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Abstract 

Caregivers of people with neurodevelopmental disabilities (NDDs) often experience greater 

levels of psychological distress (i.e., stress, depression, anxiety) than caregivers of people 

without disabilities. Prolonged psychological distress can lead to caregiver isolation and 

negatively impact many aspects of quality of life. Acceptance and Commitment Training (ACT) 

has been successful in increasing psychological flexibility through mindfulness and behavioural 

strategies for caregivers of people with NDDs. Previous ACT research has focused mainly on 

improving self-reported internal states (e.g., forms of psychological distress like anxiety) versus 

observable actions (e.g., goal setting). Limited research has focused on the behavioural activation 

component of ACT (i.e., committed actions), in relation to perceived levels of internal states. 

Examining the effect of behavioural activation on caregivers’ psychological distress during ACT 

could be a crucial aspect in understanding the mechanisms that may improve life satisfaction for 

caregivers of people with NDDs. An ACT workshop in addition to self-monitoring forms and 

instructions for self-monitoring were delivered to 11 caregivers. Caregivers were asked to self-

monitor their committed actions and share their results with the researcher. A quasi-experimental 

design was used to evaluate the impact of ACT on caregivers’ committed actions before, during, 

and after the group-based intervention. The results indicated that the frequency of self-

monitoring immediately increased from baseline to intervention, however the same frequency 

was not maintained at follow-up. Statistical analyses showed that decreases in caregivers’ 

parenting stress was trending towards significance across time. Strengths and limitations of this 

study are discussed and recommendations for future research are provided.   

Keywords: Acceptance and Commitment Training, committed actions, caregivers, 

neurodevelopmental disabilities, self-monitoring 
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Evaluating Committed Actions during Acceptance and Commitment Training for 

Caregivers of People with Neurodevelopmental Disabilities 

Caregivers of people with neurodevelopmental disabilities (NDDs) often experience 

greater stress and risks to mental health (i.e., depression, anxiety, parent-burn out) than 

caregivers of people without disabilities (Bitsika & Sharpley, 2004; Blackledge & Hayes, 2006; 

Estes et al., 2009; Hayes & Watson, 2013; Sullivan et al., 1979). Unfortunately, there are limited 

supports which are offered to caregivers in order to address their mental health and well-being. 

Acceptance and Commitment Training (ACT)1 is one of the few psychosocial interventions that 

has been studied and aimed at promoting mental health and mitigating distress of caregivers of 

people with NDDs. Studies of mental health interventions in general often aim to measure 

psychological outcomes (e.g., stress, anxiety, depression) but do not directly assess the overt 

behaviours people engage in. Additionally, much of the research that evaluates mental health 

interventions for caregivers tends to indirectly measure perceived levels of psychological distress 

through self-report rather than directly measuring the behaviours that caregivers are engaging in 

that may impact their mental health (e.g., goal setting, journaling, exercising). A major 

component of ACT is behavioural activation (i.e., committed actions), yet few studies have 

directly examined the impact of ACT on behavioural outcomes and how they relate to self-

perceived outcomes of psychological distress. It seems warranted to investigate the role that 

committed actions play in reducing stress, depression, anxiety, and parenting stress in addition to 

self-reported psychological variables pre- and post-intervention (Cachia et al., 2015).  

 
1 Acceptance and Commitment Therapy is mostly commonly used in the ACT literature; 

however, it has also been described as Acceptance and Commitment Training (ACTraining; 

Szabo, 2019). ACTherapy is typically implemented in an individualized therapeutic 

environment in the form of psychotherapy by psychotherapists and counsellors. Whereas, 

ACTraining focuses on teaching individuals how to practice ACT in order to potentially 

improve overall wellbeing, rather than focusing on a specific psychopathology. That is, 

anyone can practice and experience benefits of ACT. 
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The Impact of Environment on Caregiver Stress 

Peoples’ environments directly relate to and impact their behaviour. Said another way, 

behaviour can be identified as a function of the environment. The term "environment" pertains to 

any event capable of affecting an individual. The inability to meet demands of the 

environment due to maladaptive coping mechanisms can lead to an imbalance in behavioural 

functioning, commonly known as stress (Folkman & Lazarus, 1985; Hayes & Watson, 2013). 

When environmental demands related to parenting occur (e.g., child exhibiting challenging 

behaviours), maladaptive coping strategies can cause an imbalance in functioning known as 

parenting stress (Deater-Deckard, 1998). Parenting obligations (e.g., providing food, clothing, 

shelter, and basic care) typically cease when children reach the age of majority, which in Canada 

is at the age of 18, however, parenting obligations pertaining to caring for children with NDDs 

tends to be a lifelong commitment. 

Parenting in general can be a stressful experience for many, however, parenting people 

with various NDDs has been identified as more challenging and stressful than parenting people 

without disabilities (Bitsika & Sharpley, 2004; Blackledge & Hayes, 2006; Estes et al., 2009; 

Hayes & Watson, 2013; Sullivan et al., 1979). In general, NDDs can affect an individual’s 

nervous system, brain functioning, learning abilities, and potentially social and communication 

skills across their lifetime. Common NDDs include attention-deficit/hyperactivity disorder 

(ADHD), autism spectrum disorder (ASD), learning disabilities, intellectual disabilities, cerebral 

palsy, as well as impairments in vision and/or hearing. People may possess a single NDD 

diagnosis or comorbid diagnoses (e.g., ASD and ADHD). Parenting stress may vary for each 

caregiver based on the NDDs their child is diagnosed with because of the various behavioural 

phenotypes related to various disabilities (e.g., social skills, agreeableness; Dykens & Hodapp, 

2001; Seltzer et al., 2004). People with NDDs may exhibit challenging behaviours (e.g., 

tantrums, aggression, self-injurious behaviours) or behaviours that do not conform to societal 
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expectations (e.g., repetitive movements, touching strangers without permission, vocal 

stereotypy) in the home and/or in public settings, which can result in increased parenting stress 

for their caregivers. 

Interventions for caregivers of children with NDDs are widespread, however the focus 

is typically on training caregivers to implement programs and strategies to assist with their 

children’s development, rather than supporting the caregivers themselves (Hayes & Watson, 

2013). Unfortunately, very limited to no supports are provided to reduce stress, anxiety, 

depression, and increase overall life satisfaction for caregivers of people with NDDs (Blackledge 

& Hayes, 2006). With increased levels of psychological distress and a lack of supports, 

caregivers may become socially isolated, which may result in additional negative consequences 

to their mental health and overall well-being (Lunsky et al., 2018). In order to understand the 

types of interventions that would be beneficial to caregivers, it is important to understand 

caregiver behaviours including public behaviours that are observable to others (e.g., any actions) 

and private behaviours that are not observable to others (e.g., thoughts, feelings).  

Behaviour as Public and Private Events 

Public events are defined as overt behaviours, in which the individual engages in a 

specific behaviour that other individuals can directly observe. Private events are defined as 

covert behaviours, meaning that no one else is able to identify and observe the specific 

behaviour. Skinner (1974) referred to private behaviours as those that occur “within the skin” 

(i.e., not identifiable to others). For example, physiological experiences (e.g., headaches, 

toothaches), subvocal speech (i.e., thinking), and feelings (e.g., love, joy, sorrow, hate, 

excitement) are private events that occur within the individual and are inaccessible to others 

(unless specifically described by the individual to others). Understanding both covert and overt 

behaviours are important when adjusting personal behaviours in order to improve and enhance 

one’s overall well-being and one’s quality of life.  
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Maladaptive coping strategies can be explained and understood as private verbal 

behaviour. Language processes, also known as verbal behaviour, are both private (i.e., thoughts 

or feelings) and public (i.e., speech). Skinner (1957) explained that language is not innate, but 

rather is acquired, shaped, and maintained by contacting contingencies in one’s environment. The 

environmental variables that control nonverbal behaviour (i.e., actions) are the same principles 

which shape and form people’s verbal behaviour (e.g., principles of reinforcement, punishment, 

extinction, motivating operations). Skinner (1957) posited that verbal behaviour is reinforced by 

a listener’s behaviour in response to vocal-verbal behaviour from the speaker. Over time, people 

learn to use verbal behaviour in order to continuously assess, categorize, and make sense of what 

occurs in one’s environment over time (McEnteggart, 2018). For example, when one experiences 

a physiological private event (e.g., headache) in the absence of a reinforcing variable (e.g., 

medication such as ibuprofen which would alleviate the headache) for the first time, the 

individual may engage in public events such as pressing on one’s head or closing one’s eyes. 

Someone witnessing this person engaging in this overt behaviour may say, “it looks like you 

have a headache. Would you like an ibuprofen to make it go away?” Thus, individuals are taught 

to say, “my head hurts” or “can I have an ibuprofen?” because the overt behaviour of pressing on 

one’s temples and closing one’s eyes (i.e., public events) accompanied the private event (i.e., 

experiencing a headache) and resulted in obtaining a reinforcing variable (e.g., ibuprofen to 

alleviate the headache). Some felt that Skinner’s explanation of verbal behaviour was incomplete 

as it had not been empirically tested (Hayes et al., 2001). Today, the post-Skinnerian account of 

language is explained through Relational Frame Theory (RFT), which is a modern behavioural 

conceptualization of language. 

Private Behaviour Explained Through RFT 

The development of private verbal behaviour can be explained through RFT (Hayes et al., 

2001). RFT is based in functional contextual theory and is known as a post-Skinnerian account of 
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human language and cognition, as it is both an extension yet builds on Skinner’s explanations of 

how humans develop verbal behaviour by explaining these theories through the concepts of 

derived stimulus relations (Hayes et al., 2013). Derivation of stimulus relations first begins with 

the process of stimulus equivalence, defined as the effect of matching behaviours or responses 

that are based on a small set of trained behaviours or responses (Sidman, 1994). For example, a 

person may be taught to match two abstract stimuli (e.g., Stimulus A is the same as Stimulus B) 

to a third stimulus (e.g., Stimulus B is the same as Stimulus C). In the absence of additional 

learning or direct reinforcement contingencies, the person is able to learn that stimulus A and C 

are related or equivalent. When an individual identifies such patterns of unreinforced responses, 

it is said that the individual has derived a stimulus relation, or learned “for free” (i.e., without 

direct training). Thus, individuals learn to identify and relate arbitrary stimuli which in turn 

becomes a type of generalized operant behaviour (Healy et al., 2000). Over time these contextual 

cues for relating stimuli are arbitrarily applied to new stimuli (also known as arbitrary applicable 

relational responding), resulting in the development of novel relational frames (McEnteggart, 

2018; Törneke et al., 2008). In addition to being able to relate arbitrary stimuli to establish 

equivalence relations, an individual may simultaneously derive other stimulus relational operants 

relating to: coordination (e.g., identity), comparisons (e.g., C is bigger than D), opposition (e.g., 

day is the opposite of night), distinction (e.g., A is not the same as Z), temporal frames (e.g., 

spring comes before summer), dietic (e.g., relative to situations of the “speaker”), as well as 

hierarchical relations (e.g., a car is a type of vehicle; McEnteggart, 2018; Törneke et al., 2008). 

That is, individuals begin to relate stimuli which do not share any similar characteristics, and thus 

stimuli that have never been related in the individual’s past learning history become functionally 

effective (Törneke et al., 2008). Thus, RFT emphasizes that relating one concept to another is the 

foundation for human cognition and communication (Hayes et al., 2001). 
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Language and cognition are also key elements in understanding human behaviour and can 

be extremely beneficial for a variety of reasons, however they can also be detrimental (Hayes et 

al., 2013). At a covert level, “verbal behaviour does not require the presence of a particular 

physical environment for its execution. It may remain effective at the covert level because the 

speaker themselves is also the listener and their verbal behaviour may have private 

consequences” (Skinner, 1953, p. 264). Specifically, people create instructions and rules based 

on past experiences of contingencies of reinforcement and punishment and continue to engage in 

behaviours which follow these rules (i.e., rule-governed behaviour; e.g., Green light means go, 

red light means stop). Some rules can be explicitly trained (e.g., A mom telling a child not to 

touch a hot stove or they will get burned can create the explicitly taught rule of: “My mom told 

me not to touch the stove when it is turned on because I will get burned”), but rules can also be 

derived without explicit teaching (e.g., If a teenager who just joined a soccer team won their first 

game, and forgot to wash their jersey out of excitement then wore the same jersey during their 

next game and won, they may derive the rule that: “If I don’t wash my soccer jersey I will play 

well and my team will win the game.”). Pliance, is a rule-governed behaviour which tends to be 

controlled through speaker-mediated consequences and can be identified as an individual 

following a rule (i.e., engaging in the specified behaviour) that has been stated by someone else 

(Törneke et al., 2008). In other words, pliance involves a person doing what someone else has 

told them to do in accordance with a rule or instruction, in order to gain acceptance of the 

speaker. For example, when a boss asks an employee to pass them the stapler, and the colleague 

provides the boss with the stapler, the boss may provide social praise (e.g., “Thank you”), as a 

form of accepting the behaviour of the employee. Pliance can also be seen as behaviours 

governed by self-rules by which the individual’s behaviours have been previously reinforced 

through socially mediated consequences. For example, one may experience the private verbal 

behaviours of: “If I continue to agree with her opinions, I will keep her approval,” or “I will not 



 7 

speed so I do not get penalized by police officers.” However, some forms of engaging in pliance 

can at times generate rule-governed behaviour that is ineffective and harmful (Hayes et al., 

2013). Pliance may at times lead to rigid and inflexible behaviours which are fixated on adhering 

to and gaining approval from others but are consequently insensitive to direct contingencies and 

do not benefit the individual in the long-term. For example, if a caregiver whose child with a 

NDD engages in stereotypic hand flapping behaviour while using public transportation 

experiences glares of disapproval and rude comments from strangers, the caregiver may 

experience private verbal behaviour such as, “I cannot bring my child with me on public transit 

because their behaviour does not conform to societal norms.” Maladaptive private verbal events 

that arise and persist over time may influence behaviour in the present and future (e.g., not 

attending personal appointments due to thinking they should not bring their child on public 

transportation). Over time, ineffective rules and the consequent behaviours may result in the 

development of psychological distress (Hayes & Watson, 2013).  

Behavioural Underpinnings of Psychological Suffering  

Emotional responses and psychological suffering (e.g., stress, anxiety, depression) can 

also be understood in terms of behavioural processes which stem from RFT (Dymond & Roche, 

2009; Dymond et al., 2003; Hayes et al., 2001). Transformation of stimulus functions is another 

aspect from the theoretical process of RFT which explains how language can influence 

behaviour. This concept identifies that stimuli can be transferred or related to other stimuli 

without being explicitly trained to do so. For example, imagine a woman who went to the 

grocery store where her child with NDDs was having a tantrum and a passing stranger told her, 

“You should learn to parent better.” During this scenario, this woman may have experienced a 

variety of private emotional responses such as shame and/or embarrassment, as well as private 

events such as, “I am a bad parent.” As a result, this woman may start to fear taking her child to 

the grocery store with her in the future. Thus, the fear of bringing her child to the grocery store 
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can be considered as having been directly conditioned. Now, say the woman began to fear 

bringing her child to a banquet hall for a friend’s wedding ceremony, even though she had not 

experienced her child having a tantrum at a wedding before nor had any comments made about 

her child by others at weddings. This transfer of maladaptive private events can be related to the 

notion that grocery stores and banquet halls share a relational frame in the context of “places 

where people can see my child have a tantrum.” Overtime, these transformations of stimulus 

functions may extend to the woman avoiding going to the park, restaurant, or mall with her child 

as all of these stimuli fit into the equivalence relations of “public places,” where people may say, 

“she’s a bad parent.” 

