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    “For the clinician working with adolescents, mode deactivation therapy provides a practical and innovative approach to internalizing and externalizing disorders that takes concepts drawn from cognitive behavior therapy in new and interesting directions. The step-by-step approach to assessment and case conceptualization presented in this book is especially helpful and is the result of years of development work in the field.”


    —Steven C. Hayes, PhD, Foundation Professor of Psychology at the University of Nevada


    “Working with angry, aggressive, and oppositional adolescents is fraught with significant challenges as well as rewards. This new guidebook should go a long way in diminishing the former while increasing the latter. The authors’ empirically-supported therapy creatively integrates critical elements of other cognitive behavioral approaches into an easy-to-follow protocol that collaboratively engages adolescents in their own treatment.”


    —Robert Zettle, PhD, professor of psychology at Wichita State University and author of ACT for Depression


    “For those of us who realize that medication alone is seldom effective for adolescents with aggressive and/or oppositional behaviors, Mode Deactivation Therapy for Treating Aggression and Oppositional Behavior in Adolescents is an essential companion. This therapeutic approach allies therapists with adolescents. Therapists learn to accept their clients in total and empower them to change. Jack Apsche and Lucia DiMeo have produced a book that is a must-read for any inpatient or outpatient clinician dedicated to understanding and treating the entire child—mind, body, and emotions.”


    —Robia A. Fields, MD, board-certified psychiatrist and medical director at a residential facility for children and adolescents


    “Adolescents can be tough to treat under any circumstance. Sometimes, serious and complex psychological difficulties converge with that perfect storm of adolescent social development, individuation, and emotional upheaval, and the challenge is taken to a whole new level. Apsche and DeMio have done the hard work of integrating the best of evidence-based interventions and have created a tremendous resource targeting this extraordinarily challenging population.”


    —Kelly G. Wilson, PhD, associate professor at the University of Mississippi and author of Mindfulness for Two and The Wisdom to Know the Difference
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    Foreword


    In my experience, the most challenging clinical work has been working with adolescents. This view has been echoed by many of my colleagues, which is why I am sure the work of Jack A. Apsche and Lucia R. DiMeo will be greatly appreciated by any clinician involved with treating adolescent clients. The theoretical and clinical insights offered in this book provide the clinician with an empirically supported and strategic methodology to help with some of the most difficult adolescent cases out there. The authors have done a remarkable job of developing a treatment protocol addressing comorbid psychiatric issues that can be used and implemented in a variety of therapeutic settings.


    Mode Deactivation Therapy (MDT) was developed to target the complex typology of the adolescent population who experience comorbid Axis I disorders and concurrent Axis II thinking. When this thinking is evoked, it results in maladaptive and high-risk behaviors that impact the adolescent’s ability to be successful at home, at school and in society.


    MDT includes procedures for working with adolescents who have engaged in physical and sexual aggression, avoidance, oppositional behavior, fire setting, substance abuse and self-harm. One of the unique aspects of MDT is that the adolescent plays an active role in the therapeutic process. For instance, adolescents in MDT treatment are involved in building their own case conceptualization. As part of the process, they maintain an active role in connecting their beliefs to their behaviors, connecting their fears to what they avoid, and linking these relationships to their conscious and unconscious triggers. Since they are able to work collaboratively on this with their therapist, they tend to be more amenable to the process; thus, increasing rapport and trust with the therapist. As a result, some of the most difficult to treat adolescents become engaged in this process and maintain continued interest in participating in the treatment.


    One of the most challenging aspects of treatment is facilitating the generalization of skills to life outside the therapist’s office. Regardless of how many therapy sessions the adolescent is engaged in on a weekly basis, his/her progress is subject to end at the door to the office if the skills are not practiced and rehearsed during his/her time away from therapy. Mode Deactivation Therapy pays special attention to this problem. It is user friendly and lends itself to others learning and helping the adolescent practice these skills. For instance, in residential treatment facilities, this methodology is taught to the mental health staff working with the resident, and each staff member is trained to competency in the methodology. They learn to how to become aware of their resident’s core beliefs and are able to use the well-defined Validate–Clarify–Redirect (VCR) intervention in order to help the youth obtain more productive beliefs. The method also includes instructions on how to use mindfulness interventions in psychoeducation groups and situational analyses in order to give the client an understanding of why he or she engaged in a particular behavior that resulted in a given consequence. Family therapy is also part and parcel of MDT, such that the home environment reinforces the MDT skills in the home. Incorporating the family as part of the MDT treatment occurs in residential treatment facilities, intensive outpatient programs, and routine outpatient settings. Families can be involved in developing a case conceptualization of their adolescent, assisting their child in engaging in mindfulness exercises and situational analysis, and understanding why their child may have acted out.


    MDT is a treatment modality that provides an opportunity to understand why adolescents engage in the behaviors they do. MDT doesn’t focus on helping clients relive their traumatic experiences; instead, it provides methods to help them understand and work on their beliefs that have developed from their life experiences. The method is aimed at helping clients see themselves and the world around them in a slightly different context and helping them change their behavior to make them more productive.


