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Although many treatments for mental health disorders have been found to be
effective in research, community clinicians may not receive training in such empirically
supported treatments, and therefore, individuals suffering from disorders may not have
access to empirically supported treatment in the community. This study examined the
use of an interactive multi-media computerized therapy program, Building a
Meaningful Life through Behavioral Activation, as a training tool for mental health
clinicians (7V=21) using a pre-post study design. Participating clinicians were invited to
complete this computer program over the course of several weeks, and to complete
knowledge quizzes and written responses to client scenarios after each of the seven
IMM-BA lessons. Participants were provided with feedback about their scores on these
measures before post-training assessment.
After exposure to this program, participants demonstrated increased knowledge
of Behavioral Activation (BA) on written knowledge assessments. Role-play
assessment was used to allow participants to demonstrate three key components of BA
with an actor portraying a depressed client; videotaped role-plays were coded by trained
graduate and undergraduate students. Participants demonstrated increased use of BAconsistent behavior at post-training assessment in all three role-play scenarios, and in
one role-play, participants also demonstrated increased competence. However, interrater reliability for these coded scenarios ranged in quality from excellent to poor,

limiting the ability to draw valid conclusions for some portions of these data.
Participants rated the instructional value of the program highly. While this sample of
clinicians was favorably disposed to manualized treatments at pre-training assessment
when compared to national norms, openness to manualized treatments showed a slight
increase at post-training assessment. Future directions, including future examinations of
this program as a training tool and methods for enhancing the inter-rater reliability of
role-play assessment measures, are discussed.
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CHAPTER I
LITERATURE REVIEW

Overview
Depression is a common and debilitating mental health problem, and can be
treated effectively through Behavioral Activation (BA), a psychosocial treatment that has
been demonstrated to help depressed individuals reduce symptoms. However, BA is a
fairly new intervention and it is unlikely that most community clinicians have received
adequate training in this intervention. A brief orientation to the emerging science of
clinician training is provided, with a rationale for why B A may be an appropriate
candidate for dissemination to mental health clinicians. Methods of clinician training are
briefly reviewed, with a discussion of computerized training and the potential role of
computerized direct-to-consumer interventions as training tools for clinicians. Finally,
information on the evaluation of clinician training is presented, with discussion of the
importance of evaluating multiple training outcomes.
Depression: Symptoms and Epidemiology
A depressive episode is characterized by symptoms of depressed mood,
anhedonia, changes in sleep and/or appetite, feelings of fatigue or loss of energy, feelings
of worthlessness or guilt, psychomotor agitation or retardation, diminished ability to
concentrate, and recurrent thoughts of death, suicidal ideation, or thoughts of suicide that
cause difficulty in functioning or significant distress, lasting at least two weeks
(American Psychiatric Association, 2000). Most references to "depression" refer to
major depressive disorder (MDD), diagnosed when a person experiences one or more
1
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major depressive episodes that are not better accounted for by chemical abuse, medical
condition, or bereavement, although several other diagnostic categories include major
depressive episodes (e.g., bipolar disorders). Results from a nationally representative
survey conducted between 2001 and 2003 suggest that 16.2% of adults in the United
States have met criteria for MDD at some point in their lifetime, with 6.6% meeting
criteria for MDD in the 12 months prior to data collection, or 33 million adults meeting
criteria for MDD at some point during their lifetime (Kessler, Merikangas, & Wang,
2007). In primary care medical settings, 14.1% patients met criteria for MDD within the
last month, while 16.0% of those visiting the primary care setting for treatment of a
chronic medical problem met criteria for MDD (Leon et al., 1995)
MDD is associated with elevated risk for suicide, with up to 15% of individuals
diagnosed with MDD dying by suicide (American Psychiatric Association, 2000). It is
also associated with significant disability: according to a World Health Organization
study, MDD is the leading cause of disability across the world (Lopez & Murray, 1998),
and in the United States it has been found to result in significant numbers of lost
workdays (Broadhead, Blazer, George, & Tse, 1990; Kessler, Merikangas, & Wang,
2007).
Despite the significant personal and societal burden posed by MDD, many
individuals who report symptoms of depression do not receive treatment at all (DwightJohnson, Sherbourne, Liao, & Wells, 2000), and less than half receive treatment that is
deemed minimally adequate based on current guidelines (Wang et al., 2005; Young,
Klap, Sherbourne, & Wells, 2001). This suggests the need for treatment of MDD that is
both effective and widely available.
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Behavioral Activation
Contemporary Behavioral Activation (BA) is a psychosocial treatment for
depression that focuses on examining the client's current patterns of behavior,
encouraging new activities that are likely to help the client contact sources of
reinforcement, and understanding and reducing avoidance behavior that reduces the
client's likelihood of contacting sources of reinforcement. It rests on the assumption that
depression is not a discrete problem situated within the depressed person's personality,
behavior, or environment. Rather, depression is characterized by particular kinds of
interactions between the depressed person and his or her environment (Martell, Addis, &
Jacobson, 2001). To treat depression, then, an understanding of these interactions is first
developed by therapist and client using functional assessment, or assessment aimed at
understanding the consequences of a particular client behavior and the likelihood of that
behavior's reoccurrence in the future. Together, client and therapist analyze the effect of
various client behaviors on the environment and on the client's mood. This
understanding helps client and therapist determine how a given action affects the client
in the moment, as well as how it affects the likelihood of that behavior occurring in the
future. Once an assessment of client behavior patterns has begun, client and therapist
work together to develop a plan for increasing more adaptive behavior, and for
decreasing less adaptive behavior. Behaviors that are more adaptive are chosen based on
the individual client's identified goals, and are evaluated as therapy progresses, so that
the plan can be adjusted if needed.

History of BA
While contemporary BA as a stand-alone treatment for depression is relatively
new, the theories supporting BA, and several components of BA, have been part of
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clinical discussion and treatment for years. Ferster (1973) first proposed a functional
analysis of depression conceptualized as a lowered frequency of various classes of
positively reinforced behavior, and suggested that the frequency of these behaviors may
be closely tied to the frequency of contingent reinforcement of those behaviors. In other
words, the depressed person may eat less frequently, engage in sexual behavior less
frequently, and may experience a parallel reduction in the frequency of reinforcement for
those behaviors, further reducing the likelihood that similar behavior would be emitted
in the future. At the same time, the depressed person is likely to engage more frequently
in avoidance or escape behaviors (e.g., crying, statements about unhappiness) that may
result from or contribute to the lowered frequency of positively reinforced behavior.
Ferster also pointed out that the depressed person is likely to choose passive, rather than
active, coping methods for daily problems, and that these coping methods are less likely
to actually change the problem in the environment. Finally, Ferster suggested that
frequency of reinforced behavior, rather than topography or form of the behavior, should
be the variable of interest in an analysis of a depressed person's behavior.
Consistent with Ferster's theory, Lewinsohn and colleagues began to use activity
scheduling to help depressed adults increase the frequency of pleasant events in their
daily lives, and ultimately developed a broad cognitive-behavioral treatment course for
depressed adults to be administered in group format (Lewinsohn, Antonuccio,
Steinmetz-Breckenridge, & Teri, 1984). Activity scheduling was also used by Beck and
colleagues (1979) in their comprehensive cognitive therapy (CT) for depression. In CT,
the client is first taught to monitor his or her daily activities using an activity log or chart
that documents client actions and moods throughout the day. Next, the client and
therapist evaluate the report of the client's activities and mood to draw conclusions
about the effect of various activities on mood. A list of activities that are likely to
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contribute to feelings of pleasure or mastery is developed, and the client is instructed to
engage in some of these activities outside of therapy sessions, as "homework." In CT,
the primary goal of activity scheduling and later evaluation is to understand and change
problematic cognitions or thoughts (Martell, Addis, & Jacobson, 2001).
Contemporary BA
Contemporary BA as it is practiced today first emerged from a dismantling trial
conducted by Jacobson and colleagues (1996), comparing the BA components of CT
alone to a combination of BA and automatic thought challenging and to the
comprehensive CT protocol. Results suggested that BA was equally effective to
comprehensive CT in reducing depression at post-treatment and follow-up (Jacobson et
al., 1996) and in preventing relapse (Gortner, Gollan, Dobson, & Jacobson, 1998). BA
has been modified to incorporate Ferster's (1973) conceptualization of depressive
behavior (Jacobson, Martell, & Dimidjian, 2001; Martell, Addis, & Jacobson, 2001).
The resulting treatment is highly idiographic. Rather than assuming some behaviors are
"healthy" and some are "unhealthy," BA emphasizes a functional understanding of all
behavior. That is, behavior is understood within the context of the individual client's life
and its effects on client mood are analyzed. The results of this analysis help the therapist
and client determine whether to increase or decrease the frequency of a given type of
behavior to alleviate depression. To help clients understand the effect of behavior on
their overall mood, and to help them learn how to make choices that lead to more
adaptive behavior patterns, emphasis is placed on teaching the client to examine his or
her own behavior. The therapist assumes the role of a consultant suggesting hypotheses
and helping to devise tests for the hypotheses, rather than the role of an expert
dispensing wisdom. To help clients become independent observers of their own
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behavior, the activity log is frequently reviewed in session, and the client is asked to
examine the log to identify frequently occurring triggers, or situations that provoke an
emotional response. Typical avoidance patterns, or patterns of behavior that allow the
client to avoid a problem, are also identified. When it is apparent that avoidance
behavior is causing more difficulties for the client, the client is then encouraged to
replace avoidance behavior with alternative coping behavior, or methods of coping with
a problem that are more direct and ultimately more effective. The acronyms TRAP (for
Trigger, emotional Response, Avoidance Pattern) and TRAC (for Trigger, emotional
Response, Alternative Coping) are often used and taught to clients, so that a therapist
may say "are you on TRAC, or are you in a TRAP?" to a client in discussing a given
problem. Clients are also taught to use BA strategies independently by learning the
acronym ACTION: Assess the function of a given behavior, Choose to avoid or to
engage in a new behavior, Try out the new behavior, Integrate the new behavior into a
routine, Observe the outcome, and Never give up (Martell, Addis, & Jacobson, 2001).
While BA is a flexible, idiographic treatment that does not follow a scripted manual, its
components typically include discussion of depression, presentation of the BA rationale
for treatment, weekly assessment of current client behavior and mood symptoms using
the activity log, examination of behavior and mood for patterns, and discussion of
TRAP, TRAC, and ACTION. Other interventions, such as training to overcome skill
deficits or intervention for sleep or other problems, may be added as necessary (Martell,
Addis, & Jacobson, 2001).
A similar treatment, brief behavioral activation treatment for depression (BATD)
was developed by LeJuez and colleagues (Lejuez, Hopko, & Hopko, 2001; Lejuez,
Hopko, LePage, Hopko, & McNeil, 2001). Both BATD and BA emphasize presenting a
behavioral theory for depression and rationale for treatment, assessment of client current
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activity and ongoing assessment as therapy progresses, and examination of client
activity, mood, and the relationships between activity and mood. The BATD manual also
contains an assessment of client values, adapted from one used in Acceptance and
Commitment Therapy (Hayes, Strosahl, & Wilson, 1999), for use in determining
activities that the client would like to engage in with increased frequency.
Efficacy of BA
In a large randomized controlled trial, BA was superior to CT in reducing
symptoms of depression, and equally as effective as antidepressant medications,
suggesting B A may be an effective alternative for those who do not wish to take
medication (Dimidjian et al., 2006). Those who responded well to BA treatment
continued to do as well as those continued on medication over two years of follow-up
(Dobson et al., 2008). A subset of moderately to severely depressed individuals whose
self-reports of depression were extremely high were found to lack response to CT, while
fewer such individuals were found in the BA condition (Coffman, Martell, Dimidjian,
Gallop, & Hollon, 2007). Case studies of BATD in community mental health settings
have demonstrated positive effects (Lejuez, Hopko, LePage, Hopko, & McNeil, 2001),
while a larger study conducted in a psychiatric inpatient setting demonstrated its
superiority to supportive psychotherapy in alleviating depression (Hopko, Lejuez,
LePage, Hopko, & McNeil, 2003).
In meta-analyses, behavioral treatments for depression including BA, BATD, and
BA components have demonstrated superiority to control groups, brief psychotherapy,
and supportive therapy in reducing depressive symptoms, and have suggested that
behavioral treatment for depression is equivalent in to cognitive-behavior therapy
(Ekers, Richards, & Gilbody, 2007). Other meta-analyses have demonstrated that activity
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scheduling is superior to control groups in reducing depression (Cuijpers, van Straten, &
Warmerdam, 2007), and have shown large effect sizes for stand-alone BA in
improvement across measures of depression (Spates, Pagoto, & Kalata, 2006).
Behavioral treatment for depression, including BA, has been described as an empirically
supported treatment (EST) for its successful performance in controlled trials and metaanalyses (Chambless & Ollendick, 2001).
Clinician Use of BA and Other ESTs
As reviewed above, BA is an effective treatment for depression, but it is also
relatively new. It is unlikely that it is widely practiced by most community clinicians at
this time, and therefore, it is likely that it is not available as a treatment option for many
depressed individuals who seek psychotherapy. Studies of mental health practitioners
show that while training in evidence-based practices (EBP), including training in ESTs,
has been shown to predict self-reported use of these practices (Nelson & Steele, 2007),
many mental health practitioners state that lack of training in the use of EBP is a barrier
to use of EBP and ESTs (Pagoto, Spring, Coups, Mulvaney, Coutu & Ozakinci, 2007). A
survey of accredited training programs in mental health treatment revealed that the
majority of professional clinical psychology and social work programs did not require
sufficient training in any ESTs, suggesting that emerging practitioners, like established
practitioners, may also be unlikely to use ESTs (Weissman et al., 2006). While data on
BA's inclusion in training curricula for mental health practitioners is not available at this
time, it is likely that BA is not widely included in training programs at this point due to
the general lack of coverage of ESTs in training programs and BA's relative newness as
an intervention. Emerging clinicians, like established mental health practitioners, may be
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less likely to use BA as they are not likely to receive training in how to administer the
treatment.
Dissemination, Implementation, and Clinician Training
Development and empirical investigation of treatments is only the first step in
getting an EST (e.g., BA) to therapy clients (Henggeler, Lee, & Burns, 2002). Once
effective treatments are developed and tested, knowledge about the treatment must be
spread to community practitioners. Dissemination has been defined as various
procedures to spread practitioner use of EBP and ESTs (Turner & Sanders, 2006), or as
the distribution of intervention materials or information to a specific audience, such as
mental health practitioners, with the intent of spreading knowledge about an intervention
(National Institutes of Health, 2009). Implementation has been defined as the process of
putting a defined protocol or intervention into use at a specific program, agency, or
location (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005). Although these terms
have sometimes been used to refer to the same constructs (Fixsen et al., 2005), the two
processes can be considered overlapping but distinct. The examination of dissemination
and implementation efforts is becoming more common in psychology as efficacious
treatments are developed and tested by researchers. Dissemination efforts may include
clinician training in the intervention; by contrast, training is a critical component of the
implementation of a protocol within a specific setting (Fixsen et al., 2005).
Training Methods and Effectiveness
Until recently, little research has explored the most effective means of training
mental health practitioners in new interventions or ESTs. Current training efforts for
clinicians who are out of graduate school often consist of continuing education training,
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usually conducted in brief workshop or didactic form without evaluation of whether
practitioners have acquired the skills to implement the new treatment successfully
(Sholomskas, Syracuse-Siewart, Rounsaville, Ball, Nuro, & Carroll, 2005). While less is
known about the effectiveness of these strategies in the mental health field, research
from the medical field suggests these continuing education programs do little to change
medical practitioner behavior. A review of such efforts suggested that the presentation of
didactic material alone (e.g., lecture) failed to change medical practitioner performance
or to enhance patient outcomes across studies. Continuing education programs that used
interactive techniques (e.g., role play, case discussion, practice sessions) were more
effective, as were efforts that presented the training material over several sessions rather
than in a single session (Davis, Thomson O'Brien, Freemantle, Wolf, Mazmanian, et al.,
1999).
In attempts to train mental health clinicians, one study showed that distribution of
treatment manuals alone did not significantly improve clinician ability to deliver the EST
described in the manuals (Herschell et al., 2009). Another showed that while clinicians
who read treatment manuals alone did improve in their ability to deliver an EST,
clinicians who received enhanced training improved significantly more (Sholomskas et
al., 2005). A recent systematic review of literature suggested that while reading
treatment manuals may be necessary for acquisition of knowledge about an intervention,
it does not appear to be sufficient for producing significant or sustained changes in
clinician skill level (Herschell, Kolko, Baumann, & Davis, 2010). Other attempts to train
clinicians in specific interventions have suggested that clinicians who receive workshop
training and feedback may increase skill more than those who receive workshop training
only (Lochman et al., 2009; Miller, Yahne, Moyers, Martinez, & Pirritano, 2004). After
systematic review of the limited literature on clinician training, Herschell and colleagues
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(2010) concluded that trainings including feedback, consultation, or supervision maybe
more likely to change clinician knowledge and skill. However, the authors point out that
the study of clinician training is still quite new, and a clear need to develop and test
innovative training methods continues to exist.
Focus group results from clinicians who have received dissemination training for
ESTs suggested that clinicians prefer training that includes specific tools for
implementing the EST, such as assessment scales and checklists. Clinicians have also
reported that they preferred EST training methods that included videotaped vignettes
illustrating treatment components, sample treatment plans, and other templates for
documents that would help the clinician implement the EST. More interactive
instruction and more specific tools were generally preferred over lengthy workbooks or
research articles (Katon, Zatzick, Bond, & Williams, 2006).
BA as a Candidate for Dissemination
While barriers to disseminating ESTs to practicing clinicians have been
described, factors enhancing an EST's "disseminability" have also been described. For
example, it has been suggested that more easily disseminated treatments are those that
produce beneficial and enduring effects (Hollon et al., 2002). As evidenced by its
efficacy in clinical trials, B A can produce benefits to the client in a short period of time
(Dimidjian et al., 2006), and appears to continue its beneficial effect after treatment
termination (Dobson et al., 2008). Others have suggested that easily adopted treatments
are characteristically simple (Henggeler, Lee, & Burns, 2002). Although BA involves
considerable clinical skill to deliver, it is a relatively simple intervention that may
require less expertise to deliver than some mental health interventions (Hollon, 2001)
and may therefore be more easily disseminated (Hunsley & Rumstein-McKean, 1999).
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Further, a recent survey of mental health specialists indicated that clinicians are likely to
select and use treatments that are flexible (Nelson & Steele, 2007). BA also meets this
criterion, as it is idiographic treatment that requires an understanding and application of
principles, rather than a set of session-by-session techniques, which may make it more
acceptable to clinicians who prefer not to use treatment manuals (Addis & Krasnow,
2000). Due to its efficacy in treating MDD, and to its simple, flexible nature, BA may be
an ideal candidate for dissemination to clinicians who may treat individuals with
depression but lack training in BA.
Potential Dissemination Strategy: Computerized Training
Given the above suggestions on how to enhance dissemination efforts, Weingardt
(2004) suggested that dissemination can be fostered by the use of instructional design
technology (IDT) to translate ESTs into Internet-delivered, computer-based training
programs (programs that provide instruction in the provision of ESTs and include
multiple client exemplars and some degree of interactivity). Weingardt suggested that
such training programs could have multiple advantages that could enhance the
acceptability and eventual adoption of an EST by practicing clinicians. For example, a
computerized training program could be self-paced, in keeping with instructional design
principles that place the learner in control, and the trainee could start, stop, or resume
training when desired. Information could be presented in a case-based format that could
be designed to feel realistic and relevant to the trainee, and assessments could be built
into the program so that it would be responsive to the trainee's level of ability. Some
assessments could be in the form of hypothetical clinical cases, which could allow the
trainee to "practice" and to receive feedback on his or her work.
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Should such a computerized training for dissemination of an EST be created, it
could have multiple potential benefits. First, a computerized training could include
multiple facets that dissemination trial participants have reported are helpful or have
shown benefit in research trials, such as video demonstrations of key therapy techniques
(Katon et al., 2006) and feedback on the trainee's performance (Lochman et al, 2009).
Training could be designed to be administered in several sessions, consistent with
research showing that spaced training sessions appear to have better results than singlesession trainings (Davis et al., 1999). Because a computerized training package would be
pre-recorded and pre-programmed, it would not be subject to factors affecting human
trainers or workshop leaders, such as fatigue, error, and drift from training goals. A
computerized training package could also be used repeatedly, by multiple users, in
individual or group sessions. Unlike an in-person training or workshop, a computerized
training program could be reviewed repeatedly after its initial viewing, and could be a
valuable resource to a clinician who wanted to brush up on a particular technique before
using it.
The availability of computerized training in ESTs could enhance the ability of
practitioners to receive training despite geographic barriers or expenses related to travel
for in-person workshops (Weingardt, 2004). A recent survey of trauma professionals
demonstrated that while treatment providers in rural areas had generally favorable views
towards the use of ESTs, similar to treatment providers in urban areas, those in rural
areas reported much more difficulty in accessing training to become proficient in an
EST. Workshops conducted by treatment developers or other disseminators are most
often conducted in urban areas, requiring rural practitioners to incur substantial expenses
if they are to obtain training (Paul, Gray, Elhai, Massad, & Stamm, 2006). However, a
computerized training program and supporting materials (e.g., printed manual, handouts)
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could be easily packaged and mailed to a purchasing therapist, counselor, or health
organization in any area of the globe. The availability of training in a professional's own
environment, at his or her convenience, could make it more feasible for the professional
to view and benefit from training materials despite potential geographic barriers.
Prior Uses of Computerized Training
Computerized training has been examined for its ability to teach trainees many
forms of intervention and assessment. In an attempt to teach raters on multi-center
clinical trials to properly administer and score a standardized clinical interview, Kobak,
Engelhardt, and Lipsitz (2006) compared the efficacy of traditional training methods
(overview of scoring rules, videotape examples, discussion of scoring results from
videotape, and observation of assessment and feedback, provided in a group setting) to
the combination of an interactive computerized training and an applied training. The
interactive computerized training included an overview of scoring rules and several
interactive video vignettes illustrating key concepts about each assessment item.
Interactive self-tests were included, with feedback and the rationale for the correct
answer provided to the trainee. The applied section of the training consisted of the
trainee conducting assessments with standardized and actual patients, while the trainer
provided individualized feedback during and after the assessment. "Group training" also
occurred, with trainees meeting via teleconference to take turns interviewing a patient
and discussing the results. Raters who received computerized and applied training
showed a significantly greater amount of improvement from pre-test to post-test in
didactic knowledge scores, and on administration of the standardized clinical interview
as scored by raters blinded to training condition. Results of the study suggested that the
combination of computerized and applied training was superior to traditional training
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methods in enhancing rater knowledge and skill. Further, most trainees using the
computerized program rated it as convenient (67%), helpful (88%), and more useful than
training typically conducted at startup meetings for multi-center trials (93%).
Although this study demonstrated some clear benefit from computerized and
applied training, its use of the combination of computerized training and applied training
makes it impossible to determine how much trainees benefited from the computerized
program alone. It is possible that the significantly greater improvement of those exposed
to the computerized and applied training is attributable to the effects of the computerized
program alone, to practice effects from the additional administration of interviews
during applied training, to the effects of individualized feedback provided during the
applied interview, to a combination of these factors, and/or to multiple other factors.
Another training effort compared the effects of three training strategies in
teaching community clinicians to administer cognitive-behavior therapy (CBT) for
substance abuse (Sholomskas et al., 2005). All clinicians were provided with a written
manual including the rationale for CBT, session-by-session guidelines, and descriptions
of several key interventions. Clinicians in the manual-only condition were asked to
spend 20 hours reading the manual and practicing its components. Clinicians in the
manual-plus-Web-based-training condition were also given access to a website that
included a review of information on CBT, two test sections that assessed the clinician's
knowledge of CBT and provided immediate feedback, and a section of virtual role plays,
in which the clinician was asked to write a short description of how he or she would
handle a case. The website provided sample ideal response and explained why this
would be an appropriate way of handling the case presented. Clinicians were asked to
spend 20 hours working with the website. Clinicians in the final condition were given
the manual and asked to attend a 3-day didactic CBT seminar that included a review of
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the manual, videotaped examples of CBT session components, and role-plays. Clinicians
in this condition were asked to use CBT with their own therapy clients and to send
audiotapes of CBT sessions to supervisors (with the therapy client's informed consent),
who then provided feedback and supervision via telephone.
Outcomes were measured using the Yale Adherence and Competence Scale
(YACS; Carroll et al., 2000), a system for measuring clinician adherence to and skill in
delivering several manualized substance abuse treatments. Clinicians were asked to
demonstrate three CBT skills with a mock client; role plays were videotaped and coded
using the YACS. Results showed that all three groups improved over time, but the
seminar plus supervision group improved significantly more than those in the manualonly condition on measures of adherence and skill. Clinicians in the website condition
had higher average scores than those in the manual-only condition, but the differences
were not statistically significant. Using a cutoff score used to certify clinicians for
previous clinical efficacy trial, only 15% of the manual-only group met minimum quality
score, while 48% those in the website condition and 54% those in the seminar plus
supervision group met this minimum criteria. All participants improved over time on a
written knowledge test about CBT, but differences between groups were not statistically
significant.
Results of this study suggest that the traditional training method of didactic
information presentation followed by supervision and feedback is the best way to
enhance a clinician's level of skill for a new intervention. However, it should be noted
that clinicians exposed to the website performed at an intermediate level, with
performances on skill and adherence to the protocol levels above those demonstrated by
clinicians in the manual-only condition. The study's authors also point out that their
website was highly text-based and did not include videotaped vignettes or role-plays,
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which they suggest might have enhanced the training experience (Sholomskas et al.,
2005).
A similar approach was used by Sholomskas and Carroll (2006) in an attempt to
train community clinicians in twelve-step facilitation (TSF). Clinicians assigned to the
manual-only condition were given the TSF manual and asked to spend 10 hours reading
it and practicing its techniques. Clinicians in the computer-based training condition were
given the manual and a CD-ROM containing vignettes of a clinician presenting TSF
techniques, then demonstrating each technique with a client. Each vignette section
contained interactive tasks such as multiple choice, matching, or fill-in-the-blank
questions that the clinician was asked to respond to. Outcomes were assessed using the
YACS, completed by raters blinded to participant group status, and a written knowledge
test about TSF. Results indicated that the group as a whole improved in TSF adherence
and skill over the course of the study. However, clinicians in the CD-ROM condition
improved significantly more on both adherence and skill than those in the manual-only
condition, as well as on the written knowledge measure, suggesting the superiority of the
computer-assisted training to use of the manual alone.
Dimeff and colleagues (2009) compared three methods for training clinicians in
telephone coaching in Dialectical Behavior Therapy (DBT; Linehan, 1993). Participants
either were given a manual (text-only), exposed to an instructor-led didactic training
(instructor-led training) or given access to an online training course. Outcomes were
measured using a performance-based role play measure that presented a typical DBT
telephone coaching scenario that the clinician was asked to respond to. Points were
awarded by a blinded rater for suggesting and elaborating on appropriate DBT skill use,
and subtracted for suggesting inappropriate or antithetical behavior. All participants
improved in skill demonstration over time. However, contrary to author hypotheses,
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participants who received online training did not perform significantly better than those
in the other two groups. The study's authors suggested that the outcome measure,
developed for the project, might not be sufficiently sensitive to detect differences in skill
level across groups. While the study's hypotheses were not fully supported, results did
indicate that all three methods of training were associated with an improvement in
performance from pre- to post-training.
The National Crime Victims and Treatment Center (NCVC) has developed a
widely used web-based training in trauma-focused cognitive-behavior therapy (TF-CBT;
Cohen, Mannarino, & Deblinger, 2006). The training is modular, containing ten separate
lessons that follow the basic structure of the TF-CBT treatment manual (NCVC, 2007).
Each lesson contains a video introduction to a specific TF-CBT technique, a pre- and
post- lesson knowledge quiz, a list of training objectives, and text and video examples of
the TF-CBT technique. In the first year of its use, website users demonstrated gains in all
10 lessons. However, it should be noted that the pre- and post-lesson quizzes consisted
of only four items each, and for some lessons, pre-training scores were already well
above 50% correct.
Results of previous trials for computerized training in an intervention or
assessment show high variability. Some studies demonstrate that computer-based
training can result in greater improvement for clinicians and assessors than simple access
to a training manual (Kobak et al., 2006; Sholomskas & Carroll, 2006), while others do
not show substantially greater gains in performance in clinicians who receive
computerized training (Dimeff et al., 2009; Sholomskas et al., 2005). It should be noted
that each trial used a different computerized training program or website, and that
authors described their training programs in very different terms, suggesting a high
degree of variability in terms of program length, interactivity, content, and number of
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video demonstrations across computerized training programs. It is likely that this
variability in programs has contributed to the variability in study outcomes. At this point,
however, there is little evidence to suggest that computerized training in psychological
interventions or assessments is ineffective, and some evidence to suggest that it may be
helpful.
Computerized Intervention Programs as Training Tools
While the studies reviewed above used computerized training programs designed
specifically to teach clinicians how to administer an intervention or assessment, fewer
studies have examined whether it is possible for clinicians to learn to administer an
intervention by viewing a computerized treatment program. Several computerized
treatment programs depicting ESTs for various psychological disorders have now been
developed (e.g., PTSD, Litz, Williams, Wang, Bryant, & Engel, 2004; MDD, Proudfoot,
Goldberg, Mann, Everitt, Marks, & Gray, 2003). These programs are designed to be
administered in a healthcare setting across several treatment sessions, similar to how
psychotherapy is typically delivered. Such programs typically contain didactic
information about the psychological disorder the program purports to treat, assessment
measures, videos of a therapist performing portions of the intervention with a sample
client, and instructions for the client on performing therapy-related tasks, or homework.
As these programs typically contain features that are reportedly desirable in training
situations (e.g., video vignettes, opportunities for interactivity), and contain similar
benefits to computerized training programs (e.g., self-administered, do not pose a
geographic burden, can be re-viewed), they may conceivably be investigated as another
method for training clinicians to administer an EST.
To date, two studies have been published examining the efficacy of such a
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computerized therapy program as a training tool. McDonough and Marks (2002)
compared the outcomes of group instruction on how to conduct exposure therapy for
panic and phobia to solo computer instruction using FearFighter, a self-help computer
program that instructs individuals with panic or phobia on how to do self-exposure
exercises. In both conditions, medical student participants were first given an orientation
to exposure therapy, then received either group instruction or the computer program.
Participants were also given a sample case and asked to perform a diagnosis, define the
problem behaviorally, set homework tasks and treatment goals, and respond to typically
occurring client problems. Outcomes were measured using a multiple choice
questionnaire that assessed the participant's knowledge of the principles of exposure
therapy, how to handle typically occurring client scenarios, and how to avoid common
problems in treatment.
Results showed that the average scores of both training groups increased
significantly from pre- to post-training. Differences between the groups were not
statistically significant, although the group instruction group had a higher average score
at post-training than the computer instruction group. While both the computerized
program and group instruction appeared to have a positive effect on participant
knowledge, participant satisfaction scores were higher for the group instruction. Based
on these satisfaction ratings and the failure of the computer program to outperform the
more traditional instruction method, the authors surmised that computerized therapy
programs might be best suited to supplementing instruction, rather than being the sole
method of training (McDonough & Marks, 2002).
A follow-up study using a newer version of FearFighter was conducted by Gega,
Norman, and Marks (2007) with a group of nursing students. The study employed a
crossover design so that all students eventually received both the computer program and
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a medium-sized group lecture, but in different orders depending on group status. Gega
and colleagues used similar multiple choice questionnaires administered pre- and posttraining, as well as two case scenarios that students were asked to respond to in writing.
These responses were scored by a blinded rater for their accuracy and completeness and
intended to be a measure of participant skill. Knowledge as measured on the multiple
choice questionnaires increased significantly after both teaching methods, with no
significant differences between groups for the first hour of teaching. However, when
traditional lecture was administered as the second form of instruction, participants'
scores improved slightly more than when FearFighter was the second form of
instruction, a difference approaching statistical significance. On the written case scenario
responses, participants' scores improved significantly after both methods of instruction,
with no significant group differences. However, when FearFighter was administered as
the second form of instruction, participants' skill scores increased significantly more
than when group instruction was the second method of instruction. Authors concluded
that both group instruction and exposure to the computer program were sufficient to
increase student knowledge and skill level, and that use of the computer program had
some significant advantages in saving instructor time and effort.
While both studies on FearFighter had admirable strengths in randomizing
participants to training conditions, both relied primarily on unvalidated multiple choice
measures to demonstrate change in participant knowledge. Gega and colleagues (2007)
improved upon the methodology of McDonough and Marks (2002) by including a proxy
demonstration of skill in the form of written responses to case scenarios. However, it is
unclear how well these written responses to a case scenario correspond to the
participant's ability to actually respond to a client in session, or to implement the
techniques discussed with a therapy client.
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Measurement Strategies for Clinician Training Outcomes
Measurement of training outcome represents a potential problem in the study of
dissemination. While many studies to date have used paper-and-pencil measures of
knowledge to demonstrate participant acquisition of new material, it is unclear how well
these knowledge measures correspond to a clinician mastering the skills required to
implement a new therapy or technique. However, videotaping or observation of a
participant's delivery of the therapy, or some of its components, with a standardized
patient or a real client could potentially be a more valid measure of participant gain in
skills after training. Video or live observation could then be coded using a rating system
to evaluate the therapist's performance. Subsequent studies could examine whether
therapist performance on such rating systems after training correspond to better client
outcomes when the therapist uses the new intervention. Systematic review suggests that
knowledge and skill do not always correlate when measured in the same training study
(Herschell et al., 2010), underscoring the importance of measuring multiple training
outcomes.
Several rating scales have been developed for examining therapist behavior
during clinical trials, where the accurate implementation of treatment is monitored.
Carroll and colleagues have used the YACS to evaluate training outcomes in training
trials (Sholomskas et al., 2005; Sholomskas & Carroll, 2006) as well as in clinical trials
for treatment integrity monitoring (e.g., Martino, Ball, Nich, Frankforter, & Carroll,
2008). Dimeff and colleagues (2009) developed a similar coding system for evaluating
the outcome of training in DBT telephone coaching. In these evaluation systems, the
participant is given a client or client scenario to respond to, and his or her behavior is
examined by a rater. Rating systems may award points for appropriate therapy behavior
and remove them for inappropriate therapist behavior (Dimeff et al., 2009), or may
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involve more complex ratings of therapist behavior (Carroll et al., 2000). In either case,
the rating system evaluates the therapist's behavior rather than the client's behavior.
Treatment integrity, or therapist behavior with respect to a specific intervention,
can be conceptualized as three domains: adherence, or whether the therapist performs
intervention-specific skills and avoid intervention-inconsistent behaviors; competence,
or the degree of quality with which the therapist employs adherent behaviors, and
differentiation from other interventions (Waltz, Addis, Koerner, & Jacobson, 1993).
Competence may also be conceptualized as whether the therapist responds appropriately
to contextual variables in the therapist-client interaction. Competence can't exist without
some degree of adherence, although adherence can exist without competence (Waltz et
al., 1993; Carroll et al., 2000). Emerging studies on clinician training have increasingly
incorporated measures of adherence and competence in role-play skill demonstration
(e.g., Dimeff et al., 2009, Miller et al., 2004) or in session with clients (e.g., Martino et
al., 2008) to evaluate the effectiveness of training efforts. However, whether skill
assessed in a role-play is predictive of a trained clinician's behavior in a real-world
clinical setting has not been statistically examined in published literature.
In addition to skill and knowledge, other outcomes may be affected by clinician
training in an EST. A frequently cited model for training evaluation suggests four types
of training outcomes: reactions to training, knowledge and skill, use of the new
intervention in practice, and intended outcomes (e.g., improvement in client symptoms
once a new intervention is used) (Kirkpatrick, 1967). Two recent reviews of clinician
training in ESTs also report that clinician attitudes may be affected by training (Beidas &
Kendall, 2010; Herschell et al., 2010). The measurement of more outcomes and more
constructs, including observer-rated skill, has been recommended for future clinician
training studies (Herschell et al., 2010).
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CHAPTER II
PROBLEM STATEMENT
Behavioral Activation (BA) is an empirically supported, effective treatment for
major depressive disorder (MDD) that is simple in design. However, it is not likely to be
widely available to therapy clients due to its relative newness and a suspected lack of
clinicians trained to administer this intervention. To address this problem, dissemination
of BA is warranted.
As some previous trials support the use of computerized training to enhance
dissemination of psychosocial interventions, an interactive, multi-media (IMM) therapy
program called Building a Meaningful Life through Behavioral Activation (IMM-BA)
was examined as tool for disseminating BA to mental health clinicians with little prior
knowledge of this intervention. The IMM-BA program includes didactic information
about depression, instruction in the rationale for BA treatment, and videos of client and
therapist interactions typical of BA treatment, components of the program that may
enhance a participant's ability to learn and perform the necessary skills.
The success of this training outcome was evaluated using multiple measures,
including a role-play measure that allowed participants to demonstrate critical skills of
B A. This role-play was coded by trained graduate and undergraduate students for both
adherence to BA content and competence in delivering the intervention components,
using a manual written for this project. A written measure of BA knowledge was
developed and used as secondary outcome measure. Clinician attitudes towards
manualized treatments were also evaluated, along with reactions to training and
clinicians' intentions to use BA after training was completed.

25

CHAPTER III
HYPOTHESES
Hypothesis 1: Participants will increase their demonstration of knowledge of BA
over time, as measured by the Knowledge Assessment. The null hypothesis is that no
change on Knowledge Assessment scores will occur between Pre-training and Posttraining assessment.
Hypothesis 2: Participants will increase their demonstration of skill in
implementing BA components, as measured by the PBRP Adherence and Competence
scores. The null hypothesis is that no change on PBRP Adherence or Competence scores
will occur between Pre-training and Post-training assessment.
No study hypotheses were generated about participant reactions to training,
changes in attitude, or intentions to use BA after exposure to IMM-BA.
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CHAPTER IV
METHODS
Participants

Recruitment
Therapists, counselors, and social workers who provide treatment to individuals
with depression, and graduate or medical students enrolled in training programs that
prepare them to treat individuals with depression (e.g., psychiatry residency, social work
with emphasis on clinical practice, counseling psychology, community counseling,
marriage and family therapy), were recruited for participation in this study. Recruitment
efforts included oral presentations at local therapist networking meetings, therapy
agencies, and graduate classes where students had taken prerequisite clinical training
courses; flyers posted in graduate training building and community clinics; email sent to
local therapist networking, agency, and clinic listservs; and recruitment phone calls
made to therapists, clinics, and agencies listed in the local telephone directory.
Inclusion criteria. Individuals eligible for this study were (a) therapists,
counselors, or social workers currently providing therapy or counseling to adult
individuals, including individuals who may suffer from depression; or students enrolled
in a graduate or medical specialty training program preparing them to treat individuals
for depression, who have received coursework in psychotherapy or depression treatment,
and have provided psychotherapy or treatment services on an individual basis prior to
entering the study. Other inclusion criteria included (b) English-speaking, and (c)
comfortable using a computer keyboard and mouse.

27
Exclusion criteria. Individuals were required to be relatively unfamiliar with BA
for treatment of depression, operationalized as answering "no" to the following items:
(a) familiar with BA, (b) have received training in BA such as attending a workshop,
training seminar, or class on the topic, (c) have received supervision in BA, or (d) have
provided BA therapy for treatment of depression.
Participant Description
Twenty-one individuals consented to participate in the study. Demographic
characteristics are reported in Table 1. The sample was mostly female (66.67%),
Caucasian (61.90%), and middle-aged (M= 42.90, SD = 13.14). Several fields of study
were represented among the participants, including social work, counseling psychology,
medicine, clinical psychology, and counselor education; the majority of participants held
a Master's degree as their highest level of education (52.30%). One-third of the sample
identified as being a student in a graduate or residency training program.
Professional characteristics of participants are presented in Table 2. A variety of
practice settings and roles were represented by participants. One-third of the sample
identified "eclectic" as their primary theoretical orientation, followed by cognitivebehavioral as the next most common response, reported by 28.5% of the sample. Nearly
half the sample reported that they use behavioral techniques in their practice to a
considerable degree.
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Table 1. Demographic Characteristics of Participants
All
(N=21)
N
%
Gender
Female
14
66.67
Male
7
33.33
Age
M
42.90
SD
13.14
Self-Reported Ethnicity
Caucasian
13
61.90
African-American
5
23.80
Asian or Asian-American
1
4.80
Multiracial
2
9.50
Highest Level of Education
Doctoral (PhD, MD, PsyD)
6
28.50
Masters (MA, MS, MSW)
11
52.30
Bachelors
3
14.20
Did not reply
1
4.70
Field of Study
Social Work
4
18.20
Counseling Psychology
4
18.20
Medicine
3
13.60
Clinical Psychology
2
9.10
Counselor Education
2
9.10
Other
6
32.00
Years Since Degree Conferred
M
10.66
SD
11.27
Current Student Status
33.33
7

Completers
(AT=20)
N
%
13
7

35.00
65.00

42.75
11.53

-

12
5
1
2

60.00
25.00
5.00
10.00

6
10
3
1

30.00
50.00
15.00
5.00

3
4
3
2
2
6

15.0
20.0
15.0
10.0
10.0
30.0

10.85
11.53
7

-

35.00

Participants' prior training in depression treatment and self-reported practice
patterns are summarized in Table 3. Most participants reported learning about depression
treatment through multiple courses in their training program, reading textbooks or case
studies, and receiving consultation or supervision on a clinical case. Participants were
asked to endorse the likelihood of using various approaches to treating depression on a
5-point Likert-type scale (l=not at all, 5=extremely).
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Table 2. Professional Characteristics of Participants
All
(JV=21)
N
Years Providing Therapy
M
SD
Primary Setting
Private group practice
Training clinic affiliated with
graduate program
University academic counseling
center
Public mental health system
Outpatient medical setting
University counseling center
Primary or secondary school
Inpatient hospital
Community clinic or agency
Church or other religious setting
No reply
Primary Role
Counselor or therapist
Intern, trainee, or resident
Clinic director
Social worker
Supervisor
Primary Theoretical Orientation
Eclectic
Cognitive-behavioral
Existential/ Humanistic
Medical
Psychodynamic / analytic
Family Systems
Religious / spiritual
Other
Use Behavioral Approaches
Considerably
Somewhat
A little
Not at all

%

Completers
(7V=20)
N
%
9.56
11.26

23.80
14.28

5
3

9.50

25.00
15.00
10.00

2
2

9.50
9.50

2
2

10.00
10.00

1
1
1
1
1
1

4.70
4.70
4.70
4.70
4.70
4.70

1
1
1
1
1
1

5.00
5.00
5.00
5.00
5.00
5.00

10
7
2
1
1

47.66
33.33
9.50
4.70
4.70

9
7
2
1
1

45.00
35.00
10.00
5.00
5.00

7
5
2
1
1
1
1
3

33.33
23.80
9.50
4.70
4.70
4.70
4.70
14.28

6
5
2
1
1
1
1
3

30.00
25.00
10.00
5.00
5.00
5.00
5.00
15.00

11
4
5
1

52.30
19.00
23.80
4.70

10
4
5
1

50.00
20.00
25.00
5.00
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Table 3. Participants' Training and Practice Patterns Regarding Depression Treatment
All
Completers
(7V=20)
(JV=21)
N
%
N
%
Learned about depression treatment through...
One course in training program
4
19.00
4
25.00
Multiple courses in training program
14
66.67
13
65.00
Specialized clinical training
3
14.33
3
15.00
Medical workshops
3
14.33
3
15.00
Medical conference presentations
3
14.33
3
15.00
Therapy workshops
52.40
11
10
50.00
Therapy conference presentations
8
38.10
7
35.00
Reading treatment guides or manuals
42.90
9
9
45.00
Reading textbooks or case studies
Receiving supervision or consultation on
a case

13
17

61.90
81.00

15
16

75.00
80.00

M

SD

M

SD

3.65
2.95
2.65

1.31
1.32
1.23

3.65

1.27

4.45
4.00
4.30

0.69
0.66
0.66

4.20

0.83

4.45

0.69

1.60
2.05
3.90

1.35
1.53
0.79

4.05

0.83

3.10

1.17

2.50

1.24

In treatment, I would be likely to... *
Discuss medication
3.67
1.28
Discuss neurotransmitters
2.95
1.28
Assess depression using standardized
2.71
1.23
instrument
Assess symptoms repeatedly during
3.67
1.24
treatment
Discuss client values and goals
4.43
0.75
Formulate or conceptualize symptoms
4.00
0.84
Discuss relationship between thoughts
4.29
0.64
and mood
Discuss relationship between past
4.19
0.81
experiences and mood
Discuss relationship between actions and
4.43
0.67
mood
Pray with client in session
1.57
1.33
Pray for client outside of session
2.05
1.50
Use tasks to help client become more
3.91
0.77
active
Use tasks to help client improve
4.04
0.80
relationships
Use tasks to help client test cognitive
3.14
1.15
hypotheses or beliefs
Use tasks to help client regain spiritual
2.57
1.25
feelings
:<
Rated on 5-point Likert-type scale (1 = not at all, 5 = extremely).
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Participants indicated high likelihood of engaging in several BA components,
such as discussing client values and goals (M= 4.43, SD = 0.75), discussing the
relationship between action and moods (M= 4.43, SD = 0.67), and formulating or
conceptualizing symptoms (M= 4.00, SD = 0.84). Participants also indicated high
likelihood of engaging in treatment behaviors that are less likely to occur during BA,
such as discussion of the relationship between thoughts and moods (M= 4.29, SD =
0.64), consistent with the self-reported cognitive-behavioral orientation of many
participants, or discussion of the relationship between past experiences and current mood
(M= 4.19, SD = 0.81).
One participant terminated the study before completion, citing a busy schedule
and too many conflicting demands. Her departure from the study did not significantly
change the demographic characteristics of the study (Tables 1 and 2), nor did she appear
to have different professional experiences than study completers (Table 3). This
participant's pre-training knowledge, skills, and EBPAS scores were translated into zscores to compare them to the mean (JV= 21). Examination of this participant's scores
suggest that her data did not vary extensively from the mean, as indicated by z-scores
that did not differ from the mean significantly on any variables that had an
approximately normal distribution (Table 4). The participant's score on PBRP Scenario
1 Partial Adherence appeared to be significantly greater than the mean; however, a
Kolmogorov-Smirnov test on this variable indicates it was not normally distributed,
suggesting that z-score analysis is not appropriate for this variable.
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Table 4. Examination of Attrition
Pt 1019
Outcome
Knowledge
Assessment
Correct
Incorrect
PBRP Scenario 1
Adherence t
Partial
Adherence *f
Itemized
Competence f
Proscribed |
PBRP Scenario 2
Adherence
Partial
Adherence f
Itemized
Competence
PBRP Scenario 3
Adherence
Partial
Adherence |
Itemized
Competence
Proscribed f
EBPAS

A11(N=21)

Skewness

Kurtosis

Normality

Score

z

p

M

SD

Stat.

SE

Stat.

SE

K-S

Sig.

0.86
0.55

0.81
1.20

.21
.29

0.73
0.25

0.16
0.15

-0.82
0.24

0.50
0.50

-0.22
-0.61

0.97
0.97

.16
.11

.14
.20

1.00
4.00

-0.58
1.98

.28
.02

2.10
1.33

1.89
1.35

0.92
0.39

0.50
0.50

-0.11
-1.28

0.97
0.97

.23
.26

.004
.000

4.00

1.32

.09

1.48

1.91

1.13

0.50

0.08

0.97

.27

.000

0.00

-0.32

.37

0.62

1.96

4.28

0.50

19.01

0.97

.39

.000

5.00
2.00

-1.16
0.34

.12
.37

8.38
1.57

2.91
1.25

0.22
0.59

0.50
0.50

0.02
-0.52

0.97
0.97

.16
.25

.155
.002

3.00

-0.96

.17

5.38

2.48

1.15

0.50

1.09

0.97

.23

.006

3.00
0.00

-1.50
-0.33

.07
.37

7.57
0.10

5.05
0.30

0.45
2.98

0.50
0.50

-0.99
7.56

0.97
0.97

.15
.53

.200
.000

4.00

-0.31

.38

4.95

3.10

0.48

0.50

-0.64

0.97

.14

.094

0.00
3.13

-0.39
0.08

.35
.47

0.14
3.10

0.36
0.38

2.20
-0.34

0.50
0.50

3.14
-0.63

0.50
0.50

.51
.18

.000
.094

Note, p = probability of obtaining a more extreme z-score. K-S = Kolmogorov-Smirnov
test. * =p < .05. f = non-normal distribution of this variable based on a significant
Kolmogorov-Smirnov test.

Procedures
Potential participants were invited to attend an individual session with the
student investigator and study staff, on the campus of Western Michigan University.
This study was reviewed and approved by the Human Subjects Institutional Review
Board of Western Michigan University (Appendix A).
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Phase 1 - Pre-Training Assessment
Potential participants were invited to review and discuss an informed consent
document (Appendix B), and to ask questions about the informed consent document and
the study. Individuals who agreed to participate were asked to sign the informed consent
document, provided with a copy of the document, and given an individual study
identification number to preserve participant confidentiality. Contact information for the
participant was recorded. The participant was invited to complete a pre-training
questionnaire including questions about the participant's age, race, gender, and
educational background, theoretical orientation, counseling or therapy experience,
experience with treating depression, and comfort level with computer use. This pretraining questionnaire was used to further determine study eligibility, and was reviewed
by study staff after its completion; however, no individuals were determined to be
ineligible for this study based on their responses to this questionnaire.
Participants were also invited to complete paper-and-pencil instruments assessing
their opinions on evidence-based and manualized treatments, and their knowledge of
BA, and to participate in a series of three performance-based role-plays in which the
participant acted as a therapist and performed a specific component of BA with a client
presenting with depression. See the instrumentation section for more details. Participants
then proceeded to Phase 2 of the study, immediately after Phase 1 or at a later scheduled
study visit, depending on participant preference.
Phase 2 - Training
The training phase was divided into several study visits (minimum = 3) to
minimize potential participant fatigue. Visits were scheduled to be convenient for
participants and participants were allowed to complete up to two IMM-BA lessons per
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study visit according to personal preference. On each study visit, study staff oriented the
participant to use of the IMM-BA program and provided written client information for
input into the program (e.g., responses to BDI assessment; Appendix C).
Study staff oriented the participant to use of the IMM-BA program, left the
participant alone to complete a session of the IMM-BA program, then invited the
participant to complete paper-and-pencil measures assessing knowledge gain and
experience using the program (Knowledge Check, Practice Vignette, Evaluation).
Beginning with the second study visit, the participant was also provided with written and
verbal feedback on their scored Knowledge Check and Practice Vignette from the
previous study visit.
Phase 3 - Post-Training Assessment
After completion of all IMM-BA lessons and review of the final Knowledge
Check and Practice Vignette, the participant completed the Intent to Use BA Assessment
and the Knowledge Assessment, and participated in the three videotaped role-play
measures with a trained research assistant. A different research assistant and different
client "character" was used to avoid potential confusion for the participant or potential
practice effects. After completion of the role-plays, participants were provided with a
written BA Manual (Appendix D) containing instructions on how to conduct BA,
indications and contraindications for BA, assessment measures the participant might
wish to use, and a reading list for further study in BA.
Phase 4 - Follow-Up
At a three-month interval after Phase 3 was completed, participants were
contacted and invited to return to the study site to complete the three videotaped role-
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play scenarios, using the same procedures described above. Participants were invited to
complete the Knowledge Assessment measure, EBPAS, and the Use of BA Assessment,
which assesses for the participant's actual use of BA in clinical practice. As was agreed
upon by the dissertation committee, these data are not included in this dissertation
document.
Summary of Assessments
Table 5 presents a summary of the study visits and explains the timing of
assessment of major outcome variables (knowledge and skill), other assessments, use of
IMM-BA, and provision of feedback.

