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ABSTRACT
VALIDATION OF THE BEHAVIORAL ACTIVATION FOR DEPRES3ON SCALE —
SHORT FORM (BADS-SF) WITH SPANISH-SPEAKING LATINOS

by
Maria M. Santos

The University of Wisconsin-Milwaukee, 2013
Under the Supervision of Jonathan W. Kanter, Ph.D.

Accumulating empirical support for Behavioral Acttion (BA) for depression’s efficacy
has drawn attention to its promise as a treatmeuafafity with ease of dissemination.
Given its pragmatic approach, it may be well-suttedddress depression in communities
that have been traditionally hard to reach, sudhase inhabited by Latinos in the U.S.
BA for Latinos (BAL) with depression has garnereggort as a viable treatment option.
Further treatment evaluation will require the uka validated measure of activation,
which is the treatment’s hypothesized mechanisghahge, to measure treatment
progress and outcome. Kanter and colleagues dmatlive Behavioral Activation for
Depression Scale (BADS) which is designed to tetkvation, or when and how clients
became activated throughout the course of treatm&ithough the original measure
demonstrated acceptable psychometric propertigsoi form was developed to improve
on the original measure. The 9-item BADS-SF hasatestrated stronger psychometric
properties. It may prove to be a valuable assgirther evaluating BA for Latinos. Two
studies were conducted to examine the short fopsyshometric properties with
samples of Spanish-speaking Latinos. The meastuwve<actor model consisting of the

Activation and Avoidance subscales was evaluate&tudy 1and the measure’s



predictive validity was examined in Study 2. Bethdies evaluated the measure’s
internal consistency reliability and its concurrealidity. Results do not support the
BADS-SF as a valid measure of activation and avaida However, these studies may

not represent adequate tests of the measure asifLttiner evaluation is needed.
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Validation of the Behavioral Activation for Depréss Scale — Short Form (BADS-SF)
With Spanish-Speaking Latinos

Environmental contexts are important to thelegy of Latino depression
(Martinez Pincay & Guarnaccia, 2007; Cabassa, Le&tZayas, 2007). Latinos
conceptualize their depression as having a beral\aod interpersonal origin (Martinez-
Pincay et al., 2007). The onset of depressioratmbs has been attributed to a variety of
psychosocial factors related to Latinos’ immigratexperiences (Grzywacz, Quandt,
Early, Tapia, Graham, & Arcury, 2006; Grzywacz, Qdia Chen, Isom, Kiang, Vallejos,
& Arcury, 2010), the process of adapting to a newimnment (Organista, Organista, &
Kurasaki, 2003), and overrepresentation in thedowio-economic status brackets,
among others (Bruce, Takeuchi, & Leaf, 1991; Végapdy, Aguilar-Gaxiola, Alderete,
Catalano, & Caraveo-Anduaga, 1998). These mutiplisary investigations suggest
that a viable treatment for depression among Latia@ne targeting salient
environmental variables. Behavioral Activation k@tinos (BAL) with depression is a
behavioral treatment approach designed to targatr&in the environment that
contribute to depressive psychological distress{&a Santiago-Rivera, Rusch, Busch,
& West, 2010). Preliminary pilot data suggest tBAL is found to be acceptable by
low-income Latinas, can be feasibly implementethenxcommunity setting, and is
potentially efficacious (Kanter et al., 2010). tial analyses of an on-going RCT lend
support to these findings. This treatment approsicesigned to successfully activate
depressed Latino clients to engage in behaviotsatigetheorized to result in positive
reinforcement and that lead to positive symptonngeaas proposed by the behavioral

activation treatment model (Manos, Kanter & Buszh10). However it has yet to be



determined whether activation, the theorized meshaof action, in fact mediates the
relationships between depression and outcome in.BAL

The Behavioral Activation for Depression Scale (B% Kanter, Mulick, Busch,
Berlin, & Matrtell, 2007) was designed to measurewhnd how changes in activation
occur throughout the course of treatment. The BABS demonstrated acceptable factor
structure, internal consistency, and test-retdistlyiéty with evidence for both construct
and predictive validity with a non-clinical samgkanter et al., 2007). Validation of the
BADS with a community sample with elevated depressiymptoms demonstrated
adequate fit to the factor structure and good psyairic properties including construct
validity (Kanter, Rusch, Busch, & Sedivy, 2009)helscale has also demonstrated some
problems (Manos, Kanter, & Luo, 2011). Three issneluded the need to further
investigate the appropriateness of items 6 anddheation subscale (Kanter et al.,
2009). Also, the original measure was thoughta@tnsiderably lengthy and time-
consuming (Manos et al., 2011). A 9-item shortfa@f the measure (BADS-SF) was
developed to address these problems and demonstyabe item characteristics,
adequate internal consistency, construct validity predictive validity (Manos et al.,
2011).

Validation of the BADS with a primarily Spanish-sf@ng sample is needed to
identify whether activation is in fact the mechamisf change in BA treatment
implemented with Spanish-speaking Latinos. Inipaldr, it needs to be determined
whether the measure’s factor structure can becapll and whether support for its
psychometric properties can be obtained with a Shaspeaking sample. Support for

the original BADS full scale and short form wasaibed using primarily Caucasian



samples (Kanter et al., 2007; Kanter et al., 20@i\en that the short form of the BADS
has been shown to have a stronger factor struactlrability, and validity (Manos et al.,
2011), it is the indicated version for validation.

The primary aim of the current two-study propasdb validate the BADS-SF
with Spanish-speaking Latinos in the U.S. Midwebb. accomplish this, a confirmatory
factor analysis (CFA) will be conducted in thetfistudy using existing data collected
from a sample of primarily Spanish-speaking Latite&lentify whether the two-factor
model of the BADS-SF identified by Manos et al. X2Dis supported. The reliability
and validity of the scale will also be evaluatéd.the second study, the predictive
validity and other psychometric properties of theasure will be examined with data
obtained from a sample of primarily Spanish-spegkiatinos with depression treated
with BAL.

Depression in the Latino Context

The Supplement to the U.S. Surgeon General’'s Repokental Health drew
attention to the need to address mental healtladisgs among ethno-culturally distinct
groups in the U.S., including Latinos, in the iet&rof advancing the country’s welfare
(USDHHS, 2001). According to the supplement, raaral ethnic minority group
members are less likely to receive mental healtvices and poorer quality of care when
services are received compared to Whites, suggetstat the disability burden is higher
among minority group members (Lopez, 2002).

The urgent need to address the Latino disabilitgé is underscored by
projected growth rates and other population charestics. The U.S. Census Bureau

projects that by 2050, 24% of the total countryopplation will be of Latin American



origin based largely on the expected growth ofrélatively young, native-born Latino
subgroup with higher birth and fertility rates caangd to non-Hispanic Whites (US
Census, 2007). Latinos are less likely to havédtihn@@surance and are more likely to
have limited education (Aguilar Gaxiola, KramersRedez, & Magaria, 2008).
Generally, Latinos that are more acculturated 8. dulture tend to have poorer health
outcomes (Vega, Scribney, Aguilar-Gaxiola, & Kolo@p04; Welte & Barnes, 1995;
Lara, Gamboa, Kahramanian, Morales, & Hayes Bayt105), a phenomenon
attributed to the loss of protective behaviors @aditions that stem from native culture,
and to the development of unhealthy behaviors antiee U.S. (Aguilar-Gaxiola et al.,
2008). Existing Latino disparities, the populattoprojected growth, and their
demographic and health profile provide a contextich to appreciate the imperative to
address depression among Latinos.

Depression PrevalenceMixed prevalence and symptom rate estimates of
depression for Latinos have largely been basedrail studies limited by region;
population; variables examined (Plant & Sachs-Enos 2004); analyses that do not
account for population heterogeneity through theeafdroadly defined terms (i.e.,
Latino and Hispanic; Polo & Alegria, 2010); smalhsple sizes, which do not allow for
intergroup comparisons (Alegria, Mulvaney-Day, EstrPolo, Cao, & Canino, 2007);
exclusion of language preference (e.g., Breslauefader, 2005; Breslau & Aguilar-
Gaxiola, 2006); and lack of differentiation basednativity, specifically between
foreign- and U.S.-born Latinos (Alegria et al., 2D0Thus, small study results have not

provided an accurate picture of depression amotigds



While some epidemiological studies have providedoae complete profile of
psychiatric disorders among Latinos, others ardeunby factors such as those listed
above. The National Comorbidity Study (NCS; Kesssteal., 1994) and the National
Comorbidity Study Replication (NCS-R; Kessler et 2005) have contributed to the
knowledge base on the prevalence of psychiatrardéss among Latinos, despite
methodical limitations.

The NCS revealed that Hispanics had lower riskifetime mood disorders when
compared to non-Hispanic Whites, despite econoisexddantage and other risk factors
(Breslau et al., 2005). NCS-R analyses on spedifiorders were supportive of these
findings indicating that, especially at the lowevels of education, Hispanics were at
lower risk for major depression and dysthymia corag@do Non-Hispanic Whites
(Breslau et al., 2006). Notably, Hispanics withistory of mood disorders were at
greater risk for persistent course of illness, atmwice as likely compared to non-
Hispanic Whites after controlling for SES (Bresktual., 2005).

The National Latino and Asian American Study (NLAASeqgria et al., 2004)
has provided a fuller picture of Latino depresgiates largely through examination of
disaggregated data by subgroup (Alegria et al.82@60d inclusion of an adequate
sample of Spanish-speakers (Alegria et al., 208pport for NCS and NCS-R
conclusions was obtained through NLAAS aggregatgd,dinding that generally
Latinos are at lower risk for lifetime mood disorsleompared to non-Latino Whites
(Alegria et al., 2007). Unlike previous epidemmilmal studies (e.g., NCS; NCS-R), the

NLAAS accounted for the heterogeneity of the Lafnopulation (Alegria et al., 2004)



and found differential rates of depression by sabgr(Alegria et al., 2007), with
Mexicans having the lowest rates and Puerto Ritakighest.

Mexican-origin individuals comprise the majoritytbe U.S. Latino population,
with a population of over thirty-one million in 280and are largely below the poverty
line (Aguilar-Gaxiola et al., 2008). 75.1% of Blexican-origin children live in poverty
(Lopez & Velasco, 2011). Compared to their PuRittan counterparts, Mexican-origin
individuals were less likely to have a history epdessive disorders (Alegria et al.,
2007).

Puerto Ricans are the second largest Latino supgmsith a population of over 4
million in 2009 (Dockterman, 2011). They compré8é of the total U.S. Latino
population, are the poorest among Latinos (PdRegler, & Moscicki, 1995) with the
highest unemployment rate and, unlike other suljggoare eligible for public assistance,
such as Medicare and Medicaid (Aguilar-Gaxiolalet2908). Studies suggest that past-
year and lifetime rates of disorder are highe®tuerto Ricans among Latinos (Alegria,
Canino, Stinson, & Grant, 2006). The prevalenceajor depressive episodes among
Puerto Ricans was found to be comparable to (Caetiat, 1987) or considerably higher
than rates for the general population (Mosickilgetl®87). Depressive symptomatology
was significantly greater compared to Mexican Arceans and Cuban Americans, even
after controlling for standard socio-demographsk fiactors (Mosicki , Rae, Regier, &
Locke, 1987).

Depression rates for other Latinos, primarily fr@antral and South America, are
estimated to be higher compared to Mexican Amesi¢aiovey, 2000a; Hovey, 2000Db;

Alegria et al., 2007; Salgado de Snyder, Cervadtdzadilla, 1990) but lower than for



Puerto Ricans (Alegria et al., 2007). Central S8odth Americans comprise
approximately 14% of the U.S. Latino population (Mgr-Gaxiola et al., 2008).
However, data on risk for depression are limitadridividuals not of Mexican, Puerto
Rican, or Cuban origin. Cubans comprise 4% ofriceti(Aguilar-Gaxiola et al., 2008)
and have shown lower levels of depressive symptoliogy than other Hispanic
subgroups by some estimates (Narrow, Rae, Mosdiokke, & Regier, 1990). The
immigration paradox does not apply to Central, 8pat Cuban Americans (Alegria,
Canino, Shrout et al., 2006; Alegria et al., 2007).

The NLASS and the National Epidemiologic SurveyAdcohol and Related
Conditions (NESARC) provided evidence to dispugedkneralizability of “the
immigrant paradox” as it relates to depression agriatinos (Alegria, Canino, Shrout et
al., 2006; Alegria, Canino, Stinson et al., 2006he phenomenon known as the
immigrant paradox predicts that mental and physiealth and other outcomes
deteriorate with increased acculturation within aotbss generations among immigrant
populations (Vega et al., 1998; Lara, 2005; Burndioygh, Karno, Escobar; & Telles,
1987). The paradox is often referenced in theecdrdf Latino mental health issues and
hypothesized to apply generally (Vega & Scribndi 2 Lara, 2005; Cuellar & Roberts,
1997). The paradox does not apply to all Latinegsaups with respect to depression, as
demonstrated through a comparison of depressien fat Puerto Ricans and Mexican-
origin individuals. No differences in rates of degsion have been found between U.S.-
born and native-born Puerto Ricans, suggestingigatmmigrant paradox does not
apply to this subgroup (Alegria, Canino, Shroutlet2006; Alegria, Canino, Stinson et

al., 2006). The immigrant paradox has only beemdiow apply consistently and reliably



to the Mexican-origin population, particularly witbgard to depressive disorders
(Alegria, Canino, Shrout et al., 2006) across s@arge scale studies (Burnam et al.,
1987; Vega et al., 1998; Karno, Hough, Burnam, Bacolimbers, Santana, & Boyd,
1987; Ortega, Rosenheck, Alegria, & Desai, 200@pkar & Vega. 2000; Grant et al.,
2004; Alegria et al., 2007). Native-born Mexicaméricans who demonstrated high
levels of acculturation also demonstrated highetilne prevalence of major depression
and dysthymia compared to immigrant Mexican AmerscgBurnam et al., 1987).
Nativity may serve as a protective factor for fgreborn Mexicans and the acculturation
process has potentially negative effects on themtal health (Grant et al., 2004).

Combined, findings of higher rates of depressiarPfioerto Ricans and “other”
Latinos and the evidence for the immigrant paradilin the Mexican population
indicate that the Latino burden of depression atated disability is considerable and
will increase as the general Latino population groitven though the immigrant
paradox is not reflected in the depression preval@stimates of most Latino subgroups,
it does apply to the largest of them, a fact witiportant implications. On the one hand,
the rising number of Mexican immigrants will cobtite to decreasing the prevalence
rates of depression. On the other, the rapidlygrg proportion of U.S.-born Mexicans,
expected to account for most population growtthanytears to come (Aguilar-Gaxiola et
al., 2008), will lead to rapid acceleration in f@pulation of Latinos with depression in
the U.S, offsetting any reductions brought on bgnigrant Latinos. Overall, we should
expect increases in the rates of depression imagpulation.

Mental Health Service Underutilization. Although U.S. Latino service use

epidemiological data are scant and have methodwblymitations (Kouyoumdijian,



Zaomboanga, & Hansen, 2003; Lopez, 2002), theyhdd 8ght on Latino service
underutilization issues. Latinos, underrepreseitéde mental health care setting
(Alegria, Canino, Rios, Vera, Calderon, Rusch, &@Qa, 2002), are much less likely to
receive treatment compared to White counterpartsafia, 2008), such as specialty
mental health services (Cooper et al., 2003).iZation barriers of public health concern
include lack of access, limited availability of djtyacare, and problems with treatment
engagement and retention. Although Latinos undemispecialty services, Latinos
increasingly receive services from general medgicaviders for psychological problems
(Cooper et al., 2003; Medina-Mora et al., 2003).

Issues of access are continuous problems for batihd_children and adults
(USDHHS, 2001; Alegria et al., 2002), and inclustahcial barriers (Lopez, 2002) such
as lack of insurance (Campbell, 1998) or underersce (Miranda, 2008), and lack of
non-White service providers (Miranda, 2008). Lasirare less likely to receive quality
care or the best indicated care when they do seskaihhealth services (Young, Klap,
Sherbourne, & Wells, 2001).

Problems of service underutilization are furthegragated by problems of
treatment engagement and retention. Latinos hagedency to terminate treatment
prematurely (Kouyoumdjian et al., 2003), with higbeemature termination rates
compared to Whites (e.g., Sue, 1977; Chow, Jaffegnowden, 2003; Cooper et al.,
2003). Rates are likely related to low educatiod socioeconomic status (Alvidrez,
1999). Treatment engagement and retention magctedtructural factors to pursuing
treatment as well (Acosta, 1980).

A Latino Construct of Depression
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According to Kleinman and Good (1986), the expearggmeaning, and
expression of symptoms are not universal but anéegtually based and culturally
embedded. Through anthropological and cross-@llpgychiatric investigation, they
found that unlike the expression of depressivecaffe Western cultures, somatic signs,
symptoms, and complaints characterize the manifestaf depressive experiences
among non-Western cultures (Kleinman and Good, 19B®reover, cultural categories
may influence which symptoms are culturally acceletand thus expressed (Crocket,
Randall, Shen, Russell, & Driscoll, 2005).

Investigation of the factor analytic structure loé tCenter for Epidemiological
Studies Depression Scale (CES-D; Radloff, 1977pstp Kleinman and Goodman’s
(1986) notion of the varying nature of the expre@s®f emotional distress by cultural
context. Findings indicate that depressed affedt@articular somatic symptoms of
depression may be more closely linked in some mdtthan in others, suggesting that
the CES-D’s original factor structure may not be best fit for all ethnic/racial groups
(Crocket et al., 2005). Differences in construftdepression between Latinos and other
ethnic groups and within the Latino population suggested (Crocket et al., 2005).
Additional evidence for the role of culture in tharying expression of depression stems
from findings indicating drastic variation in pré@ace rates across different cultures.
Other disorders are more stable across culturesséiian et al., 1996). Across cultures
rates of depression vary from 1.5% to 19.0%, sugggethat factors other than those
biological in nature may contribute to its devel@nn(Weissman et al., 1996).

These lines of research suggest that the expressioature of depression among

Latinos should be understood in depression researgdlireatment, including the
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development and implementation of treatment andsoreanent instruments. The
development of a measure of activation for Spasmtaking populations is premised on
the assumption that the behavioral model of demess which Behavioral Activation

is based is congruent with the nature of Latinorédegion. However, is Behavioral
Activation an adequate treatment for Latino depogsBased on an evaluation of the
underlying constructs of depression? Does thega®g mechanism of action, activation,
become active and operate to produce reductiodspressive symptoms among
Latinos? We would expect activation to mediatatireent outcome if the behavioral
model of depression is indeed consistent with degioa in Latinos.