    This book is a step-by-step guide to assist the clinician in understanding and implementing MDT with difficult adolescents. It is clearly written and walks the clinician through the entire treatment process from start to finish. Case examples and transcripts help the reader understand how to apply the methodology in session. The necessary tools such as the assessments are provided, and continuum scales can be applied to a variety of treatment settings as well.


    Dr. Apsche and Dr. DiMeo have developed MDT over the last 10 years and this book distills the outcomes of empirical studies, trial and error through clinical application, and lessons learned over the years. Although in its early stages, the influence of MDT has already been observed to impact the lives of clients and their families. MDT has its origins in many treatment methodologies; however, its incorporation of evidence-based, third wave methodology has taken the approach to a new level of innovation. This book will be useful to clinicians treating some of the most complex and traumatized clients who enter their office. I fully expect that in the years to come, Dr. Apsche and Dr. DiMeo’s book will have a significant role in adolescent therapy.


    —Robert J. Kohlenberg, PhD, ABPP

  


  
    Part 1


    Theory and Conception

  


  
    Chapter 1


    The Nature of Adolescent Disorders


    As an introduction to the nature of adolescent behavioral disorders, in this opening chapter we will briefly explore specific concepts of internalizing and externalizing dysfunctions and how they interact with particular adolescent conditions. However, these preliminary remarks are not meant to provide an exhaustive discussion on the topic, since other published works in the literature present detailed explanations and serve as valuable references in the understanding of adolescent behavioral intervention. Additionally, we expect that if you are reading this book as a clinician, you have already identified the pertinent symptomatology in your adolescent client. Therefore, we review a sampling of intervention programs currently available and briefly compare them to mode deactivation therapy (MDT). This provides (in our opinion) a more holistic perspective of adolescents with behavioral and emotional symptoms and lays the groundwork for the introduction of MDT—a treatment methodology that addresses the underlying interplay between internalizing and externalizing disorders in a specific and complex group of adolescents presenting anger, aggression, and oppositional behavioral issues.


    We must also emphasize that this book is intended as an MDT treatment primer for adolescents with severe internalizing and externalizing disorders. For diagnostic purposes, we refer the reader to the Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR; American Psychiatric Association, 2000). Furthermore, we believe that the MDT methodology presented in this book is relevant to all adolescents manifesting symptoms of opposition, anxiety, and trauma, with or without a formal mental disorder diagnosis. MDT is an evidence-based treatment for adolescents with comorbid Axis I disorders and concurrent Axis II beliefs that result in a variety of aberrant behaviors, including sexual aggression, physical aggression, anger, avoidance, fire setting, substance abuse and other forms of emotional and behavioral dysregulation. MDT’s effectiveness in reducing internalizing disorders results in the de-escalation of the frequency and strength of the problem behaviors characteristic of externalizing disorders. A useful tool in the assessment of children and adolescents is Achenbach’s (1991) Child Behavior Checklist (CBCL). This standardized instrument is distributed into three domains: internalizing disorders, externalizing disorders, and total score. The division of categories on the CBCL supports a major hypothesis of MDT; specifically, that it addresses the interplay of the internalizing disorder and Axis II beliefs to reduce the strength and frequency of the externalizing disorders.


    We subscribe to Weisz and Kazdin’s (2010) general grouping of internalizing and externalizing behaviors and disorders. From their perspective, and for the purpose of this book, internalizing disorders include anxiety, obsessive-compulsive disorders, depression, and trauma; while externalizing disorders include antisocial behaviors, disruptive behaviors, conduct disorders, anger and aggression, and attention deficit/hyperactivity disorder. Axis II beliefs are a derivative of Axis II disorders and were originally translated into beliefs by Beck, Freeman, and Associates (1990). They include beliefs associated with borderline, antisocial, avoidant, and dependent traits. Axis II beliefs are identified in MDT through the Compound Core Belief Questionnaire – S (CCBQ-S), presented in chapter 6 of this book. Externalizing and internalizing disorders, with or without Axis II beliefs, often combine in the adolescent as a complex typology that must be examined carefully in order to be treated successfully.


    Kramer and Zimmermann (2009) hypothesized that fear and anxiety are at the core of adolescent internalizing and externalizing disorders, as well as aberrant behaviors. In other words, externalizing behaviors, such as physical aggression and excessive anger, are triggered by underlying fear and anxiety. MDT offers a clear path to identify these fear-based anxieties through the series of MDT assessments known as the Fear Assessments (introduced in chapter 5), which allow the clinician to determine the functional alternative of the fear, or the avoids. The avoids, or avoidance, identifies the phenomenon that Hayes (2004) refers to as experiential avoidance. We discuss this in more detail in chapter 7.


    The variety of treatment methodologies and programs currently in use are a testament to the insidious effects of maladaptive adolescent behaviors. These behaviors have internal and external repercussions, as they are harmful to both the adolescent and those around the juvenile. We acknowledge the efficacy of many of the existing programs and recognize that MDT may even share similar approaches and techniques with them; however, we observe that the complex typology of the adolescent population is addressed more holistically and comprehensively with MDT. We find this to be true because MDT offers an extensive case conceptualization that determines the internalizing function of each problem behavior that the adolescent presents.


