Hannah’s sessions were 10 minutes long). Supervisors
attended and observed these sessions in-person or virtually as they typically
would outside of the study. The participants were expected to continue imple-
menting their clients’ BIPs as trained and with no additional support apart
from the typical supervisory oversight and assistance. At the start of the ses-
sion, when the opportunity to implement the behavior reduction plan arose,
the supervisor collected treatment integrity data on the participant’s execu-
tion of the plan as described above. The ACT intervention was only imple-
mented if antecedent delivery, consequence delivery, or antecedents and
consequences combined (i.e., total delivery) were consistently below 90%.
Once stable baseline responding had been achieved during treatment integ-
rity observations, participants were exposed to the ACT intervention accord-
ing to the multiple baseline design.

ACT intervention. Following baseline, the experimenters conducted the
ACT intervention with each participant using a telehealth modality (i.e.,
Zoom). All ACT sessions were conducted outside of the participants’
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Table 1. Overview of ACT Workshop.

Session Description Topics

| 30-minutes pre-recorded . Provide overview of ACT

|
video 2. Introduce six core processes
2 2-hours live video |. Discuss of staff obstacles
conference 2. Review six core processes
3. Complete experiential exercises for each
core process
4. Complete ACT matrix
5. Develop SMART goals and ACTion plan
6. Assign worksheets and logs
3 30-minutes live video |. Review assignments
conference 2. Modify goals
3. Discuss ACTion plan

normal work hours by the same two experimenters. Intervention consisted
of a 3-hour ACT workshop, which was conducted over a week with each
participant (Table 1). Each workshop covered the six core processes of
ACT and included a combination of didactic and experiential training. At
the start of the week (i.e., Monday), participants were sent a 30-minute
recording of an overview of ACT and the six core processes. This pre-
recorded video was sent to participants approximately 24 hours before the
start of the live workshop to allow them sufficient time to view the video.
The experimenters then met with the participants at the predetermined
time for a 2-hour live video conference to review the concepts discussed in
the previous recording and to guide the participants through experiential
exercises. This live conference involved the completion of mindfulness
practices and ACT-based exercises, the identification of values and com-
mitted actions for behavior change (i.e., goal setting), and the discussion
of assignments to be completed throughout the rest of the week (adapted
from Flaxman et al., 2013; Harris, 2007; Moran & Ming, 2022; Polk et al.,
2016; Stoddard & Afari, 2014; Table 2). For example, one ACT exercise
that participants completed was a mindfulness exercise called Five Senses.
During this exercise, participants tacted stimuli in their current environ-
ment using their five senses to increase their engagement in present
moment awareness. Another exercise that participants completed was the
Lifetime Achievement Award. This exercise assisted the participants in
values clarification by prompting them to identify some of the values they
would be recognized for if presented with this award.
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Table 2. Guide for the Live Video Conference.

Topic

Description

Discussion of staff
obstacles

Present moment

awareness

Acceptance

Defusion

Self-as context

Values

Committed action

The ACT matrix

WN—hAWN —

. Description of participant cases
. Discussion about experiences with burnout and stress
. Discuss impacts on work and personal life

. Review baseline self-report surveys

. Check-in/knowledge check for understanding
. Review present moment awareness

. Mindfulness exercises

a. Five senses
b. Leaves on a stream

. Check-in/knowledge check for understanding
. Review acceptance
. Acceptance exercises

a. Don’t think about a puppy
b. Beachball metaphor
c. Building a house

. Check-in/knowledge check for understanding
. Review defusion
. Defusion exercises

a. Defy your mind
b. Noticing/cutting the string/popping the bubble

. Check-in/knowledge check for understanding
. Review self-as context
. Self-as context exercises

a. “lam...”

. Check-in/knowledge check for understanding
. Review values
. Values exercises

a. Lifetime achievement award
b. Values clarification checklist

. Check-in/knowledge check for understanding
. Review committed action
. Committed action exercises

a. Life ladder

. Introduce and describe purpose of ACT Matrix

2. Fill in ACT Matrix with participants
Develop SMART I. Complete SMART goals worksheet with participants to
goals and identify immediate goals and values-based actions for

ACTion plan the upcoming week
2. Review optional worksheet for personal ACTion plan
Assign worksheets . Passengers on the bus metaphor
and logs 2. Assign “homework”
a. ACT Daily Diary

b. Self-monitoring worksheet on values-based actions
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About a week later (i.e., the following Monday), the experimenter con-
ducted a 30-minute live follow-up video conference with the participants to
review their assignments, discuss their experiences with engaging in their val-
ues and committed actions, and modify any goals as necessary. The partici-
pants sent back all corresponding assignments and logs to the experimenter for
review. Upon completion of this follow-up, participants were prompted to
complete the three self-report measures. Participants were also given the
option to be able to take part in a check-in scheduled for the week following
the ACT workshop in order to discuss any additional questions or concerns.

