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The brief behavioral activation treatment for depression (BATD) is a relatively uncomplicated,
time-efficient, and cost-effective method for treating depression. Because of these features,
BATD may represent a practical intervention within managed care—driven, inpatient psychiatric
hospitals. Based on basic behavioral theory and empirical evidence supporting activatien strate
gies, we designed a treatment to increase systematically exposure to positive activities and
thereby help to alleviate depressive affect. This study represents a pilot study that extends
research on this treatment into the context of an inpatient psychiatric unit. Results demonstrate
effectiveness and superiority of BATD as compared with the standard supportive treatrent pro
vided within the hospital. A large effect size was demonstrated, despite a limited sample size.
The authors discuss the limitations of the study and future directions.
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Researchers suggesthat behavioral interventions for depression
(i.e., behavioral activation) may be sufficient for the alleviation of
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overt depressive symptoms, modification of maladaptive cognitions,
and improvement of life functioning (Gortner, Gollan, Dobson, &
Jacobson, 1998; Jacobson, Dobson, Truax, & Addis, 1996). This phi
losophy has resulted in the recent development of behavioral activa
tion treatment paradigms that focus on modifying environmental con
tingencies for the purpose of alleviating depressive affect (Lejuez,
Hopko, & Hopko, 2001, 2002; Martell, Addis, & Jacobson, 2001).
Initial reports support efficacy of these interventions within outpatient
settings (Jacobson et al., 1996; Lejuez, Hopko, LePage, Hopko, &
McNeil, 2001) and as an adjunct to pharmacotherapy (Hopko, Lejuez,
McNeil, & Hopko, 1999).

This study was designed to further explore the utility of a behav
ioral activation intervention within the context of an inpatient psychi
atric hospital. Traditionally, a variety of group and individual thera-
peutic approaches has been used to treat depression within this setting
(Brabender, 1993). Although many of these approaches have demon-
strated efficacy, the time-intensive nature of these treatments is incon-
sistent with the decreased length of hospitalization mandated by man-
aged care organizations. Problematically, this situation may result in
less impact on depressive symptoms and global functioning at dis-
charge and in increased risk for future hospitalization (Lieberman,
Wiitala, Elliott, McCormick, & Goyette, 1998; Wickizer & Lessler,
1998). Considering emerging time and resource limitations together
with the contention that behavioral therapies are the psychosocial
treatment of choice for most mental disorders treated in psychiatric
hospitals (Liberman & Bedell, 1989), we suggest the importance of
improving the quality and efficiency of brief behavioral interventions
within this context.

Based onresearch suggesting the utility of treating depression with
behavioral activation treatments that increase activity and associated
positive consequences (e.g., Jacobson & Gortner, 2000), our-behav
ioral activation treatment for depression (BATD) (Lejuez, Hopko, &
Hopko, 2001) has potential value for patients admitted to an inpatient
psychiatric hospital for several reasons. First, the time-efficient and
cost-effective nature of BATD provides distinct advantages within the
context of managed care—driven inpatient psychiatric hospitals. Sec
ond, the manualized approach of BATD allows for ease of implemen
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tation, including the absence of difficult skills for therapists to
acquire. Finally, this protocol easily is tailored to the ideographic
needs of patients, allowing for patient and practitioner to collaborate
in identifying individualized target behaviors, goals, and rewards that
serve to reinforce nondepressive or healthy behavior. Based on these
advantages, this study was designed to examine effectiveness of
BATD as compared with supportive psychotherapy (SP) as & treat
ment for inpatients diagnosed with clinical depression.

METHOD

PARTICIPANTS

The sample consisted of 25 patients who were hospitalized during
an index period of 104 weeks (November 1999 to November 2001) at
William R. Sharpe Jr. Hospital, a 150-bed, acute- to medium-care
state psychiatric facility that is accredited by the Joint Commission on
Accreditation of Healthcare Organizations and located in rural West
Virginia. The sample consisted of 16 men (64%) and 9 (36%) women,
with a mean age of 30.5 yeaS[)=9.0) and a mean education level of
12.1 years $D = 1.7). Ethnic distribution included 24 Caucasians
(96%) and 1 African American (4%). Marital status was as follows: 16
individuals were single (64%), 4 were married (16%), and 5 were
divorced (20%). The current admission was the first to Sharpe Hospi
tal for 16 patients (64%). The average number of previous admissions
for returning patientsn(= 9, 36%) was 4.43D= 3.0). The average
length of stay for patients included in the study was approximately 25
days.