    Internalizing Disorders


    As previously mentioned, internalizing disorders include anxiety, depression, obsessive-compulsive disorder, and trauma, manifested by internalized behaviors, such as worry, sadness, or rumination. However, in adolescents, these disorders are also often expressed through a variety of aberrant externalized behaviors, for example, aggressiveness, opposition, or isolation from others.


    Kendall, Furr, and Podell (2010) indicated that the prevalence rates for anxiety in the general adolescent population and primary core setting are around 10 to 20 percent. Cartwright-Hatton, McNicol, and Doubleday (2006) also reported that 3 to 24 percent have anxiety disorders. In a sample of 573 male adolescents with opposition and conduct disorders, Apsche, Bass, and DiMeo (2010) found that 53 percent presented some form of anxiety as measured by the MDT Fear Assessments. Kendall et al.’s data on children ages 7 to 13 suggested anxiety exists comorbidly as a tripartite construct that involves psychological, cognitive, and behavioral components. Accordingly, anxiety permeates the child’s emotions, thoughts, and actions. As a result, the cognitive behavioral methodology developed by Kendall et al., “coping cat,” is designed to address the internalizing disorders of anxiety in order to reduce its comorbidity with externalizing behavioral disorders in children and young adolescents. MDT expands the treatment of internalizing problems to reduce the strength and frequency of externalizing behaviors to include adolescents with severe conduct problems.


    Depression in adolescents is a disorder with lethal, comorbid behaviors associated with suicide and parasuicide. Sadly, its prevalence continues to escalate. In 1996, Birmaher et al. reported that depression was present in 3 to 5 percent of the general adolescent population and in nearly 20 percent of adolescents by age 18. The National Institute of Mental Health (NIMH) identified suicide as the third leading cause of death in 2007 for young people ages 15 to 24. In 2003, Links, Gould, and Ratnayake reported on the prevalence of attempted and lethal suicide in adolescents and suggested that depression, existing comorbidly with a personality disorder, increases the likelihood of a lethal suicide. Apsche and DiMeo (2010) indicated that up to 20 percent of adolescents had symptoms of depression comorbid with anxiety, trauma, and personality beliefs. The complexities of depression comorbidity with other internalizing disorders as well as externalizing disorders, create a difficult therapeutic problem for clinicians in outpatient or clinical practice. Nonetheless, evidence-based treatments for depression have reported success for specific and well-defined populations of children and adolescents. Stark, Streusand, Krumholz, and Patel (2010) designed the ACTION treatment program for girls ages 9 to 13. The program is based on training in coping skills, problem solving related to emotional and stress issues, and recognition and reconstruction of cognitive core beliefs about self-worth. There are also cognitive behavioral therapy (CBT) group programs (Clarke & DeBar, 2010), as well as individual CBT programs for depression (Weersing & Brent, 2010) that are effective for specific populations of adolescents coping with depression.


    Rohde, Clarke, Mace, Jorgensen, and Seeley (2004) conducted a randomized trial of Adolescents Coping with Depression (CWDA), a CBT program for depressed males 12 to 17 years old, and found that these youths had lower levels of aggressive and depressive symptoms after 12 months of treatment. However, reduction of symptoms of conduct disorder did not last or generalize past 12 months. Nonetheless, the potential for CWDA as a methodology that reduces both internalizing and externalizing disorders remains promising. There are numerous components of this program, including programmed muscular relaxation, that have a similarity to the mindfulness and imagery parts of MDT. Somewhat like CWDA, the Pittsburgh CBT program based on the work of Brent et al. (1997) offers an evidence-based methodology for depression and suicide in adolescents. The Pittsburgh CBT program addresses negative thoughts about events related to apathy and helplessness through problem-solving and hypothesis-testing skills. Brent et al. suggested that this methodology might be effective for adolescents presenting depression, dysthymic disorder, and suicidality when applied outside of clinical trials in more real-world clinical care. CWDA targets the internalizing disorder of depression in order to reduce the behavior of apathy, agitation, and suicidality. In a systematic review of the effectiveness of interventions to reduce harm, Wethington et al. (2008) clearly made a case for the relationship between depression as an internalizing disorder and suicidality as an externalizing disorder. The basic principle of MDT theory is similar to this correlation: the behaviors associated with oppositional conduct, such as aggression and sexual abuse, are related to internalizing disorders left untreated.


    According to Cohen, Mannarino, and Deblinger (2010), trauma-focused cognitive behavioral therapy (TF-CBT) addresses specific problems for children and adolescents between 3 to 18 years of age who have either witnessed or experienced trauma. Cohen et al. suggested that TF-CBT is an effective treatment for the multiple symptoms and disorders that children may experience following trauma. These symptoms may include depression and anxiety accompanied by behavioral, affective, cognitive, and psychological symptoms. TF-CBT is a hybrid form of CBT that incorporates several modalities of therapy into one, such as humanistic, attachment, and psychodynamic, as well as psychophysiology of childhood trauma (Cohen et al., 2010). However, although effective for the prescribed population of children and adolescents, TF-CBT is not intended to treat youth with conduct symptoms or who have been previously abused and are presenting symptoms of post-traumatic stress disorder (PTSD). MDT targets adolescents with conduct disorder characteristics, previous trauma, and Axis II beliefs and behaviors. TF-CBT does, however, follow the suggested MDT paradigm of addressing the internalizing disorder to reduce the strength and frequency of the externalizing disorder.


