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Abstract: Background: This study is a preliminary study on an acceptance and commitment therapy
(ACT) program that mitigates destructive experiential avoidance (DEA) behaviors, including self-
harm behavior and addiction; Methods: Twenty participants aged 15–25 years who had confirmed
DEA behavior within the last month participated in a total of six sessions of ACT. Demographic
characteristics, history of psychiatric illness, and TYPES and patterns of DEA behavior were confirmed
in the baseline survey. The severity of clinical symptoms, frequency of DEA behavior and impulsivity,
characteristics of experiential avoidance (EA) behavior, depression, and quality of life (QOL) were
measured before and after the program for comparative statistical tests using the intention-to-treat
method. Furthermore, the severity of clinical symptoms was evaluated after each program, along
with the frequency of DEA behavior and trends in impulsivity, which were investigated based
on the behavior log; Results: After the ACT program, both the frequency of DEA behavior and
impulsivity and the severity of clinical symptoms, depression, and anxiety decreased significantly.
Furthermore, among the EA characteristics, pain aversion, distraction and inhibition, and delayed
behavior significantly improved. Moreover, the overall QOL, psychological and social relationships,
and QOL regarding the environment also improved; Conclusions: The results of this feasibility study
demonstrate the potential of the ACT program as an effective intervention in DEA behavior. The
results of this study may be used as preliminary data for future large-scale randomized studies.

Keywords: acceptance and commitment therapy; destructive experiential avoidance; deliberate
self-harm; alcohol use disorder; behavioral addiction; adolescents

1. Introduction

Experiential avoidance (EA) refers to an intentional behavior to avoid or escape from
aversive internal experiences such as affect, thoughts, memories, and bodily sensations
among private events [1]. In the short term, these intentional efforts may have immediate
relief and reinforcing effects; however, in the long term, avoidance results in devastating
outcomes of dysfunctioning and decreased quality of life (QOL) [2]. Various studies have
reported the adverse consequences of destructive and rigid EA, which are reflected in
transdiagnostic mental illnesses such as depressive disorders [3], anxiety disorders [4],
obsessive–compulsive disorder [5], substance use disorder, [6] eating disorders [7], and post-
traumatic stress disorder [8]. In particular, non-suicidal self-injury may occur in extreme
cases of destructive experiential avoidance (DEA) behaviors [9]. In this context, the Research
Domain Criteria (RDoC) conducted by the National Institute of Mental Health in the United
States defined EA as a behavioral factor in the negative valence system affect and reduced
approach motivation and approach behavior in positive valence, which have high treatment
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approach possibilities [10]. The RDoC also suggests EA as an area to be studied in mental
health research and clinical practice [11]. In particular, adolescence is the period when
DEA behavior, including self-mutilation behavior, begins, and adolescents have the highest
prevalence rates for these behaviors compared with other age groups [12]. Furthermore,
adolescents are severely negatively affected on their mental health development and growth
due to DEA behaviors [13]. Meanwhile, serious and widespread substance use disorders
such as alcohol, tobacco, and opioid analgesics have raised awareness in society in recent
years [14]. Moreover, behavioral addictions such as gambling disorder, internet gaming
disorder, and eating disorders are also increasing in severity among adolescents [15].
As previous studies indicated, DEA behaviors in adolescents also increase the public
health burden, such as rehospitalizations and emergency department visits [16,17]. In this
context, it has been required to develop therapeutic interventions for DEA behaviors in
adolescents. For instance, a meta-analysis reported the therapeutic possibility of various
psychological interventions, including cognitive behavioral therapy (CBT), dialectical
behavior therapy (DBT), and mentalization-based therapy (MBT), in reducing non-suicidal
self-injury in adolescents [18]. However, there remains an urgent need to identify specific
and transdiagnostic approaches to overall DEA behaviors.

Acceptance and commitment therapy (ACT) has been introduced in various mental
health areas as one of the third-wave cognitive behavioral therapies [19]. The unique
and ultimate goal of ACT is to promote one’s psychological flexibility as a critical process
of human adaptation and well-being [20]. Specifically, ACT helps individuals alter the
impact of their inner experiences on behavior by using its six core processes: acceptance,
cognitive defusion, contact with the present moment, self-as-context, values, and committed
action [21]. Through randomized controlled studies, there is empirical evidence of ACT
on anxiety disorder and depressive disorder [22]. The efficacy of ACT has also been
confirmed in studies on substance use disorder [23], post-traumatic stress disorder [24], and
comorbid psychiatric disorders that are considered significant challenges for clinicians and
practitioners [25]. Although previous studies have indicated that ACT-based interventions
effectively reduce symptoms of each psychiatric disorder, few studies evaluate ACT in
DEA as a transdiagnostic factor of mental disorders. Therefore, the development of a new
ACT-based treatment program focusing on DEA in various clinical areas and the evaluation
of the efficacy of such a program are necessary for advancing the treatment strategies for
individuals with DEA behaviors. In addition, cultural differences and various mental
healthcare systems in different countries need to be considered [26], and a design based on
contextual behavioral science, which is the fundamental philosophy of ACT that fulfills
the purpose of the treatment program [27], is required. Through a feasibility study of
a structured ACT program that alleviates DEA behaviors for adolescents with clinically
significant levels of mental health issues, this study investigated its efficacy and feasibility.