Depression as Experienced by Latinos'he experience of depression among
Latinos can be formulated through anthropological psychological research findings
(Martinez Pincay & Guarnaccia, 2007; Cabassa, 20@bassa et al., 2007). Etiology
among low-income immigrant Latinos is conceivetbéocontextual or environmental in
nature. Latinos attributed their depressive symmgtto external stressors (e.g.,
interpersonal problems or disrupted social proceatieébutable to immigration,
isolation, economic strains, and interrelatedé¥ents; Cabassa, 2007 and Cabassa et al.,
2007; Martinez Pincay & Guarnaccia, 2007) and ailendorse biological explanations
of illness (Martinez Pincay & Guarnaccia, 2007; &sda, 2007).

Quantitatively ldentified Contributors to Latino De pression.ldentified
psychosocial contributors to depression in Latia@ssupportive of the anthropologically
identified construct. In the present proposal, sumly cited and interrelated factors —
acculturation, acculturative stress, immigratiolated, social, and economic — will be

reviewed. They will be addressed as separaterfaftio purposes of practical discussion.
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Acculturation is a process of change that occutkiwian individual due to
contact between the individual’s culture and thstloolture (Berry, Trimble, & Olmedo,
1986; Berry, 2005) that is thought to negativelpaot mental health (Alderete, Vega,
Kolody, & Aguilar-Gaxiola, 2000; Finch, Catalanop™aco, & Vega, 2003; Vega et al.,
1998), and be depressive in nature (Torres, 20afleR Cortes, & Malgady, 1991;
Smart & Smart, 1995). Related challenges includjesting to a new language, different
sets of customs and norms, rules and laws to wthete is no or limited previous
exposure, and potentially drastic lifestyle changesong others (Organista et al., 2003).
These challenges are hypothesized to accountdaidterioration of migrant’'s mental
health according to the immigrant paradox (Graratle2004; Escobar, 1998; and
Escobar & Vega, 2000). Acculturation’s effectspmychological outcomes are not well
understood (Lara et al., 2005; Hovey, 2001). bt,fthere is ongoing debate as to
whether acculturation correlates with depressioeg@/et al., 1998; Cuellar, Bastida, &
Braccio, 2004).

Acculturative stress is a type of distress thanstéom acculturation’s demands
(Berry, Kim, Minde, Mok, 1987; Hovey & King, 199@nd Organista et al., 2003). Itis
considered one of the most important risk factonsrag Latinos (Kouyoumdijian et al.,
2003). Less acculturated individuals may not nesély experience greater acculturative
stress when compared to more acculturated indilsditovey & King, 1996).
Acculturative stress was positively associated wepression and suicidal ideation
among Latino immigrants and predicted depressiahsarcidal ideation among

Mexicans (Hovey & King, 1996; Hovey, 2000a; and Epv2000Db).
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Immigration as a contributor to depression candyeeived of as both a life
event and chronic stressor (Finch, Kolody, &Ved20@ Coffman & Norton, 2010;
Hiott, Grzywacz, Davis, Quandt, & Arcury, 2008) tloerer time leads to higher
psychiatric disorder rates (Salgado de Snyder.e1990; Vega et al. 1998; Vega &
Amaro, 1994). Migration is particularly stressfai undocumented Latinos (Grzywacz
et al., 2006; Grzywacz et al., 2010). Challengspeaiated with depression include
limited access to jobs, education, and health lsnétar about being discovered
(Santiago-Rivera, Kanter, Benson, DeRose, llleRe¥es, 2008; Medina-Mora et al.,
2003), and negative experiences during the migradrocess (Cuellar, 2002; Cuellar et
al., 2004; Smart & Smart, 1995).

Resettlement interrupts social support systenigrefgn born Latinos (Vega,
Kolody, Valle, & Weir, 1991) resulting in loss addal support, displacement, isolation,
and disrupted family functioning (e.g., Hiott, Gweycz, Arcury, & Quandt, 2006; Hiott
et al., 2008; Vega et al., 1991; Grzywacz et &l06). These consequences can
undermine mental health (Grzywacz, Quandt, Arc&riarin, 2005; Hovey & Magafa,
2000) and produce depression (Vega et al., 199ail#&gGaxiola et al., 2008; Polo &
Alegria, 2010; Grzywacz et al., 2010; Alderetelet2000). Social support and
interpersonal functioning protect foreign-born bais against depression, among other
disorders (Hernandez, Plant, Sachs-Ericsson, 8edo2905).

Socio-economic status (SES) has long been thooghbtlerate the relationship
between race and psychological distress (KessMeighbors, 1986; Ulbrich, Warheit,
& Zimmerman, 1989). Although low SES has been tbtmbe strongly related to

elevated risk for depression among Latinos (Briiedeuchi, & Leaf, 1991; Vega et al.,
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1998; Cuellar & Roberts, 1997), the directionabifithe relationship is unclear (Plant &
Sachs-Ericsson, 2004). The relationship betweennoame and greater psychological
distress may be more complex than previously tho(filiams, Takeuchi, & Adair,
1992), as suggested by findings that low SES sdssociated with major depression
than other factors (Vega et al., 1998). Specditdrs within SES may better account for
the relationship between SES and depression, suptollems meeting basic needs
(Ennis et al., 2000 in Plant & Sachs-Ericsson, 20@fernandez et al. (2005) found that
problems meeting basic needs partially mediatelddnigrevalence of psychiatric
disorders among a primarily Mexican-American sangolepared to White participants
(Hernandez et al., 2005).

Discrimination’s relationship to depression hashleen sufficiently examined,
currently limited to a few studies with LatinosEh et al., 2000). It is thought to be a
fundamental component of daily life for U.S. mirtgniacial/ethnic groups (Bendick,
Jackson, & Reinoso 1994; Feagin, 1991) and theep&on of discrimination can result
in psychological distress and depression (Kesklakelson, & Williams, 1999; Gee,
Ryan, Laflamme, & Holt, 2006). Discrimination igperienced in a variety of domains,
including housing, employment seeking, and othendnu services (Jones, 2000), and
represents a potential challenge for Latino integnato U.S. society post migration
(Smart & Smart, 1995). Discrimination percepti@m e detrimental to mental health
(Finch et al., 2000) and may operate indirecthdbynaging self-efficacy and producing
stress (Moradi & Risco, 2006).

Behavioral Activation
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BA’s history, model, and empirical support are thyieeviewed in order to
provide a context for the development of the BAD®ie BA model of depression is also
reviewed in order to compare it to the derived matmodel of depression. Consistency
with the treatment model would indicate that thikdadion of the BADS is indicated.

History of the Early Model and Current Variations. The history of and early
support for BA through 2006 has been extensivelxeped in several meta-analyses
(Cuijpers, Straten, & Warmerdam, 2007; Ekers, Ridba& Gilbody, 2008;
Mazzucchelli, Kane, & Rees, 2009), and empiricalaes (Kanter, Manos, Bowe,
Baruch, Busch, & Rusch, 2010; Dimidjian, Barreraridll, Muiioz, & Lewinsohn,
2011). This proposal will briefly touch on sevengihlights from this extensive history
as well as research that has been recently publlishe that has not been covered in these
earlier publications.

Lewinsohn produced a foundational BA manual basedi® behavioral theory of
depression. In Lewinsohn’s model of depressiog,dtgecedents to the onset of
depression were low levels of response-contingesitipe reinforcement (RCPR), the
existence of a relationship between improved moatitae acquisition of positive
reinforcement, and the notion that increases iitipegeinforcement lead to depression
reduction (Dimidjian et al., 2011). Rates of pesitreinforcement were regulated by (1)
the number of potentially reinforcing events foriadividual, (2) the availability of those
events in the individual's environment, and (3) ithéividual’s ability to obtain
reinforcement as dictated by instrumental skillswWinsohn, 1974). Thus, the manual
focused on activity scheduling to increase ratdR@OPR and supplemental techniques to

help access and maintain contact with sources ¢fRRCEarly research on Lewinsohn’s
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approach was supportive but methodological probleitisthese studies existed (Kanter
et al., 2010).

Since the late 1970’s, attention has been drawry & behavioral
conceptualizations of depression and instead hexs theected toward cognitive models
(Clark, Beck, & Alford, 1999), in part due to seakinfluential studies published in the
late 1970’s . First, a comparison of cognitive @etiavioral techniques by Shaw (1977)
suggested that cognitive techniques were moreteféethan were behavioral techniques.
Second, Zeiss, Lewinsohn, & Muioz (1979) found #wivity scheduling, skills
training, and cognitive approaches performed coatggrin a component analysis and
concluded that combining the approaches was wadanthese findings fueled
increased research on and employment of Cognitnezapy (CT) for the treatment of
depression (DeRubeis & Crits-Christoph, 1998).tiBdar attention has been paid to
Beck, Rush, Shaw, & Emery’'s (1979) CT which conaaptzed change as occurring
through the modification of cognitive schemas Imatuded a behavioral activation
component in treatment. Although numerous outcaindiess have documented CT's
efficacy (Hollon, Thase, & Markowitz, 2002), thesestrong evidence to suggest that it is
not the most effective treatment for depressiorafbindividuals, especially those with
severe depression (Elkin, Gibbons, Shea, Sotskykiva Pilkonis, & Hedeker, 1995).

Jacobson et al.’s (1996) component analysis ofédTd a revitalization of
interest in strictly behavioral treatment approached the introduction of modified
versions of BA (Kanter et al., 2010). In aimingdentify CT’s active ingredients, they
found that CT’s behavioral activation componentdouiced as much change in depressive

symptoms as did the whole CT package post treatemehat two-year follow up
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(Gortner, Gollan, Dobson, & Jacobson, 1998). Thieskngs led to the evaluation that
BA had potential to be a superior treatment duéstease of training and efficiency
(Kanter et al. 2010; Kanter, Puspitasarai, Sa&dsagy, 2012), as cognitive and
behavioral techniques may differ with regard toeeafsimplementation in the real world
setting.

Following the component analysis, two versionsetfdvioral activation were put
forth. First, Jacobson, Martell, and Dimidjian (20@rovided a re-conceptualized
behavioral theory of depression and a correspontdgagment model (Dimidjian,
Martell, & Herman-Dunn, R., 2007; Martell, Addis, acobson, 2001; Matrtell,
Dimidjian, & Herman-Dunn, R., 2010). This comprebee BA treatment package
included traditional behavioral techniques in cowfion with the use of functional
analyses of behavior and other contextual intergaat A functional contextualistic
(Hayes, Strosahl, & Wilson, 1999) application ofdlilesohn’s theory emphasized the
importance of addressing avoidance behavior andagicty competing behavior (Ferster,
1973) as avoidance may inhibit behaviors that senaecess reward (Dimidjian et al.,
2011). Technigues include basic activity schedylgkills training, contingency
management strategies, activity and mood self-roang, activity structuring, and
problem solving. Treatment targets covert behawpecifically rumination, and
emphasizes the flexible implementation of technsqo@sed on the client’s needs over
adopting a structured session-by-session formatt@Miat al., 2001). The model is
designed to increase engagement in adaptive aesivilated to the experience of
pleasure, mastery, and routine setting, and toedseractivities that lead to or maintain

depression (Dimidjian et al., 2011). The effica¢yhis model (Martell et al., 2001) was



18

empirically supported by Dimidjian et al.’s (206&minal study, which will be discussed
below.

As Martell and colleagues (2001) were developirgrtimodel of BA, Lejuez,
Hopko, & Hopko (2001; Lejuez, Hopko, LePage, HopkdvicNeil, 2001; Lejuez,
Hopko, Acierno, Daughters, & Pagoto, 2011) wereutiameously and independently
developing a condensed version of BA, Brief Behaalidctivation Treatment for
Depression (BATD). Based on behavioral princip@&TD operates within an applied
matching law (Hernstein, 1970) framework in whigpression is conceptualized as the
result of increased reinforcement for depressivebors and decreased reinforcement
of healthy, non-depressive behaviors. When theevaf depressed behavior reinforcers
increases due to environmental change, the valnersfdlepressed behavior reinforcers is
decreased (Hopko, Lejuez, Ruggiero, & Eifert, 20DBnidjian et al., 2011). As with
BA, the goal in BATD is to increase non-depressigebaviors and access to RCPR.
Unlike BA, the brief treatment approach does noplkasize the role of escape and
avoidance behaviors as barriers to coming in comtdh RCPR (Hopko et al., 2003).

Underlying BA Model of Depression.The behavioral model of depression that
corresponds with BA conceives of depression as\bets and emotional changes that
result from losses of, reductions in, and chrotydalwv levels of positive reinforcement
(Manos et al., 2010). Changes in reinforcementiggancies, such as decreases in
positive reinforcement, result in increases in deped mood and extinguished healthy
behaviors that were formerly maintained by posite@forcement. Healthy behaviors
are replaced by depressed behaviors that are nmadtay a new set of positive

reinforcers as well as avoidance behaviors maiathby negative reinforcers. Under
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these circumstances, the depressed behavior islikelseto increase and continue with
greater risk of falling into a deeper depressi@eg Manos et al., 2010 for a review of the
complete model.)

Empirical Base for BA. Dimidjian and colleagues (2006) presented strong
evidence in support of Martell et al.’s (2001) Bk a randomized placebo controlled
study, the efficacy of CT, anti-depressant medica{ADM), and BA was compared.
Results demonstrated that although all treatmeats womparably efficacious among
mildly depressed patients, BA performed as weAB#$/, and better than CT, among
more severely depressed patients (Dimidjian e2@Dg). BA consistently outperformed
CT among more severely depressed clients acrossa@nalytic strategies (Coffman,
Martell, Dimidjian, Gallop, & Hollon, 2007).

Since Dimidjian et al.’s (2006) study, the reseaynlbehavioral activation has
rapidly expanded (Dimidjian et al., 2011), althowggii in its early stages and primarily
comprised of case studies and small, open-trifllsese provide support for BA as an
efficient, straight-forward treatment with easdraining and dissemination (Dimidjian et
al., 2011; Kanter et al., 2012). The small trihist lend support for BA by Martell et al.,
(2001) include a comparison of group BA to a west-tontrol in a public mental health
setting (Porter, Spates, & Smitham, 2004), and nimobed trials of BA with veterans
with post-traumatic stress disorder (Jakupcak.e2@06; Jakupcak, Wagner, Paulson,
Varra, & McFall, 2010), depressed obese clientgdRa Bodenlos, Schneider, & Spates,
2008), and depressed Latinas (Kanter et al., 2010).

BATD has garnered support as a feasible and efeeteatment across several

trials (Kanter et al., 2010), including randomizaéls with depressed inner-city illicit
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drug users with elevated depressive symptoms (DatgyiBraun, Sargeant, Reynolds,
Hopko, Blanco, & Lejuez, 2008), depressed colldgdents treated with single-session
BATD (Gawrysiak, Nicholas, & Hopko, 2009), smokerish mildly elevated depressive
symptoms treated with BATD for smoking cessatiora@@herson, Tull, Matusiewicz, &
Rodman, 2010), and adult substance users with siepeesymptoms in a residential
treatment center (Magidson, Gorka, MacPherson, Bloplanco, & Lejuez, 2011).
Trials with non-clinical populations are also sugp@ of BATD, including a sample of
first-semester freshman that resulted in reduceshal consumption (Reynolds,
MacPherson, Tull, Baruch, & Lejuez, 2011). Sucftdsypen trials have been conducted
with individuals with complicated bereavement (Aoe et al., 2011), and depressed
cancer patients (Hopko, Robertson, & Colman, 26@&ko, Robertson, & Carvalho,
2009). Case studies of BATD have been conductddéwlepressed cancer patients
(Hopko, Bell, Armento, Hunt, & Lejuez, 2005), 3 comnity mental health patients
(Lejuez et al., 2001), two individuals comorbid lvénxiety and depression (Armento &
Hopko, 2009; Hopko, Lejuez, & Hopko, 2004), a suad) depressed client with
Borderline Personality Disorder (Hopko, Sanchezylkto Dvir, & Lejuez, 2003), and a
depressed adolescent (Ruggiero, Morris, Hopko, ez 2007).

Viability for Widespread Dissemination. Preliminary evidence for BA’s
flexibility, adaptability, and acceptability is oé the treatment’'s major strengths. Such
gualities may make it an ideal treatment for digsation within difficult to reach and
underserved communities (Kanter et al., 2012).lyiarthe development of BA its
dissemination for use with racial and ethnic mitiesiand other traditionally and

geographically underserved populations was empbage.g., Padfield 1976). BA's
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flexible rationale allows for the incorporation@fltural models of illness. For instance,
a competent BA therapist may identify culturallpted values in defining activation
targets and may potentially result in greater bugnd improved outcome (Kanter et al.,
2012). Given BA’s non-biological rationale, it mbag particularly acceptable among
populations that do not endorse a biologically dasedel of illness (Kanter et al., 2012)
such as Latinos (Cabassa, 2007; Martinez Pincayé&@accia, 2007).

Culturally distinct ethnic minority groups have beacluded in randomized trials
of BA, including depressed epilepsy patients im@aunity clinic (Chaytor,
Ciechanowski, Miller, Fraser, Russo, Unutzer, &li&ih, 2011), incoming non-
depressed college freshman (Reynolds et al., 2@hdl)physically injured trauma
survivors with PTSD and depression (Wagner , ZgtZBhesquiere, & Jurkovich, 2007).
An open trial of BA with patients with atypical degsion (Weinstock, Munroe & Miller,
2011) also included such groups. MacPherson’st(2010) RCT comparing a BATD-
based treatment for smoking versus standard trestamel Magidson et al.’s (2011) RCT
of BATD-based treatment for adult substance usétsdaepressive symptoms were both
conducted with primarily Black American samplesanier and colleagues’ program of
research has focused on developing and evaludtenfeasibility and efficacy of a
culturally adapted treatment for depressed Lat{desussed below; Santiago-Rivera et
al. 2008; Kanter, Dieguez Hurtado, Rusch, BuscBafitiago-Rivera, 2008; Kanter et
al., 2010; Santiago-Rivera, Kanter, Busch, Rus@yeR, West, & Runge, 2011).
Research on BA has been extended to culturallindtgbopulations outside of the US as
well, with open trials having been conducted in 8are(Freij & Masri, 2008), Australia

(Lazzari, Egan, & Rees, 2011; Nixon & Nearmy, 201¢ United Kingdom (Mairs,
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Lovell, Campbell, & Keeley, 2011), and case studhe8ustralia, Canada, and Spain
(Turner & Leach, 2009; Claud Blais & Boisvert, 20&80Mairal, 2010, respectively).

