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Abstract

Purpose Our goal was to develop brief pragmatic assessments of Behavioral Activation (BA) fidelity to support its dissemi-
nation in low-resource settings.

Methods We used qualitative and quantitative methods across three investigations to develop pragmatic assessments rated
from the perspective of therapists, patients, and observers: (1) we developed an initial comprehensive pool of 119 items and
adapted/refined the item pool to 32 items through stakeholder focus groups and cognitive interviews; (2) independent blind
judges rated each of items in the refined item pool on an early session of BA for 64 patients to support the selection of items
based on predictive validity; and (3) we conducted a preliminary evaluation of the acceptability and feasibility of the assess-
ments of BA fidelity from the perspective of therapists and patients.

Results The internal consistency reliability for the 10-item total score was .83 rated from the perspective of independent
observers. The assessment was completed by patients following 90% of sessions and by clinicians following 93% of ses-
sions. Items were rated high on overall satisfaction by both therapists (M=4.6, SD=0.89) and patients (M =4.8, SD=0.41).
Conclusion Our findings suggest that these brief assessments of BA fidelity are reliable, feasible, and acceptable to com-
munity stakeholders.
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Activation Fidelity Assessments

Considerable effort and large sums of money have been
spent over the last decade to disseminate evidence-based
psychotherapies (EBPs) to usual care settings. Progress
disseminating EBPs has been slow and our lack of reli-
able, valid, and scalable treatment fidelity measures for
use in these settings impedes our ability to ensure patients
are receiving effective interventions (Aarons et al., 2011;
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Gerow & McLeod, 2013). Numerous investigations have
successfully used broad measures of fidelity characteriz-
ing general therapeutic strategies (Bearsley-Smith et al.,
2008; Hepner et al., 2010; Kelley et al., 2010; Weersing et
al., 2002) while others have focused on the development
of measures to support the dissemination of specific EBPs
(Chapman et al., 2013; Hogue et al., 2014). Because there
has been a concerted effort to improve the quality of mental
health services by disseminating specific EBPs to commu-
nity settings (Creed et al., 2014; Karlin et al., 2010), further
development of specific EBP fidelity scales that are scalable
in these settings is essential.

There is a particular need for dissemination of EBPs
to the publicly funded community mental health centers
(CMHCs) in the United States, because millions of people
utilize these settings for mental health services (Wells et al.,
2010). In previous studies in the CMHC setting, we found
response rates for treatment-as-usual (TAU) in the treatment
of major depressive disorder (MDD) to be only 29% in one
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investigation (Gibbons et al., 2012) and 13% in another
(Connolly Gibbons et al., 2015). Efficacy trials suggest
that outcomes in these settings can be improved through
the provision of specific EBPs, yet CMHC'’s often lack the
resources to train clinicians using the time-consuming and
costly methods employed in efficacy trials. The challenge
for CMHCs is how to train therapists to deliver evidence-
based interventions with fidelity while minimizing cost.

Among EBPs, Behavioral Activation (BA) is a highly
supported intervention for MDD that has the potential
to improve outcomes in the CMHC setting. The essence
of BA is a focus on increasing the patient’s contact with
sources of reward by helping them become more active and,
consequently, improve one’s life context. BA has demon-
strated superiority to control treatments in multiple meta-
analyses (Ekers et al., 2014; Stein et al., 2021) for patients
with a primary diagnosis of MDD. Because of the relatively
straightforward rationale for BA, this EBP is likely to be
an appropriate psychotherapy for broad dissemination to
master’s level therapists typically employed by CMHCs.
BA has also demonstrated effectiveness in the treatment of
depression when delivered by non-specialists in primary
care settings (Ekers et al., 2011) and as part of a home-based
intervention delivered by social workers (Gitlin et al., 2013).

Many large-scale efforts to disseminate EBPs to com-
munity settings have used experts to ensure treatment
integrity, including expert-led training workshops, expert
consultation, and expert observer assessments of treat-
ment fidelity. However, expert observer ratings are time-
consuming, costly, and impractical for use in low-resource
settings. One strategy for making training more scalable in
low resource settings includes brief measures of treatment
fidelity assessed from the perspective of the therapist or
patient (Hogue et al., 2013). Therapist assessments of their
own treatment fidelity can help them remain focused on
the model’s important therapeutic techniques and facilitate
supervision.

Several attempts to rate treatment integrity from the
therapist’s perspective have been disappointing, often dem-
onstrating poor correspondence between therapists’ self-
reports of fidelity and expert observer ratings, as well as
overestimates of the use of prescribed techniques by thera-
pists (Carroll et al., 1998; Hurlburt et al., 2010; Martino et
al., 2009; Miller et al., 2004). However, other more recent
investigations have had greater success in developing reli-
able and valid therapist self-reports of fidelity consistent
with expert observers’ evaluations (Caron & Dozier, 2022;
Chapman et al., 2013; Hogue et al., 2014, 2015; McManus
et al., 2012), suggesting that certain EBPs lend themselves
to therapist or patient assessment of treatment fidelity more
than other EBPs. In the case of BA, therapists and patients
should be able to report accurately on the use of primary
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treatment techniques, such as activity scheduling, that rely
on explicit discussions and use of forms to record such
scheduling. There have been multiple previous studies to
measure fidelity to BA from therapist self-reports (Kanter
et al., 2015; Puspitasari et al., 2017). These studies rated
global items (i.e., providing BA rational, reviewed home-
work, monitored activity) for presence versus absence. For
these scales, the item pool was not developed using predic-
tive validity methods and the item and rating scale language
were not developed with input from community mental
health stakeholders. No patient assessment of BA fidelity
exists, though there have been attempts to have patients rate
goal behaviors in the context of BA (Manos et al., 2010;
Ryba et al., 2014).

Patient and therapist rated assessments of treatment
fidelity could benefit from both the use of community stake-
holders to develop items and a focus on predictive validity
within the community setting. The inclusion of stakeholders
to select and adapt items ensures that the final assessment
includes items that are meaningful and relevant to thera-
pists and patients. In developing brief assessments, it’s also
important to include items that represent the therapeutic
techniques that lead to the treatment mechanisms (“targets™)
responsible for clinical benefit in the community settings.
For example, when therapists focus on activity scheduling in
BA sessions, does this lead to patients engaging in more of
such activities? There is substantial evidence for the mecha-
nism of action of BA in terms of the role of increases in
activities and the reward value of activities driving changes
in depression (Carvalho & Hopko, 2011; Christopher et
al., 2009; Dimidjian et al., 2017; Gawrysiak et al., 2009),
including a study conducted in a CMHC setting (Crits-
Christoph et al., 2021). Accordingly, focusing a brief scale
on the BA techniques driving change in the mechanism vari-
ables that are predictive of symptom improvement in the
CMHC setting is the most effective way to create a theory-
relevant fidelity measure that can help therapists focus on
the techniques that lead to clinical benefit.

The goal of the current project was to conduct initial
studies to develop parallel observer, therapist, and patient
brief measures of BA fidelity, defining fidelity as the degree
of utilization of a technique during a session. To develop
these brief pragmatic measures to support the dissemination
of BA in CMHC settings, our strategy was to select final
items that occur with adequate frequency in actual com-
munity practice, are meaningful and clear to stakeholders,
and are predictive of change in the important targets of BA
driving symptom reduction in these settings. To ensure that
our measures could also be useful for research purposes, we
also selected items that covered the full range of facets of
BA determined by experts, could be reliably measured by
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independent raters, met standard psychometric reliability
criteria, and provided the greatest amount of information.