    Externalizing Disorders


    Externalizing disorders are conceived as disorders that are manifested in a variety of aberrant behaviors. These behaviors can include sexual and physical aggression, verbal aggression, suicidal and parasuicidal acts, substance abuse, and sometimes even criminal activity. Adolescents presenting these insidious behaviors are often frustrating for the clinician to treat due to the provocative nature of their opposition and resistance to life in general. Many of these behaviors fit the diagnostic category of the DSM-IV-TR (2000) referenced here for conduct disorder and oppositional defiant disorder. Unfortunately, many evidence-based treatments for these externalizing disorders are specifically designed for younger children; for example, Parent Management Training (Kazdin, 2005), Parent Management Training/Oregon Model (Forgatch & Patterson, 2010; Patterson, 1982), Anger Control Training (Lochman & Wells, 2004; Lochman, Wells, & Lenhart, 2008). Although effective, these approaches are meant for children ages 8 to 13, leaving out the older and more complex behaviorally and emotionally disturbed set of adolescents. Oregon’s Multidimensional Treatment Foster Care (Chamberlain, 2003) was developed in an attempt to examine and test community-based alternatives to residential and long-term care facilities. It is a social learning-based modality with two primary goals: (1) to create opportunities for youths to live successfully in the community, and (2) to reunify them with their biological families. The treatment design appears effective and promising, yet it only focuses on the externalizing behaviors.


    Multisystemic therapy (MST) is a widely published methodology with numerous randomized traits (Henggeler, 1982; Henggeler, Schoenwald, Borduin, Rowland, & Cunningham, 2009). More than 20 groups of independent reviewers support the effectiveness of MST in treating seriously delinquent and antisocial adolescents. Henggeler and Schaeffer (2010) indicated that MST encompasses strategies from several empirically supported theories, including, but not limited to: CBT, behavioral family therapy, motivational interviewing (MI), and behavioral parent training. MST suggests that cognitive behavioral therapy with the adolescent or together with family MST services (e.g., parent training, financial management, drug and alcohol services) is an effective treatment for substance abuse, sexual offending, and serious emotional disturbances (Henggeler & Schaeffer, 2010). Henggeler, Letourneau, et al. (2009) identified parental supervision and not engaging in deviant peer groups as the specific moderators of positive change in youth. The focus of MST appears to address the assumption that adolescent antisocial behaviors are a result of the interplay or risk factors embedded in the youth (Henggeler, Letorneau, et al., 2009) and suggests that mediating the externalizing systems results in positive outcomes for the adolescent and his or her family.


    Greene and Ablon (2006) developed collaborative problem solving (CPS) for explosive children ages 6 to 12. The basis of their treatment model is to train the parent(s) and child to find a collaborative solution to problems, in order to reduce the child’s aggressive behavior. Greene and Ablon believed that children’s difficulties are not due to opposition or lack of motivation; instead their difficulties are based in cognitive deficits. CPS is hypothesized to mediate these cognitive deficits and reduce severe aggression. Although a great part of CPS methodology might be applicable to narrowly selected adolescent samples, the assumption that an adolescent is motivated, yet held back by cognitive deficits, may not be true in some cases. Many adolescents with conduct or oppositional defiant disorders are not motivated for treatment, as demonstrated by the results of MDT assessments (Apsche, 2010).


    Summary


    As we have indicated throughout this chapter, there are a number of valuable therapeutic modalities for children and adolescents. However, they often address a younger client population or have a limited symptomatology. As a result, these interventions may not comprehensively target the complex presentation of internalizing and externalizing behaviors in adolescents with severe anger, aggression, and oppositional behavior issues. That is when MDT is most effective. MDT treats adolescents with comorbid Axis I disorders (e.g., anxiety, depression, PTSD) and concurrent Axis II beliefs that result in a variety of behaviors including sexual aggression, physical aggression, avoidance, fire setting, and other forms of behavioral and emotional dysregulation. MDT is effective in reducing the internalizing disorders, which in turn decreases the frequency and strength of aberrant behaviors in externalizing disorders. The next chapter will provide an overview of the theoretical constructs of MDT and continue to develop the blueprint for MDT treatment.

  


  
    Chapter 2


    Theoretical Constructs of MDT and Literature Review


    Mode deactivation therapy (MDT), at its core, is based on Beck’s (1996) theoretical constructs of modes. Beck established that modes are composed of cognitive, affective, motivational, and behavioral elements that are integrated into an individual’s personality and are activated during times of stress (1996, p. 2). In the case of adolescents, then, a mode generates psychological, physiological, and behavioral responses to events and thoughts. And, in fact, a mode represents the culmination of all of the adolescent’s experiences and cognitions.


    Modes are determined by core beliefs (schemas) that serve as the framework guiding the individual’s thoughts, moods, and behaviors when responding to situations (Beck, Emery, & Greenberg, 1985). These core beliefs are both conscious and unconscious, acting as protective factors for the youth in adverse situations. Therefore, as a result of their reactivity to individual core beliefs, modes become a consistent and coordinated self-protective system for the adolescent. For example, an adolescent’s perception of fear and danger can activate the system of modes as a form of protection and survival, as in the fear and flight response, or more typical of the kind of adolescents MDT treats—the fear and fight response.