Upon completion of the ACT workshop, the supervisors were instructed to
collect treatment integrity data during the participants’ next scheduled client
sessions with supervisor overlap. Post-intervention treatment integrity data
collection included the same procedures as in the baseline condition, with no
additional feedback provided regarding their treatment integrity perfor-
mances. The time between the end of the ACT workshop and the start of
post-intervention data collection typically varied between participants due to
scheduling differences but was no more than 1week for Tina, Sarah, and
John. This interval was longer for Hannah, about 3 weeks, due to Hannah’s
client being quarantined as a result of COVID-19 restrictions.

The criterion to move onto the maintenance phase was treatment integrity
at 90% or higher across three consecutive sessions during post-intervention
data collection. If post-intervention treatment integrity data were below 90%
over four out of five sessions, then a BST phase was initiated unless the data
were on an increasing trend. The participants never met this criterion, so BST
was not implemented.

Maintenance. Supervisors collected maintenance probes to assess if partici-
pants were maintaining their post-intervention treatment integrity. Supervi-
sors or designated data collectors conducted probes 1week, 2weeks, and
1 month following the last post-intervention session. Maintenance probe data
for John were collected 2 and 3 weeks following the last post-intervention
data point due to the university-based school’s summer closure schedule.
Maintenance probes used the same data collection procedures as in the base-
line condition. If participants’ treatment integrity fell below 90% during
maintenance, they were prompted to complete an ACT check-in with the
experimenter to review their goals and values-based actions, which was simi-
lar to the optional check-in offered at the completion of the ACT workshop.
If the next maintenance probe following the check-in resulted in treatment
integrity below 90%, then the BST phase was initiated. However, the partici-
pants never met this criterion, so BST was not implemented. Participants
were not provided feedback on their treatment integrity performance.
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Results

The percentage of correct implementation for each opportunity to conduct a
BIP component (i.e., consequence delivery or total delivery) for Hannah,
Tina, Sarah, and John during baseline, post-intervention, and maintenance
are depicted in Figure 1. These were the specific behaviors targeted during
post-intervention data collection depending on baseline mastery criteria for
each participant. The data in Figure 1 demonstrate experimental control and
show a functional relationship between independent variable (e.g., ACT
intervention) and the dependent variable (e.g., treatment integrity). To dem-
onstrate this experimental control, the experimenters used baseline logic
within a non-concurrent multiple-baseline design, meaning that the interven-
tion was only introduced for the next participant in the multiple-baseline once
stability in data was observed for the previous participant’s treatment integ-
rity post-intervention. For example, the intervention was implemented with
Tina once Hannah’s consequence delivery was stable during post-interven-
tion data collection to demonstrate experimental control.

Hannah’s treatment integrity for antecedent delivery was consistently
above 90%. Therefore, we only focused on Hannah’s consequence delivery.
During baseline, Hannah consistently implemented consequence compo-
nents of the client’s BIP below the 90% benchmark (Figure 1, Top Panel).
She made both omission and commission errors during baseline. Post-
intervention data collection was delayed for Hannah due to her client being
quarantined as a result of COVID-19 restrictions. Once post-intervention
data were collected following the quarantine protocols, Hannah’s conse-
quence delivery was initially on a downwards trend but then increased again
to meet mastery criteria. We therefore transitioned to the maintenance phase.
During the 1-week maintenance probe, consequence delivery fell below the
90% benchmark, so Hannah was prompted to complete an ACT check-in
with the experimenter. After the ACT check-in, Hannah’s performance
increased and treatment integrity remained at 90% correct during the 2-week
and 1-month maintenance probes.

During baseline, both Tina’s antecedent and consequence delivery were
consistently below the 90% treatment integrity target, so Tina’s total delivery
(i.e., antecedent delivery plus consequence delivery) was targeted for post-
intervention data collection (Figure 1, second panel). Tina made both omission
and commission errors during baseline. Upon implementation of the ACT
intervention, Tina’s total delivery immediately increased to meet mastery crite-
ria with 100% treatment integrity during the first three post-intervention ses-
sions. Tina’s performance also maintained above the 90% criterion during the
maintenance phase during the 1-week, 2-week, and 1-month probes.
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Figure |. Participant behaviors targeted during intervention.
Note. This figure illustrates the participants’ delivery of treatment integrity components (i.e.,
consequence delivery, total delivery) that were targeted during intervention.