2. Materials and Methods
2.1. Participants

We conducted a quasi-experimental study, from September 2019 to February 2020, as a
feasibility study for a future randomized controlled trial. Participants were in their middle
and late adolescence (aged 15–25 years) who had shown DEA behavior for the previous
three months and were recruited from several psychiatric clinics in South Korea. The
“destructiveness” of experiential avoidance, which could result in functional impairment in
the participants, was clinically assessed by fully trained psychiatrists through functional
analysis. The major categories for established problematic behaviors of DEA were as
follows: (a) Deliberate Self-Harm, (b) Excessive Alcohol and/or Drug use, (c) Binge and/or
Restrictive Eating, (d) Sexual Promiscuity, (e) Excessive internet and/or Computer Game
Use, (f) Aggression, and (g) Others [28]. Participants with high suicidal risk or acute mental
illness who required inpatient treatment were excluded. Other exclusion criteria were
a history of brain injury, organic mental disorders, and intellectual disability. Written
informed consent was obtained from all participants and their parents or guardians. Of
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22 adolescents, 20 (5 males, 15 females) were eligible and consented to participate in this
study. This study was approved by the Institutional Review Board (IRB) of Kangwon
National University Hospital (IRB number: KNUH-A-2019-08-005).

2.2. The ACT-DEA Program

Considering the cognitive developmental characteristics of adolescents, the ACT-DEA
program was conducted with six weekly 40-min sessions. Each session was composed of an
ACT matrix [29], a tool that applies ACT in structured sessions. Additionally, crisis survival
skills training and stabilization techniques that can overcome the urges and cravings of
DEA [30,31], such as self-harm and addictive behaviors, were applied in the initial session.
Techniques to explore their own values in adolescence were also implemented during the
middle sessions [21]. The details of the program were as follows: (1) introduction to the
ACT matrix and crisis survival skills training; (2) understanding the functional analysis of
behaviors on the ACT matrix and learning mindful grounding techniques; (3) value clarifi-
cations and reinforcing stabilization techniques; (4) identifying the effectiveness of DEA
behaviors; (5) understanding acceptance using metaphors; and (6) planning commitment
behaviors and closing. Each session was conducted by an experienced ACT therapist and
psychiatrist, and the progress was managed using a checklist regarding the main topics
of each session. A simple assignment was provided based on the experience after each
session, and a debriefing session regarding the assignment was held at the beginning of the
next session.

2.3. Measures

All participants were assessed by two points: baseline (pre-) and post-intervention.
The post-intervention assessment was conducted one week after their final program session.
In addition, participants completed process measures before the beginning of each session.

The baseline questionnaire aimed to identify their sociodemographic status, clinical
histories, and characteristics of DEA(s). The clinical diagnosis was made under The Diagnos-
tic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) [32]. For a more detailed
evaluation of DEAs, we used the Korean version of the Inventory of Statements about
Self-Injury (K-ISAS) and the Korean version of the Alcohol Use Disorders Identification Test
(AUDIT-K) [33,34]. The K-ISAS was used to assess the lifetime frequency of 12 deliberate
self-harm behaviors and their functions [34]. Problematic alcohol use was identified with
an AUDIT-K score of 20 for male participants and 10 for female participants [35].

A questionnaire for experiential avoidance and mood symptoms, and a quality of life
scale were conducted as outcome measures. The 24-item brief form of the Korean version
of the Multidimensional Experiential Avoidance Questionnaire (K-MEAQ-24) assessed
the multidimensional aspects of experiential avoidance, including behavioral avoidance,
distress aversion, repression/denial, distraction/suppression, procrastination, and distress
endurance [36]. The Patient Health Questionnaire (PHQ)-9 and Generalized Anxiety
Disorder (GAD)-7 were used to measure depressive and anxiety symptoms [37,38]. The
items of each assessment tool were scored on a 4-point Likert scale, with higher total scores
representing more severe mood symptoms [37,38]. The Korean version of the World Health
Organization Quality of Life Scale Abbreviated Version (WHOQOL-BREF) is a 26-item
measure of the quality of life (QOL) with responses given on a 5-point Likert scale [39].
The items assessed subjective responses to overall QOL and four QOL domains including
physical health, psychological, social relationships, and the environment [39]

Before starting each session and post-intervention, participants reported their DEA(s)
frequency and the urge to engage in the behavior during intersession periods. Simultane-
ously, therapists evaluated the severity of the symptoms of participants using the Clinical
Global Impression Scale (CGI-S) [40]
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2.4. Data Analysis

All statistical analyses were carried out using SPSS version 24.0 (IBM Corp., Armonk,
NY, USA). Given the non-normal distribution of the data shown by the Shapiro–Wilk
test, the Wilcoxon signed ranks test was conducted to compare pre-intervention data
with post-intervention data. An intent-to-treat analysis was performed using the last-
observation-carried-forward method. All data are presented as median (range Q1–Q3)
values. The level of statistical significance was set at p < 0.05 for all analyses.