Table 5. Study Phases and Assessments
Study
Number
Primary
Phase
of Study
Outcomes
Assessment
Visits
1
Pre-Knowledge
Training
Assessment
-PBRP

Other
Assessment

IMM-BA
Exposure

Feedback

Other

-Pre-training
Questionnaire
-EBPAS

[none]

[none]

Informed
consent

Previous
visit's
Knowledge
Check and
Practice
Vignette

[none]

Training

4-5,
depending
on
schedule
and
preference

[none]

For each IMM IMM
lession:
Lessons
-Knowledge
1-4 and
MiniCheck
-Practice
Lessons
Vignette
1-3
-Evaluation

PostTraining

1

-Knowledge
Assessment
-PBRP

-Intent to Use
BA
Assessment
-EBPAS

FollowUp

1

-Knowledge
Assessment

-UseofBA
Assessment

[none]

[none]

Provide BA
manual,
assess-ment
materials
[none]
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Instrumentation
Instruments used in this study assessed participant characteristics, knowledge,
skills, experiences of the IMM-BA training, attitudes, and intentions to use BA in their
own practice. Instruments are reviewed below in the order in which they were
administered. See Table 5 for more information on assessment content and timing.
Pre-Training Questionnaire
This paper-and-pencil questionnaire assesses demographic information and
information on the participant's training and educational background. It assesses the
participant's current therapy practice patterns (e.g., treatment setting, age range of
clients) and the participant's professed theoretical orientation, using a question similar to
one used in a survey of practitioners (Addis & Krasnow, 2000). The questionnaire
assesses for various types of training in depression treatment, and asks the participant to
rate their likelihood of using various treatment components with a depressed client,
including components included in B A and components that are more typical of other
treatment approaches. This measure was created for this study by the student investigator
and was administered at pre-training only. See Appendix E.
Evidence-Based Practice Attitude Scale (EBPAS)
This fifteen-item paper-and-pencil measure scale assesses the attitude of mental
health providers toward the adoption of manualized treatments (Aarons, 2004). Although
the scale's title refers to evidence-based practices, the contents of the scale describe use
of new, manualized, empirically supported treatments. Participants indicate their
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agreement with various statements using a Likert-type rating scale (0 = not at all; 4 = to a
very great extent). Initial exploratory and confirmatory factor analyses supported a fourfactor structure. Cronbach's alpha indicating internal consistency reliability were
acceptable for factors reflecting the appeal of evidence-based practice (4 items; alpha =
.80), the likelihood of adopting EBP if required to do so (3 items; alpha = .90), clinician
openness toward new practices (4 items; alpha = .78), and perceived divergence of
research-based treatments from the clinician's practice as usual (4 items; alpha = 0.59).
A total score can also be calculated (alpha = .77). This four-factor structure was
supported by a later confirmatory factor analysis with a larger and more diverse sample
(Aarons, McDonald, Sheehan, & Walrath-Greene, 2007); both factor analysis studies
indicated acceptable internal consistency reliability for the subscales and Total score. A
later confirmatory factor analysis with a large group of mental health care providers from
100 clinics in 26 states (N= 1,089) also supported this four-factor structure, showed
similar subscale reliability ranging from .67 to .91, and generated national norms data
(Aarons et al., 2010). This measure was administered at pre-training, post-training, and
follow-up appointments. See Appendix F.
Knowledge Assessment
The Knowledge Assessment is a 64-item multiple-choice assessment of
knowledge of BA and its components developed by the student investigator. Participants
were presented with a question stem, then invited to endorse all items below that are
correct. Items endorsed as correct can be summed to form the Correct score, with a total
of 35 items (score range 0-35). Items that are incorrect but are endorsed by the
participant as correct are summed to form the Incorrect score, with a total of 29 items
(score range 0-29). Scores used for analysis are proportional scores of correct and
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incorrect items endorsed. This measure was administered at pre-training, post-training,
and follow-up appointments. Reliability indices for this instrument are presented in the
Results section. See Appendix G.
Performance-Based Role-Play (PBRP) Scenarios
PBRP Procedures
Participants were asked to demonstrate three specific components of BA to a
trained research assistant acting as a depressed therapy client (Appendix H). These roleplays were conducted individually in small therapy rooms, and were videotaped for later
analysis. Participants were given a written summary of a client presenting with
depression, and some information about the client's history and interests (Appendix I).
Several client "characters" were written so that participants were not exposed to the
same client at two different assessment points. Participants were also given written
instructions for each of the three role-play scenarios, offered time to review the
instructions, and oriented to the time limit for each scenario. When the participant
indicated readiness to begin, the trained research assistant entered the room; the role-play
ended when the participant terminated the interaction or when the time limit had been
reached.
PBRP Scenario 1: Orienting to the BA Treatment Rationale
The participant was instructed to present the BA rationale for treatment to the
client and given up to 15 minutes to complete the task. This BA component was chosen
because BA rests on the assumption that action influences emotions, so to change
emotion one must first change behavior. While this viewpoint is contrary to much
popular wisdom and contrary to several other approaches to depression treatment, it is
one of the primary assumptions of BA and forms the basis for subsequent therapy
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activities. Therefore, a therapist should be able to clearly articulate this rationale in order
to provide BA therapy. The rationale for BA is presented clearly in IMM-BA, both in
written form and through therapist-client interactions, suggesting that participants may
gain this knowledge over the course of the study and may be more likely to perform this
task successfully at post-training.
PBRP Scenario 2: Assigning the Activity Log
The participant was instructed to assign an Activity Log to the client for out-ofsession completion, given a blank Activity Log to use during this role-play, and given up
to 15 minutes to complete the task. This BA component was chosen because BA is an
idiographic treatment that is driven by the client's individual needs. For targeted
treatment, the client must first provide information about current activities and mood
that can be used to understand activity-mood relationships. This is typically done
through the use of an Activity Log, as in IMM-BA. As the Activity Log is completed by
the client outside of session, and is likely a novel task for the client, the therapist must
provide the rationale, instructions, and materials for the client's use of the Activity Log,
and attempt to solicit a commitment from the client to complete the assessment outside
of session. Failure of the client to accurately complete the Activity Log could result in
misunderstanding of the client's activities and may subsequently lead to treatment that is
less targeted and less likely to be effective. Therefore, assigning the Activity Log is an
important component of B A, and one that may be novel to clinicians who do not
typically prescribe homework or ask clients to complete work outside of session. This
skill is modeled clearly by a therapist in IMM-BA, suggesting that participants may gain
this knowledge over the course of the study and may be more likely to perform this task
successfully at post-training.
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PBRP Scenario 3: Assigning Valued Activities for Out-of-Session Completion
The participant was instructed to review a client's completed Values
Clarification Exercise with him or her, review the connection between mood and
activities, and help the client select two new activities that reflect his or her values. The
participant was given up to 25 minutes to complete the task. This scenario was chosen
because the mechanism of action in B A is increased activity by the client that places the
client in greater contact with potential reinforcement. In values-guided BA, such
activities are identified based on their consistency with the client's stated values.
Therefore, to implement BA successfully, a therapist must be able to help the client
understand his or her values, discriminate between activities that are values-consistent
and values-inconsistent, and help the client select activities that are values-consistent and
accomplishable. While this knowledge is presented clearly in IMM-BA, selecting
values-consistent activities is not modeled by a therapist in the IMM-BA program. It is
hypothesized that participants at post-training evaluation will be more likely to
successfully discuss values.
Actor Training
Undergraduate actors were trained in group and individual meetings by the
student investigator and assisting student investigator. Actor training included didactic
information about depression and its symptoms, viewing of video footage of individuals
diagnosed with Major Depressive Disorder, instruction on how to appear depressed,
instruction on how to respond to the role-play situation, and creation of an individual
character for each actor. Characters were constructed with actor input to enhance the
believability of the interaction and to help the actor respond spontaneously to therapist
questions. A written manual was provided to actors (Appendix J).
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Actors were instructed to include a few standardized responses to therapist
questions in Scenario 3 (e.g., "what might you do for a valued activity this week?" "I
don't know, I'm too depressed") in order to provide participants with a similar number
of opportunities to demonstrate skills across assessment sessions. In all other
situations, actors were instructed to respond to the therapist contingently, maintaining
a moderate level of depression and being reasonably compliant with therapist
suggestions or instructions. This feature of the PBRP assessment differs from some
previous role-play scenarios in which actors followed a script (e.g., Sholomskas et al.,
2005).
Actors completed practice sessions with the student investigator and assisting
student investigator and received itemized feedback on their performances until they
were able to demonstrate symptoms of depression and appropriate responses to therapist
questions, using methods suggested by others who have used performance-based role
play measures (Skutch, personal communication, 2008). To minimize potential actor
bias that could affect participants, actors were kept blinded to study hypotheses and were
told little about BA. The student investigator examined data tapes at random and
provided feedback to actors throughout the study (Appendix K).
Performance-Based Role-Play Coding Manual
The videotaped PBRP scenarios were scored using the Behavioral Activation
Adherence and Competence Scale (BAACS) created for this study (Appendix L). This
scale included three portions, one for each role-play scenario. For each scenario, several
key components of BA were identified. Raters identified the frequency with which a
participant engaged in adherent behavior (Adherence), the frequency of behaviors that
approached adherence to BA but would not be considered fully adherent (Partial

42
Adherence), the frequency of behaviors that could enhance a therapist's competence in
BA (Itemized Competence), and the frequency of behaviors that are inconsistent with
BA (Proscribed). A Subjective Competence rating was also awarded on a 5-point Likerttype scale for each Adherent behavior; if no Adherent behavior occurred, no Subjective
Competence rating was given. The BAACS manual was developed after extensive
review of an existing, validated measure (YACS-II; Nuro et al, 2006) and was evaluated
by experts in BA (Appendix M) as well as by the doctoral dissertation committee, and
revised under the supervision of the Dissertation Committee Chair.
The PBRP scenarios were coded, using the manual, by extensively trained
doctoral students in clinical psychology and undergraduate students. Raters were blinded
to whether the taped session occurred at pre- or post-training.
Rater Training
Graduate and undergraduate raters were trained in group and individual meetings
by the student investigator and assisting student investigator. The initial training
meetings included provision of detailed rating manuals, viewing of a practice tape, and
group rating and discussion of the use of the BAACS. Each rater was asked to rate six
practice tapes and was provided with individualized feedback on his or her ratings prior
to proceeding to further tapes. Subsequent meetings included review of tapes and
discussion of ratings. Some raters completed additional training tapes on an as-needed
basis. Training concluded and raters were allowed to begin coding study data when
raters were rating in accordance with gold standard frequency ratings (student
investigator and assisting student investigator ratings) on 80% of items and within 2
points of the gold standard rating on 20% items. As the BAACS is a new instrument, it
was determined that this was an acceptable cutoff for initial inter-rater reliability.
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Knowledge Checks (Lessons 1-4, Mini-Lessons 1-3)
These short paper-and-pencil questionnaires assess the participant's recall of
main points presented in each IMM-BA Lesson or Mini-Lesson, using multiple-choice
items. Items on the Knowledge Checks correspond directly to program contents and to
the larger Knowledge Assessment measure administered at pre- and post-training. Two
scores are derived from the Knowledge Checks, representing participant endorsement of
correct items and of incorrect items. Scores used for analyses represent the proportion of
correct or incorrect items endorsed. These measures were created for use in this study by
project investigators and administered immediately following each IMM-BA Lesson or
Mini-Lesson. Participants were provided feedback about the Knowledge Check score,
correct items, and incorrect items, at a subsequent study visit. See Appendix N.
Practice Vignettes (Lessons 1-4, Mini-Lessons 1-3)
The Practice Vignettes are open-ended written assessments that review an
important component of BA, then invite participants to practice using that component by
responding in writing to a client scenario as if they were a therapist providing B A. The
components of BA included in each vignette were presented in a recently viewed IMMBA lesson or mini-lesson. This exercise was designed to function both as a review of BA
principles and as an opportunity to practice constructing verbal responses to client
scenarios. Participants were provided feedback about the Practice Vignette score, correct
items, and incorrect items, at a subsequent study visit.
The Practice Vignettes are scored for inclusion of BA-consistent or BAinconsistent response components, determined a priori by the student investigator with
input from the dissertation committee chair. Scoring was conducted using a template
listing BA-consistent and BA-inconsistent responses. Each participant's response was
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reviewed by the student investigator or assistants, who received instruction, supervision,
and feedback from the student investigator prior to conducting any scoring. Scores
represent the inclusion of BA-consistent or BA-inconsistent responses, and are presented
as proportional mean scores. These measures were administered after completion of each
IMM-BA Lesson or Mini-Lesson, following completion of the Knowledge Check. See
Appendix O.
Lesson Evaluations (Lessons 1-4, Mini-Lessons 1-3)
The Lesson Evaluations are short evaluations of each IMM-BA lesson. These
instruments were created by study investigators based on a review of IMM-BA and
clinician training literature. Participants were asked to consider several main points
presented in each lesson and to rate each point for clarity (how clearly was this point
presented in the lesson you just saw?), belief or buy-in (how strongly do you believe that
this is true?), confidence (how confident do you feel in your ability to use this
information in your clinical work?) and probability of using (how likely are you to make
or use this point with a depressed client?). Response options are presented along a 5point Likert-type scale (1 = not at all; 5 = extremely). These measures were created for
use in this study by project investigators, and administered after completion of each
IMM-BA Lesson or Mini-Lesson, following completion of the Knowledge Check and
Practice Vignette. See Appendix P.
Intent to Use BA
The Intent to Use Behavioral Activation scale is a paper-and-pencil measure
evaluating clinicians' intentions to use BA on a Likert-type scale (1 item), perceived
barriers to the use of BA (9 items), and intentions to use or avoid using various
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components of BA (25 items each). This scale was created for this study after review of
literature on barriers to use of various ESTs and examination of the principles and
components of IMM-BA. Prior research on dissemination has found that significant
barriers may exist to the use of an EST despite training, and some components of ESTs
may be used more frequently than other components (Markman et al., 2004). This
measure was created by project investigators and was administered at the post-training
visit. See Appendix Q.
Use of BA Assessment
This measure assesses barriers to use of BA in clinical practice and assesses
whether the participant has used any BA components in Phase 4 of the study, after
participants have returned to clinical practice and may have had the opportunity to use
BA. Growing research and theory on dissemination and implementation suggests that
there may be many barriers to the use of ESTs by clinical practitioners, including the
opinion that clients with multiple problems cannot be adequately helped by ESTs
(Addis, Wade, & Hatgis, 1999), lack of buy-in to the EST by the clinician (Dariotis,
Bumbarger, Duncan, & Greenberg, 2008), lack of time for the clinician to prepare to use
the EST (Dariotis et al., 2008), and lack of session time to administer the entire EST to
the client (Markman et al., 2004). Participants were asked to endorse agreement or
disagreement with statements such as these about BA, as well as statements about the
potential benefits of BA. Participants were asked to report use of BA or any of its
components in clinical practice; a checklist of BA components was provided.
Participants were asked to endorse any reasons they had chosen not to use BA. This
measure was created for use in this study by project investigators and administered at
follow-up. See Appendix R.
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CHAPTER V
RESULTS
An often-cited framework for evaluating training states that training can be
evaluated by learners' reactions (satisfaction), change in knowledge and skills,
behavioral change in practice, and results, or increases in client symptom reduction or
other changes (Kirkpatrick, 1967). Others suggest that training may also be evaluated by
changes in trainee attitude (Hammick et al., 2007). This study includes examination of
learner reactions (evaluations), attitudes (EBPAS), knowledge, skills, and behavioral
intentions to use BA in practice.
Results for study hypotheses regarding knowledge and skills change are
presented below, with measure reliability indices and descriptive results included for
each domain. Descriptive study findings related to other training outcomes are then
presented below in order of the evaluation framework, such that results are presented for
the following domains: evaluation of IMM-BA training experience, attitudes, and
intentions to use BA. Finally, exploratory analyses are presented examining the potential
influence of clinician characteristics on knowledge, skill, and intentions to use BA.
Throughout the study, two-tailed statistical tests were used to test hypotheses and
to conduct exploratory analyses. This analysis strategy was selected because most of the
measures used were created for this study and no previous data were available to guide
analyses. Significance testing was conducted with the level of significance alpha = .05
for all analyses, with no correction for multiple analyses. This represents a deliberate
choice to prioritize the avoidance of Type I error over the avoidance of Type II error,
consistent with the exploratory nature of this study, which is examining the IMM-BA
system as a training tool for the first time.
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Knowledge

Knowledge Assessment

Missing Data
One study-completing participant did not fully complete the pre-training
Knowledge Assessment questionnaire, resulting in missing data and incalculable scores
for this participant on this assessment at pre-training. Analyses presented below include
data from all participants who fully completed the Knowledge Assessment at pretraining (N= 20), including one participant who later dropped out of the study. Analyses
at post-training include all study completers who fully completed the Knowledge
Assessment (N=20). Hypothesis testing analyses include all study-completing
participants who fully completed the Knowledge Assessment at pre- and post-training (N
= 19).
Measure Reliability
The Correct subscale of the Knowledge Assessment (35 items) as completed at
pre-training (7V = 20) was assessed for internal consistency. Cronbach's alpha was found
to be .844. Items were examined for internal consistency of the scale if each item were
deleted; Cronbach's alpha if items were deleted ranged .829-.850, indicating that any
item, if deleted, would not substantially improve scale internal consistency. The
Incorrect subscale of the Knowledge Assessment (29 items) as completed at Pre-training
was also assessed for internal consistency. Cronbach's alpha was found to be .790. Items
were examined for internal consistency of the scale if each item were deleted;
Cronbach's alpha if items were deleted ranged .768-.794, indicating that any item, if

deleted, would not substantially improve scale internal consistency. For the Total Score
(sum of Correct items minus sum of Incorrect items, 64 items), Cronbach's alpha was
.648, indicating lower internal consistency than either of the two subscales alone,
suggesting that a participant's ability to respond to Correct items may be distinct from
the ability to avoid endorsement of Incorrect items. Therefore, throughout this study,
total Correct and Incorrect scores are presented rather than a Total score.
Descriptive Results
One study-completing participant did not fully complete the pre-training
Knowledge Assessment questionnaire, resulting in missing data and incalculable scores
for this participant on this assessment. For ease in comparing Correct and Incorrect
scores, scores are presented as proportional scores, such that the Correct score is equal to
the number of correct items endorsed by the participant, divided by total number of
correct items in the assessment (35). Similarly, the Incorrect score is equal to the number
of incorrect items endorsed by the participant, divided by total number of incorrect items
in the assessment (29). At pre-training assessment, participants who fully completed the
Knowledge Assessment (N= 20) demonstrated a wide range of responses on Correct
responses (M= 0.74, SD = 0.16) and Incorrect responses (M= 0.26, SD = 0.15); see
Table 6. At post-training, all study completers (N= 20) fully completed the Knowledge
Assessment questionnaire. After training, the range for both Correct and Incorrect scores
narrowed, while endorsement of Correct items increased (M= 0.94, SD = 0.04) and
Incorrect items decreased (M= 0.06, SD = 0.04). Descriptive statistics are presented in
Table 6.
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Table 6. Knowledge Assessment Scores

Correct* *
Incorrect**

Pre
(TV =20)
M
SD
0.74
0.16
0.26
0.15

Post
(JV=20)
M
SD
0.94
0.04
0.06
0.04

?(18)
5.71
-6.11

P
.00
.00

95%
LB
0.14
-0.24

CI
UB
-0.29
-0.12

d
1.16
-1.49

** Two-tailed paired samples t-tests significant at/K.001.
Note. N = 20 at pre-training includes one participant who later dropped out of study;
does not include one study completer who had missing data on Knowledge Assessment.
N = 20 at post-training includes all study completers. T-tests were computed using posttraining scores minus pre-training scores for study completers who completed
assessment fully at pre- and post-training (N = 19).

Hypothesis Testing
Two-tailed paired samples t-tests were conducted to examine change in
Knowledge Assessment scores, using participants who fully completed the assessment at
pre- and post-training (n ~ 19). Endorsement of Correct items was significantly greater at
post-training (t(18) = 5.71, p = 0.000) while endorsement of Incorrect items was
significantly lower than at Pre-training (t(18) = -6.11, p = 0.000), supporting the study
hypothesis. Effect sizes calculated using change score standard deviations for paired
samples (n ~ 19), as recommended by Gibbons and colleagues (1993) were d = 1.16 for
Correct scores and d= -1.49 for Incorrect scores, suggesting that knowledge change was
of large magnitude. See Table 6.
Descriptive Results by Content Area
The Knowledge Assessment was divided into sections corresponding to the
IMM-BA lessons to examine participant knowledge by content area; proportional scores
for Correct and Incorrect items are presented in Table 7.
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Table 7. Knowledge Assessment Scores by IMM-BA Lesson Content
Pre
(iV=20)

Lesson 1
Lesson 2
Lesson 3
Lesson 4
ML1
ML 2
ML 3

Correct
Incorrect**
Correct**
Incorrect
Correct**
Incorrect*
Correct*
Incorrect**
Correct**
Incorrect**
Correct*
Incorrect
Correct
Incorrect

M
0.65
0.40
0.68
0.13
0.83
0.18
0.80
0.31
0.57
0.52
0.66
0.18
0.90
0.07

SD
0.29
0.23
0.28
0.13
0.18
0.20
0.21
0.28
0.32
0.28
0.32
0.29
0.22
0.17

Post
(7Y=20)
M
0.79
0.16
0.98
0.06
0.98
0.01
0.91
0.03
0.98
0.02
0.89
0.08
0.98
0.02

SD
0.09
0.08
0.05
0.12
0.05
0.04
0.10
0.10
0.08
0.08
0.17
0.25
0.08
0.08

95% CI
'(18)
1.82
-3.63
4.53
-1.84
3.94
-3.26
2.82
-4.76
5.72
-7.91
3.00
-0.81
1.56
-0.57

P
.09
.002
.000
.08
.001
.004
.011
.000
.000
.000
.008
.43
.14
.58

LB
-0.02
-0.35
0.16
-0.14
0.07
-0.26
0.03
-0.38
0.28
-0.64
0.07
-0.19
-0.03
-0.08

UB
0.29
-0.09
0.44
0.01
0.26
-0.06
0.21
-0.15
0.57
-0.37
0.43
0.08
0.21
0.05

d
0.42
-0.84
1.04
-0.48
0.87
-0.78
0.66
-1.09
1.32
-1.82
0.69
-0.18
0.37
-0.15

* Two-tailed paired samples t-tests significant at p<.05.
** Two-tailed paired samples t-tests significant at p<.001.
Note. N = 20 at pre-training includes one participant who later dropped out of study;
does not include one study completer who had missing data on Knowledge Assessment.
N = 20 at post-training includes all study completers. T-tests were computed using posttraining scores minus pre-training scores for all study completers who completed
assessment fully at pre- and post-training (N=19).

At pre-training, mean proportional scores for participants who fully completed
the Knowledge Assessment (N = 20) for correctly endorsed items ranged 0.57-0.90, with
items about the BA acronyms TRAP (Trigger, Response, Avoidance Pattern) and TRAC
(Trigger, Response, Alternate Coping) displaying the lowest mean proportional correct
score (M- 0.57). Mean proportional scores for Incorrect items ranged 0.07-0.52, with
the highest proportion of incorrect items also occurring on questions assessing
knowledge of TRAP and TRAC. At Post-Training, significant increases in Correct
scores and decreases in Incorrect scores were observed for most content areas, with
exceptions for endorsement of Correct items about the BA Rationale (Lesson 1),
Incorrect items about values and goals (Lesson 2), Incorrect items about scheduling
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pleasant activities (Mini-Lesson 2), and Correct and Incorrect items about setting goals
(Mini-Lesson 3).

Skills

Reliability Results

PBRP Scenario 1: Orienting to the BA Rationale for Treatment
A random sample of 12 participant tapes (20% entire sample) was chosen and
coded by all four raters. Intra-class correlations (ICCs) were calculated using a two-way
random effects model such that the proportion of subject and rater variance associated
with differences among raters' scores is presented. This version of ICC is interpreted as
being generalizable to all possible raters (Shrout & Fleiss, 1979). Cicchetti (1994)
proposed that inter-rater reliability can be considered excellent (.75 and above), good
(.60-.74), fair (.40-.59), or poor (.39 and below). Using these standards, Adherence interrater reliability was good to excellent for two items (ICC range .615-.922), fair for one
item (ICC = .452), poor for two items (ICC range .132-. 192), and could not be calculated
for two items where at least one rater did not report occurrence of this behavior and there
was insufficient variance in scores to calculate inter-rater reliability (Table 8). The Total
Adherence scale (the sum of all Adherence items) showed fair inter-rater reliability (ICC
= .460). Similarly, Partial Adherence inter-rater reliability was good for one item (ICC =
.667), poor for two items (ICC range .309-.311), and could not be calculated for three
items; the Total Partial Adherence scale had fair inter-rater reliability (ICC = .434).
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Table 8. Reliability for BAACS Scenario 1 Adherence Ratings
Partly Adherent'
Adherent
ICC
Item
Item
Actions affect moods /
.452
.767 Actions and emotions are
emotions
related
Behavior change may improve
. 194 .490 Behavior change as
this client's mood
component of treatment
BA works by changing
n/a
n/a
behavior to change mood
Behavior change requires effort
n/a
n/a
Therapy requires effort
Action can cause motivation
.615
.865 Action and motivation
are related
Client may feel better / have
.132
.378 It is possible for people
reduced depression
to feel better
Depression is not client's fault
.922
.979 People are not at fault for
depression

ICC
.311

.643

.309

.642

.667
n/a

.889
n/a

n/a

n/a

n/a

n/a

.773
Total Adherence
.460
Total Partial .434 .754
.657
Total Adherence + Partial
.323
Note. JV= 12. ICC = Intra-class correlation coefficient using two-way random model,
a = Cronbach's alpha coefficient.
n/a = At least one rater did not report any incidence of this behavior, resulting in zero
variance in scale or part of scale. Scale reliability cannot be calculated for this item.

Itemized Competence inter-rater reliability was excellent for two items (ICC
range .773-.799), fair for two items (ICC range .475-.492), poor for four items (ICC
range .010-.333), and could not be calculated for 15 items (Table 9).
The Total Itemized Competence Scale showed fair inter-rater reliability (ICC =
.455). Subjective Competence inter-rater reliability was good for one item (ICC = .696),
poor for four items (ICC range .189-.263), and could not be calculated for two items.
The Total score for Subjective Competence could not be calculated for inter-rater
reliability. Inter-rater reliability could not be calculated for any Proscribed items or for
the Total scale as at least one rater did not report any occurrence of this behavior and
there was insufficient variance in scores to calculate inter-rater reliability.
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Table 9. Reliability for BAACS Scenario 1 Competence Ratings
Subjective Competencea
ICC
a
Itemized Competence
ICC
.189 .483 Provide example
.040 .141
Actions affect moods /
emotions
Solicit client example
.492 .795
Check for understanding
.475 .784
Re-state / clarify when client expresses n/a n/a
confusion
State that behavior can be controlled
n/a n/a
Behavior change improves .234 .550 Example of behavior change and effect n/a n/a
mood
on mood
n/a n/a
Check for understanding
BA works by changing
n/a n/a
behavior to change mood
Re-state / clarify when client expresses n/a n/a
confusion
n/a n/a
Belief in client's capacity to work hard
n/a n/a
Behavior change requires
and succeed
effort
Therapist and client will collaborate in
n/a n/a
hard work
Hard work may lead to improved mood n/a n/a
Provide example
n/a n/a
Action causes motivation
.696 .901
Solicit example from client / consider
.333 .667
in own life
Check for understanding
n/a n/a
Acknowledge this view is contrary to
n/a n/a
most
Re-state or clarify when client
n/a
n/a
expresses confusion
Link concept to treatment processes
n/a n/a
.263 .588 Collaborative approach will help client
n/a n/a
Client can feel better
improve
Personal belief that client can improve
n/a n/a
.390 .719 Clear statement, no latency
.799 .941
Depression is not client's
fault
Feelings of depression are
.773 .932
normal/valid
Link to client's active role in treatment .213 .520
Example of environmental variable
.111 .333
that influences mood
Total Subjective
n/a n/a
Total Itemized
.455 .770
Note. N= 12. ICC = Intra-class correlation coefficient using two-way random model, a =
Cronbach's alpha coefficient, n/a = At least one rater did not report any incidence of this
behavior, resulting in zero variance in scale or part of scale.
a
Subjective competence ratings are made on a 5-point Likert-type scale based on quality of
execution of the target behavior. A score of 0 indicates that behavior did not occur at all.
Itemized competence ratings represent a frequency count of target behaviors.
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Internal consistency was examined using Cronbach's alpha calculated using pretraining data (N= 21). Internal consistency for Proscribed behaviors for Scenario 1 as a
group was negative, as a negative average covariance existed between items. Internal
consistency estimates for Adherence (alpha = .461), Partial Adherence (alpha = .187),
Adherence and Partial Adherence behaviors together (alpha = .583), and Itemized
Competence (alpha = .541) were low, suggesting that the individual items examined in
each grouping have low reliability.
PBRP Scenario 2: Assigning the Activity Log
A random sample of 10 participant tapes (16% entire sample) was coded by all
three raters. Intra-class correlations (ICCs) were calculated using a two-way random
effects model such that the proportion of subject and rater variance associated with
differences among raters' scores is presented. This version of ICC is interpreted as being
generalizable to all possible raters (Shrout & Fleiss, 1979). Using standards suggested by
Cicchetti (1994), Adherence inter-rater reliability is good for two items (ICC range .668.689), fair for five items (ICC range .468-.588), and poor for three items (ICC range
.351-.364); the Total Adherence score (a sum of Adherence items) showed poor interrater reliability (ICC = .364). Inter-rater reliability for Partial Adherence items is poor for
three items (ICC range .262-.354) and could not be calculated for one item due to at least
one rater reporting no incidences of the behavior, resulting in zero variance in part of the
scale (Table 10). Twelve Itemized Competence items were rated as 0 (behavior did not
occur) by all raters for all tapes, resulting in ICCs of .000 (Table 11).
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Table 10. Reliability for BAACS Scenario 2 Adherence Ratings
Adherence
Partial Adherence
ICC
a
Item
Item
Actions can affect moods
.468 .725 Action and mood are
related
.804
Activity Log helps understand .578
Use to monitor mood or
relationship between actions
activity
and moods
Label Activity Log
.588 .811 components
Instruct to record mood and
.479 .734 activity
Complete Activity Log daily
.098 .246 Complete regularly
Provide example with
.689 .869 Discuss level of detail
inappropriate level of detail
Check for understanding
.528 .770 Encourage to give good effort .163 .369 Complete accurately
.357 .625 Will review collaboratively
.668 .858 Will review in future

ICC
.354

a
.621

.298

.560

-

-

-

-

.262
n/a

.516
n/a

-

-

n/a

n/a

Total Adherence
.364 .632 Partial Adherence
-.027 -.084
Total Adherence + Partial
.351 .618
Note. N= 10. ICC = Intra-class correlation coefficient using two-way random model, a
= Cronbach's alpha coefficient, n/a = At least one rater did not report any incidence of
this behavior, resulting in zero variance in scale or part of scale. Scale reliability cannot
be calculated for this item.

Of the remaining Itemized Competence items, inter-rater reliability was excellent
for three items (ICC range .756-.775), good for one item (ICC = .606), fair for three
items (ICC range .507-.590), and poor for one item (ICC = .044); the Total Itemized
Competence scale showed good inter-rater reliability (ICC = .662). Subjective
Competence ratings displayed excellent inter-rater reliability for one item (ICC = .748),
good inter-rater reliability for two items (ICC range .651-.666), fair inter-rater reliability
for one item (ICC = .500), and poor inter-rater reliability for six items (ICC range .132.358). The Total Subjective Competence scale showed poor inter-rater reliability (ICC =
.324).
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Table 11. Reliability for BAACS Scenario 2 Competence Ratings
Subjective Competencea
ICC ' a
Itemized Competence
Actions can affect moods .358 .626 Link to reason for Activity Log
Provide example
Solicit example
Check for understanding
Re-state or clarify
.500
.750
Provide specific example
Activity Log helps
understand relationship
between actions and
moods
Explain how this will guide further
treatment
Acknowledge individual differences
in activity effects
Explain Log will be used to evaluate
assigned activities
Label Activity Log
.398 .665 Point to components while
explaining
components
.044 .149 Provide example of activity and
Instruct to record mood
mood rating
and activity
Fill in example on Log
Solicit example activity
Solicit example mood rating
Complete Log daily
.370 .638 Suggest or solicit suggestion of
external reminder
Provide rationale
State that daily completion is
important
Provide example
.748 .899 Check for understanding
with inappropriate
level of detail
Check for understanding
.651 .848 of task
.304 .567 Explain importance of Log in
Encourage to give good
effort
treatment
.132 .313 Client can improve therapy outcome
Encourage to complete
accurately
through careful work
Will review
.666 .857 collaboratively

ICC
000
000
000
000
000
000

.000
.000
.000
.000
.000
.000

.590

.812

.000

.000

.000

.000

,589

.811

,044

.122

,756
,763
,507
,775

.903
.906
.755
.912

606
000

.822
.000

.000

.000

.000

.000

.000

.000

.662 .855
Total Subjective
.324 .590 Total Itemized
Note. N = 10. ICC = Intra-class correlation coefficient using two-way random model, a = Cronbach's
alpha coefficient, n/a = At least one rater did not report any incidence of this behavior, resulting in
zero variance in scale or part of scale.
a
Subjective competence ratings are made on a 5-point Likert-type scale. A score of 0 indicates that
behavior did not occur at all.
Itemized competence ratings represent a frequency count of target behaviors.
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Internal consistency of the three PBRP scenarios were examined using
Cronbach's alpha calculated using pre-training data (N= 21). Internal consistency for
Partial Adherence (alpha = -.463) and Itemized Competence (alpha = -.218) behaviors
for Scenario 2 as a group were negative, as a negative average covariance existed
between items. Internal consistency estimates for Adherence (alpha = .452), and
Adherence and Partial Adherence behaviors together (alpha = .324) were low, suggesting
that the individual items examined in each grouping have low reliability.
PBRP Scenario 3: Assigning Valued Activities for Out-of-Session Completion
A random sample of 11 participant tapes (18% entire sample) was coded by all
three raters. Intra-class correlations (ICCs) were calculated using a two-way random
effects model such that the proportion of subject and rater variance associated with
differences among raters' scores is presented. This version of ICC is interpreted as being
generalizable to all possible raters (Shrout & Fleiss, 1979). Using standards suggested by
Cicchetti (1994), five Adherence items display good inter-rater reliability (ICC range
.601-.740), while four display fair inter-rater reliability (ICC range .454-.580); the Total
Adherence score displays excellent inter-rater reliability (ICC = .853).
Of three Partial Adherence items, one shows poor inter-rater reliability (ICC =
.333) and two could not have inter-rater reliability calculated because at least one rater
did not report any incidence of this behavior, resulting in zero variance in part of the
scale (Table 12); the Total Partial Adherence scale displays negative inter-rater
reliability due to negative covariance among items.
Inter-rater reliability for Itemized Competence ranged from excellent (one item;
ICC = .795) to good (three items; ICC range .624-.660) to fair (two items; ICC range
.509-.556) to poor (four items; ICC range .043-.329) (Table 13). ICCs could not be

58
calculated for one item, and were .000 for four items for which no raters reported any
incidence of target behavior.

Table 12. Reliability for BAACS Scenario 3 Adherence Ratings
Adherence
Partial Adherence
ICC
Item
Item
a
,636 .875
Orient to selecting activities
,601 .858
Orient to using values to
identify activities
,640 .877 Values are important
Valued activities lead to more
meaningful life
,526 .816 Agree client will engage
Agree client will engage in
in specific activity
specific valued activity
,740 .919 Ask if client has
Inquire about activity timing
sufficient time
,454 .769
Suggest day or time
580 .847
Prompt client to select activities
that are feasible
Inquire about feasibility
603 .859
454 .769
Problem solve barriers

ICC

a

n/a

n/a

n/a

n/a

333

.667

Total Adherence Score
.853 .959 Total Partial Adherence -.009 -.036
Total Adherence + Partial
.819 .948
Note. N-W. ICC = Intra-class correlation coefficient using two-way random model, a =
Cronbach's alpha coefficient, n/a = At least one rater did not report any incidence of this
behavior, resulting in zero variance in scale or part of scale. Scale reliability cannot be
calculated for this item.

The Total Itemized Competence scale displayed fair inter-rater reliability (ICC =
.465). Subjective Competence inter-rater reliability ranged from excellent (two items;
ICC range .794-.813) to good (one item; ICC = .631) to fair (six items; ICC range .422.525). The Total Subjective Competence scale displayed excellent inter-rater reliability
(ICC = .821). Inter-rater reliability for all three Proscribed items was .000 with several
raters reporting no incidence of proscribed behaviors; the Total Proscribed scale showed
poor reliability (ICC = .214; Cronbach's alpha = .522).
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Table 13. Reliability for BAACS Scenario 3 Competence Ratings
Subjective Competencea
ICC
a
Itemized Competence
.500 .800 Will work together to select
Orient to selecting
activities
activities
.813 .946 Values can be used to personalize
Orient to using values to
activities
identify activities
.631 .873 Use of value in treatment can lead
Valued activities lead to
to good treatment outcome
more meaningful life
Example of valued activity and
impact on mood
.405 .731 Ask for client feedback on
Agree client will engage
activity
in specific valued activity
Suggest activity
Solicit client suggestion
Consider activities client used to
do
Inquire about values consistency
.794 .939 Orient to relationship between
Inquire about activity
timing
scheduling and completion
Suggest day or time
.525 .816
Prompt client to select
.499 .799 Initial success may lead to overall
activities that are feasible
increase in activity level
Inquire about feasibility
.488 .793 Agree to scaled-down version of
activity
Praise client enthusiasm
Inquire about activity to be done
first
.422 .745 Normalize or validate barriers
Problem solve barriers

ICC
.329

a
.662

n/a

n/a

.161

.434

.509

.806

.256

.579

.624
.660
.656

.869
.886
.884

.795
.000

.939
.000

.556

.833

.000

.000

.000
.000

.000
.000

.043

.154

Total Subjective Score
.821 .948 Total Itemized Score
.465 .776
Note. N = 11. ICC = Intra-class correlation coefficient using two-way random model, a
= Cronbach's alpha coefficient.
a
Subjective competence ratings are made on a 5-point Likert-type scale based on quality
of execution of the target behavior.
Itemized competence ratings represent a frequency count of target behaviors.

Internal consistency of the three PBRP scenarios were also examined using
Cronbach's alpha calculated using pre-training data (N= 21). Internal consistency for
Partial Adherence (alpha = -.079) using these data was negative, as a negative average

60
covariance existed between items. Internal consistency estimates for Itemized
Competence (alpha = .235), Adherence (alpha = .687), and Adherence and Partial
Adherence behaviors together (alpha = .670) were low, although greater than in other
scenarios, suggesting that the individual items examined in each grouping have low
reliability.
PBRP Scenario 1: Orienting to the BA Rationale for Treatment

Descriptive Results
Mean Adherence and Partial Adherence scores at pre- and post-Training were all
below 1.00, indicating that many participants did not engage in even one instance of
each behavior. Itemized Competence scores were below 1.00 at pre-training although
some were above 1.00 at post-training (Tables 14-16).
Hypothesis Testing
Two-tailed paired samples t-tests were conducted to examine change in
Adherence, Partial Adherence, Itemized Competence, and Subjective Competence
individual items and Total scores (Tables 14-16). Participants explained that actions can
affect moods more frequently at Post-Training (t(\9) = 3.58,/? = 0.002, d = 0.80); no
other significant differences occurred in Adherence item scores between the two
assessment time points. The Total Adherence score was significantly greater at PostTraining supporting the study hypothesis that skills would be increased at Post-Training.
At Post-Training, a lower frequency of explaining that behavior change is a
component of therapy occurred (^(19) = -2.35,/? = 0.030, d- -0.53); no other significant
differences in Partial Adherence item or Total scores occurred.
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Table 14. BAACS Scenario 1 Adherence and Partial Adherence Ratings
Item
Adherence
Actions affect moods / emotions*
Behavior change may improve this
client's mood
BA works by changing behavior to
change mood
Behavior change requires effort
Action can cause motivation
Client may feel better / have
reduced depression
Depression is not client's fault
Total Adherence*
Internal Consistency Alpha
Partial Adherence
Actions and emotions are related
Behavior change as component of
treatment*
Therapy requires effort
Action and motivation are related
It is possible for people to feel
better
People are not at fault for
depression
Total Partial Adherence
Internal Consistency Alpha
Total Adherence and Partial
Internal Consistency Alpha
Proscribed
Thoughts or emotions control
behavior
Change in thought or mood must
precede behavior change
Client's depression is caused by
thoughts only
Behavior change cannot fully
alleviate depression
Intervention that does not focus on
behavior change
Total Proscribed
Internal Consistency Alpha

Pre
(N=2\)
M
SD

Post
(JV=20)
SD
M

'(19)

P

95% CI
UB
LB

d

0.24
0.57

0.62
0.81

0.80
0.80

0.77
1.24

3.58
0.57

.002
.58

0.23
-0.54

0.87
0.94

0.80
0.13

0.14

0.36

0.20

0.41

0.44

.67

-0.19

0.29

0.10

0.00
0.10
0.43

0.00
0.30
0.75

0.10
0.40
0.40

0.31
0.76
1.05

1.45
1.83
-0.20

.16
.08
.84

-0.04
-0.04
-0.56

0.24
0.64
0.46

0.32
0.41
0.05

0.62
2.10
.475

0.59
1.89

0.70
3.40

0.57
2.50

0.46
2.23

.65
.038

-0.35
0.07

0.55
2.42

0.10
0.49

0.57
0.62

0.93
0.74

0.50
0.25

0.83
0.55

0.00
-2.35

1.00
.030

-0.64
-0.57

0.64
-0.03

0.00
-0.53

0.05
0.00
0.05

0.22
0.00
0.22

0.15
0.10
0.20

0.49
0.45
0.41

1.45
1.00
1.37

.16
.33
.19

-0.04
-0.11
-0.08

0.24
0.31
0.38

0.32
0.22
0.31

0.05

0.22

0.00

0.00

-1.00

.33

-0.15

0.05

-0.22

1.33
-.105
3.35
.528

1.35

1.20

1.24

0.00

1.00

-0.89

0.89

0.00

2.89

4.60

2.64

1.69

.107

-0.29

2.79

0.38

0.47

1.96

0.00

0.00

-1.11

.28

-1.44

0.44

-0.24

0.00

0.00

0.00

0.00

-

-

-

-

-

0.10

0.30

0.00

0.00

-1.45

.16

-0.24

0.04

-0.32

0.00

0.00

0.00

0.00

-

-

-

-

-

0.05

0.22

0.00

0.00

-1.00

.33

-0.15

0.05

-0.22

0.62
-.063

1.96

0.00

0.00

-1.45

.164

-1.59

0.29

-0.32

Two-tailed paired samples t-tests significant at p < .05.
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Table 15. BAACS Scenario 1 Itemized Competence Ratings
Pre
Post
(#=21)
(JV=20)
Itemized Competenceb
M
SD
M
SD
t{\9)
Actions affect moods /
emotions
Provide example
0.14 0.48 0.15 0.49 1.00
0.00 0.00 0.10 0.31 1.45
Solicit client example
0.01 0.30 0.30 0.57 1.75
Check for understanding
0.00 0.00 0.00 0.00
Re-state / clarify when
client expresses
confusion
State that behavior can be 0.00 0.00 0.25 0.64 1.75
manipulated or controlled
Behavior change improves
mood
Example of behavior
0.14 0.65 0.05 0.22 -0.62
change and effect on
mood
BA works by changing
behavior to change mood
Check for understanding
0.05 0.22 0.15 0.37 1.00
0.05 0.22 0.05 0.22 0.00
Re-state / clarify when
client expresses
confusion
Behavior change requires
effort
Belief in client's capacity 0.00 0.00 0.05 0.22 1.00
to work hard and succeed
Therapist and client will
0.00 0.00 0.00 0.00
collaborate in hard work
Hard work may lead to
0.00 0.00 0.00 0.00
improved mood
Action causes motivation
0.00 0.00 0.05 0.22 1.00
Provide example
0.00 0.00 0.05 0.22 1.00
Solicit example from
client / consider in own
life
0.00 0.00 0.05 0.22 1.00
Check for understanding
Acknowledge this view is 0.00 0.00 0.00 0.00
contrary to most
Re-state or clarify when
0.00 0.00 0.00 0.00
client expresses
confusion
Link concept to treatment 0.00 0.00 0.00 0.00
processes

95% CI
LB
UB

p

d

.33
.16
.09
-

-0.11
-0.04
-0.05
-

0.31
0.24
0.55
-

0.22
0.32
0.39
-

.09

-0.05

0.55

0.39

.54

-0.44

0.24
0.14

.33
1.00

-0.11
-0.15

0.31
0.15

0.00
0.00

.33

-0.05

0.15

0.22

-

-

-

-

-

-

-

-

-

-

.33
.33

-0.05
-0.05

0.15
0.15

0.22
0.22

.33
.

-0.05
-

0.15
-

0.22
-

63
Table 15 continued - BAACS Scenario 1 Itemized Competence Ratings
Pre
Post
(7V=21)
(JV=20)
Itemized Competenceb
M
SD
M
SD
?(19)
p
Client can feel better
Collaborative approach will
0.05 0.22 0.05 0.22 0.00 1.00
help client improve
Personal belief that client
0.05 0.22 0.10 0.31 1.00
.33
can improve
Depression is not client'
fault
Clear statement, no latency
0.29 0.46 0.40 0.50 0.85
.42
Feelings of depression are
0.24 0.54 0.15 0.37 -0.69
.49
normal/valid
Link to client's active role in 0.20 0.40 0.30 0.47 0.62
.54
treatment
Example of environmental
0.20 0.40 0.35 0.93 0.62
.55
variable that influences
mood
Total
1.47 1.91 2.60 2.21 1.87
.08
Itemized
Internal Consistency .602
Alpha

95% CI
LB
UB

d

-0.15

0.15

0.00

-0.05

0.15

0.22

-0.23
-0.39

0.53
0.19

0.18

-0.24

0.44

0.16
0.14

-0.36

0.66

0.14

-0.14

2.64

0.42

Table 16. BAACS Scenario 1 Subjective Competence Ratings
Subjective Competence
Actions affect moods /
emotions
Behavior change may
improve this client's mood
BA works by changing
behavior to change mood
Behavior change requires
effort
Action can cause motivation
Client may feel better / have
reduced depression
Depression is not client's
fault
Total Subjective
a

Pre
(7V=21)
M
SD
2.67 0.58

Post
(A/=20)
M
SD
3.07 0.73

t
1.00

2.89

0.78

3.22

0.44

n/a a

3.00

0.00

3.20

0.45

-

-

3.00

2.50
3.00

0.71
0.58

3.00

0.85

95% CI
LB
UB
-1.10
1.77

d
0.07

.18

-0.41

1.42

0.00

.64

-1.27

1.77

0.01

df
2

p
.42

n/a b

0

-

0.00

n/a b

-1

3.00
3.00

0.71
0.71

n/a b
1.73

0
3

2.92

0.90

0.52

3

n/a b

-

Note. n/a : t could not be computed as standard error of the difference of paired samples
= 0. n/ab: t could not be computed as no valid pairs existed or sum of caseweights was
equal to or less than one.

-__
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No significant changes between Pre- and Post-Training occurred in the Itemized
Competence or Proscribed items or Total scores, not permitting rejection of the null
hypothesis.
No significant differences were observed on Pre- and Post-Training Subjective
Competence scores, not permitting rejection of the null hypothesis; however, it should
be noted that few participants engaged in Adherent behavior at both Pre- and PostTraining, limiting available data for paired samples t-tests. Total Subjective Competence
scores could not be calculated due to limited available data.
PBRP Scenario 2: Assigning the Activity Log

Descriptive Results
Mean Adherence and Partial Adherence scores at Pre- and Post-Training were
low, indicating that many participants did not engage in even one instance of each
behavior (Tables 17-19). Two exceptions occurred in the case of labeling Activity Log
components and instructing the client to record mood scores and daily activities, both of
which showed mean scores between 2 and 4 at Pre- and Post-Training.
Hypothesis Testing
Two-tailed paired samples t-tests were conducted to examine change in
Adherence, Partial Adherence, Itemized Competence, and Subjective Competence
individual item and Total scores (Tables 17-19).
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Table 17 BAACS Scenario 2 Adherence
Pre
Item
Adherence
Actions can affect moods
Activity Log helps
understand relationship
between actions and
moods *
Label Activity Log
components
Instruct to record mood
and activity
Complete Activity Log
daily *
Provide example with
inappropriate level of
detail *
Check for understanding
Encourage to give good
effort
Complete accurately *
Will review
collaboratively
Total Adherence*
Internal Consistency Alpha
Partial Adherence
Actions and emotions are
related
Use Activity Log to
monitor mood or activity
Complete Activity Log
regulaily
Discuss level of detail
Will leview Activity Log
in future*
Total Partial Adherence
Internal Consistency
Alpha
Total Adherence + Partial
Internal Consistency
Alpha

(#=21)
M
SD

Ratings
Post
(7V=20)
M
SD

?(19)

P

95% CI
LB
UB

d

0 14
0 50

0 36
0 75

0 40
1 00

0 59 156
0 92 2 36

14
029

-0 09
0 06

0 59
0 94

0 35
0 53

2 43

0 81

2 55

0 76

0 69

49

-0 19

0 39

0 16

3 10

118

3 20

158

0 22

83

-0 87

1 07

0 05

0 53

0 68

130

113

2 60

018

0 15

136

0 58

0 05

0 22

0 50

0 70

2 44

025

0 06

0 84

0 55

0 62
0 33

0 67
0 80

0 70
0 45

0 80
0 94

0 33
0 35

75
73

-0 27
-0 51

0 37
0 71

0 07
0 08

0 14
0 57

0 36
0 75

0 50
0 75

0 83
0 85

2 10
0 57

049
58

0 00
-0 40

0 70
0 70

0 60
0 13

8 38
413

2 91

1135

4 53

2 57

019

0 52

5 08

0 57

0 43

0 81

0 30

0 57

-0 62

54

-0 44

0 24

-0 14

0 52

0 75

0 45

0 89

-0 33

75

-0 74

0 54

-0 07

0 19

0 40

0 15

0 37

-0 37

72

-0 33

0 23

-0 08

0 19
0 24

0 68
0 44

0 25
0 00

0 72
0 00

0 22
-2 18

83
04

-0 42
0 39

0 52
001

0 05
-0 49

157
- 420

1 25

115

1 23

-1 32

20

-103

0 23

-0 55

9 95
305

3 20

12 50

5 03

1 97

064

-0 15

4 95

0 44

Two-tailed paired samples t-tests significant at p < 05
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Table 18. BAACS Scenario 2 Itemized Competence Ratings
Itemized Competence
Actions affect moods / emotions
Link to reason for Activity
Log
Provide example
Solicit example
Check for understanding
Re-state or clarify
Activity Log helps understand
relationship between actions,
moods
Provide specific example
Explain how this will guide
further treatment
Acknowledge individual
differences in activity effects
Explain Log will be used to
evaluate assigned activities in
future
Label Activity Log components
Point to components while
explaining
Instruct to record mood and
activity
Provide example of activity
and mood rating
Fill in example on Log
Solicit example activity
Solicit example mood rating
Complete Log daily
Suggest or solicit suggestion
of external reminder
Provide rationale*
State that daily completion is
important
Provide example with
inappropriate level of detail
Check for understanding
Encourage to give good effort
Explain importance of Log
in treatment
Encourage to complete
accurately
Client can improve therapy
outcome through careful work
Total Itemized
Internal Consistency Alpha

Pre
(#=21)
M
SD

Post
(JV=20)
M
SD

95% CI
LB
UB

;(19)

d

0.05

0.22

0.10

0.31

1.00

.33

-0.05

0.15

0.22

0.05
0.00
0.00
0.00

0.22
0.00
0.00
0.00

0.00
0.00
0.00
0.00

0.00
0.00
0.00
0.00

-1.00

.33

-0.15

0.05

-0.22

0.05

0.22

0.25

0.64

1.75

.096
.72

-0.05
-0.23

0.55
0.33

0.39
0.08

0.14

0.48

0.20

0.41

0.37

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

2.81

1.36

3.00

1.65

0.36

.73

-0.48

0.68

0.08

0.05

0.22

0.10

0.31

-1.00

.33

-0.15

0.05

0.13

0.62
0.43
0.71

1.36
0.75
1.49

0.35
0.85
0.80

0.99
2.06
2.02

-1.55
0.78
0.21

.14
.44
.83

-0.70
-0.67
-0.44

0.10
1.46
0.54

-0.34
0.18
0.05

0.19

0.51

0.60

1.05

1.83

.083

-0.06

0.96

0.41

0.19
0.05

0.40
0.22

0.45
0.00

0.60
0.00

2.52
-1.00

.021
.33

0.04
-0.15

0.46
0.05

0.56
-0.22

0.00

0.00

0.10

0.31

1.45

.163

-0.04

0.24

0.32

0.05

0.22

0.00

0.00

-1.00

.330

-0.15

0.05

-0.22

0.00

0.00

0.00

0.00

5.38
-.234

2.48

6.80

5.55

1.32

.203

-0.77

3.37

0.29

Two-tailed paired samples t-tests significant at p < .05.
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Table 19. BAACS Scenario 2 Subjective Competence Ratings
Subjective
Competence
Actions can affect
moods
Activity Log helps
understand
relationship between
actions and moods
Label Activity Log
components
Instruct to record
mood and activity
Complete Activity Log
daily
Provide example with
inappropriate level of
detail
Check for
understanding before
session end
Encourage client to
give good effort
Encourage client to
complete Log
accurately
Activity Log will be
reviewed
collaboratively

Pre
=21)
SD
M

Post
(7V=20)
M
SD

t

P

df

95% CI
LB
UB

d

2.00

1.00

3.00

0.00

-

-

0

-

-

-

3.00

0.82

3.14

0.38

0.42

.69

6

-0.68

0.97

0.16

2.80

0.62

3.00

0.67

0.68

.51

18

-0.33

0.65

0.16

2.71

0.90

2.85

0.81

0.18

.86

19

-0.53

0.63

0.04

3.00

0.50

3.25

0.46

0.79

.45

7

-0.49

0.99

0.28

4.00

-

3.00

0.57

-

-

0

-

-

-

3.18

0.75

3.25

0.46

0.36

.73

7

-0.70

0.95

0.12

3.25

0.50

3.00

0.00

-

-

0

-

-

-

3.00

0.00

3.50

0.70

1.00

.50

1

-5.85

6.85

0.71

3.00

0.86

3.00

0.00

-0.41

.70

4

-1.56

1.16

-0.18

Note. Paired samples t-tests could not be calculated when degrees of freedom = 0 or
less.

Participants explained the purpose of the Activity Log's purpose more frequently
at Post-training (/(19) = 2.36,p = 0.029, d = 0.53), instructed participants to complete
the Activity Log daily (*(19) = 2.60,/? = 0.018, d= 0.58), provided an example with
inappropriate level of detail to illustrate how to complete the Activity Log (/(19) = 2.44,
p = 0.025, d~ 0.55), and encouraged the client to complete the Activity Log accurately
(7(19) = 2.10, p = 0.049, d= 0.60). The Total Adherence score was significantly greater
at Post-Training (/(19) = 2.57,p = 0.019, d= 0.57), supporting the hypothesis that skills
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would be increased at Post-Training (Table 19).
In the Partial Adherence category, participants decreased the frequency of telling
clients that they would review the Activity Log in future without emphasizing the
collaborative nature of the review (7(19) = -2.18, p = 0.04, d = -0.49). The Total score
did not show a significant Pre-Post difference and did not permit rejection of the null
hypothesis.
One significant change occurred in the Itemized Competence category: an
increase in the frequency of explaining the rationale for daily Activity Log completion
(/(19) = 2.52, p = 0.021, d = 0.56). The Total score did not show a significant Pre-Post
difference.
No significant pre-post differences were observed on Subjective Competence
ratings, not permitting rejection of the null hypothesis. Total Subjective Competence
scores could not be calculated because participants did not routinely engage in all
Adherence behaviors and so Competence was not reported for all behaviors across all
participants.
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PBRP Scenario 3: Assigning Valued Activities for Out-of-Session Completion

Descriptive Results
Participants demonstrated some frequency of Adherence target behaviors at pretraining in this scenario, with mean scores ranging 0.76-1.48 for several behaviors
(orienting to selecting activities, using values to select activities, agreeing that client will
engage in a specific valued activity, inquiring about activity timing, prompting client to
select a feasible activity, and inquiring about feasibility of a proposed activity) (Tables
20-22). Mean scores ranged 0.57-0.00 for other behaviors at Pre-training (valued
activities lead to a more meaningful life, suggesting a day or time for activity
completion, problem solving barriers to activity completion).
The frequency of Partial Adherence behaviors was low (Mrange 0.00-0.05). The
frequency of Itemized Competence behaviors was low overall (Mrange 0.00-0.50) with
the exceptions of suggesting an activity for the client to complete (M= 1.33, SD = 1.87)
and soliciting a client suggestion for an activity (M- 1.52, SD = 1.21). The frequency of
Proscribed behaviors (Mrange 0.00-0.10) was low overall.
Hypothesis Testing
Two-tailed paired samples t-tests were conducted to examine change in
Adherence, Partial Adherence, Proscribed, Itemized Competence, and Subjective
Competence scores (Tables 20-22). A significantly greater frequency of explaining that
valued activities lead to a more meaningful life occurred at Post-Training (/(19) = 2.65, p
= 0.016, d = 0.59), as well as suggesting a day or time for activity completion (?(19) =
2.27, p = 0.035, d = 0.51). The Total Adherence score was significantly greater at PostTraining (/(19) = -2.27, p = 0.035, d = 0.51), supporting the study hypothesis.
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Table 20. BAACS Scenario 3 Adherence and Partial Adherence
Item
Adherence
Orient to selecting
activities
Orient to using values to
identity activities
Valued activities lead to
more meaningful life *
Agree client will engage in
specific valued activity
Inquire about activity
timing
Suggest day or time*
Prompt client to select
activities that are feasible
Inquire about feasibility
Problem solve barriers
Total Adherence*
Internal Consistency Alpha
Partial Adherence
Values are important
Agree client will engage in
specific activity with no
discussion of values
Ask if client has sufficient
time
Total Partial Adherence
Internal Consistency Alpha
Total Adherence + Partial*
Internal Consistency Alpha
Proscribed
Incorrect statement about
Valued Living
Questionnaire
Suggest activity not well
matched to values
Accept activity not well
matched to values
Total Proscribed
Internal Consistency Alpha

Pre
(N=2l)
M
SD

Post
(N=20)
M
SD

Ratings

?(19)

P

95% CI
LB
UB

d

1.10

0.77

1.40

0.82

0.93

31

-0.32

0.82

0.21

0.90

0.83

1.30

0.80

1.28

.22

-0.22

0.92

0.29

0.57

0.75

1.45

1.43

2.65

.016

0.19

1.61

0.59

1.48

1.33

1.85

1.18

1.32

.202

-0.23

1.03

0.29

1.19

1.66

1.65

1.59

1.02

.32

-0.42

1.22

0.23

0.10
0.76

0.30
1.09

0.55
0.85

0.89
0.75

2.27
0.20

.035
.85

0.03
-0.49

0.87
0.59

0.51
0.04

1.14
0.33
7.57
.682

1.42
0.48
5.05

1.15
0.35
10.55

1.50
0.49
4.26

-0.14
0.00
2.27

.91
1.00
.035

-0.97
-0.26
0.21

0.87
0.00
5.29

-0.02
0.00
0.51

0.00
0.05

0.00
0.22

0.05
0.00

0.22
0.00

1.00
-1.00

.33
.33

-0.05
-0.15

0.15
0.05

0.22
-0.22

0.05

0.22

0.05

0.22

0.00

1.00

-0.15

0.15

0.00

0.10
-.111
7.67
.670

0.30

0.10

0.31

0.00

1.00

-0.21

0.21

0.00

5.09

10.65

4.26

2.30

.033

0.25

5.25

0.52

0.00

0.00

0.10

0.31

1.45

.16

-0.04

0.24

0.31

0.05

0.22

0.00

0.00

-1.00

.33

-0.15

0.05

-0.22

0.10

0.30

0.10

0.31

0.00

1.00

-0.21

0.21

0.00

0.14
-.157

0.36

0.20

0.41

0.37

.72

-0.23

0.33

0.08

Two-tailed paired samples t-tests indicate significant differences at p<.05
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Table 21. BAACS Scenario 3 Itemized Competence Ratings
Itemized Competence"
Orient to selecting activities
Will work together to select
activities
Orient to using values to identify
activities
Values can be used to
personalize activities
Valued activities lead to more
meaningful life
Use of value in treatment can
lead to good treatment
outcome
Example ofvalued activity and
impact on mood
Agree client will engage in
specific valued activity
Ask for client feedback on
activity
Suggest activity
Solicit client suggestion **
Consider activities client used
to do
Inquire about values
consistency
Inquire about activity timing
Orient to relationship between
scheduling and completion
Prompt client to select activities
that are feasible
Initial success may lead to
overall increase in activity
level
Inquire about feasibility
Agree to scaled-down version
of activity
Praise client enthusiasm
Inquire about activity to be
done first
Problem solve barriers
Normalize or validate barriers
Total Itemized**
Internal Consistency Alpha

Pre
(#=21)
M
SD

Post
•
(A>=20)
M
SD
f(19)

95% CI
p

LB

UB

d

0.48

0.68

0.70

0.80

1.42

.17

-0.11

0.62

0.32

0.05

0.22

0.20

0.52

1.14

.27

-0.12

0.42

0.26

0.19

0.51

0.65

1.13

1.48

.15

-0.18

1.08

0.33

0.00

0.00

0.20

0.52

1.71

.104

-0.53

0.63

0.38

0.48

0.87

0.55

0.83

0.18

.86

-0.53

0.63

0.04

1.33
1.52
0.24

1.85
1.21
0.70

1.70
2.65
0.50

1.66
1.18
1.10

0.63
3.71
0.79

.54
.001
.44

-0.69
0.50
-0.41

1.29
1.80
0.91

0.14
0.83
0.18

0.14

0.36

0.35

0.67

1.45

.16

-0.09

0.49

0.32

0.10

0.30

0.05

0.22

-0.57

.58

-0.23

0.13

-0.13

0.05

0.22

0.10

0.45

1.00

.33

-0.05

0.15

0.22

0.14

0.36

0.10

0.31

-0.44

.67

-0.29

0.19

-0.09

0.10
0.00

0.30
0.00

0.00
0.00

0.00
0.00

-1.45
-

.16
-

-0.24
-

0.04
-

-0.32
-

0.14
4.95
.253

0.36
3.11

0.10
7.85

0.31
2.92

0.00
3.27

1.00
.004

-0.21
1.02

0.21
4.67

0.00
0.73

** = Two-tailed paired samples t-tests indicate significant differences at/?<.01
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Table 22. BAACS Scenario 3 Subjective Competence Ratings
Subjective
Competence
Orient to selecting
activities
Orient to using values
to identify activities
Valued activities lead
to more meaningful
life
Agree client will
engage in specific
valued activity
Inquire about activity
timing *
Suggest day or time
Prompt client to select
activities that are
feasible
Inquire about
feasibility
Problem-solve barriers

Pre(At=21)
M
SD

Post (7V=20) "
M
SD

t

P

df

95% CI
LB
UB

d

2.88

0.34

3.00

0.33

1.86

.083

15

-0.03

0.40

0.47

2.92

0.28

3.06

0.24

1.48

.17

12

-0.07

0.38

0.41

2.86

0.35

3.07

0.62

0.00

1.00

4

-0.88

0.88

0.00

2.89

0.32

3.10

0.55

1.73

.10

16

-0.05

0.52

0.42

3.18

0.40

2.93

0.62

-3.16

.013

8

-0.96

-0.15

-1.05

3.00
3.11

0.00
0.33

3.00
2.80

0.58
0.56

-1.53

.17

0
7

-0.64

0.14

-0.54

3.00

0.38

2.83

0.39

-1.00

.35

7

-0.42

0.17

-0.35

2.86

0.38

2.57

0.79

-1.00

.39

3

-1.05

0.55

-0.50

* Two-tailed paired samples t-test significant at/? < .05.
No significant pre-post differences occurred in Partial Adherence behavior, either
on individual items or on the Total score. The sum of Adherence and Partial Adherence
behaviors differed significantly at the two assessment time points (7(19) = 2.30,/? =
0.033, d = 0.52).
No significant pre-post differences were observed in Proscribed behavior on
individual items or the Total score. One Itemized Competence item was observed at
significantly greater frequency at Post-Training: soliciting a client suggestion for an
activity to be completed out of session (7(19) = 3.71,/? = 0.001, d = 0.83); the Total score
was also significantly greater at Post-Training (/(19) = 3.27, p = 0.004, d= 0.73),
supporting the study hypothesis. Subjective Competence scores did not differ
significantly at assessment time points, with the exception of inquiring about the
feasibility of a suggested activity, which displayed a lower level of competence at PostTraining (f(8) = -3.16,/? = 0.013, d= -1.05). Total scores could not be computed.
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Relationships among; PBRP Skills and Knowledge Scores

PBRP Scenario 1: Orienting to the BA Rationale for Treatment
Pearson's correlations were conducted to examine relationships between PBRP
scores and Knowledge Assessment scores (Tables 23 and 24).