All patients enrolled in the study were treated within the same hos
pital unit. The 27-bed coeducational unit accepts general admissions
on a rotating basis with three other units. Following admission, the
unit psychologist or psychiatrist conducted an unstructured diagnostic
interview. To be included in the study, patients must have received a
principal diagnosis of major depression. Coexistent diagnoses included
substance abuse or dependemce {1, 44%), anxiety disordera €
10, 40%), and borderline personality disorder(4, 16%). Patients
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were not included in the study if they had a history of psychosis or if
they were currently diagnosed with a psychotic disorder. In addition to
the psychosocial interventions provided to the patients (i.e., BATD or
supportive psychotherapy), all patients were simultaneously treated
with antidepressant medication (i.e., tricyclic antidepressants or selec
tive serotonin reuptake inhibitors). Patients were enrolled in the study
for 2 weeks or until discharge, whichever came fildtf 12.7 days for
BATD; M = 14.0 days for supportive psychotherapy). All patients
completed informed consent procedures prior to participating in the
study.

PROCEDURE

Following inclusion into the study, patients were randomly assigned
either to the BATD 0 = 10) or to the SP conditiom(= 15). Due to
administrative procedures and data suggesting that assessment
instrument scores may be more valid following an initial hospital
acclimation period (Hopko, Averill, Cowan, & Shah, 2002; Spence,
Goldney, & Costain, 1988), participants did not begin treatment until
several days after admissidvl € 4.2 days for BATDM = 5.1 for sup-
portive psychotherapy). Baseline depressive symptoms were assessed
prior to the first therapy session using the Beck Depression Inventory
(BDI) (Beck & Steer, 1987). The BDI was given at posttreatment on
Day 14 or at discharge if earlier than 14 days.

INTERVENTIONS

BATD. BATD, which is comprehensively presented elsewhere
(Lejuez, Hopko, & Hopko, 2001, 2002; Lejuez, Hopko, LePage, etal.,
2001), is based on the premise that increased activity (i.e., activation)
and the resulting contact with positive consequences is sufficient for
the reduction of depressive symptoms and the subsequent increase of
positive thoughts and feelings. Initial sessions consist of assessing the
function of depressed behavior, information gathering, establishment
of patient rapport, strategies for reducing reinforcement for depressed
behavior, and introduction of the treatment rationale. Next, an activity
hierarchy is constructed in which up to 15 activities are rated ranging
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from easiesto most difficultto accomplish. Using a master activity

log (see sample in appendix) and behavioral checkout to monitor
progress (similar to the master log but kept in the presence of the
patient to enhance accountability and compliance), the patient moves
through the hierarchy in a systematic fashion, progressing from the
easiest through the most difficult behaviors. At the start of each ses
sion, the behavioral checkout form is examined and discussed, with
the following daily goals being established as a function of patient
success or difficulty. Master-level clinicians who had extensivetrain
ing and experience with cognitive-behavioral interventions provided
BATD. Through weekly supervision meetings, a licensed psyecholo
gist with extensive knowledge of BATD principles and procedures
ensured adherence to the treatment protocol. According to the modi
fied inpatient format for BATD, patients were seen three times per
week for approximately 20 minutes by the clinician to assess progress
and adjust goals. Consistent with the token economy used on the treat-
ment unit (LePage, 1999), tokens were provided for the achievement
of BATD-related goals. Tokens could be exchanged for off-unit
grounds passes, long distance phone cards, snacks, or permission to
participate in other community activities.

SP. Consistent with patients assigned to the BATD group, patients
in the nontreatment control group also met with a master-level clini-
cian three times per week (individually) for approximately 20 min-
utes. Patients in the SP group were involved in a nondirective discus
sion with the clinician in which they were encouraged to share their
experiences. The therapist assumed a supportive, facilitative role but
did not teach specific skills. As with patients in the BATD group, indi
viduals in the control group were encouraged to discuss problems and
psychiatric symptoms with their peers, their psychiatrist, or the unit
staff. Each patientin the SP group was randomly yoked with a patient
in the BATD group. This strategy was used to ensure that the same
number of tokens was distributed across treatment groups. For exam
ple, if the BATD patient earned one token on the first day and three on
the second, the yoked SP patient would receive the same number on
the same days. So for the SP group, tokens were provided in a manner
that was noncontingent on the achievement of behavioral (activation)
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goals. Patients in the SP group were informed that they “would periodically
receive tokens for their involvement in supportive psychotherapy.”