3. Results
3.1. Sociodemographic Data

Of 20 participants, 15 (75.0%) were middle school, high school, and university students
(Table 1). More than half (n = 11; 55.0%) of the participants were in households of a
lower socioeconomic status (SES). None of them had higher SES. Many (n = 15; 75.0%)
participants met the criteria for depressive disorders in the DSM-5 and 61.9% (n = 13) were
on psychiatric medication.

Table 1. Sociodemographic and clinical characteristics (N = 20).

Variables

Age 18.0 (16.0; 19.8)

Gender (N, %)
Men 5 (25.0%)
Women 15 (75.0%)

Education and employment status (N, %)
Students 15 (75.0%)
Employment 4 (20.0%)
Unemployment 1 (5.0%)

Socioeconomic status (N, %)
Middle 9 (45.0%)
Low 11 (55.0%)

Family history of mental illness (N, %) 3 (15.0%)

Past history of mental illness (N, %) 11 (55.0%)

DSM-5 diagnostic category (multiple responses; N, %)
Bipolar and related disorders 3 (15.0%)
Depressive disorders 15 (75.0%)
Obsessive–compulsive and related disorders 1 (5.0%)
Trauma and stressor-related disorders 1 (5.0%)
Substance-related and addictive disorders 1 (5.0%)
Feeding and eating-related disorders 2 (10.0%)

Psychiatric medication use (N, %) 13 (65.0%)
DSM: Diagnostic and Statistical Manual of Mental Disorders.

3.2. Characteristics of Destructive Experiential Avoidance

Most (n = 16; 80.0%) participants engaged in two or more DEAs (Figure 1). Nearly
all participants (n = 18; 90.0%) reported self-mutilation behavior as their DEA (Table 2). It
was followed by binge and/or restrictive eating (n = 8; 40.0%), aggression (n = 6; 30.0%),
excessive alcohol and/or drug use (n = 4; 20.0%), excessive internet and/or computer game
use (n = 4; 20.0%), sexual promiscuity (n = 3; 15.0%), and others (n = 1; 5.0%).
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Table 2. Destructive experiential avoidance (DEA) within the past month (multiple responses).

Variables

Deliberate self-harm (N, %) 18.0 (90.0%)
Duration (Months) 64.5 (9.0; 90.5)
Whole frequency (N) 42.5 (16.3; 100.0)
Function of behavior (N, %)

Intrapersonal 13.0 (72.2%)
Interpersonal 3.0 (16.7%)
Both 2.0 (11.1%)

Major form of behavior (N, %)
Skin cutting 9.0 (50.0%)
Excessive scratching 1.0 (5.6%)
Biting 1.0 (5.6%)
Hitting 5.0 (27.8%)
Pinching 1.0 (5.6%)
Eating something harmful 1.0 (5.6%)

Excessive alcohol and/or drug use (N, %) 4.0 (20.0%)
Suspected of Alcohol Use Disorder 4.0 (100.0%)

Binge and/or restrictive eating (N, %) 8.0 (40.0%)

Sexual promiscuity (N, %) 3.0 (15.0%)

Excessive internet and/or computer game use (N, %) 4.0 (20.0%)

Aggression (N, %) 6.0 (30.0%)

Others (N, %) 1.0 (5.0%)

When identifying self-mutilation behavior from corresponding participants, 72.2%
(n = 13) responded that their self-mutilation behaviors had an intrapersonal function. In
other words, many of them engaged in their DEA to control their private events such as
negative ideas or feelings. Meanwhile, all participants with excessive alcohol use met the
criteria for alcohol use disorder according to the AUDIT-K.
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3.3. Characteristics of Destructive Experiential Avoidance

Of the 20 participants, 15 (75.0%) completed the ACT-DEA program, three dropped
out due to acute psychiatric hospitalization, and the remaining two for undisclosed reasons.
Considerable differences were identified between the pre- and post-assessments of par-
ticipants regarding their DEA features and clinical characteristics, including K-MEAQ-24,
PHQ-9, GAD-7, CGI-S, and WHOQOL-BREF. (Table 3) The post-assessment data indicated
a significantly lower frequency and urge to engage in whole DEA(s) and self-mutilation,
with lower scores on the total of the K-MEAQ-24, PHQ-9, GAD-7, and GCI-S than the
pre-assessment data (all p < 0.05). While scores for behavioral avoidance and the repres-
sion/denial subdomains of the K-MEAQ-24 were not markedly different between pre- and
post-measurements (all p > 0.05), the post-measurements of other subdomains including
distress aversion, distraction/suppression, procrastination, and distress endurance illus-
trated more improved scores than those of the pre-measurement data (all p < 0.05). In
addition, the post-assessment data of most domains of the WHOQOL-BREF had higher
scores than those of the pre-assessment data (all p < 0.05), except for the score on the
physical health domain (p = 0.061).

Table 3. Wilcoxon signed rank test results for pre- and post-assessments.