General Methods
Overview

The research plan consisted of three initial steps: (1) a lit-
erature review followed by qualitative research methods to
develop a comprehensive initial item pool relevant to com-
munity practice, (2) a tape-rating study of expert observer
ratings of the BA fidelity item pool from a recent BA effec-
tiveness study (Crits-Christoph et al., 2021) to reduce the
item pool based on classical test theory supplemented by
an item response theory analysis and an examination of the
predictive validity of items, and (3) an initial prospective
feasibility study to evaluate the acceptability and feasibility
of rating BA fidelity from the perspective of patients and
therapists.

Setting

The qualitative item review, effectiveness study used for
observer ratings, and prospective feasibility study were
conducted in partnership with Merakey, a large, private,
nonprofit, CMHC that provides mental health and substance
abuse services to primarily publicly-funded clients across
multiple states. The specific CMHC where the studies were
conducted employs approximately 80 mostly master’s level
psychotherapists and three to four psychiatrists, serving
approximately 4,900 individuals per year (40% minorities).
The most frequent diagnoses at the clinic include schizo-
phrenia (39.8%) and MDD (33.9%).

Study 1: Development of the BA Fidelity
Item Pool

Overview

To accomplish the generation of a comprehensive item pool
and subsequent further review of items (“winnowing”), we
followed steps for scale construction used in the Patient
Reported Outcomes Measurement Information System
(PROMIS) network funded by the NIH (Cella et al., 2007,
2010; DeWalt et al., 2007). These steps included the genera-
tion of a comprehensive initial item pool through a literature
review as well as the generation of items by experts, bin-
ning and winnowing of items, and qualitative item review
by stakeholders.

Method
Generation of Initial Item Pool

The investigators conducted a thorough review of the litera-
ture to ensure all existing instruments assessing fidelity to
BA were found and evaluated. The literature beyond mea-
sures of adherence and competence alone was searched to
include general quality measures utilized in diverse settings
and fidelity measures that have successfully been rated as
self-reports. Since existing measures of BA fidelity often
included very general items not specifically focused on
individual BA techniques, a thorough review of all materi-
als detailing the specific techniques of BA was conducted,
including published manuals and workbooks. The investi-
gative team generated an initial set of BA fidelity domains
and items to represent the facets of BA as included in the
stand alone BA approach manualized by Martell et al.,
(2013). Item generation was also done by the BA trainer and
supervisor of our prior BA effectiveness trial (Crits-Chris-
toph et al., 2021) to ensure the item pool covered the impor-
tant domains of BA as delivered in community settings. All
items for the initial item pool were written from the perspec-
tive of the therapist completing the item. All relevant items,
regardless of quality or redundancy, were retained at this
step for further review.

Binning and Winnowing

Once a comprehensive list of BA fidelity items was gen-
erated, the items were given to members of a workgroup
consisting of study investigators, an agency therapist/
administrator, and the expert BA supervisor/trainer for
binning and winnowing. The items were presented in pre-
liminary bins (i.e., domains of BA techniques), but expert
members of the workgroup were instructed to add or sub-
tract bins as needed. Winnowing then occurred to eliminate
any clearly inferior items. Members of the workgroup were
asked to independently identify items that were inconsistent
with each bin, redundant (i.e., they were asked to choose the
best item for that bin), too narrow to be applicable to most
sessions, too confusing, or not fully representative of BA as
delivered in the community setting. In addition, members
of the workgroup were asked to develop new bins if appro-
priate and to generate new items to cover the domain. The
study principal investigator then reviewed the workgroup’s
ratings and created the revised item pool for qualitative
item review, taking into consideration the suggestions of
each workgroup member while also adapting each item to
be accessible across literacy levels, unambiguous, of low
cognitive difficulty, referencing the current session, and
concise.
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Qualitative Item Review

A qualitative item review (DeWalt et al., 2007) was con-
ducted to ensure the set of items was comprehensive in
measuring each domain, clear and understandable, and
acceptable to respondents. The qualitative item review
included both focus groups with therapists working in a
CMHC setting and cognitive interviews with therapists and
patients. A semi-structured interview for the focus groups
was created by the principal investigator to explore thera-
pists’ opinions about the domains covered by the item pool
and reactions to specific items. In addition, the focus groups
were used to evaluate general opinions about the research
partnership, familiarity with BA, usefulness of BA in com-
munity settings, usefulness of fidelity assessment, and meth-
ods for implementing the fidelity assessment to inform the
development of a dissemination plan if the fidelity assess-
ments were found to be feasible, acceptable, and effective at
supporting training in BA.

We recruited participants for two focus groups with three
therapists per group. The focus groups included three (50%)
White therapists and three (50%) African American thera-
pists. Of the six therapists, two (33%) identified as males
and four (66%) as females. The first focus group included
three therapists already trained in BA as part of our prior
BA effectiveness trial (Crits-Christoph et al., 2021) while
the second focus group included three TAU therapists with
no formal experience with BA. We included both thera-
pists already trained in BA as well as therapists not for-
mally trained in BA to ensure that the language used for
items, directions, and the rating scale was acceptable to the
broad range of therapists working in the community mental
health system, not just the therapists already trained by us
who supported the BA training program. Our goal was to
ensure that these fidelity assessments were acceptable from
the start of training in community settings with stakeholders
new to BA. The focus group audiotapes were transcribed
and subsequently checked by a second individual. The prin-
cipal investigator created the initial data dictionary for cod-
ing sessions using NVivo 11. The data dictionary creates a
unique code, called a “node” in NVivo, for each question
included in the semi-structured interview guide. Two inde-
pendent judges used this code book to assign text from ses-
sions into each node and to identify emerging themes using
NVivo 11. Once complete, the judges met with the principal
investigator to discuss differences and come to a consensus.
Each judge then independently returned to the transcripts
and reviewed/updated their coding. The final themes of the
qualitative assessment were summarized by the principal
investigator and used to develop a revised set of items in
preparation for the psychometric study.
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Finally, we recruited 11 patients who were receiving
services for depression at the CMHC and 10 therapists
delivering services at the CMHC for cognitive interviews
(Cella et al., 2010) of the revised item pool. The therapists
included seven (70%) White therapists and three (30%)
African American therapists. Two (20%) identified as male
and eight (80%) as female. Two of the 11 patients did not
provide demographic data. The remaining nine patients
included five (56%) White, three (33%) African American,
and one (11%) Asian patient(s). Two (22%) identified as
male and seven (78%) as female. We probed the thought
processes engaged by persons responding to the measure to
reveal sources of confusion or ambiguity in the instructions,
item stems, response options, or time frame. Therapists
provided feedback on the items from the focus groups that
were written from the therapist’s perspective and patients
provided feedback on items adapted to be completed from
the patient’s perspective. For each item, the interviewer
summarized any concerns discussed by patients and thera-
pists. Stakeholders naive to BA were included to ensure that
item wording was acceptable to both community therapists
starting BA training and community patients starting a new
course of BA. The principal investigator used the results of
the cognitive interviews to revise the pool of items for the
therapist and patient assessments of BA fidelity.