During baseline, Sarah implemented antecedent components of the cli-
ent’s treatment at 100% across three consecutive sessions. Sarah’s baseline
consequence delivery initially began on an increasing trend but eventually
stabilized below the 90% criterion (Figure 1, third panel); therefore, we only
focused on Sarah’s consequence delivery. She made both omission and com-
mission errors during baseline consequence delivery. Following the ACT
intervention, Sarah’s consequence delivery increased compared to baseline,



734 Behavior Modification 47(3)

and she met mastery criteria to move on to the maintenance phase after five
sessions. During the maintenance phase, Sarah’s consequence delivery
remained at 100% across the 1-week, 2-week, and 1-month probes.

Baseline antecedent component delivery for John was generally variable
and on a downward trend but then stabilized at or above the exclusion crite-
ria. During baseline, John’s consequence component delivery for his client’s
BIP was consistently variable below the 90% benchmark (Figure 1, bottom
panel). He made both omission and commission errors during baseline. John
was also transferred to a different classroom during baseline observations.
Treatment integrity observations with John in the new classroom began at the
12th baseline session; but there were no differences observed in his conse-
quence treatment integrity following this change. Since John’s consequence
treatment integrity was so variable, there was room for improvement in the
stability of his performance following implementation of the intervention.
Upon implementation of the ACT intervention, the stability of John’s conse-
quence delivery increased to meet mastery criteria with a consequence treat-
ment integrity of 100% across the first three post-intervention sessions.
John’s performance also maintained above the 90% mastery criteria during
the maintenance phase during the 2- and 3-week probes.

Self-report data on psychological flexibility, burnout, and stress were col-
lected at three separate points during the study. Participants completed the
MPFI, the MBI-HSS, and the PSS prior to baseline, after the ACT interven-
tion, and after the last maintenance probe. Initial self-report surveys were
discussed during each participants’” ACT workshop, and the experimenter
monitored the completion of subsequent self-report surveys to evaluate any
effects of the independent variable on the participants psychological flexibil-
ity, burnout, and stress levels. The averages or sums for each self-report sur-
vey for Hannah, Tina, Sarah, and John during baseline, post-intervention, and
maintenance are depicted in Table 3.

During baseline, Hannah’s psychological flexibility scores were on the
lower end of the 6-point scale with a score of 2.4, while her inflexibility
scores were on the higher end of the scale with a score of 3.6. After imple-
mentation of the ACT intervention and during her 1-month follow-up,
Hannah'’s psychological flexibility scores had increased to 4.6, and her inflex-
ibility scores had decreased to 2.1. Hannah’s MBI-HSS scores demonstrated
the starkest change when comparing her baseline and 1-month maintenance
scores. During baseline, Hannah rated her overall work-related emotional
exhaustion, depersonalization, and personal accomplishment as 4.7, 2.6, and
3.8 respectively on a 6-point scale. By the 1-month maintenance probe, her
reported emotional exhaustion and depersonalization had decreased to 2.4
and 1.6 while her reported personal accomplishment scores had improved to
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a 5.1 out of 6. Hannah’s perceived stress from the PSS also decreased from a
score of 27 at baseline to an 8 at the 1-month maintenance probe, indicating
that she had high levels of perceived stress at baseline, which then improved
to lower levels of perceived stress during the probe. Based on the results of
Hannah’s MPFI, MBI-HSS, and PSS scores, Hannah may have demonstrated
increased psychological flexibility and decreased inflexibility in response to
the aversive private events associated with work-related burnout and stress
after experiencing the ACT workshop.

During baseline, Tina reported moderate levels of psychological flexibil-
ity with a score of 3.1 and lower levels of inflexibility with a score of 2.2.
After implementation of the ACT intervention and during her 1-month fol-
low-up, Tina’s psychological flexibility scores increased to 4.8, and her
inflexibility scores further decreased to 1.5. During baseline, Tina also
reported low levels of burnout on the MBI-HSS with a 1.1 emotional exhaus-
tion score, a 0.0 depersonalization score, and 5.5 personal accomplishment
score. Tina’s burnout levels continued to decrease through the 1-month main-
tenance follow-up with a 0.2 emotional exhaustion score, a 0.0 depersonali-
zation score, and 5.6 personal accomplishment score. Despite her low levels
of burnout, Tina did report experiencing moderate levels of perceived stress
during baseline with a score of 14 on the PSS. During the 1-month mainte-
nance probe, Tina’s reported perceived stress levels decreased slightly to a
score of 11, indicating that she was experiencing low levels of perceived
stress. Despite her lower reported levels of burnout and stress during base-
line, Tina may have been engaging in higher levels of psychological flexibil-
ity and decreased levels of inflexibility after her participation in the ACT
workshop as illustrated by her MPFI, MBI-HSS, and PSS scores.

