International Journal of Behavioral Consultation and Therapy Volume 2, No. 2, 2006

A Treatment Study of Mode Deactivation Therapy in an Out Patient
Community Setting

Jack A. Apsche, Christopher K. Bass and Alexander Siv

Abstract

This paper is a review of the outpatient data and recidivism for an 18 month post treatment follow-up of
Mode Deactivation Therapy (MDT). The follow up data suggests that effects of MDT generalized for over one-year
post treatment in these adolescent conduct disordered males in an inpatient therapeutic setting. This research compared
the effectiveness of MDT and Treatment as Usual (TAU) as treatments on adolescents with conduct and personality
disorders or traits in this sample.
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Introduction

One of the criticisms of MDT in academic reviews is that it is a treatment for residential centers and
that the clients might have improved on their own by being in a structured environment. Apsche, Bass
(2006) published a study completed in an outpatient community setting. They compared six adolescents
receiving MDT with seven adolescents receiving TAU in the community.

Another criticism of MDT is the lack of data, suggesting generalization effects. This paper presents
the 18 month follow up data for the MDT and TAU sample in a community outpatient setting. Apsche,
Bass, Siv (2006) presented data to suggest that MDT was far superior to CBT and SST in producing
positive results from a 2 year follow up study of recidivism of male adolescent youths discharges from a
residential treatment center.

This paper will review the data from Apsche, Bass (2006), article and add 18 month follow up data.
A review of these data suggests that MDT might be an effective methodology in outpatient settings.

METHOD
Sample Characteristics

A review of the Apsche, Bass (2006) study showed that data reports for follow up data were
calculated form school reports systems. The parent(s) kept general data forms and returned them to the
youth agency workers for both groups.

The data was collected by the youth agency and then disseminated.
Review of Research

A total of 13 male adolescents participated in the study. All subjects were referred to a private
outpatient practice for the treatment of aggression. Referrals came from County Juvenile Justice and the
Department of Youth and Family Services. In this study, subjects were randomly assigned to one of the two
treatment conditions at the time of admission based on available openings in the caseload of the
participating clinicians. The two treatment conditions showed similarity in terms of the frequency of Axis |
and Axis II diagnoses, age, and racial background. To ensure consistency in the delivery of the two
respective treatments, therapists were specifically trained in one of two treatment curriculums/methods. The
average length of treatment across conditions was 6 months.
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Condition one: Treatment As Usual (TAU) A total of six male adolescents were assigned to the
condition. The group was comprised of 1 African American, 5 European Americans with an average age of
16.1. The principal Axis I diagnoses for this group included Conduct Disorder (2), Oppositional Defiant
Disorder (4), and Post Traumatic Stress Disorder (4). Axis Il diagnoses for the group included Mixed
Personality Disorder (4), Borderline Personality Disorder (1).

Condition two: Mode Deactivation Therapy (MDT): A total of seven male adolescents were
assigned to the MDT condition. The group was comprised of 2 African Americans, 5 European Americans
with an average age of 16.4. The principal Axis I diagnoses for this group included Conduct Disorder
(1),0Oppositional Defiant Disorder (3), Post Traumatic Stress Disorder (4), and Major Depressive Disorder,
primary or secondary (5). Axis II diagnoses for the group included Mixed Personality Disorder (4), and
Borderline Personality Traits (3). The MDT condition used the Mode Deactivation Therapy which is built
on the mastery system for youngsters. They move through a workbook at the rate of learning that
accommodates their individual learning style. The system is designed to allow the youngster to experience
success, prior to undertaking more difficult materials. Initially, the individual needs to be aware of his
negative verbalizations and negative thoughts, and record them in his workbook. Through the Case
Conceptualization, workbook, and audiotapes, the system allows the youngster to systematically address the
underlying conglomerate of personality disorders as well as, the specific didactics necessary,
anger/aggression.

Measures

Three measures were included in this study: School disciplinary referrals, Parent Report and The
Child Behavior Checklist (CBCL; Achenbach, 1991).

School records were used to assess disruptive and aggressive behavior in school. Behaviors which
were assessed included school suspension, physical altercation, verbal aggression toward peers/others.

The Parent Report Record is a measure used to record aggressive behavior at home. Behaviors
recorded included; Sibling altercations, Anger outbursts, and direct intentional disobedience.

The CBCL is a multi-axial assessment designed to obtain reports regarding the behaviors and
competencies of 11- to 18-year-olds’. The means and standards are divided into three categories:
internalizing (which measures withdrawn behaviors, somatic complaints, anxiety and depression),
externalizing (which measures delinquent behavior and aggressive behavior), and total problems (which
represent the conglomerate of total problems and symptoms, both internal and external).