Table 23. PBRP Scenario 1 Skills and Knowledge Correlation at Pre-Training
Partial
Itemized
KA
KA
Construct
Adherence Adherence Competence Proscribed Correct Incorrect
Adherence
Partial
Itemized
Competence
Proscribed
KA Correct
KA
Incorrect

.65**
.002
.41
.074
-.054
.822
.06
.815
-.33
.157

.65**
.002
79**
.000
.26
.264
-.07
.784
-.343
.139

.41
.074
72**
.000
.56*
.018
.19
.431
-.21
.369

-.05
.822
.26
.264
.53*
.018
.29
.207
.41
.072

.06
.815
-.07
.784
.19
.431
.29
.207
.51*
.022

-.33
.157
-.34
.139
-.21
.369
.41
.072
.51*
.022
-

* Correlation is significant at/?<.05 (2-tailed)
**Correlation is significant at/?<.01 (2-tailed)
Note. N= 21.

At Pre-training, PRBP Partial Adherence was correlated significantly with
Adherence (r = .65, p = .002) and Itemized Competence (r = .72, p = .000). Itemized
Competence also correlated with Proscribed (r = .53, p = .02). Knowledge Correct and
Incorrect scores correlated (r = .5l,p = .02). Incorrect scores were not reverse-scored,
indicating that at Pre-training, participants were likely to endorse correct and incorrect
items. At Post-Training, no significant correlations appeared.
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Table 24. PBRP Scenario 1 Skills and Knowledge Correlation at Post-Training
Partial
Itemized
KA
KA
Construct
Adherence Adherence Competence Proscribed Correct Incorrect
Adherence
Partial
Itemized
Competence
Proscribed
KA Correct
KA
Incorrect

-.13
.588
.43
.058

.39
.085
-.09
.715

-.13
.588
.20
.389

-.12
.617
-.39
.092

.43
.058
.20
.389
.
-.18
.441
-.19
.405

.39
.085
-.12
.617
-.18
.441

.02
.920

-.09
.715
-.39
.092
-.19
.405
.02
.920
-

Note. Correlations with Proscribed could not be calculated as no participants were
reported to engage in proscribed behavior at Post-Training and this total score had no
variance. N = 20.

PBRP Scenario 2: Assigning the Activity Log
Pearson's correlations were conducted to examine relationships between PBRP
Scenario 2 Total scores and Knowledge Assessment scores, and to examine correlations
of various skills scales with one another (Tables 25 and 26). At Pre-training, PRBP
scores did not correlate significantly with one another. Partial Adherence was correlated
significantly and negatively with Knowledge Assessment Incorrect scores (r=-.513,
p=.02l). At Post-Training, Knowledge Assessment Correct scores correlated
significantly with Adherence scores (r=.45,/?=.048). PRBP scores did not correlate
significantly with one another at Post-Training.
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Table 25. PBRP Scenario 2 Skills and Knowledge Correlation at Pre-Training
Partial
Itemized
KA
KA
Construct
Adherence Adherence Competence Correct
Incorrect
Adherence
.06
.16
-.03
-.25
.812
.504
.894
.296
Partial
.13
-.51*
.06
-.43
.601
.021
.812
.061
Itemized
.13
.16
.39
.19
Competence
.504
.601
.434
.091
KA Correct
-.03
-.43
.39
.51*
.894
.061
.091
.022
KA Incorrect
-.51*
-.25
.19
.51*
.021
.434
.022
.296
* Correlation is significant at/?<.05 (2-tailed)
Note. N= 21
Table 26. PBRP Scenario 2 Skills and Knowledge Correlation at Post-Training
Partial
Itemized
KA
KA
Construct
Adherence Adherence Competence Correct
Incorrect
Adherence
.29
-.02
.45*
-.02
.210
.940
.048
.928
.01
Partial
.29
.35
.09
.210
.985
.127
.682
Itemized
-.02
.01
.13
-.29
.985
.202
Competence
.940
.581
KA Correct
.445
.35
.13
.02
.127
.581
.048
.920
-.02
.09
-.29
.02
KA
.682
.202
Incorrect
.928
.920
* Correlation is significant at£><.05 (2-tailed)
Note. N= 20
At Post-Training, Knowledge Assessment Correct scores correlated significantly
with Adherence scores (r=.45,/?=.048). PRBP scores did not correlate significantly with
one another at Post-Training.
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PBRP Scenario 3: Assigning Valued Activities for Out-of-Session Completion
Pearson's correlations were conducted to examine relationships between PBRP
Scenario 3 scores and Knowledge Assessment scores (Tables 27 and 28). At Pretraining, Adherence and Itemized Competence correlated significantly (r = .60, p =
.005). No significant correlations between PBRP and Knowledge Assessment scores
were observed. At Post-Training, Itemized Competence correlated significantly with
Adherence (r = .51, p = .02) and Partial Adherence (r = .46, p = .04). No significant
correlations between PBRP and Knowledge Assessment scores were observed.

Table 27. PBRP Scenario 3 Skills and Knowledge Correlation at Pre-Training
Partial
Itemized
KA
KA
Construct
Adherence Adherence Competence Proscribed Correct Incorrect
Adherence
Partial
Itemized
Competence
Proscribed
KA Correct
KA
Incorrect

.12
.630
.60**
.005
-.13
.600
.04
.880
-.22
.344

.12
.630
-.05
.822
.33
.160
-.06
.812
-.25
.291

.60**
.005
-.05
.822
-.09
.705
.16
.510
-.04
.878

-.125
.600
.327
.160
-.090
.705
.12
.623
.22
.357

.04
.880
-.06
.812
.16
.510
.12
.623
.51*
.022

-.22
.344
-.25
.291
-.04
.878
.22
.357
.51*
.022
-

* Correlation is significant at/?<.05 (2-tailed)
**Correlation is significant atp<.01 (2-tailed)
Note. N= 21

Evaluation of Training

Lesson Evaluations
Lesson evaluation scores are presented in Figure 1 and Table 29. Participants were asked
to rate main points of each lesson for clarity, personal belief in this main point,
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confidence in their ability to use this point in a session, and probability of using this
point, using a 5-point Likert-type scale (1= not at all, 5= extremely).

Table 28. PBRP Scenario 3 Skills and Knowledge Correlation at Post-Training
Partial
Itemized
KA
KA
Construct
Adherence Adherence Competence Proscribed Correct Incorrect
Adherence
Partial
Itemized
Competence
Proscribed
KA Correct
KA
Incorrect

.36
.12
.51*
.02
-.43
.06
.32
.16
-.06
.79

.36
.12
.46*
.041
-.32
.17
.18
.44
-.29
.21

.51*
.02
.46*
.041
.03
.91
-.02
.95
.00
.99

-.43
.06
-.32
.17
.03
.91
-.27
.26
.21
.37

.32
.16
.18
.44
-.02
.95
-.27
.26
.02
.92

-.06
.79
-.29
.21
.00
.99
.21
.37
.02
.92
-

* Correlation is significant at ;?<.05 (2-tailed)
Note. TV =20

Overall, participants rated lesson objectives as "somewhat" to "extremely" clear
(mean score range 3.65-4.75), rated their personal belief in each lesson objective as
"somewhat" to "extremely" true (mean score range 3.79-4.80), rated confidence in their
ability to use objectives as "somewhat" to "extremely" confident (mean score range
3.65-4.65), and rated the probability of using each point in clinical work as "somewhat"
to "extremely" likely (mean score range 3.55-4.74). Visual inspection of the graphed
data suggests that future instruction using IMM-BA could be improved for several of the
curriculum's main points. Additional detail is presented on items that achieved a mean
rating below 4.0 ("very" clear / believable / confident in ability to use / likely to use in
practice) on the 5-point Likert-type scale.
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In rating clarity of instruction, participants' mean ratings were lowest for the
following objectives: short-term goals should be measurable to build confidence and
elevate mood (M= 3.65, SD = 0.933), activity for activity's sake is less helpful than
valued activities (M= 3.95, SD = 0.826), and clients should think about activities they
might complete quickly or avoid (M= 3.95, SD = 0.887). In rating belief in the
objectives, participants' mean ratings were below 4.0 for the following: you can tell
what a person values by looking at their actions (M= 3.79, SD = 0.787), and graphing
values consistency can help a client see where to improve (M= 3.90, SD = 0.912).
In rating confidence in their ability to use each of these points in a clinical
situation, participants' mean ratings were lowest for the following: graphing values
consistency to help a client see where to improve (M= 3.65, SD = 0.988), activity for
activity's sake being less helpful than valued activities (M= 3.85, SD = 0.933), that a
person's values can be determined by examining their actions (M= 3.89, SD = 0.737),
understanding values can help a person figure out how to reduce depression (M= 3.90,
SD = 0.852), and clients should think about activities they might complete quickly or
might avoid (M= 3.95, SD = 0.86).
In rating likelihood of using components of BA, participants' mean ratings were
lowest for the following: graphing values consistency can help a client see where to
improve (M= 3.55, SD = 1.28), clients should think about activities they are likely to
complete quickly or avoid (M= 3.90, SD = 0.788), you can tell what a person values by
looking at their actions (M= 3.95, SD = 0.705), and understanding values can help a
person figure out how to reduce depression (M= 3.95, SD = 0.887). Of note, lesson
objectives receiving lower mean rating scores are mostly concerned with discussing and
graphing values to help clients identify areas for increased activity, and with specific
methods for helping clients succeed in activity scheduling.

Table 29 Lesson Evaluation Scores
No

1
2
3
4
5
6

7
8
9
10
11
12
13
14
15
16
17

Mam Point
Lesson 1 *
Theie is a relationship between a person's actions (or behavior) and their feelings
Behavioral Activation says that how you act, or your behavior, is what causes you to feel the
way you do
Getting out of depression requires a person to change their behavior
Changing behavior requires practice, but eventually new behavior can become easier, like a
habit
Clients need to understand the relationship between their actions (behavior) and feelings so
they can change their feelings of depression
Using an Activity Log, or a way of tracking a person's behavior and mood, is the first step m
understanding the relationship between a person's behavior and feelings
Lesson 2
Values tell us what we hold most dear in life
A person's actions can be consistent, or m line with, their values
If a person's actions are not consistent with their values, that person is likely to experience
feelings of depiession
Getting out of depression requires a client to behave in ways that are consistent with then
values
"Activity for activity's sake" is less helpful for alleviating depression than activity that is
guided by values
Understanding their own values can help a person to figure out the best course of action to
alleviate their depiession
Theie is a difference between saying you value something, and actually valuing it
You can tell what a person really values by looking at their actions
Lesson 3
Clients can improve their mood by choosing activities that are consistent with their values
Reviewing values can help a chent identify areas in their life where they need to increase their
activity
To best alleviate depression, clients should pick activities not just to do them, or because they
are convenient, but because they reflect strong values

Clarity

Belief

Confidence

Probability
of Use

M
4 75
4 60

SD
0 44
0 50

M
4 25
4 00

SD
0 64
0 73

M
4 05
4 10

SD
0 71
0 64

M
4 30
4 26

SD
0 57
0 81

4 65

0 59

4 40

0 75

4 20

0 62

4 45

0 69

4 40

0 59

4 35

0 67

4 05

0 76

4 45

0 69

4 45

0 51

4 15

0 75

4 00

0 65

4 20

077

4 60

0 50

4 15

0 67

3 95

0 76

4 05

0 69

4 50
4 50
4 35

0 59
0 61
0 59

4 40
4 60
4 30

0 59
0 50
0 73

4 10
4 20
4 20

0 72
0 70
0 70

4 10
4 25
4 20

0 79
0 72
0 77

4 35

0 69

4 05

0 69

4 00

0 73

4 05

0 91

3 95

0 83

4 15

0 67

3 85

0 93

4 00

0 92

4 35

0 75

4 20

0 77

3 90

0 85

3 95

0 89

4 50
4 05

0 61
0 85

4 70
3 79

0 47
0 79

4 25
3 89

0 55
0 74

4 40
3 95

0 50
0 71

4 50
4 30

0 69
0 60

4 35
4 35

0 75
0 59

4 00
4 05

0 86
0 76

4 00
4 15

0 92
0 75

4 40

0 68

4 30

0 57

4 10

0 72

4 10

0 72

Table 29 continued
No
Mam Point

18
19
20
21
22

23
24
25
26
27
28
29
30
31

32

Lesson Evaluation

Scores

To best alleviate depression, clients should pick activities that they are sure they can be
successful in completing
To best alleviate depression, clients should make a commitment to include more valuesconsistent actions m then lives
To best alleviate depression, clients should think about how hard or easy their new activities
might be, and be sure to include activities in which they are likely to succeed
To best alleviate depression, clients should thmk about the activities they might do quickly
and those they might put off or delay
Examining the relationship between a value's importance and a client's actions in that
valued area can help identify areas where a client can make changes to be moie consistent
with their values
Lesson 4
Examining the Activity Log can show the client more about the connection between
activities and mood
Lack of activities, or lack of valued activities, can lead to a lowered mood
Problems can be avoided, or they can be dealt with directly, but avoiding problems may
cause them to build up and intensify depression
Dealing with problems directly is more likely to help a client who is depressed
It is not a client's fault if he or she is depressed, BUT, he or she can do things to help get
out of depression
Graphing and comparing values consistency during the week and values importance can
help a client see where he or she is succeeding and where he or she could improve
Clients should focus on what they can do, rather than on what they can't do, in order deal
with their problems constructively and alleviate depression
Clients must know the difference between T can't" and "I won't"
To best alleviate depression, clients should take small steps that they are likely to achieve
when trying to solve their problems
Mini Lesson 1
To best alleviate depression, clients should select activities that they find enjoyable or
pleasant, and schedule more of them throughout the day

Clarity

Belief

Confidence

M
415

SD
081

M
4 55

SD
061

M
4 40

SD
0 60

Probability
of Use
M
SD
4 45 061

4 40

0 60

4 20

0 83

4 15

0 67

4 00

0 80

4 20

0 77

4 45

0 69

4 25

0 72

4 30

0 73

3 95

0 89

4 15

0 59

3 95

0 69

3 90

0 79

4 40

0 82

4 45

0 69

4 10

0 85

4 05

0 83

4 40

0 60

4 45

0 61

4 15

0 67

4 20

0 70

4 55
4 75

0 61
0 44

4 45
4 60

0 51
0 50

4 15
4 60

0 67
0 50

4 35
4 55

0 59
0 51

4 60
4 55

0 50
0 51

4 55
4 40

0 61
0 75

4 35
4 30

0 67
0 80

4 45
4 40

0 61
0 75

4 05

0 89

3 90

0 91

3 65

0 99

3 55

123

4 65

0 59

4 70

0 47

4 60

0 60

4 60

0 50

4 63
4 63

0 50
0 50

4 47
4 63

0 51
0 50

4 21
4 47

0 71
0 61

4 26
4 53

0 73
0 51

4 30

0 73

4 45

0 61

4 35

0 75

4 35

0 67

Table 29 continued. Lesson Evaluation Scores
No.

Main Point
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To best alleviate depression, clients need to select activities and goals that they can complete
successfully.
Clients may need to think about activities they used to enjoy, especially if they have been
depressed for some time or have difficulty identifying things they enjoy.
"One activity leads to another": As clients begin to add enjoyable activities to their lives, more
opportunities for activities usually follow.
Mini Lesson 2
Everyone has problem situations (triggers) that cause them to have emotional responses
(responses).
Everyone can choose to avoid problems, or to use alternative coping, but avoiding problems is
more likely to make depression worse.
Alternative coping strategies can be developed, but it takes some creativity and willingness to
think about different ways of doing things.
"Instead of... what about" is an effective way to help clients generate alternative coping
solutions.
Mini Lesson 3
Short-term goals can be steps towards long-term goals. Short-term goals can also be ways of
solving problems that get in the way of long-term goals.
Goals need to be broken down into small steps. Doing so will increase the likelihood of
success.
Clients should commit to start working on a goal, then stick to it. Doing so will increase the
likelihood of success.
Short-term goals should be measurable - you should know when they are accomplished so as
to build confidence and elevate mood in depressed clients.

34
35

36
37
38
39

40
41
42
43

Note. * N= 21 in Lesson 1. For Lessons 2-4 and Mini-Lessons 1-3,7Y= 20.

Clarity

Belief

Confidence

M
4.40

SD
0.68

M
4.60

SD
0.60

M
4.40

SD
0.68

Probability
of Use
M
SD
4.40 0.68

4.60

0.60

4.65

0.49

4.35

0.81

4.40

0.68

4.35

0.67

4.35

0.75

4.25

0.79

4.70

0.47

4.70

0.47

4.80

0.41

4.55

0.69

4.60

0.60

4.60

0.60

4.60

0.50

4.55

0.61

4.45

0.69

4.35

0.59

4.45

0.51

4.40

0.60

4.40

0.68

4.35

0.88

4.40

0.60

4.30

0.66

4.35

0.59

4.50

0.61

4.55

0.51

4.45

0.61

4.50

0.61

4.65

0.49

4.70

0.47

4.65

0.59

4.74

0.45

4.30

0.66

4.50

0.61

4.25

0.64

4.40

0.68

3.65

0.93

4.30

0.66

4.20

0.70

4.25

0.72
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Attitudes

EBPAS
Means, standard deviations, and effect sizes for pre-post differences on EBPAS
subscale and total scores are reported in Table 30, along with subscale and total scale norms
based on a national sample (Aaron et al., 2010). The Openness subscale and Total scores at
Post-training are calculated without inclusion of Item 4 due to missing data from one
participant, consistent with the scale author's recommendations. When compared to
normative data from a national sample (Aarons et al., 2010), this sample appears to be more
open to learning and using evidence-based practices.
Paired samples t-tests to examine pre- and post-training differences were
insignificant, except for the Openness subscale, which increased significantly at posttraining (/(19) = 2.67, p = .015, d = .60). Effect sizes are calculated using change score
standard deviations, as recommended by Gibbons et al (1993) for examination of repeated
measures effect sizes.

Table 30. EBPAS Subscale and Total Scores

Post
Pre
(N=2\)
(N=2l)
EBPAS Scale
M
SD
M
SD
'(19)
P
Requirements
3.03 0.94 2.90 0.71 -0.43
.68
Appeal
3.32 0.39 3.36 0.43 0.27
0.79
Openness*
2.81 0.59 3.18 0.38 2.67
.015
Divergence
0.83 0.54 0.81 0.31 -0.35
.73
Total
3.10 0.40 3.18 0.28 0.88
.39
Two-tailed paired samples t-test significant atp < .05.

95%
LB
-0.49
-0.17
0.08
-0.26
-0.10

CI
UB
0.33
0.22
0.62
0.18
0.25

d
-0.09
0.05
0.60
-0.08
0.21

National
Norms
(Aarons et
al.,2010)
M
SD
2.41 0.99
2.91 0.68
2.76 0.75
1.25 0.70
2.33 0.45

83
Additional Knowledge Measures

Knowledge Checks
Mean scores and standard deviations are reported in Table 31 for the proportion of
correct items endorsed and the proportion of incorrect items endorsed. Visual inspection of
these data show that while high mean correct and low mean incorrect scores were achieved
on Lessons 2, 3, 4, and Mini-Lesson 3 (range 0.92-0.98 correct; 0.00-0.06 incorrect), lower
mean scores were obtained on Lesson 1 and Mini-Lessons 1 and 2 (range 0.70-0.77 correct;
0.15-0.25 incorrect). It is possible that the learning objectives tested in these Knowledge
Checks were not presented clearly in IMM-BA Lesson 1 and Mini-Lessons 1 and 2. It is also
possible that the items tested in these Knowledge Checks were poorly worded or did not
give participants enough information to respond accurately.

Table 31. Knowledge Check Scores
Correct
Lesson
1
2
3
4
ML1
ML 2
ML 3

TV
21
20
20
20
20
20
20

M
0.75
0.95
0.97
0.92
0.77
0.70
0.98

SD
0.19
0.08
0.09
0.09
0.34
0.37
0.07

95%
LB
0.67
0.91
0.93
0.88
0.61
0.53
0.95

Incorrect
CI
UB
0.84
0.99
1.00
0.97
0.93
0.87
1.02

M
0.14
0.06
0.03
0.03
0.22
0.25
0.00

SD
0.19
0.18
0.07
0.07
0.31
0.26
0.00

95%
LB
0.06
-0.03
0.00
0.00
0.07
0.13
-

CI
UB
0.23
0.15
0.07
0.07
0.36
0.37
-

Practice Vignettes
Mean and standard deviation scores representing frequency of inclusion of BAconsistent or BA-inconsistent responses are reported in Table 32. Scores are presented as the
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proportion of BA-consistent or BA-inconsistent items included over the total possible score
for each vignette. BA-consistent scores ranged 0.27-0.81, with lowest scores for the items
"Give example of filling out values clarification using one domain" (M= 0.27, SD = 0.13),
"Action can cause feelings of motivation (M= 0.37, SD = 0.20), and "Action can help
people feel less depressed" (M= 0.45, SD = 0.25). Highest mean scores were obtained for
the items "Generate enjoyable activities from past or try new ones" [M— 0.81, SD = 0.26),
"Values-inconsistent behavior and effect on mood" (M= 0.70, SD = 0.21), and "Encourage
client to pick a feasible valued activity" (M= 0.62, SD = 0.18). Of note, the lowest mean
proportional scores were obtained after Lessons 1 and 2. Participants were provided with
feedback about their Practice Vignette score and given specific feedback about correct and
incorrect items at subsequent study visits, before viewing the next IMM-BA lesson and
completing the next Practice Vignette. It is possible, therefore, that lower scores obtained
during Lessons 1 and 2 reflect unfamiliarity with the assessment measure or participant
misunderstanding about the directions, as scores appeared to improve over time and this may
represent a learning effect. It is also possible that the lower mean scores during Lessons 1
and 2 reflect poorly constructed assessment items or lack of participant understanding of the
constructs being measured.
Intentions

Intent to Use BA
Participants were asked to report the likelihood that they would use BA to treat a
depressed client on a 5-point Likert-type scale; results are reported in Table 33. One-third of
respondents reported they were completely likely to use BA; nearly two-thirds reported they
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were more than 50% likely to use BA. Only one participant rated probability of using BA at
less than 50%, and no participants responded that the likelihood of using BA was 0%.
Table 32. Practice Vignette Scores
Correct
95% CI
UB
M(SD)
LB

]Incorrect

i

BA Lesson and Component
Lesson 1
Action can help people feel less depressed

21

Action can cause feelings of motivation

21

Use of Activity Log to identify activity and
mood patterns
Lesson 2
Psychoeducation about values

21

Values-inconsistent behavior and effect on
mood
Give example of filling out values
clarification using one domain
Lesson 3

20

Use of values as compass and need for
consistency with values
Suggest 4 values-consistent activities to a
client
Encourage client to pick a feasible valued
activity
Lesson 4
Depression is natural response for client
who feels overwhelmed
Making problems solvable (I can't vs. I
won't)
Breaking a goal into small steps
Mini-Lesson 1
Generate enjoyable activities from past or
try new ones
Generate enjoyable activities that are related
to an interest
Mini-Lesson 2
TRAP/TRAC
Instead of/ What about
Mini-Lesson 3
Setting short-term goals to achieve longterm goals
Taking first step toward goal

N

0.45
(0.25)
0.37
(0.20)
0.51
(0.19)

0.34

0.56

0.27

0.46

0.42

0.59

0.48
(0.14)
0.70
(0.21)
0.27
(0.13)

0.42

0.55

0.60

0.80

0.20

0.32

20

0.59
(0.17)

0.51

20

0.52
(0.25)
0.62
(0.18)
0.63
(0.15)
0.51
(0.19)
0.51
(0.17)

20

20

20
20
20
20
20
20

20
20
20
20

M(SD)

95% CI
LB
UB

0.00
(0.00)
0.00
(0.00)
0.00
(0.00)

-

0.00
(0.00)
0.00
(0.00)
0.00
(0.00)

-

0.67

0.00
(0.00)

-

0.39

0.64

-

0.53

0.71

0.00
(0.00)
0.05
(0.15)

0.56

0.70

0.42

0.60

0.43

0.59

0.81
(0.26)
0.59
(0.15)

0.69

0.93

0.52

0.66

0.56
(0.22)
0.52
(0.19)

0.46

0.66

0.43

0.61

0.48
(0.16)
0.52
(0.13)

0.40

0.55

0.46

0.58

0.00
(0.00)
0.07
(0.17)
0.00
(0.00)

-

-

-0.02

0.12

-0.02
-

0.00
(0.00)
0.00
(0.00)

-

0.00
(0.00)
0.00
(0.00)

-

0.00
(0.00)
0.00
(0.00)

-

-

-

-

0.15
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Table 33. Self-Reported Probability of Using BA
Self-Reported Probability of
Using BA
N
Percent
100%
6
33.3
51-99%
11
61.1
50%
0
0.0
1-49%
1
5.6
0%
0
0.0
Note. N = 18; 2 participants failed to complete this item.

Because research suggests that after training, many clinicians use components of
ESTs but may not use an entire EST protocol, participants were presented with various
components of BA and asked to report whether they were likely to use this particular
component. Participants were then presented with the same list and asked to endorse any
components of BA that they would definitely not use. Results are summarized in Table 34.
The majority of participants reported they would use each component of BA listed, with
several components endorsed by 100%) of the sample. Two items were endorsed by less than
80% of the sample: assessing values using a paper-and-pencil measure (70%) and assessing
activities using a paper-and-pencil measure like the Activity Log (75%). An additional group
of participants (40%>) reported they would use additional components of BA not contained in
the list provided. One participants mentioned strategies for helping clients increase
motivation ("I love the T can't' versus 'I won't.' This is profound but must be done in a
non-confrontation.") Two participants mentioned the 'Instead of/ what about' exercise",
while another mentioned "emphasizing] the patient's own commitment to their treatment."
Other participants mentioned "Doing activities you enjoy to help you feel better," and
"Importance of pushing through even when not motivated."
Participants were also asked to report any components of BA that they would
definitely not use. No participants (0%) endorsed components provided on this list;
however, three participants added comments at the survey's end.
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Table 34 Self-Reported Intention to Use Components ofBA
Item
Principles
Discuss the idea that actions affect feelings or emotions
Discuss the need to act in ways that positively affect then emotions
Symptoms Assessment
Assess symptoms of depression in a discussion
Assess symptoms of depression using a paper-and-pencil measure
Assess symptoms of depression at multiple points m time
Discuss any changes in the person's symptoms of depression with him or
her
Values Assessment
Assess values m a discussion
Assess values, using a paper-and-pencil measuie like the one m the
program
Discuss the need for actions to be consistent with values
Discuss the need for actions to be consistent with their values to reduce
feelings of depression
Activity Assessment and Scheduling
Assess current activity level in a discussion
Assess cunent activity level, using a paper and pencil measure like the
Activity Log
Suggest additional activities to the client
Suggest additional activities that are consistent with the client's values
Encourage the client to think of additional activities
Encomage the client to think of additional activities that are consistent
with his/her values
Encourage the client to schedule new activities on a specific day or time
Encourage the client to make plans with another person to help him or her
achieve a new activity
Review activities m a later session to see if he or she had made the
changes to his or her behavior that you had discussed
Encourage the client to continue adding values-consistent activities to
his/her daily life
Goal Setting
Encourage the client to consider goals m his/her life
Help the client break goals down into small steps
Help the client plan to start taking steps towards larger goals
TRAP/TRAC
Discuss Tnggei, Response, Avoidance Pattern
Discuss a client's experience of TRAP using a situation m the client's life
Discuss how a client could use TRAC in his/her life
Other items you would 01 would not use

Would Use
N
%

Would Not
Use
TV
%

20
19

100 0
95 0

0
0

00
00

19
17
19
19

95 0
85 0
95 0
95 0

0
0
0
0

00
00
00
00

17
14

85 0
70 0

0
0

00
00

16
18

80 0
90 0

0
0

00
00

18

90 0

0

00

15

75 0

0

00

17
18
17
18

85 0
90 0
85 0
90 0

0
0
0
0

00
00
00
00

18
19

90 0
95 0

0
0

00
00

19

95 0

0

00

18

90 0

0

00

20
19
19

100 0
95 0
95 0

16
17
17
8

80 0
85 0
85 0
40 0

0
0
0
0
0
0
0
2

00
00
00
00
00
00
00
10 0

Note TV = 2 0

One participant indicated potential modifications to BA "I might just reward or
emphasize less, actions affect on feelings Or sprinkle in how thoughts can be positive when

88
we are doing actions we value. Thus, I would not say "Definitely Never Use" for any." One
participant indicated some hesitation about some BA components: "There are none that I
would NEVER [use]. Only those I might be hesitant or wary of using. I very much like BA
overall," while another reported "I think all of the components work together and are worth
trying."
Participants were invited to consider eight potential barriers to the use of BA and to
endorse whether this barrier might affect them, or to report their own perceived barriers to
using BA to treat depression. Participants were also given space to provide comments or
explanations for their answers. Descriptive results are presented in Table 35. Most barriers
were endorsed by less than half the sample. However, feeling that clients may react
negatively or not "buy into" BA was endorsed by 55% of participants. Participants
commented that clients may not be willing to do the work that BA requires (N = 5), that BA
would not work for all clients (N=4), that some clients may be resistant (N = 3), and that
some clients might be more interested in discussing other causes of depression (N = 2).
Some participants reported that they have another approach for treating depression that they
already use (35%) or that they feel BA may not work for their clients suffering from
depression (30%). Participant comments indicated concern that BA may not be effective for
all types or severity levels of depression, that participants prefer to integrate B A with other
approaches to treating depression, and that choice of treatment would be dictated by client
needs. Some participants reported that that they disagree with some of the basic principles
of BA (35%>) or with the major theory behind BA (30%). Participant comments indicated
concern that BA does not address clients' interpretations or perceptions of events, that BA
does not address the spiritual component of depression, and that some forms of depression
may be biologically based. Some participants reported that they lacked adequate training in
some of the skills they learned about (30%); while one participant identified the values
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identification exercise as a specific component requiring more training, others commented
that they needed further practice before implementing BA on their own Small portions of
participants identified conflict between BA and their religious beliefs (20%) and clinical
supervisors being unlikely to support their use of BA (15%)

Table 35 Open-Ended Responses to Barrier Items
Barrier
I think some
people may
react
negatively or
not "buy into"
BA

I think that I
have an
approach that
works better
that I already
use

N
11

%
55 0

35 0

Participant Comments
• I believe that some clients might be so pessimistic that they don't see
themselves as ever having been good at anything Furthermore, they might not
do the homework
Each person is different and I'm not sure there's a one-size-fits all method
Also, I wonder if such a directed approach might turn some people off I like
the method but no one method works on every single person
Some clients are very resistant and/or only want medication for instance or
are initially unwilling to do the work BA requires
People do not give up easily beliefs about their situation (l e , depression)
especially if they are historically oriented A therapist needs to speak this
language while leading the client in that direction that would be more effective
Some people will not follow up on activities assigned Some people may
want to explore past causes of some issues
I think some people may not be ready to put the work into BA - specifically
the weekly log
Possible, and since I use an integrative approach, I may go with the path of
least resistance
I don't believe there is one magic solution for every person I believe BA
will work with some people, but not with others People are diverse, their issues
are diverse, and BA will accommodate some populations but not all
People are comfortable w/ resistance because that is what they know It
would require some effort and time to help them understand or "buy into
Behavior Activation
Many of my clients are adversely influenced by Pop culture psychology
where find "root cause" or underlying unconscious determinants are important
Just changing behavior sounds too easy to be true
• As a eclectic therapist I would use BA m conjunction with other cognitive
and systemic therapies
I already engage in some of the techniques used m behavioral activation
I would add more to the interpersonal (psychodynamic) exploration and
clarification to understand implicit memory and Ingram neurological pattern
that can get m the way of doing
I tend to use an integrative approach with CBT as the base I don't
necessarily agree with the checked statement, but would write I have an
approach that at times works better I would probably not use either
exclusively
It depends on the client
I think that for some clients there is a need for more processing of related
feelings and emotions, especially with more traumatic cases
No I do not feel that I have a better approach
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Table 35 continued. Open-Ended Responses to Barrier Items
Barrier
I think some
people may
react negatively
or not "buy
into" BA

N
11

%
55.0

I think that I
have an
approach that
works better
that I already
use

7

35.0

Participant Comments
• I believe that some clients might be so pessimistic that they don't see
themselves as ever having been good at anything. Furthermore, they might
not do the homework.
• Each person is different and I'm not sure there's a one-size-fits all method.
Also, I wonder if such a directed approach might turn some people off. I
like the method but no one method works on every single person.
•
Some clients are very resistant and/or only want medication for instance
or are initially unwilling to do the work BA requires.
•
People do not give up easily beliefs about their situation (i.e., depression)
especially if they are historically oriented. A therapist needs to speak this
language while leading the client in that direction that would be more
effective.
•
Some people will not follow up on activities assigned. Some people may
want to explore past causes of some issues.
• I think some people may not be ready to put the work into BA specifically the weekly log.
• Possible, and since I use an integrative approach, I may go with the path
of least resistance.
•
I don't believe there is one magic solution for every person. I believe BA
will work with some people, but not with others. People are diverse, their
issues are diverse, and BA will accommodate some populations but not all.
• People are comfortable w/ resistance because that is what they know. It
would require some effort and time to help them understand or "buy into
Behavior Activation.
• Many of my clients are adversely influenced by Pop culture psychology
where find "root cause" or underlying unconscious determinants are
important. Just changing behavior sounds too easy to be true.
• As a eclectic therapist I would use BA in conjunction with other cognitive
and systemic therapies.
•
I already engage in some of the techniques used in behavioral activation
•
I would add more to the interpersonal (psychodynamic) exploration and
clarification to understand implicit memory and ingrain neurological pattern
that can get in the way of doing.
•
I tend to use an integrative approach with CBT as the base. I don't
necessarily agree with the checked statement, but would write I have an
approach that at times works better. I would probably not use either
exclusively.
•
It depends on the client.
•
I think that for some clients there is a need for more processing of related
feelings and emotions, especially with more traumatic cases.
» No I do not feel that I have a better approach.
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Table 35 continued Open-Ended Responses to Barrier Items
Barrier
I don't think
BA would work
for the people
who come to me
for help with
depression

N

%
30 0

I don't agree
with some of
the basic
principles of
BA

35 0

I do not agree
with the theory
behind BA

30 0

I fear that I lack
adequate
training in some
of the skills I
learned about

30 0

Participant Comments
• I think that BA would work with many people, but perhaps not all I'm
more likely to try it as a tool If I found that it did work, great But I think
I'd leave my options open Also, I'm not sure this would work with severe
depression
• I think there are causes of depression which may not respond to this
type of therapy Also, m some cases, BA may work short term but
underlying causes may resurface if not addressed m other ways
• I think BA has very good points, but I wonder how well this approach
works for people who have different levels of depression
• Would use it as a part of therapy I think often depression is limited to
issues the client may not be aware of at first Perhaps those would come
out in the values section of BA, and not avoiding problems
• It depends on the client and what is the root cause of their depression
There are those that BA would assist
• I don't necessarily agree that values need to be made public This is not
always wise Nor do I believe that it is always m a person's best interest to
behave according to their values I value honesty, but this is not always
the best way to handle a sit
• This was covered in answer #2 [some causes of depression may not be
addressed by BA]
• Feel like it's true, but not the only thing, and perhaps not always the
most important thing
• Coming from a predominately CBT background I don't 'fully' agree that
actions always influence emotions, since I think our interpretation of the
situation and actions plays an important role
• It ignores the spiritual component It assumes that lack of activity alone
causes depression m most cases It seems to focus more on the symptoms
rather than the root causes
• I mostly agree with this method but I think some forms of depression
are biologically caused I also think that with certain causes of depression,
BA is kind of like ignoring the root cause of the problem
• Agree, but not by itself
• As alluded to on 1 st page I think how we perceive/interpret situations
and actions also plays a role
• Please refer to # 2, 4, 6, 8
• I DO AGREE WITH THIS THEORETICAL BASIS OF BA
• I don't feel that I learned fully about the values identification
• I think I can use some of the information I learned in this training
• Patient experience
• Just need practice with all
• I would like to take more time reviewing the materials so that I feel
confident using BA with actual clients
•
More extensive training time devoted to practice and skill building
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Table 35 continued. Open-Ended Responses to Barrier Items
Barrier
Some of the
basic principles
of BA are
incompatible
with my
religious beliefs

My clinical
supervisors are
not likely to
support my use
ofBA
Other reason not
to use BA

N

%
20.0

15.0

25.0

Participant Comments
• The program speaks as if there is no difference between
religion and spirituality. There is a HUGE difference between the
two. How could one measure either anyway?
• Jen. 17:9-10 (Bible verse) Phil 4:4-9, etc. There are
components that I have learned and will use with some clients
though.
• No, I FIND NO CONFLICT BETWEEN BA AND MY
BELIEFS
• They may see it as "too new" and possibly not enough studies
to show "evidence based." (The videos didn't talk a ton about this)

•

•

•

•
»

I wonder about people who use distraction to avoid dealing
with their depression. It strikes me that this method might
encourage distraction - just a possibility.
In acute trauma situations but I would encourage activity
engagement to reduce the sense of helplessness and
powerlessness.
BA may require additional practice on my part and I would not
feel comfortable trying all of it until I knew I could do it
effectively
Client resistance or anoxic brain injury patients with issues
mobilizing will be more resistant
[participant response unclear]

Note. N= 20

Exploratory Analyses
Exploratory analyses were conducted to examine potential predictors of knowledge,
skill, and intention to use BA. These results are likely not generalizable to other samples,
given the small sample size (Tabachnick & Fidell, 2001), however, analyses were run to
examine potential predictors of performance in this sample. For each of the outcomes
examined (knowledge, skill, intent to use BA), exploratory analyses were conducted by
examining correlations between potential predictors and outcome variables, and, when
indicated, conducting multiple regression analyses.
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Knowledge at Pre-Training
Prior to training, it is possible that clinicians who identified as CBT-oriented or were
more interested in manualized treatments might have greater knowledge of B A. Clinician
age or student status may also be theoretically related to knowledge of BA; BA as a standalone treatment is relatively new, and clinicians who are younger or still students may be
more likely to have had exposure to this intervention.
Preliminary examination of correlations between pre-training Knowledge
Assessment scores and these clinician variables were conducted to determine whether
further analyses were warranted (Table 36). Low correlations were obtained between scores
on the pre-training Knowledge Assessment Correct score and clinician orientation (CBT vs.
non-CBT; r = .14, p = .54) and EBPAS Total score at pre-training (r = -.21, p = .37).
Similarly, low correlations were obtained between scores on the pre-training Knowledge
Assessment Correct score and clinician age (r = -.15, p = .51) and pre-training Knowledge
Assessment Correct score and clinician student status (r = .16, p = .50), suggesting that none
of these variables demonstrates a strong relationship with clinician ability to correctly
identify correct elements of BA on the Knowledge Assessment prior to training (Table 36).
Regression analyses, therefore, were not conducted.
The same variables were examined for their relationship to Knowledge Assessment
Incorrect scores. Low correlations were obtained between scores on the pre-training
Knowledge Assessment Incorrect score and clinician orientation (CBT vs. non-CBT; r = .03,
p = .45) and EBPAS Total score at pre-training (r = .22, p = .34). Similarly, low correlations
were obtained between scores on the pre-training Knowledge Assessment Incorrect score
and clinician age (r = -.26, p = .25) and pre-training Knowledge Assessment Correct score
and clinician student status (r = .19, p = .40), suggesting that none of these variables
demonstrates a strong relationship with clinician ability to correctly identify incorrect
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statements about BA on the Knowledge Assessment prior to training (Table 36). Regression
analyses, therefore, were not conducted.
Table 36. Correlations Matrix for Knowledge Assessment Pre-Training and Change Scores
KA
Correct
(#=20)

KA
Incorrect
(#=20)

-

.50*
.022

KA Incorrect
(#=20)

.50*
.022

KA Change
Correct
(#=20)
KA Change
Incorrect
(#=20)
CBT Identified
(#=21)
EBP AS Total
(#=21)
Age
(#=21)

Q7*#

Variable

KA Correct
(#=20)

Student Status
(#=21)

KA
Change
Correct
(#=20)
_ 97**
.000

KA Change
Incorrect
(#=20)

CBT
Identified
(#=21)

EBP AS
Total
(#=21)

Age
(#=21)

Student
Status
(#=21)

-.49*
.029

.14
.54

-.21
.37

-.15
.51

.16
.50

_

-.54*
.014

-.96**
.00

.03
.45

.22
.34

-.26
.25

.19
.40

-.54*
.014

_

.000

.54*
.014

-.07
.77

.16
.49

.16
.52

-.25
.29

-.49*
.029

-.96**
.00

.54*
.014

-

-.06
.79

-.27
.24

.36
.12

-.36
.12

.14
.54
-.21
.37
-.15
.51

.03
.89
.22
.34
-.26
.25

-.07
.77
.16
.49
.16
.52

-.06
.79
-.27
.24
.36
.12

.26
.25
.03
.89

.26
.25
-.29
.20

.03
.89
-.29
.20
-

-.16
.49
.31
.16
-.43
.054

.16
.50

.19
.40

-.25
.29

-.36
.12

-.16
.49

.31
.16

-.43
.054

_

*p< .05, **p < .01
Note. All correlations two-tailed.

Knowledge Change after Training
Similarly, correlations between pre-post changes in KA Correct or Incorrect scores
and clinician orientation, EBP AS score, age, and student status were nonsignificant (Table
36), suggesting that these clinician factors had little relationship to any changes in clinician
knowledge during training.
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Skills at Pre-Training
BA techniques are also included in CBT for depression, which many clinicians
reported they had some knowledge of at pre-training assessment. It is possible that clinicians
who identified as CBT-oriented or were more interested in manualized treatments might
demonstrate a greater level of skill in BA before exposure to IMM-BA. Clinician age or
student status may also be theoretically related to knowledge of BA; BA as a stand-alone
treatment is relatively new, and clinicians who are younger or still students may be more
likely to have had exposure to this intervention. In addition, these variables do not display
multicollinearity (Table 37), making them appropriate for inclusion in a multiple linear
regression model.
PBRP Scenario 3 demonstrated the greatest inter-rater reliability, and so this scenario
was used to examine the potential predictive role of clinician variables at on pre-training
skill in BA. Correlations between PBRP Scenario 3 results at pre-training and CBT
orientation, pre-training EBPAS total score, clinician age, and student status were examined
and found to be nonsignificant (Table 37). No further analyses were conducted.
Skills Change after Training
Correlations between change in Adherence and CBT orientation, pre-training
EBPAS total score, clinician age, and student status were examined and found to be
nonsignificant (Table 37). No further analyses were conducted on change in Adherence.
However, change in Competence scores showed a significant correlation with age (r = .51, p
= .02), and correlation between change in Competence and CBT identification approached
significance (r - .42, p = .07). ANOVA and multiple regression analyses using these two
variables were conducted.
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Table 37. Correlations Matrix for Skills Assessment Pre-Training and Change Scores
PrePreAdh.
Comp.
CBT
EBPAS
Student
Variable
Training Training Change Change Identified Total
Age
Status
Adh.
Comp. (7V=20) (7V=20) (JV=21) (JV=21) (/V=21) (JV=21)
(#=21) {N=2\)
Pre-Training
Adh.
(N=2\)

-

.60**
.004

-.67**
.001

-.15
.53

.05
.83

.07
.77

-.02
.95

.02
.93

Pre-Training
Comp.
(7V=21)

.60**
.004

_

-.46*
.04

-.68**
.001

-.18
.45

.07
.78

-.11
.63

.34
.13

Adh.
Change
(7V=20)
Comp.
Change
(7V=20)
CBT
Identified
(N=2l)
EBPAS
Total
(JV=21)

-.67**
.001

-.46*
.04

_

.36
.12

.05
.84

-.34
.14

.36
.15

-.18
.45

-.15
.53

-.68**
.001

.36
.12

.42
.07

.07
.78

.51*
.02

-.36
.12

.05
.83

-.18
.45

.05
.84

.42
.07

.26
.25

.03
.89

-.16
.49

.07
.77

.07
.78

-.34
.14

.07
.78

.26
.25

-.29
.20

.31
.16

Age
(JV=21)

-.02
.95

-.11
.63

.36
.15

.51*
.02

.03
.89

-.29
.20

_

-.43
.054

Student
Status
(7V=21)

.02
.93

.34
.13

-.18
.45

-.36
.12

-.16
.49

.31
.16

-.43
.054

_

*p<.05,
**p<.01
Note. Adh. = Adherence. Comp. = Competence. All correlations two-tailed.

ANOVA results for this two-predictor model are presented in Table 38; regression
coefficients are presented in Table 39. The model showed that clinician age and theoretical
orientation significantly affected pre-post change on Scenario 3 Itemized Competence scores
(F = 6.09; p < .05). Cohen'sf was calculated using the conservative adjusted R estimate to
provide an effect size (Cohen's^2 = 0.54). Clinicians who were older at the study's outset
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and identified with a CBT orientation appeared to be more likely to display greater pre-post
changes in competence behaviors on Scenario 3. An estimated 35% variance in competence
change after training is predicted by clinician age and self-identified orientation, with an
effect size termed large by conventional standards (Cohen, 1988). However, the small
sample size of this study limits generalizability and so these results should be considered
descriptive of this sample rather than predictive of other studies' results.

Table 38. Summary ofANOVA Model on Change in Itemized Competence
Sum of
Squares
120.38
168.17
288.55
.42
.35

Regression
Residual
Total
R2
Adjusted R2

Mean
Square
60.19
9.89

df

F
6.09

2
17
19

P
.01*

*/?<.05.
Note. N = 20.

Table 39. Multiple Regression Analyses on Change in Itemized Competence
Age
CBT

B
0.15
3.59

SEB
0.06
1.65

95% CI B
LB
UB
0.03
0.26
0.10
7.08

P
0.49
0.40

t
2.66
2.17

P
.017*
.044*

*p<.05.
Note. N = 20.

Intention to Use BA after Training
Intentions to use BA after training were examined using a single item on a 5-point
Likert-type scale. Preliminary examination of correlations between this item and various
clinician variables were conducted. Correlations between this item and clinician age or
student status were nonsignificant (r = -.09, p = .71 and r = .01, p = .96, respectively).
Moderate correlations were obtained between scores on the intention to use BA item and

98
EBPAS Total score at pre-training (r = .59, p = .01), as well as CBT orientation (r = .36, p =
.15).
Multiple linear regression analysis was conducted using these two predictors. An
analysis of variance (ANOVA) model was significant (F(17) = 4.82; p = .024; Table 40) and
Cohen's/ was calculated to estimate the effect size, using the more conservative adjusted
R2 estimate (f = 0.45). An examination of regression coefficients suggested that the
significance of this model is due to the impact of EBPAS score at pre-training (P = .53, p
=.022; Table 41) rather than to theoretical orientation (P = .22, p > .05). Clinicians who
entered the study displaying more openness, interest, and willingness to adopt manualized
treatments appear to be more likely to predict that they will use BA after the study, with a
model effect size termed large by conventional standards (Cohen, 1988).

Table 40. Summary of ANOVA Model on Intent
Sum of
Mean
Squares Square
Regression
2.20
1.10
Residual
3.42
0.23
Total
5.61
R2
.39
2
Adjusted R
.31
*;?<.05.
Note. N= 18.

to Use BA
df
2
15
17

F
4.82

Table 41. Multiple Regression Analyses on Intent to Use BA
95% CI B
Predictor
B
SEB
LB
UB
P
EBPAS
.31
0.13
1.43
.78
.53
CBT
-0.29
0.87
.22
.29
.28
*p<.05.
Note. N= 18.

p
.024*

t
2.55
1.04

P
.022*
.31

99
CHAPTER VI
DISCUSSION

Introduction to Discussion
This study sought to examine whether mental health clinicians' knowledge of and
skill in BA increased after exposure to IMM-BA. Multiple factors could have influenced
this study's outcome. In this discussion section, study hypotheses are reviewed and
interpreted. Next, additional study results regarding learner reactions (evaluations),
attitudes (EBPAS), and behavioral intentions to use BA in practice are reviewed and
interpreted. Finally, study limitations and future directions for research are presented.
Summary of Study Hypotheses

Knowledge
Hypotheses about knowledge gain during training were supported; participants
demonstrated greater knowledge of BA at post-training, as indicated by greater Correct
scores and lower Incorrect scores. These findings indicate that after viewing the IMM-BA
program, completing study assessments, and receiving feedback on Knowledge Checks
and Practice Vignettes, participants demonstrated greater ability to identify correct
components of BA and to avoid endorsing incorrect components. Increase in knowledge
of an EST assessed at post-training has been demonstrated in several previous studies
using computerized training methods (Gega et al., 2007, NCVC, 2007; Sholomskas et al.,
2005; Sholomskas & Carroll, 2006). Computerized training has also been associated with
larger pre-post knowledge differences than more traditional workshop training methods
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(Dimeff et al., 2009), suggesting that computerized training methods may be more
uniquely suited to helping participants gain knowledge of an EST and its components
than other methods.
Skills
Hypotheses about skill gain during training were partly supported; participants
demonstrated greater Total Adherence scores in all three scenarios at post-training than at
pre-training, indicating components of BA were demonstrated with greater frequency
after exposure to IMM-BA. However, hypothesized pre-post changes in competence did
not occur consistently across all three scenarios. No changes in Total Itemized
Competence scores occurred from pre to post training in Scenarios 1 or 2, although some
individual Itemized Competence items in Scenario 2 were significantly greater at posttraining and a significant pre-post difference occurred in Total Itemized Competence for
Scenario 3. After viewing the IMM-BA program, completing study assessments, and
receiving feedback on Knowledge Checks and Practice Vignettes, participants
demonstrated greater use of BA adherent behaviors in role-play assessment and
demonstrated greater use of competence-enhancing behavior in assigning valued
activities for out-of-session completion. These findings are consistent with previous
research in showing pre-post skill adherence differences after exposure to computerized
clinical training (Dimeff et al., 2009). However, Dimeff and colleagues also reported
large effect sizes for pre-post differences in competence, rated on a Likert-type scale. The
results of the current study only indicate increases in competence on one of the three
scenarios. It is possible that demonstrating competence may represent more advanced
skills and may require further training to develop. It is also possible that IMM-BA
provides sufficient therapist exemplars for modeling of adherent behaviors, but

insufficient modeling for participants to reproduce BA-consistent behavior in a competent
manner. A significant caveat to the interpretation of these results is the modest to weak
reliability across coders for the Scenario 1 and 2 PBRP measures, limiting the ability to
draw inferences from these findings.
The frequency of adherent and partially adherent behaviors at pre- and posttraining in Scenarios 1 and 2 were low, with many mean ratings below 1.00, indicating
that many participants did not engage in behaviors involved in orienting the client to the
BA treatment rationale or assigning an activity log. These findings should be interpreted
with caution, as low inter-rater reliability was achieved on Scenarios 1 and 2 ratings.
However, this suggests that as a group, participants did not frequently engage in
component behaviors of orienting the client to the BA rationale for treatment or assigning
an activity log. An order of assessment effect may have occurred such that performances
on earlier scenarios were less skillful than on later scenarios, when participants were
more oriented to the role-play assessment situation and more accustomed to a novel
situation. The scenarios were presented in identical order at each assessment point to
simulate the normal progression of events in therapy. However, this may have influenced
performance. The frequency of proscribed behaviors during scenarios 1 and 3 were low
at pre- and post-training, suggesting that many participants did not enter the study
engaging in behaviors that are incompatible with BA. No significant differences in
proscribed behaviors were observed at post-training. In some training studies, clinician
improvement has been attributable to reductions in the frequency of proscribed or
inconsistent behaviors (Miller et al., 2004) while in others, no reduction in proscribed
behaviors has been noted (Miller & Mount, 2001). Further studies should continue to
examine behaviors that are inconsistent with BA; however, in this study, these behaviors
were infrequent.