During baseline, Sarah’s psychological flexibility scores were already on
the higher end of the 6-point scale with a score of 4.6, while her inflexibility
scores were on the lower end of the scale with a score of 2.4. After implementa-
tion of the ACT intervention, Sarah’s reported psychological flexibility slightly
decreased and her reported inflexibility slightly increased. However, Sarah’s
psychological flexibility scores further increased in comparison to baseline to
5.0, and her inflexibility scores decreased again to 1.9 during her 1-month
maintenance follow-up. Sarah’s MBI-HSS scores followed a similar trend to
her MPFI scores. During baseline, Sarah rated her overall work-related emo-
tional exhaustion, depersonalization, and personal accomplishment as 2.3, 0.2,
and 5.0 respectively on a 6-point scale. Despite the slight increases in emo-
tional exhaustion and depersonalization scores observed immediately after the
intervention, her reported emotional exhaustion and depersonalization had
decreased to 1.1 and 0.2 while her reported personal accomplishment scores
had improved to a 5.3 out of 6 during the 1-month maintenance probe. While
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Sarah did report moderate levels of perceived stress at baseline with a score of
15, her PSS score also decreased to indicate low perceived stress with a score
of 7 during the 1-month maintenance probe. Even though Sarah had previous
experience in ACT prior to the start of this study, the results of her MPFI, MBI-
HSS, and PSS scores indicate that she may have been engaging in higher levels
of psychological flexibility and decreased levels of inflexibility after her par-
ticipation in the ACT workshop.

During baseline, John reported moderately high levels of psychological
flexibility with a score of 4.0 and lower levels of inflexibility with a score of
1.9. After implementation of the ACT intervention and during his 3-week
follow-up, John’s psychological flexibility scores further increased to a score
of 4.9 and his inflexibility scores further decreased to 1.3. During baseline,
John also reported low levels of burnout on the MBI-HSS with a 0.5 emo-
tional exhaustion score, a 0.0 depersonalization score, and 5.2 personal
accomplishment score. While John’s burnout levels slightly increased
through the 3-week maintenance follow-up with an emotional exhaustion
score of 1.5 and a depersonalization score of 0.4, his overall burnout levels
were still considerably low. It is also important to note that John’s personal
accomplishment scores did increase slightly to a 5.5. Similar to his burnout
levels, John also reported experiencing low levels of perceived stress during
baseline with a score of 9 on the PSS. During the 3-week maintenance probe,
his perceived stress continued to decrease to lower levels with a score of 4.
Based on the results of John’s MPFI, MBI-HSS, and PSS scores, John may
have demonstrated increased psychological flexibility and decreased inflex-
ibility after experiencing the ACT workshop despite the potential increase in
aversive private events associated with work-related burnout and stress.

The participants were completed a social validity questionnaire after their
last maintenance session (Table 4). Based on the results of the social validity
measure, it appears that all of the participants found the ACT workshop to be
helpful in both their professional and personal lives and would either most
likely or definitely continue to use the learned tools in both aspects of their
lives. All participants also reported high overall satisfaction with the workshop
and enjoyed the concise yet detailed manner in which the content was pre-
sented. Anecdotally, participants also seemed to appreciate the frequent check-
ins provided during the intervention. While all participants were informed of
the timetable for intervention meetings and for completion of the self-report
surveys, one participant noted that a printed schedule outlining this timetable
would have also been useful. Overall, participants found the ACT workshop to
be a valuable experience for both their professional and personal lives.

The experimenter rated the participants’ understanding of the ACT concepts
and material presented during the pre-recorded ACT video. Knowledge checks
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Table 4. Social Validity Results.

Questions Hannah Tina Sarah John

How satisfied were you with the 5 5 5 4
content/areas that were covered
during the ACT workshop?

How satisfied were you with the format 4 5 5 5
of the ACT workshop?

What is your overall satisfaction with 5 5 5 5
the ACT workshop?