Transformation of function can help explain individual’s psychological suffering. An 

individual may abstractly transform functions by associating entire relational networks to other 

relational networks without explicit training. For example, a man may experience the private 

event of feeling helpless in regard to taking care of his son with an NDD. The word helpless in 

this aspect of his life may result in isolation and demotivation when he is asked to participate in 

social events or take on new work projects. The occurrence of isolating himself and feeling 

unmotivated may be unrelated to any experiences associated within the context of socializing 

with friends or work but is based on the transformation of functions of those contexts because he 

has associated them with the term helpless and to the relational networks that describe him taking 

caring of his son. 

As a result of the development of maladaptive private events during transformation of 

function, individuals may often experience a trigger stimulus that is either covert (i.e., a 

maladaptive private event) or overt (i.e., a behaviour someone engages in that the person can 

observe) which they may perceive as a threat or aversive. People may feel restricted to using a 

limited range of responses to uncomfortable and aversive situations (e.g., intentionally not 

answering phone calls, calling in sick when they are not in fact ill). Often, individuals use 
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avoidance as a coping strategy to evade the stimuli. This progression of using language to derive 

relations between symbols and the transformation of stimulus function increases peoples’ 

psychological suffering as language allows aversive stimuli (past or imagined) to be 

psychologically present. The supremacy of language produces a type of psychological 

inflexibility in individuals, which dominants maladaptive private events one experiences which 

thus impedes one’s ability to preserve through challenging environmental demands (Bond et al., 

2011; Kato, 2016). Psychological inflexibility is the process by which an individual experiences 

greater rigidity while attempting to adapt their behaviours to situations rather than behaving in a 

way that is based on personal values (Hayes et al., 2006). Psychological inflexibility often occurs 

during one’s attempts of avoiding unwanted maladaptive private events. Over time, persistent 

psychological inflexibility leads to increased psychological distress (e.g., chronic stress, anxiety, 

depression) and reduced quality of life in individuals (Hayes et al., 2006). 

Increasing Psychological Flexibility through ACT 

From a psychological and cognitive perspective, individuals who experience 

psychological suffering are deemed to have “dysfunctional” schemata or “abnormal” cognitions. 

The “problem” is thus associated with the mind of the individuals (i.e., the person is “sick” or has 

an “illness”) rather than associated with the individual’s interactions within their environment. 

The ACT process is based on RFT and is a third wave behavioural therapy which contextually 

and behaviourally focuses on the fundamental role that human language and cognition play in 

psychological suffering (Hayes et al., 1999; McEnteggart, 2018). The notion behind RFT and 

ACT emphasize the concept that human language has evolved through derived relational 

responding, which in turn produces the unique human experience of psychological suffering. The 

basic theory stems from RFT, while ACT is a clinical intervention that has been designed to treat 

the psychological suffering produced by language (Törneke, 2010; Villatte et al., 2015). 

Specifically, ACT uses mindfulness strategies together with behavioural strategies to help 
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individuals shift from psychologically inflexible behaviours (e.g., avoidance), towards 

developing psychological flexibility (Hayes et al., 2006). Psychological flexibility is the ability to 

be more fully conscious and persist through difficult situations when the value of the outcome is 

important (Harris, 2019). In other words, psychological flexibility is the ability to remain in 

contact with the present moment irrespective of uncomfortable and unpleasant maladaptive 

private or public events (e.g., thoughts, feelings, and bodily sensations) while engaging in 

behaviours that one feels are in line with personal values. Notably, psychological flexibility is 

not a state of happiness or ease but rather an ability to navigate through challenging 

environmental demands flexibly while maladaptive private events arise (Hedman-Lagerlöf, 2019; 

Trindade et al., 2017). Psychological flexibility has been studied and reported to be associated 

with people’s quality of life, mental health or well-being, and psychological distress (Eilenberg et 

al., 2017; Hayes, et al., 2006; Wicksell et al., 2011). The ACT process targets maladaptive 

coping strategies (i.e., avoidance) by establishing psychological flexibility through the six core 

ACT processes. Hedman-Lagerlöf (2019) highlights that in theory, these six core therapeutic 

processes are defined separately, however in applied practice, the processes are continuously 

intertwined, which is referred to as the “hexaflex” (see Figure 1). Explained individually, the six 

core therapeutic processes of the ACT hexaflex include: (1) contacting the present moment (or 

“awareness”), (2) defusion, (3) acceptance, (4) self-as-context, (5) values, and (6) committed 

action(s). Hayes and colleagues (1999) explain the process of contacting the present moment as 

emphasizing an individual’s ability to be consciously aware of and engaging with whatever 

stimuli are occurring in the moment rather than attempting to alter any covert or overt states. For 

example, when experiencing the covert state of anxiety, an individual becomes aware of the 

anxious state and acknowledges the difficult situation they are presented with which has elicited 

the discomfort but does not try to alleviate the covert state or escape the event. Harris (2019) 

explains the process of cognitive defusion as being able to separate or “detach” from one’s own 



 11 

thoughts and memories rather than allowing the covert events to overcome one’s entire 

consciousness. For example, acknowledging the covert behaviours one is experiencing (e.g., 

feeling anxious about making a mistake) but understanding that it is just a thought and one is still 

able to focus on and behave in order to complete a task. The process of acceptance is explained 

as an alternative behaviour to avoidance and refers to allowing or creating room to sit with 

painful feelings, sensations, and emotions rather than pushing the covert events away. Hayes and 

colleagues (1999) describe self-as-context as a ‘thinking-self’ and ‘observing-self.’ That is, 

understanding that one’s private events (i.e., thoughts and feelings) are one’s ‘thinking self,’ and 

acknowledging the process of having private events is known as one’s ‘observing-self.’ Self-as-

context emphasizes that we are able to alter our own overt behaviour while accepting our covert 

states. In other words, one is able to separate covert and overt behaviors, in order to recognize 

that overt behaviours (i.e., one’s actions) are able to be modified while covert behaviours (i.e., 

thoughts and feelings) need not control one’s behaviours but just need to be recognized. This 

process highlights that people can identify with many different roles throughout their lives which 

can continue to change (e.g., daughter, mother, grandmother) however their observing self is the 

same throughout their lives and is simply the “container” that encompasses all those roles. Hayes 

and colleagues (1999) describe the process of values as desired qualities which can never be 

completed or achieved but rather bring fulfillment in one’s life through behavioural activation. 

For example, one may value establishing and maintaining familial and social relationships, 

and/or establishing and maintaining a healthy lifestyle. In other words, one can never achieve the 

end goal of establishing a healthy lifestyle as this is an ongoing process in which one needs to 

actively engage in specific behaviours in order to become and remain heathy. Committed actions 

signify behaviour changes guided by one’s values in order to achieve personal goals and 

overcome daily challenging environmental demands. For example, in order to maintain positive 
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familial relationships (i.e., a personal value), despite having a highly demanding work schedule, 

an individual may commit to having dinner with their spouse and children three times a week. 

Psychological flexibility includes learning to practice a combination of all aspects of the 

ACT hexaflex. Harris (2019) categorized the six processes into three unified pillars known as the 

triflex in order to further explain how the ACT processes are used together to increase 

psychological flexibility in individuals. The triflex is composed of and explained using these 

three pillars: (1) opening up with acceptance and defusion, (2) becoming and being present by 

contacting the present moment and one’s self-as-context, and (3) doing what matters with value 

and clarity and committed action (Harris, 2019; Hedman-Lagerlöf, 2019). The conceptualization 

of ACT emphasizes that psychological distress is caused by psychological inflexibility. Harris 

(2019) provided an example of how the pathological processes involved in psychological 

inflexibility pertain to the ACT model and can be explained in regard to experiencing severe 

anxiety in relation to death. He describes that psychological inflexibility may be present when 

someone with severe anxiety about death is not practicing being present by being absent from the 

present moment (e.g., dwelling on future illness or death scenarios) and engaging in the notion of 

self-as-content (e.g., “If I lose control I will fall ill”). He also explains that the person may begin 

to ‘shut down’ by engaging in cognitive fusion (e.g., “My bodily sensations are signs of falling 

seriously ill”) and experiential avoidance (e.g., avoiding medication prescribed by doctors from 

fear of experiencing negative side effects). Finally, Harris (2019) explains that someone who is 

experiencing severe anxiety about death may not follow their values (e.g., following a rigid and 

rule-governed lifestyle) as well as may practice unworkable actions such as engaging in avoidant 

behaviours (e.g., avoiding medical reassurance provided by physicians). By accessing a 

combination of the ACT processes, one may be able to gain a greater ability to be: fully present, 

conscious, and open to one’s daily positive and negative experiences, which may improve one’s 



 13 

quality of life by being able to effectively respond to daily challenges (Harris, 2019; Hayes et al., 

2006).  

Figure 1 

The ACT Hexaflex 
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over prolonged periods of time without coping strategies may result in psychological 

inflexibility, leading to deteriorated mental health (i.e., psychological distress) stress, anxiety, 

and/or depression (Carpenter & Steffen, 2004). Psychological distress can negatively impact 

one’s physical, psychological, and social well-being, and consequently impede a variety of 

aspects in one’s life, such as professional career and familial relations (Blackledge & Hayes, 

2006; Steijn, et al., 2014). Thus, it is important to provide caregivers with interventions which 

aid in increasing psychological flexibility while coping with maladaptive private events. 

Improving psychological flexibility has been demonstrated through ACT for individuals 

experiencing chronic pain (McCracken, 2013), persons with various psychopathologies (Paz & 

Wallander, 2017), as well as nonclinical populations (e.g., university students; Gagnon et al., 

2016). Group-based ACT workshops have also been conducted for caregivers of children with 

NDDs (Blackledge & Hayes, 2006; Fung et al., 2018; Lunsky et al., 2018). For example, ACT 

has been successful for improving general distress and depression for both mothers and fathers of 

children with ASD (Blackledge & Hayes, 2006). Another study, conducted by Lunsky and 

colleagues (2018) implemented a group-based workshop where ACT was provided as a brief 

intervention (i.e., three sessions, totaling approximately 14 hours) for mothers of children with 

ASD. A unique aspect was that some of the facilitators of the group-based ACT workshops were 

caregivers of children with ASD, which participants reported enhanced the experience by 

providing a sense of understanding and community. Caregiver-to-caregiver support emphasizes 

benefits for caregiver participants due to the sharing of information, feelings, thoughts, 

experiences, and advice that may be common concerns for those raising children with NDDs who 

face similar challenges (Borkman, 1976; Ireys et al., 2001). Lunsky and colleagues (2018) also 

found that mothers of children with ASD who have taken part in ACT facilitated by parent and 

clinician dyads, experienced enhanced mental health as measured by the shortened version of the 

Depression and Anxiety Stress Scale (DASS-21; Henry & Crawford, 2005) along with reductions 
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in parental distress, as measured by the Parenting Stress Index 4th edition (PSI-4; Abdin & 

Abdin, 1990). In addition, mothers of children with ASD have also reported improved 

psychological functioning and flexibility as measured by the Acceptance and Action 

Questionnaire Version II (AAQ-II; Bond et al., 2011), a common finding in previous studies 

evaluating the impact of ACT (e.g., Fung et al., 2018; Kowalkowski, 2012; Lunsky et al., 

2018). Overall, brief group-based ACT workshops (i.e., three sessions) for caregivers have been 

found to be effective in improving social isolation and psychological flexibility, we well as 

decreasing psychological distress (Lunsky et al., 2018).  

Group-based ACT workshops are one of the few interventions that have been 

implemented for caregivers of people with NDDs in order to attempt to reduce psychological 

distress and increase psychological flexibility. However, like many other caregiver interventions, 

ACT has focused solely on internal changes (e.g., stress, anxiety, depression) as measured by 

self-report rather than assessing a combination of covert (i.e., unobservable human behaviour or 

private events; Skinner, 1953) and overt behaviours (i.e., observable actions). Practical 

implications of examining overt actions (i.e., the process of setting goals and taking steps to 

accomplish them) that help caregivers to overcome difficult situations may enhance 

understanding the application of ACT interventions for caregivers of people with NDDs, 

especially in regard to the behavioural activation component of the ACT “hexaflex” – committed 

actions (Blackledge & Hayes, 2006; Murrell & Scherbarth, 2011; Paz & Wallander, 2017). By 

being able to identify, measure, and track the overt behaviours individuals are engaging in, 

patterns may be found that can better explain how and why reductions in covert behaviours (e.g., 

maladaptive private events) occur following ACT workshops. 

Behavioural Activation and Committed Actions 

Since the 1970’s, behavioural activation has been used mainly as a treatment for 

depression to help many people schedule and engage in activities that enhance their well-being, 
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in the fields of psychology (Ekers et al., 2014; Lewinsohn, 1975; Spates et al., 2006) and applied 

behaviour analysis (Cuijpers et al., 2007; Hopko et al., 2004; Kanter et al., 2010). Specifically, 

interventions using behavioural activation have been used to help people with depression 

overcome challenges using principles from applied behaviour analysis. Typically, with support 

from a therapist, the person creates a hierarchy of activities based on perceived difficulty, and 

positive reinforcement is used to increase engagement in activities that are challenging for the 

person (Hopko et al., 2004). The core element of behavioural activation emphasizes the 

importance of the person setting their own goals based on personal values, and then reinforcing 

that person’s behaviours when they align with those values. This notion relates closely to a core 

component of developing psychological flexibility in ACT - committed actions.  

Committed actions are behaviours involving all the core processes of ACT, which are 

practiced by individuals in an attempt to overcome and persevere through challenging 

environmental demands. Gagnon and colleagues (2016) provided a thorough explanation of 

committed action stating that, “committed action involves making moment-by-moment decisions 

and actions that are consistent with values, where goals are pursued even when they are 

accompanied by initial failure, or in the presence of psychological barriers such as discomfort, 

difficult feelings, thoughts, and urges” (p. 252). Martell and colleagues (2013) explained that if 

an individual is experiencing private events such as sadness and/or is consumed with thoughts of 

hopelessness, these depressive symptoms may often be addressed through acceptance, defusion, 

and mindfulness, however, the process of persevering through challenging environmental 

demands would be incomplete without behavioural activation (i.e., committed action). 

Committed actions are closely associated with individual values as they are continuously selected 

by the participants. Individuals may select values across a variety of life domains including, but 

not limited to relationships, health, education, and spirituality. Once an individual identifies the 

importance of personal values, goals are established in order to work towards achieving one's 
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values. Countless behaviours constitute committed actions; for example, if someone values 

spirituality, their committed action may include attending a religious place of worship multiple 

days per week, setting a regular time to pray daily, and deciding to attend a number of various 

religious events each month/year etc. Successful committed actions are relevant behaviours that 

are engaged in, and reflect improvements according to personal values, goals, and psychological 

distress. Moran and colleagues (2018) emphasize that committing requires behavioural activation 

and simply discussing potential behavioural changes does not represent commitment. Many 

individuals may vocalize that they will change their behaviour but a lack of consistency in action 

impedes their achievements (Moran et al., 2018). Therefore, monitoring committed actions may 

provide additional information about how behavioural activation relates to changes in 

psychological distress. Gagnon and colleagues (2016) assessed Harris’ (2019) triflex and 

categorized the hexaflex processes into three axes: open, centered, and engaged (see Figure 2). 