FOLLOW-UP DATA

Table 1: 18 Month Follow-up Parent Reports Received
MDT TAU
Sexual Aggression (SA) 0 10
Acting Out (AO) 3 12
Direct intentional disobedience
(DIB) 6 18

| Table 2: 18 Month Follow-up School Data Received |
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Child Behavior Checklist

MDT TAU
Residential Placements (RP) 0 3
School Suspensions (SS) 3 20
School Expulsions (SE) 1 5
RESULTS

Volume 2, No. 2, 2006

The CBCL means and standards are divided into three categories: internalizing, externalizing, and
total problems. There was no significant difference in the pretest means between MDT (Internalization
=73.5, Externalization= 75.5 and Total= 74.5) and TAU (Internalization= 73, Externalization= 75 and

Total= 74).
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Figure 1. CBCL; Pre treatment mean scores for TAU and MDT groups
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Figure 2. CBCL; Post treatment mean scores for TAU and MDT groups

The post test means showed a statistically significant difference in mean scores. In comparison to
the TAU group, the MDT group was superior in reducing all three categories (MDT: Internalization= 48.5,
Externalization= 43.5 and Total=42; TAU: Internalization=72, Externalization= 70 and Total= 71)

The Parent Report Record

Results on the Parent Report Measure showed no significant difference in the pretreatment
recordings of Sibling altercations (SA), Anger outbursts (AO), and direct intentional disobedience (DIB)
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(MDT: SA=5 per week, AO= 21 per week, DIB= 10; TAU: SA= 4 per week, AO= 22 per week and DIB=

11).
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Figure 3. The Parent Report Record: Pre treatment mean scores for TAU and MDT
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Figure 4. The Parent Report Record: Post treatment mean scores for TAU and MDT groups

Post treatment results on the Parent Report Measure showed a significant difference in the
recordings of Sibling altercations (SA), Anger outbursts (AO), and Direct intentional disobedience (DIB)
(MDT: SA=5 per week, AO= 21 per week, DIB= 10; TAU: SA= 4 per week, AO= 22 per week and DIB=

11).

School Records

School records were kept by the school’s Principal Discussion Office. The forms tracked

aggression and school suspensions.
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SS = School Suspension (Post treatment MDT= 1.2, TAU=3); PA= Physical Aggression
(Post Treatment, MDT=3, TAU= 19

18 Month Follow Results

Parent Reports Received
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SA = Sexual aggression (18 Month Follow-up, MDT= 0, TAU=10); AO= Acting Out
(18 Month Follow-up, MDT=3, TAU= 12); DIB= Direct intentional disobedience
(18 Month Follow-up, MDT=6, TAU= 18)

School Records
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RP = Residential Placement (18 Month Follow-up, MDT= 0, TAU=3); SS= School Suspension
(18 Month Follow-up, MDT=3, TAU= 20); SE= School Expulsion (18 Month Follow-up, MDT=1, TAU=
5)

Results demonstrate that MDT was superior to TAU in all categories in this study. Results indicate
that MDT was statistically significant over TAU in reducing aggressive behavior, defiant behavior, school
suspensions, as well as, reducing symptoms of psychological distress as measured by the CBCL. Symptoms
such as anxiety and depression were reduced by MDT while some increased with TAU.

Reports by parents and School Administration indicated that the behaviors of the adolescent in
MDT showed significant improvement. The TAU group received negative reports by parents and School
Administration.
Discussion

The results suggest that MDT might be an effective treatment for this typology of adolescent in
outpatient community settings. The current results also suggest that MDT has generalizable effects from
treatment to 18 months post treatment. In this study it was clear that MDT out performed TAU in every
category and the treatment effects were far superior for 18 months. It was important to note that none of the
adolescents in the MDT group were sent or recommended to residential or correctional settings. This might
be important for future research, since residential treatment is costly and often there are many negative side
effects reported from lengthy residential treatment, such as, iatrogenic effects of negative learning from
peer groups.
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The results also suggest that MDT might be effective in decreasing the clinical symptoms of Axis |
disorders in this population which may positively effect the positive follow up data. The clinical symptoms
might fuel these negative behaviors and MDT might give the individuals a methodology to self monitor
these symptoms. MDT hypothesizes that the modes of the adolescent are constantly charged by perceiving
danger and threat which are fueled by their damaged or faulty perceptions (Apsche & Ward Bailey 2004).
These results might validate some of that hypothesis by the results of the 18 month follow up data.

Summary

MDT was shown to be more effective than TAU in an 18 month study with follow up data. These
results suggest that MDT might be effective in treating this type of adolescent in a community setting.

There were several limitations to this treatment research study. There were only thirteen clients in
the study, far too few to suggest generalization of effects on the larger population. The assignments of the
clients were random in nature, although it did not follow the protocol of a randomized study. Accepting
these and other limitations from this type of treatment research, it is important to note the effectiveness of
MDT with this population. This study shines light on the MDT treatment tool as a promising approach in
the search for effective treatments for adolescents with problems of conduct, opposition and personality.
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