How relevant and helpful was the ACT 5 5 5 4
workshop for you personally?

How relevant and helpful was the ACT 5 5 5 5
workshop for you professionally?

What is the likelihood that you will Definitely Definitely Definitely Definitely

continue to use the strategies you
learned during the workshop in your
personal life?
What is the likelihood that you will Probably Definitely Definitely Definitely
continue to use the strategies you
learned during the workshop in your
clinical practice?

Note. Questions were rated from | =not satisfied/helpful at all to 5=extremely satisfied/
helpful.

were conducted during the live ACT workshop for each of the six ACT core
processes (Table 5). Hannah’s, Tina’s, and John’s ratings were relatively low.
Therefore, when reviewing each core process during the live ACT session, the
experimenters provided more examples for the core processes with which they
had lower ratings. Sarah’s ratings were higher, most likely because she had pre-
vious experience in ACT before the start of this study.

Discussion

The purpose of the current study was to evaluate the effects of an ACT-based
intervention on improving treatment integrity and reducing work-related burn-
out and stress amongst ABA professionals working with individuals who engage
in problem behavior. Following implementation of the ACT intervention, all
participants demonstrated increases in their work performances (i.e., treatment
integrity), and they maintained their performances for up to 1 month. In addition
to their improved treatment integrity, all participants reported engaging in higher
levels of psychological flexibility, and three of the participants had decreased
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Table 5. Participant Knowledge Check Scores.

Core process Hannah Tina Sarah John

Present moment awareness 0 2 0
Acceptance
Defusion
Self-as context
Values

2
0
0
|
Committed action |

oN O — — —
NN NN

self-reported levels of burnout and stress in comparison to their respective base-
line levels.

This study extends previous research by evaluating the efficacy of an ACT
intervention on directly observed treatment integrity. Our results suggest that
ACT may be a useful tool in reducing burnout and stress amongst BTs. This
study also adds to the existing ACT research by examining the effects of ACT
to improve work performance (i.e., treatment integrity) through the measure-
ment of overt behaviors and suggests that ACT-based interventions may be
an effective approach to improving work performance.

Considering the importance and necessity of high-quality work perfor-
mance within the delivery of ABA services, these results may have critical
implications for BTs and their respective clients in the field. BTs within the
ABA field may find themselves at risk for experiencing job-related burnout
and stress with potential negative impacts on work performance due to the
correlational nature between burnout and work performance. ACT-based
interventions and strategies may be beneficial in addressing these aversive
private events and their relation to work performance in order to improve and
better support BTs’ work performances. While this study focused on work
performance in the form of treatment integrity, previous research has sup-
ported the use of ACT to improve work performance by way of active engage-
ment with client treatments (Pingo et al., 2020). ACT may be a useful tool in
improving treatment integrity within ABA and may be helpful for DSPs in
other human service fields as well.

These results may also impact client outcomes. The improvements in staff
treatment integrity observed during this study may have exposed clients to
more consistent and rigorous treatments, which may lead to more successful
client outcomes. The current study did not measure client outcomes through
the course of the study, but future research might look to assess how specific
client outcomes (i.e., progression through treatment plans) might be impacted
by an ACT-based intervention for staff.
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It is important to highlight that the benefits of the ACT intervention used
in this study would be more useful for staff experiencing motivational defi-
cits in relation to poor treatment integrity as opposed to skill deficits. The
results of this study suggest that the motivational deficits often associated
with burnout and stress can potentially be targeted with the behavior-change
agents used during the ACT intervention due to the correlational nature
between private events and observable behaviors. For example, during
Hannah’s ACT intervention, she reported experiencing a lack of motivation
due to burnout on her client case. As a result, Hannah identified values and
formulated committed actions during the ACT workshop to target these moti-
vational deficits. After the ACT workshop, Hannah’s self-report scores illus-
trated lower levels of burnout and increased motivation while her treatment
integrity substantially increased, indicating that the ACT workshop may have
been effective in addressing the private events and observable behaviors cor-
related with her motivational deficits.