    The concept of modes and their relation to survival was further explained by Alford and Beck (1997) in their discussion on how modes and personality are rooted in the coordination of complex systems selected by the individual to ensure biological survival. It appears that these mechanisms of survival are always in a hypervigilant state and need only a catalyst—a precipitating event or perception—to begin a chain reaction. For example, a major problem in anxiety disorders is the activation of hypervigilant threat core beliefs or schemas that present in the individual as an exaggerated or faulty perspective of reality, and self-perception of a weak, helpless, and vulnerable person (Beck et al., 1985; Clark & Beck, 2010). This process can be explained as follows: The overevaluation of the perception of a threat activates the primal or instinctive threat mode in the individual, which, in turn, detects damage and seeks safety. When activated, this primal mode becomes even more hypervigilant and dominant, causing the internal threat appraisal to become overactivated, resulting in cognitive impairment; that is, distorting the individual’s ability to adequately process the level of danger. In angry, aggressive, and oppositional adolescents, this may result in an exaggerated fear response and/or the perception of fear where none is evident, as well as the misinterpretation of the intentions and behaviors of others.


    In other words, the primal or instinctive mode is the threat or fear reaction that surfaces in the adolescent to address basic survival or safety issues. This process can increase the perception of threat, simultaneously heightening the youth’s sense of vulnerability and helplessness, while generating thoughts, images, and beliefs of danger (Clark & Beck, 2010). These cognitive vulnerabilities, as Clark and Beck refer to them, develop from negative childhood events such as trauma, neglect, humiliation, and abandonment. Moreover, they are associated with the concurrent activation of severe anxiety, as well as often thought to correlate to a potentially life-threatening or perceived life-threatening event.


    Beck (1996) suggested that modes are prevalent in several clinical conditions or personality disorders, characterized by the presence of clusters of related dysfunctional beliefs that control information processing, interpretation, and memories in the individual. In other words, in the emotionally and behaviorally disordered adolescent, perceptions are skewed by the coupling of past experiences and by an activated mode. As a result, when an adolescent reacts (via mode activation) based on misinformation and distorted perceptions, a variety of aberrant behaviors occur.


    Oppositional and conduct disordered adolescents remain in various levels of continuous hyperalertness and are extremely sensitive to mode activation when they perceive danger (real or not) or experience fear; thus, they are easily “charged,” moving from a quiescent state into a highly activated state without notice (Barlow, 2002; Chorpita & Barlow, 1998; Clark & Beck, 2010). In MDT, understanding the mode activation process sets the groundwork for the effective therapeutic treatment of adolescents. MDT addresses cognitive vulnerabilities in the adolescent by helping the youth develop awareness of the connection between conscious or unconscious fears and mode system activation. The hypersensitive mode activation process explains the incidence of emotional dysregulation and impulse control issues in these youths (Apsche & Ward, 2003).


    The Role of Childhood Trauma in Adolescents


    As discussed above, a cognitive vulnerability for anxiety can develop in the adolescent through childhood experiences of trauma, abandonment, neglect, emotional invalidation, and/or humiliation. Emotional invalidation occurs when parents or caregivers are not warm or reinforcing and most likely are emotionally unstable. Clark and Beck (2010) reported that certain parenting practices such as “overprotection, restriction of individualization and autonomy and a preoccupation with potential danger and encouraging escape and avoidance” (p. 112), in response to perceived dangers or to anxiety, appear to significantly contribute to the cognitive vulnerability toward anxiety in adolescents (McNally, Malcarne, & Hansdottir, 2001). Johnson, Cohen, Brown, Smailes, and Bernstein (1999) made a correlation between sexual, physical, and emotional abuse and the development of personality and conduct disorders in adolescents. Childhood neglect was also linked to personality disorder symptoms in adolescents (Johnson et al., 2001; Johnson, Smailes, Cohen, Brown, & Bernstein, 2000). Furthermore, a history of abuse can be a precursor of post-traumatic stress disorder (PTSD), anxiety, and depression in adolescents. The abuse may also set the stage for the development of mixed personality traits, including clusters B and C markers (Apsche, Bass, Jennings, Murphy et al., 2005; Apsche, Bass, & Murphy, 2004). Cluster B includes antisocial, borderline, histrionic, and narcissistic traits, whereas Cluster C contains avoidant, dependent, and obsessive-compulsive traits (APA, 2000).


    We have found that maladaptive core beliefs ingrained in personality traits and/or disorders often interfere with therapeutic success in the treatment of adolescents. Therefore, identifying the adolescent’s conglomerate of beliefs before treating the anger, opposition, or aggression is critical to MDT, as explained in chapter 8. Additionally, because beliefs originate from different clusters and integrate with each other in their presentation, they serve the adolescent as a protective factor from abuse issues, while simultaneously making treatment more complex, and may in fact interfere with treatment. Consequently, not addressing these beliefs clinically becomes treatment-interfering behavior by the clinician.