BA'’s potential for broad dissemination (Dimidjianad., 2011) also is indicated
by its ease of adaptability to a variety of treatbfermats including group, reduced
session, and multimedia modalities. Group formatsignificantly reduced self-reported
depressive symptoms in an RCT (Porter et al., 286d)a BA group based on Addis and
Martell (2004) obtained partial support in an urtcolked trial (Houghton, Curran, &
Saxon, 2008). A one-session BATD-based protodetately reduced depressive
symptoms in a moderately depressed sample (Gawrgsi., 2009). BATD delivered
via videoconferencing to a group of uncontrolledesladults with MDD showed
clinically significant and reliable decreases ipssion with treatment gains maintained
at 1-month follow up (Lazzari et al., 2011). Pmehary evidence for a computerized
treatment’s feasibility and possible efficacy wasamned with decreases in depressive
symptoms trending toward significance (Kalata, 20X€nally, BA was effectively
taught to mental health nurse practitioners whalpced superior outcomes compared to
usual care in a randomized trial at a primary céirec in the UK (Ekers, Richards,
McMillan, Bland, & Gilbody, 2011).

BA’s Mechanism of Action. An important step in BA research is a close
examination of its mechanism of action as it isyeitclear how BA works
(Mazzucchelli et al., 2009). Limited investigationthis area has focused primarily on
activity scheduling and client activation (Kantéraé, 2010; Dimidjian et al., 2011),
which are seen as the core behavioral activaticimigue and measurement variables

(Kanter et al., 2009). The primary question is:afVlmn treatment and how does a client
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become less avoidant and more activated (Kantar,62007)? More to the point, does
activation mediate change in depression in BA tneait? Identifying mediators of
change can contribute to improving treatment ougginncreasing treatment efficiency,
and understanding how changes may be obtaine@ indtural environment (Kazdin,
2007). For instance, treatment techniques foeptiwho do not initially respond well
to treatment can be identified. Isolating the neditctive techniques may streamline
training and dissemination efforts (Mazzacchelklet 2009).

Measurement of Activation. Several instruments have been developed to
examine mediation in BA (for a more thorough distois, see Manos et al., 2010).
Early behavioral treatment models incorporatedRleasant Events Schedule (PES),
designed to track the frequency and reinforcemahitevof pleasant events as a measure
of response contingent positive reinforcement enrthtural environment (MacPhillamy
& Lewinsohn, 1982), and research using the PESswpportive but methodologically
limited (Manos et al., 2011). More recently, theviEonmental Reward Observation
Scale (EROS) was designed to assess general conttacewarding activities (Armento
& Hopko, 2007), and the Reward Probability Inde¥(Rdesigned to assess reward in
the environment and approximate RCPR, subsequadtsessed several problems with
the EROS (Carvalho, Gawrysiak, Hellmuth, McNultyadidson, Lejuez, & Hopko,
2011). None of these scales measure activatiomandance directly.

The Behavioral Activation for Depression Scale (B&DXanter et al., 2007,
Kanter et al., 2009; Manos et al., 2011) is they ombasure of activation and avoidance
consistent with BA (Martell et al., 2001) for depsen. It is designed to identify the

point at which an individual becomes activated nigiBA treatment. Kanter et al. (2007)
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developed an initial set of items, submitted theraxploratory and confirmatory factor
analyses with data obtained from a sample of ngmedsed undergraduates, and
identified four factors — Activation, Avoidance/Ruration, Work/School Impairment,
and Social Impairment — with good factor structuméernal consistency, and test-retest
reliability. This 25-item measure was shown todngeod construct and predictive
validity. The BADS was later validated with a conmmity sample with elevated
depressive symptoms and was found to have goodhpsyetric properties (Kanter et al.,
2009). Data satisfactorily corresponded with thgioal factor structure and construct
validity of total scale and subscales was suppqiaater et al., 2009).

Although support was found for the BADS, resulid diveal some areas of
concern regarding internal consistency and constalwity (Kanter et al., 2009). Item
6 of Work/School Impairment correlated .24 with tubscale while the other subscale
items ranged from .52 to .68. Subscale-total soaleelations revealed that the
Activation subscale did not correlate significantligh the total (r = .13, p = .096; Kanter
et al., 2009). The Activation subscale did notrelate significantly with the Cognitive
Behavioral Avoidance Scale (CBAS; Ottenbreit & Dobs2004) in the expected
direction (z =3.42, p<.01). Although the BADS Asttion subscale and depression were
found to correlate significantly, the relationsknps relatively small (Kanter et al., 2009).

A 9-item BADS — Short Form (BADS-SF; Manos et aD11) was developed and
validated over four studies to address concerns thé original 25-item measure. In the
first study, items for the short form were seledtedn the pool of the original scale.
Results indicated a two-factor solution consistifighe activation and avoidance, a

model that was consistent with BA theory (Martelak, 2001). The Rumination factor
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items of the original BADS were integrated into #idance factor in the short form
given that from a theoretical standpoint, ruminai®one way in which avoidance is
manifested (Manos et al., 2011). The resultinte®imeasure had acceptable internal
consistency and criterion validity when evaluatsohg both undergraduate and
community sample data.

In Study 2, a 10-item version (the nine items @ne recommended by
consultants) was administered to college studeittselevated depressive
symptomatology and examined with exploratory anaficmatory factor analyses.
Results of Study 2 were generally consistent withsé of the previous study with regard
to factor loading, which identified the Activatiamd Avoidance subscales. The BADS-
SF total scores correlated with criterion measuaed,construct validity was stronger
when compared to the original BADS (except witharglgto rumination).

The predictive validity of the two-factor BADS-$¥as supported by Study 3.
Specifically, BADS-SF scores were found to pretlice spent in high reward value
activities as well as time spent in activities wikv reward value, over and above
depression scores, over one week. Although thev#@ain subscale added to the
prediction of these behaviors, the Avoidance substid not. Cross-lagged panel
correlations were used in Study 4 to examine th®84AF’s performance throughout
treatment for two clients. Changes in activatiedt thanges in depression scores for one
client and occurred concurrently with changes iprdssion scores for another. The four
studies provided support for the BADS-SF's factoucure, reliability, construct

validity, and predictive validity.
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Cross-Cultural Validation of the BADS. Validation of the BADS with
culturally distinct populations to track activatjaneasure outcome, and evaluate
mediation will become increasingly important as 8i8semination increases. Validation
of the original 25-item BADS has been conducteaatlr The four-factor solution fit
both Dutch non-clinical and clinical sample datd anpport for adequate internal
consistency, convergent and differential validigsabtained (Raes, Hoes, Van Gucht,
Kanter, & Hermans, 2010). The model also fit leenundergraduate sample data and
evidence for concurrent validity was found (Mohandim& Amiri, 2010). Evaluation
with clinical and non-clinical samples from Spaupported validity and internal
consistency of the original scale (Barraca, Perkaw#z, & Lozano Bleda, 2011).
Validation studies with U.S. non-White samples hgeeto be conducted.
Congruence between BA and a Latino Construct of Depssion

A major BA assumption is that positive reinforcerdecreases that maintain
healthy, non-depressed behaviors are the meangthkehich environmental events lead
to clinical depression. Thus, the theoretical tjoass whether or not depression in
Latinos is a consequence of decreases in posédinéorcement due to environmental
events. Events that represent losses of or rexhscin reinforcement for Latinos include
events that are found to influence depression gdélgesuch as negative life events (e.g.,
immigration), persistent life strains (e.g., acatdtive stress, discrimination, and
economic strain), and problems relating to soaigpsrt networks (e.g., family
separation). The Latino depression constructmsistent with the behavioral model of
depression on which BA is based, suggesting tleaadthtivation-based treatment could

successfully reduce depressive symptoms.
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BA for Latinos with Depression

Kanter, Santiago-Rivera, and colleagues (SantiagerR et al., 2008; Kanter et
al., 2008; Kanter et al., 2010; Santiago-Riveralt2011) considered that BA was a
suitable treatment to address Latino depressioausecit focuses on environmental
conditions that lead and contribute to depressiopilot trial of Behavioral Activation
for Latinos (BAL) with depression at a bilingualp@ish-English) community mental
health clinic provided preliminary support for BAKanter et al., 2010). Community
therapists trained in BAL successfully assigned raviewed culturally and contextually
relevant homework assignments consistently in reessions. BAL clients were
successfully engaged and retained. BAL clientgorded positively to treatment, and
approximately half achieved remission. Support aasined for BAL as an acceptable,
easy to train and disseminate, and potentiallg&fious treatment (Kanter et al., 2010).

An efficient and empirically supported treatmenttsas BA can help address
mental health service use problems, such as thietimvailability of quality services.
The treatment’s degree of acceptability among sathphtinos may address problems
with treatment engagement and retention. The piatenatch between the treatment
model and the nature of Latino depression may twritr to its acceptability. Moreover,
BA'’s ease of implementation may contribute to adslireg depression-related disparities
in the public sector.
Current Proposal

A Spanish version of the BADS was utilized in thietand randomized
controlled trials of BAL even though it had not bdermally evaluated with Latinos.

Although the original 25-item version of the BAD8&shbeen evaluated with a sample
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from Spain, validation findings obtained using datem a European sample may not
generalize to the U.S. Latino population. In addito geographical differences, the two
samples are likely distinct based on socio-politibestorical and cultural contextual
factors. The current proposal focused on detengimihether the 9-item BADS-SF is a
valid measure of activation and avoidance with batino samples primarily comprised
of Mexican- and Puerto Rican-origin participants.

The 9-item BADS-SF was developed to address coaaeith the original 25-
item BADS and has demonstrated stronger psychar@iperties. Given its stronger
empirical support, the validity of the 9-item vensiof the measure was evaluated with
Latinos in two studies. Study 1 examined whetherBADS-SF two-factor model
(Manos et al., 2011) was supported by data obtdmoed a sample of Spanish-speaking
Latinos through confirmatory factor analysis. Theasure’s internal consistency and
criterion validity were also examined. Study 2tifer investigated the measure’s internal
consistency and concurrent validity, as well apitglictive validity using data obtained
from a clinical sample.

Study 1

The purpose of this study was to evaluate the fantmlel and psychometric
properties of the 9 items of the BADS-SF translat¢o Spanish. Data were obtained
from a community sample of Spanish-speaking Latimbs were administered a 19-item
version of the measure at two sites. Initial esian of the data suggested problems
stemming from poor participant response. Althopgtiminary CFA analysis results
suggested that the two-factor model (Manos ef@lll) did not fit the sample data, the

results were interpreted with caution given thairptata quality was suspected. The
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procedures that were undertaken to conduct a nystersatic data quality check are
described below. Analyses for the present study wenducted only after the data
guality evaluation was carried out and findingsgrsied that data use was indicated.
Specifically, analyses consisted of the evaluatibthe BADS-SF two-factor model and
of the scale’s internal consistency and constratitity.
Method

Participants and Procedure.Data collected with the 19-item version of the
BADS translated into Spanish were used to conduuatySl. The University of
Wisconsin-Milwaukee Institutional Review Board apyed the study. Participants were
recruited at two sites, the Sixteenth Street Comintiealth Center (SSCHC)
Behavioral Health Clinic (BHC) and at a yearly commity festival conducted in the U.S.
Midwest. Data were collected from 357 participants

The SSCHC is a community clinic that provides coshensive health services to
low-income, primarily Spanish-speaking populationMilwaukee. At SSCHC,
participants were recruited from the BHC’s waitmogm when study assessors were
available. Clients were verbally invited to pagate. Signs advertising the study were
also posted throughout the clinic containing infatimn on assessor availability. A total
of 181 participants were recruited through theiclin

The yearly three day festival celebrates Mexicdtuoeland has an estimated
attendance of 70,000. Patrons include Mexicanrotigtinos, Latinos of other
backgrounds, and non-Latinos. Participants weraiited through the event’s health
fair. The same experimenters carrying out theyseudhe clinic staffed a booth

throughout the event. Individuals who approacihediooth were asked to participate in
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a survey. Upon providing informed consent, pgoaats completed a questionnaire
packet. A total of 156 participants were recruiteugh the festival.

Individuals needed to be between the ages of 1&@=peak Spanish to
participate. The study assessor was availableai sarvey items to participants if
needed (e.g., due to low literacy). Participangsengiven $5 for completion of the
guestionnaires. Total completion time was apprataty 15 minutes. Two assessors
carried out the study, including one bilingual urgtaduate research assistant and one
bilingual clinic staff member trained and superdigy the study’s principal investigator.

Measures. The original version of the BADS is a 25-itemfgelport measure
with a four-factor structure that measures actorgtavoidance/rumination, work/school
impairment, and social impairment and was spedifickesigned to track these areas
throughout Behavioral Activation treatment for deggion (BADS; Kanter et al., 2007,
2008; Appendix A). Participant were instructeddad each item carefully and indicate
the response option that best described how mucht#tement was true for the
participant during the past week, including thereat day, by circling the number
corresponding to the applicable response. Itemsaied on a seven-point scale that
ranges from 0O (not at all) to 6 (completely). Aalcdubscale score was obtained by
summing items after reverse scoring items in ddssales except Activation. Subscale
scores were obtained by summing items comprisiagtinscale. Higher scores
represent higher levels for the given construct.

A 19-item version of the measure translated intarfggh was used to collect data
for the current study. The original scale wasslated into Spanish using blind back-

translation. Initial evaluation of the Spanishdaage version suggests that its total and
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subscale scores are consistent with scores fartgmal English version (Kanter et al.,
2007). Total scale and subscales were found te bawd internal consistency. The
scale’s correlation with depression in the expediegection suggested the measure’s
construct validity.

The Spanish Center for Epidemiologic Studies Depon Scale (CES-D;
Radloff, 1977; Appendix B) is a 20-item self-repor¢asure of depression symptom
severity in the general population. The scale $t@me rated on a four point scale with a
0-3 range, where 0 represents “rarely or none@tithe [less than one day]” and 3
represents “most or all of the time [5-7 days]”idgrthe past week. A total score is
obtained from summing item scores after reversarggdour positive items. The
possible range of scores is 0-60, where higheresa@flect greater symptomatology.
Scores of 16 or greater suggest possible depreasamrding to Eaton, Smith, Ybarra,
Muntaner, & Tien (2004). The CES-D has been uséehsively in large-scale
community studies and has good psychometric priggeridlthough it has moderate test-
retest reliability, it has high internal consistgriRadloff, 1977). It also has good
criterion validity, as indicated by its discrimirat of depressed from non-depressed
psychiatric patients (Weissman, Sholomaskas, Rygterusoff, & Locke, 1977). The
measure was validated with a Mexican-American sampith evidence for internal
consistency reliability and support for the factbucture (Roberts, 1980).

The Short Form 36-item Health survey (SF-36v2; 8\&iSherbourne, 1992;
Appendix C) is a generic measure of health stdtasgrovides scores on eight domains
of functioning and well-being and scores on the brnmad areas of physical health and

mental health. A second version was developeddardo address deficiencies in the
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original measure (Ware, 2000) and is the produeigtit years of research (Ware,
Kosinski, & Dewey, 2000). Item scores are codedimed, and transformed on a scale
that ranges from 0 to 100; higher scores reprdsetter health and less functional
impairment. Raw scores are transformed basedeoh3f8 National Survey of
Functional Health Status (NSFHS) and norm-basedrsg@\BS) algorithms (Ware,
2000). The SF-36 has been validated with MexicameAcan, Cuban-American, and
other Spanish speaking populations (see Arocho & M&an, 1998; Ayuso-Mateos,
Lasa, VazqueBarquero, Oviedo, & DieManrique, 2007).

For this study, only a select number of SF-36vhgevere administered in order
to reduce participant burden. Specifically, iten213 (a-j), 4 (a-d), 7, 8, and 11 (a-d)
were administered. Data were not scored usinggthods designed by the measure
developers. The manual containing algorithm infation was not readily accessible.
Although a scoring program is available onliney#s not used since scale and broad
subscale scores could not be calculated becaugea @ulbset of items were used for this
study. A review of the literature did not prodwcealidated hand-scoring method. In
order to obtain a total score from the raw datea\@@rage of the items for each
participant was calculated after reverse scoreq# 1, 2, 7, 8, 11b, and 11d. Items were
reverse scored so that higher scores indicatedridegtilth and less functional
impairment. A broad subscale score of physicaltheeas obtained from items 1, 3, 4,
7, 8, and 11, consistent with the SF-36 measuremedel (Physical Component
Summary (PCS); Ware, 2000). Item 2 representsasune of general health
(“Compared to one year ago, how would you rate ymalth in general now?”).

Analyses will be conducted with the total scoreSP@nd general health item.
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A demographics questionnaire (Appendix D) wa® aldministered with these
measures. Participant age, gender, marital statumsial income, religious preference,
importance of religion (on a 1-7 scale), participatin religious activities (on a 1-7
scale), grade completed in school, ethnicity, nunatbgears in the US were assessed.
They were also asked whether they had childrentteedumber of children, if
applicable.

Data Analyses.An extensive evaluation of the quality of the dats conducted
as a first step in this study. As previously iradéd, initial review of the data suggested
poor participant responding. Some participantparded uniformly across both
reversed and non-reversed items (e.g., endorsengaime score for all items), which
suggested random responding and a subset of parttsi provided more than one
response per item on one item or more. Criterigewestablished as part of the data
guality evaluation to systematically identify arahtove poor responders from the
sample. The analyses proposed below were conduatiedhe remaining sample.

The overall sample was evaluated for demograpldachnical differences based
on recruitment site. Possible differences betwaas were examined through the use of
independent samplégests and chi-square tests of independence famcmus and
categorical variables, respectively. The overathgle was evaluated to determine
whether sizeable subsamples existed based on Ci#epiession severity data.
Specifically, scores were used to make a distindbetween participants who fall within
the non-clinical and those who fall within the atial ranges. Participants with CES-D
scores of 16 or greater were assigned clinicalistalf sizeable subsamples had been

obtained based on depression severity statusthleetonfirmatory factor analysis (CFA,;
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described below) proposed in Study 1would wouldehaeen conducted for each
subsample. Recommendations offered by Bentler &&h(1987) were used to
determine whether sufficient sample sizes weretifieth. Based on these criteria, a ratio
of ten responses per free parameter is requiretteon reliable estimates, assuming no
violation of multivariate normality assumptionshélproposed model solution involves
19 free parameters, which indicated that subsangblasleast 190 participants were
required if the data were free of multivariate naliy violations. A goal was also to
determine whether sizeable subsamples were idshtifased on ethnic origin. Since
large enough subsamples are not identified basel®pression severity status or
ethnicity, the CFA was conducted using the totai@a.