It is also interesting to note that even though Tina reported low levels of
burnout and high levels of motivation prior to the ACT intervention, her treat-
ment integrity increased post intervention. While private events (e.g., burn-
out) do not cause poor work performance (e.g., treatment integrity), they still
often co-occur. These findings highlight the importance of not relying solely
on self-report data when examining the effects of ACT-based interventions.
Self-report data and anecdotal evidence are not direct as in data collected on
overt behaviors due to inherent individual biases. Even though Tina reported
low levels of burnout and high levels of motivation prior to baseline and dur-
ing the ACT workshop, her treatment integrity measures revealed a need for
intervention. Since Tina’s treatment integrity improved considerably after the
ACT intervention without the need to implement BST, she may have been
experiencing motivational deficits instead of skills deficits in relation to her
client’s treatment despite her indirectly measured self-report scores. If Tina’s
treatment integrity had not improved after implementation of the ACT work-
shop, BST would have been necessary, which might have been indicative of
skill deficits as opposed to motivational deficits. Future research can attempt
to pinpoint the aspects of ACT that address motivational deficits and further
analyze if ACT can be useful for skill deficits.

While the effectiveness of the ACT intervention can be observed in the par-
ticipants’ treatment integrity, some anecdotal data may be of significance when
considering the implications of ACT beyond the workplace. During the ACT
check-in, all participants reported using the tools and experiential exercises
learned during the workshop in their daily lives. Some participants also
recorded these behaviors on their daily self-monitoring worksheets. Apart from
completing their identified values-based actions and goals in relation to their
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work lives, participants also reported engaging in greater psychological flexi-
bility when faced with aversive private events associated with school work,
house work, and family lives. Even though the goal of the current study was to
use ACT in order to improve work performance, the benefits of the intervention
may have extended beyond its intended goal by positively impacting partici-
pants’ personal lives as well.

One potential limitation of the current study is staff reactivity during obser-
vations of treatment integrity during client sessions. Reactivity may have been
a factor in the initial increases in performance observed during baseline for all
participants. With continued observation, however, all participants’ baseline
work performance stabilized with lower treatment integrity scores. The exper-
imenter attempted to counteract the effects of staff reactivity by designating
the participants’ work supervisors as the primary treatment integrity data col-
lectors since this was considered the norm for all participants. The experi-
menter also calculated IOA through a telehealth modality in order to be as
covert as possible during these observations. To further limit the impacts of
reactivity, future research can conduct more unobtrusive observations of work
performance by either videotaping sessions or by potentially using prior work
performance history as a baseline.

The participant sample in this study may also be another limitation. All of
the participants volunteered to take part in this study. While the experimenters
did screen volunteers based on the inclusion criteria, self-selecting participants
may not have reported exceedingly high levels of burnout and may have exhib-
ited average, as opposed to poor, work performance (e.g., treatment integrity).
Therefore, even though some of the participants in this study did report experi-
encing moderate levels of burnout and below average or inconsistent work per-
formance, they may not all of have fit the intended participant sample.

Another possible limitation is the length of treatment integrity observa-
tions. Due to the shorter 10 to 20 minutes intervals used for treatment integ-
rity observations, the participants’ supervisors were able to collect several
data points within a single client observation session. This provided the
opportunity to collect most of the treatment integrity measures over a shorter
period of time (i.e., two to three client sessions). While this data collection
method was more time efficient for the purpose of this study, using longer
time intervals might have yielded a more accurate representation of the par-
ticipants’ treatment integrity over time. In order to minimize the effects of
this limitation, maintenance data were collected to better observe the partici-
pants’ performance across a longer period of time.

We identified a minimum of 90% correct implementation as optimal treat-
ment integrity as the mastery criterion during post-intervention and mainte-
nance data collection. This criterion was based on the experimenters’ clinical
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experience and expectations. However, this may be a possible limitation
since this minimum optimal treatment integrity criterion is an arbitrary num-
ber that was identified based on the experimenters’ own experiences and
biases. Future research can find a more systematic method for determining
optimal treatment integrity.

There was also the potential for observer or rater bias (i.e., supervisors, doc-
toral student) of participant treatment integrity. The data collectors were aware
of the purpose of this study and were also informed about the end of baseline
treatment integrity measures and the start of post-intervention treatment integ-
rity measures, so observer bias may have influenced the participants’ improved
treatment integrity after implementation of the ACT intervention. However,
average IOA data for treatment integrity measures were high, so rater bias may
not have been as impactful on the results of this study. Future research can use
blinded observers to phase progression so that they are not aware of the transi-
tion between baseline and post-intervention data collection.

The overall generality of the treatment integrity data sheets used in this
study may also be a limitation. The data sheets were not tailored to the clients’
specific BIPs, so data were collected on any instance of treatment implementa-
tion as opposed to a specific checklist of treatment components for each client.
This may not have provided a detailed enough representation of the partici-
pants’ treatment integrity and could have affected the results of baseline and
post-intervention data collection. While the principal investigator attempted to
increase the specificity of treatment integrity measures by breaking down treat-
ment delivery into antecedent components and consequence components,
future studies can use client specific treatment integrity checklists to assess if
more precise data sheets will yield different treatment integrity results.