    Reactive and Proactive Aggression in Adolescents


    Brown, Atkins, Osbourne, and Milnamow (1996) defined proactive aggression as an unprovoked aversive behavior intended to cause harm, overpower, or otherwise coerce another person, whereas reactive aggression is considered to be a defensive response to a perceived threat, fear, or provocation. In other words, proactive adolescents seek and gain benefits and rewards from aggressive acts, while reactive adolescents are guided by their emotional reactions or dysregulation in their aggression (Dodge, Lochman, Harnish, Bates, & Pettit, 1997). These views on aggression have theoretical roots in the frustration-aggression model posited by Dollard, Doob, Miller, Mowrer, and Sears (1939), later revisited and advanced by Berkowitz (1990). Although there are different correlates to proactive and reactive aggression, Dodge and Coie (1987) suggested that, nonetheless, they are statistically related. The understanding of the differences and commonalities of these two subtypes of aggression is important in treating adolescents with severe behavioral problems, since as many as 40 percent of reactive adolescents have traits of personality disorders (Dodge et al., 1997). These angry adolescents also often present self-punitive and self-critical characteristics and have a tendency to experience emotional numbness. Apsche and DiMeo (2010) indicated that reactive aggressive adolescents experience a higher incidence of emotional dysregulation, causing a distortion in their perceptions, which can result in aberrant responses.


    A psychological profile of reactive adolescents includes a higher incidence of symptoms of depression, sleep disorders, somatization, and oppositional behavior, in addition to verbal and physical aggression (Dodge et al., 1997). A social history profile often reveals a prevalence of early trauma, including parental rejection, exposure to family violence, and family instability. Dodge et al. likened the behavior of reactive adolescents to that of individuals with borderline personality disorder in the shared tendency to interpret hostility in the communication of peers, as well as engage in dialectical thinking. However, they also proposed that dichotomous conflict (the struggle between control and impulsivity often found in reactively aggressive youth) and attention-seeking behaviors of these adolescents may be the precursors to actions that are sometimes interpreted by others as impulsive. Also of importance is the correlation between emotional dysregulation, aggression, and suicidal threats and gestures in adolescents (Koenigsberg et al., 2001). Furthermore, Dodge et al. indicated that angry, aggressive, and oppositional youth have a diminished ability in encoding relevant social cues, often as a result of misguided perceptions.


    Apsche (2010) developed a 20-question scale to determine the adolescent’s predominant score of reactive or proactive aggression. It appears that many adolescents have a “foot” in each category, suggesting that there might be a continuum of aggression that runs from reactive to proactive. This Reactive-Proactive Scale (included in chapter 4) goes from 1 to 10, with 1 being most reactive and 10 being most proactive. This continuum suggests that reactive aggression left untreated might become more proactive over time. The possible etiology of proactive and reactive aggression, which we believe is rooted in early childhood experiences, is significant to treatment.


    The Development of MDT


    The development of MDT dates back to the late 1990s when Jack Apsche, one of this book’s coauthors, encountered frustration in the application of cognitive behavioral therapy (CBT) and social skills training (SST) in the treatment of male juvenile sex offenders presenting personality disorders and beliefs, severe disruptive behavior, and other psychiatric conditions. The efficacy of CBT and SST on this population proved limited, thereby providing the impetus for MDT’s origin and development. Over a decade later, MDT has become an evidence-based methodology firmly grounded and effective in the treatment of behaviorally and emotionally disordered youth between the ages of 14 and 18. Most recently, MDT treatment has been extended to female adolescents and family systems. The next section will provide some documented highlights of MDT over the past 10 years. But first, a brief review of the four theories that influenced its development.


    As mentioned at the beginning of this chapter, MDT is primarily based on Beck’s (1996) theory of modes and on cognitive behavioral therapy. However, it also integrates elements from dialectical behavior therapy (DBT), functional analytic psychotherapy (FAP), and acceptance and commitment therapy (ACT). MDT incorporates DBT’s “grain of truth” and “validating” a client’s beliefs approach (Linehan, 1993; Linehan, Davidson, Lynch, & Sanderson, 2005), as well as explores “life and treatment interfering behavior,” resulting in a therapeutic modality that doesn’t challenge cognitive distortions but instead addresses life-interfering and treatment-interfering fears and beliefs in a collaborative manner. MDT adapts FAP’s concept of “contingencies of reinforcement” (Kohlenberg & Tsai, 1993) experienced in past relationships in order to target behavioral change cognitively and experientially during the therapeutic session, as well as in the client’s daily life. Finally, MDT interweaves ACT’s elements of “acceptance and defusion” (Hayes, Strosahl, & Wilson, 1999) together with mindfulness to emerge as MDT’s validation, clarification, and redirection (VCR) components. The strength of MDT methodology lies in its ability to accept the adolescent where he or she is in the moment and to work in collaboration toward the creation of functional beliefs and behavior change. MDT empowers the youth to gain emotional and behavioral self-awareness and self-regulation. These tools become transferable skills to the individual’s various endeavors throughout life and are instrumental in the reduction of aggression, self-harm, and oppositional behavior.


    Mode Deactivation Therapy Pulls It All Together


    Early in the development of MDT, it became evident that certain therapeutic factors provided a critical structure to the methodology. Some of these MDT elements are as follows:


    
      	Treatment is goal oriented.