Another notable finding on PBRP ratings was the low internal consistency of
ratings for Scenario 1 at pre-training. While many therapist rating scales show good
internal consistency, such that a therapist who obtains high scores on one component of a
protocol also frequently obtains high scores on other components, this particular scenario
displayed low internal consistency. Future studies should seek to examine this with other
samples to determine whether the behaviors included in orienting a client to the BA
treatment rationale frequently co-occur or not.
Implications of Hypothesis Testing Results
Results suggest that participants increased their knowledge of and skills in B A
after exposure to IMM-BA; however, findings should be interpreted with several caveats.
First, without comparison to a no-training control group, the changes in pre-post testing
could be attributable to the effects of history or maturation. Changes in knowledge and
skill at post-training cannot be assumed to be caused by the IMM-BA training experience.
A comparison of pre-post changes in two different domains, knowledge and skill, shows
that effect sizes for Knowledge scores (Correct d = 1.25, Incorrect = -1.37) were greater
than for pre-post changes in Adherence scores (d range 0.50-0.57) or Itemized
Competence in Scenario 3 (d = .73). The apparently greater change in knowledge than in
skills associated with this training supports the current practice of separately assessing
knowledge of and skill in providing an EST. A similar pattern with a larger effect size
discrepancy occurred in another study examining computerized training (Dimeff et al.,
2009): the knowledge pre-post change effect size (drange = 2.57-3.36 across training
conditions) was greater than skills pre-post change effect size (Grange = 1.03-1.95
Adherence across training conditions, d range = 1.32-1.39 Competence across training
conditions). These findings suggest that while computerized training can be associated

with gains in skill, but may be associated with greater gains in knowledge. Computerized
programs that present text or didactic information may more easily transmit knowledge
than skills.
Evaluations, Attitudes, and Intentions to Use BA

Evaluation of Training
Participants rated instruction using IMM-BA as "very clear" in communicating
main points overall. This finding is consistent with a previous clinician training study in
which clinicians who were exposed to computerized training provided significantly
higher satisfaction with learning objectives than clinicians exposed to a written treatment
manual only (Dimeff et al., 2009), and with an ongoing web-based training effort in
which 66% participants strongly agreed that the program provided clear instructions
(National Crime Victims Center, 2007). However, these training programs were designed
specifically to instruct clinicians in a particular therapy approach, while IMM-BA was
designed to deliver BA to therapy consumers rather than instruct therapists in how to
provide it. The endorsement from study participants about IMM-BA's instructional clarity
provides further support for the future use of the IMM-BA program to communicate
knowledge about BA to clinicians or other individuals who wish to learn about BA.
Attitudes
The IMM-BA program is designed to be delivered directly to therapy consumers
or clients, and does not strongly emphasize the basis of BA as an evidence-based,
manualized treatment. One would not necessarily expect participants demonstrate change
in their views on such treatments after viewing this program, so no study hypotheses were
created about changes in views on manualized treatments after viewing IMM-BA. While

most scores on the EBPAS did not change from pre-training to post-training, the
Openness to using manualized treatments score was significantly higher at post-Training,
suggesting that participants were more open to new practices than they had been prior to
exposure to the program. Other clinician training efforts have also found significant
increases in positive attitudes toward a specific therapy approach (Herschell et al., 2009),
although many training studies have examined attitudes toward manualized treatments or
evidence-based practices at pre-training assessment only (e.g., Henggeler, Chapman et al.,
2008).
While the IMM-BA program does not specifically include information about the
basis of BA as an evidence-based treatment or explain that it may be provided by
following a treatment manual, participants were made aware of these facts through the
informed consent process and were given a treatment manual at the study's end. Lesson
evaluation scores suggest that overall, participants found the IMM-BA program helpful,
felt confident in using many BA techniques, and planned to use them in practice.
Participants' self-reported openness to new treatment approaches may have been greater
at post-training as a result of their positive experiences in learning about BA and their
knowledge that BA is an evidence-based treatment.
Another hypothesis is that participants' greater openness to manualized treatments
at post-training was influenced by their discovery that BA, an identified evidence-based
treatment, was not terribly dissimilar from their own practice patterns. At Pre-Training,
participants reported they were very likely to engage in several components of BA, such
as using tasks to help depressed clients become more active, discussing clients' values
and goals, and discussing the relationship between actions and moods. Participants may
have entered the study with the idea that BA or other manualized treatments are distinctly
different from their own preferred approaches, and may have demonstrated increased

openness to manualized treatments upon discovering that BA has some similarity to their
own preferred style of treatment for depression. Future studies should continue to include
examination of attitudes towards evidence-based practices or manualized treatments to
see if changes in attitude occur after training despite not being specifically targeted during
training.
Intentions to Use BA
A slight majority of participants (55%) reported the concern that clients may not
"buy into" BA as a potential barrier to using BA in their clinical work; comments
indicated that some participants worried that some clients' depression might be too severe
to be alleviated by BA, while others worried that BA would not fit with clients' beliefs
about their depression or that clients would not put forth sufficient effort. These barriers
could be addressed in future training efforts by providing further clinician education on
research findings that BA may be more helpful to individuals with severe depression than
CT (Coffman et al., 2007), and providing additional skill building in orienting clients to
the BA rationale for treatment and securing buy-in. One recommended approach in some
BA manuals is asking the client to try a new activity as an experiment and evaluate any
changes in mood (Martell, Addis, & Jacobson, 2001), rather than instructing the client
that he or she will feel better if he or she is more active. Another approach that could be
integrated into clinician training in BA is adjunctive training in Motivational Interviewing
(MI; Miller & Rollnick, 2002), a series of client-centered therapeutic strategies designed
to enhance clients' motivation for change through eliciting and reflecting client
statements about change. While the IMM-BA program does not explicitly model MI
strategies, it is consistent with BA and could be included in the orientation to treatment
phase. Future clinician training efforts using the IMM-BA program could incorporate a
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small amount of instruction in Ml and increased information about BA's efficacy with
severe depression to help clinicians feel more prepared to secure client buy-in.
Another barrier to using BA cited by 30% of participants was a lack of adequate
training in some of the skills they learned about. This study included instruction and
modeling; feedback was provided on written knowledge measures, but not on clinician
performance. Feedback on clinician performance may be necessary to help clinician
achieve proficiency; a prior clinician training study suggested that clinicians exposed to
workshop training only were unlikely to meet a clinical trials proficiency standard in
performance, although clinicians who received additional feedback, coaching, or
feedback plus coaching showed substantially greater skill gain after training and were
likely to meet clinical trials proficiency standard at 4- and 8-month follow-up (Miller et
al., 2004). Future studies using IMM-BA as a training tool may include additional
practice and feedback opportunities or may compare an enhanced training to IMM-BA
training only to determine whether feedback enhances clinicians' performance and selfreported confidence in using BA.
Limitations
This study includes multiple limitations. First, the study uses a pre-post design
without a control group. Although this is a typical design for an initial training study, this
design poses multiple threats to internal validity. First, a regression threat is present, as
multiple assessments across time may influence score regression toward the mean. This
threat is particularly relevant for the study's major outcome variables, knowledge and
skills, assessed using the same instruments at multiple points in time. Second, a history
threat is present, in that events outside of the intervention may cause change in participant
responses. Without a control group for comparison, it is unknown whether participants'

responses on assessments would have changed over time without any exposure to IMMBA. An attempt was made to control the history threat by asking participants to avoid
seeking out any additional information about BA during the course of the study. This
stipulation was included in the informed consent process; however, no assessments were
in place to determine whether participants were accessing information about BA in other
ways during the course of the study. While a pre-post design is standard for training
studies to evaluate learning on a within-subjects basis, a multiple baseline or comparison
to a no-training control group would reduce threats to internal validity and allow for
stronger conclusions about IMM-BA training efficacy.
A second major limitation to this study is the use of new, unstandardized
measures, some of which displayed poor inter-rater reliability. Low inter-rater agreement
on the occurrence of behavior occurred in PBRP Scenarios 1 and 2, suggesting that when
presented with the same recording, raters were often not in agreement about whether a
certain behavior had occurred, calling the validity of ratings into question.
Low inter-rater reliability occurred for behaviors rated in Scenarios 1 and 2, but
inter-rater reliability was substantially greater for Scenario 3 ratings. The same training
procedures were used for raters across scenarios. Raters for Scenarios 1 and 3 were
trained by the student investigator and assisting student investigator, while Scenario 2
raters were trained by the assisting student investigator alone, suggesting that rater
training differences do not account for the lower inter-rater reliability of Scenarios 1 and
2. It is possible that differences in the rater teams may account for the lower inter-rater
reliability of Scenarios 1 and 2. The rating team for Scenario 1 consisted of four doctoral
students in clinical psychology (years of enrollment in doctoral program M= 2.00, SD 1.41), while Scenario 2 consisted of one doctoral student in behavior analysis who had
completed three courses in clinical psychology and two doctoral students in clinical

psychology (years of enrollment in doctoral program M= 1.75, SD = 1.77). Scenario 3
was rated by two advanced undergraduate students in psychology who were completing
research assistantships in the lab, and two doctoral students in clinical psychology (years
of enrollment in doctoral program M= 3.00, SD = 0.00). Scenario 3 demonstrated the
greatest inter-rater reliability and had two raters with greater mean levels of experience in
clinical psychology, yet also had two undergraduate raters with no coursework in clinical
psychology or clinical interventions. It is possible that the greater reliability of Scenario 3
is attributable to the likely greater motivation of the undergraduate raters, combined with
the experience of the two graduate student raters. Another possibility is that raters with
greater experience as therapists may adhere less closely to coding manuals because of
their own biases, preferences, or reactions based on their own training and clinical
experiences. Regardless, the limited inter-rater reliability of Scenarios 1 and 2
significantly decreases the ability to draw inferences or conclusions from results on these
assessments.
Further limitations of this study include its small sample size and its self-selection
bias. These factors limit the generalizability of findings, as it is unclear whether similar
findings would be obtained in a larger or more diverse group of clinicians. Similarly,
participants for this study volunteered to participate in a multi-hour study spread over
several weeks and multiple visits to the study site. Given the inconveniences posed by the
study, this sample appears to be a highly motivated group of individuals. It is unclear
whether study findings would generalize to clinicians who were mandated to complete
training or were less motivated to complete training.
Finally, this study was exploratory in nature and sought to examine whether a
direct-to-consumer computerized therapy intervention could be used as a training tool for
clinicians. The rationale for this study was carefully considered and included the
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knowledge that prior computerized training studies have been moderately successful and
two prior studies have examined similar interactive computer therapy programs as
training tools. However, it should be acknowledged that there were multiple challenges in
attempting to use IMM-BA as a training tool, which is an adaptation from its original
purpose. Participants had to be oriented to the fact that the IMM-BA program would
address them as if they were therapy clients, rather than clinicians. While this may have
provided modeling of BA-consistent ways to address a client, it may also have been
confusing for participants. Further, additional aspects of BA that might be included in a
training workshop, such as information on effectiveness in clinical trials, indications for
BA use, and contraindications for BA use, are not included in IMM-BA because it is
designed to be a therapeutic intervention rather than a training tool. While this
information was provided to participants in a written manual provided at post-training
assessment, it was not integrated into the IMM-BA program used in this study.
Future Directions

Further Development of BAACS
Future studies should seek to further develop the BAACS rating scale, as it is the
only known instrument to assess trainee performance in discrete BA components included
in IMM-BA. Although low inter-rater reliability on occurrence of behavior was present in
this study in two scenarios, two scale adjustment methods are available for improving
inter-rater reliability. First, the scale could be revised to include ratings on Likert-type
scales rather than frequency counts. This approach would be similar to many clinician
behavior rating scales (e.g., YACS, ITRS, Dimeff et al., 2009 scale). However, these
scales frequently rely on trained clinicians as raters (Sholomskas et al., 2005; Martino et

al., 2008) or use a rater trained to reliability with expert clinician raters (Dimeff et al.,
2009). Empirical study is needed to determine whether this change would improve
reliability on Scenarios 1 and 2 ratings, and whether improved reliability would occur if
the BAACS scale were used by raters who were not trained clinicians themselves.
An alternate approach that may not require the use of trained clinician raters
would be to impose a larger hierarchy on PBRP components such that specific
components are decomposed into multiple action steps or molecular behaviors. Raters
could then identify the percent of action steps completed for each component behavior.
This approach was used in the development of an adherence rating scale for Family Based
Contingency Management (CM-FB) developed by Sheidow and colleagues (2008). This
scale was used with high inter-rater reliability by raters with no previous psychotherapy
training and less than eight hours of training. This instrument assesses therapist use of
four intervention protocols, each with components and specific action steps required for
each component. Rating includes identification of whether a therapist attempted an action
step associated with a protocol component, and identification of the percent of action
steps performed for each component. These percent scores are then translated into Likert
ratings and adjusted for comprehensiveness; the rater may raise or lower a score by one
unit depending on the inclusion or exclusion of other behaviors. If this approach were
taken to revise the BAACS, obtaining agreement for a valued activity to be completed out
of session might include the following 5 action steps: "Identify an activity; identify that
activity fits within value domain; identify a time for activity completion; verify that client
has necessary tools or props to complete activity; encourage client to schedule activity
with another person or to notify another person of plans to improve compliance." A
therapist who helped the client identify a valued activity and selected a time for activity
completion would receive a 60% score for including 3 of 5 action steps. This could be
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translated into a 5 on 7-point Likert scale, and the rater could then inflate or deflate this
rating by one point to account for comprehensiveness or competence. This approach to
revising the BAACS could improve inter-rater reliability on PBRP scenarios and allow
for continued use of the scale by raters with or without psychotherapy training.
A further method for improving the inter-rater reliability of the BAACS,
regardless of adjustments made to the scale itself, is the addition of ongoing drift checks
and feedback. These procedures have been used in multiple other therapist training
studies that incorporate ratings of clinician behavior (e.g., Dimeff et al., 2009, Martino et
al, 2008) and may substantially improve inter-rater reliability. Significant burden is also
associated with these procedures, which require additional and ongoing investigator
oversight and analysis.
Further Use of IMM-BA as a Training Tool
Study results suggest IMM-BA program includes clear instruction (as rated by
participants), and that program completion may influence attitudes towards ESTs and
manualized treatments, is associated with increase in knowledge of BA, and some
increase in skill in providing BA. Further study using more reliable skills assessment
should replicate and extend these findings, using a more robust study design. Inclusion of
a no-training control group or a manual-reading-only group would allow for comparison
of the effects of IMM-BA exposure to no intervention or a standard training intervention.
Additional assessment of clinician use of BA skills in real clinical practice settings is also
recommended, as this would allow for examination of the impact of training on behavior
in practice, which may differ from behavior demonstrated in role-play scenarios.
Participant skill gain on the most reliable Scenario 3 was moderate, with a small
effect size, and some participants reported that training did not adequately prepare them

112
to use BA in their own clinical practice. Therefore, future study of IMM-BA as an
instructional tool should also examine IMM-BA as a preparatory training for more
advanced skill-building workshops with the inclusion of clinician rehearsal and feedback.
A stepped training model, such as the one used by Miller and colleagues (2004) could
include pre-training assessment, exposure to the IMM-BA program, post-program
assessment, further practice opportunities and feedback, and a final assessment. This
model would allow for the examination of incremental gain in skills and knowledge after
further practice and feedback opportunities. Should this model result in greater skills
gain, eventually, a training model for IMM-BA might include exposure to the program,
clinician practice and feedback, use of BA in practice with consultation, and gradual fadeout of consultation. Such a model would be similar to models in current use for
dissemination of Prolonged Exposure treatment in the Veterans Administration, where
clinicians receive workshop training incorporating instructor-provided didactic lecture
and video skills training exemplars, followed by ongoing consultation (Karlin et al.,
2010). This initiative also includes videos and brochures designed to increase clinician
receptiveness to the intervention.
Finally, further study of IMM-BA as an instructional tool should continue to
examine clinician characteristics that may influence training outcomes. In this study,
older clinicians were more likely to increase competence in assigning valued activities,
and clinicians who entered with greater openness to evidence-based treatments were more
likely to report they would use BA at the study's end. Continued examination of clinician
variables that may influence training efficacy or outcome should be conducted in future
studies so that training may be more tailored to individual clinicians.
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Date: November 10, 2009
To:

Amy Naugle, Principal Investigator
Suzanne Decker, Student Investigator for dissertation
Matthew Jameson, Student Investigator

From: Christopher Cheatham, Ph.D., Vice Chair
Re:

m-$A

HSIRB Project Number: 09-10-14

This letter will serve as confirmation that your research project titled "Testing and
Effectiveness of an Interactive Multimedia System to Train Clinicians in Behavioral
Activation" has been approved under the expedited category of review by the Human
Subjects Institutional Review Board. The conditions and duration of this approval are
specified in the Policies of Western Michigan University. You may now begin to
implement the research as described in the application.
Please note that you may only conduct this research exactly in the form it was approved.
You must seek specific board approval for any changes in this project. You must also
seek reapproval if the project extends beyond the termination date noted below. In
addition if there are any unanticipated adverse reactions or unanticipated events
associated with the conduct of this research, you should immediately suspend the project
and contact the Chair of the HSIRB for consultation.
The Board wishes you success in the pursuit of your research goals.

Approval Termination:

November 10,2010

Waiwood Hall, Kalamazoo, Ml 49008-5456
PHONE: (269) 387-8293 FAX: (269) 387-8276
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Western Michigan University
Department of Psychology
Principal Investigator:
Student Investigator for dissertation:
Student Investigator:
Title of Study:

Amy Naugle, Ph.D.
Suzanne Decker, M.A.
Matthew Jameson, B.A.
Testing the Effectiveness of an Interactive
Multimedia System to Train Clinicians in
Behavioral Activation

You have been invited to participate in a research project titled "Testing the Effectiveness of an
Interactive Multimedia System to Train Clinicians in Behavioral Activation." This project will serve
as Suzanne Decker's dissertation in partial fulfillment of the requirements for a doctoral degree in
clinical psychology. This consent document will explain the purpose of this research project and
will go over all of the time commitments, the procedures used in the study, and the risks and
benefits of participating in this research project. Please read this consent form carefully and
completely and please ask any questions if you need more clarification.
What are we trying to find out in this study?
Behavioral Activation is an empirically supported treatment for depression. We are testing the use
of an interactive multi-media computer therapy program, Building a Meaningful Life through
Behavioral Activation, to see if it can work as a training tool for individuals who provide therapy,
counseling, or treatment for depression, but are not familiar with Behavioral Activation. To find out
whether this program works as a training tool, we will be asking participants to use the interactive
computer program, fill out questionnaires, and participate in videotaped role-play demonstrations of
components of Behavioral Activation.
Who can participate in this study?
Therapists, counselors, social workers, or others who currently provide therapy or counseling to
adult individuals may participate in this study. Students enrolled in a graduate or medical specialty
training program that prepares them to treat individuals for depression, have received coursework in
psychotherapy or depression treatment, and have provided psychotherapy or treatment services on
an individual basis may also participate in this study.
Individuals who have already received training in Behavioral Activation, such as workshops or
coursework, or who have provided Behavioral Activation before, are not eligible for participation.
Study staff will assess whether individuals are eligible for participation through a telephone
screening and a short written questionnaire completed at the first study visit. If it is determined that
you have already received training in Behavioral Activation, or know a substantial amount of
information about the treatment, you will be asked to stop your participation.
Where will this study take place?
All study sessions will take place in the Psychology Department at Western Michigan University.
Some computer training sessions may take place in a larger room with multiple research
participants; however, all videotaped role-play sessions will take place in a small room on an
individual basis, with only you and research staff present.
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What is the time commitment for participating in this study?
Participation in this study involves between five and seven (5 - 7) visits to the study offices at
Western Michigan University. Each visit may last between 1 lA to 2 Vi hours. Study visits will be
scheduled according to your schedule and study staff availability. The number of study visits may
vary because we will attempt to schedule visits in ways that are convenient for you; if you prefer
fewer, longer study visits to shorter, more frequent visits we will attempt to accommodate your
preference. The total time commitment may range between 10 VS to 16 Vi hours, spread over 5 or 7
visits.
What will you be asked to do if you choose to participate in this study?
If you choose to participate in this study, you will be asked to attend the study offices at Western
Michigan University. At your first visit, you will be asked to review this informed consent
document and invited to ask questions about the study. Should you agree to participate, you will be
asked to fill out questionnaires about your prior training experiences and depression treatment
knowledge, and to participate in three videotaped role-play demonstrations. These demonstrations
will be conducted in a private room with trained study staff members. After the role-play
demonstrations, you may choose to end the appointment or to begin using the interactive,
multimedia computer program. You will be provided with some material to input into the computer
program. After the computer program session, you will be asked to fill out three questionnaires
about your experiences.
From this point forward until the final training visit, we will ask that you not seek out any
information about Behavioral Activation, such as additional reading or instruction not provided
through this study, as doing so may bias the results of our study.
At subsequent study visits, you will be asked to use the interactive multimedia computer program
and to fill out several short questionnaires after completing each portion of the computer program.
You will be provided with information about the results of questionnaires you filled out in the
previous study visit.
At your last study training visit, you will be provided with information about the results of
questionnaires you filled out in the previous study visit. You will be asked to use the interactive
computer program and to fill out some questionnaires about your experiences in the study. Next,
you will be asked to participate in three videotaped role-play demonstrations. These demonstrations
will be conducted in a private room with trained study staff members. After the role-play
demonstrations, you will be provided with one copy of two assessment measures commonly used in
Behavioral Activation, a short manual about Behavioral Activation, and a reading list about
Behavioral Activation. These materials are for your personal use and are provided at no cost to you.
We will ask you to schedule one follow-up appointment, to occur three months after completion of
training. At this visit, you will be asked to complete two questionnaires and to participate in three
videotaped role-play demonstrations.
What information is being measured during the study?
This section will describe the measurements that we are going to take during your participation in
the study. We will ask you to fill out the following questionnaires:
Pre-Training Questionnaire. This short questionnaire asks you to fill in demographic information
about yourself, as well as about your training experiences, your experience in treating depression,
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and your typical approaches to treating depression. This questionnaire may take you 5-10 minutes to
complete.
Evidence-Based Practice Attitude Scale. This short questionnaire asks you about your opinions on
the use of evidence-supported treatments. This questionnaire may take you 3-5 minutes to complete.
Knowledge Assessment. This questionnaire asks you about your knowledge of Behavioral
Activation. You will be asked to complete this questionnaire at the beginning and end of the study.
This questionnaire may take you 5-10 minutes to complete.
Knowledge Checks. Immediately after viewing each lesson of the interactive computer program, you
will be asked to fill out a short questionnaire about the lesson you just viewed. The results of these
checks will be reviewed with you at your next study appointment. These checks may take you 3-5
minutes to complete
Practice Vignettes. After viewing a lesson of the interactive computer program, you will be given a
written list of some of the main points of the lesson. You will then be given a written clinical
vignette and asked to write a response to it, using the information you were presented with in the
computer program. The results of these vignettes will be reviewed with you at your next study
appointment. Each set of vignettes may take you 5-15 minutes to complete.
Evaluations. After viewing each lesson of the interactive computer program, you will be asked to
complete a short evaluation about the clarity of the program's instruction. Each evaluation may take
you 3-5 minutes to complete.
Post-Training Questionnaire. At the end of the study, you will be asked to fill out a questionnaire
about which components of Behavioral Activation you may use in the future, if any. This
questionnaire may take you 5-10 minutes to complete.
Follow-Up Questionnaire. At the follow-up appointment, you will be asked to fill out a
questionnaire about which, if any, components of Behavioral Activation you have used since your
last study visit. You will also be asked to endorse reasons why you chose not to use Behavioral
Activation. This questionnaire may take you 5-10 minutes to complete.
Performance-Based Role Plays. At your first and last study visits, and at your follow-up study visit,
we will also ask you to participate in three videotaped role play scenarios. In each scenario, you will
be provided with a written case vignette describing the "client" you are about to interact with, and
instructions for the component of Behavioral Activation we would like you to implement. You will
be provided with any materials required for the role play (e.g., assessment measures). When you
have indicated that you have read the case vignette and instructions and are ready to begin, you will
be taken to a private room and introduced to your "client," a trained research assistant acting as a
depressed psychotherapy client. Using the case vignette information and instructions, you will be
asked to interact with the "client" as if you were his/her therapist providing a specific component of
Behavioral Activation. Each role play may take you 10-25 minutes. Each role play will be
videotaped and coded by trained researchers who will examine your behavior as the therapist and
the research assistant's behavior as the "client."
What are the risks of participating in this study and how will these risks be minimized?
The largest known risk associated with participation in this study is potential social discomfort or
embarrassment arising from being observed in a performance situation. For example, it is possible
that you may feel awkward or embarrassed about acting in a videotaped role-play scenario with a
"client." This potential risk will be minimized in two ways. First, should you feel too uncomfortable
to participate in these role-play scenarios, the scenario will be stopped immediately. Second, all
study staff you may interact with have been extensively trained to work on this study and to uphold
confidentiality. Only trained study staff will have access to the videotaped role-play scenarios.
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A second potential risk associated with participation in this study is the potential risk to your
confidentiality. You may feel concerned about having information about yourself, including
interactions between yourself and study staff, recorded on paper and on videotape. This risk will be
minimized by researchers protecting the confidentiality of your data. Should you choose to
participate in the study, you will be assigned a study code number. This code number will be used to
identify all of your written and videotaped data, so that no identifying information about you will
appear on study materials. The sheet linking your name to your code number will be kept in a secure
location in the laboratory of the principal investigator. All study data will be kept in a locked filing
cabinet in the laboratory of the principal investigator. Data will be accessible only to the primary
investigator, the student investigator, and trained study staff, who will be trained in confidentiality
practices. When videotapes are viewed, they will be viewed only by trained study staff in a secure
location so that passersby cannot see your image. Any presentation or publication of this data will
not include identifying information about you or any study participant.
What are the benefits of participating in this study?
This study is investigating the use of a computer program as a training tool. A potential benefit of
participation is gaining knowledge about Behavioral Activation, an empirically supported treatment
for depression. Through the computer program, it is possible that you will gain knowledge or skills.
Another potential benefit of participation is receiving feedback about your answers to knowledge
checks and practice vignettes about Behavioral Activation. Study staff will provide you with
feedback about the results of knowledge checks and practice vignettes you filled out on the previous
study visit. You may benefit from learning whether your answers to these assessments about
Behavioral Activation were correct, and why or why not.
A third potential benefit of participation is receiving written information about Behavioral
Activation and assessment materials that you may choose to use in your own work. At the end of the
study, we will provide you with a short written manual, a list for further reading, and one copy of
two assessment tools commonly used in Behavioral Activation. If you complete only part of the
training, you will be offered the reading list only.
Beyond the potential benefit to you personally, there may be general benefits from this research,
such as expanded knowledge about the use of computerized training for therapy providers.
Are there any costs associated with participating in this study?
One cost associated with participation is the time commitment involved. You will be asked to attend
five to seven study visits, and each visit may last between 1 V2 and 2 V2 hours. We anticipate that the
total time cost for the study will be 10 V2 and 16 hours total, spread out over several visits. To
minimize the inconvenience of this, we will attempt to schedule your study visits at times that are
convenient for you.
Is there any compensation for participating in this study?
As an incentive to participate in assessment procedures, you will be offered $15.00 for each time
you participate in videotaped role-plays (three times during the entire study). An additional
"finishing bonus" of $10.00 will be offered to you if you attend the follow-up appointment three
months after your last viewing of the computer program. Should you wish to discontinue
participating in a role-play partway through it, you will still receive the incentive. The maximum
total you may receive is $55.00.
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Who will have access to the information collected during this study?
Information collected during this study will be accessible only to the principal investigator, the
student investigators, and trained study staff. All information, including videotapes, will be stored in
a locked filing cabinet in the laboratory or office of the principal investigator, for a period of at least
three years. Information collected during this study will be analyzed and may be presented at
professional conferences or in written form in scholarly journals; however, any presentation or
publication of this data will not include identifying information about you or any study participant.
What if you want to stop participating in this study?
You are free to stop participation in this study at any time, for any reason. You will suffer no
prejudice or penalty by your decision to stop your participation. Should you wish to stop
participation in the study, you may notify the student investigator, trained study staff, or the
principal investigator of your decision, either verbally or in writing. The investigators can also
decide to stop your participation in the study without your consent.
Should you have any questions prior to or during the study, you can contact the primary
investigator, Dr. Amy Naugle, at 269-387-4726, or the student investigator, Suzanne Decker, at 269387-4485 or at suzanne.e.decker@wmich.edu. You may also contact the Chair, Human Subjects
Institutional Review Board at 269-387-8293 or the Vice President for Research at 269-387-8298 if
questions arise during the course of the study.
This consent document has been approved for use for one year by the Human Subjects Institutional
Review Board (HSIRB) as indicated by the stamped date and signature of the board chair in the
upper right corner. Do not participate in this study if the stamped date is older than one year.

I have read this informed consent document. The risks and benefits have been explained to me. I
agree to take part in this study.

Please Print Your Name

Participant's signature

Date

Signature of research staff obtaining consent

Date
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I n p u t into the I M M - B A P r o g r a m - Session 1
This program was designed to be a therapy program. It includes assessments of mood
symptoms that a therapy client would complete as part of Behavioral Activation therapy.
Routine assessment of a client's mood symptoms is an important part of Behavioral
Activation therapy.
Because you are using this for a training study rather than as treatment, we will provide you
with sample data to enter for the mood assessment portion of the program.

Session 1 - Mood Assessment
Please indicate how often you have had these experiences during the past week:

Felt down or depressed?
Not at all

Sometimes

Moderately

Often
X

All the time

Felt interested in doing things that usually interest you?
Not at all

Sometimes
X

Moderately

Often

All the time

Felt decreased pleasure in activities that usually interest you?
Not at all

Sometimes

Moderately

Often
X

All the time

Moderately

Often

All the time

Moderately
X

Often

All the time

Felt productive at work and home?
Not at all
X

Sometimes

Felt tense or nervous?
Not at all

Sometimes

Had a decreased OR increased appetite compared to what is normal for
you?
Not at all

Sometimes

Moderately

Often
X

All the time

Been unable to sleep (trouble falling asleep or waking up and not being
able to get back to sleep) OR been sleeping too much?
Not at all

Sometimes

Moderately

Often
X

All the time

Moderately

Often

All the time

Moderately

Often
X

All the time

Moderately

Often

All the time

Felt restless or felt slowed?
Not at all

Sometimes
X

Felt tired or had a loss of energy?
Not at all

Sometimes

Had aches and pains?
Not at all

Sometimes
X

Felt guilty about something you'd done or that you've let others down?
Not at all

Sometimes

Moderately
X

Often

All the time

Sometimes

Moderately

Often

All the time
X

Sometimes

Moderately

Often
X

All the time

Often
X

All the time

Felt worried?
Not at all

Felt worthless?
Not at all

Had trouble concentrating or making decisions?
Not at all

Sometimes

Moderately

Had thoughts that life is not worth living or you'd be better off dead?
Not at all
X

Sometimes

Moderately

Often

All the time

Often

All the time

Had thoughts of hurting or killing yourself?
Not at all
X

Sometimes

Moderately
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Done something to hurt or kill yourself?
Not at all
X

Sometimes

Moderately

'

Often

Please STOP for more instructions before "continue'

After you resume,
please answer the remaining questions for yourself.

All the time
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Input into the IMM-BA Program - Session 2
This program was designed to be a therapy program. It includes assessments of mood
symptoms that a therapy client would complete as part of Behavioral Activation therapy.
Routine assessment of a client's mood symptoms is an important part of Behavioral
Activation therapy.
Because you are using this for a training study rather than as treatment, we will provide you
with sample data to enter for the mood assessment portion of the program.

Session 2 - Mood Assessment
Please indicate how often you have had these experiences during the past week:

Felt down or depressed?
Not at all

Sometimes

Moderately

Often
X

All the time

Felt interested in doing things that usually interest you?
Not at all

Sometimes
X

Moderately

Often

All the time

Felt decreased pleasure in activities that usually interest you?
Not at all

Sometimes

Moderately

Often
X

All the time

Moderately

Often

All the time

Moderately
X

Often

All the time

Felt productive at work and home?
Not at all
X

Sometimes

Felt tense or nervous?
Not at all

Sometimes

Had a decreased OR increased appetite compared to what is normal for
you?
Not at all

Sometimes

Moderately

Often
X

All the time

Been unable to sleep (trouble falling asleep or waking up and not being
able to get back to sleep) OR been sleeping too much?
Not at all

Sometimes

Moderately

Often
X

All the time

Moderately

Often

All the time

Moderately

Often
X

All the time

Moderately

Often

All the time

Felt restless or felt slowed?
Not at all

Sometimes
X

Felt tired or had a loss of energy?
Not at all

Sometimes

Had aches and pains?
Not at all

Sometimes
X

Felt guilty about something you'd done or that you've let others down?
Not at all

Sometimes

Moderately
X

Often

All the time

Sometimes

Moderately

Often
X

All the time

Sometimes

Moderately

Often
X

All the time

Often

All the time

Felt worried?
Not at all

Felt worthless?
Not at all

Had trouble concentrating or making decisions?
Not at all

Sometimes

Moderately
X

Had thoughts that life is not worth living or you'd be better off dead?
Not at all
X

Sometimes

Moderately

Often

All the time

Often

All the time

Had thoughts of hurting or killing yourself?
Not at all
X

Sometimes

Moderately

Done something to hurt or kill yourself?
Not at all
X

Sometimes

Moderately

Often

All the time

Session 2 - ADDITIONAL QUESTIONS
Do you notice changes?
—Yes
How?
—I feel better
Did anything particular happen this week that contributed to you feeling better?
—I just feel better
How do you generally feel now that you have fully begun this program?
—I feel cautious
How did you do completing your Activity Log from last week?
—OK
When did you fill out your Activity Log?
—Every few hours
What presented the most difficulty for you in filling out your Activity Log?
—SELECT ANY ANSWER
How important do you feel it is to fill out your Activity Log?
—Kind of important
For the rest of the questions in this Session, please answer as you see fit.
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Input into the IMM-BA Program - Session 3
This program was designed to be a therapy program. It includes assessments of mood
symptoms that a therapy client would complete as part of Behavioral Activation therapy.
Routine assessment of a client's mood symptoms is an important part of Behavioral
Activation therapy.
Because you are using this for a training study rather than as treatment, we will provide you
with sample data to enter for the mood assessment portion of the program.

Session 3 - Mood Assessment
Please indicate how often you have had these experiences during the past week.

Felt down or depressed?
Not at all

Sometimes

Moderately
X

Often

All the time

Felt interested in doing things that usually interest you?
Not at all

Sometimes

Moderately
X

Often

All the time

Felt decreased pleasure in activities that usually interest you?
Not at all

Sometimes
X

Moderately

Often

All the time

Moderately

Often

All the time

Moderately
X

Often

All the time

Felt productive at work and home?
Not at all
X

Sometimes

Felt tense or nervous?
Not at all

Sometimes

Had a decreased OR increased appetite compared to what is normal for
you?
Not at all

Sometimes

Moderately

Often
X

All the time

Been unable to sleep (trouble falling asleep or waking up and not being
able to get back to sleep) OR been sleeping too much?
Not at all

Sometimes
X

Moderately

Often

All the time

Moderately

Often

All the time

Moderately

Often

All the time

Moderately

Often

All the time

Felt restless or felt slowed?
Not at all

Sometimes
X

Felt tired or had a loss of energy?
Not at all

Sometimes
X

Had aches and pains?
Not at all

Sometimes
X

Felt guilty about something you'd done or that you've let others down?
Not at all

Sometimes

Moderately
X

Often

All the time

Sometimes

Moderately

Often
X

All the time

Sometimes

Moderately

Often
X

All the time

Often

All the time

Felt worried?
Not at all

Felt worthless?
Not at all

Had trouble concentrating or making decisions?
Not at all

Sometimes
X

Moderately

Had thoughts that life is not worth living or you'd be better off dead?
Not at all
X

Sometimes

Moderately

Often

All the time

Often

All the time

Had thoughts of hurting or killing yourself?
Not at all
X

Sometimes

Moderately

Done something to hurt or kill yourself?
Not at all
X

Sometimes

Moderately

Often

All the time

Session 3 - ADDITIONAL QUESTIONS
Do you notice any general changes in your moods since you began the program?
—Yes
Are these changes in your moods positive - for the better, or negative - for the worst?
— I was sleeping a lot better this week.
How did you do completing your Activity Log from last week?
—I did about the same as I did the first week
How important do you feel it is to fill out your activity log?
—Kind of important
** Select any therapist **
Did you complete your Values Assessment homework?
—Yes
Rank order your values as the computer directs you. Because this is for training purposes,
rather than treatment, you may use "made up" information if you wish. We will not be
examining your values.
Rate the importance of the value domains as the computer directs you. Because this is for
training purposes, rather than treatment, you may use "made up" information if you wish.
We will not be examining your values.
Rate Maria's values consistency on the 1-10 scale as you see fit.
Rate Debra's values consistency on the 1-10 scale as you see fit.
Rate the consistency of your actions with your values as the computer directs you. Because
this is for training purposes, rather than treatment, you may use "made up" information if
you wish. We will not be examining your values.
The computer will show you tables and graphs of values importance and values consistency.
Whether you put in your own personal information or "made up" information, take a
moment to think about how you might be able to discuss this with a client.
For the rest of the questions in this Session, please answer as you see fit.
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Input into the I M M - B A P r o g r a m - Session 4
This program was designed to be a therapy program. It includes assessments of mood
symptoms that a therapy client would complete as part of Behavioral Activation therapy.
Routine assessment of a client's mood symptoms is an important part of Behavioral
Activation therapy.
Because you are using this for a training study rather than as treatment, we will provide you
with sample data to enter for the mood assessment portion of the program.

Session 4 - Mood Assessment
Please indicate how often you have had these experiences during the past week.

Felt down or depressed?
Not at all

Sometimes
X

Moderately

Often

All the time

Felt interested in doing things that usually interest you?
Not at all

Sometimes

Moderately

Often
X

All the time

Felt decreased pleasure in activities that usually interest you?
Not at all
X

Sometimes

Moderately

Often

All the time

Moderately
X

Often

All the time

Moderately

Often

All the time

Felt productive at work and home?
Not at all

Sometimes

Felt tense or nervous?
Not at all

Sometimes
X

Had a decreased OR increased appetite compared to what is normal for
you?
Not at all

Sometimes
X

Moderately

Often

All the time

Been unable to sleep (trouble falling asleep or waking up and not being
able to get back to sleep) OR been sleeping too much?
Not at all

Sometimes

Moderately
X

Often

All the time

Moderately

Often

All the time

Moderately

Often

All the time

Moderately

Often

All the time

Felt restless or felt slowed?
Not at all

Sometimes
X

Felt tired or had a loss of energy?
Not at all

Sometimes
X

Had aches and pains?
Not at all
X

Sometimes

Felt guilty about something you'd done or that you've let others down?
Not at all

Sometimes
X

Moderately

Often

All the time

Sometimes
X

Moderately

Often

All the time

Sometimes
X

Moderately

Often

All the time

Often

All the time

Felt worried?
Not at all

Felt worthless?
Not at all

Had trouble concentrating or making decisions?
Not at all

Sometimes
X

Moderately

Had thoughts that life is not worth living or you'd be better off dead?
Not at all
X

Sometimes

Moderately

Often

All the time

Often

All the time

Had thoughts of hurting or killing yourself?
Not at all
X

Sometimes

Moderately

Done something to hurt or kill yourself?
Not at all
X

Sometimes

Moderately

Often

All the time

Session 4 - ADDITIONAL QUESTIONS
Do you notice any general changes in your mood right now?
—Yes
How?
—I'm feeling better
Did anything particular happen this week that contributed to you feeling better?
—I accomplished some things that I had wanted to do for some time
* Look at the provided Activity Log to answer the next few questions *
At what time of day did you typically feel your best?
—Look over the provided Activity Log to answer this question
Look at what you had been doing prior to feeling your best. Do you see any connection with
your activity and your mood?
—Look over the provided Activity Log to answer this question
At what time of day did you typically feel the worst?
—Look over the provided Activity Log to answer this question
Look at what you had been doing prior to feeling your worst. Do you see any connection
with your activity and your mood?
—Look over the provided Activity Log to answer this question
How successful were you at accomplishing your five activities that reflected your values?
—I did all five of them
How did trying these new activities throughout your week make you feel?
—I noticed a positive change in my moods
Rank how consistent your actions have been this past week with each one of your value
domains.
—Look over the provided Activity Log to answer this question.
The person who completed this Log is a female college student who has recently
experienced the "break up" of a former romantic relationship with a long-term boyfriend.
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Assume that the female college student's values are (in order):
1. Friendship/Social Relations
2. Family Relations
3. Education / Personal Growth and Development
4. Career / Employment
5. Marriage / Intimate Relations
6. Recreation / Leisure
7. Health / Physical Fitness / Weil-Being
8. Spirituality
9. Parenting
10. Citizenship
The computer will show you tables and graphs of values importance and values consistency.
Whether you put in your own personal information or "made up" information, take a
moment to think about how you might be able to discuss this with a client.

For the rest of the questions in this Session, please answer as you see fit.
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Behavioral Activation Manual

Compiled by the Trauma Research Lab
at Western Michigan University
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Purpose of this Manual
This manual is written to support the use of Behavioral Activation (BA) to treat symptoms
of depression in adult clients. This manual is intended for use by treatment providers who
have already received some orientation to BA. For simplicity, we will refer to the person
providing treatment as the "therapist," and the person receiving treatment as the "client,"
although" in your work, you may use different titles and terms (such as "counselor" or
"nurse" and "patient," or "minister" and "parishioner" and many other titles). This manual is
written under the assumption that BA is a highly portable treatment that may be used
successfully by a variety of treatment providers in a variety of different settings.
While this manual provides information about BA and its components, simply reading it
may not be sufficient to prepare you to competently provide BA therapy.
Should you have questions about BA, please consult a mental health practitioner or
supervisor who can advise you on how to implement strategies in this manual.
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Behavioral Activation - What Is It?
Behavioral Activation (BA) is a psychosocial treatment for depression. BA focuses
on examining a depressed client's current patterns of behavior and feelings, encouraging the
client to do things that are likely to create positive feelings, and understanding and reducing
avoidance behavior that reduces the client's likelihood of experiencing positive feelings.
Unlike psychotherapy treatments that focus on a client's past experiences or current thought
patterns, B A focuses on what a client does - his or her behavior or actions - to treat feelings
of depression. BA is usually administered in individual therapy sessions, and may take as
few as 6-10 sessions.

Uses and Contraindications of Behavioral Activation
BA is designed to reduce symptoms of major depressive disorder. While it was
initially investigated for its use in reducing depression in adults in outpatient settings (e.g.,
Jacobson, et al., 1996), other investigations have demonstrated BA's beneficial effects for
adults in psychiatric inpatient settings (Hopko, Lejuez, LePage, Hopko, & McNeil, 2003), as
well as BA's utility in treating depression in older adults (Yon & Scogin, 2009). Case
studies have examined the utility of BA for reducing depression in adults with serious
physical illness (Armento & Hopko, 2009), and in Latino adults at community health clinics
(Kanter, Hurtado, Rusch, Busch, & Santiago-Rivera, 2008).
While BA has not been extensively studied in adolescents or children, existing
studies and case studies have demonstrated reduction in depression symptoms in adolescents
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receiving BA (Gaynor & Harris, 2008; Ruggerio, Morris, Hopko, & Lejuez, 2007).
However, because the therapy requires the client to become more active in valued directions,
parents may need to be more actively involved in therapy and related activities for younger
adolescents and children. A lack of parental involvement may potentially complicate or
hamper therapy. In addition, Ruggerio and colleagues note that clinicians should consider
and discuss risks for substance use and delinquent behavior when implementing BA with an
adolescent, particularly if the adolescent wishes to increase social activities as part of
treatment.
BA does not appear to be contraindicated for most individuals suffering from major
depression. However, because it is a therapy that requires the client to become more active,
it could be potentially dangerous for a client involved in a domestic violence or intimate
partner abuse situation. In such a situation, the depressed individual's increased activity
could potentially prompt more violence. Clinicians should screen for relationship violence
and consider whether BA is the appropriate treatment for depression under those
circumstances. BA should not be used if there is concern that it will place the client in a
potentially dangerous interpersonal situation (Martell, 2003.)
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Behavioral Activation - Principles
Principle 1: Actions Affect Emotions
The main principle guiding BA is that actions (behavior) affect emotions (feelings).
Therefore, the therapist and client must understand what the client is doing (behavior) that
leads to feelings of depression, and change the client's behavior to reduce those feelings of
depression. As new or different activities are added to the client's life, the therapist and
client review them together to see how the activities affect the client's mood. Gradually, the
client is taught to select and implement new behaviors on his or her own and to observe the
results.
Principle 2: Depression is a Natural Response to Inactivity or Values Inconsistency
BA assumes that feelings of depression are natural when a person is not doing things
that create positive emotions and/or not acting consistently with his or her values. A BA
therapist doesn't see a person experiencing depression as "broken" or "sick," but as a person
whose behavior just needs a little adjustment in the right directions.
Although symptoms of depression are a natural response to values-inconsistent living
or inactivity, individuals are vulnerable to depression for many reasons. For some people,
depression symptoms begin after a loss of some sort. For others, a clear precipitating event is
difficult to identify. Regardless of the reasons for an individual client's vulnerability to
depression, it is important that the therapist recognize and communicate that depression is a
perfectly natural response when an individual's life does not contain enough values-guided
behavior.
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Principle 3: Coping Behaviors May Contribute to Depression
Many individuals with depression have developed ways to cope with their feelings of
sadness, their lowered energy, or other symptoms. However, these coping behaviors may
also contribute to the continuation of depression symptoms. For example, a client who
experiences constant feelings of fatigue may have gotten into the habit of taking a long nap
after arriving home from work at 5 pm, getting up to fix dinner, eating, and then returning to
bed. While the nap may reduce her feelings of fatigue, it also means she is spending that
time alone at home. The nap prevents her from interacting with others, being with friends or
family, or working on some kind of long-term goal. The client's continued isolation from
others, and lack of progress on long-term goals, may continue to prompt feelings of
loneliness and sadness.
In treatment, clients and therapists must consider the role of all client behavior.
While increasing activities that support the client's values is an important part of BA
therapy, recognizing and reducing avoidant or maladaptive coping behavior is equally
important.
Principle 4: Assessment Should Guide Treatment
BA is a "look before you leap" therapy, in that assessment always comes before
treatment. In order to know how to help a client feel better, the therapist and client must first
understand what the client is doing (or not doing) and how he or she feels. Assessment is a
key component of BA, beginning with the first session's activities. As BA therapy
continues, assessment continues to guide treatment as the client begins new activities and
evaluates how they affect his or her mood. Based on this assessment, client and therapist
decide together whether to continue those activities or to try something new.
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Principle 5: Treatment Should be Individualized to Each Client
One action may create positive feelings for one client, but have no effect on another
client. In BA, therapist and client work together to assess what the client values, to provide
some direction for adding new activities. A BA therapist does not assume that a particular
activity, such as taking a walk outside, will create positive emotions for all clients. Rather,
the selection of new activities is guided by each individual client's values and goals, and by
review of what activities have affected the client's mood in the desired way in the past.
For some clients, other aspects of their lives or experiences interfere with their ability
to do certain activities. For example, a person who has difficulty asking for things she needs
may have a hard time asking a friend out to lunch, even though it is an activity that might
improve her mood. For this client, a BA therapist might do some training in assertive
behavior. For another client, working to create a healthy sleep routine might be an important
way to solve problems that interfere with the client's quality of life. Additional interventions
like this are based on the individual client's needs.
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A Brief History of Behavioral Activation
The theories supporting BA have been part of clinical discussion and treatment for
years. C. B. Ferster (1973) first suggested that depression occurred when a person reduced
the number and frequency of behaviors that prompted positive feelings or outcomes
(positive reinforcement). Unfortunately, reducing the number and frequency of these
behaviors also reduces the likelihood that the person will engage in similar behaviors in the
future. At the same time, Ferster noted, a person experiencing depression is more likely to
choose passive, rather than active, coping methods for daily problems. A passive coping
style may facilitate the continuation of these problems, which may again contribute to the
person's continued depression.
Consistent with Ferster's theory, Peter Lewinsohn and his colleagues began to use
activity scheduling to help depressed adults increase the number of pleasant events in their
daily lives. In activity scheduling, a person is asked to select and perform actions that are
likely to lead to positive emotions. The activities are scheduled so that the person is more
likely to actually do them. Lewinsohn and his colleagues eventually developed a group
treatment for depressed adults using activity scheduling (Lewinsohn, Antonuccio,
Steinmetz-Breckenridge, & Teri, 1984). Activity scheduling was also used by Beck and
colleagues (1979) in cognitive therapy (CT) for depression. In CT, the client is first taught to
monitor his or her daily activities, using an activity log or chart with spaces for the person to
write activities and mood states. Next, the client and therapist evaluate the client's activities
and mood to draw conclusions about the effect of various activities on mood. A list of
activities that are likely to contribute to feelings of pleasure or mastery is developed, and the
client is instructed to engage in some of these activities outside of therapy time, as
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"homework." In CT, the primary goal of activity scheduling and evaluation is to understand
and change problematic thoughts or cognitions (Martell, Addis, & Jacobson, 2001).
Contemporary BA first emerged from a study conducted by Neil Jacobson and
colleagues (1996), comparing the activity scheduling and other Behavioral Activation
components of CT alone to a combination of BA and automatic thought challenging and to
full CT. The study's results suggested that BA was equally effective to full CT in reducing
depression (Jacobson et al., 1996) and in preventing relapse (Gortner, Gollan, Dobson, &
Jacobson, 1998). Since Jacobson's initial trial, BA has been modified to incorporate the
ideas of Ferster (1973) about the effects of various kinds of behavior on the client's mood
(Jacobson, Martell, & Dimidjian, 2001; Martell, Addis, & Jacobson, 2001).
Another team of researchers including Carl Lejuez, Derek Hopko, and Sandra Hopko
created a similar treatment for depression, Behavioral Activation Treatment for Depression.
This reflects a more structured protocol that includes an assessment of the client's values
(Lejuez, Hopko, & Hopko, 2001). While this manual reflects primarily the work of Jacobson
and colleagues, it also incorporates a values assessment, in the style of Carl Lejuez and
colleagues.

Components of Behavioral Activation
The components ofBA are listed below. A more thorough explanation of each component is
given, with examples and tips.
Explaining Depression as Lack of Activity that Leads to Positive Mood
In the Behavioral Activation (BA) approach, therapists explain depression in a way that is
very different from the way in which most clinicians (and most lay people) think about the
disorder. The model used in BA does not approach depression as being caused by a broken
"mechanism" in the person (for example, a "chemical imbalance" or a distorted view of the
world). Rather, BA emphasizes a relationship between the person's actions and their moods
and thoughts. For example, some behaviors, like staying up late, losing sleep and being late
for work, might increase a person's distress. Other behaviors, like completing difficult tasks
at work, exercising, or socializing with friends, might help to improve the person's mood
and cause his or her thoughts to be more positive. BA also places a great deal of emphasis
on behaviors that the person values. Simply becoming more active, in the sense of doing
more things, is not likely to make a person's emotions become more positive or make the
person feel better about him or her self. Rather, behaviors that are consistent with the
person's values are viewed as the keys to overcoming depression.

The differences between this model of depression and a more conventional model, where
depression is attributed to some stable defect in the person (e.g. a "chemical imbalance" or
distortions in thinking) are very important. Because the BA model attributes depression to
behavior, it helps to identify behaviors that the person can change. Also, the model implies
that depression is a normal, natural response to a certain set of life circumstances that cause
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the person to engage in fewer valued activities. Most importantly, it suggests that depression
is not permanent, and that it can be overcome by working to change behavior.
Therapist:

There are a lot of reasons given for why people become depressed. Have you
thought about why you feel depressed?

Client:

Of course. I think I have a chemical imbalance.

Therapist:

That's certainly possible. There are lots of factors that contribute to depression for
different people - biological or chemical reasons among them. What I know as a
therapist, though, is that every single person I have seen who suffers from
depression has also had a particular pattern of behavior. There's something in
common about what they do.. .or rather, what they don't do.

Client:

What do you mean?

Therapist:

When someone starts to feel depressed, they seem to gradually stop doing things
they enjoy or value, or things that they need to do. It's like things just become so
effortful that people gradually stop doing them, and start doing less active things
instead... like lying on the couch, worrying about things but feeling too
overwhelmed to fix them.

Client:

Yeah - that's what it's been like for me. I feel so overwhelmed and sad that I can't
seem to get anything done.

Therapist:

And how does not getting anything done make you feel?

Client:

Terrible! I feel guilty and ashamed.

Therapist:

Now, it makes perfect sense to me that you feel that way. What you do affects
how you feel - so if you are not doing things that make you feel competent, of
course you feel terrible. How could you not?
The point is, your feelings of depression are a really natural response to what's
going on in your life. Feeling this way does not mean you are sick or broken. It
does mean that you and I can work hard to help you feel better by changing your
activities so you can get back some of those feelings of accomplishment or
satisfaction with a job well done.
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Using a Collaborative Attitude
Most BA practitioners take a collaborative approach to providing BA therapy. Because the
treatment depends on the client taking action in his or her life, outside the therapy room, it
can be helpful to think of yourself as a coach or consultant providing guidance to your client.
Like an athlete on the playing field, your client has to perform the necessary behavior on his
own, but you as the coach can provide instruction, feedback, and encouragement during
practice - or in your case, during your therapy sessions.
Some therapists explain this approach directly to their clients. For example, "Client, as
we're working together, you'll find that the actual work of therapy is really done by you,
outside of session. So it can be helpful to think of me as a coach, who will help prepare you
in here for what you need to do out there."
Other therapists don't explain this approach directly, but demonstrate a collaborative attitude
by inviting the client to be as "in charge" of therapy as possible. For example, reminding the
client that he is the expert on his own life, and inviting him to pick his own valued activities,
with some guidance.
Remember, for BA to work, the client must behave differently in his or her own life, outside
of therapy sessions.

Assessment of Mood Symptoms
Continually assessing the client's changing moods is an important component of BA, since it
helps to identify the links between activities and moods. By asking the client to assess his or
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her moods across different times of day and different activities, you can work with the client
to identify activities that are linked with positive moods. Day-to-day and hour-to-hour mood
assessments like this can then help to identify activities that the client might want to do more
frequently, so as to see continued improvement in mood.

Assessment is also an important component of BA because it will allow the client and
therapist to chart changes in mood over time to assess whether or not treatment is working.
If the client's mood continually improves, it will be encouraging to the client and therapist
and will increase the client's motivation to continue with therapy and to continue completing
homework assignments and putting in other hard work. If the client's mood is not improving
over time, it may be worth investigating problems in therapy (for example, if the client has
not yet "bought into" the therapy rationale or is not completing homework assignments). It
may also signal the need to consider changes to the treatment protocol or a switch to an
alternative treatment.

Assessing for Suicidal Ideation or Intent
As in all forms of therapy or counseling, the therapist must be aware of the client's level of
danger. Screen for suicidal thoughts the way you ordinarily would, and follow your regular
policies for what to do if a client indicates he or she is in danger of harming him- or herself,
or someone else.
Regular mood assessment questionnaires may assist you in doing this, as most standardized
questionnaires contain an item to measure suicidal ideation. However, you should remember
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to discuss this openly with your client and to make your client aware of your commitment to
his or her continued safety, as well as your obligation to follow agency, local, and state
policies on mandatory reporting.

Orienting the Client to the Relationship between Behavior and Mood
In BA, the therapist orients the client to relationship between actions (behaviors) and
feelings (emotions, moods). The therapist explains to the client that behavior, or actions,
affect feelings, or moods. You can include some examples to help the client understand that
actions (behavior) are different from feelings (emotions, moods). Include some examples to
explain that action causes emotions, including the emotion that we call motivation. This may
seem like a new idea to clients: most people imagine that they do things because they are
motivated, but in BA, the therapist acknowledges that often simply engaging in an activity
will increase motivation to do that activity in the future.

Explain that for a person's feelings to change, their behavior must change. Again, this may
seem counterintuitive to clients. Most of the time, when people talk about behavior and
motivation, they talk about the feeling of motivation causing behavior to occur. For
example, people often talk about doing things because "I felt like it," or "I just wanted to,"
or "I just felt like I was ready." BA attempts to change behavior, since it is very difficult for
people to directly manipulate how they feel (emotions) but -relatively- easier for them to
change their behavior. It is very important to establish the link between behavior and
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motivation (i.e. behavior can cause motivation) for them to understand why the treatment
emphasizes changing activities in order to change feelings.

Therapist:

One of the basic principles about human behavior that we know is that what
you DO affects how you FEEL. So if you want to feel differently, you need to
act differently. This is a hard thing to understand, though, because a lot of
people say, "I'll do things differently when I feel ready to," or "I'll do things
differently when I feel motivated to."

Client:

Yeah. I mean, if I could just feel better by doing things differently, I would...
but I don't really feel up to it. I guess I don't feel motivated.

Therapist:

That's just the thing - motivation is a feeling. And if how you act affects
how you feel, then that relationship applies to feelings of motivation too. Let
me put it this way. On Saturday, I was going to have some people over for
dinner. Saturday morning I got out of bed early and cleaned the house. Do
you think I really felt motivated to drag myself out of bed on a nice Saturday
morning to vacuum the entire house?

Client:

No.

Therapist:

You got it! Lying in bed, I sure didn't feel like getting up. But once I did, and
started moving around and getting things cleaned, I started having that good
feeling that comes with doing something and doing it right. I cleaned, I
straightened up, and pretty soon my house looked better and I was ready to
enjoy having company over. Now, I had waited around until I felt like
housecleaning, the house would still be a mess! Instead I just got up and took
some action - started housecleaning - and I realized partway through that I
felt like I was accomplishing something. What do you think will happen next
time I have a Saturday morning where I need to clean the house? Will I wait
until I feel like it, or just get to it?
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Client:

Well, it worked out for you this time. I guess you'll get out of bed and start
cleaning.

Therapist:

I think I will. Now this same principle applies to you. There will be times that
you will need to do something and you won't feel motivated to do it. Instead
of waiting to feel like getting started, my suggestion will be this -just get
started. You may find, a few minutes into your task, that you have started to
feel better, or at least that you feel up to continuing.

Explaining to the Client that Therapy Works by Helping the Client Change his or her
Behavior
Behavioral Activation works by helping a client increase activities in his or her life,
particularly activities that are consistent with his or her values. This explanation should be
given to the client early on in therapy, and may need to be repeated several times.
Therapist:

Now, if how you act affects how you feel, then the way for you to feel better
is to do things differently. This is really important, so I'll say it again: The
way out of your feelings of depression is through changing your activities, so
that you can have some more positive emotions. To create those emotions,
we'll ask you to do things differently... which will eventually help you feel
differently.

The "active ingredient" in Behavioral Activation is increased activity in values-consistent
areas. However, that's often difficult for clients at first, particularly for clients who have felt
depressed for a long time. To help clients have realistic expectations about therapy and how
it will work, a BA therapist explains that changing behavior takes practice and effort
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Therapist:

Much of what we do during the day is habit... we may not even think
about it. To change what we do, first we have to notice it, and then we
have to choose to change it. To learn new behaviors, we also have to
pay attention and work hard. Think about the first time you learned to
drive a car. You had to pay attention to each movement that was
required. Now, you probably drive the car without thinking about it at
all. Learning a new behavior may require this kind of focus and work,
at first. Over time, you'll find that new behaviors become easier, like
driving a car did. When you think about it, most of the tasks that seem
easy now at one point required a huge amount of effort.

Assess Client Activity Using the Activity Log
Behavioral Activation works best when the therapist and client develop an understanding of
the client's behavior and mood patterns. It's hard for anyone to recall exactly what they did
and how they felt all week long, and it's important to get accurate information about this so
treatment can be as targeted as possible.
Therefore, in Behavioral Activation, the client is asked to complete an Activity Log over the
week to document what he or she did, and how he or she felt. Because this is a substantial
assignment that's completed out-of-session, it is sometimes called "therapy homework," and
it can feel like homework to a client. To help the client understand why you're asking him or
her to do this, include the following points as you assign the task.
1) WHY — Explain to the client that you want to find out what he or she is doing throughout
the week, and how it affects his or her mood. Explain that the assessment will be used in the
next session to see patterns between mood and activity. In other words, you will be looking
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for activities that are linked with positive moods, and activities that tend to be linked with
more negative moods.
2) WHAT — Explain clearly how the chart works: for each day of the week, each hour of the
day, the client should record what he/she was doing and how he/she felt, using a 1-10 scale.
Explain how the scale is anchored, and give an example.
3) HOW- Explain how detailed the client should be in completing the Activity Log.
4) WHEN- Encourage the client to keep the Activity Log with him/her so it can be
completed throughout the day. If the client neglects to complete the Activity Log regularly,
the information will not be as accurate, because the client may forget how he or she felt at a
given point in the day. It would be hard for anyone to remember exactly what they did and
how they felt during each activity if a few days had passed.
5) ENCOURAGE - Remind the client this is an important assignment, since it will help the
client and the therapist to identify activities that make the client feel better and ask if they
have any questions.

Values Discussion
In BA, the ultimate goal is to increase the number of activities that the client does that are
consistent with his or her values. The rationale for treatment emphasizes that increasing
values-consistent activities will help to alleviate depression.

When you bring up values with your client, it is important to orient the client to exactly what
is meant by the word "values" in the context of BA. Many people associate values with
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ideals that their parents, or society in general sets out for individuals to live up to. This is not
the meaning of values in BA. We conceptualize values as unique to an individual. That is, an
individual values certain ideals that are independent of what other people (parents, society,
friends, etc.) want them to believe. Values are different from goals in that goals can be
achieved, whereas values are more like principles to live a valued life. For example,
graduating from college is a goal, whereas continuing to learn and educate oneself
throughout life is a value. In essence, in order to live a valued life, one has to behave
consistently with one's values.

Values Assessment using Valued Living Questionnaire
In the computer program, you learned about the Valued Living Questionnaire (VLQ). This is
a very important assessment tool in BA, because it helps clients identify and articulate their
values and identify activities consistent with those values. In addition, the VLQ can help
clients identify areas of their lives that are inconsistent with their values and make changes
accordingly.

If you are using the VLQ with a client (which we recommend and have included a copy with
your materials), you should be sure to explain the purpose of and the procedure for
completing the measure. Be sure to explain that the client may select words from the list
provided with each value domain that apply to them. The client should then briefly explain
what each value domain means to him or her. Once the client has completed these tasks for

each value domain, he or she should rank-order the different value domains, with " 1 " being
the most important domain.

Activity Scheduling
The value of activity scheduling lies in the opportunity to include more values-consistent
activities in the client's day. According to the BA treatment rationale, engaging in more
values-consistent activities will help to alleviate the client's depression.
Typically, BA therapists begin to encourage clients to explicitly schedule values-consistent
activities after a few sessions of therapy to build rapport, orient the client to the rationale for
charting and scheduling activities and helping the client get accustomed to the activity log.
You should make sure that your client understands the importance of activity scheduling
before you begin encouraging the client to do so.

Selecting activities to schedule should follow directly from your values assessment activities
(e.g. the VLQ). In general, it's a good idea to let the client select activities, with some
guidance from the therapist, rather than the therapist selecting the activities. However, if you
think the activities the client selects are not consistent with their professed values, it may be
appropriate to reorient them to their responses on the VLQ and encourage them to select
activities that further their most important values.

Lastly, you should also make sure that the strategy that you and your client use will be likely
to result in successful completion of the activities the client selects. For example, if the
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client selects very ambitious activities (e.g. "getting a job") you might encourage the client
to select activities he or she is likely to complete over a short span of time (like, "applying
for a job," instead). Other ways to ensure success include explicitly scheduling the activities
on the activity log for the upcoming week and making a public commitment with a friend,
coworker or someone else that the client sees on a regular basis.

Goal Setting
As suggested above, setting your client up for success is an important aspect of being a BA
therapist. After you have gotten to know your client for several sessions, and have helped
your client understand how BA works and made sure that he or she understands the rationale
behind treatment, it is time to begin discussing goal setting. The first step is to encourage the
client to identify goals and organize them into short-term and long-term goals.

1. Make a list of goals
2. Define your goals: which are short-term and which are long-term

Next, you should encourage the client to break down goals into smaller, achievable steps,
using the rubric below:
1. Clarify the goal
2. Break the goal into small steps
3. Sequence the steps in a logical order
4. Pick a specific day and time to begin the first step
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5. Stick to the plan no matter how you feel
6. Give yourself a hand after you complete each step

As for scheduling activities, you may want to encourage the client to make a public
commitment to another person and/or explicitly write goal steps into his or her activity log.
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ACTION
Often, people come into therapy with the belief that they need to wait for depressed mood to
pass before they can take action to achieve goals and lead a more valued life. However, BA
emphasizes a different perspective, that changing your actions, no matter how you feel at the
time, can impact emotions positively, especially if you take actions that are consistent with
your values. However, in the course of therapy, your client may reach "stuck points" where
they have difficulty changing their behavior patterns. When such instances occur, we
recommend using the following ACTION strategy outlined below.