Data Analysis

Interjudge agreement for coding of text from the focus
groups into nodes and sub-nodes was assessed with Cohen’s
kappa (k) computed using NVivo.

Results
Development of the Initial Item Pool

Based on the literature review by the investigative team and
input from the BA expert, the initial BA fidelity item pool
included 119 items (see Supplement 1). The following exist-
ing sources were used for item generation: (1) Quality of
Behavioral Activation Scale (Q-BAS; Dimidjian et al., 2012
[unpublished]), (2) Collaborative Study Psychotherapy Rat-
ing Scale (Hill et al., 1992), (3) the BA workbook (Martell &
Addis, 2004), and (4) the BA manual (Martell et al., 2013).

Reduction of Item Pool Based on Expert and
Stakeholder Input

The binning and winnowing process reduced the initial
list of 119 items to 47 items (See Supplement 2) across
6 rationally derived BA fidelity domains. These 47 items
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were reviewed in the therapist focus groups. Six nodes
were rated across the focus group transcripts with the fourth
node, labelled “Review of BA Item Pool,” broken down into
eight sub-nodes (see Supplement 3 for structured interview
guide). Interjudge agreement for selection of text was fair
to good across nodes representing knowledge of research
community partnership (ks across focus groups ranged from
.53 to .62), familiarity with BA (ks=.56 —.70), usefulness
of BA fidelity assessment (ks=.33 —.71), and methods for
administration of BA fidelity assessment (ks=.78—-1.00).
The node representing usefulness of BA for CMHC set-
tings had poor interjudge agreement (ks=.22 —.39) due to
stakeholders having little to say in response to this question
thus leading to limited data to code. The eight sub-nodes
in the “Review of BA Item Pool” node represented specific
questions regarding the BA fidelity item pool ranged from
poor to good interjudge agreement (ks=.29 —.95). The sub
nodes that represented questions probing for item clarity
and wording to capture intensity had poor agreement across
focus groups (ks =.08 —.57), again this is due to limited data
rated in that node. Interjudge agreement was good for at
least one focus group for sub nodes pertaining to questions
about item pool facet coverage, relevance of items, length
of items, item redundancy, changes to item wording, and
identification of best items (ks =.29 —.95).

The themes extracted from the focus group ratings are
detailed in Supplement 4. Stakeholders across focus groups
felt that the item pool covered the relevant domains of
BA, however, they did not find items probing commitment
to treatment as relevant to community practice. Therapist
stakeholders without prior experience in BA did not find
items focused on introduction of BA model, homework,
and nonspecific therapeutic techniques relevant to BA prac-
ticed in the community. Since these facets were accept-
able to therapist stakeholders previously trained in BA, we
retained items to address these facets. Therapists across
both focus groups felt that the optimal length for a BA fidel-
ity assessment completed after each session would be 10
to 12 items, taking no more than two to five minutes. In
addition, therapists suggested individual items be brief, con-
taining approximately 10 words. Overall, therapists agreed
that items were clear. Therapist stakeholders were helpful
in identifying redundant items as detailed in Supplement
1. Therapists also identified word phrases, such as “not in
the mood,” “fighting depression,” “when you don’t feel
like it,” and “problems,” that they felt were invalidating to
the patient’s experience. Items were selected either avoid-
ing these phrases or adapting the wording. We considered
including phrases such as “throughout the sessions” or
“thoroughly” within each item to better capture the intensity
of each BA intervention, however, the therapists preferred
item brevity with intensity encompassed in the rating scale

anchors. Finally, therapists identified items that they felt
best represented the BA techniques.

The focus group results were used by the investigative
team to reduce the item pool to 32 items across six BA fidel-
ity domains and to adapt item wording where needed (see
Table 1). These 32 items were next evaluated in individual
stakeholder cognitive interviews for clarity of item word-
ing and content. Items where at least three participants in
the cognitive interviews raised concerns regarding the con-
tent or wording are identified in Table 2. For the most part,
few items were identified by multiple patients or multiple
therapists as problematic regarding wording or content.
These ratings were used in conjunction with psychometric
analyses in Study 2 to select the final BA fidelity assessment
items and adapt wording for final items if needed.

Table 2 provides interrater reliability for items, mean
(SD), corrected item-total correlations (based on the total
of 32 items), and partial correlations of the 32 items with
improvement in the BADS Avoidance and BADS Activation
subscales. In addition, items identified as problematic by
patients or therapists in the cognitive interviews in terms of
item content and wording are indicated. Table 2 also shows
the slope parameters based on a unidimensional GRM IRT
model fitted to the 32 items. Also shown in Table 2 is the
final decision about each item, giving priority to the predic-
tive validity of each item and coverage of the facets of BA
but also taking into account any concerns regarding vari-
ability and feedback from patients and therapists about the
content and wording of items

General Themes from Focus Groups

For nodes targeting stakeholders’ perspectives of the
research community partnership, familiarity with BA, use-
fulness of BA in the community, usefulness of BA fidelity
assessment, and methods of administration, major themes
that were evident from this qualitative analysis included:
(1) overall, therapists were enthusiastic about research
conducted in community settings that had the potential to
include the perspectives of minority stakeholders; (2) ther-
apists previously involved in our research program had a
generally positive attitude toward the academic community
partnership; (3) despite a long-standing partnership, thera-
pists in this large outpatient community setting who were
not directly involved in one of our studies were unaware
of the partnership and expressed ambivalence about using a
treatment manual and using a treatment with time limits; (4)
therapists who were not trained in BA through our research
program felt that they were already using aspects of BA in
the clinic, but they reported little formal training in BA as
a stand-alone treatment and had limited knowledge of the
breadth of techniques within BA; (5) although agreement
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Table 1 Reduced BA Fidelity Item Pool with Domains

STARTING BA/TEACHING THE GENERAL BA MODEL

1. The therapist reviewed the goal of BA: to break the cycle of depression by trying new activities.

2. The therapist described how his/her job was to guide the client with strategies to become more active.
3. The therapist talked about how changing what one does can change how they feel.

4. The therapist asked the client for feedback after describing the BA model.

GENERAL STRUCTURE/HOMEWORK
5. The therapist followed an agenda in the session.
6. The therapist reviewed the activity and mood monitoring chart.

7. The therapist and client decided on specific homework for the next session.

8. The therapist reviewed the client’s homework in the session.

9. The therapist reviewed the activity schedule to see what made the past week better and what made it worse.

NONSPECIFIC THERAPEUTIC TECHNIQUES
10. The therapist was warm throughout the session with the client.

11. The therapist was nonjudgmental throughout the session with the client.

12. The therapist was encouraging with the client throughout the session.

TECHNIQUES EXPLORING AVOIDANCE

13. The therapist reviewed how avoidance is an understandable response to sadness, but can make depression worse.

14. The therapist and client talked about the many forms of avoidance (i.e., isolating oneself, ruminating, overeating, drug use, and/or exces-

sive screen time).

15. The therapist and client explored alternatives to rumination (i.e., distraction and mindfulness).

16. The therapist reviewed how it is important to act even when not feeling motivated.

17. The therapist and client explored how rumination leads to lower mood.

18. The therapist encouraged the client to shift to problem-solving rather than relying on avoidance.

ACTIVATION TECHNIQUES

19. The therapist encouraged the client to monitor their activities and mood next week.

20. The therapist and client scheduled specific activities to try this week.
21. The therapist and client planned activities that would increase pleasure.