Gagnon and colleagues (2016) explained that most studies using the psychological flexibility 

model of ACT focus primarily on the open (i.e., acceptance and cognitive defusion) and the 

centered (i.e., attention to the present moment) axes. However, a vast amount of literature 

neglects the core processes relating to the engaged axis and overt behaviours, specifically 

committed actions (Gagnon et al., 2016). Measuring committed actions is an important 

component in aiding achievement. By identifying behavioural coping strategies that aid in 

decreasing psychological distress, and behavioural actions that improve quality of life, one can 

continue to apply those actions to maintain long-term positive outcomes.  
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Figure 2 

Gagnon and colleagues’ (2016) Hexaflex Divided into Three Axes 
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McCracken, 2013) have been utilized to obtain indirect measures of self-reported perceived 

abilities and willingness to engage in committed actions. These questionnaires have often been 

used when conducting ACT with populations experiencing chronic pain (e.g., McCracken, 2013). 
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The CAQ-8 asks respondents to rate the following items: a) “I remain committed to my goals 

even when there are times that I fail to reach them,”, b) “When a goal is difficult to reach, I am 

able to take small steps to reach it,” c) “I prefer to change how I approach a goal rather than 

quit,” d) “I am able to follow my long term plans including times when progress is slow,” e) “I 

find it difficult to carry on with an activity unless I experience that it is successful,” f) “If I feel 

distressed or discouraged, I let my commitments slide,” g) “ I get so wrapped up in what I am 

thinking or feeling that I cannot do the things that matter to me,” and h) “If I cannot do 

something my way, I will not do it at all.” The questions included in questionnaires like the CAQ 

and the CAQ-8 (McCracken, 2013) allow us to conclude that a change in covert behaviour has 

been made following the completion of the ACT intervention when examining and comparing 

the individual’s perceived abilities, beliefs, and willingness to engage in committed actions 

before and after the ACT intervention. The belief and willingness that one is able to overcome 

challenging environmental demands after the ACT intervention, is an ideal outcome for many 

individuals, however, obtaining data on the behavioural activation (i.e., committed actions) 

people are engaging in would allow for a clearer demonstration of behaviour change as a result 

of the ACT experience. Furthermore, obtaining data on overt behaviours could also help to 

identify any correspondence between engaging in committed actions and changes in 

psychological distress. 

Directly Measuring Committed Actions 

In order to reduce suffering and improve one’s quality of life, it is necessary to be able to 

monitor, measure, and change overt behaviour (Hayes, 2010). Since many of the ACT processes 

impact an individual’s covert behaviour(s), it may be difficult to obtain accurate measurements 

of their progress. However, Moran and colleagues (2018) emphasize that although committed 

actions may involve covert behaviours, they typically involve overt behaviours and are therefore 

the most measurable component of the ACT process. Individuals can be trained to observe their 
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own private events and in accordance, are then able to alter their overt behaviours to persevere 

through challenging situations (Cooper et al., 2020; Kostewicz et al., 2000). For example, Moran 

and colleagues (2018) explain that by having an individual reflect on and focus on their values 

(e.g., health), they are better able to surpass the urge to engage in behaviours that will provide 

them with immediate reinforcement (e.g., eat a chocolate bar) and rather remain dedicated to 

their desired committed action (e.g., eating more fruits). This type of covert or overt verbal 

behaviour of continuously verbalizing one’s value (e.g., health) increases the reinforcing 

qualities of certain choices and behavioural actions (e.g., eating an apple rather than chocolate). 

In turn, by being aware of both covert and overt behaviours, one is then able to learn how to 

measure their own overt behaviour directly through self-management procedures. One example 

is self-monitoring, the process by which an individual systematically observes their own 

behaviour and records the occurrences and/or non-occurrences of that targeted behaviour 

(Cooper et al., 2020; Fitzpatrick & Knowlton, 2009; Hayes & Cavior, 1977). Self-monitoring has 

been successful for adult clients to decrease behaviours such as overeating (Romanczyk, 1974), 

smoking (Lipinski et al., 1975; McFall, 1977), fingernail biting (Maletzky, 1974), as well as 

sedentary time for older adults (Gardiner et al., 2011). Furthermore, self-monitoring has 

increased: monitoring blood glucose levels in diabetic caregivers (Lawton et al., 2018; Skelly et 

al., 2005), classroom teachers’ use of positive statements while providing instructions (Silvestri, 

2004), and engagement in activities resulting in greater positive affect for caregivers of people 

with dementia (Knippenberg et al., 2018). 

Self-monitoring alone can be an effective behaviour change strategy because it evokes 

private verbal events that follow rule-governed behaviours which function as reinforcers for 

desired behaviours (e.g., “I have already practiced meditation twice this week. I knew I could do 

it!”; Hayes & Cavior, 1977) or punishing undesired behaviours (e.g., “I can’t eat chocolate 

because I will go over my allocated sugar intake today.”; Lawton et al., 2018). Thus, utilizing 
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self-monitoring can be a prompt for the individual to engage in the verbal behaviour to reflect on 

their values before making a choice and may also aid in the creation and following of rule-

governed behaviours.  

Self-monitoring has been successful in decreasing undesired behaviours and increasing 

desired behaviours in adult populations (Lawton et al., 2018; Maletzky, 1974; Kwak et al., 2015). 

Lawton and colleagues (2018) used self-monitoring in the form of continuous glucose 

monitoring (CGM) using a technological device that allows users to view their blood-glucose 

levels in real-time. The results indicated that participants felt empowered while independently 

checking their blood-glucose and were successful in engaging in behaviours to prevent 

hypoglycemia (i.e., low blood glucose levels) and hyperglycemia (i.e., high blood glucose 

levels). Kwak and colleagues (2015) asked students to self-monitor their physical leisure 

activities using cell phone technology (i.e., texting). The results of the study found that most 

participants who self-monitored increased their physical activity, and as a result had a 

significantly more positive self-concepts than those who did not self-monitor and engage in 

physical activity. In addition, the study identified that text messaging was an effective tool for 

self-monitoring daily physical leisure activities. Maletsky (1974) implemented self-monitoring in 

the form of a wrist counter for three participants: a) a 20-year old woman who engaged in 

fingernail biting, b) a 9-year-old boy who excessively raised his hand in class, and c) a 65-year-

old woman who engaged in frequent facial tics. All individuals showed a decrease in their 

challenging behaviour while wearing and using the wrist counter, and an increase in the 

behaviour when the technology for self-monitoring was removed, suggesting that the process of 

self-monitoring reliably exerted control over their behaviour. Self-monitoring as a behaviour 

change strategy can be used to obtain direct measures of people’s behaviour through self-report 

because the behaviour itself is being observed and monitored, as opposed to indirect measures of 

self-report, which are second-hand, based on memory, or potentially “filtered” or inaccurately 
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recalled information. Specifically, obtaining direct measures of committed actions (e.g., self-

monitoring) in the moment could provide more valid information about whether or not the 

participant has actually engaged in the behaviour versus whether they can accurately recall 

engaging in the behaviour (Beiwinkel et al., 2017). For example, direct measures of committed 

actions could address how long the individual engages in committed actions rather than recalling 

how long they think they engaged in the behaviours. It is also beneficial for individuals to self-

monitor their committed actions because it allows for accurate interpretations of the engagement 

or lack of engagement in the committed actions for both the individual and the clinician or 

researcher (Moran et al., 2018). Although, self-monitoring is not without its limitations (e.g., 

inaccurate indications or recordings of occurrences and/or nonoccurrence of specific behaviours), 

it provides opportunity for more detailed and thorough descriptions of the specific types of 

actions that the individual has engaged in. Furthermore, it is not always viable for another 

individual to observe. For instance, it is very difficult for the observer to be with an individual at 

all times throughout a day. Committed actions can occur at any time of day, and the behaviours 

may often be spontaneous due to continuous changes in environmental demands or internal 

private events (e.g., consciously engaging in private verbal behaviour of self-affirmation 

throughout the day). In addition, self-monitoring can promote generalization and maintenance of 

skills learned through ACT, since it allows for increased awareness about one’s own covert and 

overt behaviours. Since planning and assessing for generalization are one of the key dimensions 

of behavioural interventions (Baer et al., 1968), teaching self-monitoring strategies to individuals 

may be beneficial for developing other long-lasting and socially significant behaviour changes. 

Developing self-monitoring skills increases independence and decreases dependence on external 

sources of reinforcement (e.g., praise from workshop facilitators or researchers during a study) 

which may contribute to the individual being more successful after the completion of the 

intervention and maintain benefits over time (Fitzpatrick & Knowlton, 2009; Hayes & Cavior, 
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1977). Self-monitoring allows for the personalization of behavioural strategies which can be 

derived from individual values. From these values, personal goals (i.e., short-term and long-term) 

can be created in accordance with the individualized steps (i.e., committed actions) necessary to 

decrease avoidant behaviours so that one may persevere through challenges in their environment 

and accomplish personal goals. Furthermore, self-monitoring creates a permanent product which 

allows the individual or others to identify whether the target behaviour has or has not occurred 

even when the target behaviour is covert or occurred when others were not present. Permanent 

products are outcomes from a specific behaviour which have produced a change in the 

environment (Martin & Pear, 2019) and are often used in educational settings (i.e., homework, 

worksheets, assignments) to track, assess and determine how overt behaviours are changing or 

being maintained in classroom settings (Alber et al., 2002). By having an individual track their 

own behaviours they may be able to identify any increases or decreases of target behaviour, and 

may be better able to adjust their actions more immediately and appropriately than if they were 

attempting to recall what their behaviour has been like over time and report to someone else 

(Fitzpatrick & Knowlton, 2009; Maletzky, 1974). Furthermore, Moran and colleagues (2018) 

explain that the ability to measure committed actions (e.g., viewing a permanent product of one’s 

self-monitored committed actions) increases and encourages ongoing commitment to adhering to 

goals. Thus, self-monitoring has been shown to be an effective strategy for generalizing to 

different settings and situations outside of research interventions for many individuals, (Cooper 

et al., 2020; Hayes & Cavior, 1977; Knippenberg et al., 2018).  

Promoting Behaviour Change and Generalization with Self-Monitoring 

During behavioural interventions participants are often purposely provided with 

immediate and consistent reinforcement for emitting a target behaviour which enables 

individuals to acquire new skills more easily and quickly. However, immediate and consistent 

reinforcement schedule may impede the generalization and maintenance of the target behaviour 
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after the interventions is removed or faded (Cooper et al., 2020; Koegel & Rincover, 1977). 

When behaviour change occurs under non-trained conditions (i.e., new settings, or with different 

people, various topographies of behaviours, and/or time) then a behaviour is considered to have 

generalized. However, when a learned response is no longer provided with reinforcement 

following each correct behaviour, extinction takes place and the behaviour may no longer occur 

(Cooper et al., 2020; Williams, 1959). Therefore, it is important that participants are not able to 

discriminate between the presence and absence of controlling contingencies which will provide 

them with reinforcement, but rather to program indiscriminable contingencies (Koegel & 

Rincover, 1977). This can be done by utilizing intermittent schedules of reinforcement; providing 

reinforcement for some occurrences of the target behaviour, rather than every instance (Martin & 

Pear, 2019). Behaviour analysts can implement ratio or interval schedules to deliver 

reinforcement in either fixed (e.g., after every second instance of the target behaviour) or variable 

schedules (e.g., after every 2-5 instances of the target behaviour; Cooper et al., 2020; Martin & 

Pear, 2019). Intermittent schedules promote responding for longer periods of time before the 

learner contacts reinforcement (Cooper et al., 2020). In general, intermittent schedules promote 

steady state responding and are used to maintain behaviour over time and have a greater 

resistance to extinction after the completion of the intervention. That is the behaviour continues 

to occur over time even when reinforcement is discontinued due to the previous history of 

reinforcement for the target behaviour during the intervention (Cooper et al., 2020; Williams, 

1959). Asking participants to provide permanent products on intermittent schedules (i.e., asking 

participants to provide a record of self-monitored behaviour randomly throughout the week), may 

help to systematically fade any reinforcement and/or punishment that is provided by the 

researcher (e.g., praise or reminders to complete the task). By fading reinforcement and/or 

punishment that is provided by the researcher it is hoped that participants begin to contact natural 
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contingencies of reinforcement and/or punishment in order to promote generalization and 

maintenance once the intervention is complete (Koegel & Rincover, 1977). 

Another way to enhance generalization may be to promote the use of a self-management 

partner or peer-mentor. Partners who each have individual goals and tasks to accomplish can 

agree to intermittently check-in with each other to share data for their self-monitoring progress 

and provide verbal praise and/or tangible rewards contingent on their performance (Cooper et al., 

2020). Peer-mentoring has been successful in the maintenance of self-monitoring procedures 

used to increase daily exercises (Bull et al., 2018), as well as to enhance dialysis and treatment 

adherence among patients (Bennett et al., 2018) when two individuals contacted each other daily 

and provided tangible reinforcements and consequences to each other. Caregiver-to-caregiver 

mentorship has been used to provide emotional supports to mothers of people with NDDs, which 

in turn they reported to have decreased their levels of anxiety (Ireys et al., 2001).  

Incorporating peer-mentoring with friends, family, or other caregivers during self-

monitoring procedures may increase the likelihood that participants will be able to maintain their 

progress after the completion of the intervention if they establish a self-management partner at 

the beginning of the intervention and continue the relationship after its completion. Establishing 

a peer-mentor can promote generalization because the individual may be more frequently contact 

contingencies of reinforcement from those in their environment (e.g., a friend or family member 

provides social praise) than from a researcher or clinician; Cooper et al., 2020; Koegel & 

Rincover, 1977). 

Self-monitoring has been shown to be an effective self-management strategy, with the 

potential to enhance generalization and maintenance of behaviours after the completion of the 

intervention (Koegel & Rincover, 1977). The promotion of generalization can be programmed 

for using intermittent schedules of reinforcement and peer-mentoring (Cooper et al., 2020; 
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Malott, 1981). Including these strategies in combination with self-monitoring may enhance the 

social validity of any intervention, including ACT for caregivers of children with NDDs. 

Research Gaps 

Although caregivers of people with NDDs have been shown to experience greater stress 

and life challenges than other caregivers, limited services are available to directly support these 

caregivers with their mental health and improve their overall life satisfaction. Some research has 

shown that ACT is effective for improving psychological flexibility and reducing stress, 

depression, and anxiety for caregivers of people with NDDs. However, further research is needed 

to examine how the behavioural activation component of ACT (committed actions) relates to 

changes in caregivers’ psychological flexibility and psychological distress (i.e., stress, 

depression, anxiety). Studies assessing a core component of ACT - committed actions have been 

conducted with people experiencing chronic pain, yet the measures obtained have been strictly 

self-reported beliefs, thoughts, and feelings pertaining to one’s willingness of being able to 

engage in and practice committed actions rather than measuring the behaviours associated with 

committed actions. It is important to directly measure and assess behavioural activation in order 

to better understand how ACT affects committed actions and vice versa. Furthermore, direct 

measures of behaviours (i.e., committed actions), and associations with decreases in levels of 

stress, anxiety, and depression have not been reported in the ACT literature. Self-monitoring has 

helped many individuals monitor the occurrences and/or non-occurrences of their behaviours. As 

committed actions can often entail covert behaviours, self-monitoring may be the most 

appropriate and functional way to monitor committed actions.  

Purpose and Research Questions 

 The purpose of this study was to address gaps in research and extend the ACT literature 

in three ways: (1) address the lack of group-based ACT that focuses on supporting caregivers of 

people with NDDs, (2) address the lack of direct measurements of ACT processes by having 
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caregivers measure their committed actions using self-monitoring before, during, and after a 

group-based ACT workshop facilitated by caregiver-clinician dyads, and (3) assess caregivers’ 

experiences of the group-based ACT workshop through self-report measures. This study used a 

quasi-experimental design to assess the impact of the group-based ACT intervention on 

caregivers’ self-monitored committed actions and self-reported changes in their mental health 

(i.e., decrease in stress, anxiety, and/or depression) and their overall life satisfaction. 

This study aimed to answer the following research questions: 

1. What is the frequency of caregivers’ self-monitored committed actions before, during, 

and after the group-based ACT workshop? 

2. What are the corresponding changes in self-reported psychological variables (e.g., stress, 

anxiety and, depression) pre- and post- the group-based ACT workshop? 