      	Treatment is focused on beliefs.


      	Each session is structured.


      	The number of sessions is limited.


      	The goals of therapy are clear.


      	There is collaboration between therapist and client.


      	The therapeutic relationship is measured.


      	Treatment addresses resistance in client.


      	Treatment empowers the client to become his/her own therapist.


      	There are no cognitive distortions.


      	A complete case conceptualization guides treatment.


      	Treatment addresses modes.


      	It is a mindfulness-based treatment.


      	Acceptance of self and circumstances is integral to treatment.


      	Emotional defusion is integral to treatment.


      	Cognitive defusion is integral to treatment.


      	Treatment addresses both didactic and experiential learning.


      	Validation, clarification, and redirection address both cognitive and experiential learning.


      	The functional alternative belief creates the possibility of change both cognitively and experientially.


      	Fear is conceptualized as leading to avoidance.


      	Treatment is for adolescents.

    


    A comparison of therapeutic factors found in MDT, CBT, DBT, FAP, and ACT (see table 1 below) provides a clear map of the similarities and differences between MDT and its four influential treatment methodologies (Apsche, 2010).


    Table 1. Comparison of MDT and Other Treatments*


    [image: comparison of mdt and other treatments]


    [image: comparison of mdt and other treatments, part 2]
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    *Adapted from Mode Deactivation Therapy: The Complete Guidebook for Clinicians (Apsche, 2010).


    MDT systematically assesses and restructures dysfunctional compound core beliefs (schemas) into functional alternative beliefs in the adolescent (Apsche, Ward Bailey, & Evile, 2003). In MDT, core beliefs are acknowledged and validated as legitimate truths for the adolescent—no matter how irrational. They are perceived as a result of past experiences and represent the “grain of truth” for the adolescent at a particular time. MDT collaborates with the adolescent to balance and deactivate maladaptive mode responses and transform them into functional beliefs. The validation, clarification, and redirection (VCR) process in MDT is used to balance beliefs and regulate emotions. Validation promotes unconditional acceptance of conscious and unconscious experiences. Clarification provides an alternative perspective of the past experiences and present circumstances. Redirection measures the possible acceptance of a slightly different belief. Through MDT, adolescents learn that there is a perceptual continuum instead of an “all or nothing” state. The movement from dichotomous and dialectical thinking redirects and provides the adolescent with a new awareness, resulting in opportunities for alternative behavior. Finding the grain of truth in the adolescent’s perception is at the core of MDT. It serves as the basis for the treatment of personality beliefs and traits that result in aggression and misinterpretation of events. MDT employs a number of assessments and continuums that evaluate the adolescent’s level of truth, trust, fear, and belief. These measures serve both the client and the clinician as a barometer of the youth’s perceived reality and rationale for behavior.


    To reiterate, MDT’s stance is that the adolescent’s concept of reality and perception is shaped by past experiences. Therefore, in therapy, present behavior is evaluated in the context of reinforcement history. Acceptance, mindfulness, and defusion techniques have been adapted into MDT to teach adolescents awareness and healthy alternatives to thoughts, feelings, memories, and physical sensations that in the past have caused fear and emotional dysregulation. In a nutshell, MDT is the following:


    
      	An extensive case conceptualization


      	Mindfulness


      	Acceptance


      	Defusion


      	Validation, clarification, and redirection of functional alternative beliefs

    


    Evidence of MDT’s Effectiveness


    After over 10 years of MDT’s use in the therapeutic setting, there is ample evidence of the significant reduction of severe behavioral symptomatology after individual or family MDT treatment. For example, one of the first documented case studies of the clinical application of MDT (Apsche & Ward, 2003) revealed a marked reduction in physical and verbal aggression in an adolescent previously unsuccessful in treatment. An additional benefit of treatment was a decrease in the youth’s anxieties and fears. Because anxiety and fear can serve as mode activators and instigate a chain reaction of cognitive and behavioral dysfunction in the adolescent, they are critical targets in MDT treatment.


    Sexual offending behavior, including physical and sexual aggression, was significantly reduced through MDT compared to CBT or SST (Apsche, Bass, Jennings, Murphy, et al., 2005; Apsche et al., 2004; Apsche, Bass, Siv, & Matteson, 2005; Apsche & Ward, 2003). This is in part a result of how MDT treatment addresses both internal behaviors (e.g., anxiety and depression) and external behaviors (e.g., aggression) in adolescents. MDT also significantly reduces maladaptive behaviors and psychological distress associated with conduct and personality disorders compared to CBT (Apsche et al., 2004). Most importantly, a two-year posttreatment study conducted by Apsche, Bass, and Siv (2005) revealed significantly reduced recidivism rates for sexual offenses and severe aggressive behavior in male adolescents treated with MDT in residential settings, as compared with adolescents treated with CBT and SST, as illustrated in table 2.