We did not assess the function of staff behaviors during baseline and
prior to implementing the ACT intervention. Therefore, it is not known for
certain whether low staff performance during baseline was correlated with
motivational deficits or skill deficits. Although participants had received
prior training on their respective clients’ BIPs, there was no standard or
minimal level of competency identified for each participant prior to the
start of the study. Despite the fact that all of the participants had been
trained to implement their client BIPs prior to this study, they continued to
exhibit relatively low or inconsistent treatment integrity. Still, because it
was unclear if participants were trained to a minimal level of competency
prior to this study, another potential limitation involves the possibility of
skills deficits associated with the participants’ work performance due to
insufficient training. To minimize this limitation, self-report data were col-
lected to indirectly evaluate participant burnout and stress levels, but direct
and observable measurements of motivation were not assessed. Since the
ACT intervention was tailored to target the motivational deficits associated
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with low work performance, participants with skill deficits may not have
received maximum benefit without the addition of BST to the intervention.
However, all participants in this study met treatment integrity mastery cri-
teria after implementation of the intervention, suggesting they benefited
from the ACT training. Future studies should determine the function of
poor staff performance by possibly collecting ABC data on staff behaviors
to better individualize the intervention or by ensuring staff training to a
minimal level of competency.

Another potential limitation of this study is the lack of a strong demonstration
of a treatment effect. While the experimenters used baseline logic to show a func-
tional relationship between the independent variable and the dependent variable,
there are still overlapping data points between baseline and post-intervention data
for Hannah’s, Sarah’s, and John’s treatment integrity, which may weaken demon-
stration of a treatment effect. Additionally, there is a slight ascending baseline
level of Hannah'’s treatment integrity prior to the implementation of the interven-
tion without clear change in the level of Hannah’s treatment integrity during post-
intervention data collection. However, all of the participants’ treatment integrity
measures were either inconsistent or below the mastery criterion during baseline,
thus providing a clinical justification for implementing the intervention with each
participant to better support the integrity of client services. Improvements were
observed in the level and variability of Tina’s, Sarah’s, and John’s treatment
integrity upon the staggered implementation of the intervention, thus demonstrat-
ing experimental control and showing a functional relationship between the inde-
pendent variable and the dependent variable.

While the experimenters were qualified to be leading the study’s ACT
treatment, the nature of the procedural fidelity measures for the ACT treat-
ment itself may be considered as a limitation. Measures of procedural fidelity
included whether or not an ACT topic was discussed during the sessions but
did not include further elaborations on the quality of the specific ACT tools
used by the experimenters. As such, future research can include broader mea-
sures of procedural fidelity for ACT treatments by including in-depth mea-
sures involving the quality of the discussions surrounding the ACT metaphors
and experiential exercises used.

One final limitation of the present study is that a component analysis was
not conducted to analyze which elements of the ACT workshop were required
for behavior change. During the ACT workshop, participants learned about
each of the six core processes and were prompted to complete the correspond-
ing experiential exercises. Anecdotally, most of the participants expressed
their need to engage in more present moment awareness, to better identify
their values, and to follow through on their values-based actions, or committed
actions. Consequently, the experimenters attempted to address this limitation
by dedicating more time to discussing these core processes if requested. Future
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studies can conduct component analyses of this intervention to evaluate which
aspects of the six core processes were necessary and most effective. Since the
ACT intervention in its entirety was implemented over the course of 3 hours,
pinpointing the most effective components of the intervention may also be
more time efficient while also increasing participant willingness and buy-in.

Since the goal of the present study was to improve work performance amongst
staff experiencing a co-occurrence of work-related burnout and stress, future
studies should analyze intervention effects on staff in greater distress and report-
ing higher levels of burnout and stress. This may be achieved by including staff
who have worked in the field of ABA for longer periods of time (i.e., 10+ years)
or have faced disciplinary action within their respective organizations. This will
allow future researchers to assess if an ACT intervention will be as effective in
improving the work performance of staff experiencing co-occurring higher levels
burnout and stress as in staff experiencing co-occurring low to moderate levels
burnout and stress.