3. What are caregivers’ reported experiences of the group-based ACT workshop facilitated 

by caregiver-clinician dyads? 

Based on previous research, the hypotheses of this study were: 

1. Caregivers will engage in more frequent self-monitoring of committed actions per week: 

a) immediately following the first phase of the ACT workshop, b) throughout the 

remainder of the ACT workshops, and c) increases in their weekly frequency of self-

monitoring committed actions will maintain one-month post- the group-based ACT 

workshop (Cooper et al., 2020; Skelly et al., 2005). 

2. Caregivers will experience positive changes in self-reported psychological variables (i.e., 

less stress, anxiety, and/or depression) after they take part in the ACT workshop and low 

levels of psychological distress will be maintained at the one-month follow-up. 

3. Caregivers will report high acceptability of the: a) ACT workshop, (Fung et al., 2018; 

Lunsky et al., 2018), b) having caregivers of people with NDDs co-facilitate the 
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workshop (Ireys et al., 2001; Lunsky et al., 2018), and c) the self-monitoring tracking 

forms (Kwak et al., 2015). 

Methods 

Participants 

A total of 11 caregivers of people with NDDs were recruited from southern Ontario 

(Niagara and surrounding area) to participate in the group-based ACT workshop. Inclusion 

criteria were individuals who were: a) over the age of 18, b) caregivers of people (of any age) 

with NDDs, and c) proficient in speaking and reading in the English language. There was no 

formal attempt to recruit caregivers from a clinical population as this group-based ACT 

intervention was not meant to be therapy, but rather a supportive experience to help caregivers 

learn about ACT and develop coping strategies. The goal was to reach caregivers in the Niagara 

Region because limited-to-no ACT interventions were available in this region at the time of the 

study. All of the caregivers who participated in this study identified as being female. Participant 

demographic characteristics varied on a number of variables including age, ethnicity, level of 

education, and marital status (see Table 1). Caregivers also reported demographic variables 

pertaining to their child (Table 1). All of the caregivers attended the first workshop session, 10 

out of 11 caregivers attended the second day of the workshop, and 9 out of 11 caregivers 

attended the final workshop session. Finally, 10 out of 11 of the caregivers completed all of the 

pre-, post- and one-month follow-up measures.  

Table 1 

Parent and Child Demographic Variables 

Parent demographics N = 11 Percentage 

Age of parent   

    < 25 1 9.1 
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    25 - 34 1 9.1 

    35 - 44 5 45.4 

    45 - 54 3 27.3 

    65 - 74 1 9.1 

Ethnicity    

    Caucasian 8 72.73 

    Asian 2 18.18 

    Black or African American 1 9.1 

Education   

    High school graduate, diploma or equivalent 2 18.18 

    Some college credit, no degree 3 27.3 

    Trade/technological/vocational training 1 9.1 

    Bachelor’s degree 2 18.18 

    Master’s degree 2 18.18 

    Doctorate degree 1 9.1 

Marital status   

    Married or domestic partnership 9 81.82 

    Divorced 1 9.1 

    Separated 1 9.1 

Number of children   

    1 1 9.1 

    2 7 63.64 
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    3 3 27.3 

Number of children with NDD(s)   

    1 9 69.2 

    2 2 15.4 

Child demographics N = 13 Percentage 

Age of child with NDD(s)*   

    < 4 0 0 

    5 - 10 7 61.6 

    11 - 15 4 30.7 

    16 - 20 0 0 

    > 21 1 7.7 

Gender of child with NDD(s)   

    Male 9 69.2 

    Female 4 30.8 

Number of diagnoses of child   

    1 7 53.8 

    2 4 30.8 

    3 1 7.7 

    > 4 1 7.7 

*One demographic variable was left unanswered by one participant. 

Note. Diagnoses of children included: autism spectrum disorder (ASD), attention 

deficit/hyperactivity disorder (ADHD), developmental delay, dyslexia, learning disability (LD), 
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generalized anxiety disorder (GAD), obsessive compulsive disorder (OCD), sensory processing 

disorder (SPD), continuous ambulatory peritoneal dialysis (CAPD), and bipolar disorder (BPD). 

Settings and Materials 

All workshop sessions were conducted in Autism Ontario Niagara Region Chapter’s 

private community room located in St. Catharines, Ontario between November 2019 and 

December 2019. Pre-, post- and one-month follow-up self-report measures were administered 

through an online survey platform (i.e., Qualtrics ®). The ACT workshop was facilitated by two 

caregiver-clinician dyads (four facilitators total) using the Acceptance and Commitment Training 

(ACT) Manual for Parents with Children with Disabilities (Fung et al., 2019). Each participant 

also received hard copies of teaching materials including: a) slides from the facilitator’s 

Acceptance and Commitment Workshop: Caring for the Caregiver Microsoft PowerPoint® 

presentation, b) various handouts from the manual (e.g., 3.1 Hexaflex with Hand Gestures), c) a 

handout including examples of mindfulness exercises, c) a self-monitoring package (i.e., 

overview of ACT hexaflex with brief definitions, guidelines for setting SMART goals, a chart for 

jotting down personal values), and d) a self-monitoring tracking sheet titled, Committed Action 

Daily Tracking Sheet (see Appendix A). Participants were informed that an apparatus (camera or 

smart phone) for taking photos of or scanning completed Committed Action Daily Tracking 

Sheets would be required. 

Measures 

Primary Outcome Measure 

 Committed Action Daily Tracking Sheet. The primary outcome measure included a self-

monitoring instrument (i.e., Committed Action Daily Tracking Sheet, see Appendix A), which the 

researchers developed to measure participants’ frequencies of self-monitored committed actions. 

This self-monitoring instrument was based on Hayes and colleagues’ (1999) descriptions of 

committed actions. In addition, the researcher asked a previous ACT facilitator (e.g., a caregiver 
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of child with ASD) to review the form, and modifications were incorporated from any feedback 

that was provided. Thus, to identify whether participants were practicing committed actions, they 

measured their own behaviours using the Committed Action Daily Tracking Sheet (Appendix A), 

which was composed of rows for each day of the week, beginning with Sunday and ending with 

Saturday. Next to each day, an open space was provided which was designated for participants to 

freely identify any committed actions they engaged in throughout the day. Next to each written 

answer provided, there was a section to write down whether their committed action was either: 

easy, moderate or challenging. A committed action identified as easy referred to a behaviour that 

took minimal conscious effort to perform. A committed action identified as being moderate 

referred to a behaviour that required a conscious effort to perform. A committed action identified 

as being challenging referred to a behaviour that one found very difficult to engage in and took a 

great amount of effort to perform. Participants were invited to self-monitor their committed 

actions on a daily basis. Additionally, they were asked to provide the researcher with a 

permanent product (i.e., pictures of completed self-monitoring forms sent to the researcher 

electronically via e-mail weekly). The researcher requested these intermittently (not pre-specified 

to the participants), and participants were asked to bring the original copy with them to all three 

ACT sessions (i.e., baseline self-monitoring form at Session 1, and the remaining weekly self-

monitoring forms at Session 2 and Session 3, the “refresher” (i.e., where participants reviewed 

what they had learned in the first two sessions before new activities were introduced).  

The participants’ frequency of self-monitored committed actions was calculated based on 

a weekly average. The sum of responses on the tracking sheet (per week) was divided by the total 

number of days in the week (i.e., 7) and multiplied by 100.  

Secondary Outcome Measures 

Secondary outcome measures included four self-report instruments: a) DASS-21 (Henry 

& Crawford, 2005; Appendix B) which measured perceived levels of psychological distress (i.e., 
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stress, anxiety, depression), b) Parenting Stress Scale (PSS; Berry & Jones, 1995; Appendix C) 

which measured perceived levels of parental stress, c) Valued Living Questionnaire (VLQ; 

Wilson & Groom, 2002; Appendix D) which measured participants’ values and valued living, 

and d) CAQ-8 (McCracken et al., 2014; Appendix E) which measured beliefs about one’s 

willingness to be flexibly persistent and engage in behaviours in line with their values. In 

addition, participants completed an intervention satisfaction survey (i.e., Act Group Feedback 

Survey; Appendix F) to assess caregiver’s opinions on the effectiveness of the workshop and a 

peer-mentoring questionnaire to identify caregiver’s opinions about using (or not using) a peer-

mentor. 

DASS-21. The DASS-21 (Henry & Crawford 2005) is a 21-item measure of general 

psychological distress composed of three subscales (i.e., depression, anxiety, and stress). 

Individuals self-rate items using a 4-point Likert-type scale, which ranges from 0 = does not 

apply to me at all, to 3 = applies to me very much, or most of the time. The outcome scores can 

range from 0 to 63, with higher scores indicating greater levels of distress (i.e., depression, 

anxiety, and stress). The DASS-21 has been found to have good internal reliability with alpha 

coefficients of 0.85, 0.84, and, 0.85 for the depression, anxiety, and stress subscales respectively 

(Gagnon et al., 2016; Henry & Crawford, 2005).  

PSS. The PSS (Berry & Jones, 1995) was designed to discriminate between parental 

stressors compared to general and marital stressors (Zelman & Ferro, 2018). The PSS includes 

18-items rated using a 5-point Likert scale that discusses both positive and negative themes of 

parenthood such as personal development, emotional attachments and well-being, demands on 

resources, and restrictions one may experience. This scale has been used for assessing parental 

stress for both mothers and fathers with and without developmental disabilities. Individuals self-

rate items from 1 = strongly disagree to 5 = strongly agree. The eight positive items are reverse 

scored and possible total scores on the scale can range from 18 – 90. Achieving a higher score on 
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the PSS indicates greater parental stress. According to Zelman and Ferro (2018) the PSS has high 

levels of internal consistency reliability (alpha coefficient = 0.84). The subscales also produced 

moderate to high levels of internal consistency reliability: a) parental rewards (alpha coefficient = 

0.74), parental stressors (alpha coefficient = 0.85), loss of control (alpha coefficient = 0.61), 

parental satisfaction (alpha coefficient = 0.71). These findings were consistent with the initial 

study conducted by Berry and Jones (1995), confirming that the PSS measures parental stress as 

opposed to other stressors (Zelman & Ferro, 2018). 

VLQ. The VLQ (Wilson & Groom, 2002) assesses the importance of personal values. 

The selected domains included in this questionnaire were adapted from an ACT manual (Hayes 

et al., 1999). Domains include: family, intimate relationships, education, work and spirituality. 

Strong negative associations have been found between valued living and depression, anxiety, and 

stress (Wilson et al., 2010). Strong positive associations have been found between valued living, 

mental health, and personal growth (Smout et al., 2014; Romero-Moreno et al., 2017), as well as 

across time (Fung et al., 2018). In addition, the internal consistency reliability of the entire VLQ 

questionnaire was deemed to be acceptable (alpha coefficient = 0.75; Romero-Moreno et al., 

2016). 

CAQ-8. McCracken (2013) developed the CAQ in order to assess commitment in value-

based actions for the populations experiencing chronic pain. The original questionnaire is 

composed of 18 items, including two subscales in which items are rated using a 7-point Likert 

scale ranging from 0 = never true to 6 = always true. The shortened questionnaire (i.e., CAQ-8) 

uses eight of the original items but has the same subscales and rating system. The main objective 

of this self-report questionnaire is to obtain information pertaining to an individual’s beliefs 

about their ability to practice and complete their committed actions. The CAQ in its entirety was 

identified to have good internal consistency (i.e., Cronbach’s alpha = 0.91; Gagnon et al., 2016). 

The CAQ-8 has also been shown to have good internal consistency, ranging from 0.70 to 0.87 
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(Åkerblom et al., 2016; McCracken et al., 2014; Wong et al., 2016). Further, a strong and 

positive correlation has been found between the CAQ-8 and CAQ indicating good construct 

validity for the shortened questionnaire (Gagnon et al., 2016; McCracken et al., 2014). 

ACT Group Feedback Survey. The ACT Group Feedback Survey (Appendix F) was 

created by the research team to assess the acceptability of the group-based ACT workshop for 

participants (e.g., workshop acceptability, benefits and effectiveness of caregiver and clinician 

facilitation). The social validity measure questions were adopted from Lunsky and colleagues 

(2018) and modified to suit the workshop in the current study (i.e., assessed the addition of 

committed actions). Using a 5-point Likert scale ranging from 1 = strongly disagree to 5 = 

strongly agree, participants were asked to rate 8-items such as: a) “The workshop helped me 

address goals that were important and valuable to me,” b) “I plan to continue using self-

monitoring to engage in committed actions,” and c) “I believe I would have had the same 

experience in the workshop if the facilitators were all clinicians (i.e., if none of the group leaders 

were parents of people with autism).”   

Quasi-Experimental Design 

  Originally, the planned experimental design was an interrupted time series design, which 

are frequently used when implementing methods of self-evaluation (e.g., self-monitoring; Cooper 

et al., 2020) for group statistical analyses. However, due to a limited number of participants (i.e., 

N = 11) an interrupted time series design was not possible due to lack of statistical power. 

Instead, this study used a quasi-experimental design known as an ABC or pre-, post-, and follow-

up design within-participants (Cooper et al., 2020). Quasi-experimental designs are often used to 

determine the effectiveness of an intervention, typically in therapeutic or educational 

interventions. The ABC design has little to no experimental control therefore replication is 

needed. This pre-test, post-test and follow-up test design allowed for the dependent variable (i.e., 

self-monitoring of committed actions) to be measured once before the ACT intervention was 
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implemented, once after the completion of the ACT intervention, and again one month after the 

intervention has stopped for each of the 11 participants.  

This study included three phases: 1) baseline assessment (i.e., one week before the ACT 

Workshop Session 1), 2) the group-based ACT workshop (i.e., a 3-hour evening session 

[Workshop Session 1], a full 8-hour day session [Workshop Session 2], and a 3-hour “refresher” 

evening session [Workshop Session 3] which occurred one month later), and a 3) one-month 

follow-up assessment (i.e., one month following Workshop Session 3, refresher) to assess for 

generalization and maintenance. The study took place over 67 days, between November 1st, 2019 

(i.e., baseline measures administered) and January 6th, 2020 (i.e., follow-up measures 

administered). Specifically, the ABC (pre- post-and follow-up) design was used to assess: a) 

caregivers’ average frequencies of self-monitored committed actions (i.e., dependent variable) 

per week, and b) self-reported measures of depression, anxiety, stress, parental stress, personal 

values and one’s beliefs and willingness to engage in committed actions (i.e., secondary 

measures), for one week during baseline, for four weeks after the group-based ACT intervention 

(i.e., independent variable) was introduced, and one month after the completion of the 

intervention (i.e., follow-up). Any changes in caregivers’ frequency of self-monitored committed 

actions were assessed and compared to baseline. Primary and secondary measures were collected 

and assessed within participant and summarized across participants.  

Procedure 

Participant Recruitment and Consent 

 A recruitment flyer (see Appendix G) and letter of invitation (see Appendix H) were e-

mailed and/or personally delivered by the researcher to a number of child and adult 

developmental services across the Niagara Region. The recruitment flyers were also posted and 

shared on social media (i.e., Facebook, Twitter, Instagram, LinkedIn) by the various 

developmental services as well as the researchers. Interested participants contacted the researcher 
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by the phone and/or e-mail that were indicated on the recruitment flyers and the researcher 

contacted them and answered any questions. If and when individuals indicated an interest in 

participating, the researcher confirmed that the individuals were caregivers of at least one child 

with (a) NDD(s). The researcher then e-mailed a letter of invitation and an informed consent 

form (Appendices H & I), or personally delivered the documents to any participant who did not 

have access to a printer. The researcher suggested that participants take time to review these 

documents. The researcher followed-up with the participants to obtain informed consent and 

answer any questions that participants had about participation in the study. Once informed 

consent was obtained from the participants, they were asked to complete a demographic survey 

(Appendix J) to finalize the screening process. Caregivers were provided with a $50 honorarium 

in the form of a e-gift card (e.g., Walmart, Tim Hortons, Amazon, Starbucks) after the 

completion of the one-month follow-up. 