A - Assess your situation
C - Choose a different way of doing something (especially approaching a
problem in your life)
T - Try the new approach you identified above
I - Integrate the change into your life
O - Observe how things are going (after you make the changes above)
N - Now evaluate

As always in BA, the last step "Now Evaluate" allows the client to examine critically the
changes in their emotions based on the behavior changes they made in the previous steps.
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TRAP/TRAC
One of the most common and important barriers to therapy is avoidance, especially when
clients avoid engaging in activities that will help them to achieve goals and lead more valued
lives. Often, these behaviors feel more difficult than activities that are less goal-directed and
values-driven. For example, a client who values hard work and professional success may
find it very difficult to call potential employers to set up job interviews. That client might
engage in less difficult, but also less goal-directed, avoidance patterns, like sitting around
and watching TV or surfing the Internet. If your client often engages in avoidance patterns
like this, you might use the following acronyms: "falling into a TRAP" and "getting back on
TRAC"

T - Trigger
R - Response
A - Avoidance
P - Pattern

T - Trigger
R - Response
A - Alternative
C - Coping Strategy
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Note that in the "TRAC" acronym, "Avoidance Patterns" are replaced with "Alternative
Coping Strategies." In the above example, an alternative coping strategy might be to break
down the job application process into simple, achievable steps, like identifying possible job
options, formatting a resume, submitting an application and the like. When the client
succeeds at achieving these smaller steps, he or she can move onto more difficult steps like
scheduling an interviewing.

Suggested Topics by Session
BA is an inherently flexible approach to treatment, and the course of treatment may vary a
great deal, depending on the needs of the client. For example, it may take only one session
for you to explain the rationale behind BA to your client, or it may be very difficult for the
client to understand and "buy into" this rationale. Similarly, some clients may be able to
quickly and easily grasps the initial homework assignments, like the activity log, while
others may require more than one session to work out the appropriate level of detail, while
others may require more time and feedback from the therapist. With that in mind, the
following breakdown of session activities is provided as a model, or suggestion, as opposed
to a rigid schedule of events.

Session 1 - Orient client to BA conceptualization of depression, orient to BA rationale,
assign activity log as homework

Session 2 - Review activity log with client, discuss values, explain and assign values
clarification questionnaire (VLQ)
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Session 3 - Review values clarification (VLQ) and activity log, discuss values-consistent
activities and assign activities as homework. Be sure to encourage the client to select
activities he or she is likely to complete successfully

Session 4 - Review progress in values-guided activities and effect on mood, troubleshoot
barriers to completion of activities and improved mood

Session 5 - Review progress and effect on mood, troubleshoot barriers to completion of
activities, use ACTION and TRAP/TRAC exercises as appropriate. Should you notice
significant barriers to completion of activities, such as skill deficits (e.g., assertiveness
problems), discuss these and offer treatment strategies (e.g., assertiveness skills training). If
there are significant barriers, or the client continues to struggle with values-consistent
activities, this phase of therapy may last several sessions.

Session 6 - Have a discussion with the client about ways that he or she can be sure to
continue using the techniques learned in BA, provide any additional materials (activity logs,
values assessments, depression assessments, etc.) the client may need or want

Suggested Session Tools
Depression Assessments:
One way to chart your client's progress through therapy is with a standardized self-report
depression assessment. Assessments like this are often used in research and clinical settings
too determine the severity of a person's depression symptoms. Some examples include:

Beck Depression Inventory II (BDI-II): a short (21-question), self-report questionnaire
appropriate for clients aged 13 and older, the BDI-II can also be administered verbally, if a
client has difficulty with vision and/or reading. Unfortunately, the BDI-II can only be
obtained by purchasing copies from the publisher.

Hamilton Rating Scale for Depression (HAM-D): This self-report assessment is similar to
the BDI-II and can be obtained for free from the publisher's website
{healthnet.umassmed.edu/mhealth/HAMDpdf), making it a lower-cost option than the BDIII.

Center for Epidemiological Studies Depression Scale for Children (CES-DC):
If you are working with a child, the HAM-D and BDI-II may not be appropriate, since they
use language that may be complex for a child younger than about 13. The CES-DC is also
available free online:
(http://www.brightfutures.org/mentalhealth/pdf/professionals/bridges/ces_dc.pdf)
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Activity Log
As you know from the computer program, assigning an activity log is a vitally important
component of BA because it allows the therapist and client to determine the relationship
between certain activities and changes in moods across time. Using an activity log will also
make the client more aware of day-to-day and hour-by-hour fluctuations in mood and
provide encouragement as treatment progresses further and the client sees more and more
improvement.

We have provided a copy of the activity log contained in the computer program for you to
photocopy. You can also make your own activity log using a simple table on a wordprocessing program (like Microsoft Word or Open Office). Be sure to include hour-by-hour
time increments, and a place to record mood scores. It is also a good idea to write out the
scale you want the client to use when recording his or her mood score, including anchor
points (for example, if you are using a 1-10 scale, you might define what a " 1 " means and
what a "10" means).

Values Assessment Questionnaire
As you know from the computer program, it is very important to give your clients the
opportunity to define and voice their values, so that you and the client can identify activities
that are consistent with their values and target those activities for increase in the future. It
also may be useful to identify activities the person does regularly that are NOT consistent
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with their values, and target those activities for decrease. Without a thorough assessment of
values, it is difficult to identify either category of activities.

We have included a copy of the computer Values Assessment Questionnaire (VLQ) with
your materials for you to photocopy and use with your clients. Make sure to explain the
instructions thoroughly, emphasizing that the words listed under each values domain are
intended as guides, and that the most important task in the worksheet is articulating one's
own values in writing. You can also make your own values clarification worksheet, although
we suggest including a broad range of value domains and giving the client an opportunity to
use his or her own words. Remember, your client's values may not be the same as yours!
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Further Reading
Books on Behavioral Activation
Depression in context: Strategies for guided action.
Authors: Christopher R. Martell, Michael E. Addis, & Neil S. Jacobson
Publisher: Norton & Company, New York.
2001
This book explains Behavioral Activation, its components, and how to implement the
therapy. A review of the principles on which Behavioral Activation is based is included, as
well as case examples. The authors are experienced clinicians and researchers, and leading
experts on Behavioral Activation. All of them were involved in the original dismantling trial
of Cognitive Therapy.
Behavioral activation: Distinctive features
Authors: Jonathan Kanter, Andrew Busch, Laura Rusch
Publisher: Routledge, New York
2009
This book explains Behavioral Activation, its components, and how to implement the
therapy. A review of the principles supporting Behavioral Activation is included, and many
case illustrations are included. The authors are researchers who study Behavioral Activation
and other contemporary behavior therapies.
Overcoming depression one step at a time: The new behavioral activation approach to
getting your life back.
Authors: Michael E. Addis, Christopher R. Martell
Publisher: New Harbinger Publications, Oakland, CA
2004
This workbook is written as a self-help manual for individuals struggling with depression.
However, it may be a useful tool for clinicians who want to implement Behavioral
Activation with clients. The workbook includes many exercises for clients to help them
track behaviors and moods, examine how behavior affects mood, and try new activities.

Chapters include information and exercises on goal-setting, building a more meaningful life,
and problem-solving for individuals who tend to engage in actions that are dependent on
their moods.

Scholarly articles on Behavioral Activation
Jacobson, N.S., Martell, C. R., & Dimidjian, S. (2001). Behavioral activation therapy for
depression: Returning to contextual roots. Clinical Psychology: Science and Practice, 8,
255-270.
This article, written by three of the authors from the original dismantling study, traces the
development of Behavioral Activation from that trial and explains how it is supported by
previous behavioral psychology writings. Instructions for using Behavioral Activation are
included, along with tips and client examples.
Lejuez, C.W., Hopko, D., & Hopko, S. (2001). A brief behavioral activation treatment for
depression: Treatment manual. Behavior Modification, 25, 255-286
This manual provides step-by-step instructions for implementing Brief Behavioral
Activation Treatment for Depression (BATD). Written in the voice of a treatment-providing
therapist, this manual gives clear examples of how to discuss various components of
Behavioral Activation with a client.

Research on Behavioral Activation
Jacobson, N. S., Dobson, K. S., Truax, P. A., Addis, M. E., Koerner, K., Gollan, J. K.,
Gortner, E., & Prince, S. E. (1996). A component analysis of cognitive-behavioral
treatment for depression. Journal of Counseling and Clinical Psychology, 64, 295304.
This is the report of the original dismantling study. The report includes results from
treatment end and six-month follow-up. A discussion section suggests hypotheses to explain
the results.
Further research articles on Behavioral Activation are listed in the Reference section.
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Training and Supervision in Behavioral Activation
The Association for Behavioral and Cognitive Therapies (ABCT) is an interdisciplinary
organization dedicated to promoting a scientific approach to understanding and helping
individuals who struggle with depression and other problems in living. Many of the studies
on Behavioral Activation were first presented at an ABCT conference, and many Behavioral
Activation researchers and clinicians are also ABCT members. Training in Behavioral
Activation may be available through workshops at the ABCT Annual Convention. To learn
more, visit www.abct.org.
Christopher Martell, Ph.D., is a leading expert on Behavioral Activation living in
Washington state. He may be available for supervision and consultation. To learn more, visit
www.christophermartell.com
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Job Aid: Graphing Mood Ratings for Your Client
The Purpose of Graphing Mood Data
The computerized treatment program that you saw generated mood rating score graphs
instantly and asked the client to review and consider them. These graphs can be helpful in
doing face-to-face work with clients too, because the graphs show clients changes in their
own mood scores from week to week. This can open up several points for discussion with
your client.
Obtaining and Scoring Mood Data
You'll need to administer a mood assessment, like the Hamilton Rating Scale for Depression
or the Beck Depression Inventory, that you ask your client to complete on a weekly or
biweekly basis. You can do this during session, before session (ask them to arrive 10
minutes early and fill it out in the waiting room), or after session. See page 27 of your
manual for more information on mood rating scales.
A mood rating scale will come with scoring instructions. You will want to score the
assessment either on the spot, or after the client has left session. Some clinicians can score
these assessments quickly, while others need more time. If you find you need extra time to
add up the scores and calculate totals, you may wish to do this after the session is over.
Graphing Mood Data using Microsoft Excel (2007 version or earlier)
Create an Excel spreadsheet file using 2 columns. In the first column, enter the weeks of
treatment (week 1, 2, 3, 4, and so on). In the second column, enter the client's mood rating
score obtained each week.
Week of
Treatment

BDI
Score

1
2
3
4
5
6
7
8
9
10

38
36
30
24
20
12
12
9
5
5

You can also add additional columns with notes, the actual dates of session, or other
information you think is relevant.
Now comes the fun part: Highlight the mood score column, and go to "Insert / Chart."
Select "columns" for display.
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You will see a graph like this that shows you the client's mood score across weeks.
To add labels to your graph, right-click on the graph and select "Chart Options."
Select "Titles" to add labels to the X and Y axes, or add a title to the chart.
Select "Data Labels" and click "values" to add the actual score number above each column.

173
Graphing Mood Data by Hand
Graphing mood data by hand is also fairly easy and can give you the same result: a graph
you and the client can examine together. All you need is paper and pencil - a ruler is
optional. You can set this up ahead of time, before your client even completes the mood
rating scale for the first time.
Set up your graph by drawing the chart area, leaving space for mood ratings on the left
vertical axis and weeks of treatment on the horizontal axis.
Make evenly spaced hash marks on the mood rating axis to show possible mood ratings, and
make evenly spaced hash marks on the weeks of treatment axis to show the data you plan to
collect.

40

8

.

30

CO

£ 20
•a

o

10

2
U H

i

1

i

2

i

3

i

4

i

5

6

i

7

i

8

i

9

i

10

Weeks of Treatment

Each week, you and the client can plot the new mood score. You can do this together with
your client, or do it ahead of time before session starts.
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As treatment progresses, you can add new mood ratings to the graph, and draw lines
between them.
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You can also do this with columns, to make the graph look like the ones you saw in the
program. However, you will want a ruler to make the columns or they may look messy.

Reviewing the Graph with your Client
As in the program, one way to review these graphs is to present them to the client and ask
the client to interpret them After explaining how the graph works, ask your client
Are your moods changing over time9
Are these changes for the positive (fewer depression symptoms) or the negative9
Can you identify a reason for these changes9
Looking at this information, do you feel that treatment is working well9
Since this graph is for the client, you can also annotate it or mark it up as you discuss For
example, writing in notable events that may correspond to better moods
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Appendix E
Pre-Training Questionnaire
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Pre-Training Questionnaire
This questionnaire asks questions about you, your education and training, and your
experiences in treating depression. Please circle or fill in answers below.
DO NOT put any identifying information about any client or patient you serve on this
questionnaire.
a. Age:
b. Gender:
Male
Female
a. Ethnic or racial descriptor you feel describes you best:
AfricanAmerica
n or
Black

Asian or
AsianAmerican

Caucasian
or White

Hispanic
or
Latino/a

Multiracial

Native
American
or Alaska
Native

Native
Hawaiian
or Pacific
Islander

a. Educational Background:
Please list all degrees or certificates you have earned, beginning with the most recent:
Degree:
In (field of study):
Approximate date:
month,
year
Degree:
In (field of study):
Approximate date:

month,

year

Degree:
In (field of study):
Approximate date:

month,

year

Degree:
In (field of study):
Approximate date:

month,

year

Other:
Please
describe
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If you are a student, please enter the degree you are currently pursuing:
Degree:
In (field of study):
Anticipated completion date:
month,
year
b. How long have you been providing therapy or counseling?
years,
months

c. In what setting do you primarily provide therapy or counseling? Please select ONE:
Hospital
(inpatient)

Outpatien
t medical
setting

Managed
care
organization

Community
clinic or
agency

Primary
or
secondary
school

Private solo
practice

Training
clinic
affiliated
with
graduate
program
Private
group
practice

University
or college
counseling
center

Church,
synagogue,
mosque, or
religious
setting

University
or college
academic
counseling
center

Public mental
health system
setting (e.g.,
KCMHSAS)

Other: Please describe

a. Please describe your role(s) at this site.
For example, would you describe yourself as a clinic director, intern, trainee, therapist,
supervisor of trainees?
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b. What is your primary theoretical orientation, or approach to treatment? Please select
ONE:
Medical

Interpersonal

Behavioral

Family
Systems

CognitiveBehavioral

Religious /
spiritual

Cognitive

Existential/
humanistic

Social
learning

Psychodynamic /
psychoanalytic

Other: Please describe
Eclectic

a. To what extent do you use behavioral approaches or interventions in your work?
0

1

2

3

4

Not at all

A little

Somewhat

Considerably

Extensively

a. Of your typical caseload, what percent of your clients fit each age bracket?
Please enter % typical caseload below each
Infants
(up to
age 2)

Children
(ages 212)

Adolescents
(ages 1317)

Young
Adults
(ages 1825)

Adults
(ages 2664)

Older
Adults
(ages 65up)

a. Of your typical caseload, what percent of your clients suffer from symptoms of
depression?
%
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b. What forms of training and education have you received on the treatment of
depression?
Please select ALL THAT APPLY:
Topic was
discussed
in ONE
course in
my
training
program

Topic was
discussed in
MULTIPLE
courses in
my training
program

Read
textbooks

Read case
studies

Received
specialized
training
(e.g.
rotation in
mood
disorders)

Attended
medical
workshops

Received
supervision
on a case
where I
provided
treatment

Received
consultation
from
colleagues
on a case
where I
provided
treatment

(#)

Attended
medical
conference
presentations:

Attended
therapy
workshops:

Attended
therapy
conference
presentations:

Read
treatment
guides
or
manuals

(#)
(#)

(#)
Other: Please describe

a. Have you taken a class or workshop that prepares you to provide Behavioral Activation
therapy for depression?
Yes
No
a. Have you provided Behavioral Activation therapy?
Yes
No
a. Have you received supervision on conducting Behavioral Activation?
Yes
No
a. Have you read books or articles about Behavioral Activation, such as Martell and Addis'
book called Depression in Context, or Jacobson's 1996 dismantling study of Cognitive
Therapy?
Yes
No
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Below are some treatment strategies used in the treatment of depression. For each,
please rate how likely you would be to use each strategy with a depressed patient or
client.
0

1

2

3

4

Not at all

A little

Somewhat

Considerably

Extensively

a.

Discussion of medication

b.

Discussion of neurotransmitters or brain chemicals in depression

c.

Assessment of depression symptoms using a standardized measure, such as the

Beck Depression Inventory
d.

Repeated assessment of depression symptoms throughout therapy

e.

Discussion of the client's values or goals

f.

Formulation of explanations or conceptualization of the client's symptoms

g.

Discussion of the relationship between the client's thoughts and current mood

h.

Discussion of the relationship between the client's past experiences and current

mood
i.

Discussion of the relationship between the client's actions or behavior and current

mood
j.

Prayer with the client in session

k.

Prayer for the client outside of session

1.

Tasks designed to help the client become more active

m.

Tasks designed to help the client improve relationships in his/her life

n.

Tasks designed to help the client test cognitive hypotheses or beliefs

o.

Tasks designed to help the client regain spiritual feelings

p. Do you feel comfortable using a computer keyboard?
Yes

No

a. Do you feel comfortable using a computer mouse to point and click?
Yes

No
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Appendix F
Evidence-Based Practice Attitudes Scale

184

EBPAS
Instructions: The following questions ask about your feelings about using new types of
therapy, interventions, or treatments. Manualized therapy, treatment, or intervention refers to
any intervention that has specific guidelines and/or components that are outlined in a manual
and/or that are to be followed in a structured or predetermined way. Indicate the extent to
which you agree with each item using the following scale.

Item

Not at All

To a Slight Extent

0

1

Agreement

To a Moderate
Extent
2

To a Great Extent
3

To a Very Great
Extent
4

Question

1.

I like to use new types of therapy/interventions to help my clients.

2.

I am willing to try new types of therapy/interventions even if I have to
follow a treatment manual.

3.

I know better than academic researchers how to care for my clients.

4.

I am willing to use new and different types of therapy/interventions
developed by researchers.

5.

Research based treatments/interventions are not clinically useful.

6.

Clinical experience is more important than using manualized
therapy/interventions.

7.

I would not use manualized therapy/interventions.

8.

I would try a new therapy/intervention even if it were very different
from what I am used to doing.

For questions 9—15:
If you received training in a therapy or intervention that was new to you, how likely would
you be to adopt it if:
9.
it was intuitively appealing?
10.
it "made sense" to you?
11.
it was required by your supervisor?
12.
it was required by your agency?
13.
it was required by your state?
14.
it was being used by colleagues who were happy with it?
15.
you felt you had enough training to use it correctly?
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Appendix G
Knowledge Assessment
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KNOWLEDGE ASSESSMENT
For each item, please read the instructions and check off as many answers as you think are
consistent with the principles of Behavioral Activation Therapy for Depression. Since you have not
learned about Behavioral Activation yet, you are not expected to know all the answers! Please do
your best, however, with the knowledge you have.
Please check each statement that you think is correct (check all that apply).
1. Behavioral Activation attempts to treat depression by:
a.

Helping to change actions, which will change thoughts and moods

b.

Helping to change thoughts, which will change moods and behavior

c.

Helping to develop consistency between emotions and behaviors

d.

Helping clients to think in a more pro-active manner

2. According to the principles of Behavioral Activation, which of the following can be
controlled directly?
a.

Your thoughts and feelings

b.

Your actions (or behaviors)

c.

John's worrying about paying his rent on time

d.

John's calling his landlord

e.

Choosing to view life as a series of opportunities

f.

Asking someone out on a date

3. According to the principles of Behavioral Activation, you should fill out a log of your
activities which includes:
a.

A rating of how many negative thoughts you had while doing an activity, so
you can avoid that activity in the future

b.

A rating of the mood you experienced while doing each activity, so you can
identify activities that help you to feel better
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4. Identify which of the following are values, as opposed to goals, according to the
principles of Behavioral Activation:
a.

Graduating from college

b.

Having a strong relationship with your children

c.

Getting up the courage to ask your boss for a raise

d.

Being ambitious in your professional life

5. Which of the following statements are true, from the perspective of Behavioral
Activation?
a.

It is important to identify values that can be readily achieved, rather than
values that are too lofty and abstract

b.

Values serve as guides or benchmarks for measuring how well we are living
our lives

c.

Living a valued life by creating consistency between actions and values is an
important part of beating depression

d.

It is important for your values to be consistent with those of other people
around you, your family or community

e.

Some people's values are better or more moral than others; you should strive
for the most moral values you can

f.

There is no right or wrong set of values; every individual just has a unique set
of values

g.

Everyone's values are their own and do not need to conform to what other
people view as important

6. In Behavioral Activation a therapist asks clients to compute a "consistency score."
Your consistency score measures how:
a.

Consistently you have been having depressive thoughts

b.

Consistent your actions are with your values
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7. Behavioral Activation uses the mnemonic "the two C's" when discussing values. "The
two C's" are:
a.

Cognition (your values should be associated with positive thoughts) and
concentration (concentrate on your values as you go through life, to develop
connections between your actions and values)

b.

Compass (your values guide your actions) and consistency (by working to
establish a pattern of actions that are consistent with your values, you will lead a
valued life)

8. Homework in Behavioral Activation might include:
1.

Writing down 15 activities that are consistent with your values

2.

Identifying sad thoughts that are inconsistent with your values

3.

Writing down early experiences that shaped your values

4.

Completing 5 activities that are consistent with your values

9. Bob states publicly that he values spirituality and family, but almost never attends
church services and rarely sees his family, from whom he is estranged. A Behavioral
Activation therapist might suggest which of the following activities?
a.

Start to rethink his values. If he doesn't spend time in church or with his
family, he probably doesn't really value either

b.

Take a look at Bob's recollection of events; try to identify some areas where he
misperceives reality and correct them

c.

Ask Bob what activities he could plan into his schedule that are consistent with
his values, (attending church, or visiting his children)

d.

Suggest that Bob review his consistency score and valued living questionnaire.
Values are guides for our future actions
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10. Which of the following items are true, according to the principles of Behavioral
Activation?
a.

Depression, in some ways, can be thought of as a consequence of avoiding
problems and allowing them to build up over time

b.

If you are a person who is prone to depression, you are likely to misinterpret
normal situations as big problems

c.

When faced with problems in life, like losing your job, set the highest goals
possible; whatever doesn't kill you makes you stronger

d.

Setting smaller goals is likely to maximize your chance of succeeding. The key
is to break down loftier goals into achievable steps

e.

Depressed people have a bias for negative information, so it's best to avoid
thinking about your problems and just live your life

f.

Take a proactive stance and solve problems, rather than avoiding them and
allowing them to pile up and intensify depression

11. Check the following strategies that are consistent with the approach to problem
solving that is taught in Behavioral Activation:
a.

Thinking of as many different possible solutions to the problem as you can

b.

Taking small steps that you can accomplish to solve a problem

c.

Taking an approach that is consistent with your values

d.

Identifying early experiences that may be distorting your perception of the
problem

e.
f.

Focusing on what you can do instead of what you can't do

Asking yourself whether your appraisal of the problem is accurate before you
try to solve it
g.
Asking yourself whether your problem is prompted by past experiences you
have almost forgotten
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12. According to Behavioral Activation, the acronyms TRAP and TRAC include which of
the following?
a.
TR=Your "typical reaction"
b.

AC="acceptance and commitment"

c.

AP= "appraisal problems"

d.

TR="trigger," "response"

e.

AP= "avoidance pattern" or "avoid problems"

f.

AC= "alternative coping"

13. According to Behavioral Activation, you should select activities based on which of the
following criteria?
a.

It is an activity you have never tried before

b.

You are likely to enjoy the activity

c.

You are likely to be able to accomplish the activity

d.

It is an activity that the "ideal you" would find easy

e.

You used to enjoy the activity, but have not lately

f.

The activity is a social activity that includes other people

14. Which of the following steps for setting goals are consistent with the principles of
Behavioral Activation?
a.

Waiting until you feel really motivated before pursuing your goals

b.

Avoid congratulating yourself before you have accomplished your biggest
goals

c.

Making a comprehensive list of goals that you personally (not other people)
value

d.

Breaking goals down into small, sequential steps that you are likely to be able
to achieve

e.

Remembering back to times you have failed, so as to avoid making the same
mistakes

f.

Schedule a day to begin with the very first step that you identified
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Instructions for Performance-Based Role Play
We'd like to ask you to participate in a series of three role-play assessments. In each, we will
ask you to perform a specific component of Behavioral Activation, with a depressed therapy
client who will be played by a trained research assistant. For each role-play, we will give you a
client sketch with details about the client you will interact with, and a set of instructions about
what we'd like you to do. With your permission, we will videotape your role-play interactions.
Only study staff will have access to this videotape.
This may seem awkward to you. Please just do your best, and know that only study staff will
have access to the videotape. Should you become uncomfortable during the interaction or feel
that you want to end it, you may say so, and the role play will end immediately. We will do
each of the three role-plays separately, so you can take a break in between.
Do you have any questions?

SCENARIO 1: Providing the BA Rationale for Treatment
INSTRUCTIONS
You have determined that your client is suffering from depression, based on [his/her]
complaint of decreased motivation, negative moods, and loss of enjoyment in activities she
used to enjoy. Your task is to present the Behavioral Activation rationale for treatment to
this client. Explain the connection between actions and feelings and tell [him/her] how you
will work together to help [him/her] feel better by changing [his/her] her activities.

You have up to 15 minutes to do this.

When you feel that you are done, say "I'm finished."
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SCENARIO 2: Assigning the Activity Log
INSTRUCTIONS
After conducting some assessment, you have determined that your client suffers from
depression. Your task is to assign an Activity Log to your client as homework so that you
and the client can understand how the client's behavior affects [his/her] mood. Tell the client
what you want [him/her] to do, when to do it, and how. Remember to explain the purpose of
the assignment as it relates to treatment.

Wrap up at the end of your interaction as if it were the end of your therapy session.

You have up to 15 minutes to do this.

When you feel that you are done, say "I'm finished."
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SCENARIO 3: Selecting Values-Consistent Activities Using the VLQ
INSTRUCTIONS
Last week, you asked your client to complete a Valued Living Questionnaire to identify
[his/her] most important values in life. [He/She] worked on this outside of session, at home.
This week, [she/he] is bringing the completed Questionnaire back to show you, with a
description of each valued area and a rank-order list of the valued areas. You happen to
know that this client has not been acting consistently with [his/her] values. Now, you want
[him/her] to begin doing more things in [his/her] daily life that are consistent with [his/her]
values.

Remind your client of the connection between being consistent with [his/her] values and
leading a more meaningful, less depressed life. Then, explain to [him/her] that you'll use the
information from [his/her] out-of-session work to guide [his/her] selection of new activities.
Using the client's top 3 valued areas, help the client select 2 new activities and schedule
them into the upcoming week. You can select activities from the list provided or generate
your own ideas with the client. As you do this, remember to help the client select activities
[he/she] can succeed in performing.

Wrap up the interaction as if it were the end of a therapy session.

You have up to 25 minutes to do this.

When you feel that you are done, say "I'm finished."
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Client Sketch for PBRP
Below is some information about your client.
NAME:

Sarah Jacob

AGE: 25
OCCUPATION: Daycare provider at local agency
MARITAL STATUS: Single
Sarah presented at your clinic reporting feelings of sadness, fatigue, thoughts of
worthlessness, and lack of energy that have persisted nearly every day for over six weeks.
Although she states that her friends and family are important to her, Sarah reports that she
has not had a social outing with friends or family in several weeks. She has been
uninterested in music and reading, two other former hobbies. She reports that she has
stopped attending a jazz dance class after a strained ankle, which has now healed.
Sarah continues to go to work at her daycare job, but reports that she is frequently irritable
with her class and her co-workers, and has stopped attending social outings with them after
work. In addition, she has been late to work several times due to oversleeping in the
morning, after staying up late most nights during the week. Although she would like to date,
Sarah reports feeling hopeless that she will meet "a nice guy" and frustrated that she lacks
the energy to pursue dating.
At her first appointment with you, Sarah expressed high levels of concern about her feelings
of sadness, fatigue, and worthlessness, and expressed hopelessness that she could feel better.
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Client Sketch for PBRP
Below is some information about your client.
NAME:

Steve Pearson

AGE: 25
OCCUPATION: Full-time recreation coach at the YMCA, teaching fitness classes, swim
instruction, etc.
MARITAL STATUS: Single
Steve presented at your clinic reporting feelings of sadness, fatigue, thoughts of
worthlessness, and lack of energy that have persisted nearly every day for over six weeks.
Although he states that friend and hobbies are important to him, Steve reports that he has not
had a social outing with in several weeks. His ex-girlfriend, Pam, broke up with him six
weeks ago. Since then he has been gradually feeling more depressed, and doing fewer things
that he enjoys. Although he used to play drums in a band, the band leader moved away and
since then Steve has not found another group to play with. He has also stopped working out
and running, apart from his job-related activities at the YMCA, and he feels embarrassed
about his loss of muscle tone. Despite his lack of exercise, he has lost 10 pounds due to
decreased appetite.
Steve continues to go to work at the YMCA, but reports that he is frequently late to work
due to oversleeping. He has developed a habit of staying up late watching late-night TV. He
knows that his lateness to work is an inconvenience to co-workers, and he feels embarrassed
about this. He has stopped attending social outings with them after work.
Although he would like to date again, Steve feeling hopeless that he will meet "a nice girl"
and states that he doesn't know how to meet girls. His ex-girlfriend, Pam, was a college
friend.
At his first appointment with you, Steve expressed high levels of concern about his low
energy, feelings of fatigue, sadness, and worthlessness, and expressed hopelessness that he
could feel better.
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Client Sketch for PBRP
Below is some information about your client.
NAME:

Josh Smith

AGE: 23
OCCUPATION: Part-time restaurant server. Recent college graduate.
MARITAL STATUS: Single
Josh presented at your clinic reporting feelings of sadness, fatigue, thoughts of
worthlessness, and lack of energy that have persisted nearly every day for over six weeks. He
notes that his life has changed quite a bit in the last few months, and states that he misses his
college friends. Josh used to live in an apartment with 5 friends, all members of the varsity
football team. They were often together, at practice, in class, and in leisure time. Although
Josh has graduated, his younger teammates continue to live on campus and enjoy each
other's company. Josh feels left out and disconnected from them now that he no longer sees
them at practice, and he states that he doesn't know how to connect with them now. Josh is
living now with one roommate, also a recent college graduate, but his roommate is often
with his girlfriend, and is not a frequent source of companionship.
Josh works part-time as a server at a local restaurant, but would like a job that is more
fulfilling and challenging. In the current economy, he says he is struggling to find
something, and is about to give up looking. He has stopped working out and running as
routinely as he once did, now that this is not built into his life through football practice, and
he feels badly about this but can't seem to get a new fitness routine started.
At his first appointment with you, Josh expressed high levels of concern about his low
energy, feelings of sadness, fatigue, and worthlessness, and expressed hopelessness that he
could feel better.
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Client Sketch for PBRP
Below is some information about your client.
NAME:

Jen Parker

AGE: 23
OCCUPATION: Part-time server at a local restaurant. Recent college graduate.
MARITAL STATUS: Single
Jen presented at your clinic reporting feelings of sadness, fatigue, thoughts of worthlessness,
and lack of energy that have persisted nearly every day for over six weeks. She notes that her
life has changed quite a bit in the last few months, and states that she misses her college
lifestyle. Jen used to live in an apartment with several girlfriends, all of whom studied and
relaxed together. Now that Jen has graduated college, she has moved to a smaller apartment
with one roommate, who is enrolled in a graduate program and is often too busy studying to
hang out with Jen. Jen was an avid photographer in college, but has lost access to the
campus darkroom and has not been able to find another area to develop her film. In addition,
she reports that she misses the mental stimulation of college - she and her roommates were
always discussing their classes together.
Jen has been sleeping poorly, and reports that she has lost a few pounds. She states that she
has been eating less than usual, and exercising much less. Although she would like to start
jogging again, she says she's not sure how, or where to go jogging.
Jen reports that she would like a better paying, more challenging job, but has not been able
to find one. In the current economy, she says she feels ready to give up.
At her first appointment with you, Jen expressed high levels of concern about her feelings of
loss, sadness, and worthlessness, and her low energy. She expressed hopelessness that she
could feel better.
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Actor's Manual
This study involves therapists, counselors, religious leaders, medical students, and graduate
students as research participants. The research participant, acting as a therapist, will be asked
to interact with a therapy "client" (a study actor like you) and will be given a task or a
discussion topic. We will be videotaping and watching these role-plays to examine the
research participant (therapist)'s behavior.

Your role:
•

Study actor playing a therapy client

Your job is to:
•

Interact with the therapist (research participant) in character

What will this acting job look like?
You will be given a character, with a name and history. Each time a research participant
comes in to do an assessment, he or she will have 3 different therapy conversations with a
study actor, so you will be asked to interact in character for 3 different situations.

You will have to:
•

Learn your character

•

Present your character's feelings and experiences accurately and consistently

•

Think about some examples of day-to-day activities your character might engage in,
and how your character might describe his or her emotions

•

Present your character the same way every time you do a role-play

•

Answer questions about your feelings and experiences, based on your character

•

Ask your therapist questions if you do not understand what he/she is saying

202
Your job is NOT to:
•

"Lead" the therapist in any way, or attempt to get him/ her to say a certain thing

•

Anticipate the therapist's moves

•

Be "hard" on a therapist

•

Be "easy" on a therapist

Why is it so important to stay consistent in every role play?
In this research study, the therapist's behavior is our dependent variable, or how we will
measure our study's results. Your behavior will affect the therapist's behavior. Therefore,
changes in your behavior between research participants could be a confound to our study if
you stray from your role as a depressed therapy client.

How can you stay consistent?
STAY "BLIND" TO STUDY DETAILS: The research team is going to keep you "blind" to
the study's hypotheses and goals as much as possible, by not discussing the study's details
with you until AFTER all data has been collected. We ask that you maintain this by NOT
asking other graduate students or research team members about the study, attempting to read
up on therapy techniques, or attempting in another way to "figure out" what's going on.
Should someone else try to tell you about the study's details, please remind them you're a
study actor and need to stay blinded to the details. When data collection is over you will be
debriefed about the study's hypotheses.

LEARN THE PRINCIPLES: Your training will include information on depression and
videotaped examples of individuals suffering from depression. Learn these principles so you
know how a depressed person might react to a therapist's question or statement.

ACT AS IF EACH TIME IS THE FIRST TIME: You will be having similar conversations
with various therapists. Over time you will probably notice patterns in what the therapist
asks you to talk about. Try not to anticipate what the therapist might be about to do next -
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instead, act as if this is the first time your character is having this kind of interaction. For the
research participant (therapist), they are interacting with a new therapy client and having this
conversation for the first time. It is imperative that you act as if this is YOUR first time
having this conversation too.
RESPOND FLEXIBLY: Each time you have a conversation with a therapist, it is a new and
different interaction. Respond to what is going on in the interaction that is happening right
now, rather than what you expect to happen or what happened in your last conversation. Be
flexible - if the therapist starts a conversation about ducklings, you will need to talk about
ducklings in character.
However, above all, you need to respond like a real person. If something the therapist says
does not make sense, or is confusing, you should respond naturally. For example, if you
think the therapist talking about ducklings has nothing to do with your (your character's)
depression, you should let the therapist know!

REVIEW OF TAPES: The research team will be reviewing tapes of your interactions with
participants to see if you are "drifting" from your role, acting as if you have heard this
conversation before, or making things harder or easier for the research participant. We will
be giving you feedback about how you are doing and helping you to adjust your
performance, if needed.
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Video Watching
You will be asked to watch several videos depicting people struggling with depression.
What do you notice about each? Take notes in the categories below as you watch.
VIDEO:
Posture - how is the person sitting in the chair?

Facial expression - does the person change his/her expression? Is it generally positive
or negative? Describe the facial expressions you saw, briefly.

Tone of voice - how does the person "sound"?

Rate of speech - how fast or slow is the person's speech? Are there pauses or breaks?

Latency in conversation - how long does it take this person to reply to a question?

Utterance length - how long are this person's responses to questions?

Conversation depth - how detailed are this person's responses to questions?

How do you feel (emotionally) after watching this tape?
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Appendix K
Actor Drift Checklist
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Actor Checklist - Scenario 1
Overt Indicators of depression: (e.g. Slowed speech, Negative facial expression, Lack of emotional
expression in voice, Slumped posture/ yawning / fatigue)
Circle One:

0 - Actor's presentation consistent with someone who is mildly/not symptomatic
1 - Actor's presentation consistent with moderate depression
0 - Actor's presentation consistent with severe depression, needs to "dial down"

Passive resistance:
Therapist prompt for
behavior or attitude
change (write N/A if none
occurred)

Passive resistance (I don't
know, I can't, it's too hard,
they won't want to see me, etc)

Actor agrees
after coaxing

Actor
agrees
immediately

Statements of hopelessness (Ex: It doesn't matter, it won't get better, I can't feel better, etc)
Circle One:

0 - Actor's presentation consistent with someone who is mildly/not symptomatic
1 - Actor's presentation consistent with moderate depression
0 - Actor's presentation consistent with severe depression, needs to "dial down"

Programmed statements (Do you think it's my fault I'm depressed?)
Circle One:

1 - Occurred, seemed appropriate
0 - Occurred, did not seem appropriate to conversation
0 - Did not occur

Contingent responding:
BA Component

Actor avoids "leading" or
probing for this statemt

Actor asks for clarification if
needed

Relationship between activity
and mood
Need for activity to improve
client mood
Relationship between action
and motivation
Generating content:
Circle One:
1 - Actor generates appropriate, believable content when prompted
0 - Actor does not generate appropriate or believable content
SCORING
Acceptable
Category
Score Total possible
1
Indicators of depression
1
1
Statements of hopelessness
1
1
Statements of passive resistance
Unlimited
1
Programmed statement
1
3
Contingent responding
6
1
Generating content
1
TOTAL
11+
8

Improve by:
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Actor Checklist - Scenario 2
Overt Indicators of depression: (e.g. Slowed speech, Negative facial expression, Lack of emotional
expression in voice, Slumped posture/ yawning / fatigue)
Circle One:

0 - Actor's presentation consistent with someone who is mildly/not symptomatic
1 - Actor's presentation consistent with moderate depression
0 - Actor's presentation consistent with severe depression, needs to "dial down"

Passive resistance:
Therapist prompt for
behavior or attitude change
(write N/A if none occurred)

Passive resistance (I don't
know, I can't, it's too hard,
they won't want to see me, etc)

Actor agrees
after coaxing

Actor agrees
immediately

Statements of hopelessness (Ex: It doesn't matter, it won't get better, I can't feel better, etc)
Circle One:

0 - Actor's presentation consistent with someone who is mildly/not symptomatic
1 - Actor's presentation consistent with moderate depression
0 - Actor's presentation consistent with severe depression, needs to "dial down"

Contingent responding:
BA Component

Actor avoids "leading" or probing
for this statemt

Actor asks for clarification if
needed

Relationship between
activity and mood
How to fill out the Log
How detailed to be in filling
out the Log
When to fill out Log
Purpose of assignment
Generating content:
Circle One:
1 - Actor generates appropriate, believable content when prompted
0 - Actor does not generate appropriate or believable content
SCORING
Category
Score Total possible
Acceptable Improve by:
1
Indicators of depression
1
1
Statements of hopelessness
1
1
Statements of passive resistance
1
Contingent responding
5
10
1
Generating content
1
9
TOTAL
14
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Actor Checklist - Scenario 3
Overt Indicators of depression: (e.g. Slowed speech, Negative facial expression, Lack of emotional
expression in voice, Slumped posture/ yawning / fatigue)
Circle One:

0 - Actor's presentation consistent with someone who is mildly/not symptomatic
1 - Actor's presentation consistent with moderate depression
0 - Actor's presentation consistent with severe depression, needs to "dial down"

Statements of hopelessness (Ex: It doesn't matter, it won't get better, I can't feel better, etc)
Circle One:

0 - Actor's presentation consistent with someone who is mildly/not symptomatic
1 - Actor's presentation consistent with moderate depression
0 - Actor's presentation consistent with severe depression, needs to "dial down"

Activity scheduling: (write N/A if therapist does not prompt
Programmed Statement
Context-dependent
(circle)
statement (eg therapist
says "activity consistent
with value of " and
client generates one
I don't know
Run 10 miles 6 times
New casino

for activity selection)
Actor avoids adding
values to activity
UNLESS therapist brings
it up

Generating content:
Circle One:
1 - Actor generates appropriate, believable content when prompted
0 - Actor does not generate appropriate or believable content
SCORING
Category
Score Total possible
Acceptable
1
Indicators of depression
1
1
Statements of hopelessness
1
Activity scheduling
Unlimited
2
1
Generating content
1
TOTAL
5+
5

Improve by:
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Appendix L
Behavioral Activation Adherence and Competence Scale Coding Manual
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CODING MANUAL
Performance-Based Role Play (PBRP)
Alternate title: Behavioral Activation Adherence and Competence Scale (BAACS)

Purpose
This performance-based role-play (PBRP) measure is designed to identify whether clinicians
are adhering to protocol in administering Behavioral Activation (BA) therapy for depression,
and if they are doing so in a competent manner. This scale will be used in Suzanne Decker's
dissertation study and Matthew Jameson's thesis study to examine the efficacy of a multimedia therapy package, Building a Meaningful Life through Behavioral Activation, as a
training tool for clinicians, counselors, and religious leaders who interact with individuals
suffering from depression.
Items on this scale are designed to capture a few of the most relevant components of BA
delivery in an efficient manner. Items on this scale are designed to reflect only those
contained in Building a Meaningful Life through Behavioral Activation, and do not include
BA components that are not contained in the program.

Development
Items for this scale were generated from review of Building a Meaningful Life through
Behavioral Activation and from BA literature, and were reviewed by the principal
investigators. The use of this type of performance-based scale in a dissemination trial has
been demonstrated by Linda Dimeff and colleagues (2007) in an examination of a
computerized training program for skills coaching in Dialectical Behavior Therapy. The
format of this scale is adapted from the Yale Adherence and Competence Scale-II,
developed by Kathleen Carroll and colleagues (2006) to measure therapist competence in
delivering several substance abuse interventions.

Scale Content
Items on this scale fall into four categories, as suggested by Waltz and colleagues (1993):
1. Interventions, behaviors, or processes that are U n i q u e a n d e s s e n t i a l t o

BA
(e.g., stating that behavior needs to change before feelings of depression will lift)
2. Interventions, behaviors, or processes that are e s s e n t i a l b u t n o t U n i q u e

toBA
(e.g., displaying a collaborative attitude towards treatment)
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3. Interventions, behaviors, or processes that are a c c e p t a b l e b u t n e i t h e r

essential nor unique
(e.g., chatting before session begins or engaging in small talk with the client)
4. Interventions, behaviors, or processes that are p r o s c r i b e d .
Examples of proscribed interventions would be those that should not occur in any
therapy (e.g., discussion of clearly irrelevant topics) and interventions that should not
occur in BA (e.g., stating that the client shouldn't try new things until she feels
motivated to do so)
Because the BAACS is intended to address therapist skill in delivering BA, all items focus
exclusively on specific, observable therapist behaviors, rather than client behaviors.

How to Use the Rating Scale: Data Collection
This rating scale is designed to be used with three separate role play tasks, in which a
trained research assistant acts as a depressed therapy client. The participating therapist will
be given a written description of a client and a description of what he or she will be asked to
do in the role play interaction, then asked to interact with the research assistant. This
videotaped interaction will be rated by trained doctoral-level graduate students using this
Rating Scale to assess the participating therapist's level of adherence to BA and competence
in delivering the components of BA.
Each role play asks the participating therapist to perform a component of BA:
S c e n a r i o 1: The therapist is asked to deliver the B A rationale for
treatment to a client.
S c e n a r i o 2: The therapist is asked to assign an Activity Log as
homework to a client.
S c e n a r i o 3: The therapist is asked to assign values-consistent activities
to a client, given the client's completed Valued Living Questionnaire.

How to Use the Rating Scale: Data Coding
For each of the three role play scenarios, discrete therapist behaviors that would occur
during a correct delivery of this BA component have been identified. Each discrete therapist
behavior is described below as an "item" and described in detail in Item Descriptions.
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Each Item Description contains examples of therapist behavior that meet criteria for that
Item, and "nonexamples" of therapist behaviors that appear similar to the Item but do not
fully meet criteria. Raters should review these examples and nonexamples carefully to assist
them in determining whether a therapist behavior fully meets criteria as in the Item
Description.

How Points Are Awarded
Using the Item Descriptions, raters will award points for occurrences of therapist behavior
that "meets criteria" for that Item.
Raters will not deduct or take away points using this Rating Scale.
Relevant therapist behavior that fits an Item Description cannot be "spoiled." Therefore, if a
participating therapist emits a behavior that does not meet criteria for an Item, then follows it
with a behavior that does meet criteria for that Item, the therapist is awarded a point for the
appropriate behavior. No point is deducted for the inappropriate or incomplete prior
behavior, even if it occurs with close temporal proximity to the appropriate behavior.

Proscribed / Inappropriate Behavior
For Scenarios 1 and 3, discrete therapist behaviors that would be inappropriate during a
delivery of that BA component have also been identified. These are listed as Proscribed
behaviors. As with appropriate therapist behavior, raters will determine if a therapist
behavior "meets criteria" for a Proscribed Item.
Raters will award points on a separate subscale for occurrences of these Proscribed therapist
behaviors.
As with "non-criteria-meeting behavior," Proscribed behavior does not "spoil" appropriate
therapist behavior. Therefore, if a therapist emits a proscribed statement, then follows it with
an appropriate statement, both the proscribed statement AND the appropriate statement are
coded as in the Item Descriptions.
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Format of the Rating Scale
Items are rated on two dimensions:
A d h e r e n c e : This is a measure of how frequently or extensively the therapist performed
the described behavior. A higher score indicates more frequent or extensive performance of
the therapist behavior.
C o m p e t e n c e : This is a measure of how skillfully therapist performed the behavior. A
higher score reflects more competence or skill.
The two-part rating process acknowledges that a therapist may deliver the appropriate
behavior, but in an unskillful way (e.g., without elaboration, examples, or responsiveness to
client input on the issue). The correlation between adherence and competence subscales,
therefore, is expected to be positive but not necessarily high.

Rating Guidelines - Adapted from YACS-II
(Carroll et al., 2006)

1. Rate Observable Therapist Behaviors
Items refer to therapist's behaviors, not the client's behavior or the client's responses
to therapist behavior. In rating therapist behaviors, the rater should consider what the
therapist actually did or said. How the client responded is not relevant for rating therapist
behavior.
An item should be rated only if it occurred explicitly, not if it was implied or if an
opportunity for the behavior occurred. Raters should have specific examples in mind to
substantiate their ratings for each session. Raters should consider the occurrence of therapist
behavior throughout the entire assessment session.

2. Avoid Haloed Ratings
This adherence/competence rating scale is designed to describe the therapist's
behavior in the session. Therefore, the rater must rate what actually occurred, and not what
ought to have occurred from the rater's perspective. The rater must apply the same standards
for rating an item regardless of:
(1) other behaviors the therapist engaged in during the same session
(2) ratings given to other items
(3) how skilled the rater believes the therapist to be
(4) how much the rater likes/dislikes the therapist
(5) ratings given to the same therapist on other tapes
(6) the rater's perception of whether the taped assessment session was conducted
before or after training
(7) the rater's perception of how well the therapist "should" be demonstrating BA
Raters will be blinded to the participant's status in the study and will not be told whether the
tape they are rating is from a pre- or post- intervention assessment.
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3. Use the Item Descriptions to Rate Therapist Behavior on All
Items
A therapist's statement or question may be relevant to several items on this scale.
Because items may overlap in terms of coverage, the same therapist behavior that is rated on
one item may also apply to another item. Raters should code their observation on all items
that apply. For example, a therapist presenting the BA rationale for treatment may tell a
client, "You're going to have to commit to changing your behavior, and it's not going to be
easy!" This sentence includes both committing to changing behavior, and acknowledgement
that behavior change is difficult. Raters should include this statement when rating both
items.

4. Use the Coding Manual During Each Rating
To prevent drift, it is strongly recommended that all raters regularly review the
Coding Manual, and have it next to them when rating a session. The Coding Manual was
written to facilitate easy and clear rating. It contains definitions, guidelines, and specific
examples. It is imperative that raters become completely familiar with the item definitions
before rating assessment sessions.
If raters are uncertain about how to rate what the therapist has said, the raters should
stop the tape and reference the Coding Manual to isolate the best-matched item descriptors.
If further clarification is needed, then the coder should consult with one of the investigators
(Suzanne Decker or Matthew Jameson). Throughout this process raters must exercise their
judgment to clarify subtle differences between items and to make conclusions about final
ratings.

5. Review the Entire Assessment Session, Tally Therapist Behaviors,
and Take Notes Before Making A Rating
Raters should view the entire assessment session before making final ratings. As they
view to the session, raters should make tally marks and take notes to indicate when a
relevant therapist behavior has occurred. Note taking may facilitate better ratings both for
the Adherence and Competence subscales.

6. Rate Every Item Using Whole Numbers
This scale is designed so that every item is rated for every therapy session. Do not
leave any item blank. Use only whole numbers, and follow directions for what to do if a
therapist behavior did not occur.

7. Rating Adherence vs. Rating Competence
For all items, raters must distinguish between (1) Adherence, and (2) Competence of
therapists' behaviors. Adherence is defined as whether the therapist behavior occurred, and
with what frequency or extensiveness. Competence is defined as the skill with which the
therapist performed the behavior described. Examples and nonexamples for both Adherence
and Competence are provided in the Item Descriptions for each item on the scale.
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Adherence Items
For all Items, the Adherence rating start point is "0."
The coder should assign a rating of greater than "0" only if the
therapist demonstrates examples of the behavior described in the
item.
The coder must be able to provide examples of the relevant therapist
behavior described in each item.

Itemized Competence
For each item on the scale, specific item descriptions will provide a number of factors that
would enhance therapist competence (e.g., use of examples).
Raters must observe the occurrence of these factors, determine whether each one meets the
criteria listed in the item description, and determine
The final Competence score will be a sum representing the number of times the therapist
performed a competence-enhancing behavior for that item.
In general, the Competence rating for each item will correspond to the following skill levels:

Rating of:
9 — D i d n o t OCCUr. If the Adherence score for this item is 0, indicating the
therapist behavior did not occur, select this for the Competence score.
0 — N o t at all. The therapist behavior described in the item occurred, without
any additional competence factors.
1 — A little. The therapist displayed a minor amount of skill in implementing
this behavior, as outlined in the item description.
2 — S o m e w h a t . The therapist displayed some skill in implementing this
behavior, as outlined in the item description.
3 — C o n s i d e r a b l y . The therapist behavior occurred with a modest degree of
skill, as outlined in the item description.
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4 — E x t r e m e l y . The therapist behavior occurred with a high degree of
expertise, as outlined in the item description.

Subjective Competence Rating
For each adherence item on the scale, the rater will give a Subjective Competence rating
indicating how well the therapist performed the adherence behavior.
Raters should assign a Subjective Competence score of 3 (adequate) unless otherwise
indicated by lack of skill or additional skill.
In general, the Subjective Competence rating for each item will correspond to the following
skill levels:

Rating of:
9 — D i d n o t OCCUr. If the Adherence score for this item is 0, indicating the
therapist behavior did not occur, select this for the Competence score.
1 — V e r y P o o r . The therapist behavior described in the item occurred in an
unacceptable or 'toxic' manner.
2 — P o o r . The therapist behavior described in this item occurred with lack of
expertise, lack of apparent therapist understanding, poor timing, or unclear language.
3 — A d e q u a t e The therapist behavior described in this item occurred with an
adequate level of competence. This is the baseline score for therapist behavior and
represents a "good enough" therapist performance of this item.
4 — G o o d . The therapist behavior described in this item occurred with an above
average degree of skill or fluency. This score is reserved for a therapist performance
that is superior to adequate.
5 — E x c e l l e n t The therapist behavior described in this item occurred with a high
degree of expertise, skill, or fluency. This score is reserved for a therapist
performance that appears expert.
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CODING FOR SCENARIO 1: Providing the BA
Rationale for Treatment
SCENARIO INSTRUCTIONS TO PARTICIPANT
You have determined that your client is suffering from depression, based on his/her
complaint of decreased motivation, negative moods, and loss of enjoyment in activities
he/she used to enjoy. Your task is to present the Behavioral Activation rationale for
treatment to this client. Explain the connection between actions and feelings and tell
him/her how you will work together to help him/her feel better by changing his/her
activities. You have up to 15 minutes to do this.
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ITEM 1: With what frequency did the
therapist make a general or orienting
statement to the effect that actions (will/can)
affect moods (e.g., how you act affects how
you feel)?
Adherence rating guidelines:
This item is based on the frequency of the therapist explaining the causal relationship between
actions and feelings.

To rate this as having occurred, the therapist must:
Make a statement to the effect that actions (will/can) affect moods
(e.g., how you act affects how you feel)

*** NOTES: This can be general (e.g. "people") or specific ("you").
SPECIFIC examples of actions affecting moods are coded under competence for this item.

SCORING RULES
Adherence - Therapist makes a statement to the effect that actions (will/can) affect moods
Partial Adherence - States that action and emotion are related but does not specify causal
direction
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ADHERENT EXAMPLES:
•
•
•
•
•
•

What a person does can have a profound effect on how he or she feels.
Your actions have an impact on your emotions
Your daily activities can affect your mood
Your feelings of depression are affected by your behavior
When people change what they do, it can really change how they feel.
As you stop doing things you enjoy, you actually start to feel worse emotionally.

PARTIALLY ADHERENT EXAMPLES:
•
•

Your feelings and actions are linked (Lacks causal statement)
Emotions are related to behavior (Lacks causal statement)

NONEXAMPLES:
•

Your feelings affect your behavior (Therapist has reversed the direction of causal statement
- this is not BA consistent)

EXAMPLES IN CONTEXT:
(Score = 2 Adherent, 1 Partial Adherent
Therapist: I'd like to talk to you about something very important in our treatment - the
relationship between your actions and your emotions (partial adherence). It turns out that what
you do, or how you act, directly affects the way that you feel, (adherent) Have you ever noticed
that your mood is better when you have just finished having dinner with a friend, or doing
something else you enjoy?
Client: Yeah, I think I've noticed that
Therapist: That's because what you do has a direct impact on how you feel.... (adherent)

(Score = 1 Adherent, 1 Partial Adherent)
Therapist: How you act can affect your feelings (adherent), so it's important that we talk about
what you do during your day. Your feelings and actions are related (partially adherent).

(Score = 1 Partial Adherent)
Therapist: It's important to think about the relationship between your feelings and your actions
or behavior (partially adherent). What do you think?

220

(Score = 0)
Therapist: So, this is what we call "cognitive behavior therapy." That means that we're going
to be doing a lot of talking about thoughts and emotions, on one hand, and behavior, on the
other. Both of those areas of part of depression, so hopefully we'll see some improvement in
both domains. After all, no one wants to have happy thoughts, but still be moping around with
no social life, right? (Mentions mood and behavior, but fails to state that relationship
exists).

Competence rating guidelines:
This item is based on the skill with which the therapist explains the causal relationship between
actions and feelings.

Complete this item score by adding a point for each time the
therapist:
1. Provides an example of a specific behavior affecting mood (to
illustrate the point that behavior can affect mood/feelings)
2. Solicits an example of behavior affecting mood from the client
OR encourages the client to consider this in his/her life
3. Checks for client understanding and agreement that behavior
affects mood
4. When client states he/she doesn't agree/understand OR when client
looks confused, Therapist re-states, clarifies, provides an example,
or repeats the point (that behavior affects mood)
5. States that behavior can be directly manipulated or controlled

221

1. Provides an example of a specific behavior affecting
mood
EXAMPLES
"I'm always in a better mood after I visit with a friend."
"I notice that I feel happier after I have finished a big project."
"So, it sounds like when you are late to an appointment, it might make you feel worse about
yourself."

NONEXAMPLES
"I wait to feel like I'm in a good mood before I make plans with a friend." (Causal statement is
reversed.)
"I don't do social things if I am not feeling up to it." (Implies wrong direction for
mood/action relationship.)

2. Solicits an example of behavior affecting mood
from the client or encourages the client to consider
this in his/her life:
EXAMPLES
"Have you ever noticed that what you do affects how you feel?"
"Have you ever seen this pattern in your own life?"
"Do you notice that your mood is better when you are more active, or more social?"
"Can you think of an activity that usually lifts your mood a bit?"

NONEXAMPLES
"I'm sure you've noticed you do more things when you feel happier." (Implies wrong
direction for causal statement.)
"Have you noticed that when you're in a certain mood, you don't feel like doing things?"
(Implies wrong direction for causal statement.)

3. Checks for client understanding that behavior
affects mood:
EXAMPLES
"How you act affects how you feel — Does that make sense?"
"[your behavior affects your mood] You with me on this one?"

NONEXAMPLES
"I'm sure you agree." (Doesn't allow for client input.)
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4. When client states he/she doesn't agree/understand
OR when client looks confused, Therapist re-states,
clarifies, provides an example, or repeats the point
(that behavior affects mood):
NOTE: This score cannot be given if the therapist
has not yet received an Adherence point.
EXAMPLES
Therapist re-states, clarifies, provides an example, or repeats the point when client states he/she
doesn't agree/understand OR when client looks confused.

NONEXAMPLES
Therapist re-states, clarifies, provides an example, or repeats the point WITHOUT client
statement that he/she doesn't agree/understand OR look of confusion. Note that the therapist
may re-state as a matter of course - it may not be in response to client behavior. Award a point
only if you can identify how the therapist is responding to the client.

5. States that behavior can be directly manipulated or
controlled
EXAMPLES
"One thing that we know is that changing your behavior is going to be much easier than
changing your thoughts or feelings."
Therapist: Of the three things we've talked about, thoughts, feelings and behavior, which one
do you think is easiest to change directly?
Client: probably behavior?
Therapist: Exactly! You can change your behavior.

NONEXAMPLES
"You can change your thoughts, which hopefully will help you change some of those other
behavior patterns we've been talking about, like getting you out of the house."
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EXAMPLES IN CONTEXT
Therapist: So in my life, I've noticed that I'm often in a better mood after I've had a good walk
outside with my dog (provides example). Can you think of things you do, or actions you take,
that seem to result in a better mood? (solicits example)
Client: Well, I usually feel happier after I've finished an assignment for school.
Therapist: Exactly! You feel happier, there's a change in your mood, after you've done
something, or taken an action.
Client: Right... (looks confused)
Therapist: So what you've done, finishing your assignment, has had an effect on how you feel.
(clarifies in response to look of confusion) Let me give you another example. I notice that I
feel more energetic when I've finished working out. It's a little weird, but when I'm all finished
at the gym, I actually feel really energized (provides an example). Something I've done,
working out, has had an effect on how I feel.