22. The therapist and client talked about establishing routines.

23. The therapist focused on planning activities that could lead to a sense of accomplishment.

24. The therapist and client discussed pros and cons of specific actions.

25. The therapist and client identified barriers to being active.

26. The therapist focused on identifying long-term goals and aspirations.

27. The therapist and client broke down difficult assignments into smaller tasks.
28. The therapist helped the client schedule one or more activities in detail, including what, where, when, and with whom.

RELAPSE PREVENTION

29. The therapist reviewed how the client has improved avoidance, rumination, isolation, etc.

30. The therapist and client discussed possible future problems and how to tackle them.

31. The therapist reviewed the strategies that have been helpful for the client.
32. The therapist and client planned what the client could do to prevent a relapse.

among coders was not adequate for the probe into useful-
ness of BA in community settings, individual statements
identified by at least one coder representing the thoughts of
at least one stakeholder who was not previously trained by
us in BA indicated questions regarding the feasibility of BA
homework in the community setting, doubts about the psy-
choeducation that is included in BA, and thoughts that BA
lectured too much to the patient; (6) in contrast, therapists
previously trained by us in BA were more positive about
the treatment and said they used it with other non-study cli-
ents; (7) therapists felt that a BA fidelity self-report would
help them track what they did from session to session and
prepare for future sessions; and (8) therapist stakeholders
preferred tablet administration to paper administration but
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had concerns about technology support in community set-
tings and time burden.

Discussion

We developed a large comprehensive item pool to ensure
a thorough evaluation of the most useful items for assess-
ing BA fidelity from the therapists’ and patients’ perspec-
tive to support the dissemination of BA for the treatment
of MDD in community mental health settings. We then
reduced the item pool by first using a team of experts for
binning and winnowing and then including community cli-
nicians for fine-tuning the items. This process demonstrates
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Table 2 Psychometrics, Descriptive Statistics, Predictive Validity, and Stakeholder Feedback from the Cognitive Interviews

Item ICC M SD Item- IRT Cognitive BADS BADS Decision
(3,3) Totalr Slope Interview Avoidance Activation
Concerns M1 M23 M1 M2/3
I, I, I, I,

STARTING BA/TEACHING THE GENERAL BA MODEL

1 091 1.84 097 0.50 1.63 none -35" -.05 .14 -.18  retain

2 0.82 139 0.64 0.30 1.17 therapist -29* -21 .05 —.23  eliminate low item-total r

3 0.74 183 0.73 0.59 2.04 none -36* —-.08 -.00 -.19 eliminate focus groups redundant with 1

4 0.63 129 041 045 1.71 patient -31* -.14 -.14 -.22 climinate low item-total r, patient con-
cerns wording

GENERAL STRUCTURE/HOMEWORK

5 0.86 259 1.17 0.61 1.90 patient .02 .07 32% 16 eliminate patient concerns wording

6 0.81 193 0.88 0.72 3.42 none .14 38* 40 18 retain

7 0.84 271 0.85 0.76 2.67 none .00 17 34% .00 eliminate predictive validity not as strong
as item 6

8 0.89 1.88 093 0.65 2.14 none .03 25 20% 23 eliminate low predictive validity

9 0.79 1.69 081 0.67 2.60 none -.02 .30 .26 21 eliminate predictive validity not as strong
as item 6

NONSPECIFIC THERAPEUTIC TECHNIQUES

10 0.71 3.65 0.50 0.26 0.53 therapist -.11 -22 .11 —.12  eliminate low item-total r, IRT slope,
therapist concerns wording

11 0.63 3.63 051 044 0.98 therapist -.26 -21 .17 —.09 eliminate low item-total r, therapist con-
cerns wording

12 0.62 359 057 0.55 1.16 none -33% -.07 .08 .05 retain

TECHNIQUES EXPLORING AVOIDANCE

13 0.66 153 0.69 0.54 1.45 none -.06 .09 28 .01 retain

14 0.72  1.66 0.64 0.58 1.62 patient -.01 .00 12 —.01 retain adapt wording

15 0.59 132 051 037 0.49 patient -.39*% .02 -.05 .12 eliminate low ICC, item-total r, IRT slope

16 073 142 0.61 048 1.80 patient -.21 -.02 -.04 -.13 retain adapt wording

17 0.61 1.33 046 0.20 0.27 patient -.32%  -03 -.03 .12 eliminate low item-total r, IRT slope

18 0.59 150 0.57 023 0.53 patient -.07 -.13 -.10 -.07 eliminate low item-total r, IRT slope

ACTIVATION TECHNIQUES

19 0.89 238 1.04 0.72 2.72 none -.18 .03 31*  -.04 eliminate focus groups redundant with 20

20 0.86 196 0.88 0.62 236 none -.08 .07 39% 15 retain

21 0.83 174 0.77 0.58 1.96 therapist -.05 .06 27 .10 retain modify wording

22 0.63 1.17 035 030 0.91 none -.07 -.09 32*¥ -.07 eliminate low item-total r

23 0.75 155 0.59 0.58 2.28 therapist -.06 .05 A44% 22 retain combined with item 21 based on
qualitative results

24 - 1.35 032 0.03 -0.03  none .05 -.08 -.15 -.01 eliminate low ICC, item-total r, IRT slope

25 071 155 057 045 1.38 patient -31* -.05 -.11 -.15 eliminate low item-total r, patient con-
cerns wording

26 0.58 1.72  0.61 0.17 0.39 none .06 .04 .15 .04 eliminate low ICC, item-total r, IRT slope

27 0.53 1.33 046 0.30 0.70 none -.13 -.11 .13 .00 eliminate low ICC, item-total r, IRT slope

28 0.85 157 072 056 251 none -.06 .04 38 .02 retain

RELAPSE PREVENTION

29 051 117 033 031 0.98 none —-.14 -.01 .17 22 eliminate low predictive validity

30 - 1.31 029 0.17 0.29 none -.12 -.05 -.08 -.04 -eliminate low ICC, IRT slope, predictive
validity

31 035 141 042 047 0.94 none -.23 11 A42% .20 retain, best predictive validity in facet

32 0.10 1.06 0.16 0.18 0.53 none -22 11 17 42%* eliminate low ICC, item-total r, IRT slope

Note: ICC =Interclass Correlation Coefficient; IRT =Item Response Theory. For Cognitive Interview Concerns, “none” represents only minor
concerns from few participants while “therapist” or “patient” represents concerns raised by at least 3 participants of each stakeholder group. *
p<.05; M1 represents partial correlation between item and month 1 BADS score controlling for baseline; M 2/3 represents partial correlation
between item and average of months 2 and 3 BADS scores controlling for baseline

the richness that results from the inclusion of a broad range ~ of stakeholders in the selection and adaptation of items for
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use in community settings. While experts were extremely
helpful in fleshing out a comprehensive set of items cover-
ing the important facets of BA as defined by Martell and
colleagues (2013), community clinicians were particularly
important for identifying items that best resonated with the
use of BA in community settings and for adapting wording
to best meet the needs of community patients.