Variables Pre Post Z
Wilcoxon p

Destructive Experiential Avoidance

Whole behavior: frequency 4.50
(1.50; 7.75)

1.69
(0.00; 2.00) −3.347 0.001 **

Whole behavior: urge 3.17
(2.00; 4.00)

2.07
(1.25; 3.00) −2.356 0.018 *

Deliberate self-harm: frequency 1.50
(0.00; 4.00)

0.75
(0.00; 1.75) −2.715 0.007 **

Deliberate self-harm: urge 3.00
(1.25; 4.00)

1.31
(0.00; 2.00) −2.427 0.015 *

K-MEAQ-24 81.50
(76.50; 89.25)

78.50
(64.50; 87.00) −2.158 0.031 *

Behavioral avoidance 20.00
(16.00; 21.00)

16.37
(13.75; 18.75) −1.631 0.130

Distress aversion 18.00
(11.25; 22.75)

14.06
(10.25; 17.00) −2.515 0.012 *

Repression/denial 12.50
(9.00; 16.00)

14.94
(14.00; 16.00) −1.496 0.135

Distraction/suppression 15.50
(11.00; 18.75)

11.44
(9.25; 14.00) −3.585 <0.001 ***

Procrastination 16.00
(15.00; 21.00)

14.81
(13.00; 16.00) −3.585 0.004 **

Distress endurance 15.00
(11.25; 17.00)

16.38
(14.00; 18.75) −2.164 0.030 *

PHQ-9 18.50
(12.50; 23.00)

9.50
(5.25; 12.50) −3.201 0.001 **

GAD-7 13.50
(6.50; 18.50)

6.81
(2.50; 9.75) −3.204 0.001 **

CGI-S 4.00
(4.00; 5.00)

2.88
(2.00; 3.00) −3.756 <0.001 ***
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Table 3. Cont.

Variables Pre Post Z
Wilcoxon p

WHOQOL-BREF

Overall 4.00
(3.00; 5.75)

6.00
(5.00; 6.75) −3.219 0.001 **

Physical health 10.00
(8.57; 10.86)

11.64
(10.43; 13.57) −1.875 0.061

Psychological health 8.33
(6.67; 10.00)

10.38
(8.33; 11.33) −2.759 0.006 **

Social relationship 10.67
(8.33; 12.00)

12.50
(12.00; 13.33) −2.647 0.008 **

Environmental 10.50
(8.25; 12.50)

12.25
(11.50; 13.38) −2.501 0.012 *

K-MEAQ-24: The brief form of the Korean version of the multidimensional experiential avoidance; PHQ-9:
patient health questionnaire-9; GAD-7: generalized anxiety disorder-7; CGI-S: clinical global impressions-severity;
WHOQOL-BREF: World Health Organization quality of life scale abbreviated version. * p < 0.05; ** p < 0.01;
*** p < 0.001.

The session-by-session reporting of the participants’ frequencies of the overall DEA(s)
and self-mutilation are illustrated in Figure 2. The sum of the behavioral frequencies of
corresponding participants showed a decreasing trend as the session progressed.
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4. Discussion

This study aimed to confirm the validity of the ACT-DEA program for DEA behavior
in adolescents with clinically significant symptoms of mental illness. After the ACT-DEA
program, the frequencies and urges of overall DEA behavior and self-harm behavior
were significantly reduced compared with those before the program. Furthermore, the
tendency of behavioral frequency decreased as each session progressed. In addition, clinical
features such as depression, anxiety, overall clinical severity, and QOL, as well as most EA
characteristics, improved after the program.

Most of the participants in this study were attending school and had lower-middle
socioeconomic status in their families. More than half of the participants participated in the
program while undergoing medicational treatment. Previous studies have reported that
a relatively low socioeconomic status is a factor for mental illness [41], and a community
approach is necessary for these environments for the prevention and intervention of ado-
lescent mental illness and mental health risks [42]. Even with medication treatment, many
of the subjects who participated in this study continued to engage in multiple destructive
behaviors (e.g., self-harm and addictive behaviors, or self-harm and problematic eating be-
haviors). Considering these characteristics that reflect the severity of the participants, it can
be expected that ACT-DEA may be applied to adolescents with challenging clinical situa-
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tions exhibiting serious self-harming behaviors. Furthermore, most of the participants with
relatively severe cases completed the program, which supports the feasibility of ACT-DEA.
Moreover, most participants responded that the self-harming behavior function was intrap-
ersonal, which reveals that the ACT approach, which generally addresses intrapersonal
processes [43], is effective in DEA, including self-harm and addictive behaviors.