A CFA was conducted to test the two-factor modehtified by Manos et al.
(2011) using the 9-items of the BADS-SF. Spedcilycahe sample variance-covariance
matrix was evaluated using SAS 9.3 with a maximikelihood minimization function,
assuming no violation of multivariate normality asgtions. The two-factor BADS-SF
model has been previously specified based on betbrétical and empirical
considerations. Before evaluating the CFA solyttbe data were evaluated for violation
of assumptions. Specifically, the data were eatald for sample size violations,
assumptions that the indicators approximate intdexel scales, and for multivariate
normality and outliers. Both the standardized anstandardized solutions were
reported. Although standardized solutions are raostmonly reported in applied CFA
research, SEM methodologists support reportingebelts of unstandardized solutions.
The use of a standardized solution poses the fiskagking the true nature of the

variance and relationships among indicators anwfa¢Brown, 2006). Both solutions



35

are reported in order to carry out analyses thatansistent with applied research and
address methodological recommendations. The auépt of the CFA solution were
evaluated on the basis of overall goodness otfihdicated by overall model fit indices.
Further examination for the presence or absentmafized areas of strain in the
solution (i.e., specific points of ill fit) and theterpretability, size, and statistical
significance of the model's parameter estimatesewlependent on results of overall
goodness-of-fit (Brown, 2006).

The internal consistency or homogeneity of the gdon the total scale and
subscales were measured using Cronbach’s alphacdrtcurrent validity of the Spanish
version of the BADS-SF was evaluated by examinihgtiver the total and subscale
scores correlated with the CES-D and a subset <4652 items in the expected
directions. Examining concurrent validity by evating the relationship between the
measure of interest and a validated measure fame construct is ideal. However, few
measures of activation exist (Manos et al., 20ht))those that do are not designed to
measure activation and avoidance as conceptudizdthartell et al. (2001). Thus,
construct validity was evaluated by examining asgmns between the measure of
interest and distal and related constructs, naagbyession and functional health. The
Spanish and English versions were compared todudhaluate the BADS-SF’s
construct validity with the current sample. Theretation coefficient of the association
between the BADS-SF total scale and CES-D obtafrwed the current sample was
compared to the coefficient obtained for the sareasures by Manos et al. (2011). A z-
score test of independent correlations was caaugdor this purpose (Preacher, 2002).

In addition, an independent samplgsst was conducted to determine whether higher
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BADS-SF and subscale scores are observed for moioatparticipants compared to
those in the clinical range based on CES-D resmonse
Results

Data Quality Check. A data quality check was conducted after inighahluation
of the data indicated that a sizeable proportiothefsample might have been comprised
of poor responders. Specifically, it was obseryed a number of participants provided
more than one response on one or more items oaegpe respond indiscriminately,
not showing the expected patterns of response aomsreversed and reversed items. A
quality variable was developed with anchors thantidied the type of problem observed.
A score of 1 indicated that the participant did destrate an expected pattern of
response given the inclusion of reversed itemscdye of 2 indicated that the participant
provided more than one response for an item or rmoedehe items were not adjacent to
each other. A score of 3 indicated that the paditt did not provide a response on three
or more items. A score of 7 indicated that theipigant provided more than one
response for an item or more and that the items adjacent.

Participants’ responses were also evaluated asddm comparisons. Based on
data used in the development and validation oB®BS-SF with English speaking
samples, three pairs of items, specifically 2 an?l &d 3, and 13 and 19 were found to
correlate § = 471;r =-.54,r = -.43, and = -.34, respectively). Thus, items for all
participants in the current sample were evaluatetktermine whether respondents
provided answers consistent with these correlatdtes reverse coding the indicated
items. If participants’ responses were more thaee points apart, their responses were

deemed inconsistent with the expected correlatignscore of 4 indicated inconsistency
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based on a comparison of items 2 and 6, a scdsemaficated inconsistency based on a
comparison of 13 and 19, and a score of 6 suggestedsistency based on a 2 and 3
comparison. A score of 10 was designated to paatits who did not meet criteria for
any of the above anchors and thus, were deemealgrovided good quality
responses.

The data quality check resulted in a reduced sasipe. 152 individuals were
removed from the final data set. Individuals wiwb mbt identify as either Mexican or
Puerto Rican were also excluded from this samplergihat Latinos are the population
of interest, including individuals who identified ather 6 = 20).” Since data were
collected from individuals who identified with ndrtino racial categories (i.e., African-
American and Caucasian), it is not possible tordates with certainty that those
endorsing the ‘other’ category belonged to a Lasnbpopulation. Thus, analyses were
conducted using a final sample of 185 participants.

Demographic Characteristics.Table 1 presents sample characteristics for
participants recruited at both sites. Questiomsawere primarily completed in Spanish.
Most participants recruited at both sites prefetcedomplete questionnaires in Spanish.
A significant association between recruitment and language preference for
questionnaire completion was obseryéfl, n = 185) = 5.26p < .01,¢ = -.193.

On average, participants were 36.1 years 9l 10.86). A significant
difference in mean participant age by recruitméetwas not observet(183) = -.48p
=.632, two-tailed. Participants were predominafémale. Results of a Chi-square test
of independence demonstrated an association betyezeter and recruitment site (1,

n=180) = 7.37p < .01,¢ = -.215. The majority of the sample self-idewetfias



38

Mexican and the rest identified as Puerto Ricarsighificant association between
ethnicity and recruitment site was observgd(1, n = 185) = 27.49p < .01, = -.398.
The average participant reported having lived eathS. for an average of 17.83 years
(SD=12.97) and a median of 14 years (min = 1, m&%)= Participants recruited at the
festival had lived in the U.S. for a greater numdsieyears than those recruited at the
clinic, t (176) = -2.44p < .05, two-tailed. The magnitude of the differem@n the means
(MD = -4.69, 95%CI: -8.47 to -.9) was smalhg = .03).

Most participants were either married or were tataéing, and a considerable
number had never been married. Approximately dfatlinic participants were married
or cohabitating and approximately one fifth haderdseen married. Of festival
participants, three fourths of participants wetheazi married or cohabitating. A Chi-
square test for independence indicated a signifi@esociation between recruitment site
and marital status;® (5,n = 179) = 21.89p < .01,¢ = .35. Most participants had
children and no significant association was fouatieen recruitment site and reported
children, as indicated by a Chi-square test foepshdence. Participants across
recruitment sites tended to have an average oé tthiddren and on average, two of the
children lived with the participant. There was adignificant difference between clinic
and festival participants based on number of cardind number of children residing
with participant.

Over half of the sample was unemployed and apprataly one quarter was
employed full-time. Clinic participants tendedd® unemployed and the rest were about
as equally likely to be employed full-time as ptame. Among festival participants,

under half were unemployed and over a quarter emngoyed full-time. There was a
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significant association between recruitment sitg @mployment status, as determined by
a Chi-square test for independeng®(2,n = 182) = 10.77p < .01,¢ = .24. The average
annual income was $22,9980 = $23,886) and the median was $16,000 (min=$0,
max=$125,000.00). There was a significant diffeeesim annual income by recruitment
site, where those recruited at the festival hadwerage a higher annual income than
those participants recruited at the clini¢75.32) = -4.13p < .01, two-tailed). The
magnitude of the differences in the mead®(= -17,626, 95%I: -26124.44 to -

9128.06) was largei2=.18). On average, the 11th was the highesegrathpleted by
participants across sites, and the median was2tegtade (min= 1, max = 18).
Participants recruited at the festival tended tonoee educated than those recruited at the
clinic, t (175) = -2.183p = .05, two-tailed). The magnitude of the differes in the

means D = -1.07, 95% CI. -2.03 to -.1) was smaj2(= .03).

Religious preference was also assessed. Mostiparits indicated a preference
for Catholicism and the second largest subset tegpqreference for a religion that was
not specified. Participants were asked to repe@rirtiportance of religion in their lives
and their level of participation in religious adties on a scale from 1-7. On average,
participants reported that religion was importantheir lives and reported some
involvement in religious activities. Although tieewas no difference between the groups
based on rated importance of religion, festivatipgrants were more likely to report
participation in religious activities compared hmse recruited at the clinic(174) = -
2.79,p < .01, two-tailed. The magnitude of the differemin the meandD = -.85,

95%CI: -1.45 to -.25) was smah2 = .04).
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Clinical Characteristics. The mean CES-D depression severity score forotaé t
sample was 23.28D = 13.48). An independent-samptegst was conducted to
compare the CES-D depression scores of participaotaited at the clinic and the
festival sites. A significant difference was foumetween the scores of clinic and
festival,t (165.5) = 4.154p < .01, two-tailed, participants, where clinic pagants
showed higher depression severity. The magnit@itleeadifferences in the mearfdD
=7.91, 95%CI: 4.15 to 11.66) was moderatg2(= .09). Scores for 65.4% € 121) of
the sample indicated high depressive symptoms easuned by CES-D scored 6.
69.6% ( = 64 of 92) of the participants recruited at theic and 61.3%1 = 57 of 93)
of participants recruited at the festival had ssdhat indicated high depressive
symptoms. A Chi-square for independence (with ¥ &entinuity Correction)
demonstrated no significant association betweenedgpn symptom severity (high
versus low) and recruitment site,(1, n = 185) = 1.06p = .24,¢p = —.09. This indicates
that the proportion of individuals with high depsiEs symptom scores recruited at the
clinic is not significantly different from the proption of individuals with high scores
recruited at the festival.

The average BADS-SF score for the total samp?®is SD= 10.35). An
independent-samplégest demonstrated a significant difference betwberBADS-SF
scores of the clinic and festival recruited papidgits. Specifically, it was demonstrated
that participants recruited at the festival haahsigantly higher BADS-SF scores
compared to participants who were clients at threactite,t (183) = -4.52p < .01, two-
tailed, suggesting that festival participants amraractivated or engaged in life. The

magnitude of the differences in the mea®(= -6.55, 95%CI: -9.39 to -3.68) was
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moderate2 = .1). A significant difference between siteswhserved on the
Activation,t (177) = -3.6p < .01, two-tailedMD = -3.84%CI: -5.95 to -1.73p2 = .06,
and Avoidance subscalgg177) = -2.34p < .05, two-tailedMD = -1.66, 95%ClI: -3.05
to -.26,n2 = .03.

The average SF-36 score obtained from a subskéaheasure’s items was 2.99
(SD=.64). A significant difference was observednssn clinic and festivat,(145.48)
=-4.31,p < .01, two-tailed participants based on functidmedlth, where clinic
participants reported poorer functional health carad to their festival counterparts.
The magnitude of the differences in the medhb € -.41, 95%CI: -.59 to -.22) was
moderate2 = .1). Consistent with this finding, clinic parpants were also more likely
to report poorer physical health compared to fastparticipantst (146.4) = -4.32p <
.01, two-tailedMD = -.41, 95%LCI: -.6 t0 -.22n2 =1).

Internal Consistency. The scale’s internal structure was evaluateduiindhe
use of Cronbach’s Alpha to evaluate the homogerméitige scales’ items. IC provides a
measure of the relationship between each item adid @her item and also between the
relationship of each item to the collection of iteor total score. Table 2 presents the
results of the evaluation of the total scale’srimé consistency. The internal consistency
of the 9 items is in the acceptable range. A r@wéthe inter-item correlation matrix
shows that item 6 and 8 correlate poorly with ttleepscale items, with correlation
ranges of -.02 to .3 and -.17 to - .3, respectiv@ypport for these items’ lack of
contribution to the internal consistency of scaléound in examining the item-to-total
score correlations. Item 6 is not correlated & agethe other items to the total score,

except for item 8. The item accounts for 20.4%hefvariance. If deleted, the scale’s



42

alpha coefficient would increase, which is indigatof the item’s limited contribution to
the scale’s IC. Item 8’s correlation with the tateore is poor and accounts for 16.3% of
the variance. If deleted, the scale’s internalsgstency would increase. Removing Item
6 results in a decrease in the total score varjamoieh is an indicator of greater internal
consistency. Removing Item 8 also results in greiaternal consistency as indicated by
decreased variance. A revised scale comprising tteans shows the strongest internal
consistencyd = .87,5° = 88.7).

The internal consistency of the two subscalesalss evaluated, results of which
are presented in Table 3. The Activation subscamprised of items 2, 3, 4, 5, and 9,
shows good internal consistency. The inter-itemedations of the five items range from
413 - .712, indicating that the items correlatdl wéh each other. An examination of
the item-to-total score correlations show thatfibe items correlate well with the total
score (range .57 to .76). All items contribute megfully to the subscale’s internal
consistency. If deleted, all items would resulailowera, except for item 9. The
Avoidance subscale, which consists of items 1, Gnd 8, demonstrates poor internal
consistency. The inter-item correlation matrix\wghdhat Item 8 (range from .05 to .29)
did not correlate well with the other three subsecedms. The item does not correlate
well with the total subscale score and account®ifidy 8.5% of the variance, further
suggesting its lack of contribution to the subssal@ernal consistency. If removed, the
subscale’s internal consistency would improvem#el, 6, and 7 contribute substantially
to the subscale’s internal consistency, as indichtethe expected Cronbachiscore if

one of these items were removed.
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Concurrent Validity. Given that data were collected at one time poin,
measure’s criterion-related validity was evaluatedugh an examination of its
concurrent validity. Specifically, the relationglbetween the BADS-SF and its
subscales and measures of related constructs wasreed using Pearson product-
moment correlation coefficient. Related constractsdepression, as measured by the
CES-D and functional health, as measured by atsslbset of items of the SF-36.

Analyses indicated that the 9-items of the BADSeSFelate strongly with the
CES-D in the expected direction, indicating thdhation increased as depression
decreased for this sample. A strong negativeiogiship was found between the
Activation subscale and the CESD, and a moderagiy®relationship was observed
between the Avoidance subscale and the CES-D.BRRES-SF total score was also
found to correlate strongly in the expected diativith the functional health score
obtained from the subset of SF-36 items, wheretgreativation was associated with
greater functional health and less impairment. &tate associations in the expected
direction were also found between the subscaleduarational health, where greater
activation and less avoidance were related to bettetional health. The same pattern
of relationships was observed between the BADSe®Fes and the physical health
subscale. There was a strong positive associagtween the PCS and the total score, a
moderate positive association between the PCShenddtivation subscale, and a
moderate negative correlation between the PCShanAvoidance subscale, consistent
with findings that greater activation is associatgith better physical health. A small
positive relationship was found between the BADi&ltscore and the SF-36 item

assessing health generally. A small positive i@tghip was also found between general
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health and activation and no relationship was foogigveen general health and the
avoidance subscale.

The concurrent validity of the present Spanishieersf the 9-item BADS-SF
was further examined by comparing the correlatioefficient obtained from an
examination of the association between the BADSe&# score and the CES-D score (
=-.67,n = 173) for the current sample and the correlatiogifficients obtained from an
investigation of the relationship between the samasures in Study 2 of the BADS-SF
validation ¢ = -.71,n = 460; Manos et al., 2011). A z-score test of pedelent
correlations was conducted (Preacher, 2002). @sdtrindicates that the correlation
coefficients obtained from the independent samatesqualz = -.85,p = .39, two-
tailed.

An independent samplégest was conducted to determine whether BADS-SF
total scale and subscale scores were higher amantigipants in the non-clinical range
based on the CES-D compared to counterparts idlitiieal range. Results indicated
that non-clinical participants had significantlygher activation scores compared to
participants with CES-D scores in the clinical reytg171) = 6.58, p < .01, two-tailed.
The magnitude of the differences in the medhb € 9.33, 95%CI: 6.53 to 12.13) was
large (12 = .2).

Confirmatory Factor Analysis. Based on prior theory and evidence as discussed
above, a two-factor model of behavioral activatioilerlying the BADS-SF was
specified. Indicators loaded on two latent vaeablActivation and Avoidance.
Indicators that were loaded onto the latent vagablActivation are the BADS-SF items

2,3, 4,5, and 9 and those that were loaded oatadance include items 1, 6, 7, and 8.
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Table 5 presents the input data correlation matrnxlicators had a range of scores from
0 to 6. Higher total scale and subscale scoremdieative of greater behavioral
activation. Table 6 depicts the complete spedificaof the two-factor model. Although
the unstandardized solution was evaluated, thdicieeits for both the standardized and
unstandardized solutions are reported. In orderv&tuate the unstandardized solution,
one indicator loaded onto one of the two latenialdes was selected to be the marker
indicator. Specifically, BADS-SF items 2 and 1 weised as marker indicators for the
Activation and Avoidance factors, respectivelyheImeasurement model indicators
were only loaded onto one of the two latent vagalfl.e., no double-loading) and all
measurement error was presumed to be uncorrelatesllatent variables were permitted
to be correlated. The model was overidentifiechwit 2df.

As noted in the Method section, a 19-item versibthe BADS was administered
to 357 individuals at two data collection sites=ACanalysis was conducted using only
the 9 items comprising the BADS-SF. As discusdeave, participants considered to be
poor responders and participants who identifiedh&ihon-Latino ethnic group were
excluded from the final sample. The resulting sanwpds utilized in the present and
subsequent stud§N(= 185). However, the CFA to evaluate the modeabfthe sample
data was smaller due to incomplete cases173). Given that data were missing for just
over 5% of the sample (6.5%= 12), missing data was not considered problematic
Thus, testing to determine the nature of the mgsdata (e.g., missing completely at
random) was not conducted and a method for mandgengissing data was not

implemented.
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Prior to the CFA analysis, the data were evalutdesliolation of assumptions.
The use of maximum likelihood (ML) estimation medsqspecified below) rely on
meeting key assumptions, namely multivariate noitgnaML is the fitting function that
aims to minimize the difference between the predictariance-covariance matrix and
the input matrix, and is the most widely used iplegal CFA research and SEM more
generally. Its purpose is to find the model par@mestimates that maximize the
probability of observing the available data if thegere collected again from the sample
population (Brown, 2006).

Concerns arose regarding sample size given thefgsswer due to the removal
of suspected poor responders, incomplete casesiamtatino individuals, which
represented a reduction in sample size of 158 cddewever, the size of the sample
utilized remains sufficient according to BentleiGhaou’s (1987) recommendations.
Based on their guideline, the present analysisamaducted with a sufficient sample size
(i.e., at least 190 participants). The data alsetrthe assumption that requires that
indicators approximate interval-level scales.