Not only were the focus groups particularly informative
regarding the selection of items for our BA fidelity assess-
ments, they were also efficiently used to gather important
information to support planning of future dissemination of
the BA fidelity assessments. The emerging differences in
perspectives between clinicians who were versus who were
not previously trained by us in BA supported that future
implementation of both BA and the BA fidelity assessment
would need to continue to include strong initial socializa-
tion to the interventions to engage community clinicians.

Study 2: Tape Rating Study of BA Fidelity
Items

Overview

The reduced pool of 32 items developed in Study 1 via
expert and stakeholder input was evaluated for both psycho-
metrics and predictive validity. Our goal was to select a final
limited number of items to create a scale that was reliable,
valid, and predictive of the change in BA targets that drive
symptom improvement. For this study, each of the 32 items
was translated into observer rated versions and was rated by
trained independent observers on BA sessions collected as
part of a BA pilot effectiveness trial in a community men-
tal health setting (details presented in Crits-Christoph et al.,
2021). A brief description of the patients, treatments, and
raters is provided below.

Methods
Patients

We recruited patients (aged 18 to 70) from those seeking
services at the CMHC. All adult patients at the clinic were
administered the Quick Inventory for Depressive Symp-
tomatology (QIDS; Rush et al., 2003) at intake. If a patient
scored at least 11 on the QIDS, was able to read English
at the fourth grade level, and was interested in participat-
ing in the study, they were scheduled for a study baseline
assessment after providing informed consent. Patients were
included in the study if they were diagnosed with MDD by
trained diagnosticians at their baseline assessment. Exclu-
sion criteria were: (1) a diagnosis of bipolar disorder; (2)
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current or past diagnosis of schizophrenia, psychosis, MDD
with psychotic features, or seizure disorder; (3) depression
due to organic pathology; (4) symptoms of substance/alco-
hol abuse requiring immediate referral to substance abuse
treatment; (5) problems requiring immediate referral to
a partial hospitalization program; or (6) suicidal ideation
judged by the clinic to require services more intensive than
once per week psychotherapy.

The patient sample included in this study consisted of
64 patients who participated in the training phase or ran-
domized phase of the Crits-Christoph et al. (2021) BA pilot
effectiveness trial, received at least one session of BA, and
had at least one post-baseline assessment using the Behav-
ioral Activation for Depression Scale (BADS; Kanter
et al., 2007). This sample was aged 18 to 70 (M=40.29,
SD=12.63) and consisted of 50 (78%) females. The racial/
ethnic breakdown for the 56 patients who self-reported their
racial group was 22 (39%) white, 27 (48%) black, and 7
(13%) other or mixed race, with 6 (9%) identifying as
Hispanic.

Raters and Sessions

We recruited and trained four advanced graduate student
judges with prior clinical training in BA. An early session
from each patient in the BA condition of our pilot effective-
ness trial (Crits-Christoph et al., 2021) was rated indepen-
dently by three judges using a balanced incomplete block
design. We selected an early session of BA in order to con-
duct ratings on all patients included in the sample. In this
community administration of BA, therapists were trained
to incorporate techniques to introduce the treatment, assign
homework, and begin planning activities from the start in
session 1. Session 3 was used when available to sample
sessions that included the full range of BA techniques. We
substituted session 2 or 1 if session 3 was unavailable. Ses-
sion 2 was sampled for 11 cases (17%) and Session 1 was
sampled for 11 cases (17%). Judges rated each BA fidel-
ity item on a 1 (not at all) to 5 (thoroughly) scale. Judges
initially participated in a series of five training sessions to
review the BA fidelity items and rate practice sessions. For
each practice session, judges first rated items independently,
discussed disagreements, and finally reached a consensus
judgement. Monthly recalibration sessions with the judges
were conducted during the time that final ratings were made.

Treatment

Therapists delivered three months of weekly sessions of BA
following the BA manual by Martell et al., (2013) modified
by Christopher Martell to fit a 9-session format. Behavioral
activation focuses primarily on identifying activities and



Administration and Policy in Mental Health and Mental Health Services Research

contexts that are reinforcing and align with one’s long-term
goals. Specific strategies that BA uses are: (a) self-monitor-
ing, (b), planning daily activities, (c) evaluating the degree
of pleasure and accomplishment experienced during engage-
ment in specific activities, (d) exploring different ways to
achieve individuals’ goals, (d) targeting certain behavioral
deficits through role playing, (¢) assessing and treating
avoidance behaviors, (f) creating and adhering to routines,
and (g) targeting rumination with different behavioral tech-
niques, such as redirecting attention away from ruminative
thoughts towards direct and immediate experiences. Par-
ticipants’ weekly homework included daily monitoring of
mood and activity. Some patients could also be asked to
complete a worksheet to identify triggers, responses, avoid-
ance patterns, and consequences of these experiences.

Target Assessment

The BADS (Kanter et al., 2007), a self-report scale of 25
questions, was rated on a 7-point scale ranging from 0 (not
at all) to 6 (completely) to assess BA targets. The scale
has demonstrated adequate internal consistency, construct
validity, and predictive validity (Kanter et al., 2007, 2009).
The current study focused on two subscales of the BADS
that measured increased activity and decreased avoidance,
respectively.

Data Analysis

Selection of the final item pool was guided by a comprehen-
sive evaluation of psychometrics and stakeholder input on
each item. In order to develop a final item pool that was reli-
able and valid for use in observer-, therapist-, and patient-
rated formats, interrater reliability was calculated for each
of the 32 items using Shrout and Fleiss’s (1979) intraclass
correlation coefficient ICC(3,3) with a standard of 0.60 used
to identify items that could be reliably rated by indepen-
dent judges. The ICC(3,3) was also calculated for the mean
across the final items selected to inform the reliability of the
final BA fidelity score. We calculated descriptive statistics
and corrected item-total correlations for each item with the
goal of selecting items that had corrected item-total correla-
tions of 0.50 or greater.

We also examined the items using a unidimensional
Item Response Theory (IRT) method to further evalu-
ate items using the SAS (version 9.4) IRT procedure. We
implemented the Graded Response Model (GRM), which is
appropriate for analyzing the polytomous Likert-style item
responses used in the BA fidelity assessment. IRT assumes
the amount of information that each item provides is not
evenly distributed across the entire continuum of the latent
construct. The slope parameter was used to quantify the

amount of information provided by each item, with a slope
value below 1.0 used as a threshold for detecting less dis-
criminating items (Embretson & Reise, 2000).

Predictive validity analyses were further examined to
select items that were predictive of change in BA targets.
Session 3 observer ratings of BA fidelity were used as pre-
dictors of change in the avoidance and activity subscales
of the BADS. The BADS outcomes are examined in terms
of short-term change (baseline to month 1) and longer-term
change (baseline to the average of months 2 and 3). The
average of the months 2 and 3 assessments was used as an
index of longer-term change due to attrition. Partial correla-
tions of the BA fidelity items with BADS scores at month
1 (and separately with the average of months 2 and 3) were
computed, controlling for the respective BADS baseline
score. [tems with a medium effect (» of 0.30 or greater) with
one or both of the two target measures were a priority for
retention in the final item pool.