Phase 1: Baseline Assessment 

One week prior to the ACT workshop, the researcher emailed participants a link and 

asked them to complete four self-report measures on the Qualtrics®  platform: DASS-21 

(Appendix B), PSS (Appendix C), VLQ (Appendix D), and CAQ-8 (Appendix E) and begin to 

self-monitoring using the Committed Action Daily Tracking Sheet (Appendix A). Participants 

were also sent a Microsoft PowerPoint® instructional video via email which used visual, 

auditory, and textual cues to describe committed actions, self-monitoring, as well as how to 

submit photographs of the self-monitoring form to the researcher. Participants were asked to send 

a photo or scanned copy of their Committed Action Daily Tracking Sheet (whether they had self-

monitored or not throughout the week) before (i.e., on a random day selected by the researcher) 

the first Workshop Session 1 and were asked to bring the hard-copy of their tracking sheet to the 

first Session 1. The researcher scored caregivers’ Committed Action Daily Tracking Sheets by 
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calculating each participant’s average frequency of self-monitored committed actions during the 

one-week baseline and summarized across all participants. 

Phase 2: Acceptance and Commitment Training 

The ACT intervention was delivered according to the Acceptance and Commitment 

Training (ACT) Manual for Parents with Children with Disabilities (Fung et al., 2019). The ACT 

intervention aimed to increase psychological flexibility through teaching strategies for a) 

defusing and accepting challenging thoughts and emotions that one may experience as being a 

caregiver of a child with an NDD, b) practicing mindfulness/contact with the present moment to 

raise self-awareness and being present, c) sharing valued activities other than parenting, and d) 

brainstorming commitments to engaging in one’s values and emotions to achieve a sense of 

flexibility and perseverance through challenges as a caregiver (Fung et al., 2019; Lunsky et al., 

2018). Each of the strategies correspond to the six core psychological processes of the hexaflex 

(Hayes et al., 1999). The ACT workshop was delivered in a group format and therefore differed 

from individualized psychotherapy (Blackledge & Hayes, 2006; Szabo, 2019). The brief group-

based ACT workshop was divided into three sessions and implemented over three separate days, 

for a total duration of 14 hours. Specifically, the ACT workshop consisted of one 3-hour evening 

session (Session 1), followed by a full 8-hour day session (Session 2), and a third 3-hour 

“refresher” evening session which occurred one month later (Session 3). The ACT intervention 

was co-led by: a) two clinicians (i.e., BCBA® & BCBA-D™) who were previously trained to 

conduct ACT workshops, and b) two mothers of children with NDDs who were extensively 

trained as ACT facilitators. Facilitators also had support from a psychologist and psychiatrist 

who were part of the larger research team. This facilitation format was based on previous group-

based ACT workshops for caregivers (Fung et al., 2018; Lunsky et al., 2018). 

 Session 1. The first evening session included about 30 min for caregivers and facilitators 

to have an informal dinner and get to know each other. Next, facilitators provided a basic 
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introduction to ACT and the underlying theories and processes through a didactic presentation 

and experiential activities targeting two of the core ACT processes (i.e., Raisin Exercise for 

present moment awareness, and the Sweet Spot to target the processes of present moment 

awareness and values). 

Session 2. The next day, the facilitators provided a brief recap of the information that was 

presented in the previous session and provided the caregivers with additional experiential 

exercises (e.g., Leaves on a Stream to target present moment awareness and defusion, and 

Hourglass meditation/Three-Minute Breathing Space for present moment awareness) as well as 

to a variety of paired and group exercises targeting defusion, acceptance, values, and committed 

actions (e.g., Chair exercise, Paired Sharing, 100th Birthday, Bullseye activity). As an addition to 

the Acceptance and Commitment Training (ACT) Manual for Parents with Children with 

Disabilities (Fung et al., 2019), at the end of Session 2, the researcher delivered an additional 

training to the caregivers to teach them how to self-monitor committed actions and provided 

caregivers with an opportunity to ask questions. The training on self-monitoring of committed 

actions was delivered loosely following the behavioural skills training (BST) framework, 

however, it was not truly performance and competency based because not every participant was 

provided with performance and competency-based training with feedback. Specifically, the 

researcher presented the same Microsoft PowerPoint® presentation that was sent to the 

caregivers during baseline and provided verbal instructions on how to self-monitor using the 

Committed Action Daily Tracking Sheet. The researcher then provided examples of how the sheet 

could be filled out and provided the caregivers with an opportunity to practice filling out the data 

sheet. Positive statements and feedback were delivered to the caregivers upon completion of their 

practice, and the researcher answered any questions. Following this practice session, the 

facilitators asked caregivers to think of and make a commitment to do something that would 

bring them closer to their personal values over the next month. Participants were provided with a 
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hard copy of the self-monitoring package and five blank copies of the Committed Action Daily 

Tracking Sheet and were invited to use these materials over the next month to track their 

committed actions. Finally, participants were also invited to use a peer-mentor (e.g., another 

caregiver from the workshop group or a friend or family member) in order to assist them with 

increasing motivation and providing support during their time self-monitoring committed actions 

(not required). Participants were informed that the researcher would be requesting photo or 

scanned copies of their Committed Action Daily Tracking Sheets intermittently throughout the 

next month. 

Session 3. The final group-based ACT workshop session occurred one month after 

Session 2. Caregivers were asked to reflect and report on progress they had made towards 

achieving their values through self-monitoring and engaging in their committed actions. At this 

time, the caregivers’ Committed Action Daily Tracking Sheets were collected. Facilitators then: 

a) reviewed the ACT model, b) invited caregivers to participate in additional experiential 

activities (e.g., Matrix which targeted all of the ACT processes, Le’go which targeted self-as-

context), c) provided participants with a handout of mindfulness exercises and, d) presented the 

group with a final closing activity (e.g., ACT goodbye which targeted all of the core processes of 

ACT). Participants were invited to continue to use their self-monitoring tool which they had 

digital access to but were not provided with additional hard copies. In addition, the researcher did 

not explicitly state for the participants to complete the self-monitoring forms and participants 

were notified that the researcher would no longer be intermittently requesting to view their self-

monitoring data sheets on a weekly basis. In an attempt to decrease dependence on external 

sources of reinforcement (e.g., feedback from researcher) the researcher notified the participants 

that they may be required to provide their self-monitoring forms to the researcher upon the 

completion of the study (one month later).  
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Phase 3: One-Month Follow-Up 

One month after completing Workshop Session 3 (refresher), the researcher emailed 

participants and asked them to complete the same four self-report measures (i.e., DASS-21, PSS, 

VLQ, CAQ-8) through Qualtrics® and to provide a photo or scanned copy of any Committed 

Action Daily Tracking Sheets that they had (or had not) completed between the Workshop 

Session 3 (final) and follow-up. Participants were also asked to complete the Social Validity 

Questionnaire online through Qualtrics® (Appendix F). 

Data Analysis 

Within-Participant Analyses 

Group level. The original analysis plan was to examine whether any changes in reported 

depression, anxiety, stress (DASS-21 [Henry & Crawford 2005]; Appendix B), parenting stress 

(PSS [Berry & Jones, 1995]; Appendix C), life satisfaction (VLQ; [Wilson & Groom, 2002]; 

Appendix D), and beliefs about one’s willingness to complete committed actions (CAQ-8; 

[McCracken, 2013]; Appendix E) differed depending on how frequently the participant engaged 

in self-monitoring committed actions throughout the evaluation. However, it was not possible to 

explore the relation between committed actions and secondary measures due to a lack of 

statistical power (N = 11). Instead, the primary outcome measure (self-monitored committed 

actions) were visually examined to examine the level, trend, and variability of the data set 

(Martin & Pear, 2019), and summarized pre- and post-ACT and one-month following the last 

ACT session. Secondary outcome measures were also explored and summarized descriptively 

using the Statistical Package for Social Science (SPSS ™) software.  

  Individual level. Given that no true single-case experimental design was used, the level, 

trend, and variability of the participants’ individual self-monitoring data across phases (ABC) 

was analyzed through visual inspection (Martin & Pear, 2019). The ABC design was replicated 

across 10 participants. In addition, due to the limited analyses at the group level due to a lack of 
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power, within-participant comparisons of frequencies of self-monitoring and PSS scores were 

examined given that PSS was the only secondary outcome approaching significance.  

To assess for clinical relevance and efficacy pertaining to participants' self-monitoring of 

committed actions, an estimate of the effect size was calculated pre- and post-ACT. There are 

two non-overlapping methods for calculating treatment effect size for single-subject research; 

percentage of non-overlapping data points (PND; Didden, 2006) and percentage of data points 

exceeding the median line (PEM; Ma, 2006). The PND method was not suitable for analyzing the 

effect size in this study because the baseline data contained frequencies of 0%, which would have 

indicated PND results of zero (Didden, 2006). The aim of this study was to assess for any 

increases in frequencies of self-monitoring committed actions participants engaged in, therefore, 

PEM was used to estimate effect size (Ma, 2006). To calculate PEM for each individual 

participant, the median of the baseline data points was identified and then a line was drawn 

across all phases, and any non-overlapping data points which fell above the line were counted 

and divided by the total number of data points and multiplied by 100 (Ma, 2006). The main 

premise of PEM follows the null hypothesis that if the treatment had no effect, the data points in 

the treatment phase would fluctuate above and below the median line. Therefore, the data has a 

50% probability of being above and a 50% probability of being below the median. Effect sizes 

were interpreted from Scruggs and Mastropieri (1998) guidelines (i.e., scores less than 0.50 = not 

effective, scores between 0.50 to 0.69 = debatably effective, scores between 0.50 to 0.89 = 

moderately effective, and scores greater than 0.90 = highly effective). Interobserver agreement 

(IOA) was conducted to identify whether the results of the PEM inspection yielded the same 

values across two observers for 54.5% of participants. The researcher and a research assistant 

individually calculated PEM for the individual graphs and then the researcher calculated the 

percentage of agreements among both observers. The percentage of agreements were calculated 
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by dividing the number of agreements by the number of agreements plus the number of 

disagreements and multiplied by 100 (Cooper et al., 2020).  

Results 

 Primary and Secondary Outcome Measures 

Group Level. Figure 3 demonstrates the group average frequencies of self-monitored 

committed actions for all 10 out of 11 caregivers, per week. Participant 4 was excluded from the 

group analyses as she did not complete the intervention or self-report measures. The y-axis 

represents the average weekly frequencies of self-monitored committed actions throughout the 

study. The x-axis represents the number of weeks across the baseline (A), group-based ACT 

intervention (B), and one-month follow-up phases (C). During baseline (Week 1), self-

monitoring was zero for the entire group. After Workshop Sessions 1 and 2 (i.e., Week 2), 

caregiver’s self-monitored committed actions increased to an average of 4.6 days per week 

(range = 3 to 7 days/week for individual participants). From Week 3 to Week 5 (i.e., the 

“refresher” session), the group average of self-monitored committed actions steadily decreased 

from 4.6 (range = 3 to 7 days/week during Week 2), to 4.3 (range = 0 to 7 days per week during 

Week 3), to 4.1 (range = 0 to 7 days per week during Week 4) and to 2.5 (range = 0 to 5 

days/week during Week 5). The group average frequencies of self-monitoring committed actions 

did not maintain during the one-month follow-up, with the frequency of self-monitoring 

returning to baseline levels. 
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Figure 3 

Caregiver’s Group Average Weekly Frequencies of Self-Monitoring Committed Actions (N=10) 

 

Four exploratory within-participant repeated measures analysis of variance (ANOVA) 

were conducted with data for seven to 10 participants who completed all of the items in each 

secondary measure. Any participants who were missing data for any specific self-report measures 

were excluded from that specific analysis by SPSS. Table 2 displays the means and standard 

deviations of the secondary variables at pretreatment, posttreatment, and follow-up. Mauchly’s 

test of sphericity indicated that the assumption of sphericity was not violated for three of the 

measures (i.e., PSS, VLQ, DASS-21 Total) but was violated for the CAQ-8 and the DASS-21 

subscales (DASS-21 Stress, Anxiety, Depression). The repeated measures ANOVAs indicated 

that the effect of time (i.e., pre-treatment, post-treatment and follow-up) on average parental 

stress scores (PSS) was statistically significant (F(2, 8) = 3.89, p = 0.04), while the DASS Total 

scores were trending towards significance (F(2,6) = 2.60, p = 0.10) . No other measures showed 

statistically significant differences, however descriptively the DASS-21 Stress and Anxiety 

subscales showed decreasing trends over time (indicating improvement in psychological 
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distress). A slight increasing trend on VLQ scores were shown over time (indicating enhanced 

personal values), and the CAQ-8 showed a stable trend over time (indicating not much change 

occurred in beliefs about engaging in committed actions; Table 2).  

Table 2  

Secondary Outcome Measures Across Phases. 

Measure Pre  

M (SD) 

Post  

M (SD) 

Follow-up 

M (SD) 

F (df) p value N 

DASS-21 

(total) 

45.33 (33.51) 31.78 (18.09) 29.78 (21.18) 2.60 (2.00) 0.10 9 

DASS-21 

stress 

19.11 (12.12) 14.00 (7.61) 13.56 (8.41) 1.91 (1.40) 0.20 9 

DASS-21 

anxiety 

10.89 (8.95) 8.00 (5.83) 6.67 (8.00) 1.45 (1.45) 0.27 9 

DASS-21 

depression 

15.33 (14.70) 9.78 (7.64) 9.56 (7.26) 1.82 (1.48) 0.21 9 

PSS 51.80 (15.14) 48.10 (13.82) 47.40 (12.95) 3.89 (2.00) 0.04* 10 

VLQ 69.17 (15.79) 71.05 (6.78) 75.72 (11.24) 1.25 (2.00) 0.31 9 

CAQ-8 28.00 (10.23) 28.00 (8.00) 25.14 (8.27) 0.49 (1.05) 0.52 7 

*indicates variables trending towards significance. 

Given that scores on the PSS were statistically significant (p = 0.04) over time. A paired 

samples t-test was conducted to investigate at which time point there was a significant difference 

(i.e., pre to post, pre to follow-up, post to follow-up). There was a significant difference in PSS 

scores from pre-treatment (M = 45.33, SD = 33.51) to follow-up (M = 29.78, SD=21.18) phases 

(t(2.49) = 9.00, p = 0.4). However, in order to reduce the chance of a Type I (i.e., false positive) 

error, a Bonferroni correction with an alpha equal to .05 (α=0.05) as criterion for significance 
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was performed by dividing alpha (0.05) by the number of pairwise tests conducted (i.e. 3). 

Therefore, the corrected p value was 0.02. With the corrected original p value (i.e., 0.04) being 

greater than the corrected p value (i.e., 0.02), changes across time from pre to follow-up scores 

were deemed as trending towards significance.  

The sample size was too small for adequate power to identify any statistical differences 

for any of the variables. A post-hoc power analysis was conducted on the PSS to identify the 

observed power of the variable. Typically, when the power of the variable is 0.80 or more, then 

one can be confident that one has achieved sufficient power to detect any existent effects (Field, 

2018). Unfortunately, the results of the post-hoc power analysis indicated the PSS had an 

observed power of 0.62 indicating that replications of the experiment should be conducted to 

increase the sample size and subsequent power. 

Although not a formal research question, post-hoc, non-parametric, between-group 

comparisons were made utilizing a chi-square test of independence to examine whether peer-

mentoring was associated with higher frequencies of self-monitoring. A total of five out of 11 

caregivers used a peer-mentor at least once during their experiences of self-monitoring their 

committed actions. Results indicated no association between using a peer mentor and self-

monitoring committed actions (χ2(2) = 1.32, p = 0.52).  