The data were also evaluated for multivariate ndityn@.e., skewness and
kurtosis) and outliers. Results suggest violatbuanivariate normality and some
violation of multivariate normality. Specificallyests indicate that the data are skewed
but do not violate kurtosis. These findings sugtjest use of an alternative fitting
function may be indicated. The solution was newaetds evaluated in accordance with
the analytic plan given that multivariate normabissumptions were partially met.

The sample variance-covariance matrix was analyzsedy SAS 9.3 and a

maximum likelihood minimization function (see TaBldéor sample correlations) to
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estimate the model. In particular, the CALIS pechae, LINEQS model type was
implemented. Goodness-of-fit was evaluated usingast one fit index from the three
major fit index classes (i.e., absolute, parsimamg comparative). These were the
standardized root mean square residual (SRMR),meain square error of
approximation (RMSEA), and comparative fit index~{¥{Cin order to assess the overall
model fit to the sample data. The use of multipthces permits a more conservative
and reliable evaluation of the solution becausé @adex provides different information
about the fit of the CFA solution. The followingterpretations of Goodness-of-fit
indices are based on cutoff criteria establishedibynd Bentler (1999) from findings of
simulation studies; criteria assume ML estimatidine following values support overall
goodness-of-fit: SRMR close to .08 or below; RMS&#Aues close to .06 or below; and
CFl values close to .95 or greater. While CFI ealin the range of .90-.95 may indicate
acceptable model fit, values below .90 suggeshéeal to reject the solution (Bentler,
1990). Cut off values fluctuate as a function afdaling conditions.

The overall goodness-of-fit indices provide incetent results and combined
suggest poor fit of the two-factor modgf:(26) = 80.37p < .0001; RMSEA =.11 with a
90%; CFI=.909; SRMSR=.085.

Indices of absolute fit provide contradictory infaation regarding model fit.
These indices evaluate the reasonability of theothgsis that the predicted variance-
covariance matrix equals the sample variance canee matrix, without consideration of
other factors. Results show that the mgdedf 80.37 exceeds the critical value of
38.89. Thusy? is statistically significant and supports the @mi&te hypothesis that

model estimates do not sufficiently reproduce tale variances and covariances.
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However, this index is rarely used in applied redlea Less stringent alternative fit
indices are favored. The SRMR is an index of aliedit which is understood to reflect
the average discrepancy between the correlatiossrodd and the predicted model
correlations. An index value of O reflects perfiict SRMSR results suggest that there
may be a good fit between the target model andliserved data.

In addition to evaluating absolute fit, parsimomyrection indices take into
account model parsimony, or the number of freelyreted parameters. Such an index
would favor a model solution that fit the sampl¢adaith fewer freely estimated
parameters. The RMSEA is a recommended index belgro this class, which assess
the extent to which a model fits reasonably wethie population. As with the SRMR,
an index value of O reflects perfect fit. Resoltshe current model suggest poor model
fit.

Comparative fit, or incremental fit indices, evdki¢he fit of solution specified by
the investigator compared to a more restrictededdsaseline model. Such indices tend
to look more favorable because the baseline masks dot place constraints on the
indicator variances. The CFI belongs to this gaitg of indices. The CFI's possible
values range from 0.0 to 1.0, with values closetr.@implying good model fit. Results
of the current analyses suggest acceptable mddel fi

An evaluation of potential areas of strain anditiierpretability and strength of
the resulting parameter estimates would be indicttdully evaluate model fit if results
of the overall fit indices lent initial evidencerfmodel fit. However, taking such steps
would be erroneous given the results of the spEti@FA solution. Interpretation of the

model’'s parameter estimates would be futile givext tnisspecified models produce
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biased parameter estimates. Given the study sesiit indicated fit evaluation
procedures involve diagnosing the sources of manledpecification. This could involve
inspection of modification indices and standardizesiduals.
Study 2

The purpose of the study was to examine the BABS-Ssychometric properties
using data obtained from a clinically depressedmamf Spanish-Speaking Latinos. In
particular, the measure’s internal consistency@mturrent and predictive validity were
evaluated.
Method

Participants and Procedure Data used in the current study were obtainea fro
a randomized-controlled trial (RCT) of Behavioraitation for Latinos (BAL) with
depression, in which BAL was compared to treatnasnisual (TAU). The RCT was
approved by the University of Wisconsin — Milwaulsekmstitutional Review Board.
SSCHC medical providers referred clients with palsstlepression to the study and
provided the study assessor with client contacrmétion to facilitate initial contact.
Once in contact with a study assessor, participaate invited to participate in a
screening process to determine eligibility. Clgemtet inclusion criteria if they were
between the ages of 18-65, self-identified as loatgcreened positive for Major
Depression Disorder according to the Mini Interoiaél Neuropsychiatric Interview
version 5.0.0 (MINI; Sheehan, 2006), a short psafria structured diagnostic interview
that is validated in both English and Spanish (Bpli€98), and obtained a score>df6
on the Hamilton Rating Scale for Depression (HRBIer, Bishop, Norman, &

Maddever, 1985), a structured depression seveg@sore. Once deemed eligible,
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participating clients provided consent. Conseniimtjviduals received $15 for
completing the pre-treatment, $15 for the mid-meait, $50 for the post-treatment, and
$15 for the 6-9 month follow up assessments. Epatnts were interviewed and
completed self-report measures during assessm&sibae and if needed, were assisted
by the study evaluator. Participants also comglgteestionnaires before each therapy
session. Although the RCT sample consists of 48cgzants, data will only be reported
for the 42 Spanish-speakers.

Measures. The 25-item Modified HRSD (Miller, Bishop, Norma& Maddever,
1985; Appendix E) is an interviewer-based standaedsure of depression severity, and
has been validated for use by paraprofessionatdy e first 17 items of the HRSD
were scored, consistent with other studies, andusad as the primary measure of acute
treatment outcome. Questions have between 3 ts$ilfe response options, and a
greater number represents greater severity. Adthdlnie measure is typically
administered throughout the course of 20-30 minukeslength of the interview was
typically greater. Scores between 0 and 7 areideres] to be within normal range while
scores of 20 or greater suggest moderate to sdepression. The MHRSD was
designed to address limitations of the original BRS he modified version was found to
have excellent inter-rater reliability among pacdpssional research assistants.
Moreover, there was a high relationship betweerMR&RSD and expert clinician ratings
using the MHRSD and the original HRSD (Miller et, d41985). The MHRSD was
administered at pre-, mid-, post- treatment, argt@imonth follow up in the larger
study. The Spanish version of the HRSD has bekaatad (Ramos-Brieva & Cordero-

Villafafila, 1988).
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Translated and validated in Spanish, the Beck &=spon Inventory — Il (BDI-I;
Beck, Steer, Ball, & Ranieri, 1996; Appendix Fai21-item self-report inventory with
multiple-choice response options. It is one ofrtiest widely used measures of
depression severity. Respondents are instructseléat the statement that best describes
how the respondent has been feeling during thetpastveeks, including the current
day. The measure assesses 21 depression relatdicts, such as sadness, pessimism,
self-dislike, irritability, and concentration diffilty. Response options range from 0 to 3,
and anchors vary by item. The BDI-II has been tbtmhave good psychometric
properties. It converges with the HRSD, positivadyrelating and indicating good
agreement. It has also shown to have good tesstregliability and high internal
consistency. The BDI was administered at the éata collection time points and before
each session.

The Quality of Life Enjoyment and Satisfaction Quennaire (Q-LES-Q);
Endicott, Nee, Harrison, & Blumenthal, 1993; Appen@) 16-item measure is designed
to measure satisfaction and enjoyment in the fallgvdomains of function: physical
health/activities, feelings, work, household dytsshool/course work, leisure time
activities, social relations, and general actigitidRatings are on a scale from 1 (not at all,
never or very poor) to 5 (frequently or all of timae or very good) for all items. Scale
scores are obtained by calculating a percentageegsoints rated out of the total number
of possible points. Higher enjoyment and satigbaci a given domain is represented
by a high score on the corresponding subscale.QFhES-Q is a widely used measure

and several Spanish translations exist. It has beewn to have acceptable reliability
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and validity (Endicott et al., 1993). The measnes administered at each of the four
assessments, as the MHRSD.

Used to assess functioning, the 12-item Short Rdeath Survey (SF-12; Ware,
Kosinski, & Keller, 1996; Appendix H) is more efient than the Medical Outcome
Study SF-36. Items were extracted from the origicale to create the brief 12-item
scale. Its two subscales are the Physical Comp&wnmary and the Mental
Component Summary. It has been shown to be a g@atictor of scores on the 36-item
version. Moreover, it has been shown to have gesidretest reliability on both
subscales. Although the SF-36 is a more prec@ettee difference becomes less
important with greater sample size. The measusenbibeen validated with Spanish-
speaking Latinos.

The Spanish translation of the 19-item versiothefBADS was utilized in the
current study. A description of the measure wasiged in Study 1. Descriptions were
provided only for RCT measures that are relevattiéocurrent study. The measures
described were used at all four major data cobthectime points (i.e., pre-, mid-, and
post-treatment and 6-9 month follow up). Sessia dvere obtained using the BDI-II
and the 19-item version of the BADS. Given thatipgants were offered up to 12
psychotherapy sessions, up to 12 session datsspeane obtained. The 9-items of the
BADS-SF (Manos et al., 2011; Appendix J) were eoted from the 19-item version of
the measure.

Data Analyses. The internal consistency of the BADS-SF totaleseand
subscales was examined. In particular, Chronbadplsa was used as a measure of the

homogeneity of the item or to determine whetheritias are measuring the same
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construct. The measure’s criterion-related vatidias evaluated by examining both its
concurrent and predictive validity. The BADS-Sklss were correlated with scales that
have been previously validated as measures otrkldistal constructs. These include
the BDI-Il and the HRSD, which measure depressevesty, the SF-12, which
measures functional health, and the Q-LES, whidvides a measure of quality of life
through an evaluation of enjoyment and satisfactidhe scores used for these analyses
were all taken at pre-treatment. The BADS-SF'sljmteve validity was evaluated
through hierarchical multiple regression (HMR) amdss-lagged panel correlations,
described in detail below. Criterion validity fings were used to evaluate the short
form’s construct validity.

Four HMR analyses were conducted to determine venétie BADS-SF total
score predicts depression severity at post-tredtagemeasured by the BDI-II and the
HRSD at post-treatment and 6-9 month follow-uphe Ppredictive ability of the BADS-
SF was evaluated while controlling for the effeictondition and pre-treatment
depression severity. Specifically, condition ang-freatment depression severity were
forced into step 1 of the model to account for Gedhove” any shared variability with
the hypothesized predictor. Then, the BADS-SF evdered into step 2 to determine
whether it accounts for post-treatment depressidapendent of condition and pre-
treatment depression. The data were checked fatiins of assumptions (Tabachnick
& Fidell, 2007) before proceeding with these anasysFor instance, data were checked
for multicollinearity and singularity and the prase of outliers (i.e., standardized
residual values > 3.3 or < -3.3). Residuals weeasrened for normality, linearity, and

homoscedasticity.
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The BADS-SF's predictive validity was also examinesihg single-subject
session data for participants in both the BAL a#dJTconditions. The relationship of
activation and depression change throughout theseaf treatment was examined. For
each participant with sufficient data (at leas@8dpoints), cross-lagged correlations
were computed between the BADS-SF and depressidetésmine whether the
respective BADS-SF score led or lagged behind dspe change. Simulation
modeling analysis (Borckardt, Nash, Murphy, Mo@bkaw, & O’Neil, 2008) was used
to account for autocorrelation in single-subjectdiseries data in determining statistical
significance.

Results

Participant Characteristics. Table 7 presents the sample’s characteristics.
Participants tended to be female, were predomipahiexican origin, and
approximately half were married or cohabitatingod¥iparticipants were unemployed
and most who reported an annual income made $2@&na or less. On average,
participants were 37.666D = 10.62) years old. Most participants were bdmoad and
resided in the U.S. for an average of 14.71 yesins<10.37). At pre-treatment, over
half of participants were severely depressed basdtle HRSD and the BDI-II.
Participants attended an average of 5.9 sessgids ¢.31). 38% dropped out of
treatment.

Internal consistency. Cronbach’s alpha provides a measure of item hemeity
and was used to examine the internal consistenttyedd-items that comprise the BADS-
SF total scale and the items that make up its sldscActivation and Avoidance. Table

8 shows results of the internal consistency evaloaif the total scale. The 9-items
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show unacceptable internal consistency. Inter-itemelation results indicated that most
pairs showed weak correlations and many did noetate. All items except for ltem 1
did not correlate with at least two items. Therelation coefficients for pairs 1-2 € -

.36) and 2-4r(= .38) were in the moderate range and only pair(4=9.52) showed a
strong association. Item to total score corretetishow that Items 1 and 4 correlate
moderately with the total scale and Items 2, 7, &8elate weakly with the total scale.
Items 3, 5, 6, and 9 do not correlate with theestatial score. The scale’s internal
consistency would show some improvement if Iltem®, By 8 were removed. The
internal consistency would somewhat improve by rémmthe three itemsxy(= .57;s° =
28.14). However, the improvedvalue falls within the poor range.

Table 9 presents the results of the evaluatidhe@tubscales. The Activation
subscale’s internal consistency is poor. Intemit®rrelations were generally weak
(range .14 to .21), except for item pairs 2-4 artyj which showed moderate and strong
relationships respectively. Item pairs 4-5 and$i®wed no association. Item-total
score correlations showed a weak correlation betiteen 3 and the total score. Item 5
was not correlated with the total score. Remov¥#kem 5 would result in some
improvement, although the subscale’s internal stescy would still be considered
guestionable. The Avoidance subscale’s internasistency is unacceptable. Inter-item
correlations are weak (range .12 - .29), excepitéon pair 6-7 which showed no
association. Item-total score correlations shaat tem 8 does not correlate with the
subscale score. Removing the item would improeestibscale’s internal consistency

only minimally and would still be considered unguedle.
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Concurrent Validity. Table 10 contains the results of the examinaticihe
BADS’ concurrent validity. The measure’s construglidity was evaluated by
examining the association between the BADS-SF agaknres of constructs that are
theorized to be distally related to activation andidance, namely depression, functional
health, and quality of life and enjoyment. Tha&y BADS-SF was not related to
depression, as measured by the BDI-Il. An associdtetween depression and
activation, as measured by the full scale and atttim subscale, was not found using
HRSD scores either. An association was not foetdiéen the total score or any of the
other criterion measures.

The Activation subscale did not correlate with ahyhe measures of related
constructs. However, significant correlations wiexend between some of the measures
and the Avoidance subscale. BDI-II depressionrsgweas positively associated with
avoidance, suggesting that greater depressionigewas related to greater avoidance
(i.e., lower scores on the Activation subscale)sirilar association was not found
between the subscale and HRSD scores. Less aceitaas moderately associated with
greater quality of life, as well as with greatendtional physical health. However, no
association was found between avoidance and furadtraental health.

Predictive Validity. Hierarchical multiple regression (HMR) analysesrev
conducted to assess whether the 9-item BADS-SHqgbeelddepression severity at post-
treatment and 6-9 month follow up after controlling the effects of condition and pre-
treatment depression severity. Four HMRs were gotedl in order to evaluate the
BADS-SF total score’s ability to predict depressaanmeasured by the BDI-II and the

HRSD at both time points.
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The data were evaluated for violation of assunmgtioThe generalizability of the
HMR findings may be limited due to a small sampke s Based on Stevens'’s (1996)
recommendation, approximately 45 participants aeted to conduct a HMR. The
multicollinearity assumption was partially met, awaough correlation matrices indicate
that the independent variables are not highly ¢ated and recommended Tolerance and
VIF value cut offs are met. Although most indepamidvariables show some relationship
with the dependent variable, the relationship betweondition and the depression scores
is below the preferred cut off of .3. Since nodpdndent variable is a combination of
other independent variables singularity is notatedl. Outliers were not identified for
any of the variables.

The first HMR was conducted to determine whetherBADS-SF predicted
HRSD depression severity at post-treatment afteswatting for condition and pre-
treatment depression. Results indicate that comdi#ind pre-treatment depression scores
account for 12.9% variance and the model only actcfonr 20% of the variance after
inclusion of 9-item BADS in the second step of thedel. The model showed that the
BADS-SF items did not predict depression sevegtyss at post-treatment as measured
by the HRSDF(1, 24) = 2.14p = .121. The BADS-SF'’s ability to predict HRSD
at follow up was evaluated next. In the first motige condition and pre-treatment
HRSD explained 22.6% of the variance. After thelBBASF was entered in Step 2, the
variance accounted for by the model only increas&tB.6%. Not surprisingly, the
model did not support the BADS-SF as a predictgrast-treatment HRSD depression

scoresf(1, 20) = 2.05p = .1309.
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Consistent findings were obtained for the 9-iteADE as a predictor of
depression severity as measured by the BDI-llexemining the measure as a predictor
of BDI-1l depression severity at post-treatmenty#s found that condition and pre-
treatment depression accounted for 12.9% of thamnwee and that this increased to 20%
when the BADS-SF was added to the model. Howekiermodel was not statistically
significant and thus did not support the BADS-Sk asedictorF(1, 26) = 2.17p =
.115. The BADS-SF was not found to be a predict@DI-Il scores at follow upk(1,
21)=1.9p=.161.

The temporal pattern of change in activation artegsion over the course of
treatment for participants in both the BAL and TRCZT conditions was examined. The
goal was to identify whether changes in activatezhor followed changes in depression.
Of particular interest was whether activation teraflg led (i.e., predicted) changes in
depression.

As a first step in conducting these analysespaetiof the RCT sample was
identified for inclusion given that an equal numbédata points were needed for each
participant selected. Only participants who halkkast 8 data points were selected for
inclusion. After selecting a subsample, crosgiacorrelations were operationalized
and calculated using BDI-Il and BADS session da&across-correlation of the BADS as
a predictor of the BDI-Il was defined as the relaship between BADS at session X and
the BDI-Il at session X + 1. A BDI-II predicts BADcross-correlation was defined as
the correlation between the BDI-II at session X #r@lBADS at session X + 1.

Bivariate correlations were computed for each pgudint after controlling for

auto-correlation. The bootstrapping method wadiegp The available data points for a
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given participant were utilized to calculate Peanswalues of the BADS predicting the
BDI and the BDI predicting the BADS (Table 11). el¥alues for strong significant
correlations ranged from= .58 to .94 based on Cohen’s (1988) conservatiteria for
determining the strength of a correlatistr¢ng= .5 to 1.0). Of the BADS predicts BDI
cross-lagged correlation, 10 of 19 (53%) suggetatiactivation temporally preceded
depression change. 9 (90%) of these observatiens @btained from BA clients. BDI
predicts BADS cross-lagged correlations of 6 of32%) clients suggested that changes
in depression led changes in activation, all ofchiwere obtained from BA clients.