We used an exploratory factor analysis with varimax rota-
tion to evaluate whether the final BA fidelity items resulted
in a factor structure consistent with the original rationally
derived domains. Note that our goal was to develop a very
brief assessment that could be efficiently used as an inter-
vention to support training rather than to have a compre-
hensive assessment with subscales that fully covered our
original rationally derived BA fidelity domains. Our prior-
ity was to select items that were predictive of target change
so that the assessment could focus clinicians specifically
on those techniques that could lead to clinical benefit. For
this reason, we conducted an exploratory factor analyses to
evaluate whether our final brief assessment broadly covered
the domains. We also computed internal consistency for
the items included in the final BA fidelity assessment using
Cronbach’s o.

Results
Overview

The final item pool was selected to include items that were
reliable, occur with adequate frequency and variability
across sessions, were not redundant with other items, pro-
vide a meaningful amount of information, and were pre-
dictive of target change. Our goal was also to incorporate
stakeholder opinions, gathered through focus groups and
cognitive interviews, into the selection of items and the size
of the final item pool. Stakeholders in our qualitative evalu-
ations agreed that a brief measure would be most useful and
uniformly agreed on the facets covered by our item pool.
We therefore selected 10 items that best met our selection
criteria, including one item to represent the “starting BA”
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facet, one item representing the “homework” facet, one item
representing the “nonspecific therapeutic techniques” facet,
three items representing the “avoidance techniques” facet,
three items representing the “activation techniques” facet,
and one item representing the “relapse prevention” facet,
in order to have a brief but comprehensive assessment that
also emphasized the primary focus of BA on techniques to
address activation and avoidance.

Item Selection

Items 1-4 were evaluated for the “starting BA” facet. Items
1 and 3 met selection criteria for interrater agreement, item-
total correlation, IRT slope, patient and therapist feedback
on wording and content, and predictive validity. Item 1 was
selected to represent this facet based on its excellent interra-
ter reliability. Items 5-9 were evaluated as part of the “home-
work” facet. Items, 6, 7, and 9 all met selection criteria for
interrater reliability, item-total correlations, IRT slope, and
patient and therapist feedback. Item 6 was selected because
of strong predictive validity. Items 10—12 were evaluated as
part of the “nonspecific therapeutic techniques” facet. Only
item 12 met all selection criteria, so it was selected for the
final item pool.

Items 13—-18 were evaluated for the “avoidance tech-
niques” facet. Items 15, 17, and 18 were eliminated due to
low item-total correlations and IRT slope coefficients less
than 1, indicating that the items did not adequately discrimi-
nate among cases. The three remaining items were selected
based on adequate interrater reliability, item-total correla-
tions, and IRT slopes, although none demonstrated mod-
erate effects for predictive validity. Cognitive interviews
indicated patient concerns with the wording of items 14 and
16, resulting in modifications to item wording in the final
item pool. For item 14, the phrase “isolating” was changed
to “staying away from people” and the phrase “excessive
screen time” was changed to “too much time with electron-
ics.” For item 16, the phrase “not feeling motivated” was
changed to “feeling tired, stressed, or depressed.”

Items 19-28 were evaluated for the “activation tech-
niques” facet. Items 19, 20, 21, 23, and 28 met initial selec-
tion criteria. Item 19 was eliminated because therapists in
the focus groups originally saw items 19 and 20 as redun-
dant. Furthermore, items 21 and 23 were seen as highly
redundant by therapists since both probed for planning of
rewarding activities. Therapists in the qualitative evalua-
tion saw the items as redundant, with activities that would
“increase pleasure (item 21)” and “lead to a sense of accom-
plishment (item 23)” both representing types of rewarding
experiences targeted by BA activation techniques. Thera-
pists suggested combining these two items, so item 21 was
selected for the final item pool but was modified to probe for
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planning activities that increased pleasure or led to a sense
of accomplishment.

Finally, items 2932 were evaluated for the “relapse pre-
vention” facet. None of the four items fully met our selection
criteria. However, item 31 was retained because it had an
item-total correlation and IRT slope coefficient only slightly
below the selection criteria and strong predictive validity.
In addition, it was determined that the interrater reliability
was lower than the selection criteria because it represented
relapse prevention techniques that were not common in the
sessions rated early in treatment. Since this facet of BA was
judged important for tracking the fidelity of BA across treat-
ment, recognizing that it would not occur early in treatment,
the item was retained to ensure a comprehensive set of final
BA fidelity items.

Final BA Fidelity Assessment

The 10 items selected for the final BA fidelity assessment
are presented in Supplement 5, including the minor modi-
fications to wording described above for original items 14,
16, and 21. Based on an analysis of these 10 items (prior to
final wording modifications) from the independent observer
ratings, all items demonstrated good corrected item-total
correlations (ranging from 0.40 to 0.66 based on the 10 item
total).

All 10 items had adequate IRT slope coefficients indi-
cating that the items provided adequate information to dif-
ferentiate respondents. We inspected the item information
curves from the IRT analyses for each of the 10 items and
found that curves for eight items were not flat at any region,
suggesting that the items were reliable across the range of
the latent variable. Original items 12 and 31 did reveal some
flattening of the curve and both had slope coefficients close
to 1. These items were ultimately selected because they
demonstrated good corrected item-total correlations and
predictive validity.

The exploratory factor analysis resulted in three factors
with eigenvalues greater than 1.0 that together accounted for
72% of the variance. The three items selected to represent
specific activation techniques (original items 20, 21, 28)
loaded highest on the first factor. The three items selected to
represent techniques focused on avoidance (original items
13, 14, 16) as well as the single item selected to represent
teaching the BA model (original item 1) loaded highest on
the send factor. The items representing techniques focused
on homework (original item 6), nonspecific therapeutic
techniques (original item 12), and relapse prevention (origi-
nal item 31) loaded highest on factor three.

The total score of the 10 items, representing overall
fidelity to BA techniques, demonstrated high internal con-
sistency (0.=.83) and interjudge reliability (k=.88). The
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overall mean (SD) for the average of the 10 items was 1.87
(.46). As an initial evaluation of the predictive validity of
the 10-item total score, we computed partial correlations
between the total score rated on session 3 by observers and
the patients’ ratings of activation and avoidance from the
BADS. The total score significantly predicted short-term
change on the BADS activation scale, r, = .40, p=.004, but
not longer term change, r, =.053, p=.705. The total score,
rated by observers at session 3, did not significantly predict
the short-term, rp:—.19, p=.187, or longer-term, r,= .10,
p=.455, patient ratings of activation. The activation sub-
scale, composed of the 3 activation items, and the avoidance
subscale, composed of the 4 items that loaded on the second
factor, demonstrated high internal consistency (o=.93 and
a=.79, respectively) indicating that these subscales may be
used to assess the specific activation and avoidance tech-
niques included in the BA model. Since factor 3 represented
a diverse group of single item facets we recommend a focus
on the total score or activation and avoidance subscales to
meet the unique clinical and research needs.

Discussion

Building on our comprehensive qualitative approach for
developing the initial item pool described in Study 1, Study
2 implemented a comprehensive quantitative approach
for the final selection of BA fidelity items based on expert
observer ratings. Responding to the perspective of stake-
holders involved in our qualitative analyses, we selected a
brief set of only 10 items that best represented the range of
BA techniques relevant to community practice. We selected
items that reliably represented the important domains
of BA fidelity as delivered in the CMHC setting but also
focused on items that could be reliably assessed by inde-
pendent observers so that we could have parallel measures
from the perspective of therapists, patients, and independent
observers to support flexible administration of the BA fidel-
ity assessment across both clinical and research settings.
IRT analyses informed the selection of items that provided
a meaningful amount of information that is particularly
important for such a brief instrument. Finally, our focus
on the predictive validity of items suggests that our final
assessments will have utility in assessing fidelity to specific
techniques that drive change in BA and lead to clinical ben-
efit in the CMHC setting.