Individual Level. Results of the ACT intervention on participant’s individual frequencies 

of self-monitored committed actions are presented in Figure 4; a-j. The y-axis represents the 

participant’s average weekly frequency of self-monitored committed actions. The x-axis 

represents the number of weeks across baseline, the ACT intervention, and one-month follow-up. 

During baseline, all caregivers showed zero self-monitored committed actions (Figure 4; a-j). 

Participant 4 did not complete the intervention and was therefore excluded from the analyses. All 

other participants displayed an immediate increase in self-monitored committed actions after 

participating in Sessions 1 and 2 (Week 2). Participants 1 (Figure 4-a), 2 (Figure 4-b), 3 (Figure 
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4-c), and 5 (Figure 4-e), showed variable trends in self-monitored committed actions across 

Weeks 2 to 5. Participant 6 (Figure 4-f) maintained a stable trend in self-monitored committed 

actions with an average of 3 days per week across Weeks 2 to 5. Participants 7, 8, 9, and 10 

displayed decreasing trends at various time points during the intervention. Specifically, 

Participant 10 (Figure 4-j) showed a decreasing trend for self-monitoring from an average of 4 

days per week at Week 2 to zero for Weeks 3 to 5. Participant 7 (Figure 4-g) and Participant 9 

(Figure 4-i) displayed decreasing trends after Week 3. Participant 8 (Figure 4-h) and Participant 

11 (Figure 4-k) showed decreases in their average days per week of self-monitored committed 

actions. Specifically, Participant 8 self-monitored an average of 6 days per week at Week 4 to 

zero at Week 5, and Participant 11 self-monitored an average of 5 days per Week to zero at Week 

5. None of the participants maintained their average frequencies of self-monitored committed 

actions per week from the intervention phase (i.e., Week 2 to Week 5) at the one-month follow-

up (Week 9); frequency of self-monitoring returned to baseline levels for all participants. 

Participant’s individual frequencies of self-monitored committed actions in relation to 

changes across time for their self-rated scores on the PSS are presented in Figure 5; a-j. The 

primary y-axis represents the participant’s average weekly frequency of self-monitored 

committed actions. The secondary y-axis represents the participant’s scores on the PSS. The total 

scores on the PSS scale can range from 18 – 90, where higher scores on the PSS indicates greater 

parental stress. The x-axis represents the number of weeks across baseline, ACT intervention, 

and one-month follow-up. During baseline and the one-month follow-up, all caregivers had zero 

self-monitored committed actions (Figure 5; a-j). Participants’ scores on the PSS ranged between 

32 (i.e., indicating less parental stress) to 76 (i.e., indicating high parental stress). Seven 

participants displayed a decrease in scores post-intervention on the PSS compared to their 

baseline levels (i.e., Participant 2; Figure-b, Participant 3; Figure-c, Participant 5; Figure-d, 

Participant 7; Figure-f, Participant 8; Figure-g, Participant 9-i, Participant 11; Figure-j), with the 
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decreases in scores ranging from 3 to 14 in difference. Out of these seven participants, four (i.e., 

Participant 2; Figure-b, Participant 5; Figure-d, Participant 7; Figure-f, Participant 8; Figure-g) 

continued to show a decrease in PSS scores (i.e., ranging between a 1- to 3-point decrease in 

scores) at the one-month follow-up. Specifically, Participant 2 (Figure-b) had a PSS score of 76 

at baseline, 62 at post-intervention, and 60 at follow-up. Participant 5 (Figure-d) had a PSS score 

of 67 at baseline, 59 at post-intervention, and 57 at follow-up. Participant 7 (Figure-f) had a PSS 

score of 32 at baseline, 29 at post-intervention, and 26 at follow-up. Participant 8 (Figure-g) had 

a PSS score of 37 at baseline, 35 at post-intervention, and 33 at follow-up. Participant 2 (Figure-

b) had the greatest decrease (i.e., 16 points) at the one-month follow-up compared to her baseline 

PSS score, while Participant 8 (Figure-g) had the smallest decrease in her PSS score at the one-

month follow-up compared to baseline (i.e., difference of 4). Participants 3 (Figure-c), 9 (Figure-

h) and 11 (Figure-j) showed a gradual increase at follow-up in comparison to post-intervention, 

however, their PSS score at follow-up were still lower than baseline levels. Specifically, 

Participant 3 (Figure-c) had a PSS score of 35 at baseline, 29 at post-intervention, and 30 at 

follow-up. Participant 9 (Figure-h) had a PSS score of 53 at baseline, 47 at post-intervention, and 

50 at follow-up. Participant 11 (Figure-j) had a PSS score of 59 at baseline, 51 at post-

intervention, and 54 at follow-up. Only one participant (Participant 1 (Figure-a)) displayed a 

higher score on the PSS at follow-up than they had at baseline. Specifically, her PSS score was 

45 at baseline, 47 at post-intervention, and 51 at the one-month follow-up. 
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Figure 4 (a-j) 

Frequencies of Self-Monitored Committed Actions for Participants 1(a)- 11(j) 

(a)                                                                   (b) 

 (c)                                                                     (d)  

 

 (e)                                                                     (f) 
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Participant’s individual frequencies of self-monitored committed actions in relation to 

changes across time for their self-rated scores on the PSS are presented in Figure 5; a-j. The 

primary y-axis represents the participant’s average weekly frequency of self-monitored 

committed actions. The secondary y-axis represents the participant’s scores on the PSS. The total 

scores on the PSS scale can range from 18 – 90, where higher scores on the PSS indicates greater 

parental stress. The x-axis represents the number of weeks across baseline, ACT intervention, 

and one-month follow-up. During baseline and the one-month follow-up, all caregivers had zero 

self-monitored committed actions (Figure 5; a-j). Participants’ scores on the PSS ranged between 

32 (i.e., indicating less parental stress) to 76 (i.e., indicating high parental stress). Seven 

participants displayed a decrease in scores post-intervention on the PSS compared to their 
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baseline levels (i.e., Participant 2; Figure-b, Participant 3; Figure-c, Participant 5; Figure-d, 

Participant 7; Figure-f, Participant 8; Figure-g, Participant 9-i, Participant 11; Figure-j), with the 

decreases in scores ranging from 3 to 14 in difference. Out of these seven participants, four (i.e., 

Participant 2; Figure-b, Participant 5; Figure-d, Participant 7; Figure-f, Participant 8; Figure-g) 

continued to show a decrease in PSS scores (i.e., ranging between a 1- to 3-point decrease in 

scores) at the one-month follow-up. Specifically, Participant 2 (Figure-b) had a PSS score of 76 

at baseline, 62 at post-intervention, and 60 at follow-up. Participant 5 (Figure-d) had a PSS score 

of 67 at baseline, 59 at post-intervention, and 57 at follow-up. Participant 7 (Figure-f) had a PSS 

score of 32 at baseline, 29 at post-intervention, and 26 at follow-up. Participant 8 (Figure-g) had 

a PSS score of 37 at baseline, 35 at post-intervention, and 33 at follow-up. Participant 2 (Figure-

b) had the greatest decrease (i.e., 16 points) at the one-month follow-up compared to her baseline 

PSS score, while Participant 8 (Figure-g) had the smallest decrease in her PSS score at the one-

month follow-up compared to baseline (i.e., difference of 4). 

Participants 3 (Figure-c), 9 (Figure-h) and 11 (Figure-j) showed a gradual increase at 

follow-up in comparison to post-intervention, however, their PSS score at follow-up were still 

lower than baseline levels. Specifically, Participant 3 (Figure-c) had a PSS score of 35 at 

baseline, 29 at post-intervention, and 30 at follow-up. Participant 9 (Figure-h) had a PSS score of 

53 at baseline, 47 at post-intervention, and 50 at follow-up. Participant 11 (Figure-j) had a PSS 

score of 59 at baseline, 51 at post-intervention, and 54 at follow-up. Only one participant 

(Participant 1 (Figure-a)) displayed a higher score on the PSS at follow-up than they had at 

baseline. Specifically, her PSS score was 45 at baseline, 47 at post-intervention, and 51 at the 

one-month follow-up. 
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Figure 5 (a-j) 

Frequencies of Self-Monitored Committed Actions for Participants 1(a)- 11(j) 

(a)                                                                   (b) 

 

(c)                                                                                          (d)  

 

 (e)                                                                     (f) 

 

Participant 2 
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(g)                                                                       (h) 

 

(i)                                                                    (j) 

 

Effect Size  

Table 3 demonstrates the overall PEM scores for each participant. The results of the PEM 

analysis indicate that the ACT workshop in addition to self-monitoring committed actions was 

“highly effective” for 60% of participants, moderately effective for 30% of participants, and 

ineffective for 10% of participants. IOA was 100% for 54.5% of the PEM scores for individual 

participant’s graphs calculated across two observers. 
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Table 3 

Effect Size Treatment Calculations Using Percentage of Data Points Exceeding the Median Line 

(PEM) for Individual Participants 

Participant Number of Data 

Points Exceeding 

Baseline Median 

Total Number of 

Intervention Data 

Points 

Effect 

Size 

Rating 

Participant 1 4 4 100% Highly effective 

Participant 2 4 4 100% Highly effective 

Participant 3 4 4 100% Highly effective 

Participant 5 4 4 100% Highly effective 

Participant 6 4 4 100% Highly effective 

Participant 7 3 4 75% Moderately effective 

Participant 8 3 4 75% Moderately effective 

Participant 9 4 4 100% Highly effective 

Participant 10 1 4 25% Ineffective 

Participant 11 3 4 75% Moderately effective 

 

Social Validity  

Ten out of 11 caregivers completed the Act Group Feedback Survey; Appendix F). The 

majority of caregivers (i.e., 90%) agreed with the positively worded statements (i.e., “The 

workshop helped me address goals that were important and valuable to me,” and “The workshop 

gave me skills that I can use in my everyday life”), about the group-based ACT workshop in 

general. Only 60% of caregivers agreed or strongly agreed with the statement, “I plan to continue 

using self-monitoring to engage in committed actions,” while 40% neither agreed nor disagreed 

with the statement. 
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All of the caregivers agreed that it was beneficial for them to have had other parents of 

people with NDDs experience the workshop with them. The majority of caregivers felt it was 

beneficial to have both clinicians (i.e., 90%) and caregivers of people with NDDs (i.e., 100%) 

facilitate the workshop. Finally, although 80% of caregivers identified that they would still have 

participated in the same workshop if the facilitators were all clinicians (i.e., if none of the group 

leaders were parents of people with NDDs), 80% also indicated that they felt they would not 

have had the same experiences in the workshop if all of the facilitators were clinicians. 

Discussion 

A group-based ACT intervention with the addition of a self-management procedure for 

self-monitoring committed actions was implemented for 10 caregivers of people with NDDs. 

One caregiver only attended Session 1 of the workshop and therefore did not experience the ACT 

intervention. This study attempted to add to the limited literature regarding services and supports 

that are available for caregivers of people with NDDs of all ages vs. young children only (i.e., 

school-aged children (up to 12 years old); Blackledge & Hayes, 2006; Fung et al., 2018; Lunsky 

et al., 2018; and children under the age of 18; Cachia et al., 2016;). However, the majority of 

caregivers’ children were between the ages of 7 to 14, and only one child was 25 years old at the 

time of this study. Given that people with NDDs tend to live at home longer (or indefinitely) and 

may require varying levels of support across their lifetime, caregivers may experience greater 

stress over time and may be in greater need of supports that focus on preserving or improving 

their own mental health (Bitsika & Sharpley, 2004; Fung et al., 2018). Providing services and 

supports to caregivers of people of all ages with NDDs allows for a broader range of caregivers 

to have access to clinical supports that may promote their mental health and well-being. 

This study extends previous literature with the addition of a previously supported 

mechanism (i.e., self-monitoring) throughout the study. Self-monitoring has been successful in 

increasing and decreasing behaviours for individuals of various populations (Bull et al., 2018), 
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however to our knowledge, self-monitoring had not been previously evaluated during ACT, or 

formally evaluated for measuring committed actions. Specifically, self-monitoring was shown to 

be an appropriate measure for assessing the impact of the ACT intervention on overt behaviours 

as all caregivers increased their self-monitoring of committed actions immediately after the 

second ACT workshop session (i.e., Week 2). In addition, 54.5% of caregivers used self-

monitoring throughout the remainder of the ACT workshops (i.e., Week 2 to Week 5), and 

27.3% of caregivers used self-monitoring for most of the ACT workshop sessions (i.e., Week 2 

to Week 4).  

Most often, covert behaviours in relation to acceptance, present moment, and defusion 

have been studied during ACT (Gagnon et al., 2016). Studies that have measured committed 

actions have typically done so through indirect measures of self-report (i.e., beliefs about one’s 

ability to engage in committed actions during challenging life circumstances; McCracken, 2013). 

This poses as a challenge because it is difficult to observe and obtain data on covert behaviours. 

Challenges with indirect measures include potentially unreliable data due to the inability to 

directly observe individuals’ behaviours. What individuals say they do in comparison to what 

they actually do can differ greatly (Hayes & Cavior, 1977). Consequently, this can result in 

challenges with determining what behaviours individuals are truly engaging in in order to be able 

to associate any relations of their behaviour to changes in their self-reported decreases in 

psychological distress. This study demonstrated that caregivers can indicate the specific 

behaviours (i.e., committed actions) they engaged in each day of the week. The majority of 

caregivers wrote multiple committed actions weekly and sometimes even daily, which provided a 

permanent product of the frequency of days an individual self-monitored their committed actions. 

To the author’s knowledge no study has directly measured the specific ACT process of 

committed actions in addition to using an indirect measurement tool (i.e., CAQ-8; McCracken, 

2013). Measuring caregivers’ overt behaviours provides an opportunity to assess caregiver’s 
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overt behaviour (i.e., self-monitoring) in relation to their covert behaviours (i.e., psychological 

distress of stress, anxiety and depression). The types of committed actions people are engaging in 

can also be obtained through self-monitoring and assessed to identify any patterns in committed 

actions across participants, as well as directly relate people’s committed actions to their personal 

decreases of self-reported psychological distress. Future research should include a greater 

number of participants (i.e., to enhance statistical power) in order to be able to explore how self-

monitoring is associated with decreases in perceived levels of psychological distress.  

Similar to previous research, these findings suggest that group-based ACT workshops 

seem to be beneficial for caregivers of people with NDDs according to self-report measures (e.g., 

Blackledge & Hayes, 2006; Fung et al., 2018; Lunsky et al., 2018). While the improvements in 

perceived psychological distress for caregivers in this study collectively were not statistically 

significant, a modest decrease in parenting stress across time was evident according to the PSS 

scale. Significant decreases in psychological distress may have been evident across time on the 

DASS-21 with greater statistical power. These findings are consistent with the literature that has 

shown that ACT is successful for reducing anxiety, stress, depression, and parental stress for 

caregivers (Eilenberg et al., 2017; Fung et al., 2018; Lunsky et al., 2018). However, the results 

from the PSS and DASS-21 that were trending towards significance should be interpreted with 

caution given the small sample size in the analyses.  

All of the caregivers reported perceived benefits from the ACT workshop on the social 

validity measure. Specifically, caregivers reported that they appreciated having caregiver-

clinician dyads co-facilitate the group-based ACT workshop, in line with previous findings (e.g., 

Lunsky et al., 2018). Caregivers felt that they benefitted from having both clinicians and 

caregivers of people with NDDs facilitate the workshop, and that they would not have had as 

good of an experience if all of the facilitators were clinicians, which was similar to the findings 

by Lunsky and colleagues (2018). This study further extends that literature by introducing 
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additional supports (i.e., peer-mentoring connections) although this was not required of 

participants. Unlike previous research using a self-management partner (Bennett et al., 2018; 

Bull et al., 2018) the results of this study indicated that caregivers who used a peer-mentor did 

not differ in regard to their frequency of self-monitoring committed actions compared to those 

who did not use a peer-mentor. However, using a peer-mentor could potentially enhance and help 

to build a caregiver’s social circle and decrease social isolation that caregivers of people with 

NDDs may often experience (Ireys et al., 2001; Lunsky et al., 2018). Further research in this area 

is highly warranted. 