    Table 2. Recidivism Rates of Apsche, Bass, and Siv (2005) Study


    [image: recidivism rates of apsche, bass, and siv]


    Treatment comparison studies between MDT and CBT and SST have documented greater therapeutic success of MDT in the treatment of adolescents with the more complex typologies of severe behavioral difficulties. For example, as previously mentioned, MDT was initially applied to an adolescent male population of sex offenders. Within this population there was a prevalent comorbidity of Axes I and II diagnoses. The most common Axis I diagnoses included conduct disorder, oppositional defiant disorder, and post-traumatic stress disorder. Recurrent Axis II diagnoses included borderline personality traits, narcissistic personality traits, histrionic personality traits, dependent personality traits, avoidant personality traits, and mixed personality traits. Murphy and Siv (2007) conducted a replication study comparing the efficacy of MDT methodology to the current Treatment as Usual (TAU) for aggressive adolescent males in residential treatment. Results suggested greater reduction of symptoms of depression and suicidal ideation after the application of MDT.


    The success of MDT in residential settings led to its implementation in outpatient settings. Apsche and Bass (2006) conducted an outpatient replication study of the 2005 MDT inpatient study of male adolescents with conduct disorder (Apsche, Bass, Jennings, & Siv, 2005). Results revealed a significant reduction in recidivism of such behaviors as aggressive and defiant behavior, school suspensions, and symptoms of psychological distress in adolescents diagnosed with conduct and personality disorders compared to TAU. MDT as an outpatient intervention is now being employed with both male and female adolescents.


    Apsche, Bass, Zeiter, and Houston (2009) suggested that family MDT not only can be effective during treatment, but can generalize to the home environment. Apsche, Bass, Zeiter, et al. completed a family MDT clinical study of 14 adolescents who evidenced such problems as sexual and physical aggression, as well as oppositional behaviors including verbal aggression (Apsche & Bass, 2010). The results indicated that MDT outperformed TAU. At 18 months of observation, the MDT group had zero incidents of sexual recidivism, while the TAU group had 10 reported incidents. The MDT group reported 3 incidents of physical aggression while the TAU group reported 12. These results are favorable for MDT as a family therapy and indicate that further studies with larger groups would be beneficial (Apsche, Bass, & Siv, 2006). Additionally, outcome data suggest that MDT shows promise as an effective outpatient family treatment approach (Apsche, Bass, & Houston, 2007).


    A meta-analysis of 38 MDT studies (published and unpublished) conducted by Apsche in 2009 included 458 male adolescents from individual studies, 61 from family MDT studies, and 30 from the replication study (Apsche & DiMeo, 2010). From the individual studies, 204 participants had conduct disorder and 254 had sexual offenses. Comorbidity of Axis I and Axis II diagnoses was prevalent among the sample population. Fifty-two percent were diagnosed with conduct disorder, 45 percent with oppositional defiant disorder, 51 percent with post-traumatic stress disorder, and 20 percent with other Axis I disorders. Axis II diagnoses included 58 percent with mixed traits, 40 percent with borderline personality traits, 2 percent with histrionic personality traits, 30 percent with dependent personality traits, and 20 percent with avoidant personality traits. A history of abuse was also present in the majority of the sample population for individual cases: 92 percent experienced four types of abuse (verbal, physical, sexual, and neglect), 54 percent witnessed violence, and 28 percent presented parasuicidal behaviors (Apsche & DiMeo, 2010, p. 298).


    The meta-analysis data indicated the effectiveness of MDT with adolescent males ages 14 to 18. The effect size for the target behaviors, specifically, physical aggression for both the conduct groups and the sexual abusing groups, demonstrated a large effect size and Cohen’s d. The sexual abusing group had a large effect size for their sexual behaviors while in treatment and for two years in posttreatment. MDT had a large effect size and Cohen’s d effect in all areas of the Child Behavior Checklist (CBCL) and the State-Trait Anger Expression Inventory (STAXI). The CBCL and the STAXI indicated a reduction of anxiety and anger. The results of this assessment data support our hypothesis that MDT can reduce internalizing disorders in the adolescent, resulting in a de-escalation of aberrant behaviors associated with externalizing disorders. It is important to note that although MDT has in small samples reduced parasuicidal behavior; it has no effect on the reduction of symptoms as measured by the Beck Depression Inventory – 2 (BD-2) and the Suicide Ideation Questionnaire High School (SIQHS). Further studies of MDT may clarify, confirm, or disprove this hypothesis.


    Summary


    Although primarily derived from Beck’s (1996) theory of modes and cognitive behavioral therapy (CBT), MDT also integrates elements from dialectical behavior therapy (DBT), functional analytic psychotherapy (FAP), and acceptance and commitment therapy (ACT). MDT targets angry, aggressive, and oppositional adolescents. It acknowledges and validates the adolescent’s experiences and reality, promoting the exploration of the grain of truth and personality beliefs. Cognitive distortions are not challenged; rather they are discussed for the purpose of transforming them into functional beliefs. The clinician examines the adolescent’s reinforcement history in order to better understand the presence of pervasive behaviors and fears. Acceptance, mindfulness, and defusion are practiced to teach the youth how to balance perceptions and interpretations of internal and external stimuli. MDT aims at changing and shaping behaviors in session and reinforcing their execution out of session. Overall, as a CBT methodology, MDT addresses the adolescent’s specific internalizing disorder, which results in the remediation of the maladaptive behaviors of the externalizing disorders. Throughout this book, we present this methodology step-by-step.
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