The exploratory factor analysis provided preliminary evi-
dence that our final 10-item assessment broadly represented
the original rationally derived domains of this stand-alone
model of BA described by Martell et al., (2013). Like most
comprehensive fidelity scales, the total score of the 10-item
assessment represents the full range of BA techniques and

can be rated high based on different techniques consistent
with the phase of treatment. Initial sessions of high fidelity
BA may receive relatively higher ratings of fidelity based on
the use of techniques to introduce the model, build a work-
ing relationship, and educate the patient. Although the bulk
of sessions should include a specific focus on activation
techniques, later sessions where activation schedules have
already been mastered may focus more heavily on relapse
prevention. For this reason, the total score should be inter-
preted as representing general fidelity to the overall BA
model. Our initial results demonstrated predictive validity
for the 10-item scale in relation to early change in activation
as rated by the patient. Future research will need to examine
the full predictive validity of the tool as rated by therapists,
patients, and observers.

The factor analysis results included an activation factor
and avoidance factor representing the primary techniques
within this BA model that may have utility for assessing
these specific facets of BA. While the total 10-item score
may be useful as an assessment of overall fidelity to the
broad model of BA that includes a variety of specific and
nonspecific facets, the activation and avoidance subscale
scores can be used as reliable assessments of these specific
facets of BA. For training purposes specifically, it will be
important for the therapist and supervisor to monitor both
overall fidelity to the BA model that includes nonspecific
therapeutic techniques, as well as fidelity to the specific
activation and avoidance facets that are central to BA. Our
results also included a single factor representing other BA
facets covered by our assessment. Given our a priori choice
to include only single items from each of these 4 facets, we
did not expect individual factors representing each of these
domains. Future research may evaluate the validity of the
specific activation and avoidance factors for assessing spe-
cific techniques included in other models of BA or in imple-
mentations of activation techniques as a single component
of a broader treatment approach.

Our goal was to develop a brief single item pool that
could serve as the basis of pragmatic therapist and patient
rated measures to support training in community settings as
well as an independent observer version that could be used
to quantify fidelity to BA for both clinical and research pur-
poses. Our approach was to strike a balance between reli-
ability, content validity, and predictive validity to optimize
the validity of the item pool for both training and research.
Standard psychometric and IRT analyses were used to select
reliable items to meet both our clinical training and research
goals. To ensure that we selected only items that could be
meaningfully assessed from the therapist’s perspective to
support clinical training, we used predictive analyses based
on early session recordings to select items that were predic-
tive of changes in the important mechanisms of BA. It is
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possible that items representing other techniques that usu-
ally occur with greater frequency later in treatment would
have greater predictive validity if rated beyond session 3.
For this reason, we included predictive validity as only one
selection criteria. Although the items selected for our “start-
ing BA”, “homework”, nonspecific techniques”, and “acti-
vation” facets demonstrated predictive validity, none of the
items representing the “avoidance techniques” facet met our
criteria for predictive validity. To maintain a valid item pool
that could be used to evaluate the full range of BA tech-
niques that could occur across treatment we selected avoid-
ance items that met our other selection criteria.

Study 3: Prospective Study of Feasibility
and Acceptability of Therapist and Patient
Assessments of BA Fidelity

Overview

We conducted a preliminary assessment of the feasibility
and acceptability rating the final BA fidelity items from the
perspective of both therapists and patients (see Supplement
6). The final pool of 10 items selected and modified from
Study 2 were translated to both patient and therapist per-
spectives and administered following sessions of BA deliv-
ered in a CMHC setting.

Methods
Patients

Thirty patients seeking services for depression at the same
CMHC where the pilot effectiveness study (Crits-Christoph
et al.,, 2021) was conducted were recruited to participate
in the feasibility sample. All patients were screened using
the QIDS (Rush et al., 2003). Patients were eligible if they
scored 11 or above on the QIDS and were 18 and older.
The exclusion criteria were: (1) current substance abuse or
dependence requiring primary referral to substance abuse
program, (2) any current or past psychotic disorder, and (3)
significant suicidal risk/ideation. These exclusions were
specified due to safety and to not distort normal functioning
of the clinic. Patients were paid $25 for the baseline assess-
ment and $25 for the acceptability assessment.

Of the 30 recruited patients, a total of 22 patients con-
sented to participate in the study and had at least one ses-
sion of BA. Demographic data were only available for 21
patients. This sample included six (29%) white, 11 (52%)
African American, and four (19%) patients who were other
or mixed race. Of these patients, four identified as (19%)
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male and 17 (81%) as female. Ages ranged from 18 to 59
with an average age of 35.75 (SD=13.31).

Therapists

Five therapists were recruited from those providing services
at the CMHC and none had previously participated in our
study of the feasibility of BA. All therapists were provided
with the manual for BA and participated in a 1-day workshop
on BA delivered by the same BA expert that provided train-
ing as part of our BA feasibility trial. Therapists received
an honorarium of $100 for every three patients treated in
the feasibility study as well as $25 for completion of the
acceptability measure. Therapists participating in the fea-
sibility study of the BA fidelity assessments included three
(60%) White and two (40%) African American individuals
— of these five therapists, two (40%) identified as male and
3 (60%) as female.

Treatment

Therapists delivered three months of weekly sessions of BA
following the same general BA manual by Martell et al.,
(2013) modified by Christopher Martell for the prior pilot
effectiveness study (Crits-Christoph et al., 2021) to fit a
9-session format.

BA Fidelity Assessment

Therapists and patients completed their respective BA fidel-
ity assessments on handheld tablet computers directly fol-
lowing each session. For both patient and therapist versions,
each item was rated on a 1 (not at all) to 5 (thoroughly)
scale.

Ratings of Acceptability

Patients rated the acceptability of the BA fidelity assess-
ment, including ratings of overall satisfaction, time bur-
den, length, and comprehension of items. All patients in
the feasibility sample completed the acceptability measure
following session 3. Therapists rated the acceptability of
the BA fidelity measure in terms of overall satisfaction,
length, understandability of items, relevance to practice of
BA in the CMHC setting, usefulness following BA train-
ing, helpfulness for monitoring BA, usefulness after each
BA session, likelihood of recommending to other therapists
interested in using BA, and comprehensiveness of item cov-
erage. Therapists completed acceptability ratings after treat-
ing three cases in the study.
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Feasibility Assessment

The feasibility of using the assessments was measured as
the percentage of sessions that the fidelity assessment was
completed by therapists and by patients.

Data Analysis

Using the patient and therapist versions of the scale collected
as part of the feasibility study, we calculated preliminary
internal consistency estimates. We also calculated descrip-
tive statistics for acceptability ratings across therapists and
patients to evaluate whether stakeholders had a generally
positive attitude towards the utilization of our assessments
of BA fidelity. Finally, descriptive statistics of the feasibility
criteria were calculated.