Therapist: What I mean is, you won't feel like doing certain things if you're not in the right
mood. So if you're not in the mood to go out with friends, you won't do it. (NO POINT). If
you're feeling happy though, you might do something fun (NO POINT) and then you'd feel
more happy. Like, if you go see a movie with friends, you might notice that you feel happier
afterwards (provides an example). Do you see what I mean? (checks for understanding)
Client: Yeah - what I do affects how I feel.
Therapist: You got it.
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ITEM 2. With what frequency did the therapist
refer to generic behavior change (e.g., changing
your actions, doing things a little differently, doing
some new things, working on your actions) as a
means for this particular client to feel better (get
out of depression)
OR
State that the way Behavioral Activation works is
by helping clients change their behavior to change
their feelings
To rate this as having occurred, the therapist must:
(a) Refer to generic behavior change (e.g., changing your actions,
doing things a little differently, doing some new things, working on
your actions) as a means for this particular client to feel better (get
out of depression)
OR

(b) State that the way Behavioral Activation (e.g. "this therapy
approach") works is by helping clients change their behavior to
change their feelings
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Adherence rating guidelines:
This item is based on the frequency of the therapist explaining that the client needs to change
his/her activities {actions, behavior, what you do) to change his/her mood {depression, feelings,
emotions).
Therapists must refer to the client specifically (you) or use collaborative language (you and I,
we) in discussing this. Therapists may use the terms actions, behavior, activities, things you do,
and emotions, feelings, mood, depression interchangeably.

SCORING RULES
Adherence - Refers to behavior change as a means for this particular client to change his or her
mood
OR
States that the way Behavioral Activation works is by helping clients change their behavior
to change their feelings
Partial Adherence - Refers to behavior change as a component of treatment or an otherwise
important activity, but does not specify effect on mood

ADHERENT EXAMPLES (a):
•
•
•
•
•
•

Changing your actions is how you will start to feel better
You will need to do things differently in order to feel differently
What we are going to do is help you change your activities to help your mood change
We'll start to help you feel better by working on your actions
Changing what you do is going to help your mood improve
Starting to do things differently will really help you feel better

NONEXAMPLES (a):
• People need to change what they do (Lacks reference to client or to Behavioral
Activation)
• Going out with friends might help you feel better (Specific activity rather than generic
behavior change - see competence items)
• We're going to work on your actions to help you feel better (Lacks clear reference to
behavior change)

ADHERENT EXAMPLES (b):
•

Behavioral Activation works by helping people act differently in order to feel better
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• This therapy, Behavioral Activation, works on peoples actions or behaviors to improve their
moods
• How this therapy works is that it helps people do things differently - and this eventually
helps them to feel better

NONEXAMPLES (b):
• People need to change what they do (Lacks reference to client or to Behavioral
Activation)

PARTIALLY ADHERENT EXAMPLES:
• Behavioral Activation works by helping people change what they do (Doesn't explain
connection to feelings / treatment outcome)

EXAMPLES IN CONTEXT:
(Score = Adherence A x 2)
Therapist: What we're going to do in treatment is help you change some of your activities. We
have to change what you do, in order to change how you feel (Adherence- a). You will need to
do things differently if you want to feel better (Adherence-a).

(Score= Adherence A + B)
Therapist: You see, changing behavior is the most effective way to change your emotions
(Adherence- A). That's how Behavioral Activation works - by changing people's actions to
change their emotions (Adherence-B).

(Score = Adherence B)
Therapist: The treatment that I'd like to use with you, Behavioral Activation, works by helping
you change your behavior. Eventually I might ask you to try something new or to do something
you haven't done in a while. Does that sound okay?

(Score=0)
Therapist: We are going to help you feel better (Fails to specify that behavior change will
lead to feeling better)
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Competence rating guidelines:
This item is based on the skill with which the therapist explains that the client will be asked to
change his/ her behavior to change his/her mood.

Complete this score by adding a point for each time the therapist:
1. Provides an example of a change in behavior that might cause
an overall improvement in mood (alleviation of depression,
feeling better) (to illustrate the point that this particular client may
feel better via behavior change)
2. Checks for client understanding / agreement that client will be
expected to change behavior OR that BA works by changing
behavior to drive change in mood
3. When client states he/she doesn't agree/understand OR when
client looks confused, Therapist re-states, clarifies, provides an
example, or repeats the point that client will be asked to change
behavior in order to change mood OR that Behavioral Activation
works by helping clients change behavior to change mood

1. Provides an example of a change in behavior that
might cause an overall improvement in mood
(alleviation of depression, feeling better) (to illustrate
the point that this particular client may feel better via
behavior change)
EXAMPLES
• So if we were to get you doing more things you enjoy, like going out with friends more
often, we might see a big change in your depression.
• Part of us working on your depression will mean helping you do new things, like spending
time with people you haven't seen in a while. This might really help you feel better.

228

• Once we get you started pursuing your goals, maybe even get you started going back to
school, we should see your mood improve
• If we get you to try a few new things - like getting back into jogging maybe - I think we'll
see an improvement in your mood

NONEXAMPLES
• Changing your behavior is how we'll help you feel better (Not a specific behavior
example)
• Have you noticed that when you've spent time with friends, you feel a bit better?
(Illustrating the point that action affects mood rather than that behavior change will cure
client depression)

2. Checks for client understanding/agreement that
client will be expected to change behavior OR that BA
works by changing behavior to drive change in mood:
EXAMPLES
•
•
•

Does that make sense?
You with me on this one?
How does that sound?

NONEXAMPLES
•

I'm sure you agree. (Doesn't allow for client input.)

3. When client states he/she doesn't
agree/understand OR when client looks confused,
Therapist re-states, clarifies, provides an example, or
repeats the point that client will be asked to change
behavior in order to change mood OR that
Behavioral Activation works by helping clients
change behavior to change mood
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NOTE: This score cannot be given if the therapist
has not yet received an Adherence point.
EXAMPLES
During the presentation of the concept "change in action will cause change in emotion," the
therapist:
re-states, clarifies, provides an example, or repeats the point when client states he/she
doesn't agree/understand OR when client looks confused.

NONEXAMPLES
Therapist re-states, clarifies, provides an example, or repeats the point WITHOUT client
statement that he/she doesn't agree/understand OR look of confusion.
**Note that the therapist may re-state as a matter of course - it may not be in response to client
behavior. Award a point only if you can identify how the therapist is responding to the client.**

EXAMPLES IN CONTEXT
Therapist: We're gonna do some work together to change how you feel by changing how you
act (adherence -a)
Client: Huh?
Therapist: Let me say it again (1 - restates in response to client confusion). What you do
affects how you feel. So to help you feel differently, we've got to help you act differently. We
will change some of the things you do in order to help you feel better. You with me so far? (1 checks for understanding)
Client: I think so.

Therapist: So if how you act affects how you feel, we're going to have to change what you do
in order to change how you feel. Does that make sense? (1 - checks for understanding)
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ITEM 3. With what frequency did the therapist
make a statement that behavior change {change
in activities, change in habits, new behaviors, etc)
requires effort {work, diligence, persistence,
difficult, practice, over and over, pushing
yourself, stick-to-it-iveness)?
Adherence rating guidelines:
This item is based on the frequency of the therapist telling the client that changing behavior
requires practice and/or hard work.

To rate this as having occurred, the therapist must:
Make a statement that behavior change {change in activities, change
in habits, new behaviors, etc) requires effort {work, diligence,
persistence, difficult, practice, over and over, pushing yourself, stickto-it-iveness)
For this item, the therapist must be speaking directly to the client (using the second person you,
or collaborative language like you and I ox we) rather than describing people in general.

SCORING RULES
Adherence - Make a statement that behavior change requires effort
Partial Adherence - Allusion to hard work but not specific to client OR allusion to therapy as
hard work, but without being specific about behavior change

ADHERENT EXAMPLES
•

Changing your activities is going to take a lot of practice
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• I'm going to ask you to try some new things, and there are times that it's going to be hard
work!
• Changing your habits takes practice and hard work
• Learning to do things differently takes time and practice
• So if I ask you to do new things, it may take some effort or work.

PARTIALLY ADHERENT EXAMPLES
• It's hard for people to change their habits (Uses general address rather than you)
• Therapy is not going to be easy. It will take hard work on both your part and mine (Does not
address behavior change)
• Sometimes therapy is difficult (Refers to therapy, not behavior change, as difficult)

NONEXAMPLES
• Changing your habits will be easy (Suggests behavior change is easy, doesn't mention
work)
• Changing what you do is not hard (Suggests behavior change is easy, doesn't mention
work)

EXAMPLES IN CONTEXT:
(Score = 2 adherent)
Therapist: Changing your behavior, what you do every day, is not an easy thing. It's going to
take practice, and hard work (adherent), and willingness to try some new things. I am
confident that you can do it, but you're going to have to be willing to do some hard work
(adherent)....

(Score = 1 adherent)
Therapist: As part of therapy, you are going to be learning to change some of the actions and
patterns in activities that contributed to your depression. Changing your actions won't be easy.
(adherent)

(Score = 1 partially adherent)
Therapist: Therapy requires lots of hard work and commitment (partially adherent - does not
specify behavior change component of therapy). Are you ready to begin this process?

(Score = 0)
Therapist: We can talk about making changes to your activities when it feels natural and right
for you. It will almost feel effortless when it happens (NO POINT - suggestion that behavior
change is easy)
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Competence rating guidelines:
This item is based on the skill with which the therapist states that behavior change takes hard
work and/or practice.

Complete this item score by adding one point for each time the
therapist:
1. In reference to hard work or effort, expresses belief in the client's
capacity to succeed
2. States that the therapist and client will collaborate / work together
in reference to hard work (e.g. "I'll be your coach/guide through all
this hard work,")
3. Includes a reminder that hard work may (will, can) lead to client
feeling better

1. In reference to hard work or effort, expresses belief
in the client's capacity to succeed
EXAMPLES
".. .going to be hard work, but I know you can do it"
".. .going to take practice, but I believe you can do it"
"... going to be difficult, but I know you can do difficult things."

NONEXAMPLES
"... and I believe you can feel better" (Does not reference client behavior, but therapy
outcome)

2. States that the therapist and client will collaborate
/ work together in reference to hard work (e.g. "I'll
be your coach/guide through all this hard work," )
EXAMPLES
".. .going to take hard work, but you're not alone - I'll be here every week to cheer you on"
"... takes a lot of practice. I'm here to act as your coach..."
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"... takes some effort to change your behavior! The good news is you have me on your team"

NONEXAMPLES
"... going to take hard work, but you're not alone" (Does not include statement of therapist
assistance)

3. Includes a reminder that hard work may (will, can)
lead to client feeling better:
EXAMPLES
"... going to take a lot of work. What I'd like you to remember is that this is how we are going
to help you feel better - so all this hard work is going to pay off."
"... going to take practice. What I think we'll see is that over time, with hard work, you will
start to feel better."
"... going to take hard work. All of this is for a purpose though - trying new things is how we
will help you get out of these feelings of depression."

NONEXAMPLES
".. .going to take hard work" (Does not link to treatment goals)
" . . . going to be difficult" (Does not link to treatment goals)

EXAMPLES IN CONTEXT
Therapist: Adding new activities in your life is going to take some hard work, and some
practice. I've got to tell you, this is going to be tough sometimes! There may be days that you
feel like giving up, but I believe that you can learn to adjust your activities (1 - expresses belief
in client capacity to succeed) to start to feel better. The good news is, I'll be right here with
you to help you along (1 - states that client and therapist will collaborate), and every week
we'll review how you're doing together. Over time I believe that we'll see your mood improving
(1 - states hard work can help client feel better) as you start to make changes in your life.
Therapist: Changing your habits is going to take hard work, but I believe you can do it (1 states belief in client capacity to succeed).
Client: I think so...
Therapist: You've done hard things before, and you can do this too (1 - states belief in client
capacity to succeed). And this time, you'll have me to help you (1 - states that client and
therapist will collaborate). Let's get started...
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ITEM 4. Explain that action (behavior, doing
things) can (may, will) cause feelings of
motivation (feeling ready to go, feeling ready
to work) OR that feelings of motivation may
not occur until behavior (action, new things)
has been started / begun
Adherence rating guidelines:
This item is based on the frequency of the therapist explaining the relationship between
motivation and action.

To rate this as having occurred, the therapist must:
explain that action {behavior, doing things) can (may, will)
cause feelings of motivation {feeling ready to go, feeling ready
to work). OR that feelings of motivation may not occur until
behavior {action, new things) has been started / begun
The therapist may state this in general (people) or make it specific to the client (you).
Scoring Rules
Adherence - clear statement that action can cause feelings of motivation.
Partial Adherence - Allusion to relationship between action and motivation but with no clear
specification of causality
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ADHERENT EXAMPLES
• If you wait around to feel motivated, you'll wait a long time. It's actually doing things that
can create those feelings of motivation.
• Getting started will actually help you feel more motivated
• You'll feel more motivated once you've gotten started on a task
• Action can actually cause those feelings of motivation to occur
• Once you begin an activity, you may notice you feel motivated AFTER you've started

PARTIALLY ADHERENT EXAMPLES
• There's a clear relationship between motivation and action (Does not describe direction of
causality)
• Motivation and action are linked (Does not describe direction of causality)

NONEXAMPLES
• Motivation comes when you're ready to get started (Does not say motivation is caused by
action)
• You'll know it's time to get started when you feel motivated (Does not say motivation is
caused by action; implies waiting for motivation to arrive)

EXAMPLES IN CONTEXT
(Score = Adherent x 2)
Therapist: So a problem many people run into is feeling that they don't know how to get started
doing new things. Here's the thing: you just gotta get started. Those feelings of motivation, or
readiness to get going, often come after you start a task (adherent). So instead of waiting for
you to feel motivated, I am going to ask you to just start doing some new things - the feelings of
motivation will come after you have gotten started (adherent).

(Score = Adherent x 1)
Therapist: I want to tell you something that sounds a little strange. Most people think we do
things because we're motivated to do them - like you got up and got dressed this morning
because you felt like doing it. Right? Well, I take the view that you feel like doing things
because you do them - you take an action, and motivation follows (adherent).

(Score = Partial Adherent x 1)
Therapist: Sometimes people don't realize that there is an important link between how you act
and how motivated you feel to act (partially adherent). That is something we're going to
explore in therapy. Have you ever thought about motivation and action that way?
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(Score = 0)
Therapist: It makes a lot of sense that you continue avoiding sending in that job application.
It's like my old football coach used to say: whoever wants it more is going to do the stuff he
needs to do to win. You've got to start thinking about how badly you want that job for this
therapy to work (reverses causal relationship between action and motivation).

Competence rating guidelines:
This item is based on the skill with which the therapist presents the relationship between
motivation and action.

Complete this item score by adding one point for each time the
therapist:
1. Provides an example of action causing feelings of motivation
2. Solicits an example of action causing feelings of motivation from the
client or encourages client to think about this in own life
3. Checks for client understanding / agreement of concept that action
causes feelings of motivation
4. Acknowledges that this viewpoint (that action causes feelings of
motivation) is contrary to most
5. When client states he/she doesn't agree/understand OR when client
looks confused, Therapist re-states, clarifies, provides an example, or
repeats the point that motivation may follow action
6. Links this statement to treatment processes or expectations

1. Provides an appropriate example of action causing
feelings of motivation:
EXAMPLES
[An appropriate example will present an action and a feeling of motivation, with the action
clearly causing the change in motivation. The type of action is not important.]
"I like to exercise in the morning, but 1 hate to get out of bed. If 1 waited till I felt ready, I'd
never get up! I've noticed, though, that once I'm up and dressed, putting on my sneakers, I feel
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motivated to continue. I have to get moving, get up and get dressed, before that "ready to go"
motivated feeling kicks in."
"I don't usually feel motivated to get started on making dinner, but I often find that once I've
started preparing my ingredients, I feel motivated to continue — sometimes I even feel excited
about how the end result will turn out!"

NONEXAMPLES
"For example, I have some paperwork I've been putting off. I finally feel motivated to do it
though, so I know I'm ready." (Doesn't specify that action precedes motivation)

2. Solicits an example of action causing feelings of
motivation from the client OR encourages client to
think about this in own life:
EXAMPLES
"Is that something you've ever noticed, that you feel motivated once you've gotten started?"
"You may find that you feel motivated AFTER you've started on a task. Has that ever happened
to you?"
"Can you think of a time that you started an activity and then found you were more motivated
once you'd begun?"

NONEXAMPLES
"Have you noticed the relationship between what you do and your feelings of motivation?"
(Doesn't specify direction or relationship)

3. Checks for client understanding / agreement of
concept that action causes feelings of motivation:
EXAMPLES
"Does that make sense?"
"You with me so far?"
"What do you think about that?"

NONEXAMPLES
"I'm sure you agree" (Doesn't allow for client input)

4. Acknowledges that this viewpoint (that action
causes feelings of motivation) is contrary to most:
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EXAMPLES
"Most people think that you have to wait to feel motivated before you start something, but..."
"I know this is probably contrary to what you've heard from other people, but..."
"In our society we take the idea that you shouldn't do something if you don't feel like it. I take
the opposite view - that action can cause you to feel motivated, so sometimes you have to take
action first!"

NONEXAMPLES
"Like most other therapies, Behavioral Activation includes a focus on action and motivation"
(Doesn't state that view on motivation is different than in most therapies)

5. When client states he/she doesn't agree/understand
OR when client looks confused, Therapist re-states,
clarifies, provides an example, or repeats the point
that motivation may follow action:
EXAMPLES
During the presentation of the concept "motivation follows action," the therapist:
re-states, clarifies, provides an example, or repeats the point when client states he/she doesn't
agree/understand OR when client looks confused.

NONEXAMPLES
Therapist re-states, clarifies, provides an example, or repeats the point WITHOUT client
statement that he/she doesn't agree/understand OR look of confusion. Note that the therapist
may re-state as a matter of course - it may not be in response to client behavior. Award a point
only if you can identify how the therapist is responding to the client.

6. Links this statement to treatment processes or
expectations:
EXAMPLES
Therapist:... and so if you don't feel motivated till you've started action, what do you think
that means?
Client: Uh, I have to start acting differently first?
Therapist: Exactly. We're going to start helping you get more active, even if you don't feel
motivated to do so just yet, because I trust that those feelings will come in time.
Therapist:... so if motivation follows action, that means that in this treatment, I'm going to ask
you to start doing things differently even if you don't feel like it just yet.
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Therapist: So if action can cause motivation, then what that means for us is that I'm going to
ask you to start acting before you feel motivated to do so.

NONEXAMPLES
Therapist:... so if motivation comes after taking action, we're going to keep a close eye on
your feelings (Doesn't link concept directly to treatment processes)

EXAMPLES IN CONTEXT
Therapist: One thing about this kind of therapy that makes it different from others (1 acknowledges that this viewpoint is contrary to most) is that I don't assume you have to wait
to feel motivated before you take action. In fact, I think that those feelings of motivation are
going to happen after you get started taking action.
Client: [looks skeptical]
Therapist: [continues in response to client expression (1 - restates or clarifies in response to
client confusion)] So, I can see you looking unconvinced here. Let me tell you more. For
instance, I have a lot of paperwork sitting on my desk and I sure don't feel motivated to do it.
But, past experience tells me that once I get started on the first bit of it, those feelings of "okay, I
can do this, how about another!" are going to kick in, and it will be easier to continue (1 provides an example). I'll feel more motivated after I've started on the task. See what I mean?
(1 - checks for understanding)
Client: I think so...
Therapist: So if this is true, and often you don't feel motivated until you've started action, what
do you think that means for our therapy in here? (1 - links to treatment processes or
outcomes) Remember how I told you we're going to help you take some new actions? What do
you think we're going to do first - get you started doing new things, or wait for you to feel
motivated? (1 - links to treatment processes or outcomes)
Client: Uh, start doing new things first.
Therapist: Exactly. We're going to start helping you get more active, even if you don't feel
motivated to do so just yet, because I trust that those feelings will come in time.
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ITEM 5. State that the client may experience
an alleviation of depression symptoms (feel
better, have a better mood, get out of your
depression)

Adherence rating guidelines:
This item is based on the frequency of the therapist stating a positive outlook on treatment and
recovery.

To rate this as having occurred, the therapist must:
state that the client may experience an alleviation of depression
symptoms (feel better, have a better mood, get out of your
depression, etc.)
**NOTE: This may occur several times during the session, and should be scored for adherence
each time it occurs.**
Scoring Rules
Adherence - Statement that the client may experience an alleviation of depression
symptoms (feel better, get out ofyour depression, etc.).
Partial Adherence - Statement that it is possible for people to overcome depression ("feel
better, etc.".) but no explicit reference to the client specifically

ADHERENT EXAMPLES
•
•
•
•
•

I believe this treatment can help you feel better
You can feel better
You can get out of your feelings of depression
This treatment can help you stop feeling the way you've been feeling
Your are almost certainly going to feel better
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•
•

I believe through our work, you can feel better
Your mood can improve if we work hard

PARTIALLY ADHERENT EXAMPLES
• It's possible to beat depression (Fails to specify that this particular client may do so)
• People often get out of hard times in your life like this ("People" as opposed to this
particular client)

NONEXAMPLES
•
•
•

Things might get better
You can feel better about your situation (doesn't say mood will improve)
Feeling better is our goal (doesn't say this is possible)

EXAMPLES IN CONTEXT:
(Score = 2 adherent)
Therapist: I'm glad you're here, because I have some ideas about how we can help you. It turns
out that there are some things you CAN do about your depression, and we can work together to
help you feel better (adherent). I have a lot of hope that this treatment can help you to feel
better (adherent) and reclaim some of those past life roles that you've lost.

(Score = 1 adherent)
Therapist: So remember, what you do affects how you feel. This is the most important part of
our treatment, and it's the key to how we're going to help you feel better (adherent).

(Score = 1 partial adherent)
Therapist: So remember, what you do affects how you feel. This is the most important part of
our treatment, and it's the key to how this therapy has helped other people beat depression in the
past (partially adherent - does not specify this client)

(Score = 0)
Therapist: Most people come into treatment when they are at their lowest point, emotionally.
That means that you're almost certainly going to feel better, in the near term, just because of
cyclical changes in moods and such (0 - Does not specify role of treatment in recovery)
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Competence rating guidelines:
This item is based on the skill with which the therapist expresses hope and encouragement.

Complete this item score by adding one point for each time
the therapist:
1. States that a collaborative therapy approach {working
together, our work together, with me on your team) will
contribute to client feeling better (having good outcome, getting
out of depression, etc.)
2. Expresses personal belief that client can improve (have good
outcome, get out of depression, etc.)

1. States that a collaborative therapy approach
(working together, our work together, with me on your
team) will contribute to client feeling better (having
good outcome, getting out of depression, etc.)
EXAMPLES
" .. .and through our work together, you can feel better"
" . . . our work together in here, and your work outside of here with my guidance, are going to
help you become less depressed"
"You and I will work together to help you feel better."
"I think you can feel better with my help."

NONEXAMPLES
" ...you're going to feel better" (No mention of therapist role or use of "we")
" . . . things can improve for you through hard work" (No mention or therapist role or use of
"we")

2. Expresses personal belief that client can improve
(have good outcome, get out of depression, etc.)
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EXAMPLES
"I believe you can feel better"
"I know that you have done hard things, and that you can work hard to feel less depressed"
"I really think it's possible for you to feel better and get out of this depression"

NONEXAMPLES
"I believe things will stay the same until you take some action" (Personal belief, but not a
statement of hope)

EXAMPLES IN CONTEXT
Therapist: With some hard work, and some guidance from me (1 - states that collaborative
therapy approach may lead to improvement), I believe you can feel better (1 - expresses
personal belief that client can improve).

Therapist: Depression is a terrible thing, and I'm so sorry that you have been suffering from it
for so long. I think that with some hard work, together we can help you feel better (1 - states
that collaborative therapy approach may lead to improvement).
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ITEM 6. With what frequency did the
therapist state that depression is not the
client's fault OR respond in the negative to a
client question about depression being clients
fault?
Adherence rating guidelines:
This item is based on the frequency of the therapist stating depression is not the client's fault.

To rate this as having occurred, the therapist must:
state that depression is not the client's fault OR respond in the
negative to a client question about depression being clients fault
[Subsequent statements about the client's ability to work out of depression do not "spoil" this
statement.]
Scoring Rules
Adherence —Therapist states that depression is not this client's fault OR responds in the
negative to client question "is it my fault that I'm depressed"
Partial Adherence - Therapist states that people are not at fault for feelings of depression, but
does not make specific to this client

ADHERENT EXAMPLES
• It is not your fault that you feel this way
• Depression is not your fault
• Client: "Is it my fault that I'm depressed?" Therapist: "No."
• Client: "Is it my fault that I'm depressed?" Therapist: "No, not exactly."
• Client: "Is it my fault that I'm depressed?" Therapist: "Hmmm. Let me think about
that
No, I don't think so."
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• Client: "Is it my fault that I'm depressed?" Therapist: "Welllll, it's not exactly your
fault, but you did cause these feelings

PARTIALLY ADHERENT EXAMPLES
• People don't really cause their own depression (Does not link statement to this particular
client)
• Depression is not usually a person's fault (Implies non-fault, but doesn't make it specific
to the client)

NONEXAMPLES
• I can see why you feel depressed (Doesn't state that it's not client's fault)
• Client: "Is it my fault that I'm depressed?" Therapist: "Yes, it is your fault"
• Client: "Is it my fault that I'm depressed?" Therapist: "That's a good question. Why do
you think you asked that question? (if never getting around to saying no)

EXAMPLES IN CONTEXT
(Score = 2 Adherent)
Client: So you say I can work out of my depression? Do you mean it's my fault?
Therapist: No, depression is not your fault (adherent). It's a natural response to a life that has
gotten very difficult for you! It's not your fault that you're having these feelings (adherent)...
but there are some things you can do about it.

(Score = 1 Adherent)
Therapist: There are some things that we can do to help you get out of these feelings of
depression. Now, that doesn't mean you caused the depression, or that it's your fault
(adherent), but there are some things you can do to begin to resolve it.

(Score = 1 Partial Adherent)
Therapist: When a person feels depressed, it's not exactly their fault, but that person can often
take steps to improve their moods (partially adherent statement that does not refer to the
client specifically, but does suggest that depression may not be an individual's fault)

(Score = 0)
Therapist: Your depression is caused by your actions, which means that changing your actions
is the only way to overcome depression (Fails to mention that depression is not client's fault)
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Competence rating guidelines:
This item is based on the skill with which the therapist tells the client that depression is not
his/her fault.

Complete the score for this item by adding one point for each
time the therapist:
1. Provides a clear statement in the negative (depression is NOT
the client's fault) with no hesitation in response to a client
question
2. States that feelings of depression are normal, natural,
understandable, valid (e.g. "makes sense"), common, experienced by
many (some, lots of, etc.).
3. Follows the statement with a statement about the client's active
role in treatment (e.g. "and there are somethings you can do to
help yourself)
4. Provides example of environmental variable that may precipitate
feelings of depression (one point for each example)

1. Provides a clear statement in the negative
(depression is NOT the client's fault) with no
hesitation in response to a client question:
EXAMPLES
Client: So wait, do you think it's my fault that I'm depressed?
Therapist (little latency): No, not at all.
Client: So wait, do you think it's my fault that I'm depressed?
Therapist (little latency): No, absolutely not.
Client: So wait, do you think it's my fault that I'm depressed?
Therapist (little latency): Of course not!
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NONEXAMPLES
Client: So wait, do you think it's my fault that I'm depressed?
Therapist (pause): Well, no, I don't think it's your fault.... (Hesitates and provides unclear
example)

2. States that feelings of depression are normal,
natural, understandable, valid, common, experienced
by many (some, lots of, etc.).
EXAMPLES
Client: "I just feel so sad.

Therapist: "Well, it makes a lot of sense that you feel this way."

"It's very natural for people to feel depressed."
"It sounds like you're going through a lot - it's very understandable that you're feeling
depressed."
"Feelings of depression are really natural when you're living a life that doesn't have a lot of fun
in it."
"Feeling depressed is very normal when your problems seem overwhelming."
"I think it's very natural that you're feeling depressed and overwhelmed."
Client: "I just feel so sad.
Therapist: "Many people experience these kinds of feelings."

NONEXAMPLES
"Depression is only experienced by a small subset of the population." (True statement, but
does not validate or normalize feelings)
"What's happening for you right now is abnormal, but there are ways you can change." (refers
to depression as abnormal)
"Psychologists sometimes think of depression as a breakdown in some of the normal coping
mechanisms that people have. The trick is to fix what's broken!" (implicates abnormal or
otherwise deviant processes)
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3. Follows the statement with a statement about the
client's active role in treatment
EXAMPLES
"No, it's not your fault that you feel depressed, but there are some things you can do about it.
That's what we're here to talk about."
"It's not your fault that you feel depressed, but I do have some ideas for how you can change it,
if you're willing to put in some hard work."
"I don't think it's your fault, but I do think we can work together so you can feel better."
"It's not your fault, and there are some things you can do to help yourself."
"It's not your fault, and there are a lot of things you can do to turn this around."

NONEXAMPLES
"No, it's not your fault you feel depressed, but we can change that in therapy" (Doesn't
reference client role)
"It's not your fault you're depressed. I'm glad you're here so I can help you". (Doesn't
reference client behavior)

4. Provides example of environmental variable that
may precipitate feelings of depression (one point for
each example)
EXAMPLES
"At this point, you've just moved to a new town (1), and you're still struggling to recover from
that surgery (1). Both of those things seem to have preceded your feelings of depression."
"Your recent feelings of depression may well be attributable to the death of your mother (1)."
"A lot people experience depression after a recent loss, like if your beloved cat died." (1)
"Some people become depressed after a major life event, like a job loss (1). Others don't seem
to have a reason, they just begin to feel badly."

NONEXAMPLES
"Lots of life events can lead to someone beginning to feel depressed" (fails to cite specific
examples)
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EXAMPLES IN CONTEXT
Client: Do you think it's my fault that I'm depressed?
Therapist: It's absolutely not your fault that you feel depressed (1 - clear statement without
latency). Depression is a normal response (1 - states that depression is normal) when your
life feels unproductive, unsatisfying, or unfulfilled. It's not your fault, but there are some things
you can do to change it, and that's what I'm here for. Together we're going to figure out how to
change your life so you don't feel this way anymore.
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BA- INCONSISTENT ITEMS (scored on
separate subscale, will not enter into
Total Score)
Items are rated based on Frequency
The coder should assign a rating of greater than "0" only if the
therapist demonstrates examples of the behavior described in the
item.
The coder must be able to provide examples of the relevant
therapist behavior described in each item.
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ITEM 7. PROSCRIBED: With what
frequency did the therapist state that thoughts
or emotions have a causal role in controlling
behavior {actions, activities, things you do)
WITHOUT MENTION OF the BA-consistent
relationship between thoughts, emotions and
behavior?
Adherence rating guidelines:
This item is based on the frequency of the therapist stating or implying that thoughts or emotion
control behavior.

To rate this as having occurred, the therapist must:
state that thoughts or emotions have a causal role in
controlling behavior {actions, activities, things you do)
without mention of the BA-consistent relationship between
thoughts, emotions and behavior

EXAMPLES:
"You do things because you feel like doing them "
"It's hard to get up and go when your thoughts are telling you not to, because your thoughts can
direct your actions"
"You've got emotions, thoughts or cognitions, and behaviors or actions - and your thoughts are
what's going to influence or cause your behaviors"
"Emotions can control or influence your actions"
"You don't want to start changing your activities until you feel ready, or else it's not likely to
work - since your emotions control your behavior."
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NONEXAMPLES
It's hard to do things when you don't feel like it, but it's important that you try to be active
anyway (Doesn't state that feelings control behavior)
Your thoughts influence your behavior, but you can still choose to act against those thoughts.
Thoughts, emotions, and actions all influence each other.
Your thoughts can control your behavior, but your behavior can also influence your thoughts.

EXAMPLES IN CONTEXT
(Score = 2 instances)
Therapist: What you do is important, but what you think is even more important, because your
thoughts will cause you to do things (1).... Your thoughts make you act or do things (1).
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ITEM 8. PROSCRIBED: With what
frequency did the therapist state that
thought or mood change should precede
behavior change?
Adherence rating guidelines:
This item is based on the frequency of the therapist stating that the client should not attempt
behavior change until his/her mood improves.

To rate this as having occurred, the therapist must:
state that thought or mood change should precede
behavior change

EXAMPLES
• We will start you doing some new activities, but not until you feel better first
• We're going to help you feel better before you begin doing new things in your life
• Eventually we are going to have you change some of your activities, but not until your mood
improves
• We won't change your behavior till we get these depressed thoughts under control
• Your actions will change, but not till we get you feeling better first
• I won't ask you to change your actions until I know your mood is better first

NONEXAMPLES
• Eventually we'll have you do more new activities, but first, let's start by changing your daily
routine (States that eventually there will be more behavior change, but explains that
behavior change will occur now too)
• Some of your goals, like getting back into running, may seem daunting. I'm not going to tell
you to run a marathon next week, but I am going to suggest that you break your long-term goals
into small steps that you can tackle right away (Acknowledges difficulty of long term goals,
but suggests breaking into feasible components, rather than waiting for mood change)
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EXAMPLES IN CONTEXT
(Score = 2 instances)
T: I would like to teach you some new skills and help you find some new activities, but first we
have to get you to feel better! (1) We won't do anything new or have you do anything
differently until we can get your mood to improve (1).

(Score = 1 instance)
T: I like your enthusiasm about trying new things, but I think we should wait until you feel
better. (1)

(Score = 1 instance)
T: Over time, I think that you will begin to feel better. Once you do, we can help you learn to
change some of your habits. (1)
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ITEM 9. PROSCRIBED: With what frequency
did the therapist state that the client's
depression (low mood, feelings, emotions) is
caused by thoughts (cognition, cognitive errors,
patterns of thinking) without mentioning BAconsistent relationship between thought,
behavior, and emotion
Adherence rating guidelines:
This item is based on the frequency of the therapist stating or implying that the major cause of
depression is negative thoughts, errors in thinking, or another cognitive phenomenon.

To rate this as having occurred, the therapist must:
state that the client's depression (low mood, feelings, emotions) is
caused by thoughts (cognition, cognitive errors, patterns of thinking)
without mentioning BA-consistent relationship between thought,
behavior, and emotion

EXAMPLES
• Depression is often caused by negative patterns of thinking
• I think it is your thoughts that are causing you these feelings of sadness
• If you can learn to think differently, you will feel less depressed
• Many people fall into patterns of thinking that can lead them into feelings of depression. To
get out of these feelings of sadness, you need to learn to think differently.

NONEXAMPLES
• Your thought patterns do have something to do with your mood, but it's very difficult to
change the way you think directly. More important in treatment is your behavior, since you can

256
change it directly. (Acknowledges role of thoughts, but states that behavior is more
important)
• Your thought patterns may change over time as you begin to do new things, but the main
way we will help you is by changing your daily activities (Acknowledges thoughts but is clear
that behavior has primary role in treatment)
• Your thoughts may cause you to feel depressed, but your actions also have something to do
with these feelings.

EXAMPLES IN CONTEXT
(Score = 2 instances)
T: Lots of people get depressed, and it's usually because they have thinking patterns that need to
be changed (1). As you and I work together, we will be exploring your thought patterns and how
they may cause you to feel depressed (1).

(Score = 2 instances)
T: Cognitive errors, or negative thoughts and assumptions that people make, can make them feel
depressed (1). Once we figure out your thought patterns, we can help you with your depression.
(1)
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ITEM 10. PROSCRIBED: With what
frequency did the therapist state that client
behavior change {activities, actions, stuff you
do) cannot fully alleviate {can't eliminate,
won 9t solve, won't take away) feelings of
depression?

Adherence rating guidelines:
This item is based on the frequency of the therapist stating or implying that client action cannot
influence depression symptoms or severity.

To rate this as having occurred, the therapist must:
state that client behavior change {activities, actions, stuff you do)
cannot fully alleviate {can't eliminate, won ft solve, won't take away]
feelings of depression.

EXAMPLES
• There's nothing you can do to fix this [depression]
• You can't just make it [depression] go away by doing things
• You'll need to talk about your feelings in addition to changing your activities if you want to
feel better
• We'll help you feel better by working on your actions, but to really make you feel better we
will also have to address your past experiences
• Just changing your activities alone isn't going to help you feel better
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NONEXAMPLES
• Trying new things might not fix your depression immediately, but over time you'll see some
changes for the better. (States may not fix immediately, but implies that will in long term)
• Simply becoming more active for activity's sake is less important than changing your daily
routines to include more values-guided activities. (Emphasizes that values-guided activity
change is more important than simply including more "pleasant events")

EXAMPLES IN CONTEXT
(Score = 2 instances)
Therapist: There is nothing you can do to get yourself out of this depression. It's not like you
can just go out there and do something to make it better (1). It's not your fault, and you are
going to need some help to fix the problem of your depression - there's nothing you can do
about it alone (1).

(Score = 1 instance)
Therapist: Depression happens, and there's little you can do about it. Changing your activities
alone will not fully solve the problem. (1)
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ITEM 11. With what frequency did the
therapist state that alleviating depression
requires an intervention that does not focus on
behavior change as the primary vehicle for
changing emotions (e.g. antidepressant
medication, prescribed prayer, light or negative
ion therapy, etc.)
Adherence rating guidelines:
This item is based on the frequency of the therapist stating or implying that client action cannot
influence depression symptoms or severity.

To rate this as having occurred, the therapist must:
state that alleviating depression requires an intervention that
does not focus on behavior change as the primary vehicle for
changing emotions (e.g. antidepressant medication, prescribed
prayer, light or negative ion therapy, etc.)

EXAMPLES
• The first step in overcoming depression is going to be reconnecting with God, (or
connecting to God, if you haven't already)
• You can't just make it [depression] go away by doing things. You need to target the
biochemical causes of the disorder
• One of the best ways to help depression is through exposing yourself to bright light,
especially if your depression is seasonal

260

NONEXAMPLES
• Depression may be caused by a biochemical problem; no scientist really knows. The point is
that we can change your emotions by helping you change your actions. That's how this therapy
works (does not state necessity of alternative treatment approach, but acknowledges
alternative theoretical orientations)

EXAMPLES IN CONTEXT
(Score = 2 instances )
Therapist: One of the best ways to change your life for the better is getting right with God. You
can do everything you want to do while you're here on the Earth, but if you don't get in touch
with the author of time, how do you expect him to rewrite a better chapter in your life (suggests
that spiritual solution is the most efficacious treatment approach). My prescription? The
greatest book ever written, The Bible (prescribes spiritual, rather than behavior approach to
therapy)

(Score = 1 instance)
Therapist: To effectively treat depression, you can't just target the symptoms by trying to
change your feelings or your behavior; you have to get to the root cause, which is biochemical.
You need to start taking your medications before we can get to any real breakthroughs in-session
(cites antidepressant medication as a prerequisite for treatment gains).
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BA Techniques (Non-Rationale)
Additional items are to be rated as dichotomous variables (i.e. behavior occurred or did not
occur). Rate item as " 1 " if it occurred, "0" if it did not occur

Additional Item 1: Use the word in "values" in
a way that is consistent with the IMM-BA
conceptualization
To rate this item as having occurred, the therapist must:

Use the word in "values" in a way that is consistent with the
IMM-BA conceptualization
Examples:
T: Later in treatment, we will be talking about your values (1)
T: Is that something that you value? (1)
T: Sometimes, when someone holds something as very important, we call that a "value" (1)
Non-example:
T: So, you said you were working at the True Value Hardware™ store before you became
unemployed? (No point awarded; brand name)
T: Something of value in therapy is to monitor your daily activities and mood scores (incidental
usage not consistent with abstract meaning of values as defined in IMM-BA)
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2. Assign or suggest activities for out-of-session
completion (not linked to stated client values)
To rate this as having occurred, the therapist must:

Assign or suggest activities for out-of-session completion (not
linked to stated client values)
(May include suggesting an increase in frequency or
duration of existing activity)

EXAMPLES
T: Everyone enjoys walking around in the park! Is that something you could do for next week?
(1)
T: How about writing a letter to your sister (1, if outside the context of discussing family as a
valued domain)
T: For next week, please find 10 job postings you'd be interested in applying for (1, if outside
the context of career/employment as a valued domain)
T: What if you were to do something sociable this week (1, non-specific activity, but meets the
function of increasing activation outside of session)

NON-EXAMPLES
T: You should call your sister, since family is something that you said you value (In context of
values discussion)
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Item 3: Assign or suggest values-consistent
activities for out-of-session completion (values
must be part of this discussion; the word
"value(s)" must be used explicitly)
To rate this item as having occurred, the therapist must:

Assign or suggest values-consistent activities for out-of-session
completion (values must be part of this discussion; the word
"value(s)" must be used explicitly)
(May include suggesting an increase in frequency or
duration of existing valued activity)

EXAMPLES
T: You should call your sister, since family is something that you said you value (In context of
values discussion)
C: Improving my career at this point is probably the most important thing in my life right now.
T: So that's one of your important values. OK, what could you do this week to help move
forward professionally?
C: I could ask my boss for a promotion . . .
T: Great idea! Let me know how that works out for next session (1, mentions "value" and
suggests activity)

NON-EXAMPLES
T: How about writing a letter to your sister (1, if outside the context of discussing family as a
valued domain)
T: For next week, please find 10 job postings you'd be interested in applying for (1, if outside
the context of career/employment as a valued domain)

264

Item 4: Inquire about things that may
interfere with the client accomplishing a
selected activity (e.g., materials, skill, knowledge,
competing emotional responses, client
avoidance of task)
To rate this as having occurred, the therapist must:

Inquire about things that may interfere with the client
accomplishing a selected activity (e.g., materials, skill, knowledge,
competing emotional responses, client avoidance of task)

EXAMPLES
T: So, what might get in the way of you calling your sister this week? (1)
T: OK, so you are interested in getting back into the gym. Do you have a membership anywhere
at this point? (1)

NON-EXAMPLES
T: Getting back into the gym . . . sounds good to me! (No inquiry as to potential barriers)
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Item 5: Ask client to describe current
(or recent) social activities, contact, etc.
To rate this as having occurred, the therapist must:

Ask client to describe current (or recent)
social activities, contact, etc.

EXAMPLES
T: How has your social life been lately? (1)
T: Have you been dating or involved in relationships in the past few weeks? (1)
T: Have you gotten out to see friends or relatives lately? (1)

NON-EXAMPLES
T: What did you do in the past that was social that you enjoyed?
T: What was it that you and Samantha, your ex-girlfriend, used to enjoy doing together?
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Item 6: Ask the client to identify or describe
activities (or functions of activities) that he or
she used to do in the past, but no longer does
To rate this as having occurred, the therapist must:

Ask the client to identify or describe activities (or functions of
activities) that he or she used to do in the past, but no longer
does

EXAMPLES
T: What are some things that you used to do that haven't been part of your life lately? (1)
C: I used to love going to live music, but I haven't been to a concert in months.
T: What was it about going out to live shows that you enjoyed (1, asks client to describe
function of previously enjoyed activity)

NON-EXAMPLES
T: What are some things that you like doing (no reference to decreased occurrence)
T: What kinds of activities would you like to be doing more of? (No reference to past activities)
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BA-Compatible, Non-Essential Items
This category describes therapist behaviors that are compatible with Behavioral
Activation but are neither specified in the instructions for the scenario nor BA manuals
and are not hypothesized to be essential performance of BA. This class of behaviors
includes techniques common to interventions for depression which may constitute "good
therapy," however.

Item 1: Initiate discussion about factors
impacting sleep
To rate this as having occurred, the therapist must:
Initiate discussion about factors impacting sleep

EXAMPLES
C: Yeah, what's making this worse is that I haven't been sleeping anywhere near as well as
before . . .
T: Tell me more about that...
C: W e l l . . . I take forever to get to sleep, and then I wake up frequently during the night. . .
T: Do you use caffeine? How about alcohol? (1)
T: What do you think might be interrupting your sleep during the night? (1)
T: What is the temperature in your room like while you sleep? (1)
T: You've not been sleeping well? It's probably the temperature in your room. That can be a
doozy . . . (1)

NON-EXAMPLES
T: You've not been sleeping well? That can really contribute to your depression symptoms (no
discussion of potential causal factors)
T: You've not been sleeping well? I'm really sorry to hear it (no discussion of potential causal
factors)
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Item 2: Inquire when client last saw physician
AND / OR encourage client to see physician for
checkup or routine physical
To rate this as having occurred, the therapist must:

Inquire when client last saw physician AND / OR encourage client
to see physician for checkup or routine physical

EXAMPLES
T: OK, so have you been able to make it in to see a physician since you began to feel this way?
T: You might want to see your physician just to make sure there isn't anything physical going on
that we should know about.
T: OK, so when was the last time you went to see a doctor?
C: Like, maybe last year? Two years ago?
T: That's something you might want to look into, since there are some physical problems that
may be accounting for some of the feelings you've been experiencing.
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Coding Breakdown - PBRP Scenario 1
Item Item
No.

Location inTherapist Unique & Essential, Compatible, Proscribed
IMM-BA modeled in Essential not Unique not
in BA
IMM-BA? to BA
to BA
necessary or
unique
Make a statement to the effect that Session 1 Yes
Yes
actions (will/can) affect moods

6
7

8

Refei to behavior change as a
Session 1
means for this particular client to
change his or her mood
OR
State that the way Behavioral
Activation works is
by helping clients change their beh.
to change their feelings

Yes

Make a statement that behavior
Session 1
change {change in activities,
change in habits, new behaviors,
etc) requires effort {work,
diligence, persistence, difficult,
practice, over and over, pushing
yourself, stick-to-it-iveness)

Yes

Explain that action {behavior,
Session 1
doing things) can cause feelings of
motivation {feeling ready to go,
feeling ready to work) OR that
motivation may occur after a
behavioi has been started

Yes

State that the client may
Session 1
experience an alleviation of
depression symptoms (feel better,
get out ofyour depression)

Yes

Yes

Stat that depiession is not the
Session 4
client's fault
State that thoughts or emotions Session 1
have a causal lole m
controlling behavior {actions,
activities, things you do)
without mentioning BA
consistent relationship between
thought action and emotion

Yes

Yes

State that change in thought
or mood must precede any
changes in client behavior

Therapist
states
"many
people
think . " but
makes clear
BA
disagrees
No

Yes

Yes

Yes

Yes

Yes
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Coding Breakdown - PBRP Scenario 1 (continued)
Item No. Item

9

State that the client's
depression (low mood,
feelings, emotions) are
caused by thoughts
(cognition, cognitive errors,
patterns of thinking without
mentioning BA consistent
relationship between
thoughts actions feelings

11

State that client behavior
change {activities, actions,
stuff you do) cannot fully
alleviate {can't eliminate,
won't solve, won't take
away) feelings of
depression
State that alleviating
depression requires an
intervention that does not
focus on behavior change as
the primary vehicle for
changing emotions (e.g.
antidepressant medication,
prescribed prayer, light or
negative ion therapy, etc.)

12

Location inTherapist Unique & Essential, Compatible, Proscrib
IMM-BA modeled in Essential not
not
ed in BA
IMM-BA? to BA
Unique to necessary or
BA
unique
No
Yes

No

Yes

No

Yes

CODING FOR SCENARIO 2: Assigning the
Activity Log
SCENARIO INSTRUCTIONS
After conducting some assessment, you have determined that your client suffers from
depression. Your task is to assign an Activity Log to your client as homework so that
you and the client can understand how the client's behavior affects her mood. Tell the
client what you want her to do, when to do it, and how. Remember to explain the
purpose of the assignment as it relates to treatment. Wrap up at the end of your
interaction as if it were the end of your therapy session. You have up to 15 minutes to
do this.

Therapist will be provided with a blank Activity Log and a pencil.*

272

ITEM 1. With what frequency did the
therapist make an explicit statement to the
effect that actions (will/can) affect moods?
Adherence rating guidelines:
To rate this as having occurred, the therapist must:
Make an explicit statement to the effect that actions (will/can)
affect moods
(Therapists may use the terms actions, behavior, activities, things you do, and emotions,
feelings, mood, depression interchangeably.
)

This can be general (e.g. "people") or specific ("you")
SPECIFIC examples of actions affecting moods are coded under Itemized Competence for this
item.

ADHERENT EXAMPLES
•
•
•
•
•

What you do affects how you feel
Your actions have a big influence on your emotions
How you feel is really affected by what you do during the day
For all people, activities influence feelings
Your feelings and actions are interrelated - what you do affects how you feel

PARTIALLY ADHERENT EXAMPLES
• Your feelings and actions are interconnected (When presented alone, this doesn't specify
causal relationship)
• How you feel and how you act are linked

NONEXAMPLES
•

Your feelings can affect your actions (Causal relationship in wrong direction)
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EXAMPLES IN CONTEXT
Therapist: So I have an assignment for you, but before we get to that, let's do a little review.
We've been talking about how a person's activities can affect their mood (adherent). It's
definitely true that what you do during the day affects how you feel (adherent). That means that
in order to change your mood, you're going to have to change some of the things you do.

Therapist: We're going to start talking a lot about what you do during your week. What you do
is important because it may affect your mood (adherent).
Therapist: Let's talk again about your actions and your feelings. They're interconnected, and so
one affects the other (partial adherence). How you feel affects what you do (nonexample - no
point awarded).
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Itemized Competence rating guidelines:
Complete this item by adding a point for each time the
therapist:
1. Uses this reminder to form a context for the Activity Log
assignment
2. Presents an appropriate example of actions affecting moods
3. Solicits a client example of actions affecting moods
4. Checks for client understanding of concept that actions
affecting moods
5. Therapist re-states, clarifies, repeats or paraphrases the point
when client states he/she doesn't agree/understand OR when client
looks confused.

1. Uses this reminder to form context for Activity Log
assignment:
**To rate this as having occurred, the therapist should present the reminder about actions
and feelings, then link it to the assignment. This may occur using a because X, then Y
phrase, or the reminder and assignment may be linked through a more complicated
sentence as in the second example below.**

EXAMPLES
"What you do affects how you feel, so it's important that we keep track of both what you do and
how you feel. As we pay attention to both of these things, we may notice patterns that we can
start to change to help you feel better. We're going to do this using this sheet (indicates Activity
Log)."
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"I have something I'd like you to do over the week: Keep track of your activities and your
moods, using this sheet. We know that your activities have a big effect on your moods, so we're
going to start keeping track of them. Here's how I'm going to ask you to do this "

NONEXAMPLES
"What you do affects how you feel - we talked about that last week. This week, let's do
something different - talk about what you are doing. Using this Activity Log...." (Presents
didactic point and assignment, but doesn't actually connect them).

2. Presents an appropriate example of actions
affecting moods:
EXAMPLES
"What you do affects how you feel. In my life, I notice that my mood is lower when I don't take
time to keep my house clean. I know that sounds funny, but when I leave dirty dishes around, I
start to feel depressed. I feel better after I've taken the action of washing them and putting them
away. See what I mean?"
"The actions you take throughout your day, even little ones, really affect your mood. Something
as simple as calling a friend, looking out the window for a few minutes at a tree, or just listening
to music can really boost your mood. Those are things that I do when I'm feeling a bit blue, and
they don't take long, but they really do the trick." (3 examples are presented - add 3 pts)

NONEXAMPLES
"What you do affects how you feel. For example, I know when I feel depressed, I don't feel like
going out to see my friends. I feel bad, so I don't do anything." (Lead-up is right, but example
reverses emotion/action relationship).

3. Solicits a client example of actions affecting moods:
EXAMPLES
"What you do affects how you feel. Is that something you've ever noticed in your own life?"
"What you do during the day has a big impact on how you feel emotionally. In the last week,
can you think of a time you did something, took an action, and it changed how you felt
emotionally?"
"I know that you like to read. How do you feel emotionally when you're curled up with a new
book? You're taking the action of doing something pleasant."

NONEXAMPLES
"What you do affects how you feel. I'm sure you know what I mean." (Doesn't solicit example)
"What you do affects how you feel. I'm sure you've noticed this in your own life." (Doesn't
solicit example).
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4. Checks for client understanding of concept that
actions affecting moods
EXAMPLES
"So how you act can affect the way that you feel. Does that idea make sense to you?"
"This whole actions affecting feelings concept, is that mapping on to your life?"

NONEXAMPLES
"So, you get how actions affect feelings, so the next part is going to be changing actions to
change feelings in your own life" (skips ahead without checking for understanding)

5. Therapist re-states, clarifies, repeats or
paraphrases the point when client states he/she
doesn't agree/understand OR when client looks
confused.
EXAMPLES
Therapist re-states, clarifies, provides an example, repeats or paraphrases the point when client
states he/she doesn't agree/understand OR when client looks confused.

NONEXAMPLES
[Therapist re-states, clarifies, provides an example, or repeats the point WITHOUT client
statement that he/she doesn't agree/understand OR look of confusion. ]
**Note that the therapist may re-state as a matter of course - it may not be in response to
client behavior. Award a point only if you can identify how the therapist is responding to
the client.**
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EXAMPLES IN CONTEXT
Therapist: We've been talking about how a person's activities can affect their mood. Can we
agree that how you act affects how you feel? - CLIENT NODS - So if that's the case, then
part of our treatment is going to be figuring out how that relationship works for you, using
this assignment here (1 - uses reminder to form context for the activity log). I'd like us to
use this sheet to figure out more about what you're doing during the week, and how you feel

Therapist: We've been talking about how a person's activities can affect their mood. Does
that make sense? (1 - checks for understanding) - CLIENT LOOKS CONFUSED - Okay,
let's talk about this a little more (1 responsiveness to client). Remember how we talked about
when you do things you enjoy, like riding your bike, you're in a good mood afterwards? (1 provides example of actions impacting moods) What we have found time and again is that
what people DO affects how they FEEL. Your daily activities, the stuff you do every day, are
what influences how you feel emotionally. If that's the case, we need to be aware of what
you're doing and how you're feeling so we can help you feel better. You with me so far? (1 checks for understanding) CLIENT NODS. Okay. So now what I'd like us to do is talk
more about how we're going to monitor your activities and moods, using this handout (1 connects to assignment).

Therapist: A person's activity can affect their mood, so I'd like you to fill out this chart.
(1 - connects to assignment)
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ITEM 2. With what frequency did the
therapist: Explain that the Activity Log wil
be used to understand relationships betweei
mood and activity
Adherence rating guidelines:
To rate this as having occurred, the therapist must:
Explain that the Activity Log will be used to understand
relationships between mood and activity

EXAMPLES
•
•

We'll use this information to understand patterns in your mood and activities
This will help us understand how what you do relates to how you feel

PARTIAL ADHERENCE
• We'll be using this form as we continue looking at your actions and looking at your mood
(Does not specify link between action and mood).

NONEXAMPLES
•

We'll use this information in treatment (Doesn't explain understanding of relationship)

EXAMPLES IN CONTEXT
Therapist: We'll use this log throughout our work together to understand how what you do
each day affects how you feel (adherent). Eventually, as you start to feel better, we'll also use
this Log to show us how well treatment is working by helping us see how well the new things
you pick work to boost your mood (adherent). So this Activity Log has 2 purposes for us: it
tells us right now about the relationship between your actions and feelings (adherent) and it
will also tell us how well our treatment is working as we help you select new activities to
improve your mood.
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Therapist: We'll use this information to understand how what you do affects how you feel
(adherent).

Therapist: We'll use this information to look at two things: your activities and your moods
(fails to specify linkage)

Itemized Competence rating guidelines:
Complete this item by adding one point for each time the
therapist:
1. Provides an example of how using the Activity Log will help
identify the effect of a given behavior on mood (using a specific
proposed behavior)
2. Provides an example of how using the Activity Log will guide
further treatment
3. Makes an acknowledgement of individual differences in
emotional reaction to various activities
4. Explains that the Activity Log will be used to evaluate the
impact of assigned activities on mood
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1. Provides an example of how using the Activity Log
will help identify the effect of a given behavior on
mood (using a specific proposed behavior)
EXAMPLES
"So let's say you bring this [Activity Log] in next week and we see that you have a lower mood
when you have been at home all day long, but on days you have left the house, you feel better.
That will tell us something!"
"When I fill these out, I notice a relationship between a lower mood and lack of exercise - on
days that I go for a walk or a run, my mood is a bit better. We're going to look at your chart and
see if we can find some patterns in your life."

NONEXAMPLES
"We'll look to see how what you do affects how you feel" (No example used)

2. States that results of Activity Log will inform
future treatment activities
EXAMPLES
"So based on what we find out with the Activity Log, we may be able to find some activities
that you could do more of to help boost your mood."

NONEXAMPLES
"We're going to start plugging some new activities into your life." (No mention of role of
Activity Log)
"We're going to learn all kinds new things about you after you fill out this log." (No specific
linkage to future treatment activities).

3. Make an acknowledgement of individual
differences in emotional reaction to various activities:
EXAMPLES
"Not everyone has the same reaction to activities."
"Some people find that exercise is really important to their mood, and others really rely on
social activities - people react differently to different activities."

NONEXAMPLES
"We want to know what's going on in your daily life so we can add fun activities that everyone
enjoys." (Assumes some activities are universally enjoyable).
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"We want to know how you feel every day so we can add activities to improve your mood."
(Doesn't mention individual differences)

4. Explains that the Activity Log will be used to
evaluate the impact of assigned activities on mood
EXAMPLES
"We'll eventually use this same Activity Log to see how your mood may change as we start
adding in new activities to your week"
"Later on in treatment, I'll ask you to start doing some new things or some things you haven't
done in a while. We'll use this to see how those activities affect your mood."
"We'll use this to understand whether the new we pick for you to try actually do boost your
mood"

NONEXAMPLES
"We'll use this to help facilitate treatment as we go on." (fails to specify role of activity log in
future treatment)

EXAMPLES IN CONTEXT
Therapist: We'll use this throughout treatment, starting now. First, we'll just see what's
happening for you. We might find that your mood over the week is lower when you watch a lot
of TV (1 - identify effect of given behavior), or that it's higher when you have seen a friend (1
- identify effect of given behavior ). Eventually we'll start to add new things to your life, and
we'll use this same chart to see how they affect you (1 - explains that log will be used to
evaluate effects of behavior change on mood). We might find that going to lunch with a coworker really makes your day (1 - identify effect of given behavior), or that reading at home
doesn't boost your mood as much as you thought it would (1-identify effect of given behavior
on mood).

It will be important for you to continue to fill this out every week. We'll be able to see patterns
between what you do and how you feel, and we'll be able to see how the new things we add to
your life help or don't help. For example, I once worked with someone whose mood went way
up when he started taking a pottery class (1 - identifes effect of given behavior on mood). He
had to try something new and keep track of how he felt in order to figure that out, though.
People react differently to activities (1 - acknowledges individual differences) so we'll see
what works for you.
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ITEM 3. With what frequency did the
therapist verbally label the following
components:
(1) Hourly blocks of time;
(2) Day of week in top row;
(3) Spaces for Activity;
(4) Spaces for Mood rating;
(5) Rating scale on 1-10 for "extremely sad/
irritable" to "very positive."