RESULTS

Chi-square analyses revealed no significant differences in gender,
marital status, or ethnicity across treatment conditions. Similarly, one-
way ANOVAs revealed no significant differences between groups as a
function of age, years of education, number of previous admissions, or
number of coexistent diagnoses. Outcome data indicated that patients
receiving BATD exhibited decreases in their mean BDI score from
35.1 SD=7.4) at pretreatment to 19.5[D= 13.1) at posttreatment.
Furthermore, this change was significantly greater than the change
from 37.1 ED=13.4) t0 30.28D=17.0) observed among patients in
the SP conditiort(23) = 2.16 p < .05. To evaluate the clinical signifi-
cance of this finding, we calculated an effect size by subtracting the
postassessment (BATD) score from the postassessment (SP) score,
then dividing by the pooled standard deviatiahsfatistic) (Cohen,
1988). An effect sized) of .2, .5, and .8 is considered small, medium,
and large, respectively (Cohen, 1988). Attesting to the magnitude of
differential treatment outcome, the effect size for this sample was
large d = .73), suggesting that the difference between treatment
groups was clinically meaningful, despite the limited sample size.

DISCUSSION

Results from this study support the effectiveness of BATD within
an inpatient setting. This finding is provocative in that recent findings
suggest the utility of activation procedures for depression in eutpa
tient settings (Jacobson, et al., 1996; Lejuez, Hopko, LePage, et al.,
2001) as a potential intervention for coexistent anxiety and depressive
symptoms (Hopko, Lejuez, & Hopko, in press) and as an adjunct to
pharmacotherapy (Hopko et al., 1999). Given the limited time and
training needed to implement this treatment, it appears ideal for inpa
tient settings in which managed care considerations have reduced the
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length of stay, thereby reducing the feasibility of more traditional
interventions. Indeed, itisimportant to note thatto date, very few stud
ies have been conducted to evaluate the efficacy of short-term psycho
therapy for depressed inpatients (Jarrett, 1995). The earliest of these
studies demonstrated no significant differences between cognitive
therapy, pharmacotherapy, and social skills treatment at the end of a 3-
week hospitalization period (Miller, Norman, Keitner, Bishop, &
Dow, 1989). More recently, researchers demonstrated that cognitive
therapy in combination with nortriptyline (Bowers, 1990) and cegni
tive-behavioral therapy alone (Thase, Bowler, & Harden, 1991) might
be useful interventions for depressed inpatients. Problematically,
these latter two studies involved treatments that were provided over a
1-month period, the practicality of which is questionable in a managed
care era. The parsimonious and time-efficient nature of BATD may
help to remedy this problem.

Although data from the current study are promising, several limita-
tions remain. First, the SP comparison treatment provided within the
hospital, though equated for contact time and actually serving as a
standard depression-related intervention at the hospital, is not an
empirically validated intervention. Thus, future research will need to
examine the utility of BATD as compared with empirically validated
psychotherapeutic and pharmacological interventions to more firmly
establish BATD as an effective and potentially preferred treatment
intervention. Second, future studies should include a more compre-
hensive assessment battery. A structured clinical interview, for exam
ple, would be useful to improve the validity of patient diagnoses, with
second assessments conducted by independent evaluators to improve
reliability. Equally as important, treatment outcome measures should
be expanded to include clinical, functional, and satisfaction instru
ments (e.g., anxiety measures, quality of life, treatment satisfaction).
Third, incorporating measures of provider treatment adherence and
competency and patient compliance will be critical in evaluating the
internal validity of the treatment and associated outcome findings.
Finally, though the treatment effect size was substantial, a more-exten
sive patient sample will be necessary to replicate findings and assess
generalizability as a function of various clinical and demographic
variables. One such area of exploration should involve examining the
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efficacy of BATD as a function of gender. In this study, 64% of
patients were men. Although the literature indicates that depressed
male and female patients may respond comparably to behavioral treat
ment (Sotsky et al., 1991; Wilson, 1982), gender as a predictor of
treatment outcome is largely understudied (Lewinsohn & Gotlib,
1995). Despite these limitations, preliminary findings support the effi
cacy of BATD for depression in inpatient mental health settings.
Future programmatic research that extends these results and evaluates
the clinical significance of BATD will help to establish if the interven
tionis an efficacious, cost-effective, and easily administered inpatient
treatment for depression.
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APPENDIX