Limitations and Future Directions 

There are several limitations of this study. The most prominent limitations are lack of 

rigorous experimental design and small sample size (i.e., N=11). Further, statistical analyses were 

conducted with less than 11 participants as some participants were missing data on certain 

variables or did not complete all of the measures. A small sample size reduces the statistical 

power and can also increase the margin of error. Larger sample sizes increase the power of study 

and they allow for the detection of the effect being larger. The recommended sample size to 

conduct group statistics has been reported as at least N=30 with an observed power level 

typically being around 0.80 (Field, 2018). A second group-based ACT workshop was planned for 

May-June 2020 but was cancelled due to the COVID-19 pandemic and restrictions. The 

participant data from both workshop cohorts were going to be combined to increase power. Data 

collection is underway with a cohort of 15 caregivers experiencing the workshop virtually.  

Another limitation of the study pertains to obtaining measures of psychological distress 

and one’s overall well-being through self-report. Obtaining measures of psychological distress 

and overall well-being using self-report has barriers in terms of reliability (Cooper et al., 2020). 

Specifically, individuals’ self-reported perceived levels of psychological distress and well-being 

may not result in honest responses from fear of being judged by the researchers (i.e. social 



 59 

desirability bias; Grimm, 2010). It would be beneficial to have participants’ psychological well-

being assessed by a clinical professional (e.g., psychologist) to identify more accurate results of 

individuals’ psychological health. In addition, social desirability bias may have also been present 

during the completion of indirect assessments of the CAQ-8 and VLQ. Specifically, many 

individuals reported having high scores on the CAQ-8 during baseline, however, some of the 

participants were not able to view the instructional video pertaining to committed actions and 

reported not knowing what committed actions were prior to its introduction during the 

workshops. Specifically, during the first ACT workshop session it was identified that some of the 

11 caregivers were unable to view the Microsoft PowerPoint® instructional video that was 

provided to them during baseline which described what committed actions were, and how to self-

monitor their committed action. This may have been due to the fact that some of the participants 

did not have the Microsoft PowerPoint® application installed on their technological devices. The 

inability to view the instructional video may have impacted the caregivers’ understanding of 

what committed actions and self-monitoring were. Thus, due to the questionnaire requiring 

participants to answer questions about their beliefs about completing committed actions, 

participants may not have provided truthful response, or the understanding of committed actions 

may have differed across participants (i.e., acquiescence bias; e.g., Baron-Epel et al., 2010). 

Therefore, the increase in self-monitored committed actions from baseline to post-intervention 

may be artificial and should be interpreted with caution. Future studies should ensure that 

instructional videos are recorded and are made accessible for a variety of applications in order to 

ensure participants are provided with the knowledge about concepts they may require (i.e., ACT 

hexaflex, committed actions, self-monitoring) prior to completing questionnaires. 

Conversely, high scores on the CAQ-8 questionnaire may have also provided evidence 

that one’s perceived willingness to engage in committed actions and their actual behavioural 

activation of committed actions may not match. That is, this type of observation may be 
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consistent with Hayes and Cavior’s (1977) explanation that what individuals say they do and 

what they actually do may not correspond. Thus, obtaining indirect measures of one’s 

willingness to engage in committed actions may be a result of social desirability bias, when not 

assessed in combination with direct measurements of behavioural activation. Future studies 

should continue to assess both indirect measures (i.e., CAQ, CAQ-8) and direct measures (i.e., 

self-monitoring forms) of caregivers’ committed actions in order to examine any differences 

between measures for assessing committed actions. 

 Another limitation of the study pertains to the lack of maintenance of the self-

management procedure. Specifically, all participants’ frequencies of self-monitored committed 

actions at the one-month follow-up did not maintain and reverted to baseline levels. Self-

monitoring has been supported as being a self-management strategy which promotes the 

maintenance of newly learned behaviours (Bull et al., 2018). However, the use of a self-

monitoring tool alone was not sufficient for caregivers to maintain self-monitoring their 

committed actions after the intervention ended. At the end of the final workshop session, 

participants were told that intermittent weekly check-ins were no longer going to occur, and that 

caregivers may be asked to submit their self-monitoring forms upon the completion of the study. 

At the one-month follow-up, caregivers had informed the researcher that they continued to 

engage in their committed actions during follow-up, however they did not engage in self-

monitoring at that time. Notably, during the workshop, caregivers reported enjoying receiving e-

mails from the researcher who was checking-in on their self-monitoring. Thus, the researcher’s 

verbal behaviour of “I am going to check-in on your self-monitoring of your committed actions” 

may have exerted control over the participant’s self-monitoring behaviour. This could be 

conceptualized as faulty stimulus control for participants to complete their self-monitoring forms 

as ideally their behaviour would be under the control of naturally occurring reinforcers. 

Conversely, they may have been contacting reinforcement for engaging in committed actions 
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without self-monitoring. It is also interesting to note that some participants responded to the 

researcher’s follow-up e-mails explaining that they engaged in committed actions over the month 

of December but did not self-monitor. Asking caregivers to self-monitor their behaviour 

independently over the month of December and early January (when popular holidays like 

Christmas and New Year’s occur) may have increased the response effort for completing self-

monitoring at that time and decreased the number of opportunities to do so. Furthermore, weekly 

check-ins with the addition of feedback for sending in their self-monitoring forms may have 

served as either positive or negative reinforcement for the caregivers, meaning that once these 

contingencies were removed, the participant’s behaviours may have extinguished, resulting in 

zero levels of self-monitoring at the one-month follow-up. Future studies should further assess 

external reinforcement and punishment contingencies to examine how they influence 

participant’s self-monitoring behaviours. 

 Previous research has shown self-monitoring tools to be highly preferred by the 

participants (Kwak et al., 2015), however, only 60% of caregivers reported planning to use the 

tracking form in the future, while 40% of the caregivers reported neither agreeing nor disagreeing 

to use the tool. Future studies should further examine participant’s acceptability of the self-

monitoring tracking sheet in order to assess what changes could be made to the tool in order for it 

to be more appealing and/or usable for participants to continue to use independently (e.g., 

response effort, format). 

No individual or group goal contingencies were set for completing self-monitoring at a 

higher frequency (i.e., more days per week) and there were no consequences for not self-

monitoring. Many studies have emphasized the importance of setting goals in order to enhance 

performance (Brobst & Ward, 2002; Cunningham & Austin, 2007; Downing & Geller, 2012; 

Garza, McGee, Schenk, & Wiskirchen, 2018; Green, Sigurdsson & Wilder, 2016). Hence, if 

participants were asked to provide the researcher with a goal of how frequently they would like 
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to self-monitor their committed actions, it may have promoted more stable trends in self-

monitoring. Jeffrey and colleagues (2012) state that goals based on individuals’ abilities rather 

than goals assigned as a group result in more pronounced performance improvements in general. 

Therefore, future studies should consider having participants set individual goals for self-

monitoring and assess whether participants’ frequencies of committed actions are impacted by 

goal setting.  

 In addition to goal setting, various forms of participant feedback should be assessed in 

relation to frequency of self-monitoring. Specifically, participants were provided with feedback 

(social praise) for submitting their committed action forms during weekly check-ins whether they 

completed their committed actions or not. Future studies may want to consider assessing 

contingent feedback (e.g., graphical and performance based) in addition to goal setting to 

examine whether this impacts frequency of self-monitoring. 

Conclusions and Implications 

 Group-based ACT workshops have been shown to be successful for increasing 

psychological flexibility as well as decreasing perceived levels of psychological distress (i.e., 

stress, anxiety, and depression; Lunsky et al., 2018). However, throughout much of the literature, 

only indirect measures of the ACT processes (i.e., CAQ-8; McCracken, 2008) and indirect 

measures of caregiver’s behaviours (i.e., self-report) have been obtained. The current study adds 

to the literature by providing additional supports to caregivers of individuals of NDDs as well as 

tools (i.e., self-monitoring) to directly measure a core ACT process – committed actions. Self-

monitoring allows researchers to obtain permanent products of individuals’ behaviours (Cooper 

et al., 2020; Hayes & Cavior, 1977). Other variables such as the specific committed actions as 

well as perceived level of difficulty of engaging in committed actions can be assessed in 

combination with the frequency of self-monitoring committed actions. Examining self-monitored 
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committed actions may help to explain how and why caregivers experience reductions in 

psychological distress following ACT workshops.  

Although the results of this exploratory study were not statistically significant due to the 

lack of power for statistical analyses, modest decreases in psychological distress (i.e., parental 

stress on the PSS) were identified. Additional in-person ACT workshops will be conducted when 

COVID-19 restrictions are lifted in order to combine results of multiple cohorts of caregivers to 

increase statistical power for further analyses. Correspondingly, self-monitored committed 

actions increased from baseline levels during the ACT workshops. Future investigations should 

evaluate how the committed action component of ACT specifically may help to improve 

caregivers’ overall mental-health and well-being. 
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Appendix A 

Participant Committed Action Package 

The Acceptance and Commitment Training (ACT) Hexaflex  

 
ACT Definitions 

Contacting the Present Moment (Be Here Now): being psychologically present: consciously 

connecting with and engaging in whatever is happening in the moment.  

Defusion (Watch Your Thinking): learning to “step back” and separate or detach from our 

thoughts, images and memories. 

Acceptance (Open Up): opening up and making room for painful feelings, sensations, urges and 

emotions. 

Self-as-Context (Pure Awareness): being aware of having the thinking-self and the observing-

self and being aware of whatever we are thinking, feeling, sensing and doing in any moment. 

Values (Know What Matters): desired qualities of ongoing action, describing how we want to 

behave on an ongoing basis. 

Committed Action (Do What it Takes): taking larger and larger patterns of effective action, 

guided by values. 

Harris, R. (2009). ACT made simple: An easy-to-read primer on acceptance and commitment therapy. New Harbinger Pub. 
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Committed Actions 
 

Committed Action: Step by Step 

There are 4 steps to committed action: 

1. Choose a domain of life that is high priority for change. 

2. Choose the values to pursue in this domain. 

3. Develop goals, guided by those values. 

4. Take action mindfully. 

Our ultimate aim is to generalize this approach into larger and larger patterns of committed 

value-guided action, creating a domino effect that spills over into all domains of life (Harris, 

2007, p. 209). 

 

Standard SMART goal example: 

 When it comes to setting goals, make sure you set a SMART goal: 

• Specific: Specify the actions you will take-when and where will you do so, and who or 

what is involved. For example, this is a vague or nonspecific goal: “I will spend more 

time with my kids.” This is a specific goal: “I will take the kids to the park on Saturday 

afternoon to play baseball.” Make your goal specific enough so that you can easily tell 

whether or not you’ve achieved it. 

• Meaningful: If this goal is genuinely guided by your values as opposed to following a 

rigid rule, trying to please others, or trying to avoid some pain, then it will be personally 

meaningful. If it lacks a sense of meaning or purpose, check in and see if it’s really 

guided by your values. 

• Adaptive: Does the goal help you to head in a direction that, as far as you can predict is 

likely to improve, enrich, or enhance your quality of life? 

• Realistic: The goal should be realistically achievable. Take into account your health, 

competing demands on your time, financial status, and whether you have the skills to 

achieve it. 

• Time-framed: To increase the specificity of your goal, set a day, date, and time for it. 

If this isn’t possible, set as accurate a time frame as you possibly can (Harris, 2007, p. 

210). 

Harris, R. (2009). ACT made simple: An easy-to-read primer on acceptance and commitment therapy. New Harbinger Pub
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Committed Action Self-Monitoring Form 

 

 

 

 

 

 

Day Committed Action(s) I Practiced 

Today 

How 

challenging 

was this? 

How did 

you feel? 

Did you 

use a peer-

mentor? 
(Yes/No or N/A) 

 

 

Sunday 

 

 

 

 

   

 

 

Monday 

 

 

    

 

 

Tuesday 

 

 

    

 

 

Wednesday 

 

 

    

 

 

Thursday 

 

 

    

 

 

Friday 

 

 

 

 

 

 

   

 

 

Saturday 
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Information Sheet 
 

 

 

 

Committed Actions (Do What it Takes): taking larger and larger patterns of 

effective action, guided by values. 

 

 

 

You are encouraged to make a conscious effort to perform a committed action at least once 

a day! 

You are encouraged to challenge yourself by selecting a committed action that is difficult 

for you to perform at least once a week! 
 

Difficulty of Committed Actions 

(a) Easy  This is a behaviour that you 

(may) engage in often and takes 

minimal conscious effort to perform.  

 These are behaviours that you 

may have done in the past. 

 

(b) Moderate  This is a behaviour that 

you have to make a conscious effort to 

perform, and find somewhat difficult. 

 These are behaviours that you 

have done only once before in 

the past. 

 

(c) Challenging  This is a behaviour you 

find very difficult to engage in, but you 

have put in a great amount of effort to 

perform it. 

 These are behaviours that you 

have never done before in the 

past. 

 

Instructions: 

1. Whenever you have identified a committed 

action you have done, please identify the 

action you did that day in the “Committed 

Action(s) I Practiced Today” box.  

 

2. Identify whether each committed action you 

practiced was either: easy, moderate or 

challenging in the “How challenging was 

this?” box. Feel free to elaborate with your 

thoughts. 

 

3. Indicate how practicing or fulling your 

committed action made you feel (e.g., happy, 

accomplished, upset etc.). Feel free to 

explain why you felt the way you did. 

 

4. Write either ‘yes’, ‘no’ or ‘not applicable 

(n/a), to indicate whether you used a peer 

mentor for a committed action. 
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Appendix C 

Tool 1: Parental Stress Scale (questionnaire attached) 
Component being measured: 

• Attempts to measure the levels of stress experienced by parents. 

• Takes into account positive and negative aspects of parenting. 
 
Why this outcome matters? 
Higher levels of parental stress related to: 

• Lower levels of parental sensitivity to the child 

• Poorer child behaviour 

• Lower quality of parent – child relationship. 
 
In particular, provides evidence related to Children’s Centres work to ‘improve 
parenting’ and Core Purpose goal of ‘improving parenting skills’ 
Tool details: 

• Developed by Berry and Jones (1995) as an alternative to the 101-item Parenting 
Stress Index. 

• Provides a measure that considers positive aspects of parenting as well as the 
negative, ‘stressful’ aspects traditionally focused on. 

Format of the tool: 

• 18 – item self report scale – items represent positive (e.g. emotional benefits, 
personal development) and negative (demands on resources, restrictions) themes 
of parenthood. 

• Respondents agree or disagree in terms of their typical relationship with their child 
or children 

• 5 – Point scale; strongly disagree, disagree, undecided, agree, strongly agree. 
Use of the tool: 
What can the tool help to assess? 

• Changes in parental stress levels for parents/carers who have accessed targeted 
support, such as family support, parenting courses and one to one parenting 
support. 

• The outcomes of services or areas of work focused on improving parents/carers 
parenting capacity. 

Practical administration: 

• Self completion or could be administered as an interview. 

• The scale is relatively short and easy to administer – can be completed in less than 
10 minutes. 

• Can be used as a before and after measure. 
Scoring the tool: 
We want a low score to signify a low level of stress, and a high score to signify a 
high level of stress. 
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Parental Stress Scale  

The following statements describe feelings and perceptions about the experience of being 
a parent. Think of each of the items in terms of how your relationship with your child or 
children typically is. Please indicate the degree to which you agree or disagree with the 
following items by selecting the appropriate number. 