To rate this as having occurred, the therapist must:
Verbally label the following components:
(1) Hourly blocks of time;
(2) Day of week in top row;
(3) Spaces for Activity;
(4) Spaces for Mood rating;
(5) Rating scale on 1-10 for "extremely sad/ irritable" to "very
positive"
*** NOTE: Therapist may earn only 1 point for verbally labeling
each component (e.g., a therapist who labels spaces for activity
twice earns only 1 point) ***

EXAMPLES
•
•

You can see blocks of time marked off by the hour
There are spaces here to rate your mood
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•
•
•

Use a 1-10 scale here, with 1 being very sad or irritable and 10 being very positive
There are spaces on here to write down what you did
It goes from early in the morning to way late at night, here

NONEXAMPLES
•
•

This sheet asks you to rate your mood over time (No further explanation)
A rating scale from 1 to 10 (No mention of anchors)

Itemized Competence rating guidelines:
Complete this item score by adding a point for each time the
Therapist:
1. Points to a component on the Activity Log as he/she explains it
2. Provides a spoken example of an activity and corresponding mo
rating
3. Fills in (or pantomimes filling in) an example of an activity
4. Solicits an example of an activity
5. Solicits an example of a mood rating

***NOTE: Pointing to a component may earn only 1 point per
component (e.g., if therapist points to space for activities 2 times,
only 1 point is awarded) ***
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1. Points to a component on the Activity Log as he/she
explains it
EXAMPLES
"These are hourly blocks of time" (sweeps finger down left column)
"Here (points to spaces for mood ratings) are spaces to record your mood"

NONEXAMPLES
"There are hourly blocks of time on this sheet (points to sheet generally)

2. Provides a spoken example of an activity and
corresponding mood rating
EXAMPLES
"Use a 1-10 scale here to rate your mood, with 1 being very sad or irritable and 10 being very
positive. So I might record a 1 if I had a flat tire in the rain when I'm late to a big appointment
and I haven't had breakfast."
"So the activity for right now might be 'therapy' If I were filling it out, I'd put my mood as
about a 7."

NONEXAMPLES
"If I was going to record my activities on this, it might say "12-1 pm, lunch with Mary. l-4pm,
work." (no mention of mood rating)
"Your mood might range from good to bad, for example" (No example actually provided)

3. Fills in (or pantomimes filling in) an example of an
activity
EXAMPLES
"So let me show you: If I was going to fill this out, I'd find the time - 2 pm - and write down
what I'm doing - therapy. I'd think about my mood - pretty positive, I'd say about a 7, and write
that in too." [writes each component in] (1 point for filling in activity, 1 additional point for
providing an example of an activty and corresponding mood rating)
"So, let's think about what I was doing earlier . . . jeez, I dunno . . . driving from home to
therapy might have been my activity from 7-8AM, so I'll write that in there." [writes in
"driving"]
"So can you tell me what you were doing before you got here? OK, let's write that in here
[writes down client's response]" (1 point for filling in activity, 1 additional point for
soliciting an example of an activity)
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NONEXAMPLES
Drawing or writing anything other than an activity [not anticipated]

4. Solicits an example of an activity
EXAMPLES
"So can you tell me what you were doing before you got here?"
"What might be an example of an activity you might do, say, from 11-12 on a Wednesday?"

NONEXAMPLES
"Coming to therapy would be an activity" (provides example, rather than soliciting an
example.)

5. Solicits an example of a mood rating
EXAMPLES
"So what would you say your mood rating is right now, here in therapy?"
"So, in the last example you gave, calling your mother on the phone, what would your mood
rating be?"

NONEXAMPLES
"So, I'd say your mood right now is probably a 7, so you're probably A-OK." (States client
mood, rather than soliciting client's perspective)

EXAMPLES IN CONTEXT
Therapist: Here's the Activity Log. Here are your hourly blocks of time (points ) with spaces to
write what you were doing and how you felt. Use a 1-10 scale, so 1 is very sad or irritable and
10 is very positive. Right now, in therapy with you I feel like I'm at about a 7 - I'm not irritated
or sad, but I'm not jumping for joy either (provides example of activity AND mood rating).
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ITEM 4. With what frequency did the therapist
state that the Activity Log should be completed
at least once daily
Adherence rating guidelines:
To rate this as having occurred, the therapist must,
State that the Activity Log should be completed at least once daily

ADHERENT EXAMPLES
• I'd like you to fill this out every day
• Fill this out every day of the week
• You should probably think about doing this once in the morning and again in the
afternoon

PARTIALLY ADHERENT EXAMPLES
• Make sure you fill this out a couple times a week. You don't want to wait until Thursday
night if your coming into therapy Friday morning.
• You might want to take a few times during the week to fill this out so you don't forget what
you did and how you felt

NONEXAMPLES
•
•

Fill this out (Doesn't specify when)
Fill this out completely (Doesn't specify when)

EXAMPLES IN CONTEXT
Therapist: I'd like you to fill this out each day (adherent), and it's best if you keep it with you
and fill it out throughout your day, rather than waiting till late at night. This Log will be most
useful if it's accurate, and it's much easier to recall what you did and how you felt 5 minutes ago
than it is to recall what you did and how you felt 5 hours ago. So please, fill this out every few
hours, every day of the week (adherent).
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Therapist: Make sure you fill this out on a pretty regular basis (partial adherence). Ideally, I'd
like you to fill this out every day (adherent). To make sure that it's as accurate as possible, I'd
also like you to fill it out every few hours throughout your day (adherent)

Therapist: Please fill this out each day (adherent). It's really important that you fill it out every
day, and not wait till the end of the week to do it (adherent).

Itemized Competence rating guidelines:
Complete this item score by adding a point for each time the
therapist:
1. Identifies, or asks client to identify, a relevant reminder
(a specific, environmental stimulus) to complete Activity Log
2. Provides a rationale for why it is important to work on the
Activity
Log throughout the day and week
" 3. States that daily completion of the Activity Log is important

1. Identifies, or asks client to identify, a relevant
reminder (a specific, environmental stimulus) to
complete Activity Log
EXAMPLES
"What are some ways in your life that you help remind yourself to complete important
activities, like taking medications, or making an important phone call?"
"Some people like to fill out the Activity Log every time they sit down for a meal."
"Could you maybe set an alarm on your cell phone to go off, say, every 4 hours?"
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NONEXAMPLES
"Some people carry this in their purse or briefcase, or even in their pocket, so it's with them
throughout the day" (does not suggest specific reminder stimulus)

2. Provides a rationale for why it is important to work
on the Activity Log throughout the day and week
EXAMPLES
"We need accurate information about your life, and it's hard to remember what happened
through your whole day! It's easier to be accurate if you fill this out several times a day"
"I can't remember what I had for dinner 3 nights ago, much less how I felt. It's best to fill this
out every day so you don't forget your activities and moods"
"This Log will be most useful if it's accurate, and it's much easier to recall what you did and
how you felt 5 minutes ago than it is to recall what you did and how you felt 5 hours ago."

NONEXAMPLES
"It's important to fill this out every day" (No rationale)
"Please fill this out every day" (No rationale)

3. States that daily completion of the Activity Log is
important
EXAMPLES
"It's important that you fill this out every day"
"This is going to guide our treatment, so it's important to fill it out every day"

NONEXAMPLES
"Filling this out is important" (Doesn't mention daily)

EXAMPLES IN CONTEXT
Therapist: You should fill this out every day, throughout your day so you can be accurate. It's
easier to remember what you did and how you felt right afterwards, but harder if you wait a few
days (provides a rationale for completion throughout the day). Some people like to set an
alarm on their cell phone as a reminder to fill out the log (identifies specific reminder
stimulus).
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ITEM 5.
Provides an example of an activity with an
inappropriate level of detail AND identifies it as
inappropriate or unnecessary
Adherence rating guidelines:
To rate this as having occurred, the therapist must:
Provides an example of an activity with an inappropriate level of
detail AND identifies it as inappropriate or unnecessary

ADHERENT EXAMPLES
• So when I fill this out, I don't write "poured cereal in bowl, took milk out of fridge, poured
milk in bowl, found spoon, ate cereal". That's way too much detail. Instead, I write "breakfast."
• As you fill this out, don't feel the need to be too detailed - you can write "morning routine"
instead of "push toothbrush left, pull toothbrush right, gargle, spit."

PARTIALLY ADHERENT EXAMPLES
• You don't have to be super-detailed in filling this out -just give use a sense of how you're
spending your time
• So as you fill this out, make sure you record your activities in enough detail so we know
what you're doing
• I just want to see how you're spending your time - no need to be excruciatingly detailed
• We just want to get a general sense of what you're doing
• You can use your judgment about how detailed to be in your activities here

NONEXAMPLES
• This will give us a sense of your mood throughout the week (Correct statement coded
elsewhere — does not specify activities)
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• This will tell us how your actions impact your mood on a week-by-week basis (Correct
statement coded elsewhere - does not specify activities)
• Write down what you do (Does not address level of detail)

EXAMPLES IN CONTEXT
Partial adherence
Therapist: You do a lot of things during your day, and we want to get a general sense of what
those things are.

Partial adherence
Therapist: So as you're filling this out, you can use your judgment in figuring out how much
detail to put into your activities description.

Partial and full adherence
Therapist: So if you are recording your activities on this sheet, we need a general sense of
them- you can decide how detailed to be, but you don't necessarily need to include every single
thing you do during the day, unless you want to. For example, I have a "getting home in the
evening" routine that happens around 5:30 every day. I walk to my mailbox, pick up the mail, go
back in the house, look in the fridge for dinner things, and check my voicemail. If I were doing
an Activity Log, I might record all of those things as "taking care of house stuff (adherent)
rather than writing down each item. Someone else might want to record all of these as separate
items, but I like to be more general. See what I mean? You can pick the level of detail you want
to use. Regardless of how you do it, this will tell us how your mood changes as your activities
change, and tell us what you're doing throughout your day.

Itemized Competence rating guidelines:
Complete this item score by adding a point for each time the
therapist:
1. Checks for client understanding of level of detail to use
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1. Checks for client understanding of level of detail to
use:
EXAMPLES
•
•
•
•

Make sense?
Is that clear?
If you don't have any more questions, we'll move on...
See what I mean?

NONEXAMPLES
•
•

I'm sure this makes sense to you
Let's move on
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ITEM 6. With what frequency did the therapist
ask if the client understands the assignment with
close temporal proximity to 'wrapping u p ' or
'session-closing' behavior
Adherence rating guidelines:
To rate this as having occurred, the therapist may:
ask if the client understands the assignment with close temporal
proximity to 'wrapping up' or 'session-closing' behavior

EXAMPLES
• Before we wrap up, any questions?
• Before we finish up, let me ask you: Do you feel ready to go out and do this?
• Do you have any questions about what I'm asking you to do? Okay, well, then I will see
you next week.

NONEXAMPLES
• Let's move on (Doesn't check for understanding)
• I can see you know what to do (Doesn't check for understanding)
• Okay, have a great week, and I will look forward to seeing you soon. (Doesn't check for
understanding)

EXAMPLES IN CONTEXT
Therapist: Okay, you've got everything you need. Any last questions about what I'm asking
you to do?
Therapist: We are just about out of time for today. Do you have any questions about what I'm
asking you to do?
Client: No, I don't think so.
Therapist: Okay, then, I'll see you next week.
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ITEM 7. To what extent did the therapist
(a) Encourage client to give a good effort in
completing the Activity Log
(b) Encourage client to complete the Activity
Log accurately.
Adherence rating guidelines:
To rate this as having occurred, the therapist must:
(a) Encourage client to give a good effort in completing the
Activity Log
(b) Encourage client to complete the Activity Log accurately.

EXAMPLES (a)
•
•
•

Try your best
Give it your best shot
Work hard on this assignment

NONEXAMPLES (a)
•

[No statement regarding effort is made by therapist]

EXAMPLES (b)
• Do your best to complete this accurately
• If you complete this accurately, it will provide us more information to decide if treatment is
working

NONEXAMPLES (b)
•
•

Do your best (no mention of accuracy)
Try your hardest (no mention of accuracy)
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EXAMPLES IN CONTEXT
Therapist: It's so important to get accurate information on this. Please try your hardest to fill
this out (a) and to do it accurately (b). When you do this accurately, it can lead to better
treatment, so please do your best (a). Do you have any questions?
Client: No.
Therapist: Okay, then you're all set. Remember, try to fill this out as accurately as possible (b).
See you next week.

Therapist: Okay, it looks like you know what to do. As you complete this Activity Log,
remember to give it your best effort (a). This is an important part of your treatment, so try hard
to complete it accurately (b), every day.

Therapist: Do your best this week to complete this Activity Log. (a)

Itemized Competence rating guidelines:
Complete this item score by adding a point for each time the
therapist:
1. Makes an explicit statement of the Activity Log's importance ii
treatment (with close temporal proximity to the statement regardir
the importance of giving good effort in completing the Activity L<
and doing so accurately)
2. Make a statement that client has power (responsibility, etc.) to
improve therapy outcome by completing Activity Log accurately •
thoroughly

1. Makes an explicit statement of the Activity Log's
importance in treatment
EXAMPLES
"This is an important part of understanding your activities and moods, so give it your best shot"
"This is an essential part of your treatment."
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NONEXAMPLES
"Go do your best with this Activity Log! I'll see you next week!" (Fails to mention importance
of Activity Log)

2. Make a statement that client has power
(responsibility, etc.) to improve therapy outcome by
completing Activity Log accurately or thoroughly
EXAMPLES
"The ball's in your court now - we need this information from you to plan our next steps and get
you back on course for a meaningful life."
"Here's the good news: YOU have the power to start taking back your life by filling this
Activity Log out. That way, we can start to select activities that help you build meaning and get
you feeling better."

NONEXAMPLES
"I'll be able to be much more helpful to you once I've gotten a better sense of how you spend
your time." (Fails to implicate client power to affect change via the Activity Log)
"You have the power to fill this Activity Log out accurately and thoroughly. No one else knows
you better than you know yourself." (Fails to implicate improvements in therapy outcome)

EXAMPLES IN CONTEXT
Therapist: Before I send you home I just wasn't to remind you of the importance of filling out
this Activity Log (states importance of Activity Log). With this log, you have the power to
take a step toward beating depression by providing information about how you spend your time
(states clients power to improve treatment outcome). Be sure to give this your very best
effort, since it's in many ways the lynchpin of effective therapy (explicit statement of the
Activity Log's importance).
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ITEM 8. State that the Activity Log will be
reviewed collaboratively (looked at, looked
over, gone over)
Adherence rating guidelines
To rate this as having occurred, the therapist must:
State that the Activity Log will be reviewed collaboratively
(looked at, looked over, gone over)
**Note: Collaborative language must refer specifically to the process of
reviewing the activity log, as opposed to other aspects of therapy.**

ADHERENT EXAMPLES:
•
•
•

When you bring this in next week, you and I will spend some time looking at it together.
We'll go over this together
We will look at this together next time we meet

PARTIALLY ADHERENT EXAMPLES
•
•

Next time I will review this Log (doesn't include together / in session)
I'll look at what you've recorded on your Log (doesn't include together / in session)

NONEXAMPLES
•

Fill out this Log (no mention of reviewing it)

297

EXAMPLES IN CONTEXT
Therapist: Next time I'll take a look at what you've written (partially adherent) and I'll see
what you've been doing and how you've been feeling.

Therapist: We'll look this over next week together (adherent), so we can start to see how you
feel over the week.

Therapist: I'd like you to bring this back with you next week so we can look it over together
(adherent). That will help us get a better sense of what is going on in your life, and how you are
feeling. When we look at it together (adherent), we might be able to see some areas to make
adjustments to improve your mood.
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BA Techniques (Non-Activity Log Assigning)
Additional Item 1: Use the word "values"
in a way that is consistent with the IMM-BA
conceptualization
To rate this item as having occurred, the therapist must:

Use the word "values" in a way that is consistent with the
IMM-BA conceptualization

EXAMPLES
T: Later in treatment, we will be talking about your values (1)
T: Is that something that you value? (1)
T: Sometimes, when someone holds something as very important, we call that a "value" (1)

NON-EXAMPLES
T: So, you said you were working at the TrueValue Hardware™ store before you became
unemployed? (No point awarded; brand name)
T: Something of value in therapy is to monitor your daily activities and mood scores (incidental
usage not consistent with abstract meaning of values as defined in IMM-BA)
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Item 2. Assign or suggest activities for out-ofsession completion (not linked to stated client
values)
To rate this as having occurred, the therapist must:

Assign or suggest activities for out-of-session completion
(not linked to stated client values)
(May include suggesting an increase in frequency or
duration of existing activity)

EXAMPLES
T: Everyone enjoys walking around in the park! Is that something you could do for next week?
(1)
T: How about writing a letter to your sister (1, if outside the context of discussing family as a
valued domain)
T: For next week, please find 10 job postings you'd be interested in applying for (1, if outside
the context of career/employment as a valued domain)
T: What if you were to do something sociable this week (1, non-specific activity, but meets the
function of increasing activation outside of session)

NON-EXAMPLES
T: You should call your sister, since family is something that you said you value (In context of
values discussion)

300

Item 3: Assign or suggest values-consistent
activities for out-of-session completion (values
must be part of this discussion; the word
"value(s)" must be used explicitly)
To rate this item as having occurred, the therapist must:

Assign or suggest values-consistent activities for out-of-session
completion (values must be part of this discussion; the word
"value(s)" must be used explicitly)
(May include suggesting an increase in frequency or
duration of existing valued activity)

EXAMPLES
T: You should call your sister, since family is something that you said you value (In context of
values discussion)
C: Improving my career at this point is probably the most important thing in my life right now.
T: So that's one of your important values. OK, what could you do this week to help move
forward professionally?
C: I could ask my boss for a promotion . . .
T: Great idea! Let me know how that works out for next session (1, mentions "value" and
suggests activity)

NON-EXAMPLES
T: How about writing a letter to your sister (1, if outside the context of discussing family as a
valued domain)
T: For next week, please find 10 job postings you'd be interested in applying for (1, if outside
the context of career/employment as a valued domain)
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Item 4: Inquire about things that may interfere
with the client accomplishing a selected activity
(e.g., materials, skill, knowledge, competing
emotional responses, client avoidance of task)
To rate this as having occurred, the therapist must:

Inquire about things that may interfere with the client
accomplishing a selected activity (e.g., materials, skill, knowledge,
competing emotional responses, client avoidance of task)

EXAMPLES
T: So, what might get in the way of you calling your sister this week? (1)
T: OK, so you are interested in getting back into the gym. Do you have a membership anywhere
at this point? (1)

NON-EXAMPLES
T: Getting back into the gym . . . sounds good to me! (No inquiry as to potential barriers)
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Item 5: Ask client to describe current
(or recent) social activities
To rate this as having occurred, the therapist must:

Ask client to describe current (or recent) social activities

EXAMPLES
T: How has your social life been lately? (1)
T: Have you been dating or involved in relationships in the past few weeks? (1)
T: Have you gotten out to see friends or relatives lately? (1)

NON-EXAMPLES
T: What did you do in the past that was social that you enjoyed?
T: What was it that you and Samantha, your ex-girlfriend, used to enjoy doing together?
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Item 6: Ask the client to identify or describe
activities (or functions of activities) that he or
she used to do in the past, but no longer does
To rate this as having occurred, the therapist must:

Ask the client to identify or describe activities (or functions of
activities) that he or she used to do in the past,
but no longer does

EXAMPLES
T: What are some things that you used to do that haven't been part of your life lately? (1)
C: 1 used to love going to live music, but I haven't been to a concert in months.
T: What was it about going out to live shows that you enjoyed (1, asks client to describe
function of previously enjoyed activity)

NON-EXAMPLES
T: What are some things that you like doing (no reference to decreased occurrence)
T: What kinds of activities would you like to be doing more of? (No reference to past activities)
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Item 7. Inquire about an out-of-session activity
that was (ostensibly) previously assigned
To rate this as having occurred, the therapist must:

Inquire about an out-of-session activity that was (ostensibly)
previously assigned

EXAMPLES
T: So last week I asked you to go jogging. Were you able to do that? (1)
T: Did you get a chance to call your sister, as we discussed last time? (1)
T: Remember how we talked about going to the archery range? How did that go for you? (1)

NON-EXAMPLES
T: I'm so glad you got to go to the movies (No mention of this being a previously assigned
activity)
T: Were you able to complete the homework from last week? (No point unless specifies that
homework was actually an activity of some sort)
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Item 8. State that - or give an example
illustrating that - action may influence
motivation level
To rate this as having occurred, the therapist must:

State that - or give an example illustrating that - action may
influence motivation level

EXAMPLES
T: Remember, you may not be motivated before you begin an activity but once you get started,
you may feel more motivated. (1)
T: So remember how we were talking about my difficulty kick-starting my running regimen?
C: Yeah
T: Even though I wasn't initially motivated to start running, the more I did it, the more
motivated I felt to keep going. I found I started to be excited about getting out there. (1)
T: Some people say they can't start something because they don't feel motivated. Well, I
actually feel motivated to do very little - but I get a lot done... because I get started rather than
waiting around to feel like getting started. I take action, and then the feeling of motivation kicks
in to keep me going. (1)

NON-EXAMPLES
T: Motivation might influence how you act. (True statement but not a statement of the BA
conceptualization)
T: Take running, for example. Who do you think is more motivated? The marathon runner who
runs 20 miles per day, or your lazy therapist, who runs a mile every other day? (Doesn't specify
how action influences motivation)
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Coding Breakdown - PBR * Scenario 2
Therapist
modeled
in IMMBA?
Yes

Unique &
Essential to
BA

No.

Item

1

Make an explicit
statement to the effect
that actions (will/can)
affect moods

2

Explain that the
Activity Log will be
used to understand
relationships between
mood and activity

Yes

Yes

Freq

3

Explain all components
of Activity Log
Explain that the
Activity Log should be
completed EACH day
(not in one sitting at the
end of the week)

Yes

Yes

Ext

Yes

Yes

Ext

Instruct the client to fill
out the Activity Log
throughout the day
Provides an example of ai Y e s
activity with an
inappropriate level of det;
AND identifies it as
inappropriate or unnecess

Yes

Ext

Yes

Freq

Yes

Yes

Freq

Yes

Yes

Freq

4

5

6

Ask if the client
understands the
assignment with close
temporal proximity to
'wrapping up' or
'session-closing'
behavior

7

Encouiage client to give
a good effort m
completing the Activity
Log

Essential,
not
Unique to
BA

Yes

Compatible
, not
necessary
or unique

Proscribed
inBA

Freq
or
Ext
Freq

Encourage client to
complete the Activity
Log accurately

8

State that the Activity
Log will be reviewed
collaboratively (looked
at, looked over,
gone over) in session
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CODING FOR SCENARIO 3:
Assigning Values Consistent Activities Using
the Valued Living Questionnaire (VLQ)
SCENARIO INSTRUCTIONS
INSTRUCTIONS: Last week, you asked your client to complete a Valued Living
Questionnaire to identify her most important values in life. She worked on this outside of
session, at home. This week, she is bringing the completed Questionnaire back to show you,
with a description of each valued area and a rank-order list of the valued areas. You happen
to know that this client has not been acting consistently with her values. Now, you want her
to begin doing more things in her daily life that are consistent with her values.
Remind your client of the connection between being consistent with her values and leading a
more meaningful, less depressed life. Then, explain to her that you'll use the information
from her out-of-session work to guide her selection of new activities. Using the client's top
3 valued areas, help the client select 2 new activities and schedule them into the upcoming
week. You can select activities from the list provided or generate your own ideas with the
client. As you do this, remember to help the client select activities she can succeed in
performing. Wrap up the interaction as if it were the end of a therapy session. You have up
to 25 minutes to do this.
(The participant will be provided with a blank Activity Log and a list of ~30 activities, some
of which are a good match for client values, and some of which are not. The client will bring
a completed Valued Living Questionnaire or values assessment to session.)
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ITEM 1. With what frequency did the therapist
(a) orient the client to the task of selecting or
identifying activities
OR
(b) orient (or re-orient) the client to the task of
using values or the VLQ to aid in identifying
activities

Adherence rating guidelines:
This item is based on the frequency with which the therapist explained that the results of the
assignment (VLQ) the client completed would be used to guide the next treatment steps.

To rate this as having occurred, the therapist must:
(a) orient (or re-orient) the client to the task of selecting or
identifying activities
OR
(b) Orient (or re-orient) the client to the task of using values OR
the VLQ to aid in identifying activities
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*** NOTE: This item is meant to capture 'agenda-setting' behavior by the
therapist. Actual assignment of values-consistent activities is captured under Item
*** NOTE: Behavior that meets criteria for Adherence lb will typically meet
criteria for Adherence la, although not necessarily so***

EXAMPLES (a)
•
•
•
N
•
•
•

Now we're going to pick new activities for you
Now I'm going to ask you to pick some new things to try
Next let's see if we can get you to do some different or new things in your week
O N E X A M P L E S ( a ) - N o Point Awarded
We won't change anything about what you do
This week let's just focus on how you feel
Just do what you've been doing this week

EXAMPLES (b)
• Today I'd like to work with you to select some activities for the upcoming week that are
consistent with the values you just wrote about
• I'd like us to pick some things for you to do this week that fit with your top 3 values
• You just wrote about your values, and now we'll use those values to help you find things to
do this week
• The things you do for this week will fit with the values you just wrote about in this
assignment
• I'll ask you to do a few new things this week that are consistent with your values

N O N E X A M P L E S ( b ) - N o Point Awarded
•
•

We'll pick new things to do (no mention of values)
Let's pick some things you enjoy (no mention of values)

EXAMPLES IN CONTEXT
Therapist: We'll use the values you just wrote about to help us pick things for you to do this
week (a and b). So let's get started. As we pick activities for you to do (a), let's make sure each
one is consistent with your values (b).
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Therapist: We're going to use this assignment to guide our next step - helping you try some
new activities (a) that are consistent with your values (b)

Therapist: Let's pick some new activities to try (a). 1 think they should be things you enjoy, or
things you haven't done in a while.

Itemized Competence rating guidelines:
Itemized Competence for this item is based on the skill with which the therapist explains that
new activities will be selected using the client's values.

Add one point for each time the therapist:
1. Explained that client and therapist would work together to select
activities OR used collaborative language (e.g., we) in reference to
activity selection
2. State that values can be used to personalize (individualize, tailor)
activities to client or to client's unique needs

1. Explained that client and therapist would work
together to select activities OR used collaborative
language (e.g., we) in reference to activity selection:
EXAMPLES
"Together we'll pick some new things for you to do"
"You and I will find things for you to do"
"We will select some things off this list for you to do"
"You and I will work together to find some things that are in line with your values"
"I'll help you find things that fit your values"
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NONEXAMPLES
"You will do things that match your values" (Doesn't involve therapist in activity selection)
"I'll find things that are fitting with your values." (Doesn't involve client in activity selection)
"I will tell you some things you can do that fit your values." (Doesn't involve client in activity
selection)

2. State that values can be used to personalize
(individualize, tailor) activities to client or to client's
unique needs
EXAMPLES
"Now that we know what you value, we'll use that information to personalize the next phase of
our work by picking things you'll really value."
"Since we know what's important to you, we'll use this information to pick activities so the rest
of treatment will be very individualized to you."
"Everyone values different things - one way we can personalize this treatment to you is by
picking things that you value."
"Armed with the results of this values assessment, we'll be able to tailor our future treatment
activities to your unique needs."
"Everyone has different needs, and one way we'll make sure your unique needs are met is by
using this values assessment to personalize treatment."

NONEXAMPLES
"Learning more about your values will make treatment better for you." (No mention of
individualizing or tailoring it to client values)

EXAMPLES IN CONTEXT
Therapist: Okay, so now we know what you value. We're (1) going to use this information to
find you new things to do that affirm those values ... and that's how we're (1) going to help you
out of depression. We know that doing things you value is important to your mood, so this is
how we (1) are going to help you feel better - by using this information about your values to
pick things that really are tailored to your needs (2).
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ITEM 2. With what frequency did the therapist
state that values or valued activities contribute
to a meaningful life // a higher mood // fewer
symptoms of depression
(Statement may also be made in the negative absence of valued behavior contributing to
low mood / depression)

Adherence rating guidelines:
This item is based on the frequency of the therapist reviewing one of the major tenets of
values-driven BA: values-consistent activities are conducive to a meaningful and/or
depression-free life.

To rate this as having occurred, the therapist must:
State that values or valued activities contribute to a meaningful
life // a higher mood // fewer symptoms of depression
(Statement may also be made in the negative - absence of valued
behavior contributing to low mood / depression)

Note: Therapist may state this in the negative (e.g.,
values inconsistency leads to depression).
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Note: This statement should be an orienting or
rationale statement. If it is made as a prescriptive
statement, it is better captured under item 1.
ADHERENT EXAMPLES
• It's important to do things you value to have a more meaningful life
• People who are depressed usually are not doing enough things that they value and the way to change that is to add more things into their lives that they do value
• A life full of valued activities is the best way to stay out of depression
• For you to overcome your feelings of depression, you will need to begin to do more
things that affirm your values
• Since you have not been doing things that you value, I can see why you are feeling
depressed.

PARTIALLY ADHERENT EXAMPLES
• It's important to do things that you value (Does not connect to alleviating depression /
having meaningful life)
• Your values are important (Doesn't refer to valued activities; doesn't connect to
alleviating depression / having meaningful life)

NONEXAMPLES
• Values are things in life you strive for (Doesn't explain importance of values OR
importance of value-consistent behavior)
• You need to know what you value (Doesn't explain importance of values OR importance
of values-consistent behavior)

EXAMPLES IN CONTEXT
Therapist: So we just reviewed your values, and now it's time to talk about how they fit into
our treatment. We know that people who affirm their values in their daily lives, who do things
they value on a regular basis, are less likely to be depressed (adherent). It's important to do
things you value (partially adherent).
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Therapist: Now that we've reviewed your values, we'll start scheduling more things in your life
that are consistent with your values. This is how treatment is going to help you, because when
you do more things that are consistent with your values, you will feel less depressed, (adherent)

Therapist: Now that you have reviewed your values, you can see how important they are
(partially adherent). It's important to do things you value (partially adherent).

Itemized Competence rating guidelines:
This item is based on the skill with which the therapist reviews this concept.

Complete this item score by adding a point for each time the
therapist:
1. Connects this concept to treatment activities and/or good
treatment outcome (alleviation of symptoms)
2. Provides an appropriate example of a values-consistent activity
and its effect on mood (or a values-inconsistent activity and its effec t
on mood)

1. Connects this concept to treatment activities and/or
good treatment outcome (alleviation of symptoms)
EXAMPLES - Italicized portion indicates Itemized Competence
"Living a values-consistent life is a good way to stay out of depression. What that means for you
is that a big part of our work together is going to be helping you plan and do things that are
consistent with your values."
"Acting in a way that affirms your values will help alleviate your depression, so now it's time to
start figuring out what you can do that's consistent with your values."
"The way out of depression is on a path marked by your values. To help you get there, we 11 be
picking new activities for you."
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NONEXAMPLES
"Living a values-consistent life is a good way to stay out of depression." (No link to treatment
activities)
"What we'll do next is find out how you can live more consistently with your values by picking
some new activities." (Doesn't review link between valued living and reduced depression)

2. Provides an appropriate example of a valuesconsistent activity and its effect on mood (or a valuesinconsistent activity and its effect on mood)
EXAMPLES
"Living a life that's full of valued activities is a good way to alleviate depression. For example, I
know that when I am staying in touch with family by talking to my sisters and parents once a
week on the phone, staying physically active by running 3 times a week, and pursuing my love
of art by painting twice a week, I'm usually feeling like I live a meaningful life. Sure, I have ups
and downs, and things can irritate me or make me mad, but I don't feel depressed or like my life
is without direction. All of those things that I do - talking with family, staying active, and
working on my art - are things that affirm my values of family, physical fitness, and art." (3
points total, 1 for each activity/value pairing)

NONEXAMPLES
"I have noticed that times in my life where 1 feel depressed are times when I'm not being active.
So we need to get you active in order for you to feel less depressed." (Doesn't reference
values)

EXAMPLES IN CONTEXT
Therapist: It's important to live consistently with your values to have a meaningful life. So for
me, making time for spiritual activities is important. When I go to church regularly, and I pursue
some private spiritual activities, my mood is generally better overall (example). I'm not
suggesting that you need to go to church - that's what works for me, not necessarily for you.
What we're going to do is make sure the things you do are consistent with your values, and
that's how we're going to help you feel better, (connects to treatment activities)
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ITEM 3. With what frequency did the
therapist obtain an agreement that the client
will engage
in a specific values-consistent activity outside
of session?
Adherence rating guidelines:
This item is based on the frequency with which the therapist suggested or prompted the client
to select values-consistent activities for the client to complete.

To rate this as having occurred, the therapist must:
obtain an agreement that the client will engage in a specific
values-consistent activity outside of session
NOTE: Agreement may occur after the therapist suggests a valuesconsistent activity, asks client to suggest a values-consistent activity,
or inquires about the values-consistency of a proposed activity.
However, this item is scored on whether the therapist obtains client
agreement to engage in a values-consistent behavior outside of
session.
Note: If therapist obtains agreement for the same activity more
than once, only count the first agreement.

ADHERENT EXAMPLES
Therapist: What can you do this week that's values consistent?
Client: I could go running, I guess.
Therapist: Okay. Will you do that?
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Client: Okay.
Therapist: To affirm your value of family, I'd like you to do something to show them you care
about them (identifies value domain). What will that be?
Client: I don't know, I'm too depressed to think about it.
Therapist: Well, if I were you, I'd start with a phone call. Could you try that?
Client: A short one?
Therapist: Sure. A short phone call to... what family member?
Client: My brother?
Therapist: Sounds good to me. Is this something you're willing to do?
Client: I think so, if you think it will help me.
Therapist: I'd like you to give it a shot.
Client: Okay, I'll try it. (adherent)
Therapist: Can we pick something in your top 3 value domains that you'll do this week?
Client: Uh, like what?
Therapist: Well, here it says you value family, health and well-being, and spirituality. What
could you do to show you value one of those things? (Identifies values domain)
Client: I could go to church, I guess.
Therapist: Okay, will you be willing to do that for next week?
Client: Yeah (adherent)
Therapist: Are you sure?
Client: Yes (no additional point. Client previously agreed to engage in this activity).

PARTIALLY ADHERENT EXAMPLES
Therapist: Could you call your mom this week?
Client: Yeah. (Partially adherent - No mention of values)
Therapist: Could you go out with a friend this week?
Client: Okay, I guess (Partially adherent - No mention of values)
Therapist: What could you do this week to be more active?
Client: I could go running.
Therapist: That sounds great. I'd like you to do that, okay?
Client: Okay (Partially adherent- No mention of values)

NONEXAMPLES
Therapist: What if you were to call your mom?
Client: I don't think so - she's super busy. (No agreement to engage in behavior was
obtained)
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Therapist: Could you call your mom to affirm your value of family?
Client: Yeah, that would be a good idea I guess. (No agreement to engage in behavior was
obtained)
Therapist: What could you do this week to be more values consistent?
Client: I could fill out some job applications to affirm my value of professional development
Therapist: That sounds great. Is that something you can do for this upcoming week?
Client: I don't know, I need to call the cable company to get my internet back up.
Therapist: Okay, that sounds like a good first step to getting those applications out. Can you
agree to doing that for next week?
Client: I don't know if I paid the cable bill. (No agreement to engage in behavior was
obtained)

Itemized Competence rating guidelines:
This item is based on the skill with which the therapist obtains client agreement to .

Complete this item score by adding a point for each time the
therapist:
1. Asks for client feedback about a suggested activity (outside of
feasibility, values consistency, or barriers)
2. Suggests an activity (not one previously mentioned)
3. Asks client to suggest an activity
4. Prompts client to consider activities he/she used to do OR
used to enjoy
5. Inquires about the values-consistency of a proposed activity

1. Asks for client feedback about a suggested activity
(outside of feasibility, values consistency, or barriers)
EXAMPLES
"So going running - how does that sound to you?"
"How does that sound?"
"What do you think about that?"
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NONEXAMPLES
"You should go running." (No asking for client feedback)
"Do you have the supplies you need to do that?" (Assessing barriers, not opinion about
activity - see Item 6)
"Is that something you can succeed at?" (Asking about feasibility - see Item 5)

2. Suggests an activity (not one previously mentioned)
EXAMPLES
"Could you go running this week to be consistent with your value of wellness?"
"How about calling your mom?"
"You mentioned liking to walk outside. Would you be willing to do that this week?"
"Therapist: Would your life be more values-consistent if you called your mom once a week?"

NONEXAMPLES
"Would the ideal you call your mom more often?" (No point - suggests a hypothetical activity
without expectation that client will actually do it)
"What do you think life would be like if you got more exercise?" (No point - hypothetical)
"Would your life be better if you were more values-consistent by calling friends more?" (No
point - doesn't identify activity client is expected to do)

3. Asks client to suggest an activity
EXAMPLES
"What could you do this week?"
"Can you think of something that would be consistent with your value of friendship? "
"What would be an activity you could do?"
"How might you affirm your value of family this week?"

NONEXAMPLES
"You should go running" (Tells client an activity rather than asking for suggestion)
"I think you should call your mom." (Tells client an activity rather than asking for suggestion)

4. Prompts client to consider activities he/she used to
do or used to enjoy
EXAMPLES
"Are there things you used to do that you've stopped doing?"
"What about something that you used to do before you started feeling depressed?"
"As we pick activities, sometimes it's helpful to think about things you used to enjoy."
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NONEXAMPLES
Client: I used to run a lot.
Therapist: That sounds like a good start (client, not therapist, identifies activity)

5. Inquires about the values-consistency of a proposed
activity
EXAMPLES
"Is that consistent with a value?"
"What value does that fit with?"
"How does that support your values?"
"How do your values inform that activity?"

NONEXAMPLES
"Is that something you would enjoy?" (No mention of values)
"Going to the movies sounds great." (No mention of values)

EXAMPLES IN CONTEXT
Therapist: So you wrote here that you really value your family. Could you call up a family
member this week, just to talk? (suggests an activity)
Client: I think so.
Therapist: How does that sound to you as an activity? (solicits feedback about a proposed
activity)
Therapist: So this week, I'd like you to start some kind of physical activity again since you
value well-being. What would you like to do in that area? (asks client to suggest activity)
Client: I could take a walk.
Therapist: Sounds great.
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ITEM 4. (a) Inquire when a client intends to
complete a planned activity
OR
(b) Suggest a day and/or time that the client
might complete a planned activity (may
include general times of day, eg, "afternoon,"
"before work" or "after class")
Adherence rating guidelines:
It is important in BA to schedule activities to help clients gain momentum. This item is based on
the frequency with which the therapist helps the client to think about scheduling new activities
on specific days and times, to increase the chance that the activity will occur.

To rate this as having occurred, the therapist must:
(a) Inquire when a client intends to complete a planned activity
OR
(b) Suggest a day and/or time that the client might complete a
planned activity (may include general times of day, eg,
"afternoon," "before work" or "after class")
*** NOTE: Simply specifying "by next week" or "for next week" does NOT
meet criteria for adherence for this item ***
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ADHERENT EXAMPLES (a)
• When this week can you go bowling? I know your schedule is busy.
• When can you fit it in?
• What day do you think you'll do that? Let's think about when it makes sense for you to call
your brother. What times work best for you to connect on the phone?

PARTIALLY ADHERENT EXAMPLES (a)
•
•

Can you fit that in? (Partially adherent)
Will you have time to do that? (Partially adherent)

NONEXAMPLES (a)
•

Please do that for next week (Doesn't specify date or time)

EXAMPLES (b)
•
•
•

Could you do that after you go to class?
What about Wednesday afternoon? That's a free time in your schedule, right?
How about Wednesday at 4PM?

NONEXAMPLES (b)
•

Please do that for next week (Doesn't specify date or time)

EXAMPLES IN CONTEXT
Therapist: So you said you'd call your brother to affirm your value of being a caring, involved
family member?
Client: Yeah.
Therapist: Do you know when you'll do that? (a) Sometimes I put off phone calls till the last
minute, then realize it's too late to call.
Client: I should call him by 6, since his kids go to bed early. And I guess I'll do it Wednesday.
Therapist: Okay. What else are you going to do that's values consistent?
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Client: How about starting jogging again?
Therapist: Sounds good. Is that something you could do after work? (b)
Client: Yeah, I think so.

Therapist: So you'll go to the library and get out some books on jewelry making. Do you know
when you'll do that? (a)
Client: Saturday, I guess.
Therapist: Okay.

Therapist: So you're going to walk your dog. Do you have time to do that this week? (partial
adherence)
Client: Yeah.
Therapist: Do you know when you will do that? (a)

Therapist: So you're going to walk your dog. Do you have time to do that this week? (partial
adherence)
Client: Yeah, I'll do it when I get home from work, like 5:30 or so. (Note client suggests time
but therapist does not pull for specifics, so this stays at score of partial adherence)
Therapist: Great. Okay, what else is on your mind?
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Itemized Competence rating guidelines:
This item is based on the skill with which the therapist addresses committing to new activities
through scheduling and/or committing to other people.

Complete this item score by adding a point for each time the
therapist:
1. States a causal relationship between scheduling and getting
activity done

1. States a causal relationship between scheduling and
getting activity done
EXAMPLES
"You'll be more likely to succeed in doing that if you schedule it ahead of time."
"I'm glad you know when you'll do that - I think it will help you be sure to do it."
"When we schedule things, we are more likely to get them done."

NONEXAMPLES
"I'm glad you have that scheduled." (Doesn't include enhancing chance for success)

EXAMPLES IN CONTEXT
Therapist: So you're going to take a walk, visit your mom, and go to church this week. Do
you know when you'll do each of these things?
Client: Well, church is Sunday morning. I don't know when I'll visit my mom or take a
walk though.
Therapist: Let's think about that for a minute. I really want to see you succeed in doing
these things, because this is how you're going to start feeling better. Sometimes it helps to
schedule new activities in, so you don't forget or have a tendency to put them off (1). Can
we schedule these in advance?

Client: Okay. I could call my mom tonight and ask her if she'll do lunch with me on
Thursday?
Therapist: Great. You'll be more likely to do this if you set it up ahead of time (1). How
about that walk?
Client: I'm not sure.
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Item 5. With what frequency did the
therapist prompt the client to select things he
or she can accomplish {small tasks, things
you know you can do, something you've done
before)
Adherence rating guidelines:
This item is based on the frequency with which the therapist encourages the client to pick
activities he/she can succeed at.

To rate this as having occurred, the therapist must:

prompt the client to select things he or she
can accomplish {small tasks, things you know
you can do, something you've done before)
ADHERENT EXAMPLES
• As we're picking things to do this week, remember, let's pick things you know you can
succeed at.... things that are realistic.
• It's okay to start with small tasks that you know you can do
• Sometimes it's easier to start with things you've done before, so you really know you can do
them
• Can you think of something pretty easy? I'd like us to pick things that we know you can do
for sure
• Take small steps - pick a few small, easy activities for this week.

NONEXAMPLES
•

Go ahead and think big! (Doesn't ask for accomplishable task)
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• Is there something you used to do that you've stopped doing? (This is an appropriate
statement but doesn't ask for an accomplishable task)

Itemized Competence rating guidelines:
This item is based on the skill with which the therapist encourages the client to select
"accomplishable" activities.

Complete this item score by adding a point for each time the
therapist:
1. Explains that initial success in activities may lead to overall
increase in activity level OR explains that initial failure in activities
may lead to overall decrease in activity level

1. Explains that initial success in activities may lead to
overall increase in activity level OR explains that
initial failure in activities may lead to overall decrease
in activity level
EXAMPLES
"We want to get you succeeding early so that you can build some momentum and start really
becoming the active, values-consistent person you can be."
"The worst thing right now would be to pick something too ambitious and fail to accomplish it.
That would make you even less likely to try again, and could worsen your depression."
"If you pick something you can succeed at, and you complete that activity with success, you'll
be more likely to be active in the future."

NONEXAMPLES
"Pick something you can succeed at." (Adherence item - therapist does not explain why this
is important)
"If you fail to complete your task, you'll be disappointed." (Doesn't identify impact on future
behavior.)
"You'll feel great when you have done that!" (Doesn't identify impact on future activity
level)
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ITEM 6. Inquire about feasibility OR the
possibility that a client might fail to
accomplish activities OR whether client has
necessary
items/materials/skills/information/credentials
to complete an activity
Adherence rating guidelines:
This item is based on the frequency with which the therapist encourages the client to pick
activities he/she can succeed at.

To rate this as having occurred, the therapist must:
Inquire about feasibility OR the possibility that a client might
fail to accomplish activities OR whether client has necessary
items/materials/skills/information/credentials to complete an
activity
***Note: queries related to time or values-consistency are NOT coded
here***
**Coders should be vigilant for these statements throughout the activity
selection process. They may occur as feedback to a suggested activity, as
general instructions given prior to activity selection, or both.**

EXAMPLES
•
•
•
•
•

Are you likely to avoid doing any of these activities?
Have you avoided exercise in the past?
So taking a walk. Do you have all the things you need to do that?
Building a model train? You'll need some supplies for that, right?
Building a model train? Is that something you know how to do?
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• So taking a walk. Is there anything that might get in your way when you try to do this?
• Is there anything on [this list of selected activities] that you will need extra tools or materials
for?
Client: I'd like to go running 6 times.
Therapist: That sounds great. Have you been running in a while?
Client: Well, no. Not for months.
Therapist: I don't doubt your abilities, but I do want to be sure you're successful this week. Is
running 6 times something you can do realistically?
Client: I'd like to go running 6 times.
Therapist: I think that's an ambitious task! Is that something you're sure you can do
successfully?
Client: I'd like to go running.
Therapist: That sounds good. What kind of distance is going to be accomplishable for you?

NONEXAMPLES
•

Going running in your new sneakers? Sounds great. (Doesn't assess for barrier)

Client: I'm going to buy some new sneakers so I can start running.
Therapist: Great idea. (Client, not therapist, identifies implied barrier.)
•

It doesn't sound like anything will get in your way (Doesn't assess)

EXAMPLES IN CONTEXT
Therapist: What else will you do this week?
Client: I could clean up the house a bit - haven't done that in a while.
Therapist: Okay, that sounds like a good one. Is that a small enough task that you can make
sure it happens? (1)
Client: Yeah, I think so.
Therapist: Okay. What else will you do?
Client: I'm going to run 10 miles.
Therapist, Wow, that's ambitious. Have you gone running in a while?
Client: No.
Therapist: Is that something you can do realistically? (1)
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Therapist: So it's time to pick some activities for the week.
Client: How about walking my dog 3 times?
Therapist: Sounds great. What else?
Client: I'd like to go to the library and get some books on car repair - so I can learn how to do
it.
Therapist: Another good one.

Itemized Competence rating guidelines:
This item is based on the skill with which the therapist encourages the client to select
"accomplishable" activities.

Complete this item score by adding a point for each time the
therapist:
1.Obtains client agreement for a scaled-down version or
component of a proposed activity
2. Praises client enthusiasm or ambition
3. Inquires about which activity client might do first or soonest /
which activity the client might put off or delay / which activity the
client may find most difficult / which activity the client may find
easiest (1 point for each inquiry)
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1. Therapist obtains client agreement for a scaleddown version or component of a proposed activity
EXAMPLES
Client: I want to get into college!
Therapist: Okay, what would be Step One to getting into college? What might you start with as
your first step?
Client: I guess picking some colleges to apply to.
Therapist: How about this week, you make a list of 5 colleges you might apply to.
Client: Okay.
Client: I want to go running 15 miles a day.
Therapist: Wow, that's a lot. When is the last time you went running?
Client: A couple months ago. I was in great shape.
Therapist: Okay. What if we start a little smaller? Could you go running a few miles, instead of
15?
Client: Yeah, that might be a good idea. How about I do 1 instead of 15? I can probably do 1
mile.
Therapist: Great.
Client: I'm going to go running 10 miles.
Therapist: 10 miles sounds like an awful lot. What if you could come up with another activity
that would get you outside and active, but would be a bit more realistic? What would be more
accomplishable but still in the same area? Something like walking a few miles? Or how about
going for a small hike?
Client: I could maybe walk a few miles.
Therapist: Okay, how many is a few?
Client: Maybe 1?
Therapist: Sounds good to me - can we agree on 1 mile?
Client: Yeah.

NONEXAMPLES
Client: I want to get into college!
Therapist: How about something smaller, like going hiking? (Activity not related to client
suggestion)
Client: I want to go running 15 miles!
Therapist: Sounds great. (Doesn't prompt for selection of accomplishable activity.)
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2. Praises client enthusiasm or ambition
EXAMPLES
Client: Well, I've always wanted to run a marathon.
Therapist: I love your enthusiasm. Let's talk about how you might get ready for that.
Client: I'd like to visit with each of my friends this week.
Therapist: That's a great goal, and I like your ambition.

NONEXAMPLES
Client: Well, I've always wanted to run a marathon.
Therapist: Great! (Praise of activity choice, not of client ambition or enthusiasm)
Client: I'd like to start painting again.
Therapist: Okay, but that will take some materials. (Doesn't praise.)
Client: I want to go paintballing.
Therapist: Hey, that sounds like lots of fun. Great idea. (Praises activity choice, not client
ambition or enthusiasm).

3. Inquires about which specific activity client might
do first or soonest / which activity the client might put
off or delay / which activity the client may find most
difficult / which activity the client may find easiest (1
point for each inquiry)
EXAMPLES
Therapist: Okay, which of these are you most likely to put off? (1)
Client: Calling my mom, I guess.
Therapist: And which will you find most difficult? (1)
Client: Going jogging.
Therapist: Okay, which of these are you most likely to do first? (1)
Client: Going to the library
Therapist: And which will you find most difficult? (1)
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NONEXAMPLES
Therapist: Is there any chance you might avoid any of these activities?
Client: I'd like to start painting again.
Therapist: Okay, will that be difficult?

EXAMPLES IN CONTEXT
Therapist: So let's start picking some things for you to do this week. Where do you want to
start?
Client: I want to start running again, but I haven't been in a while.
Therapist: Okay - 1 like your enthusiasm (1 - praises client enthusiasm).. Could you start by
walking more, and working up to running?
Client: Yeah. Good idea. (1 - obtains client agreement for related activity)
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ITEM 7. With what frequency did the
therapist problem-solve barriers to activities:
Suggest ways of dealing with barriers, or
solicit client suggestions for dealing with
barriers
Adherence rating guidelines:
This item is based on the frequency with which the therapist problem solves barriers to new
activities.

To rate this as having occurred, the therapist must:
Problem-solve barriers to activities: Suggest ways of dealing
with barriers, or solicit client suggestions for dealing with
barriers

***Note: This may be done for each individual activity, or after all
activities have been scheduled.***

EXAMPLES
Therapist: You'll need some new art supplies. Do you know where you can get them? (solicits
solution)
Client: Yeah, 1 actually have a couple stores I go to. I can go this week.
Client: It will be hard to go to that restaurant because I used to go there with my ex.
Therapist: Hmm. Do you think you could see it as a new step in the right direction? Like
reclaiming this experience for your own even though you're no longer in that relationship?
(suggesting solution)
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Client: I think I could try that.
Therapist: Maybe you could start by running a shorter distance, instead of running 10 miles? I
know you used to be a long-distance runner, but you said you haven't done that in several
months. Could you try starting smaller and building up to running longer distances again?
(suggesting solution)

NONEXAMPLES
Client: I'm going to buy some new sneakers so I can start running.
Therapist: Great idea. (Client, not therapist, solves implied barrier.)
Client: It will be hard to go to that restaurant because I used to go there with my ex.
Therapist: Hmm. That does sound hard. (Doesn't offer or solicit solution to this problem.)

EXAMPLES IN CONTEXT
Therapist: OK, so you've selected applying for a new job and fixing up your son's bike as your
two activities. Do you feel like you're prepared to take on those activities?
Client: Mostly. I've applied for plenty of jobs before but it's been a while and I'm worried I've
forgotten how to write a cover letter.
Therapist: What if you dig out some of your old ones and read them over? (1 suggests
solution)
Client: I could do that - 1 have a file of them at home.
Therapist: Okay, great. What about fixing up the bike?
Client: I need some tools - I gave mine away a few years ago.
Therapist: Do you know where you could buy some, or have a neighbor you could borrow them
from? (suggests solution 1)
Client: Yeah, I got a neighbor across the street who would probably lend me his toolkit.

Client: I'm going to start sewing again.
Therapist: That sounds great! Do you have a place to put your sewing machine up? (1) In my
house, that's the big problem - where to put the equipment!
Client: No, I have a table in my living room I can use. But I'll need some new supplies.
Therapist: Okay, what can you do about that? (1)
Client: I could go to a fabric store?
Therapist: Great idea.
Therapist: So now that you've selected your activities, is there anything you will need to
accomplish them?
Client: I guess I'll need new art supplies.
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Therapist: Okay. Is there a place you can go buy them? (1)
Client: Yeah.
(After client has selected activities)
Therapist: Okay, now that you've selected your activities for next week, we are almost done. Is
there anything else you'd like to talk about?

Itemized Competence rating guidelines:
This item is based on the skill with which the therapist assesses client motivation for new
activities.

Complete this item score by adding a point for each time
the therapist:
1. States that it is normal or valid to encounter difficulty or
frustration when adding new activities to one's life (e.g., it
makes sense that you're feeling apprehensive)

1. States that it is normal or valid to encounter
difficulty or frustration when adding new activities to
one's life (e.g., it makes sense that you're feeling
apprehensive)
EXAMPLES
Therapist: I know it can be hard to add new things to your life. What on this list do you think is
going to be hardest?
Therapist: Is there anything on here you might avoid?
Client: Going to see my mom - it's been so long since we've talked.
Therapist: It can be hard to visit with someone we haven't seen in a while.

NONEXAMPLES
"It's so important to add things to your week." (Doesn't validate difficulty)
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BA- INCONSISTENT ITEMS (scored on
separate subscale, will not enter into Total
Score)
The base score for Proscribed Items is 0 (Did not occur).
The score is 1 if one instance of this behavior occurred.
The score is 2 if two or more instances of this behavior occurred.

ITEM 8. With what frequency did the therapist
make an incorrect statement about the Valued
Living Questionnaire?
Adherence rating guidelines:
This item is based on the frequency with which the therapist misrepresents the purpose of the
Valued Living Questionnaire.

To rate this as having occurred, the therapist must:
(1) make an incorrect statement about the VLQ, as in the
following examples:

EXAMPLES
•
•
•
•

I asked you to bring this in so we can see how your values compare with other people's values
This [VLQ] can tell us how correct your values are
This [VLQ] will tell us if your values are right for you
Now we will know if you should change your values in order to be happier
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ITEM 9. With what frequency did the therapist
suggest or accept activities that are not a good
"fit" with client values?
Adherence rating guidelines:
This item is based on the frequency with which the therapist suggests or accepts client
suggestions of activities that do not fit client values.

To rate this as having occurred, the therapist must:
(a) suggest an activity that is not well matched to the value
domain under discussion
OR
(b) accept a client suggestion of an activity that is not well
matched to the value domain under discussion

EXAMPLES (a)
• .. .and you value friendship. I think in order to be a good friend you first have to be a healthy
person, so you should work on your physical fitness. Can you think of a way to work on your
fitness this week?
• [Client states that s/he values being a supportive family member, and suggests disclosing to
her mother-in-law that she had an affair earlier in her marriage] . . . that is a great idea. Honesty
is an excellent way to show respect for your family.

NONEXAMPLES (a)
• Jogging is a great thing to do this week (Doesn't discuss value domain, so can't tell if it is
matched or unmatched to activity)
• Visiting your mom to affirm your value of being a supportive family member - sounds
great! (Activity is within valued domain - not a mismatch)
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EXAMPLES (b)
Client: and because I really value community action, I'm going to work on my art project.
Therapist: Great! (Unless there is more context here to make this make sense, client is
trying to enhance community using a solo activity - mismatch)
Client: .. .so to affirm my value of family, I'll go lift weights at the gym by myself.
Therapist: Okay, sounds good. (Activity doesn't fit value - therapist does not intervene)
Client: So to affirm my value of family, I'll go bike riding alone.
Therapist: Okayy... (Sounds questioning but doesn't explicitly question client)

NONEXAMPLES (b)
Client: So to affirm my value of family, I'll go bike riding alone.
Therapist: Can you tell me how that relates to your value of family? (Assesses mismatch)
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Additional BA Techniques (Non-Assigning of
Activities)
Additional items are to be rated as dichotomous variables (i.e. behavior occurred or did not
occur). Rate item as " 1 " if it occurred, "0" if it did not occur

1. Assess for current values-consistent activities

To rate this as having occurred, the therapist must:

Assess for current values-consistent activities

EXAMPLES
T: So your top 3 values are family, friends, and career or employment. Are you doing things that
are consistent with those values right now? (1)
T: Do you think you're doing anything now that fits with your values? (1)
T: What are you doing now that fits with your values? (1)
T: Do you do anything now that has to do with what you value? (1)

NON-EXAMPLES
T: You aren't doing much now that is consistent with your values (No assessment or inquiry)
T: I want you do to more that's consistent with your values (No assessment or inquiry)

341

2. Describe BA relationship between motivation
and action (behavior)
To rate this as having occurred, the therapist must:

Describe BA relationship between motivation and action
(behavior)

EXAMPLES
T: Remember, you may not be motivated before you begin an activity but once you get started,
you may feel more motivated. (1)
T: So remember how we were talking about my difficulty kick-starting my running regimen?
C: Yeah
T: Even though I wasn't initially motivated to start running, the more I did it, the more
motivated I felt to keep going. I found I started to be excited about getting out there. (1)
T: Some people say they can't start something because they don't feel motivated. Well, I
actually feel motivated to do very little - but I get a lot done... because I get started rather than
waiting around to feel like getting started. I take action, and then the feeling of motivation kicks
in to keep me going. (1)

NON-EXAMPLES
T: Motivation might influence how you act. (True statement but not a statement of the BA
conceptualization)
T: Take running, for example. Who do you think is more motivated? The marathon runner who
runs 20 miles per day, or your lazy therapist, who runs a mile every other day? (Doesn't specify
how action influences motivation)
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3. Describe or refer to the difference between
values and goals
To rate this as having occurred, the therapist must:

Describe or refer to the difference between values and goals

EXAMPLES
T: Remember, values and goals are two different things
T: Values are what you hold dear - goals are things you accomplish
T: Is that a value or a goal?