After the ACT-DEA program, overall improvement was observed not only in the
K-MEAQ, which measures the characteristics of EA, but also in the PHQ-9, GAD-7,
CGI-S, and WHOQOL-BREF, which measure the severity of mental illness and QOL.
Among the K-MEAQ subscales, improvements were confirmed in distress aversion, dis-
traction/suppression, procrastination, and distress endurance. This is the result of the
effects of the main processes of ACT: acceptance, mindfulness, and committed actions
with values [44]. Through ACT-DEA, acceptance with mindfulness is improved, instead
of escape/avoidance and the attachment with conceptualized self or past/future; and the
tendency to practice behavior consistent with one’s values is increased even in difficult
situations [44]. In other words, it was attempted to approach a significant person or object
with a willingness to experience psychological pain without using unnecessary control
and to practice self-care and self-kindness [45]. Those specific therapeutic processes of
the ACT-DEA program may improve the intrapersonal discomforts most participants re-
ported as the reason for engaging in their DEA. However, no significant changes were
observed in the areas of behavioral avoidance and repression/denial. One possible cause
may be related to the contents of individual items constituting the subscale. For example,
behaviors that avoid or reduce risky situations that may trigger DEA have been reported as
avoidance in behavioral avoidance [46]. For instance, when an adolescent with addictive
behavior attempts to avoid situations (internet cafes, bars, or clubs) or people (relation-
ships with peer groups with addictive behaviors) related to addiction, it is possible that
behavioral avoidance is reported. In repression/denial, improvement is likely to be seen
when the method of non-judgmental awareness in the present moment is used as in other
EA characteristics; however, long-term practice and follow-up are required. These points
must be considered when establishing a maintenance treatment plan after the end of the
ACT-DEA program, including booster sessions. Furthermore, various aspects of QOL
improved after the ACT-DEA program, and it is noteworthy that not only psychological
QOL but also social and environmental QOL improved. There are two possible factors that
contributed to this: one is through the main techniques of ACT, such as defusion and the
self-as-process [44]. In other words, the result of being able to view one’s own environment
with an improved balanced viewpoint in contact with the present moment. The second
possibility is that one of the commitment behaviors acquired from participating in the
ACT-DEA program is the additional improvement effect acquired from increased pro-social
behavior and interpersonal interactions in the participants’ daily lives [47]. In this context,
the further revision of the ACT-DEA program incorporating interpersonal approaches
based on contextual behavioral science, such as functional analytic psychotherapy [48],
may contribute to the improvement of the treatment effectiveness [43].

The limitations of this study are as follows: First, as a feasibility study conducted
with a small sample size and single-arm, there is a limitation in the generalization of the
findings of this study. Second, although most participants had been receiving continuous
medication treatment before the program, the treatment plan including medication was
not controlled in this study, and it might be possible that therapeutic factors other than
the ACT-DEA program itself affected the outcome. Third, the dropout rate of the study
might affect the outcome as well. Finally, the long-term effect of the program on DEA and
psychological factors could not be definitively established because the interval follow-up
assessment was not conducted after the end of treatment.
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5. Conclusions

Despite these limitations, this feasibility study confirmed the intervention effect of
ACT on DEA in adolescent psychiatric patients with various DEA behaviors, including
self-harm behavior and addictive behaviors. In particular, this program is expected to be
helpful in clinical cohorts with complex behavioral problems. The results of this study
may be used as preliminary data to suggest the direction of a large-scale randomized con-
trolled study to validate the efficacy of ACT-based programs in adolescents with complex
behavioral problems.

Author Contributions: Conceptualization, E.N. and B.-H.J.; methodology, C.J., U.-H.K. and Y.J.;
software, E.N.; validation, Y.J., K.Y. and E.J.L.; formal analysis, E.N.; investigation, E.N., B.-H.J., K.Y.
and E.J.L.; resources, C.J., U.-H.K. and J.J.; data curation, K.Y. and E.J.L.; writing—original draft
preparation, E.N.; writing—review and editing, E.N. and K.L.; visualization, E.N.; supervision, K.L.,
C.J. and U.-H.K.; project administration, E.N. and K.L.; funding acquisition, E.N. All authors have
read and agreed to the published version of the manuscript.

Funding: This work was supported by the Choi Shin-Hai Neuropsychiatric Research Fund (2019)
from the Korean Foundation of Neuropsychiatric Research.

Institutional Review Board Statement: The study was conducted in accordance with the Declara-
tion of Helsinki and approved by the Institutional Review Board of Kangwon National University
Hospital (KNUH-A-2019-08-005).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data that support the findings of this study are available from the
corresponding author upon reasonable request.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Hayes, S.C.; Strosahl, K.; Wilson, K.G.; Bissett, R.T.; Pistorello, J.; Toarmino, D.; Polusny, M.A.; Dykstra, T.A.; Batten, S.V.;

Bergan, J.R.; et al. Measuring experiential avoidance: A preliminary test of a working model. Psychol. Rec. 2004, 54, 553–578.
[CrossRef]

2. Hayes, S.C.; Wilson, K.G.; Gifford, E.V.; Follette, V.M.; Strosahl, K. Experiential avoidance and behavioral disorders: A functional
dimensional approach to diagnosis and treatment. J. Consult. Clin. Psychol. 1996, 64, 1152. [CrossRef] [PubMed]

3. Cribb, G.; Moulds, M.L.; Carter, S. Rumination and Experiential Avoidance in Depression. Behav. Chang. 2006, 23, 165–176.
[CrossRef]