Independent samplédests were conducted to determine whether sigmfic
differences existed between the mean BADS pre8ibtsand BDI predicts BADS
correlations by condition. It was predicted thatawverage, a stronger BADS predicts
BDI correlation would be observed in the BA corliti given that a strong association
was expected to be found between the activati@engiven session and depression scores
at the following session. However, no significdifference between conditions was
found on either type of cross-lagged correlations.

A paired samplestest was also conducted to determine whethethfsrsample,
observed changes for this sample was perhaps rtiobeigable to one temporal relation
(e.g., BADS leads BDI) over the other (e.g., Bldde BADS). However, a significant
difference was not observed.

Discussion
Study 1
Festival participants were found to be in bettentakeand functional health than

clinic participants. Although most participants@gs sites were experiencing high
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depression symptoms, clinic participants were eagpemg higher symptoms than
participants recruited at the festival. Cliniceclis were also more likely to report poorer
functional health generally and physical healthcgpmlly compared to festival goers. As
might be expected given relatively lower depressiuaptoms and better functional
health, festival participants tended to be morevatetd and engaged in life than did their
clinic recruited counterparts. This is congruerthvBA theory, which would predict that
participants with lower depressive symptoms wowddund to be more engaged in life.
Consistent with these findings and despite thetfadtparticipants at both sites indicated
that religion was important in their lives, indivals at the festival reported greater
participation in religious activities than theimit counterparts.

In line with study recruitment aims, participaatdoth recruitment sites showed
a preference for Spanish, as most opted to comglietly questionnaires in the language.
Participants tended to be in the young adult todheidge ranges. The sample generally
consisted of female participants. However, theiclsample consisted of a greater
proportion of females than did the festival sampléis is consistent with findings that
Latinas are more likely to seek mental health sevsthan Latinos (Vega et al., 1998).
Their greater inclusion in the clinic subsample rbayexplained by a greater availability
of female clients at the clinic from which to reitruFestival goers had lived in the U.S.
for a greater number of years than clinic clieptssibly suggesting greater acculturation
among the former subsample. However, it is imprta note that this represented a
small effect.

Just under three-fourths of the sample was of Maxaescent. This is consistent

with a the Pew Hispanic Center’'s demographic peaffl Hispanics/Latinos in



61

Wisconsin, which indicated that 71% of Hispanicsitias are of Mexican origin based
on the 2010 Decennial Census (Pew Research His@amnier, 2010). The Puerto Rican
subsample may be larger than expected given th@iligan origin individuals account
for just over 18% of the Wisconsin Hispanic/Latpapulation. The unusually large
Puerto Rican subsample may be explained by thecdtih@akdown by recruitment site.
Whereas under half of the clinic recruited samplesested of Puerto Ricans, less than
10% of the festival recruited sample was of thimet background. The greater number
of Puerto Ricans recruited at the clinic may pdgdie explained by potentially higher
rates of service use stemming from higher ratetepfession and other mental health
concerns within this subgroup (Alegria et al., 2006iven the nature of the festival (i.e.,
celebration of Mexican heritage), the high recreitirate of Mexican participants was
not surprising.

In general, festival participants were of highecis-economic status, as indicated
by educational attainment, employment status, anda income indicators. Although
representing a small effect, festival participamése on average more educated. Also,
even though unemployment was common within botlsaniples, it was less so among
festival participants. Moreover, twice as manyiwiatlials were employed full time at the
festival than clinic site. The average annual meaeported by festival participants was
nearly triple that of the clinic subsample. Greagported annual income may be at least
partially explained by marital status as festivattigipants were more likely to be
married or cohabitating. Differences were not fbbetween the samples regarding the

likelihood of having children or the number of chign had.
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Participants were of Mexican origin and femalewatSpanish language
preference even after having resided within the thSover a decade. In addition,
participants recruited at the festival seemed teeleagreater quality of life as exhibited
by markers of health, activity and life engagemant] socio-economic status. The
exception to this was the average self-reporteel lefl/depressive symptoms
experienced, which was high given the use of adstahcut-off point. The inconsistent
result may be attributed to the measurement ingnimsed. Although strong empirical
support exists for the CES-D as a reliable measuassess a number of depression
characteristics (e.g., type and duration; KnighilJis¥ns, McGee, & Olaman, 1997) for
use across demographic categories (e.g., racegegemt! age; Roberts, Vernon, &
Rhoades, 1989), it has been shown to produce palsiéves ranging from 15% to 20%.
Use of a higher cut-off point might have been iated (Boyd, Weissman, Thompson, &
Myers, 1982; Zich, Attkisson, & Greenfield, 1990).

The purpose of this study was to evaluate thenateronsistency reliability and
construct validity of the Spanish version of theB&short form, which has
demonstrated strong psychometric properties withligim-speaking U.S. samples. Taken
together, the study provided support for the Sgasisrt version’s internal consistency
reliability and limited support for its construclhdity with a sample of Latinos.

The BADS-SF demonstrated acceptable nearing gdechad consistency (IC)
reliability. This is congruent with findings frothe validation of the short form with
English-speaking samples, which showed that theris demonstrated good IC.
However, unlike the original validation study, riswf the current study suggested that

IC would improve with item deletion. The IC of tBganish version would reflect good
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internal consistency with the removal of eitheRafems (i.e., ltems 6 or 8, which load
on the Avoidance factor), the strength of which ldancrease by eliminating both items.
Good internal consistency was also observed foAtiwation subscale and although
deletion of an item (i.e., 9) would improve itsiabllity, the gain is negligible. The
Avoidance subscale, however, showed poor intermasistency, which would remain in
that range even after removal of the item (i.ec@)tributing the least to its IC. The
removal of Iltem 8 should be considered given thidrdental effect it has on the total
scale and the Avoidance subscale’s ICs.

Support was garnered for the validity of the me@suronstructs given that the
expected associations with related constructs Yeened. The measure of activation
showed an inverse relationship with depressioacoordance with the original short
form validation study and consistent with the BAdabprediction. Greater activation
and life engagement was related to lower depressivgtoms. The concurrent validity
of subscales was also obtained as the same pathsrobserved. The BADS’
relationship with the functional health scale lenther support for its concurrent
validity, as greater activation and life engagenvesis positively related to greater
functional general and physical health.

Although criterion-related validity results suggebthe construct validity of the
Spanish version of the BADS-SF, further and maregent analyses did not. As
indicated by most indices of overall model fit, tin-factor model identified in the
Manos et al. (2011) validation study was not regied with the current sample data of
Spanish-speaking Latinos. The assumption cannotduke that the model generalizes to

a large segment of the U.S. population. Thusutieeof the BADS with this
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demographic group is not recommended as empinggdat for its validity as an
acceptable measure of activation and avoidancethiglkdemographic group was not
obtained. However, the results obtained may beifsp& the procedures implemented
in evaluating the two-factor model with this sampkaurther evaluation of the two-factor
model that corrects for potential methodologicalgems is needed.

Several methodological decisions may have congibtd the poor fit of the
BADS-SF related to model specification, sample datal model estimation. Although
the evaluation of the two-factor solution was castdd based on substantial empirical
and theoretical grounds, a solution with more es actors may demonstrate better
model fit, such as a one-factor solution. Furthies,relationship between the indicators
and latent factors may have been incorrectly sgetifFor instance, it could be that an
indicator loaded on Activation should also be lahda the Avoidance factor, or that the
indicator loads well on the Avoidance factor but the factor to which it was designated.
Misspecification may also be due to the incorresuaption that the covariation among
indicators that load on the same factor is solelky th the latent construct being measured
and is not a result of systematic measurement.eAsrindicated above, this assumption
was made in specifying the two-factor BADS shortfanodel.

The adequacy of the sample size was determined lo@sguidelines that are
inherently limited. These are based on modelsdantal that are different from those used
by applied researchers, and therefore such rulgsuaib lack generalizability.

Moreover, the size of the sample required will depen a number of components of the
study’s design. The sample data showed some mplaf assumptions. In particular,

the assumption of multivariate normality was ndlyftenable because, although kurtosis
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was acceptable, data were skewed. The violatidhi®fssumption holds implications
for model estimation given that the use of the Mtireation method is contingent on
meeting this assumption. Although the assumptios med entirely violated and ML is
robust to minor departures in normality, an altéugeestimation method may provide
more accurate goodness-of-fit statistics and ridiatandard errors of parameter
estimates.

In further evaluating the factor structure of th&ES with the current sample, the
following steps are recommended. Evaluation ofst@dardized residuals and
modification indices may help identify potentialusces of strain that may inform model
re-specification. Correlated errors may be preséhese will need to be identified and
included in the re-specified model. These erroay tve reflected in large standardized
residuals, modification indices, and EPC valuesaddition, a method for determining
whether the current sample size is suitable shioelldmployed in order to determine
whether adequate power can be achieved and whmdhemeter estimate precision can
be attained. The Satorra and Saris power anapgigach is the most commonly used.
Finally, use of an alternative estimation methotddresuited for non-normal continuous
data is the robust ML. In contrast to the othengwnly used estimators (i.e., weighted
least squares), behaves well with relatively sisathple sizes.

Given the potential and existing limitations idéetl in the procedures used to
evaluate the 9-item BADS’ factor structure, theaasion that the model does not fit the
sample data and that the scale may not be a vaasune for the population under study
may be premature. Although the fit indices sugegkgioor model fit as a whole, some

did suggest acceptable overall model fit.
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Important to note is that the quality of the sangdéa is not tenable. It is difficult
to assess the success of the systematic proceatimpted in helping to identify and
remove poor responders from the sample. Moreawverpossible that those removed
from the sample shared characteristics and cotesfitu subsample. For instance, if a
common problem was respondent lack of familiaritthweompleting paper
guestionnaires containing likert scales, then #meaining sample may consist of more
educated participants. If poor responders hadigeovcleaner data and had been
included in the sample, they may have impacteddhbelts. Future efforts at evaluating
the BADS-SF with samples of this demographic pagatawill need to identify better
data collection procedures that are more likelgrtmduce unbiased samples.

Given the clear differences between the recruitrsgatpopulations across a
number of demographic and clinical characteristosducting the analytic plans
separately might have shed light on the currenlifigs. Specifically, it is possible the
model would fit the data provided by one subsarbplter than the other. Given that the
clinic sample was more depressed, demonstrate@éphwrctional health outcomes, and
was less education, it is possible that they hacerddficulty completing the scale and
produced more invalid responding.

Differences in acculturation-related variablestertsuggest that testing the
model by recruitment site may be advantageousticRants recruited at the festival may
be more acculturated, as suggested by two indgafticacculturation, greater length of
time residing in the U.S. and higher SES. Lendtnee in the U.S. has been used to
operationally define socialization into Americartate and society (e.g., Vega et al.,

1998; Norris, Ford, & Bova, 1996). SES has beentifled as an important correlate of
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acculturation (Negy &Woods, 1992). Indeed, theitpasassociation between the two
variables has been found among Latinos across @k&tors. Moreover, it is often
controlled for when examining the impact of accdtion on a given variable (e.g.,
Cuellar & Roberts, 1997). If Latinos recruitedlta festival are in fact more acculturated
to the U.S., they may share greater cultural vagamith the Manos et al. (2011)
validation study samples than Latinos recruitethatclinic. Festival participants’
seemingly stronger Spanish language preferencerdaescessarily suggest low U.S.
acculturation. Although Latinos recruited at thstival may be highly acculturated to
the U.S., they may be simultaneously and similadgulturated to the country of origin,
as suggested by a bidimensional model of accuituréMarin & Gamba, 1996). These
potentially meaningful differences may indicatetté@aluating the measure with the
festival subsample only may produce a more vabtidéits underlying model.

Additional considerations for further evaluating thwo-factor model with Latino
samples generally and the current sample spedyfical’e been identified. In designing
a future study to examine the validity of the BARI&ta collection methods that are more
likely to produce quality, unbiased data will neede implemented. Administration of
the BADS by the investigator may address the patleptoblems of low literacy, lack of
familiarity with the self-report questionnaire meth or random responding. In addition
to modifying the procedures to conduct CFA in thieife, further evaluation of the fit of
the two-factor solution with the current sample rbaybest conducted using festival data,
if the sample can be enlarged as the current sasigddends insufficient power. These
steps may produce more encouraging results of dasune’s generalizability to Latinos.

If demonstrated, future studies will need to esshlthe tool’'s measurement equivalence.
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In order to meaningfully compare the results olgdifrom non-Latino White and Latino
responders, it will need to be shown that the BAD&Rasures the same construct with
members of these cultural groups.

Study 2

The study objective was to supplement the restltiseoprevious set of analyses
by examining the psychometric properties of thenBaversion of the 9-item BADS
with a small sample of depressed Latinos. Speijicthis involved further evaluation
of the measure’s internal consistency reliabilitg @riterion-related validity, as well as
an initial evaluation of its predictive validityJnlike previous findings, results of the
current study do not lend support for the scalefernal consistency reliability. Although
some support for the measure’s construct validag wbtained from an evaluation of
criterion-related validity, supportive findings veenot garnered from an examination of
its predictive validity using single-subject andgp methods.

The sample mostly consisted of low-income, fenpaleicipants of Mexican
descent of approximately 38 years of age. Modigyaants were unemployed.
Primarily foreign born, the average participant heslded in the U.S. for over fourteen
years. Over half of the participants were highdpieessed at the start of treatment and
over a third dropped out of therapy.

Overall, the short form demonstrated very pocgnmal consistency reliability, as
the nine items did not correlate well with eacheothFurthermore, whereas two items
showed a moderate relationship with the total sé¢ale did not show any association.
Even though item deletion would result in some iovement, the gain would not be

meaningful as the scale’s internal consistency doeinain in the poor range. Poor
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internal consistency was also found for both sulescaAlthough item deletion would

lead to some improvement, the Avoidance subscédenal consistency would continue
to be questionable. The Avoidance subscale’snataronsistency was unacceptable and
could not be meaningfully improved. Taken togethise scale’s internal structure is
poor, suggesting that the items do not measursahe constructs, and it cannot be
considerably improved through item deletion.

Observed associations between the BADS short &mancriterion measures are
partially supportive of the scale’s concurrentd#ji. As predicted by the BA treatment
model, greater activation was found to be assatiatth lower depression, as measured
by a self-report instrument. These findings arth lmonsistent with concurrent validity
results of the BADS-SF validation study (Manoslet2011) and those of Study 1.
However, these findings were not replicated withraerview-based depression
assessment instrument. Also in line with the BAdelpgreater activation was found to
be positively associated with greater quality td,las indicated by enjoyment and life
satisfaction. Greater activation was positivelgted to greater general functional health
but in contrast to the results of Study 1, it wasassociated with greater physical health.
Surprisingly, the Activation subscale was not asged with any of the criterion
measures with the current sample even though idyStuthe subscale showed strong
and moderate associations with depression andifunatthealth, respectively. These
findings are also inconsistent with results obtdibhg Manos et al. (2011), which showed
large associations between the Activation subsaradea measure of depressive
symptoms (i.e., CES-D) as well as with the samesmeaof quality of life (i.e.,

QLESQ). However, results of the Avoidance subsaadee consistent with predictions
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based on the treatment model, as decreases inaaneeidvere related to decreased
depression and increased quality of life and fumati physical health.

Regression analyses were conducted to examindharhattivation, as measured
by the BADS, could account for observed decreaségpression at the end of acute
treatment independent of depression at the stareafment and treatment modality.
According to the psychopathology model of deprassiacreases in healthy behaviors
and decreases in avoidance result in decreaseprassive behaviors. This represents a
simplified description of a behavioral model of degsion. However, it provides
background for the hypothesis that increases itthhebehaviors and decreases in
avoidance, hence activation, account for improvemendepression associated with
psychotherapy generally. Behavioral changes thatrapass activation can be said to
occur in treatments other than BA, such as CBTthalgh the aim of CBT is to modify
cognition to alleviate depression, the changehiimking are often intended to lead to
changes in behavior, such as engagement in noestat behaviors and less avoidance
behaviors. Thus, analyses aimed to determine whatttivation explained changes in
depression irrespective of treatment could shigig lon the construct’s validity as a
predictor. However, activation was not founckxplain the observed depression
changes, as measured either by self-report owvieterbased measures, at the end of
acute treatment or six to nine months after. Thupport for the construct validity of the
measure was not found as the BADS-SF did not preéjression scores.

According to the BA treatment model, activation mages depression change.
More specifically, BA treatment is theorized tonease levels of activation which

explain later decreases in depression. Singleestilpta were used to evaluate whether
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activation predicted depression scores from sedsisassion. Changes in activation
were expected to lead changes in depression vilikiBA treatment group more so than
within the TAU condition given that activation iA& theorized mechanism of change
and such a mechanism was not specified for the adegm condition. However, support
for activation as a stronger predictor of deprassitores for the BA condition than for
the TAU condition was not found. Specifically, thesociation between the average
activation score at a given session and a depressre at the following session was not
different for the BA condition than it was for thidU condition. However, important to
note is that, overall, a greater number of staddliy significant correlations suggesting
that activation led changes in depression was ebdartompared to correlations
supporting the opposite temporal relation. Morepmearly all of these correlations were
observed within the BA condition. No evidence i@sd to suggest that one temporal
relation better accounted for change across ses#iam another independent of
condition. In other words, there was no differebetwveen the average BADS leads BDI
and BDI leads BADS cross-lagged correlations. Givase results and that the BADS is
hypothesized to measure activation, the measuretigive validity was not fully
supported. Thus, single-subject data lend limst@oport for the measure’s construct
validity.

Future evaluation of the measure’s internal coasst should involve use of an
alternative method. Although the Cronbach’s alighthe most commonly used and
reviewer accepted measure of item homogeneitys(8gt 2009), it has been argued that

the use of alpha as a measure of internal consisiemot justified. Given that alpha is
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commonly used in applied research, it is recomme it a supplemental method be
identified and employed.

Consistent with previous findings of the BADS shorim’s concurrent validity,
the current study also produced some supportivbrigs. However, results of an
evaluation of depression and activation using tR&SB showed unexpected findings as
an association was not found. This finding maybestionable as the Spanish version of
this measure did not perform as expected with tineeat sample. Namely, outcome
results were inconsistent with the results of #léreport measure of depression change;
a viable explanation has not been produced. Toexefack of support for the concurrent
validity of the nine items using this measure sbdake this into consideration.