Sample Master Log

DAY 1 DAY 2 DAY 3 DAY 4
Ideal Goal (Week) Goal Goal Goal Goal
Activity # Time Time Do Time Do # Time Do # Time Do
AQUA CONDITIONING 3 TIMES 0.5HR 0.5H 3 0.5H 3 3 0.5H 3 M M M
CONVERSATION
WITH PATIENT 3 TIMES 10 MIN 10M 3 10M 3 3 10M 3 M M M
READ 10 BIBLE
VERSES 4 TIMES UNTIL UF 2 UF 4 4 UF 4 4 UF 4
FINISHED
ACTIVITY WITH
1 PERSON 3 TIMES .5 HR 05H 2 2 0.5H 2 2 0.5H 2
READ BOOK 5 TIMES 1HR 3 0.5H 3 3 1H 3
WRITE IN JOURNAL 5 TIMES 20 MIN 20 M 2
ASK DOCTOR
A QUESTION 3 TIMES UNTIL
FINISHED
CLEAN MY ROOM 5 TIMES UNTIL
FINISHED

GO FOR A WALK 3 TIMES 30 MIN




Hopko et al. / BEHAVIORAL ACTIVATION WITH INPATIENTS 467

REFERENCES

Beck, A. T., & Steer, R. A. (1987Beck Depression Inventory: Manu&an Antonio, TX: Psy
chiatric Corporation.

Bowers, W. (1990). Treatment of depressed inpatients: Cognitive therapy plus medication,
relaxation plus medication, and medication ald@réish Journal of Psychiatryl 56, 73-78.

Brabender, V. (1993). Inpatient group psychotherapy. In H. I. Kaplan & B. J. Sadock (Eds.),
Comprehensive group psychotheréprd ed., pp. 607-619). Baltimore: Williams & Wilkins.

Cohen, J. (1988ptatistical power analysis for the behavioral scien@rl ed.). Hillsdale, NJ:
Lawrence Erlbaum.

Gortner, E. T., Gollan, J. K., Dobson, K. S., & Jacobson, N. S. (1998). Cognitive-behavioral
treatment for depression: Relapse preventionrnal of Consulting and Clinical Psychol
ogy, 66, 377-384.

Hopko, D. R., Averill, P. M., Cowan, K., & Shah, N. (2002). Self-reported symptoms and treat
ment outcome among non-offending psychiatric inpatieltsrnal of Forensic Psychiatry
13, 88-106.

Hopko, D. R., Lejuez, C. W., & Hopko, S. D. (in press). Behavioral activation as an intervention
for co-existent depressive and anxiety symptddfisical Case Studies

Hopko, D. R., Lejuez, C. W., McNeil, D. W., & Hopko, S. D. (1999, Jurfejrief behavioral
activation treatment for depression: An adjunct to pharmacothef@pgter presented at the
3rd International Conference on Bipolar Disorder, Pittsburgh, PA. Abstract published in
Bipolar Disorders 1, 36.

Jacobson, N. S., Dobson, K. S., Truax, P. A., & Addis, M. E. (1996). A component analysis of
cognitive-behavioral treatment for depressidournal of Consulting and Clinical Psychol-
ogy, 64, 295-304.

Jacobson, N. S., & Gortner, E. T. (2000). Can depression be de-medicalized in the 21st century.
Scientific revolutions, counter revolutions and the magnetic field of normal sciBebav-
ior Research and Therap$8, 103-117.

Jarrett, R. B. (1995). Comparing and combining short-term psychotherapy and pharmacother
apy for depression. In E. E. Beckham & W. R. Leber (Eddgndbook of depressiqi2nd
ed., pp. 435-464). New York: Guilford.

Lejuez, C.W., Hopko, D.R., & Hopko, S.D. (2002he brief behavioral activation treatment for
depression (BATD): A comprehensive patient guiBeston, MA: Pearson Custom
Publishing.

Lejuez, C. W., Hopko, D. R., & Hopko, S. D. (2001). A brief behavioral activation treatment for
depression: Treatment manuaéhavior Modification25, 255-286.

Lejuez, C.W.,Hopko, D.R., LePage, J. P., Hopko, S. D., & McNeil, D. W. (2001). A brief behav
ioral activation treatment for depressi@uognitive and Behavioral Practic8, 164-175.

LePage, J. P. (1999). The impact of a token economy on injuries and negative events on an acute
psychiatric unitPsychiatric Service$0, 941-944.

Lewinsohn, P. M., & Gotlib, I. H. (1995). Behavioral theory and treatment of depression. In E. E.
Beckham & W. R. Leber (Eds.lHandbook of depressid@nd ed., pp. 352-375). New York:
Guilford.

Liberman, R. P., & Bedell, J. R. (1989). Behavior therapy. In H. Kaplan & B. Sadock (Eds.),
Comprehensive textbook of psychidfth ed.). Baltimore: Williams & Wilkins.

Lieberman, P. B., Wiitala, S. A., Elliott, B., McCormick, S., & Goyette, S. B. (1998). Decreasing
length of stay: Are there effects on outcomes of psychiatric hospitalizaiore?ican Jour
nal of Psychiatry155 905-909.