4. Newman, M.G.; Llera, S.J. A novel theory of experiential avoidance in generalized anxiety disorder: A review and synthesis of
research supporting a contrast avoidance model of worry. Clin. Psychol. Rev. 2011, 31, 371–382. [CrossRef] [PubMed]

5. Angelakis, I.; Pseftogianni, F. Association between obsessive-compulsive and related disorders and experiential avoidance: A
systematic review and meta-analysis. J. Psychiatr. Res. 2021, 138, 228–239. [CrossRef]

6. Ma, M.E.L.; Lillis, J.; Seeley, J.; Hayes, S.; Pistorello, J.; Biglan, A. Exploring the Relationship Between Experiential Avoidance,
Alcohol Use Disorders, and Alcohol-Related Problems Among First-Year College Students. J. Am. Coll. Health 2012, 60, 443–448.
[CrossRef]

7. Rawal, A.; Park, R.J.; Williams, J.M.G. Rumination, experiential avoidance, and dysfunctional thinking in eating disorders. Behav.
Res. Ther. 2010, 48, 851–859. [CrossRef]

8. Shenk, C.E.; Putnam, F.W.; Noll, J.G. Experiential avoidance and the relationship between child maltreatment and PTSD
symptoms: Preliminary evidence. Child Abus. Negl. 2012, 36, 118–126. [CrossRef]

9. Angelakis, I.; Gooding, P. Experiential avoidance in non-suicidal self-injury and suicide experiences: A systematic review and
meta-analysis. Suicid. Life Threat Behav. 2021, 51, 978–992. [CrossRef]

10. Franklin, J.C.; Jamieson, J.P.; Glenn, C.R.; Nock, M.K. How Developmental Psychopathology Theory and Research Can Inform
the Research Domain Criteria (RDoC) Project. J. Clin. Child Adolesc. Psychol. 2013, 44, 280–290. [CrossRef]

11. Yager, J.; Feinstein, R.E. Potential applications of the national institute of mental health’s research domain criteria (RDoC) to
clinical psychiatric practice: How RDoC might be used in assessment, diagnostic processes, case formulation, treatment planning,
and clinical notes. J. Clin. Psychiatr. 2017, 78, 1239. [CrossRef]

12. Brown, R.C.; Plener, P.L. Non-suicidal self-injury in adolescence. Curr. Psychiatr. Rep. 2017, 19, 20. [CrossRef]
13. Steinhoff, A.; Ribeaud, D.; Kupferschmid, S.; Raible-Destan, N.; Quednow, B.B.; Hepp, U.; Eisner, M.; Shanahan, L. Self-injury

from early adolescence to early adulthood: Age-related course, recurrence, and services use in males and females from the
community. Eur. Child Adolesc. Psychiatr. 2021, 30, 937–951. [CrossRef]

http://doi.org/10.1007/BF03395492
http://doi.org/10.1037/0022-006X.64.6.1152
http://www.ncbi.nlm.nih.gov/pubmed/8991302
http://doi.org/10.1375/bech.23.3.165
http://doi.org/10.1016/j.cpr.2011.01.008
http://www.ncbi.nlm.nih.gov/pubmed/21334285
http://doi.org/10.1016/j.jpsychires.2021.03.062
http://doi.org/10.1080/07448481.2012.673522
http://doi.org/10.1016/j.brat.2010.05.009
http://doi.org/10.1016/j.chiabu.2011.09.012
http://doi.org/10.1111/sltb.12784
http://doi.org/10.1080/15374416.2013.873981
http://doi.org/10.4088/JCP.15nr10476
http://doi.org/10.1007/s11920-017-0767-9
http://doi.org/10.1007/s00787-020-01573-w


Int. J. Environ. Res. Public Health 2022, 19, 16434 10 of 11

14. Sarvey, D.; Welsh, J.W. Adolescent substance use: Challenges and opportunities related to COVID-19. J. Subst. Abus. Treat. 2020,
122, 108212. [CrossRef]

15. Derevensky, J.L.; Hayman, V.; Gilbeau, L. Behavioral addictions: Excessive gambling, gaming, Internet, and smartphone use
among children and adolescents. Pediatric. Clin. North Am. 2019, 66, 1163–1182. [CrossRef]

16. Bartoli, F.; Cavaleri, D.; Moretti, F.; Bachi, B.; Calabrese, A.; Callovini, T.; Cioni, R.; Riboldi, I.; Nacinovich, R.; Crocamo, C.; et al.
Pre-Discharge Predictors of 1-Year Rehospitalization in Adolescents and Young Adults with Severe Mental Disorders: A
Retrospective Cohort Study. Medicina 2020, 56, 613. [CrossRef]

17. Lunde, K.B.; Mehlum, L.; Melle, I.; Qin, P. Psychiatric admissions after hospital presented deliberate self-harm in the young: A
national study. J. Psychiatr. Res. 2022, 151, 575–582. [CrossRef]

18. Ougrin, D.; Tranah, T.; Stahl, D.; Moran, P.; Asarnow, J.R. Therapeutic Interventions for Suicide Attempts and Self-Harm in
Adolescents: Systematic Review and Meta-Analysis. J. Am. Acad. Child Adolesc. Psychiatry 2015, 54, 97–107.e2. [CrossRef]

19. Hayes, S.C.; Strosahl, K.D.; Bunting, K.; Twohig, M.; Wilson, K.G. What is acceptance and commitment therapy. In A Practical
Guide to Acceptance and Commitment Therapy; Springer: Boston, MA, USA, 2004; pp. 3–29.