The purpose of this study was also to increase staff performance on cases that
were specifically identified for intervention. All of the participants’ performances
increased and maintained over time on their chosen cases. However, it would also
be clinically appropriate to assess if the intervention effects would generalize to
other cases on the participants’ caseloads. Future research could test the general-
ization of intervention effects by collecting baseline and post-intervention data on
several of the participants’ cases to determine if an ACT workshop to improve
staff performance on one particular case would also improve performances on
their other cases. Depending on the results, this may provide wider clinical ben-
efits to both staff and clients.

One final suggestion for future research includes the systemic adoption of the
ACT intervention in order to target the organizational consequences associated
with employee burnout. In addition to evaluating the effects of ACT in relation
to staff work performance, researchers can also assess the use of ACT to reduce
staff tardiness and absenteeism, decrease turnover rates, and to improve overall
employee satisfaction. A systemic adoption of the ACT intervention may also
involve including a mentor/mentee relationship between employees and super-
visors as part of the intervention to ensure continued practice of the learned ACT
tools as well as the maintenance of any observed intervention effects. This may
be conducted in a variety of organizational settings including ABA organiza-
tions and beyond.

Despite these limitations, this study contributes critical implications for
DSPs both within and outside of the field of ABA. The results of this investiga-
tion provide preliminary evidence for the use of ACT to improve performance
of staff also experience a co-occurrence of burnout and stress. They also
highlight the need to proactively identify employees who may be experienc-
ing aversive private events related to burnout and stress based on potentially
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correlated observable behaviors due to the indirect nature of employee self-
reports. Future research could implement this intervention with other DSPs to
test for generalization of intervention effects across various fields (i.e., social
work, nursing, education). With further examination, this can potentially pave
the way for higher quality staff performance, more consistent treatment imple-
mentation, and improved client outcomes. This may not only increase the
integrity of behavior analysis as a science but also as a practice.

Appendix A

Social Validity Questionnaire

On a scale of 1 to 5, how satisfied were you with the content/areas that were
covered during the ACT workshop?

Notatall 1 2 3 4 5 Extremely satisfied

On a scale of 1 to 5, how satisfied were you with the format of the ACT
workshop?

Notatall 1 2 3 4 5 Extremely satisfied

On a scale of 1 to 5, what is your overall satisfaction with the ACT
workshop?

Notatall 1 2 3 4 5 Extremely satisfied

On ascale of 1 to 5, how relevant and helpful was the ACT workshop for you
personally?
Not helpfulatall 1 2 3 4 5 Extremely helpful

What is the likelihood that you will continue to use the strategies you learned
during the workshop in your personal life?

a. Definitely not
b. Probably not
c. Possibly

d. Probably

e. Definitely

On a scale of 1 to 5, how relevant and helpful was the ACT workshop for you
professionally?

Not helpfulatall 1 2 3 4 5 Extremely helpful
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What is the likelihood that you will continue to use the strategies you learned
during the workshop in your clinical practice?

a. Definitely not
b. Probably not
c. Possibly

d. Probably

e. Definitely

What did you like best about the study?
What would you have done differently?
Other general feedback:

Appendix B

Procedural Fidelity Data Sheet

Participant #: Date:

The following scale will be used to score the fidelity of the treatment.
+ =The topic was covered during the session
— =The topic was not covered during the session

Was the topic
Session Description Topic covered? (+/-)
| Pre-recorded video Provide overview of ACT +/-
Introduce six core processes +/-
2 |-2hours live video Discuss staff obstacles +/-
conference Review six core processes +/-
Complete experiential exercises +/-
for each core process
Complete matrix +I/-
Development of SMART goals +/-
and ACTion plan
Assign worksheets and logs +/-
3 | hour live video ~ Review assignments +/-
conference Modify goals +1-
Discuss ACTion plan +/-
Total score: [ (Total +) x100] %

(Total +)+(Total —)
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Appendix C
Knowledge Check Data Sheet

Present moment awareness. On a scale of 0 to 2, how accurately can the par-
ticipant explain this core process?

Notatall 0O 1 2 Extremely accurate
Acceptance. On a scale of 0 to 2, how accurately can the participant explain
this core process?

Notatall 0 1 2 Extremely accurate
Defusion. On a scale of 0 to 2, how accurately can the participant explain this
core process?

Notatall 0 1 2 Extremely accurate
Self-as context. On a scale of 0 to 2, how accurately can the participant explain
this core process?

Notatall 0 1 2 Extremely accurate
Values. On a scale of 0 to 2, how accurately can the participant explain this
core process?

Notatall 0 1 2 Extremely accurate
Committed action. On a scale of 0 to 2, how accurately can the participant
explain this core process?

Notatall 0O 1 2 Extremely accurate
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