468 BEHAVIOR MODIFICATION / September 2003

Martell, C. R., Addis, M. E., & Jacobson, N. S. (200Depression in context: Strategies for
guided actionNew York: Norton.

Miller, I. W., Norman, W. H., Keitner, G. I., Bishop, S. B., & Dow, M. G. (1989). Cognitive-
behavioral treatment for depressed inpatiédé&havior Therapy20, 25-47.

Sotsky, S. M., Glass, D. R., Shea, M. T., Pilkonis, P. A, Collins, J. F., EIkin, I., et al. (1991).
Patient predictors of response to psychotherapy and pharmacotherapy: Findings in the
NIMH Treatment of Depression Collaborative Research Progianerican Journal of Psy
chiatry, 148 997-1008.

Spence, N.D., Goldney, R.D., & Costain, W. F. (1988). Attitudes toward psychiatric hospitaliza
tion: A comparison of involuntary and voluntary patiensistralian Clinical Review8,
108-116.

Thase, M. E., Bowler, K., & Harden, T. (1991). Cognitive-behavioral therapy of endogenous
depression: Part 2. Preliminary findings in 16 unmedicated inpati@ekgvior Therapy22,
469-477.

Wickizer, T. M., & Lessler, D. (1998). Do treatment restrictions imposed by utilization manage
mentincrease the likelihood of readmission for psychiatric patieviesfical Care 36, 844-

850.

Wilson, P. H. (1982). Combined pharmacological and behavioural treatment of depression.

Behaviour Research and Thera@, 173-184.

Derek R. Hopko, Ph.D., is assistant professor at the University of Tennessee. He received
his Ph.D. in psychology from West Virginia University and completed his residency and
postdoctoral training at the University of Texas Medical School. His research focuses on
the causes and correlates of anxiety disorders and treatment outcome as it pertains to
behavioral therapy for major depression.

C. W. Lejuez received his Ph.D. in 2000 from West Virginia University. After serving as
faculty in the Brown University School of Medicine and in the Addictions Research
Group at Butler Hospital, he joined the Clinical Psychology Program at the University of

Maryland as an assistant professor in 2001. His research interest are in translational
research, with an emphasis on factors underlying treatment failure in mood disorders
and addictive behaviors.

James P. LePage, Ph.D., is an assistant professor at the University of Texas Southwestern
Medical Center and a clinical psychologist at the Veterans Affairs’ North Texas Health
Care System. He graduated from the University of Houston in 1997 and completed his
residency at the University of Texas Medical School in Houston. His research and clini
cal interests include mood disorders, program evaluation, and homelessness.

SandraD. Hopko, M.A., L.P.C., is an employee assistance counselor employed with Cov
enant Behavioral Health in Knoxville, Tennessee. She received her M.A. in clinieal psy
chology from West Virginia University. Her research and clinical interests include the
assessment and treatment of depression and substance abuse.

Daniel W. McNeil joined the faculty in the Department of Psychology at West Virginia
University in 1994, where he is an associate professor with tenure. He served as Director
of Clinical Training from 1994 to 2000. He also has an academic appointment in the



Hopko et al. / BEHAVIORAL ACTIVATION WITH INPATIENTS 469

Department of Dental Practice and Rural Health in the West Virginia University School
of Dentistry, where he is involved in grant-funded behavioral dentistry research. He
received his bachelor of science in interdisciplinary psychology in 1977 from the Univer
sity of Alabama and his master’s degree (in 1981) and doctorate (1982) in clinical psy
chology from the University of Alabama. He completed his internship training in 1981-
1982 at the University of Florida’s Shands Teaching Hospital in the J. Hillis Miller
Health Center. He was a National Institute of Dental Research Fellow, and associate
director of the Anxiety Disorders and Fear Clinic in the Department of Clinical and
Health Psychology at the University of Florida from 1982 to 1985. The Department of
Psychology at Oklahoma State University was his academic home from 1985 to 1994. He
has been a Visiting Scholar at the University of Sydney at the School of Dentistry’s West
mead Dental Clinical School, and at the University of Washington’Department of Dental
Public Health Services. He is the 1999 recipient of the American Psychological Associa
tion of Graduate Student’'s Raymond D. Fowler Award for Dedication to that Profes
sional Development of Psychology Graduate Students. His research and clinical
interests are in the realm of behavioral medicine and behavioral dentistry, focusing on
pain, anxiety, fear, and their interrelationships. In addition, he is interested in emotional
disorders in underserved groups, including American Indians and Alaska natives, as
well as the Appalachian populations.