20. Biglan, A.; Hayes, S.; Pistorello, J. Acceptance and Commitment: Implications for Prevention Science. Prev. Sci. 2008, 9, 139–152.
[CrossRef]

21. Hayes, S.C.; Strosahl, K.D.; Wilson, K.G. In Acceptance and Commitment Therapy, 2nd ed.; Guilford Press: New York, NY, USA, 1999.
22. Twohig, M.P.; Levin, M.E. Acceptance and commitment therapy as a treatment for anxiety and depression: A review. Psychiatr.

Clin. North Am. 2017, 40, 751–770. [CrossRef]
23. Lee, E.B.; An, W.; Levin, M.E.; Twohig, M.P. An initial meta-analysis of Acceptance and Commitment Therapy for treating

substance use disorders. Drug Alcohol Depend. 2015, 155, 7. [CrossRef]
24. Wharton, E.; Edwards, K.S.; Juhasz, K.; Walser, R.D. Acceptance-based interventions in the treatment of PTSD: Group and

individual pilot data using Acceptance and Commitment Therapy. J. Context. Behav. Sci. 2019, 14, 55–64. [CrossRef]
25. Meyer, E.C.; Walser, R.; Hermann, B.; La Bash, H.; Debeer, B.B.; Morissette, S.B.; Kimbrel, N.A.; Kwok, O.; Batten, S.V.; Schnurr, P.P.

Acceptance and Commitment Therapy for Co-Occurring Posttraumatic Stress Disorder and Alcohol Use Disorders in Veterans:
Pilot Treatment Outcomes. J. Trauma. Stress 2018, 31, 781–789. [CrossRef]

26. Wohl, J. Psychotherapy and cultural diversity. In Psychological Intervention and Cultural Diversity; Aponte, J.F., Wohl, J., Eds.; Allyn
& Bacon: Boston, MA, USA, 2000; pp. 75–91.

27. Hayes, S.C.; Levin, M.E.; Plumb-Vilardaga, J.; Villatte, J.L.; Pistorello, J. Acceptance and Commitment Therapy and Contextual
Behavioral Science: Examining the Progress of a Distinctive Model of Behavioral and Cognitive Therapy. Behav. Ther. 2013, 44,
180–198. [CrossRef]

28. Kingston, J.; Clarke, S.; Ritchie, T.; Remington, B. Developing and validating the “composite measure of problem behaviors”.
J. Clin. Psychol. 2011, 67, 736–751. [CrossRef]

29. Polk, K.L.; Schoendorff, B.; Webster, M.; Olaz, F.O. The Essential Guide to the Act Matrix: A Step-By-Step Approach to Using the Act
Matrix Model in Clinical Practice; New Harbinger Publications: Oakland, CA, USA, 2016.

30. Swenson, C.R.; Sanderson, C.; Dulit, R.A.; Linehan, M.M. The Application of Dialectical Behavior Therapy for Patients with
Borderline Personality Disorder on Inpatient Units. Psychiatr. Q. 2001, 72, 307–324. [CrossRef]

31. Fisher, J. The Work of Stabilization in Trauma Treatment. In Proceedings of the Trauma Center Lecture Series, Boston, MA,
USA. 1999. Available online: https://www.smchealth.org/sites/main/files/file-attachments/tic_stabilize.pdf (accessed on
8 November 2022).

32. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; American Psychiatric Association:
Washington, DC, USA, 2013.

33. Kim, S.; Kim, Y.; Hur, J.-W. Nonsuicidal Self-Injury among Korean Young Adults: A Validation of the Korean Version of the
Inventory of Statements about Self-Injury. Psychiatry Investig. 2019, 16, 270–278. [CrossRef] [PubMed]

34. Kim, K.B.; Hahn, K.S.; Lee, J.K.; Rhee, M.K.; Kim, Y.K.; Kim, C.K. The preliminary study of the Korean alcoholism screening test
(III). J. Korean Neuropsychiatr. Assoc. 1991, 30, 569–581.

35. Lee, B.-H.; Kim, H.-S.; Seo, J.-S.; Shin, Y.-C.; Ki, S.-W.; Kim, S.-G.; Joe, K.-H.; Lee, K.-S.; Choi, S.-W.; Chon, Y.-H.; et al. Korean
Addiction Treatment Guidelines Series (I): Development of Korean Guidelines for the Treatment of Alcohol Use Disorder. J. Korean
Neuropsychiatr. Assoc. 2013, 52, 263–271. [CrossRef]

36. Lee, J.Y.; You, S.E. Validation of the Korean Version of the Multidimensional Experiential Avoidance Questionnaire(K-MEAQ)
and Development of a Brief Form(K-MEAQ-24). Cognit. Behav. Therap. Korea 2017, 17, 181–208.