NON-EXAMPLES
T: How will we meet your goals? (Doesn't reference values)
T: You value family (Doesn't reference goals)
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4. State that values are individual or are not (do
not have to be) the same as anyone else's
To rate this as having occurred, the therapist must:

State that values are individual or are not (do not have to be) the
same as anyone else's

EXAMPLES
T: So is that your value that's yours? Remember, your values don't have to be the same as your
parents'
T: Your values are your own - they help make you who you are
T: Your values are yours and yours alone
T: Not everyone values the same things

NON-EXAMPLES
T: Everyone values the same things, really
T: What do people from your culture value?
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5. Review Valued Living Questionnaire (look at
it) and discuss its content
To rate this as having occurred, the therapist must:

Review Valued Living Questionnaire (look at it) and discuss its
content

EXAMPLES
T: So you did this assignment. Let's take a look.... Oh, it says here that you value family. Okay,
I can see that.
T: Can you tell me a little more about this [VLQJ? It says here you value family.
T: Let's take a look at this together. Can you tell me more about your top 3 values?
T: Ok, it says here you value family. That makes sense to me since you mentioned earlier being
frustrated that you don't see them often.

NON-EXAMPLES
T: Okay, you did the assignment. Today I'd like to to talk about how we'll use it (Doesn't
review or discuss)
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Coding Breakdown - PBR * Scenarh) 3
Item

Item

Therapist
modeled in
IMM-BA?

1

(a) Onent (or re-orients) the client
to the task of selecting OR
identifying activities

Yes

Unique
&
Essential
toBA
Yes

Yes

Yes

Essential
not
Unique
toBA

Compatible,
not
necessary
or unique

Proscri
bed in
BA

AND

2

3

4

5

6

7

8 PROS
9 PROS

(b) Orient (or re-orients) the client
to the task of using values OR the
VLQ to aid m identifying activities
State that values or valued
activities contribute to a
meaningful life // a higher mood //
fewer symptoms of depression
Obtain an agreement that the client
will engage in a specific valuesconsistent activity outside of
session

(a) Inquire when a client intends to
complete a planned activity
(b) Suggest a day and/or time that
the client might complete a planned
activity
Prompt the client to select things
he or she can accomplish

Inquire about feasibility OR the
possibility that a client might fail to
accomplish activities OR whether
client has necessary
items/materials/skills/mformation/c
redentials to complete an activity
Problem-solve barriers to
activities Suggest ways of dealing
with barriers, OR solicit client
suggestions for dealing with
barriers
Make an incorrect statement about
the Valued Living Questionnaire
Suggest / accept activities that are
not a good "fit" with client values

NO - client is
asked to do
all without
therapist
assistance in
IMM-BA
NO - not
done
interactively
in IMM-BA
Suggests
setting aside
time or
making plans
- does not
model writing
it in and
scheduling it
Stated
clearly, not
modeled by
therapist

Yes

Yes

Yes

Yes
(HW)

Yes
Yes
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Appendix M
Expert Reviewer Instrument
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Feedback on PBRP Instructions - Scenario 1
Instructions: Please read the attached text for the scenario that will be given to the research
participant, then answer the following questions about the scenario.
This scenario asks the research participant to demonstrate a delivery of the BA rationale for
treatment. The following instructions will be given to the research participant:
INSTRUCTIONS: You have determined that your client is suffering from depression, based
on his/her complaint of decreased motivation, negative moods, and loss of enjoyment in
activities he/she used to enjoy. Your task is to present the Behavioral Activation rationale
for treatment to this client. Explain the connection between actions and feelings and tell
him/her how you will work together to help him/her feel better by changing his/her
activities. You have up to 15 minutes to do this.
How important do you believe a complete and thorough delivery of the BA rationale for
treatment is for successful implementation of BA?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

Do the instructions to the participant for this scenario give the participant the appropriate
stimuli to demonstrate the behavior we want to measure?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

Suggestions for improvement of the scenario instructions:
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Feedback on PBRP Instructions - Scenario 2
Instructions: Please read the attached text for the scenario that will be given to the research
participant, then answer the following questions about the scenario.
This scenario asks the research participant to assign an Activity Log for out-of-session
completion. The following instructions will be given to the research participant:
INSTRUCTIONS: After conducting some assessment, you have determined that your client
suffers from depression. Your task is to assign an Activity Log to your client as homework
so that you and the client can understand how the client's behavior affects her mood. Tell
the client what you want her to do, when to do it, and how. Remember to explain the
purpose of the assignment as it relates to treatment. Wrap up at the end of your interaction as
if it were the end of your therapy session. You have up to 15 minutes to do this. (A blank
Activity Log and pencil will be provided.)

How important do you believe a complete and thorough delivery explanation of the Activity
Log and its purpose are for successful implementation of BA?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

Do the instructions to the participant for this scenario give the participant the appropriate
stimuli to demonstrate the behavior we want to measure?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

Suggestions for improvement of the scenario instructions:
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Feedback on PBRP Instructions - Scenario 3
Instructions: Please read the attached text for the scenario that will be given to the research
participant, then answer the following questions about the scenario.
This scenario asks the research participant to assign an Activity Log for out-of-session
completion. The following instructions will be provided to the research participant:
INSTRUCTIONS: Last week, you asked your client to complete a Valued Living
Questionnaire to identify her most important values in life. She worked on this outside of
session, at home. This week, she is bringing the completed Questionnaire back to show you,
with a description of each valued area and a rank-order list of the valued areas. You happen
to know that this client has not been acting consistently with her values. Now, you want her
to begin doing more things in her daily life that are consistent with her values.
Remind your client of the connection between being consistent with her values and leading a
more meaningful, less depressed life. Then, explain to her that you'll use the information
from her out-of-session work to guide her selection of new activities. Using the client's top
3 valued areas, help the client select 5 new activities and schedule them into the upcoming
week. You can select activities from the list provided or generate your own ideas with the
client. As you do this, remember to help the client select activities she can succeed in
performing. Wrap up the interaction as if it were the end of a therapy session. You have up
to 25 minutes to do this. (The participant will be provided with a blank Activity Log and a
list of -30 activities, some of which are a good match for client values, and some of which
are not. The client will bring a completed Valued Living Questionnaire or values assessment
to session.)
How important do you believe a complete and thorough delivery explanation of the Activity
Log and its purpose are for successful implementation of BA?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

Do the instructions to the participant for this scenario give the participant the appropriate
stimuli to demonstrate the behavior we want to measure?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

Suggestions for improvement of the scenario instructions:
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Feedback on PBRP Coding - Scenario 1
"Providing the BA Rationale for Treatment"
Instructions: Please read the attached coding manual for Scenario 1, then answer the
following questions about the coding manual.
GENERAL FEEDBACK
Would you suggest adding other coding items to this system to capture APPROPRIATE or
NECESSARY aspects of delivering the BA rationale?
YES NO
If yes, what elements?

Would you suggest adding other coding items to this system to capture INAPPROPRIATE
therapist behavior that may impede the delivery of the BA rationale? YES NO
If yes, what elements?

What suggestions do you have for improvement of this coding system?
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ITEM-SPECIFIC FEEDBACK: SCENARIO 1
For each item on the coding system, you will be asked to rate the following:
1) How important that therapist behavior is for a successful implementation ofBA
treatment?
2) How well the Adherence coding guidelines capture different "levels " of that therapist
behavior?
3) How well the Competence coding guidelines capture different levels of therapist skill in
this area?
You will also be given an opportunity for comments on each item.

ITEM 1. With what frequency did the therapist explain that a person's
actions affect the way that they feel?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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ITEM 2. With what frequency did the therapist explain that the client needs
to change his or her actions in order to change the way he/she feels?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?

1

1

1

Not at all

2

3

4

5

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 3. With what frequency did the therapist state that the client needs to
commit to changing her/his behavior?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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ITEM 4. With what frequency did the therapist state that the client changing
her / his behavior will require practice and/ or hard work?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
lerapist behavior ?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
l
Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 5. With what frequency did the therapist state that motivation would
come after taking action, or that people are motivated because they do
things?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively
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How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 6. With what frequency did the therapist provide hope,
encouragement, or a positive outlook on treatment and its outcome?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
lerapist behavior ?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1
Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 7. With what frequency did the therapist validate the client's
statements about depression or feelings of doubt?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
l

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively
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How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1
Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 8. With what frequency did the therapist state that depression is not
the client's fault?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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ITEM 9. With what frequency did the therapist state that the client can work
to overcome his/her depression?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
2
3
4
5
1
1
|

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
l

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEMS 10-14. The following items are coded as proscribed or
inappropriate behaviors that should NOT occur in an explanation
of the rationale for BA treatment.
ITEM 10. With what frequency did the therapist refer to thoughts or
emotions controlling behavior?
How important do you feel it is that this therapist behavior should NOT occur in an
explanation of the rationale for BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively
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What suggestions do you have for improvement of this coding item?

ITEM 11. With what frequency did the therapist suggest waiting to change
behavior until the client feels better?
How important do you feel it is that this therapist behavior should NOT occur in an
explanation of the rationale for BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 12. With what frequency did the therapist explain that depression is
the result of errors in thinking?
How important do you feel it is that this therapist behavior should NOT occur in an
explanation of the rationale for BA treatment?
l

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
l

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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ITEM 13. With what frequency did the therapist explain that depression has
a discrete cause (e.g. biochemical, spiritual, genetic) that cannot be
manipulated directly by the client?
How important do you feel it is that this therapist behavior should NOT occur in an
explanation of the rationale for BA treatment?
5

1
Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?

11

1

Not at all

2

3

4

5

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 14. With what frequency did the therapist explain that depression
cannot be influenced by behavior?
How important do you feel it is that this therapist behavior should NOT occur in an
explanation of the rationale for BA treatment?
l

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extremely

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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Feedback on PBRP Coding - Scenario 2
Instructions: Please read the attached coding manual for Scenario 2, then answer the
following questions about the coding manual.
GENERAL FEEDBACK
Would you suggest adding other coding items to this system to capture APPROPRIATE or
NECESSARY aspects of assigning the Activity Log?
YES NO
If yes, what elements?

Would you suggest adding coding items to this system to capture INAPPROPRIATE
therapist behavior that may impede the assignment of the Activity Log? YES NO
If yes, what elements?

What suggestions do you have for improvement of this coding system?
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ITEM-SPECIFIC FEEDBACK: SCENARIO 2
For each item on the coding system, you will be asked to rate the following:
1) How important that therapist behavior is for a successful implementation ofBA
treatment?
2) How well the Adherence coding guidelines capture different "levels " of that therapist
behavior?
3) How well the Competence coding guidelines capture different levels of therapist skill in
this area?
You will also be given an opportunity for comments on each item.

ITEM 1. With what frequency did the therapist remind the client that a
person's
actions influence the way that they feel?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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ITEM 2. To what extent did the therapist explain the need to assess the
client's current behavior and feelings?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 3. To what extent did the therapist explain that the Activity Log will
be used to assess and monitor treatment-related activities?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A httle

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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ITEM 4. To what extent did the therapist explain the layout of the Activity
Log, with its hourly blocks, day of week, activity, and mood rating
components?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
5

1
Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1
Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 5. To what extent did the therapist explain when to complete the
Activity Log?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
l

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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ITEM 6. To what extent did the therapist explain how detailed to be in
completing the activity section of the Activity Log?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
lerapist behavior ?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1
Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 7. With what frequency did the therapist check for the client's
understanding of the task?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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ITEM 8. To what extent did the therapist encourage the client to give a good
effort in completing the Activity Log accurately?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
lerapist behavior 7
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
5

1
Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?

ITEM 9. With what frequency did the therapist explain that the Activity Log
would be reviewed in the next session?
How important do you feel that this therapist behavior is for a successful implementation
of BA treatment?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the ADHERENCE coding guidelines capture different levels of this
therapist behavior?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

How well do you feel the COMPETENCE coding guidelines capture different levels of
therapist skill in this area?
1

2

3

4

5

Not at all

A little

Somewhat

Considerably

Extensively

What suggestions do you have for improvement of this coding item?
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Appendix N
Knowledge Checks
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Lesson 1 Knowledge Check
Please respond to the following items which relate to the computerized lessons you just
watched. For each item, please read the instructions and check all the answers that you
think are consistent with the information in the computer program.
1. Behavioral Activation attempts to treat depression by :
a.

Helping to change actions, which will change thoughts and moods

b.

Helping to change thoughts, which will change moods and behavior

c.

Helping to develop consistency between values and behaviors

d.

Helping clients to think in a more pro-active manner

2. According to the computer program, which of the following can be controlled
directly :
a.

Your thoughts and feelings

b.

Your actions (or behaviors)

c.

John's worrying about paying his rent on time

d.

John's calling his landlord

e.

Choosing to view life as a series of opportunities

f.

Asking someone out on a date

3. According to the program, you should fill out a log of your activities which
includes: :
a.

A rating of how many negative thoughts you had while doing an
activity, so you can avoid that activity in the future

b.

A rating of the mood you experienced while doing each activity, so you
can identify activities that help you to feel better

Lesson 2 Knowledge Check
Please respond to the following items which relate to the computerized lessons you just
watched. For each item, please read the instructions and check all the answers that you
think are consistent with the information in the computer program.
1. The computer program you just viewed encouraged you to distinguish between
values and goals. Identify which of the following are values, according to what
you learned from today's computer program :
a.

Graduating from college

b.

Having a strong relationship with your children

c.

Getting up the courage to ask your boss for a raise

d.

Being ambitious in your professional life

2. Which of the following statements are true, from the perspective of Behavioral
Activation expressed in the computer program? :
a.

It is important to identify values that can be readily achieved, rather than
values that are too lofty and abstract

b.

Values serve as guides or benchmarks to measuring how well we are
living our lives

c.

Living a valued life by creating consistency between actions and values
is an important part of beating depression

d.

It is important for your values to be consistent with other people around
you, your family or community

e.

Some people's values are better or more moral than others; you should
strive for the most moral values you can

f.

There is no right or wrong set of values; every individual just has a
unique set of values
g.
Everyone's values are their own and do not need to conform to what
other people view as important
h.

For you to have a value, you must be willing to be public about it.
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Lesson 3 Knowledge Check
Please respond to the following items which relate to the computerized lessons you just watched.For each item, please read the instructions and check all the answers that you think are consistent
with the information in the computer program.
1. The computer program discusses a "Consistency Score." Your consistency score
measures how
a.

Consistently you have been having depressive thoughts

b.

Consistent your actions are with your values

1. The computer program emphasizes the importance of "the two C's" when discussing
values. "The two C's" are :
a.

Cognition (your values should be associated with positive thoughts) and
concentration (concentrate on your values as you go through life, to develop
connections between your actions and values)

b.

Compass (your values guide your actions) and consistency (by working to
establish a pattern of actions that are consistent with your values, you will lead a
valued life)

3. Homework in Behavioral Activation might include :
a.

Writing down 15 activities that are consistent with your values

b.

Identifying sad thoughts that are inconsistent with your values

c.

Writing down early experiences that shaped your values

d.

Completing 5 activities that are consistent with your values

4. Bob states publicly that he values spirituality and family, but almost never attends
church services and rarely sees his family, from whom he is estranged. A Behavioral
Activation therapist might suggest which of the following activities? :
a.

Start to rethink Bob's values. If he doesn't spend time in church or with his
family, he probably doesn't really value either

b.

Take a look at Bob's recollection of events; try to identify some areas where he
misperceives reality and correct them

c.

Ask Bob what activities he could plan into his schedule that are consistent with
his values, (attending church, or visiting his children)

d.

Suggest that Bob review his consistency score and valued living questionnaire.
Values are guides for our future actions
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Lesson 4 Knowledge Check
Please respond to the following items which relate to the computerized lessons you just
watched. For each item, please read the instructions and check all the answers that you
think are consistent with the information in the computer program.
1. Which of the following items are true, according to today's lesson? :
a.

Depression, in some ways, can be thought of as a consequence of
avoiding problems and allowing them to build up over time

b.

If you are a person who is prone to depression, you are likely to
misinterpret normal situations you encounter as big problems

c.

When faced with problems in life, like losing your job, set the highest
goals possible; whatever doesn't kill you makes you stronger

d.

Setting smaller goals is likely to maximize your chance of succeeding.
The key is to break down loftier goals into achievable steps

e.

Depressed people have a bias for negative information, so it's best to
avoid thinking about your problems and just live your life

f.

Take a proactive stance and solve problems, rather than avoiding them
and allowing them to pile up and intensify depression

Check the following strategies that are consistent with the approach to problem
solving that is taught in Behavioral Activation: :
a.

Thinking of as many different possible solutions to the problem

b.

Taking small steps to solve a problem

c.

Taking an approach that is consistent with your values

d.

Thinking about how early experiences may be distorting your perception
of the problem

e.
f.

Focusing on what you can do instead of what you can't do

Asking yourself whether your appraisal of the problem is accurate before
you try to solve it
g.
Asking yourself whether your problem is prompted by past experiences
you have almost forgotten
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Mini Lesson on TRAP/TRAC Knowledge Check
Please respond to the following items which relate to the computerized lessons you just
watched. For each item, please read the instructions and check all the answers that you
think are consistent with the information in the computer program.
1. According to today's lesson, the acronyms TRAP and TRAC include which of
the following? :
a.

TR=Your "typical reaction"

b.

AC="acceptance and commitment"

c.

AP= "appraisal problems"

d.

TR="trigger," "response"

e.

AP= "avoid problems"

f.

AC= "alternative coping"

Mini Lesson on Scheduling Enjoyable Activities Knowledge Check
Please respond to the following items which relate to the computerized lessons you just
watched. For each item, please read the instructions and check all the answers that you
think are consistent with the information in the computer program.
1. Today's lesson suggested that you select activities based on which of the
following criteria? :
a.

It is an activity you have never tried before

b.

You are likely to enjoy the activity

c.

You are likely to be able to accomplish the activity

d.

It is an activity that the "ideal you" would find easy

e.

You used to enjoy the activity, but have not lately

f.

The activity is a social activity that includes other people
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Mini Lesson on Setting Goals Knowledge Check
Please respond to the following items which relate to the computerized lessons you just
watched. For each item, please read the instructions and check all the answers that you
think are consistent with the information in the computer program.

1. Which of the following steps for setting goals are suggested in the computer
program? :
a.

Waiting until you feel really motivated before pursuing your goals

b.

Avoid congratulating yourself before you have accomplished your
biggest goals

c.

Making a comprehensive list of goals that you personally (not other
people) value

d.

Breaking goals down into small, sequential steps that you are likely to be
able to achieve

e.

Remembering back to times you have failed, so as to avoid making the
same mistakes

f.

Schedule a day to begin with the very first step that you identified
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Appendix O
Practice Vignettes
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Practice Vignette - Lesson 1
Instructions: The main points of the lesson you just saw are listed below. After each point, a
case vignette is presented, featuring a client with depression. Using the information you
learned in the program, respond to the case vignette as ifyou are practicing Behavioral
Activation.
1. One of the basic principles of Behavioral Activation is that people's actions affect their
moods and thoughts. For example, if one does not engage in many enjoyable activities, or
does not get adequate sleep, depression may worsen. Doing more activities that are
enjoyable may help the person feel less depressed, especially when their activities are things
they feel are important to them.
Mark presents for therapy [is a member of your religious community and asks for some
counseling] and describes overwhelming feelings of sadness and worthlessness, and lowered
motivation. He says, "All I feel able to do these days is go to work, go home, and sit in front
of the TV. I don't even like TV anymore, but I don't have the energy to do anything else,
like work on the house or take my kids out. What am I going to do to feel better?"
Your response to Mark:

2. Many people who feel depressed think that they should wait to change their lives until
they feel motivated to do things differently. While they wait to feel motivated, they are likely
to become more depressed. Although most people think that motivation for an action comes
before the action, Behavioral Activation takes the opposite view: in order to feel motivated,
you have to act first. For example, a person might not feel motivated to get up and go for a
walk outside, but once he or she has taken the first 20 steps, enjoyment in the walk and the
desire to continue walking are likely to kick in, prompting the person to keep going all the
way around the neighborhood.
You have been trying to help your client Tina plan pleasant activities to improve her mood.
Tina says to you, "I don't know how to get myself out of this slump. I just don't feel like
going out and doing anything. How can I do something fun if I don't feel motivated?"
Your response to Tina:
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3. Behavioral Activation therapy emphasizes the use of an Activity Log to record daily
activities and rate your mood during each activity. This can then be used to understand
patterns between mood and daily activities. Once the therapist and client understand some of
the daily or weekly patterns of mood, and can identify activities that are associated with a
higher or lower mood, further activities can be planned or new ones can be developed.
You ask your client Joe to fill out an Activity Log. After you explain the setup of the chart,
he looks at you with confusion and says, "Wait, why do you want me to do this again?"
Your response to Joe to help him understand the assignment:
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Practice Vignette - Lesson 2
Instructions: The main points of the lesson you just saw are listed below. After each point, a
case vignette is presented. Using the information you learned in the program, respond to the
case vignette as ifyou were the therapist practicing Behavioral Activation.
1. In Behavioral Activation, we think of values as a measure against which we can judge
how well we are living our lives. For a person to truly hold a value, they must claim it as
their own belief, must be willing to claim it publicly, and must be willing to take action to
support those values. For example, a person who values honesty has chosen to be an honest
person (rather than being honest because she was taught to be that way), is willing to be
known as an honest person, and is willing to speak her mind even when her view is
unpopular. Everyone has values, although not everyone has taken the time to think about
what their values truly are.
You and your client Doug are discussing his values. He says, "Wait a minute. I don't do a lot
of things that my parents taught me to do. They are really active politically and they really
enjoy working to raise money for their candidate each year, but I have more fun playing on
my hockey team. Plus, I'd rather raise money for charity by playing hockey in benefit games
than spend my time going door to door to support the local school board candidate. I don't
think I have values they way you're talking about values."
What is your response to Doug to help him understand values?

2. A person's actions can be consistent with, or in line with, their values. For example, a
person who values family and spends quality time with his or her spouse, children and
extended family is likely to be leading a values-consistent life. A person who values family
but does not spend time with family members may be living less consistently with his or her
values. This may contribute to symptoms of depression over time, because it is important for
people to "practice what they preach," or to live in accordance with what they say is
important to them.
Your client Jim says that his number-one value is being a reliable, fun-loving, and caring
friend, "the kind of guy who's always ready to hang out and always willing to lend a hand."
However, Jim's Activity Log from the last week indicates that he spent most of his time
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alone, and had only seen one friend in the last week. Jim also says that his mood in the last
week hasbeen low.
What can you say to Jim to help him understand the relationship between his actions in the
last week, his values, and his mood?

3. 3. In the final segment of today's session, you received instructions on how to fill out
Values Assessment Homework by circling words relevant to that domain, and then
providing a brief written explanation of what that value domain means to you. Remember
that your values are yours alone, not just what other people think you "should" feel is
important.
Now assume that your client, Jamie, is confused and having difficulty understanding the
assignment. How would you explain to him how to complete the Values Assessment
Homework? Please use an example of a values domain (e.g. "family") from your own life to
illustrate.
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Practice Vignette - Lesson 3
Instructions: The main points of the lesson you just saw are listed below. After each point, a
case vignette is presented. Using the information you learned in the program, respond to the
case vignette as ifyou were the therapist practicing Behavioral Activation.
1. Behavioral Activation emphasizes "The Two C's" when talking about values. They are
"Compass" and "Consistency." Values are like a compass that can guide the way people act.
The more consistent a person's actions are with their values, the more meaningful their life
will become. This does not necessarily mean that every day the person will be in a cheerful
mood all day long, but it does mean that the person's life has direction and that the person is
moving in a direction guided by his or her values.
You and Heather have been discussing her values, and she has filled out a Values
Clarification Exercise. She says that she values creativity in her career, honesty and intimacy
in her friendships, and trustworthiness in her family life. Now you want to explain to her
how her values will guide her out of depression into a more meaningful life. Explain this to
her, using the "The Two C's."

2. In Behavioral Activation, new activities can be selected for a client to try so that they
begin to act in ways that are consistent with their values. After the client's values have been
assessed and discussed, new activities that are consistent with these values can be selected.
To give clients ideas about where to begin, a long list of possible activities can be used. The
idea is to get clients to try something new, or something they haven't done in a long time, to
improve their mood and to increase their consistency with their values.
Your client Pete identified Family, Citizenship/ Community Life, and Spirituality as his top
three values on the Values Clarification Exercise. Pete works a 40-hour week and spends
most of his free time watching TV or surfing the Internet. Pete is married, and has an 8-yearold son who just joined a baseball team. Pete and his family belong to a large and active
church with many social and volunteer opportunities, but they do not attend services
regularly.
As the therapist, write a brief script in which you suggest 4 activities that would be
consistent with Pete's values that he could add to his life.
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3. When doing Behavioral Activation with a depressed client, it is important to set the
client up to succeed at new activities. Sometimes clients are "rusty" at doing enjoyable
activities and have a difficult time, or they pick an ambitious task that they are not prepared
for. If a client attempts a new activity and has difficulty with it, or feels too overwhelmed to
even try the new activity at all, there is a chance that he or she will feel more hopeless than
ever. He or she may even lose interest in treatment or feel that it is not working. Therefore
it's important to help clients select small, accomplishable activities, and to help them figure
out ways they can achieve them, like scheduling the activity at a certain time, or asking a
friend or family member to share the activity.
Your client Stephanie values physical well-being. She used to be an active jogger, but has
not gone jogging in 8 months. She is so eager to get started on her valued activities that she
says, "This week, I'm going to start by running 6 miles every day!" What can you say to
encourage her to pick an accomplishable, enjoyable task? Remember not to dampen her
enthusiasm.
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Practice Vignette - Lesson 4
Instructions: The main points of the lesson you just saw are listed below. After each point, a
case vignette is presented, featuring a client with depression. Using the information you
learned in the program, respond to the case vignette as ifyou are practicing Behavioral
Activation.
1. Behavioral Activation encourages people to take action, rather than avoid problems in
their lives. If someone avoids dealing with problems, they are more likely to pile up... and
this is likely to make a person avoid them further. The resulting inactivity and low mood can
contribute to depression... in fact, depression is a very natural response for a person who is
overwhelmed by everyday problems! This does NOT mean that it is a person's fault if he or
she experiences depression. It DOES mean that a person can choose to confront everyday
problems actively, so that depression is less likely to occur.
Jim is unemployed and struggling to keep his marriage afloat. He and his wife argue
frequently, the bills are piling up, and one of his children has been misbehaving in school.
Jim feels like he's at the end of his rope. In the middle of a discussion, Jim says to his
therapist, "Hold on. It sounds like you think I can just solve all my own problems and then
I'll feel better. I'm trying to tell you that it isn't that easy! If I could solve all my own
problems, don't you think I would? Seems like you think it's my fault for being depressed!"
As Jim's therapist, how would you respond to keep therapeutic rapport and keep Jim
motivated for treatment?
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2. Behavioral Activation encourages people to approach problems using the following 3
steps:
a. Don't worry about what you can't do - instead focus on what you can do.
b. Know the difference between "I can't" and "I won't."
c. Take small steps.
While many people can understand steps 1 and 3, a lot of clients get tripped up on step 2.
For a person with depression, any problem can feel like an "I can't," which makes the
problem unsolvable. As you saw in the program, though, many problems are actually "I
won't." A skilled therapist can gently point this out to a client and help him or her recognize
the difference between can't and won't so that problems become solvable.
Marianne has a difficult relationship with her sister, who lives with her. She feels frustrated
that her sister doesn't always pay her share of the rent, ashamed to have friends over because
her sister often leaves messes in the apartment, and embarrassed that she hasn't been able to
resolve this difficulty. When you suggest that Marianne could talk to her sister about her
concerns, Marianne gets upset. "Oh, I could never do that! I can't tell her that I don't like it
when she's messy — she's my sister! And I definitely can't ask for the rent money when I
know she doesn't make as much as I do. There's no way. I just have to put up with it."
Respond to Marianne using / can't /I won't to help her see that some of these problems are
solvable with a little hard work:
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3. An important point in Behavioral Activation is learning to take small steps to solving
problems. This sometimes requires breaking down a big task into several small steps, and
then breaking those steps down even smaller. As you saw in the program, this can make a
big task feel more manageable, and can help the client feel less overwhelmed.
Monica keeps creating projects for herself but failing to complete them. Even though these
activities are consistent with her values and she agrees that it's important to do them, she
feels overwhelmed when she looks at her "to do" list and she gives up. Her latest project is
finishing her living room: painting the walls and changing some furniture items around. She
says to her therapist, "I know that painting my living room is important, but I just get so
overwhelmed when I think about it. I don't know how to get started and I feel like I can't do
any of it."
What questions would you ask Monica to help her begin to break this task down into smaller
steps? Remember to think about the order of tasks:
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Practice Vignette - Mini-Lessson "Increasing Enjoyable
Activities"
Instructions: The main points of the lesson you just saw are listed below. After each point, a
case vignette is presented. Using the information you learned in the program, respond to the
case vignette as ifyou were the therapist practicing Behavioral Activation.
1. Some clients have a difficult time thinking of activities they will enjoy because they have
been depressed for a long time. For these clients, thinking about things they liked before
they got depressed can be a good way to generate ideas for activities that may lift their
mood. Other clients may have a difficult time finding activities they enjoy if they never
figured out what they like in the first place. For these clients, being willing to try new things
to see if they enjoy them is important.
Luke's therapist asked him to think of some activities that fit with his values and that he
would enjoy. Luke gave his therapist a blank look and said, "I've been depressed for so long
that I don't know what I enjoy anymore."
What questions would you ask Luke to help him think of enjoyable activities?
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2. One thing about getting active is that it often generates more activity. For example, the
client who goes to an art class for the first time may begin to visit the library to check out
additional materials on art history, or go to art shows to see more examples of what she is
learning about. When clients express an interest in one activity, there are usually several
related activities they can pursue that can also be enjoyable and values-consistent.
Jodie's most enjoyable activity, making beaded jewelry, is not one she can do all the time. It
can be expensive to purchase supplies, and her eyes hurt if she works on a project too long.
So far this is the only pleasant activity she has been able to think of.
As Jodie's therapist, what might you say to help her think of additional enjoyable activities?
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Practice Vignette - Mini-Lesson "Getting out of TRAPs / Staying
on TRAC"
Instructions: The main points of the lesson you just saw are listed below. After each point, a
case vignette is presented. Using the information you learned in the program, respond to the
case vignette as ifyou were the therapist practicing Behavioral Activation.
1. Everyone has situations, or Triggers, that provoke an emotional Response for them.
However, a person having a response then has a choice: use an Avoidance Pattern to
avoid the issue (TRAP), or choose an Alternative way of Coping (TRAC).
Behavioral Activation encourages people to think of creative and active ways of
coping, rather than avoiding problems.
Sandra tells her therapist, "I work in a close-knit office, but every year, my co-workers
forget my birthday, and it makes me feel lousy. I don't say anything about it, and I go around
feeling like no one cares about me all day long. By the time I go home, I'm in a terrible
mood on my birthday. It's horrible. My birthday is coming up and I'm upset about it
already!"
List the ideas below. What is currently happening for Sandra?
T:
R:
AP
What might be a different way of coping?
T:
R:
AC:
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2. The "instead of.... what about..." routine is a way to help clients think of new or
different ways of dealing with the same old problem. It's a little silly, but it is a good way to
encourage clients to think of alternatives.
Greg notices that he has a low mood every Friday evening. It used to be the time he went out
with his girlfriend, but after they broke up, he didn't know what to do. He's feeling
frustrated that every Friday night, he sits at home watching bad TV, alone. Using the space
below, explain to Greg that you want to try the "instead of... what about" game, and then
provide at least one answer for "what about" to get Greg started.

Instead of
What about
Instead of
What about
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Practice Vignette - Mini-Lesson "Setting and Achieving Goals"
Instructions: The main points of the lesson you just saw are listed below. After each point, a
case vignette is presented. Using the information you learned in the program, respond to the
case vignette as ifyou were the therapist practicing Behavioral Activation.
1. Many people feel overwhelmed when thinking about a long-term goal. However, if you
can break a long-term goal into short-term goals, and figure out the steps to each one, the
task is much simpler. Short-term goals can be steps towards long-term goals, or solutions to
problems that are getting in the way of long-term goals. Next, these short-term goals can be
put into order so that the first priority is accomplished, then the next, and so on.
Kate has a full-time job as a sales associate, but has a goal of opening her own clothing
boutique. Since she works full time, it's been hard for her to devote time to this project, and
she also knows little about running a business. She says to her therapist, "I really want to do
this, but it feels like such a big project. I don't know how to begin."
Using the information above, describe to Kate what she might need to do in order to achieve
her long-term goal of opening her own clothing boutique.
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2. Once a person has set up their short-term goals and figured out what to do first, it's often
overwhelming. There are so many expectations that many people put off starting work on
their first short-term goal because it feels overwhelming or they don't feel like they are in
the right mood. This keeps them from getting any closer to their long-term goal. To help
clients get to work, many therapists recommend making a personal commitment to starting
the work, picking a day and time to start, and following through with the plan, regardless of
their mood on that day.
Jason has decided to start practicing martial arts again. He is worried that he is out of shape,
and worried that others at the martial arts studio may laugh at him. His short-term goal is
going to the martial arts studio to talk to an instructor about what level of class he should
take, but he is starting to tell you that he might put this off till next week. Using the
information above, tell Jason what you think he should do so that he accomplishes the first
step towards his long-term goal:
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Appendix P
Lesson Evaluations
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Lesson 1 Evaluation
INSTR UCTIONS: The main points of the lesson you just saw are listed below.
For each one, please rate the clarity of the instruction, or how clearly this point was made
in the lesson you just saw.
Next, rate how strongly YOU believe this point. You may agree or disagree - we are
interested in the strength of your belief in this point.
Next, rate how confident you feel in your ability to use this information in your clinical
work. Can you see yourself using this information in treating a client with depression, or
making this point in a therapy session?
Finally, rate how likely you are to actually make or use this point with a depressed client.
Is this idea something you are likely to use in a therapy session with a depressed client?
1. MAIN POINT: There is a relationship between a person's actions (or behavior)
and their feelings.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit clearly

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

2. MAIN POINT: Behavioral Activation says that how you act, or your behavior, is
what causes you to feel the way you do.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit clearly

Somewhat clearly

Very clearly

Extremely clearly

low strongly do YOU believe that low you act (your behavior) influences the way you feel?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1
Not at all confident I don't think 1 can do
this

A little bit confident maybe 1 can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

3. MAIN POINT: Getting out of depression requires a person to change their
behavior.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit clearly

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that getting out of depression requires you to change your
behavior?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think 1 can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

4. MAIN POINT: Changing behavior requires practice, but eventually new behavior
can become easier, like a habit.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit clearly

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe 1 can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems
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How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

5. MAIN POINT: Clients need to understand the relationship between their actions
(behavior) and feelings so they can change their feelings of depression.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit clearly

Somewhat clearly

Very clearly

Extremely clearly

low strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

low confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think lean do
this

A little bit confident maybe 1 can do it

Somewhat confident I could try to do it

Very confident 1 could probably do this

Extremely confident I can do this without
any problems

low likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

6. MAIN POINT: Using an Activity Log, or a way of tracking a person's behavior
and mood, is the first step in understanding the relationship between a person's
behavior and feelings.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit clearly

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your a 3ility to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think lean do
this

A little bit confident maybe I can do it

Somewhat confident —
I could try to do it

Very confident —
I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely
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Lesson 2 Evaluation
INSTR UCTIONS: The main points of the lesson you just saw are listed below.
For each one, please rate the clarity of the instruction, or how clearly this point was made
in the lesson you just saw.
Next, rate how strongly YOU believe this point. You may agree or disagree - we are
interested in the strength of your belief in this point.
Next, rate how confident you feel in your ability to use this information in your clinical
work. Can you see yourself using this information in treating a client with depression, or
making this point in a therapy session?
Finally, rate how likely you are to actually make or use this point with a depressed client.
Is this idea something you are likely to use in a therapy session with a depressed client?
1. MAIN POINT: Values tell us what we hold most dear in life.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident 1 could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

2. MAIN POINT: A person's actions can be consistent, or in line with, their values.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1
Not at all

|

2

3

4

5

A little bit

Somewhat

Very

Extremely
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How confident do you feel in your ability to use this information in your <;linical work?
1

2

3

4

5

Not at all confident I don't think 1 can do
this

A little bit confident maybe 1 can do it

Somewhat confident I could try to do it

Very confident 1 could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

3. MAIN POINT: If a person's actions are not consistent with their values, that
person is likely to experience feelings of depression.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident 1 could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

4. MAIN POINT: Getting out of depression requires a client to behave in ways that
are consistent with their values.
How clearly was this point made in the lesson you just saw?
1
Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

Very

Extremely

How strongly do YOU believe that this is true?
1
Not at all

A little bit

Somewhat

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident
I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

5. MAIN POINT: "Activity for activity's sake" is less helpful for alleviating
depression than activity that is guided by values.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think I can do
this

A little bit confident maybe 1 can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident —
I can do this without
any pioblems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

6. MAIN POINT: Understanding their own values can help a person to figure out the
best course of action to alleviate their depression.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

low strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

low confident do you feel in your a ?ility to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

low likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely
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7. MAIN POINT: There is a difference between saying you value something, and
actually valuing it.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't thmk 1 can do
this

A little bit confident maybe 1 can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

8. MAIN POINT: You can tell what a person really values by looking at their actions.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't thmk I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely
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Lesson 3 Evaluation
INSTRUCTIONS: The main points of the lesson you just saw are listed below.
For each one, please rate the clarity of the instruction, or how clearly this point was made
in the lesson you just saw.
Next, rate how strongly YOU believe this point. You may agree or disagree - we are
interested in the strength of your belief in this point.
Next, rate how confident you feel in your ability to use this information in your clinical
work. Can you see yourself using this information in treating a client with depression, or
making this point in a therapy session?
Finally, rate how likely you are to actually make or use this point with a depressed client.
Is this idea something you are likely to use in a therapy session with a depressed client?
1. MAIN POINT: Clients can improve their mood by choosing activities that are
consistent with their values.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

2. MAIN POINT: Reviewing values can help a client identify areas in their life where
they need to increase their activity.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

iow strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely
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How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe 1 can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

low likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

3. MAIN POINT: To best alleviate depression, clients should pick activities not just to
do them, or because they are convenient, but because they reflect strong values.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewbat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

SomewUat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think 1 can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident 1 could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A Utile bit likely

Somewhat likely

Very likely

Extremely likely

4. MAIN POINT: To best alleviate depression, clients should pick activities that they
are sure they can be successful in completing.
How clearly was this point made in the lesson you just saw?
1
Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extiemely

How confident do you feel in your ability to use this information in your clinical work?
5

1
Not at all confident I don't think 1 can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely
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5. MAIN POINT: To best alleviate depression, clients should make a commitment to
include more values-consistent actions in their lives.
How clearly was this point made in the lesson you just saw?
1
Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think I can do
this

A little bit confident maybe 1 can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

6. MAIN POINT: To best alleviate depression, clients should think about how hard or
easy their new activities might be, and be sure to include activities in which they are
likely to succeed.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

iow strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

iow confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

low likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

7. MAIN POINT: To best alleviate depression, clients should think about the
activities they might do quickly and those they might put off or delay.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly
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How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

iow confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident 1 could probably do this

Extremely confident I can do this without
any problems

low likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

8. MAIN POINT: Examining the relationship between a value's importance and a
client's actions in that valued area can help identify areas where a client can make
changes to be more consistent with their values.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely
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Lesson 4 Evaluation
INSTRUCTIONS: The main points of the lesson you just saw are listed below.
For each one, please rate the clarity of the instruction, or how clearly this point was made
in the lesson you just saw.
Next, rate how strongly YOU believe this point. You may agree or disagree - we are
interested in the strength of your belief in this point.
Next, rate how confident you feel in your ability to use this information in your clinical
work. Can you see yourself using this information in treating a client with depression, or
making this point in a therapy session?
Finally, rate how likely you are to actually make or use this point with a depressed client.
Is this idea something you are likely to use in a therapy session with a depressed client?
1. MAIN POINT: Examining the Activity Log can show the client more about the
connection between activities and mood.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident 1 could probably do this

Extremely confident lean do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

2. MAIN POINT: Lack of activities, or lack of valued activities, can lead to a lowered
mood.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

low strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely
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How confident do you feel in your ability to use this information in your clinical work?
1
Not at all confident 1 don't think 1 can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident 1 could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

3. MAIN POINT: Problems can be avoided, or they can be dealt with directly, but
avoiding problems may cause them to build up and intensify depression.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident —
I don't think 1 can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

4. MAIN POINT: Dealing with problems directly is more likely to help a client who is
depressed.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident —
I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely
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5. MAIN POINT: It is not a client's fault if he or she is depressed, BUT, he or she can
do things to help get out of depression.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't thmk 1 can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

6. MAIN POINT: Graphing and comparing values consistency during the week and
values importance can help a client see where he or she is succeeding and where he or
she could improve.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Veiy

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

7. MAIN POINT: Clients should focus on what they can do, rather than on what they
can't do, in order deal with their problems constructively and alleviate depression.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly
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How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident 1 could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

8. MAIN POINT: Clients must know the difference between "I can't" and "I won't."
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe 1 can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely
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9. MAIN POINT: To best alleviate depression, clients should take small steps that
they are likely to achieve when trying to solve their problems.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident 1 could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely
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Mini-Lesson Evaluation: Increasing Enjoyable Activities
INSTRUCTIONS: The main points of the lesson you just saw are listed below.
For each one, please rate the clarity of the instruction, or how clearly this point was made
in the lesson you just saw.
Next, rate how strongly YOU believe this point. You may agree or disagree - we are
interested in the strength ofyour belief in this point.
Next, rate how confident you feel in your ability to use this information in your clinical
work. Can you see yourself using this information in treating a client with depression, or
making this point in a therapy session?
Finally, rate how likely you are to actually make or use this point with a depressed client.
Is this idea something you are likely to use in a therapy session with a depressed client?
1. MAIN POINT: To best alleviate depression, clients should select activities that they
find enjoyable or pleasant, and schedule more of them throughout the day.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think 1 can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident 1 could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

2. MAIN POINT: To best alleviate depression, clients need to select activities and
goals that they can complete successfully.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

low strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely
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How confident do you feel in your ability to use this information in your clinical work?
1
Not at all confident 1 don't think I can do
this

A little bit confident maybe 1 can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

3. MAIN POINT: Clients may need to think about activities they used to enjoy,
especially if they have been depressed for some time or have difficulty identifying
things they enjoy.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident 1 don't think 1 can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

4. MAIN POINT: "One activity leads to another": As clients begin to add enjoyable
activities to their lives, more opportunities for activities usually follow.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your a 3ility to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

408

Mini-Lesson Evaluation: Getting out of TRAPs /
Staying on TRAC
INSTR UCTIONS: The main points of the lesson you just saw are listed below.
For each one, please rate the clarity of the instruction, or how clearly this point was made
in the lesson you just saw.
Next, rate how strongly YOU believe this point. You may agree or disagree - we are
interested in the strength ofyour belief in this point.
Next, rate how confident you feel in your ability to use this information in your clinical
work. Can you see yourself using this information in treating a client with depression, or
making this point in a therapy session?
Finally, rate how likely you are to actually make or use this point with a depressed client.
Is this idea something you are likely to use in a therapy session with a depressed client?
1. MAIN POINT: Everyone has problem situations (triggers) that cause them to have
emotional responses (responses).
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident —
I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

2. MAIN POINT: Everyone can choose to avoid problems, or to use alternative
coping, but avoiding problems is more likely to make depression worse.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely
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How confident do you feel in your ability to use this information in your clinical work?
1
Not at all confident 1 don't think 1 can do
this

A little bit confident maybe 1 can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

3. MAIN POINT: Alternative coping strategies can be developed, but it takes some
creativity and willingness to think about different ways of doing things.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

low strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

low confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident 1 could probably do this

Extremely confident —
I can do this without
any problems

low likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

4. MAIN POINT: "Instead of... what about" is an effective way to help clients
generate alternative coping solutions.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't thmk 1 can do
this

A little bit confident maybe 1 can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident —
I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely
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Mini-Lesson Evaluation: Setting Goals
INSTRUCTIONS: The main points of the lesson you just saw are listed below.
For each one, please rate the clarity of the instruction, or how clearly this point was made
in the lesson you just saw.
Next, rate how strongly YOU believe this point. You may agree or disagree - we are
interested in the strength of your belief in this point.
Next, rate how confident you feel in your ability to use this information in your clinical
work. Can you see yourself using this information in treating a client with depression, or
making this point in a therapy session?
Finally, rate how likely you are to actually make or use this point with a depressed client.
Is this idea something you are likely to use in a therapy session with a depressed client?
1. MAIN POINT: Short-term goals can be steps towards long-term goals. Short-term
goals can also be ways of solving problems that get in the way of long-term goals.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think I can do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident 1 could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

2. MAIN POINT: Goals need to be broken down into small steps. Doing so will
increase the likelihood of success.
How clearly was this point made in the lesson you just saw?
1
Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely
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How confident do you feel in your ability to use this information in your clinical work?
1
Not at all confident I don't think I can do
this

A little bit confident maybe 1 can do it

Somewhat confident 1 could try to do it

Very confident 1 could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

3. MAIN POINT: Clients should commit to start working on a goal, then stick to it.
Doing so will increase the likelihood of success.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
1

2

3

4

5

Not at all confident I don't think lean do
this

A little bit confident maybe I can do it

Somewhat confident I could try to do it

Very confident I could probably do this

Extremely confident I can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

3

4

5

Not at all likely

A little bit likely

Somewhat likely

Very likely

Extremely likely

4. MAIN POINT: Short-term goals should be measurable - you should know when
they are accomplished so as to build confidence and elevate mood in depressed clients.
How clearly was this point made in the lesson you just saw?
1

2

3

4

5

Not at all clearly

A little bit important

Somewhat clearly

Very clearly

Extremely clearly

How strongly do YOU believe that this is true?
1

2

3

4

5

Not at all

A little bit

Somewhat

Very

Extremely

How confident do you feel in your ability to use this information in your clinical work?
5
Not at all confident I don't think 1 can do
this

A little bit confident maybe I can do it

Somewhat confident 1 could try to do it

Very confident 1 could probably do this

Extremely confident 1 can do this without
any problems

How likely are you to actually make or use this point with a depressed client?
1

2

Not at all likely

A little bit likely

3
Somewhat likely

j

4

5

Very likely

Extremely likely
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Appendix Q
Intent to Use Behavioral Activation Assessment
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INTENT TO USE BA ASSESSMENT
This series of questions will ask you to rate the extent to which you intend to use the
Behavioral Activation therapy for depression intervention that you learned during this
training study. In addition, these questions will ask you what barriers might prevent you
from using Behavioral Activation in your practice with individuals who are suffering from
depression.
1. How likely would you be to use Behavioral Activation (BA) (the treatment you
learned about in this study), if a person suffering from depression were to approach
you and ask you for help? Please circle one number only:
0
0% likelihood

1
Less than 50%
likelihood

2
50% likelihood

3
Less than
100%
likelihood

4
100%
likelihood

If you are less than 100% likely to use Behavioral Activation in the future, please
identify what factors make you less likely to do so.
Please check all that apply:
1.
I don't think BA would work for the people who come to me for help with
depression
If so, please briefly explain why:

2.
I feel that I lack adequate training in some of the skills I learned about in the
trainings
If so, please indicate specific skills you feel would require more training:

3.
I don't agree with some of the basic principles of BA (e.g. "actions influence
emotions")
If so, please indicate which principles you disagree with:
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If you are less than 100% likely to use Behavioral Activation in the future, please
identify what factors make you less likely to do so.
Please check all that apply:
4.

I think that some people may react negatively or not "buy into" Behavioral
Activation

If so, please briefly explain why:

5.

I think that I have an approach that works better that I already use

If so, please briefly describe this approach:

6.

Some of the basic principles of Behavioral Activation are incompatible with my
religious beliefs

If so, please specify:

7.

My clinical supervisors are not likely to support my use of Behavioral
Activation

If so, please describe why:

8.

I do not agree with the theory behind Behavioral Activation

If so, please describe why:

If you are less than 100% likely to use Behavioral Activation in the future, please
identify what factors make you less likely to do so:
9.

Please indicate any other reasons you would NOT use Behavioral Activation
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Please check any of the specific skills or techniques below that you WOULD be likely
to use with a client:
10.
Discuss the idea that actions affect feelings or emotions
11.

Discuss the need for a person to act in ways that positively affect their emotions

12.

Assess the person's symptoms of depression in a discussion

13.

Assess the person's symptoms of depression using a paper-and-pencil measure

14.

Assess the person's symptoms of depression at multiple points in time

15.

Discuss any changes in the person's symptoms of depression with him or her

16.

Assess the person's values in a discussion

17.

Assess the person's values, using a paper-and-pencil measure like the one in the
program

18.

Discuss the need for a person's actions to be consistent with their values

19.

Discuss the need for a person's actions to be consistent with their values to reduce
feelings of depression

20.

Assess the client's current activity level in a discussion

21.

Assess the client's current activity level, using a paper and pencil measure like the
Activity Log

22.

Suggest additional activities to the client

23.

Suggest additional activities that are consistent with the client's values

24.

Encourage the client to think of additional activities

25.

Encourage the client to think of additional activities that are consistent with his/her
values

26.

Encourage the client to schedule new activities on a specific day or time

27.

Encourage the client to make plans with another person to help him or her achieve a
new activity
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Please check any of the specific skills or techniques below that you WOULD be likely
to use with a client:
28.
Review the client's activities in a later session to see if he or she had made the
changes to his or her behavior that you had discussed
29.

Encourage the client to continue adding values-consistent activities to his/her daily
life

30.

Encourage the client to consider goals in his/her life

31.

Help the client break goals down into small steps

32.

Help the client plan to start taking steps towards larger goals

33.

Discuss Trigger, Response, Avoidance Pattern with a client

34.

Discuss a client's experience of Trigger, Response, Avoidance Pattern using a
situation in the client's life

35.

Discuss how a client could use Trigger, Response, Alternative Coping in a situation
in his/her life

38. Are there other components of BA you WOULD be likely to use with a client?
Please list them below:

Please check any skills or techniques that you would DEFINITELY NEVER USE with
a client:
39.
Discuss the idea that actions affect feelings or emotions
40.

Discuss the need for a person to act in ways that positively affect their emotions

41.

Assess the person's symptoms of depression in a discussion

42.

Assess the person's symptoms of depression using a paper-and-pencil measure
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Please check any skills or techniques that you would DEFINITELY NEVER USE with
a client:
43.

Assess the person's symptoms of depression at multiple points in time

44.

Discuss any changes in the person's symptoms of depression with him or her

45.

Assess the person's values in a discussion

46.

Assess the person's values, using a paper-and-pencil measure like the one in the
program

47.

Discuss the need for a person's actions to be consistent with their values

48.

Discuss the need for a person's actions to be consistent with their values to reduce
feelings of depression

49.

Assess the client's current activity level in a discussion

50.

Assess the client's current activity level, using a paper and pencil measure like the
Activity Log

51.

Suggest additional activities to the client

52.

Suggest additional activities that are consistent with the client's values

53.

Encourage the client to think of additional activities

54.

Encourage the client to think of additional activities that are consistent with his/her
values

55.

Encourage the client to schedule new activities on a specific day or time

56.

Encourage the client to make plans with another person to help him or her achieve a
new activity

57.

Review the client's activities in a later session to see if he or she had made the
changes to his or her behavior that you had discussed

58.

Encourage the client to continue adding values-consistent activities to his/her daily
life
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Please check any skills or techniques that you would DEFINITELY NEVER USE with
a client:
59.

Encourage the client to consider goals in his/her life

60.

Help the client break goals down into small steps

61.

Help the client plan to start taking steps towards larger goals

62.

Discuss Trigger, Response, Avoidance Pattern with a client

63.

Discuss a client's experience of Trigger, Response, Avoidance Pattern using a
situation in the client's life

64.

Discuss how a client could use Trigger, Response, Alternative Coping in a situation
in his/her life

65. Are there other components of BA you would DEFINITELY NEVER USE with a
client? Please list them below:
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Appendix R
Use of Behavioral Activation Assessment
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Use of Behavioral Activation Assessment
This measure will ask you about your experiences since your last study visit with us.
A few questions will ask you about specific clinical experiences you may have had. As you
complete this measure, please keep in mind standards of confidentiality. Under no
circumstances should you provide identifying details about an individual to whom you have
provided therapy or counseling.
1. Since your last research appointment, how many clients or patients have you seen who
suffered from depression?
(Please enter a whole number)
2. Since your last study visit, with how many clients have you used Behavioral Activation?
Please enter the number of depressed clients with whom you:
used ALL of the Behavioral Activation techniques discussed in your training here
used SOME of the Behavioral Activation techniques discussed in your training here
started to use Behavioral Activation, but stopped
decided NOT to use Behavioral Activation
3. Since your last visit with us, with how many clients have you implemented the following
procedures? Please indicate the number of depressed clients with whom you used each
procedure:
Discuss the idea that actions affect feelings or emotions
Discuss the need for a person to act in ways that positively affect their emotions
Assess the person's symptoms of depression in a discussion
Assess the person's symptoms of depression using a paper-and-pencil measure
Assess the person's symptoms of depression at multiple points in time
Graph or chart the person's symptoms of depression over time
Discuss any changes in the person's symptoms of depression with him or her

Please indicate the number of depressed clients with whom you used each procedure:
Assess the client's values in a discussion
Assess the client's values, using a paper-and-pencil measure like the one in the program
Discuss the need for a client's actions to be consistent with their values
Discuss the need for a client's actions to be consistent with their values to reduce
feelings of depression
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Assess the client's activity level in a discussion
Assess the client's activity level, using a paper and pencil measure like the Activity Log
Suggest additional activities to the client
Suggest additional activities that are consistent with the client's values
Encourage the client to think of additional activities
Encourage the client to think of additional activities that are consistent with his/her
values
Encourage the client to schedule new activities on a specific day or time
Encourage the client to make plans with another person to help him or her achieve a new
activity
Review the client's activities in a later session to see if he or she had made the changes
to his or her behavior that you had discussed
Encourage the client to continue adding values-consistent activities to his/her daily life
Encourage the client to consider goals in his/her life
Help the client break goals down into small steps
Help the client plan to start taking steps towards larger goals
Discuss Trigger, Response, Avoidance Pattern with a client
Discuss Trigger, Response, Avoidance Pattern using a situation in the client's life
Discuss Trigger, Response, Alternative Coping with a client
Discuss how a client could use Trigger, Response, Alternative Coping in a situation in
his/her life

. How relevant do you feel Behavioral Activation is to your own clinical practice?
1

2

3

4

5

Not at all

A little bit

Somewhat

Relevant

Very relevant

5. How confident are you in your ability to implement Behavioral Activation with a client?
1

2

3

4

5

Not at all

A little bit

Somewhat

Confident

Very confident
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Below is a list of statements about the use of Behavioral Activation. Please rate the degree to
which each statement is true for you:
1

2

3

4

5

Not at all true

A little bit true

Somewhat true

True

Very true

6.
The agency I work with does not support the use of Behavioral Activation
7.
My supervisor does not support the use of Behavioral Activation
8.
Behavioral Activation is too structured for me
9.
Behavioral Activation on its own is not enough to alleviate a client's depression
10.
I feel that I lack adequate training in some of the skills of Behavioral Activation
11.
I do not have time to prepare to use Behavioral Activation on my own
12.
Behavioral Activation is too simple to address the complex needs of clients with
multiple problems
13.
I do not have access to a person who can supervise my use of Behavioral Activation
or provide consultation
14.
I do not have enough "session time" with my clients to use Behavioral Activation
15.
Behavioral Activation does not fit with my clinical style
16.
Behavioral Activation could help some of my depressed clients feel better
17.
Behavioral Activation is a flexible therapy
18.
Behavioral Activation allows therapists to build relationships with clients while
helping them feel less depressed
19.
Behavioral Activation is supported by research, which makes me feel good about
using it with my clients

20. Since your last study appointment, did you read the Behavioral Activation Manual we
provided to you?
Did not read at all

Read a little bit

Read somewhat

Read fully

Read fully and referred
back to it later

21. Since your last study appointment, did you pursue any other reading about Behavioral
Activation?
YES
NO
If yes, what did you read?

423

22. Since your last study appointment, did you pursue any other training in Behavioral
Activation, such as workshops, lectures, or getting consultation?
YES
NO
If yes, what training did you pursue?

23. If you had the opportunity to use BA with a depressed client since your last visit
with us and you chose NOT to use BA, please select from the following reasons why
you did not use BA.
Select ALL the reasons that apply:
I did not have the opportunity to use BA because I did not see any individuals
presenting with depression [Ifyou endorsed this item, please skip to the last page of this
questionnaire]
I didn't think BA would work for the people who came to me for help with depression
If so, please briefly explain why:

I felt that I lacked adequate training in some of the skills I learned about in the trainings
If so, please indicate specific skills you feel would require more training:

I don't agree with some of the basic principles of BA (e.g. "actions influence emotions")
If so, please indicate which principles you disagree with:
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If you had the opportunity to use BA with a depressed client since your last visit with
us and you chose NOT to use BA, please select from the following reasons why you did
not use BA.
Select ALL the reasons that apply:
I thought that the client(s) might react negatively or not "buy into" Behavioral
Activation
If so, please briefly explain why:

I have an approach that works better that I already use
If so, please briefly describe this approach:

Some of the basic principles of Behavioral Activation are incompatible with my
religious beliefs
If so, please specify:

My clinical supervisors did not support my use of Behavioral Activation
If so, please describe why this might be the case:

I did not have access to a supervisor or colleague familiar with Behavioral Activation
who could provide consultation, supervision, or support
If so, please describe what you wanted consultation, supervision, or support for:
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If you had the opportunity to use BA with a depressed client since your last visit with
us and you chose NOT to use BA, please select from the following reasons why you did
not use BA.
Select ALL the reasons that apply:
I did not have time to prepare to use Behavioral Activation
If so, please explain what you wanted to prepare:

I did not have the appropriate materials (e.g., assessment measures) to use Behavioral
Activation
If so, please explain what materials you needed:

I did not have enough time with my client(s) to use Behavioral Activation
If so, please explain the amount of time you had with the client, and how much more
time you wanted to fully use Behavioral Activation:

My client(s) had multiple problems that were too complex to be addressed by
Behavioral Activation
If so, please explain what types of multiple problems your client experienced. Please
provide this information in terms that preserve your client's confidentiality.
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Please indicate any other reasons you DID NOT use Behavioral Activation with a
depressed client(s)

Thank you for your time in participating in this study!
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