1 = Strongly disagree 2 = Disagree 3 = Undecided 4 = Agree 5 = Strongly agree  

1 I am happy in my role as a parent  

2 There is little or nothing I wouldn't do for my child(ren) if it was necessary.  

3 Caring for my child(ren) sometimes takes more time and energy than I have 
to give.  

 

4 I sometimes worry whether I am doing enough for my child(ren). 

 

 

5 I feel close to my child(ren).  

 

 

6 I enjoy spending time with my child(ren).  

 

 

7 My child(ren) is an important source of affection for me.  

 

 

8 Having child(ren) gives me a more certain and optimistic view for the future.  

 

 

9 The major source of stress in my life is my child(ren).  

 

 

10 Having child(ren) leaves little time and flexibility in my life.  

 

 

11 Having child(ren) has been a financial burden.  

 

 

12 It is difficult to balance different responsibilities because of my child(ren).  

 

 

13 The behaviour of my child(ren) is often embarrassing or stressful to me.   
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14 If I had it to do over again, I might decide not to have child(ren).  

 

 

15 I feel overwhelmed by the responsibility of being a parent. 

 

 

16 Having child(ren) has meant having too few choices and too little control 
over my life. 

 

17 I am satisfied as a parent 

 

 

18 I find my child(ren) enjoyable 

 

 

 

Scoring 

To compute the parental stress score, items 1, 2, 5, 6, 7, 8, 17, and 18 should be 
reverse scored as follows: (1=5) (2=4) (3=3) (4=2) (5=1). The item scores are then 

summed.  

Scoring the tool: 
We want a low score to signify a low level of stress, and a high score to signify a 
high level of stress 

• Overall possible scores on the scale range from 18 – 90. 

• The higher the score, the higher the measured level of Parental stress 
Use a simple table to show the before and after results to evidence whether an 
intervention has had a positive effect.  

• Comparison of individuals before / after or longitudinal overall Parental 
Stress Scale scores. 

• The comparison of before and after mean average scores for groups 
(parents/carers accessing the particular intervention/group sessions, 
service or provision) 

 
Reference: 
Berry, J. D. & Jones, W. H. (1995) The Parental Stress Scale: initial psychometric 
evidence. Journal of Social and Personal Relationships, 12, 463 – 472 
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Appendix F 

ACT Group Feedback Survey 
We are very eager to get feedback about your opinions of our workshop. Please rate the 

following statements about your experience in the group using the scale provided. 
 
Comments: 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________ 

 

 Strongly 
Disagree 

(1) 

Disagree 
(2) 

Neither 
Agree nor 
Disagree 

(3) 

Agree 
(4) 

Strongly 
Agree 

(5) 

The workshop helped me address 
goals that were important and 
valuable to me. 

(1) (2) (3) (4) (5) 

The workshop gave me skills that I 
can use in my everyday life. 

(1) (2) (3) (4) (5) 

I plan to continue using self-
monitoring to engage in committed 
actions. 

(1) (2) (3) (4) (5) 

I felt that there was a benefit of 
having other parents of individuals 
with neurodevelopmental 
disabilities as co-facilitators of the 
workshop. 

(1) (2) (3) (4) (5) 

I felt that there was a benefit of 
having other parents of individuals 
with neurodevelopmental 
disabilities experience the 
workshop with me. 

(1) (2) (3) (4) (5) 

I felt that there was a benefit of 
having clinicians as co-facilitators 
of the workshop. 

(1) (2) (3) (4) (5) 

I believe I would have had the same 
experience in the workshop if the 
facilitators were all clinicians (i.e., if 
none of the group leaders were 
parents of individuals with autism). 

(1) (2) (3) (4) (5) 

I would have participated in this 
same workshop if facilitators were 
all clinicians (i.e., if none of the group 
leaders were parents of individuals 
with autism). 

(1) (2) (3) (4) (5) 
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Peer Mentoring (if applicable)  
 
What did you use your peer mentor for? (check all that apply) 

 Selecting committed actions 

 Checking in on completing committed actions 

 Other (please specify): _________ 

 

How often did you use your peer-mentor during this intervention? 

 Once 

 More than once but less than half of the time 

 Half of the time 

 More than half of the time but not every time 

 All of the time 

 

Did you find using a peer mentor to be helpful during this intervention? 

 Not really 

 Somewhat 

 Very 

Explain: ________________________________________ 

If you could change something about your peer mentoring experience, what would it be? 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________  
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Appendix G 

Participant Recruitment Flyer
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Appendix H 

Letter of Invitation 
 

July 2019 

Title of Study: An Evaluation of Acceptance and Commitment Training for Caregivers of 

Children with Neurodevelopmental Disabilities  

Principal Investigator (PI): 

Kendra Thomson, PhD., BCBA-D 

Associate Professor,  

Department of Applied Disability Studies 

Brock University  

kthomson@brocku.ca; (905) 688-5550 Ext. 6710 

 

Student Principal Investigator (SPI): 

Amanda Marcinkiewicz, MEd, MA Candidate  

Department of Applied Disability Studies   

Brock University  

am17yg@brocku.ca; (905) 688-5550 Ext. 3219 

 

I, Kendra Thomson, PhD., BCBA-D., Associate Professor Department of Applied Disability 

Studies, Brock University, invite you to participate in a research project entitled “An Evaluation 

of Acceptance and Commitment Training for Caregivers of Children with Neurodevelopmental 

Disabilities.” 

 

The purpose of this study is to assess a critical and often under-studied component of ACT (i.e., 

having caregivers keep track of their practice of ACT). Primary caregivers of children (aged 16 

years and older) with neurodevelopmental disabilities (NDD), who fluently speak and write in the 

English-language are eligible to participate. You will learn how to incorporate ACT in your life 

(in sessions facilitated by another caregiver and clinician trained in ACT). This study will provide 

caregivers with techniques and strategies to help persevere through daily challenges. 

 

Should you choose to participate, you will be asked to attend sessions in a community location in 

Niagara, to receive training from a team including a trained clinician and caregiver of a child with 

NDD. Training sessions will run for approximately 4 hours on a Friday, 8 hours on a Saturday and 

8 hours on a Sunday (with breaks) for a total of two weekends. Before each weekend training you 

will be asked to provide a basic information about what type of actions you took to overcome 

challenges in your day-to-day life. Measures will be administered to track your beliefs about 

overcoming challenges, along with changes in stress and overall life satisfaction. Once training is 

completed, the assessments will be conducted again, and administered after 3 months following 

the study to examine the impact of the ACT parent training procedure. Additionally, you will 

receive $50 for your participation which will be provided to you in increments throughout the 

training (i.e., $25 after the first session, $25 during the refresher session). 

mailto:kthomson@brocku.ca
mailto:am17yg@brocku.ca
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The expected duration of the study is expected to be 2 months long (i.e., one weekend (Friday and 

Saturday) and one Sunday, over 2 months). A 3-month follow-up will be conducted online or over 

the phone or via mail.  

 

Possible benefits of participation include decreases in stress and anxiety, and increased life 

satisfaction. There also may be risks associated with participation including increased 

psychological stress and anxiety, however, if you experience any negative effects, please notify 

the facilitators. You are encouraged to request a break or leave the room at any point in time during 

the study and debrief with the facilitators as needed. 

 

If you have any pertinent questions about your rights as a research participant, please contact the 

Brock University Research Ethics Officer (905 688-5550 ext. 3035, reb@brocku.ca) 

If you have any questions, please feel free to contact me (see below for contact information). 

If you are interested in taking part in the study, please call or email the lab:905-688-5550 ext 3219; 

thomsonlab@brocku.ca 

Thank you, 

  

Dr. Kendra Thomson  

Associate Professor, Department of Applied Disability Studies  

Brock University  

Phone: (905) 688-5550 Ext 6710 

E-mail: kthomson@brocku.ca 

 

Amanda Marcinkiewicz 

Graduate Student, MA Candidate 

Brock University  

Phone: (905) 688-5550 Ext 3219 

E-mail: am17yg@brocku.ca 

 

 

This study has been reviewed and received ethics clearance through Brock University’s Research 

Ethics Board #18-339. 

 

 

 

  

mailto:reb@brocku.ca
mailto:thomsonlab@brocku.ca
mailto:kthomson@brocku.ca
mailto:am17yg@brocku.ca
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Appendix I 

              Informed Consent 
Date: July 2019 

Project Title: An Evaluation of Acceptance and Commitment Training for Caregivers of Children 

with Neurodevelopmental Disabilities 

 

Principal Investigator (PI): 

Dr. Kendra Thomson, BCBA-D., Associate Professor  

Applied Disability Studies, Brock University  

kthomson@brocku.ca; (905) 688-5550 Ext. 6710 

 

Student Principal Investigator (SPI):  

Amanda Marcinkiewicz, M.Ed, MA Student 

Applied Disability Studies, Brock University   

am17yg@brocku.ca; (905) 688-5550 Ext. 3219 

 

Co-Investigators 

Dr. Yona Lunsky, C. Psych 

Director, Azrieli Adult Neurodevelopmental Centre 

Centre for Addiction and Mental Health 

yona.lunsky@camh.ca; (416) 535-8501 Ext. 37813 

 

Dr. Kenneth Fung, MD, FRCPC  

Associate Professor, Psychiatry  

University of Toronto 

ken.fung@uhn.ca; (416) 603-5349 

 

Sarah Davis, MA, PhD Student  

Child and Youth Studies, Brock University  

sd06xj@brocku.ca; (905) 688-5550 Ext. 3219 

 

INVITATION 
You are invited to participate in a study that involves Acceptance and Commitment Training 
(ACT). The purpose of this study is to assess a critical component of ACT - committed actions. 
 

WHAT’S INVOLVED 
As a participant, you will be asked to participate in an ACT Caregiver Training group, which 
will teach you about ACT and how to monitor your actions to help you overcome challenges in 
daily life. A total of 3 sessions will be held over 2 weekends (3 hours Day 1, Weekend 1, 8 hours 
Day 2, Weekend 1, and 3 hours Weekend 2). Prior to the beginning of the first session, you will 
be asked to complete questionnaires to assess your current stress level and overall well-being. 
You will be asked to complete the same questionnaires 3-months following the training. You 
will be able to complete the forms online or hardcopy via mail. Between Weekends 1 and 2 you 

mailto:kthomson@brocku.ca
mailto:am17yg@brocku.ca
mailto:yona.lunsky@camh.ca
mailto:ken.fung@uhn.ca
mailto:sd06xj@brocku.ca
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will be asked to track your committed actions (every day goals based on your values) and share 
with the researchers. Total time commitment of the study is approximately 10-14 hours. You 
will receive $50 for your participation in increments throughout the training (i.e., $25 after the 
first session, $25 during the refresher session). 
 
POTENTIAL BENEFITS AND RISKS 
Possible benefits of participation include decreases in stress and anxiety and increases in overall 
life satisfaction. Risks associated with participation may include increased psychological stress and 
anxiety, however, if you experience any negative symptoms, please notify the facilitators. You 
are encouraged to request a break or leave the room at any point in time during the study. Given 
the group format of the training, we cannot guarantee confidentiality, however, all participants 
in the group (other caregivers with children with disabilities) will be asked to respect each 
other’s’ privacy before each session. 
 

CONFIDENTIALITY 
The data collected during the completion of this study will remain confidential. All data collected, 
including questionnaire responses and information regarding the intervention will be coded with 
an arbitrary number that will not be associated with an individual’s name. All identifying 
information will be removed from the data and will be stored in a locked cabinet or password 
protected computer in a locked office at Brock University. Data will be kept for 10 years after 
completion of data collection after which time the data will be destroyed through confidential 
measures. However, you may be contacted up to 5 years after the study. In addition, reporting of 
data from this study (e.g., conferences, webinars) will only include a summary of the results, and 
all identifiable data will be removed. Access to this data will be restricted to the primary 
investigator, Dr. Kendra Thomson, and the co-student investigator, Amanda Marcinkiewicz, and 
other co-investigators who have signed confidentiality forms. 
 

VOLUNTARY PARTICIPATION 
Participation in this study is voluntary. If you wish, you may decline to answer any questions or 
participate in any component of the study. Further, you may decide to withdraw from this study at 
any time verbally and may do so without any penalty or loss of benefits to which you are entitled. 
If you choose to withdraw, all data that has been collected by that point will be destroyed, unless 
you specify otherwise. 
 

GROUP WORKSHOPS 
All information you provide will be considered confidential and grouped with responses from 
other participants. Given the group format of this research, we ask you to respect other 
participants by keeping all information that identifies or could potentially identify a participant 
and their comments confidential. 
 

PUBLICATION OF RESULTS 

Results of this study may be published in professional journals and presented at academic 
conferences. If you would like to receive information regarding the results of this study, please 
inform the researcher and provide them with your contact information. 
 

CONTACT INFORMATION AND ETHICS CLEARANCE 
If you have any questions about this study or require further information, please contact Dr. 
Kendra Thomson or Amanda Marcinkiewicz using the contact information provided above. This 
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study has been reviewed and received ethics clearance through the Research Ethics Board at 
Brock University (REB # 18-339). If you have any comments or concerns about your rights as a 
research participant, please contact the Research Ethics Office at (905) 688-5550 Ext. 3035, 
reb@brocku.ca. 
 

CONSENT FORM 
I agree to participate in this study described above. I have made this decision based on the 
information I have read in the Information-Consent Letter. I have had the opportunity to 
receive any additional details I wanted about the study and understand that I may ask questions 
in  
the future. I understand that I may withdraw this consent at any time. 
 

      I would like to receive an information summary regarding the results of this study. 
 
 
       I give permission for the researcher to contact me regarding future studies. 

 

Name: ____________________________________ 

Signature: ___________________________________ Date: 

_______________________________ 

Email: ____________________________________Phone Number:______________________ 

 

Researcher Use Only: 

 

Informed consent obtained by: ____________               

Copy provided to participant:  yes/no 

Filed by:     ____________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:reb@brocku.ca
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Appendix J 

 

              Demographic Questionnaire 

 

Participant ID: ____________________ 

Please circle the answer that best describes you.  

1. What is your age?  

 

• Under 25 years old 

 

• 25-34 years old 

 

• 35-44 years old 

 

• 45-54 years old 

 

• 55-64 years old 

 

• 65-74 years old 

 

• 75 years or older 

 

• Prefer not to say  

 

2. What is your gender?  

 

• Male   

 

• Female  

 

• Other  

 

• Prefer not to say  

 

3. Please specify your ethnicity.  

• White 

• Hispanic or Latino 
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• Black or African American 

• Native American or American Indian 

• Asian / Pacific Islander 

• Other: ______________________ 

• Prefer not to say 

 

4. What is the highest level of education you have completed?  

• No schooling completed 

• Nursery school to 8th grade 

• Some high school, no diploma 

• High school graduate, diploma or the equivalent (for example: GED) 

• Some college credit, no degree 

• Trade/technical/vocational training 

• Associate degree 

• Bachelor’s degree 

• Master’s degree 

• Professional degree 

• Doctorate degree 

 

5. What is your marital status?  

• Single, never married 

• Married or domestic partnership 

• Widowed 

• Divorced 

• Separated 

 

6. How many children do you have? _______________________________________ 

 

7. How many of your children are diagnosed with a neurodevelopmental 

disability?____________________________________________________________ 

 

8. What is the specific diagnosis/diagnoses of your child(ren)?  

 

 

 

9. What is/are the age(s) of your child(ren) with a neurodevelopmental disability? 

__________________________________________________________________ 

 

10. What is/are the gender of your child(ren) with a neurodevelopmental 

disability?___________________________________________________________ 
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