Lack of support for the measure’s predictive véidtemming from results of the
regression analyses may be at least partiallyoated to the small sample size. Future
investigation of the BADS as a predictor of depi@sshange should be conducted with
a sufficiently powered sample. In fact, based amawonservative guidelines for
determining the adequacy of the sample size, themrusample was considerably
underpowered (N > 50 + 8m, m = number of indepenhdanables; Tabachnick and
Fidell, 2007). In addition, results may have bdetrimentally influenced by problems
associated with the use of the HRSD noted abowturé& regression analyses should
evaluate whether activation predicts depressioresdor the BA condition only.

Cross-lagged correlation analyses lent limitedosuipfor the predictive validity
of the BADS, as more statistically significant BADEads BDI cross-lagged correlations
were found in the whole sample and these were pifynabserved within the BA

condition. However, unlike what was predicted aaidrtg to consideration all
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correlations (i.e. significant and non-significanb)is temporal relationship was not
observed more among individuals treated with BAnttheose provided with TAU.

Session-by-session data may be more sensitivectinagnting when in the
course of treatment activation and depression asatake place. In the case of the
current study, it offered an opportunity to obsectianges within the span of
approximately one week. However, much can takeeplathin one week. Changes in
activation that then lead to changes in depressaornoccur within the week, and may not
be reflected at the time of self-report. For instg a client may have been highly
activated early in the week, then experienced iwgmaents in depression, and reduced
the level of activation by the end of the week, athcoincided with his or her next
session. The client may not consider the measurstaictions that request that he or she
consider the last week and instead, may reponatatn based on the previous two or
three days. Thus, future studies of activation psedictor of depression throughout BA
treatment should be designed to be more sensttitieese changes by increasing the
number of data collection points in between session

Summary

Taken together, support for the measure’s reltgahd validity with Spanish-
speaking Latinos is mixed. The results of Stugydvided support for the scale’s
internal consistency reliability and some supportthe scale’s concurrent validity, but
the scale’s two factor structure was not validatgt the confirmatory factor analysis
(CFA) employed. In applied research, it is notammon to observe the need to re-
specify a CFA models to obtain a valid fit, andtprocess was not undertaken as part of

this project. Given the need to consider modealpesification and thus, further
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evaluation of the BADS-SF two-factor model, the dasion that the model does not fit
the sample data is premature. Furthermore, thesesasae indication of meaningful
differences between the festival and clinic samplagparticular, it was observed that
participants at the two sites may have had sigmificultural differences, with the
festival sample being more similar to the origiBADS-SF validation sample, which
was comprised primarily of English-speaking nonsh@tVhite individuals. The finding
led to the hypothesis that further evaluation eftfeasure’s psychometric properties
would require making a distinction between more l&sd acculturated Latinos. Given
that the festival participants might share cultsialilarities with the English-speaking
sample, a logical next step in further evaluatimgineasure might be to investigate the
re-specified model with a festival sample. Howeeamploring this hypothesis requires a
larger sample than the one obtained and can threratid be conducted at this time.
Results obtained in Study 2 with the depressedcdimmple suggested low
internal consistency reliability. There was somport for the scale’s concurrent
validity and limited support for its predictive \dity. Findings obtained through
aggregated data analyses indicated that the BARS wlot predict outcome scores.
Single-subject data suggested that activation ahéetydepression change to a
statistically significant degree for over half @rpicipants whose session data were
examined, almost all of whom were in the BA comditi However, scores on the BADS
do not lead changes in depression within the BAd@mn more than in the TAU
condition and in examining the sample as a whaleg\ndence was found that activation

led depression change more than depression lachicti change.
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To summarize, in Study 1 the BADS psychometric props were acceptable as
it relates to both internal consistency reliabiltyd construct validity. Factor analysis
results are considered inconclusive given methagcdd limitations and meaningful
differences observed among participants at thesites. As the measure stands, its
factor structure may be replicated in data obtain@th a sample with cultural
similarities to the original validation sample. Study 2, in which clinic site data were
used, the measure did not perform as strongly peewious research. Internal
consistency was lower than acceptable, the asswdbund with related measures in
previous studies were not replicated, and the measpredictive value was not
demonstrated.

The question of why the BADS-SF was not fully suped by data obtained from
Spanish-speaking participants, particularly in $tAdstems from these findings. One
possibility is that the translation of the BADS-B&ms presents some limitations. It may
be that the translated items do not capture thenmgaf the items as they were
developed in English or that the syntax utilizegiferes with participants’ ability to
determine what is being asked. Item translationtmiirther consideration as a possible
contributor to the measure’s performance. Howeeslts obtained across the two
studies suggest that the explanation lies elsewdsetke measure demonstrated
acceptable psychometric properties in Study 1.

Another potential explanation for the measure’sqrarance may be that the
nature of the constructs varies across culturée Avoidance subscale raises this
concern in particular given its performance actbsstwo studies. Specifically, in Study

1 the subscale's internal consistency was low mu&tudy 2 it was poor. Although the
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avoidance items may be well translated, the natlitee avoidance construct may be
different for Spanish-speaking Latinos than foirtlglish-speaking counterparts. As
indicated earlier, the experience, meaning, andesgon of symptoms are in fact not
universal (Kleinman & Good, 1986). Although avaida may be a phenomenon
relevant to Latino depression, the behavioral nestétions of avoidance among Latinos
may be distinct. Shared culture or other factoes, (heeds determined by SES) may
influence which avoidance behaviors are acceptaideexpressed (Crocket et al., 2005).

Items 6 (“Most of what | did was to escape fronagoid something unpleasant.”)
and 8 (“| engaged in activities that would distran from feeling bad.”) made limited
contributions to internal consistency in particuldihese items may be reflective of
functional avoidance, a more proactive form of daoice that has been observed in
depressed clients at the clinic. Although depmsde clients demonstrate engagement
in day to day activities. Participants may remeaigaged given the need to meet basic
needs. For instance, a depressed woman may attgkdvithout missing a day due to
the need to provide for her children. As previgusbted, participants were largely low
income, particularly those recruited at the clinRarticipants may also remain engaged
because escape and distraction are consideredadeaqnd perhaps ideal solutions to
counteract the depression and may be encouragetinpers of a person’s social
support system and the community at large. Gile) tlients may not engage in or may
be less likely to engage in simple avoidance, neasted in behaviors reflective of
“shutting down.”

The potential difference in the manifestation obidance between Latinos and

non-Latino White individuals has implications foeasuring the construct. The items
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used to assess avoidance may need to be consfderaddification or deletion. For
instance, given that items 6 and 8 may measurditunat avoidance, their replacement
with items that measure simple avoidance may bieated. Further consideration of this
issue in further evaluating the measure will neebd considered, especially in light of
the possibility that simple avoidance may be argfeo predictor of depression.

Yet another possibility is that the analysis ofihatdepression, namely its
proposed congruence with a behavioral understarafidgpression, is misconceived.
The short form of the BADS was evaluated with arfigfaspeaking sample given the
conclusion that the model of depression underl{Agmapped on to the Latino
experience. Given this, it was further concludeat the constructs of activation and
avoidance might conceivable play a role in Latindbepression. The evidence acquired
through these findings could be taken to suggesttkie conclusion was incorrect.
However, such a conclusion would be considered atara and severe given that some
support for the measure was acquired.

Also important to consider is that challenges mayeharisen with the
administration of the scale. In particular, pap@mts may have been negligent in their
responding, an issue that might be especially agieamong clinic participants in Study
2. In addition to completing periodic, full asseesnts, participants were asked to
complete questionnaires from week to week. Howedhere is no evidence for this
position. Another possibility is that issues rethto low education and lack of
familiarity with self-report instruments led to iakd responding. However there is no
evidence for this position either. Whether or adtinistrative challenges played a role

in producing problematic data is unclear. Howetleg,development of protocols for the
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collection of date for future evaluation of the ma@ will benefit from identification of

potential obstacles of this nature.



Table 1

Study 1 Participant Demographic and Clinical Chaeatstics
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Clinic Festival Full sample
Characteristic (n=92) (n=93) (N = 185)
Preferred langauge** 83 (90.2) 92 (98.9) 175 (94.6)
Gendern (% female)** 75 (81.5) 58 (62.4) 133 (71.9)
Age: M (SD) 35.72(10.33) 36.48(11.4) 36.1(10.86)
Employment Status (%)**
Unemployed 60 (65.2) 41 (44.1) 101 (54.6)
Employed full-time 16 (17.4) 35 (36) 51 (27.6)
Employed part-time 14 (15.2) 16 (17.2) 30 (16.2)
: ok $11,533 $29,160 $22,990
income:M (SD ($11,431) ($26,528) ($23,886)
Highest grade completetit (SD)  10.34 (3.29) 11.41 (3.2) 10.89 (3.28)
Marital statusn (%)**
Common law relationship 24 (26.1) 16 (17.2) 40 (21.6)
Married 28 (30.6) 56 (60.2) 84 (45.4)
Separated 6 (6.5) 4 (4.3) 10 (5.4)
Divorced 12 (13) 1(1.1) 13 (7)
Widowed 1(1.1) 0 (0) 1(.5)
Never married 17 (18.5) 14 (15.1) 31 (16.8)

Children:n (% yes) 83 (90.2) 75 (80.6) 158 (85.41)
No. of childrenM (SD) 3.42 (3.65) 2.8 (1.79) (2.9
No. of children living with

participantM (SD) 2.42 (1.82) 2.3 (1.43) (1.65)

Years in USM (SD)*
Latino subgroup identityn (%)**

15.48 (11.61)

20.17 (13.87)

17.83 (12.97)

Mexico 52 (56.5) 85 (91.4) 137 (74.1)
Puerto Rico 40 (43.5) 8 (8.6) 48 (25.9)
Religious Preferencer (%)
Catholicism 59 (64.1) 81 (87.1) 140 (75.7)
Protestantism 4 (4.3) 0 (0) 4(2.2)
Other 22 (23.9) 8 (8.6) 30 (16.2)
No religious preference 6 (6.5) 4 (4.3) 10 (5.4)
Importance of religioh M (SD) 6 (1.6) 5.9 (1.49) 5.97 (1.54)
Engagement in religious
activities: M (SD) 3.63(2.1) 4.48 (1.92)  4.07 (2.05)
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Table 1 (continued)

Study 1 Participant Demographic and Clinical Chaextstics

Clinic Festival Full sample
Characteristic (n=92) (n=93) (N = 185)
CES-D:M (SD)** 27.26 (14.83) 19.35(10.71) 23.28 (13.48)
CES-D symptom severityt (%
high) 64 (69.6) 57 (61.3) 121 (65.4)
BADS-SF:M (SD)** 27.8 (6.9) 31.52 (6.89) 29.73(7.12)
Activation:M (SD)* 14.41 (7.79) 18.25 (6.47) 16.4 (7.37)
AvoidanceM (SD)* 13.52 (5.43) 13.2 (5.7) 13.36 (5.55)
SF-36 itemsM (SD)** 2.77 (.71) 3.18 (.5) 2.99 (.64)
Physical healthivl (SD)** 2.74 (.72) 3.16 (.51) 2.96 (.65)

Note.CES-D = Center for Epidemiologic Studies Depres§oale, BADS-SF =
Behavioral Activation for Depression Scale - Shastm, SF-36 = Short Form 36-
item Health Survey’Scale 1-7, where 7 = very importaPcale 1-7, where 7 = a

lot of participation. * p < .05, ** p <.01.
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Table 2

Study 1 Internal Consistency Coefficients for theeth BADS

Corrected S_cale . Squared Alpha if Item

Item-To_taI Variance if Multlpl_e Deleted

Correlation Item Deleted Correlation
Item 1 (Reversed) .67 77.87 49 75
ltem 2 .68 75.39 .61 74
Item 3 .65 74.81 57 .75
ltem 4 .58 78.06 .55 .76
ltem 5 .68 73.63 .62 74
Item 6 (Reversed) 2 88.91 2 .81
Item 7 (Reversed) .53 76.54 .37 .76
Item 8 (Reversed) -.04 96.76 .16 .83
Item 9 49 80.46 .36 T7

Note a = .79, = 98.99n = 173.



Table 3

Study 1 Internal Consistency Coefficients for thB-SF Subscales

Corrected Scale Squared

Item-Total Variance if Multiple Alpg;;fuletgm
Correlation Item Deleted Correlation
Activatior’
ltem 2 .76 35.47 .6 .83
Item 3 .69 35.63 .53 .85
ltem 4 73 35.61 .56 .84
Item 5 .76 34.03 .6 .83
Item 9 57 38.6 .35 .88
Avoidanc@
Item 1 (reversed) .36 15.84 24 A7
Item 6 (reversed) A4 14.34 16 44
Item 7 (reversed) 42 12.99 27 41
Item 8 (reversed) 2 16.2 .09 .6

Note %0 = .87, = 54.33n = 179.°0. = .56,5° = 22.98n =179.



Table 4
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Study 1 Correlations of the Association betweerBIlBS-SF and Criterion Measures

BADS-SF BADS-SF
Ti?gss-ti)ﬁe Factor 1 Factor 2
Activation Avoidance
-.B67** -.58** AT
CES-D (n=173) (n=179) (n=179)
56** A49** -39
SF-36 subset (n= 163) (n= 169) (n= 166)
: B57** 5** -.4%*
Physical Component Summary (n=163) (n=163) (n= 166)
19* 2** .03
General health (Item 2) (n=172) (n=178) (n=178)

Note *p < .05, *p < .01
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Table 5

Sample Data for CFA for the BADS Two-Factor Model

Activation Avoidance
BDSF2 BDSF3 BDSF4 BDSF5 BDSF9 BDSF1 BDSF6 BDSF7 B®S

BDSF2 1.000

BDSF3 .630 1.000

BDSF4 .590 .666 1.000

BDSF5 .705 .598 .648 1.000

BDSF9 .539 410 .462 .510 1.000

BDSF1 -.492 -391 -365 -448 -272 1.000

BDSF6 -.191 -.140 -106 -103 -.238 .270 1.000

BDSF7 -.322 -397 -268 -353 -.270 .361 379 1.000

BDSF8 -.012 .023 .033 -.055 -.028 .150 311 .222 1.000
M 336 252 335 335 3.76 3.21 318 3.6 3.29
SD 1.74 185 177 188 1.76 205 2,03 203 213

n 184 180 185 184 185 184 184 179 185




Table 6

Parameter Estimates for the Two-Factor BADS Model

Standardized
Unstandardized Solution Solution

Path ParameterEstimate = SE Estimate SE
Act -> BDSF2 M (fi}(.gd) .8318 .03
Act -> BDSF3 A2 .9629 .0875 7572 .038
Act -> BDSF4 A3 9132 .0838 7521 .0385
Act -> BDSF5 g 1.0830 .0863 .8358 .0296
Act -> BDSF9 As 7246 .0889 5975 .0537
Avo -> BDSF1 As (fi:>L<.eOd) .8709 .0551
Avo -> BDSF6 A7 .2826 1105 2161 .0806
Avo -> BDSF7 Ag .8503 1323 .5846 .0617
Avo -> BDSF8 Ao .0219 1165 .0157 .0838
BDSF2 -> error 1 31 .9303 1373 .3081 .0499
BDSF3 -> error 2 32 1.441 .1849 4267 .0575
BDSF4 -> error 3 O3 1.3375 .1706 4343 .0579
BDSF5 -> error 4 04 1.0573 1579 3015 .0495
BDSF9 -> error 5 5 1.9749 2278 .6429 .0642
BDSF1 -> error 6 d6 .6029 2351 2415 .0960
BDSF6 -> error 7 d7 3.0884 .3366 .9532 .0348
BDSF7 -> error 8 s 2.6376 .3302 .6583 0721
BDSF8 -> error 9 dg 3.6531  0.3939 .9998 .0026
Act <-> Avo (3 1.5214 .2299 .7650 .0588




Table 7

Study 2 Participant Demographic and Clinical Chaextstics
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BA TAU Full Sample
Characteristic (n=21) (n=21) (N =42)
37.66
Age:M (SD) 38.67 (11.7) 36.6(9.53) (10.62)
Gendern (% female) 16 (76.2) 18 (85.7) 34 (81)
Country of Origin:n (%)
Mexico 14 (66.7) 15 (71.4) 29 (69)
Puerto Rico 6 (28.6) 3(14.3) 9 (21.4)
Other 1(4.8) 2 (9.5) 3(7.1)
Marital statusn (%)
Common law relationship 6 (28.6) 6 (28.6) 12 (28.6)
Married 5(23.8) 6 (28.6) 11 (26.2)
Separated 3(14.3) 4 (19) 7 (16.7)
Divorced 3(14.3) 0 (0) 3(7.1)
Widowed 0 (0) 1(4.8) 1(2.4)
Never married 3(14.3) 2 (9.5) 5(11.9)
Income:n (%)
< $10,000 9 (42.9) 10 (47.6) 19 (45.2)
$10,001 - $20,000 6 (28.6) 5(23.8) 11 (26.2)
$20,001 - $30,000 2 (9.5) 3(14.3) 5(11.9)
$30,001 - $40,000 1 (4.8) 2 (9.5) 3(7.1)
Employment Statusi (% unemployed) 11 (52.4) 12 (57.1) 23 (54.8)
Years of schoolingM (SD) 10.5(3.05) 8.86(4.24) 9.78 (3.65)
Born and raised in the U.S.: n (% no) 18 (85.7) 15 (71.4) 33 (78.6)
17.44 14.71
Years in US: M (SD) 12.28 (8.91) (11.47) (10.37)
Dropout Statusn (% no) 16 (76.2) 10 (47.6) 26 (61.9)
No. Sessions Attendet¥ (SD) 7.43 (4.49) 4.43(3.63) 5.93(4.31)
BDI-II: M (SD)
Pre-treatment 29.24
34.38 (9.19) (10.27) 31.81 (9.97)
Post-treatment 18.17
17 (16.73) (15.27) 17.47 (15.9)
23.17 19.85
6-9 Month Follow-up (19.39) 17 (15.78) (17.46)
BDI-Il Severity" n (% high) 15(71.4)  10(47.6)  25(59.5)
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Table 7 (continued)

Study 2 Participant Demographic and Clinical Chaextstics

BA TAU Full Sample
Characteristic (n=21) (n=21) (N =42)

HRSD:M (SD)

Pre-treatment 21.05 (3.75) 20.86 (5.33) 20.95 (4.55)

Post-treatment 11 (9.14) 12.83(9.7) 11.79 (9.26)

6-9 Month Follow-up (18:;% 13.14 (8.65) 14.72 (9.6)
HRSD Severit§: n (% high) 12(57.1)  12(57.1) 24 (57.1)
BADS-SF 18.62 (7.04) 23.7(5.4) 21.1(6.73)

Activation 6.81 (5.28) 10.95 (2.74) 8.83 (4.68)

Avoidance 11.81 (4.43) 12.43(4.2) 12.12 (4.28)
SF-12

MCS 20.1(5.99) 22.86(9.16) 21.51(7.81)

44.19

PCS 39.0(8.94) (10.49)  42.1(9.89)

QLESJ 33.95 (5.37) 34.33(7.09) 34.15 (6.23)

Note.HRSD = Hamilton Rating Scale for Depression, BADS=SBehavioral
Activation for Depression Scale - Short Form, SF=12hort Form 12-item Health
Survey, QLESQ = Quality of Life Enjoyment and Stattsion Questionnaire.