Results

The 10-item therapist and patient versions of the BA fidel-
ity assessment were evaluated in a feasibility study con-
ducted in the CMHC setting. Twenty patients completed the
acceptability assessment following session 3. One patient
indicated that they did not wish to continue in therapy or
complete any further study assessments and was not con-
tacted for an acceptability assessment. A second patient
could not be reached to complete the acceptability assess-
ment. All therapists completed the acceptability assessment.

Data collection was interrupted by the COVID-19 pan-
demic. At the time the study was terminated because of
COVID-19, 22 (100%) patients had completed at least one
BA fidelity assessment on a tablet computer following a BA
session. In addition, therapists had completed the BA fidel-
ity assessment at least once for each patient. Thirteen (59%)
patient participants were still engaged in treatment as part of
this study when the study was terminated. These 13 patients
had attended between 1 and 7 sessions of BA.

Patient ratings of acceptability were uniformly high
across the 20 patient participants who completed the accept-
ability assessment, with a mean rating of overall satis-
faction of 4.8 (SD=0.41) on the scale from 1 (not at all
satisfied) to 5 (extremely satisfied). Mean ratings for the
other satisfaction items were also high: length (M =4.3;
SD=1.12), time burden (M=4.7;, SD=0.73), comprehen-
sion of items (M =4.8; SD=0.41). Though based on a small
sample (n=>5), therapist mean ratings of acceptability were
also high: overall satisfaction (M=4.6; SD=0.89), length
(M=4.8; SD=0.45), understandable (M =4.8; SD=0.45),
relevant to practice of BA in setting (M=4.8; SD=0.45),
useful following BA training (M =4.8; SD=0.45), helpful
to monitor BA (M =4.8; SD=0.45), useful after each BA
session (M'=4.4; SD=0.89), recommend to other therapists

(M=4.6; SD=0.55), and comprehensive in covering range
of BA techniques (M =4.6; SD=0.89).

Feasibility of completing the BA fidelity assessment was
good in the CMHC setting. Only sessions attended by par-
ticipants prior to study termination due to COVID-19 were
included. Across the 22 patient participants, BA fidelity
assessments were completed following 90% of attended ses-
sions by patients and 93% of attended sessions by therapists.
Selecting the first assessment completed for each patient,
the BA fidelity assessment as measured from the patient’s
perspective had good internal consistency (o=.93) with an
average score of 4.43 (SD=0.75) on a scale ranging from
1 to 5. Selecting only the first assessment for each patient
and adjusting ratings on each item by the therapist mean to
account for patients nested within therapists, the BA fidelity
assessment as measured from the therapist’s perspective had
good internal consistency (o.=.94) with an average score of
2.72 (SD=0.98) on the scale from 1 to 5.

Summary and Concluding Discussion

We implemented qualitative and psychometric analyses,
including predictive validity, to derive an initial item pool,
refine it, and reduce it to a manageable set of 10 BA fidelity
items. By starting with qualitative approaches to derive and
adapt the item pool, we developed BA fidelity assessments
that can be useful and meaningful for stakeholders deliv-
ering BA in CMHC settings. A comprehensive quantitative
approach to the final selection of items was used to develop
an efficient measure that is reliable, meaningful, and use-
ful for monitoring the implementation of BA for both clini-
cal and research purposes. The observer-rated version of
the 10-item scale was found to have good interjudge and
internal consistency reliabilities, and both the therapist and
patient versions of the final BA fidelity assessment demon-
strated good internal consistency and reliability. IRT analy-
ses indicated that all 10 items provided adequate to good
amounts of information.

This is the first psychotherapy fidelity scale we are aware
of that has used predictive validity of target (mechanism)
variables as an aid in constructing the scale. This method
ties the scale to the theory-relevant patient variables that are
hypothesized to change when the therapist implements rel-
evant techniques. The scale avoids inclusion of items that,
while thought to be important by treatment manual develop-
ers, have little direct impact on the processes the therapy is
designed to change. It is possible that techniques excluded
from the scale due to failed predictive validity of short-term
targets may be important to long-term change. However, in
the case of BA delivered in the CMHC setting, an important
goal of treatment is to provide relatively fast activation and
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the techniques that further such early improvements should
be prioritized. Focusing on rapid improvement is especially
relevant in the CMHC environment where the median num-
ber of sessions attended is 5 (Connolly Gibbons et al., 2011).

The current study only provides very preliminary infor-
mation on the patient and therapist versions of the BA fidel-
ity assessment. Both patients and therapists completed the
BA fidelity assessments using tablet computers following
weekly therapy sessions. Ratings of acceptability were
high for both patients and therapists who used the respec-
tive brief BA fidelity assessments in a community mental
health setting. Importantly, it was feasible for patients and
therapists to complete the scale following the majority of
sessions. Both patients and therapists found the items under-
standable and relevant, reflective of our inclusion of com-
munity stakeholders in the development and adaptation of
final items.

The BA fidelity assessments can be completed by clini-
cians, patients, and expert observers to meet the needs of
unique clinical and research settings. Clinicians can both
efficiently monitor their own use of BA techniques follow-
ing training and review their ratings with their supervisors to
support training. Clinicians and their supervisors may also
find it useful to monitor patient self-reports of BA fidelity to
have a full understanding of the perspective of the patient.
This may highlight for clinicians that techniques are salient
for the patient in the session and may indicate techniques
that might need to be further emphasized with the patient.
Finally, the observer rated measure can be used clinically to
evaluate the effectiveness of training efforts and determine
how best to use training resources to support BA implemen-
tation and for research purposes to evaluate fidelity to BA.

Our initial feasibility trial indicates that the BA fidelity
assessments rated from the perspective of the therapists
and patients in a CMHC setting are feasible and acceptable.
Future research is needed to broadly evaluate the feasibil-
ity and acceptability of these assessments in community
practice and to evaluate the accuracy of assessments rated
from the perspective of therapists and patients. Further,
future investigations should focus on evaluating the effec-
tiveness of these therapist and patient ratings of BA fidelity
at improving therapist fidelity to BA techniques following
community workshops. Our preliminary results suggest that
clinicians may find it useful to use these brief assessments
to review sessions and support treatment planning for future
sessions. Especially in community settings that lack the full
resources to implement costly training and evaluation pro-
grams for new evidence-based treatments, it will be impor-
tant to evaluate whether scaled back training programs that
include some expert-led training activities supported by
these efficient assessments can achieve adequate fidelity in
community settings.
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Limitations of the current program of research include a
focus on stakeholders in CMHC settings that may not gen-
eralize to other clinical and research applications of BA.
Although we started with a broad item pool, it is possible
that alternative items not included might better capture the
BA techniques relevant to community implementation. In
addition, we selected items that demonstrated good predic-
tive validity when rated by observers. Future investigations
will need to evaluate the predictive validity of the items
when rated by the therapist and patient. Our feasibility study
indicated that patients rated fidelity of sessions higher on the
5-point scale (M =4.43) compared to clinicians (M =2.35).
These results indicate the possibility that patient self-reports
may overestimate therapist use of prescribed techniques
but suggest that clinicians may be able to accurately assess
their own utilization of BA techniques. Future studies will
need to further evaluate the validity of these therapist and
patient ratings for use as clinical support tools. Our compre-
hensive program of qualitative and quantitative approaches
to the development of the BA fidelity assessments, indicate
that these BA fidelity assessments have the potential to be
important tools to support clinician training and research on
BA in low resource settings.
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