37. Park, S.J.; Choi, H.R.; Choi, J.H.; Kim, K.W.; Hong, J.P. Reliability and validity of the Korean version of the Patient Health
Questionnaire-9 (PHQ-9). Anxiety Mood. 2010, 6, 119–124.

38. Lee, S.; Shin, C.; Kim, H.; Jeon, S.W.; Yoon, H.; Ko, Y.; Pae, C.; Han, C. Validation of the Korean version of the Generalized Anxiety
Disorder 7 self-rating Scale. Asia-Pacific Psychiatry 2020, 14, 12421. [CrossRef]

39. Min, S.K.; Lee, C.I.; Kim, K.I.; Suh, S.Y.; Kim, D.K. Development of Korean version of WHO quality of life scale abbreviated
version (WHOQOL-BREF). J. Korean Neuropsychiatr. Assoc. 2002, 11, 593–600.

40. Busner, J.; Targum, S.D. The clinical global impressions scale: Applying a research tool in clinical practice. Psychiatry 2007, 4,
28–37.

http://doi.org/10.1016/j.jsat.2020.108212
http://doi.org/10.1016/j.pcl.2019.08.008
http://doi.org/10.3390/medicina56110613
http://doi.org/10.1016/j.jpsychires.2022.05.020
http://doi.org/10.1016/j.jaac.2014.10.009
http://doi.org/10.1007/s11121-008-0099-4
http://doi.org/10.1016/j.psc.2017.08.009
http://doi.org/10.1016/j.drugalcdep.2015.08.004
http://doi.org/10.1016/j.jcbs.2019.09.006
http://doi.org/10.1002/jts.22322
http://doi.org/10.1016/j.beth.2009.08.002
http://doi.org/10.1002/jclp.20802
http://doi.org/10.1023/A:1010337231127
https://www.smchealth.org/sites/main/files/file-attachments/tic_stabilize.pdf
http://doi.org/10.30773/pi.2019.01.23
http://www.ncbi.nlm.nih.gov/pubmed/30947497
http://doi.org/10.4306/jknpa.2013.52.4.263
http://doi.org/10.1111/appy.12421


Int. J. Environ. Res. Public Health 2022, 19, 16434 11 of 11

41. Hudson, C.G. Socioeconomic Status and Mental Illness: Tests of the Social Causation and Selection Hypotheses. Am. J.
Orthopsychiatry 2005, 75, 3–18. [CrossRef]

42. Blakemore, S.J. Adolescence and mental health. Lancet 2019, 393, 2030–2031. [CrossRef]
43. Brem, M.J.; Gordon, K.C.; Stuart, G.L. Integrating Acceptance and Commitment Therapy With Functional Analytic Psychotherapy:

A Case Study of an Adult Male With Mixed Depression and Anxiety. Clin. Case Stud. 2019, 19, 34–50. [CrossRef]
44. Hayes, S.C.; Luoma, J.B.; Bond, F.W.; Masuda, A.; Lillis, J. Acceptance and Commitment Therapy: Model, processes and outcomes.

Behav. Res. Ther. 2006, 44, 1–25. [CrossRef]
45. Luoma, J.B.; Platt, M.G. Shame, self-criticism, self-stigma, and compassion in Acceptance and Commitment Therapy. Curr. Opin.

Psychol. 2015, 2, 97–101. [CrossRef]
46. Karekla, M.; Panayiotou, G. Coping and experiential avoidance: Unique or overlapping constructs? J. Behav. Ther. Exp. Psychiatry

2011, 42, 163–170. [CrossRef]
47. Pahnke, J.; Lundgren, T.; Hursti, T.; Hirvikoski, T. Outcomes of an acceptance and commitment therapy-based skills training

group for students with high-functioning autism spectrum disorder: A quasi-experimental pilot study. Autism 2013, 18, 953–964.
[CrossRef] [PubMed]

48. Kohlenberg, R.J.; Tsai, M. Functional analytic psychotherapy: A radical behavioral approach to treatment and integration.
J. Psychother. Integr. 1994, 4, 175–201. [CrossRef]

http://doi.org/10.1037/0002-9432.75.1.3
http://doi.org/10.1016/S0140-6736(19)31013-X
http://doi.org/10.1177/1534650119883351
http://doi.org/10.1016/j.brat.2005.06.006
http://doi.org/10.1016/j.copsyc.2014.12.016
http://doi.org/10.1016/j.jbtep.2010.10.002
http://doi.org/10.1177/1362361313501091
http://www.ncbi.nlm.nih.gov/pubmed/24142796
http://doi.org/10.1037/h0101264

	Introduction 
	Materials and Methods 
	Participants 
	The ACT-DEA Program 
	Measures 
	Data Analysis 

	Results 
	Sociodemographic Data 
	Characteristics of Destructive Experiential Avoidance 
	Characteristics of Destructive Experiential Avoidance 

	Discussion 
	Conclusions 
	References