®HRSD> 20 = high severity’BDI-Il > 29 = high severity’Pre-treatment score.
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Table 8

Study 2 Internal Consistency Coefficients for theeth BADS

Corrected Scale Squared

Item-Total Variance if Multiple Alpg;;fuletgm

Correlation Item Deleted Correlation
Item 1 (Reversed) -1 44.85 31 .53
Item 2 2 39.35 31 43
Item 3 A5 43.09 2 45
ltem 4 .29 37 46 .39
Item 5 A2 38.17 A1 46
Item 6 (Reversed) .36 32.95 2 .35
Item 7 (Reversed) .06 40.97 3 48
Item 8 (Reversed) 3 34.6 19 .38
ltem 9 4 32.58 .35 .33

Note o = .46,5° = 45.24.n = 41.



Table 9

Study 2 Internal Consistency Coefficients for th®B-SF Subscales

Scale ,
Corrected Variance if Squared  Alpha if

Item-Total tem Multiple Item
Correlation Correlation Deleted

Deleted

Activation®
Item 2 .34 15.7 2 .39
Item 3 14 20.34 A .5
Item 4 49 13.51 .38 .28
Item 5 .08 16.5 .07 .59
Item 9 .37 12.97 .29 .35

Avoidancé

(re\'/teerr:eﬁ) 16 13.88 21 32
Iltem 6

(reversed) .28 10.7 A1 .16

(re\'/teerr:eg) 25 12.14 12 21
Iltem 8

(reversed) .07 13.43 13 A2

Note %u = .49, = 21.9.n = 41.’q = .35, = 18.3,n = 42.
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Table 10

Study 2 Correlations of the Association betweerBlRBS-SF and Criterion
Measures

BADS-SF BADS-SF
TBO?SSS?OI?e Factor 1 Factor 2
Activation Avoidance
-2 -11 A6**
BDI-I (n=41) (n=51) (n=42)
.03 -.16 21
HRSD (n= 41) (n= 41) (n= 42)
SF-12
Mental Component -.09 14 -.27
Summary (n=40) (n=40) (n=41)
Physical Component -.3 -.07 - 44
Summary (n=40) (n=40) (n=41)
QLESQ -.08 19 -.38*
(n=40) (n=40) (n=40)

Note.*p < .05, *p < .01.



Table 11

Study 2 BADS Predicts BDI and BDI Predicts BADSsS#agged Correlations
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Cross-lagged correlations

BADS predicts BDI  BDI predicts BADS  \0: of data
points
BA
11 -0.59+ 0,62+ 9
14 -0.58" 0,84+ 10
26 0.78% -0.65+ 8
45 -0.78** 0.61 8
54 0.27 -0.19 12
58 0.63* 0.81%+ 11
62 1094 -0.84% 12
68 0.1 0.37 12
78 0.57* 0.05 12
03 0.62* -0.41 11
114 0.26 0.01 8
119 0.68* -0.08 12
122 0.5 -0.67* 11
TAU
17 0.08 0.10 9
40 0.74* 0.65 12
41 0.61 0.27 8
72 0.24 0.21 12
73 0.51 0.46 8
87 -0.42 0.32 9

Note. ** p < .01, *p < .05., *p < .1. Analyses were controlled for auto-

correlation. The bootstrapping method was utiligaeen that it is recommended for

small sample sizes (Borckardt et al., 2008).
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Appendix A
Spanish 19-item Behavioral Activation for Depressg&tale (BADS)
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Please read each statement carefully and the ¢irelnumber which best describes how much therseait was
true for you DURING THE PAST WEEK, INCLUDING TODAY.

0 = Not at all
1
2 = Alittle
3
4 =Alot
5
6 = Completely
0 1 2 3 4 5 6
1. | stayed in bed for too long even though | had o o o o o o o
things to do.
2. There were certain things | needed to do that || o ) o o o o o
didn’'t do.
3. | am content with the amount and types of thin¢ o ) o o o o o
| did.
4. | engaged in a wide variety of activities. o ) o) o o o o
5. I made good decisions about what type of o o o o o o o
activities and/or situations | put myself in.
6. | was an active person and accomplished the o o o o o o o
goals | set out to do.
7. Most of what | did was to escape from or avoid| o o o o o o o
something unpleasant.
8. 1 did things to avoid feeling sadness or other o o o o o o o
painful emotions.
9. | tried not to think about certain things. o o o o o o o
10. | spent a long time thinking over and over aboy o o o o o o o
my problems.
11. | kept trying to think of ways to solve a problen| o o o o o o o
but never tried any of the solutions.
12. 1 did not see any of my friends. o o o o o o o
13. 1 was not social, even though | had opportuniti§ o o o o o o o
to be.
14. | did things to cut myself off from other people.| o o o o o o o
15. | took time off of o o o o o o o
work/school/chores/responsibilities simply
because | was too tired or didn't feel like going
16. My work/schoolwork/chores/responsibilities o o o o o o o
suffered because | was not as active as | need
be.
17. 1 only engaged in activities that would distract} o o o) o) o) o o
from feeling bad.
18. | began to feel badly when others around me o o o o o o o
expressed negative feelings or experiences.
19. 1 did things that were enjoyable. o o o) o) o o o
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Appendix B
The Center for Epidemiologic Studies DepressioneSEaES-D)



For the following 20 items,
please select the choice that
best
describes how you have felt
over the past week:

Rarely or
none of the
time
(<1 day)

Rarely or
none of the
time
(<1 day)

Occasionally
or a moderate
amount
of the time
(3-4 days)

Most or
all of the
time
(5-7 days)

—

1. I was bothered by things tha
usually don't bother me.

2. 1 did not feel like eating;
my appetite was poor.

3. I felt that | could not shake
off the blues even with the help
from my family and friends.

4. | felt that | was not as good
as other people.

5. I had trouble keeping my
mind on what | was doing.

6. | felt depressed.

7. | felt that everything | did
was an effort.

8. | felt hopeless about the
future.

9. | thought my life had been a
failure.

10. | felt fearful.

11. My sleep was restless.

12. | was unhappy.

13. | talked less than usual.

14. | felt lonely.

15. People were unfriendly.

16. | did not enjoy life.

17. 1 had crying spells.

18. | felt sad.

19. | felt that people disliked
me.

20. | could not get "going".
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Reference: Radloff, L.S. (1977). The CES-D scakelAreport depression scale for
research in the general population. Applied Psyobaal Measurement, 1, 385-401.
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Appendix C
Short-Form 36-item Version 2 Health Survey (SF-36v2



This survey asks for your views about your hedlthis information will help you keep track
of how you feel and how well you are able to doryesual activities.

Answer every question by circling the answer asceted. If you are unsure about how to
answer a question, please give the best answeramu

1. In general, would you say your health is:
Excellent Very good Good Fair Poor

2. Compared to one year ago, how would you rate yourdalth in general now?
Much better Somewhat About the Somewhat  Much
now than one better now same as one worse NOwW  Worse now
year ago than one year year ago than one than one

ago year ago year ago
3. The following questions are about activities you ngiht do during a typical day.
Does your health now limit you in these activities™ so, how much?

Yes, limited Yes, No, not limited
a lot limited a at all
little

a. Vigorous activities, such as running,
lifting heavy objects, participating
in strenuous sports
b. Moderate activities, such as moving
a table, pushing a vacuum cleaner,
bowling, or playing golf
Lifting or carrying groceries
Climbing several flights of stairs
Climbing one flight of stairs
Bending, kneeling, or stooping
Walking more than a mile
Walking several hundred yards
Walking one hundred yards
Bathing or dressing yourself
During the past 4 weeks, how much of the time hawsu had any of the
following problems with your work or other regular daily activities as a result of
your physical health?
All of the Most of the  Some of A little of the
time time the time time

AT T T@ 020

a. Cutdown on the
amount of time you
spent on work or
other activities

b. Accomplished less
than you would like

c. Were limited in the
kind of work or other
activities

d. Had difficulty
performing the work
or other activities
(for example, it took
extra effort)

5. During the past 4 weeks, how much of the time hawsou had any of the
following problems with your work or other regular daily activities as a result of
any emotional problems (such as feeling depressedanxious)?

All of the Most of the  Some of A little of the
time time the time time

a. Cutdown on the
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None of
the time

None of
the time



amount of time you
spent on work or
other activities

b. Accomplished less
than you would like

c. Did work or
activities less
carefully than usual

6. During the past 4 weeks, to what extent has your pisical health or emotional

problems interfered with your normal social activities with family, friends,
neighbors, or groups?
Not at all Slightly Moderately  Quite a bit Extremel
7. How much bodily pain have you had during the past 4veeks?

None Very mild Mild Moderate Severe Very severe

8. During the past 4 weeks, how much did pain interfex with your normal work
(including both work outside the home and housewonR
Not at all A little bit Moderately  Quite a bit Extmely
9. These questions are about how you feel and how tlgig have been with you
during the past 4 weeks For each question, please give the one answeath
comes closest to the way you have been feeling.

How much of the time during the past #weeks..

All of the Most of the  Some of A little of the

time time the time time
a. Did you feel full of
life?
b. Have you been very
nervous?

c. Have you felt so
down in the dumps
that nothing could
cheer you up?

d. Have you felt calm
and peaceful?

e. Did you have a lot of
energy?

f.  Have you felt
downhearted and

depressed?

g. Did you feel worn
out?

h. Have you been
happy?

i. Did you feel tired?

10. During the past 4 weeks, how much of the time hasyr physical health or
emotional problems interfered with your social actities (like visiting friends,
relatives, etc.)?

All of the Most of the ~ Some of the A little of None of the
time time time the time time
11. How TRUE or FALSE is each of the following statemets for you?
Definitely Most true Don't Mostly false
true know

A. |seemto getsick a
little easier than
other people

B. |am as healthy as
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None of
the time

Definitely
false
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anybody | know
C. | expect my health to
get worse
D. My healthis
excellent
Thank you for completing these questions!
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Appendix D
Demographics Questionnaire



8.

9.

How old are you?
Are you: male
female

Are you: single
married
divorced
widowed
cohabitating

Children

a. Do you have children? yes no

b. How many kids do you have?

c. How many of your kids are living with you?
Are you currently employed? yes no
If you're employed, what is your annual income?
What is your religious preference?

On a scale from 1 to 7, how important is your rieh@

On a scale from 1 to 7, how often do you parti@patreligious activities?

10.What is the highest grade you completed in school?

11.What is your ethnicity? Mexican

Puerto Rican
Other

12.How many years have you lived in the U.S.?
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Appendix E
Hamilton Rating Scale for Depression (HRSD)
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OVERVIEW : I'd like to ask you some questions about the pastw

1. DEPRESSED MOOD

What's your mood been like this past week?

Have you been feeling down or depressed?

Sad? Hopeless?

Have you been crying at all?

In the last week, how often have you felt this
way (PATIENT'SOWN EQUIVALENT)?
Every day? All day?

2. FEELINGS OF GUILT

Have you been especially critical of yourself
this past week, feeling you've done things
wrong, or let others

down? IF YES: What have your thoughts
been?

Have you been feeling guilty about anything
that you've done or not done?

Have you thought that you've brought your
troubles on yourself in some way?

How often have you had these thoughts? Do
these thoughts ever repeat themselves? How
much have they bothered you? Are these
thoughts uncontrollable? Do these thoughts
ever sound like they come from the outside,
like hearing someone else's voice? If so,
whose voice is it? Do you think you're being
punished for something you did?

3. SUICIDE

This past week, have you had any thoughts
that life is not worth living, or that you'd be
better off dead?

What about having thoughts of hurting or even
killing yourself?

IF YES: What have you thought about?

Have you actually done anything to hurt
yourself?

DEPRESSED MOOD (sad, hopeless, helpless,
worthless)

(@pbsent

(Imild: these feeling states indicated only on

guestioning an@re not the predominant mood
state; feels depressed no more than two days or
only intermittently

(2) moderate: these feeling states spontaneously

®3)

(4)

reported; feels depressed more days than not
(i.e., the predominant mood state).

marked: communicated feeling states non-
verbally, i.e., facial expression, posture, voice
tendency to weep; some functional impairment
severe: patient reports VIRTUALLY ONLY
these feeling states in his spontaneous verbal
and non-verbal communication; severe
functional impairment.

FEELINGS OF GUILT:

(0) absent

(1) self-reproach (whether or not there has been
wrongdoing), feels she/he has let people down

(2) ideas of guilt spontaneously expressed.

(3) Presentillness is a punishment; or repeated
intrusive guilty thoughts (i.e., ruminations) over
past errors or sinful deeds.

(4) hears accusatory or denunciatory voices and/or
experiences threatening visual hallucinations;
delusions of guilt.

SUICIDE:

(0) absent

(1) feels life is not worth living

(2) wishes she/he were dead or thoughts of pessibl
death to self (other than suicidal)

(3) suicidal ideas or specific suicide plan

(4) attempts at suicide

SUM OF ITEMS 1, 2, AND 3:
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“Typical” Sleep Items

4. INSOMNIA EARLY
How have you been sleeping over the last
week?

Have you had any trouble falling asleep at the
beginning of the night?

(Right after you go to bed, how long has it
been taking you to fall asleep?)

How many nights this week have you had
trouble falling asleep?

5. INSOMNIA MIDDLE

During the past week, have you been waking
up in the middle of the night? If yes, how
many nights? How often do you awaken?
Do you get out of bed? What do you do?
(Only to go to the bathroom?)

When you get back in bed, are you able to fall
right back asleep?

Have you felt your sleeping has been restless
or disturbed some nights?

6. INSOMNIA LATE
What time have you been waking up in the
morning for the last time, this past week?

Is this earlier than you would like?

IF EARLY: Is that with an alarm clock, or do
you just wake up by yourself?

INSOMNIA EARLY:

©)
@)

)

no difficulty falling asleep

mild and/or infrequent: less than 30 minutes
most nights, or if longer no more than twice
during the past week.

definite and sever, more than 30 minutes on
most nights.

INSOMNIA MIDDLE:

©)
@)
)

no difficulty

mild/ infrequent:. complains of being restless
and disturbed some nights

definite and severe: waking most every night
(except for purposes of voiding); difficulty
getting back to sleep (i.e., more than 30 minutes
most nights) omultiple brief awakenings each
night.

INSOMNIA LATE:

©)

1)

)

Sum of items 4, 5, and 6:

no ditflty

mild, infrequent: wakes earlier than usual
some mornings (i.e., 30 minutes earlier than
desired) orinfrequently (i.e., 1 or 2 mornings).
obvious and sever: wakes 1-3 hours before
usual time and is unable to sleep again.
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Atypical Sleep Items

4A. HYPERSOMNIA (Retires earlier and/or rises later)

HYPERSOMNIA (Retires earlier and/or rises later
than usual. This does not necessarily mean teat th
patient sleeps longer, just spends more time in)bed

When do you go to bed?

Is this earlier than usual (when not depressed) (0) absent

for you?

If yes, how much earlier? (Weekends?)

When do you get up?

(1)mild; less than 60 minutes

(2) obvious and definite;goes to bed more than 60

minutes earlier on most nights
Is this later when not depressed? (Weekends?)

5A. HYPERSOMNIA (Oversleeping, sleeping more than usual)
Compare sleep length to euthymic and notto  HYPERSOMNIA (Oversleeping, sleeping more than

hypomanic sleep length. usual)
If this cannot be established, use 8 hours.
Oversleeping - Have you been sleeping more  (0) absent
than usual this past week?
(1) mild or infrequent: Oversleeps less than 60

minutes.

obvious and definite: Oversleeps more than
60 minutes most days.

If yes, How much more?
(2)
If no, what about weekends?
Sleep length used: (Circle one)
euthymic

6A. HYPERSOMNIA (Napping - excessive daytime sleepiness)
HYPERSOMNIA (Napping. Excessive daytime

Do you take naps? sleepiness.)
(0) absent
If yes, when? How often? How long?
(1) mild or infrequent: naps less than 30 minutes

If no, How about weekends?

)

obvious and definite: sleeps more than 30
minutes most days during naps.

Sum of items 4A, 5A, and 6A:

SLEEP DISRUPTION TOTAL SCORE:

(Enter the sum of items 4, 5, and@Rthe sum of items 4A, 5A, and 6A, whichever is tgga




7. WORK AND ACTIVITIES

How have you been spending your time this
past week (when not at work)?

Do you have your normal interest in doing
(THOSE THINGS), or do you feel you have to
push yourself to do them?

Are you less interested in things like your job,
spending time with family, friends or hobbies?

Have you decreased or even stopped doing
anything?

IF WORKING: Do you feel you are less
efficient or effective at work?

Have you been able to have any fun? How has
your ability to feel enjoyment or pleasure

been?

8. RETARDATION

RATING BASED ON OBSERVATION

DURING INTERVIEW

9. AGITATION
RATING BASED ON OBSERVATION
DURING INTERVIEW
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WORK AND ACTIVITIES:

©)

1)

)

@)

(4)

no difficulty

thoughts and feelings of incapacity, or
disinterest related to activities, work or hobbies;
mild and/or intermittent

decreased interest in activity, hobbies orkwor
most days - either directly reported by the
patient or indirect in listlessness, indecision and
vacillation (feels he/she has to push self to work
or engage in activities)

definite decrease in actual time spent in
activities or decreased productivity due to
depression.

Complete loss of interest. Anhedonia. Stappe
working or engaging in routine activities
because of depression.

RETARDATION (slowness of thought and speech;
impaired ability to concentrate; decreased spowtasie
motor activity; postural change - slumped, stogped

©)
@)

)
@)

(4)

normal speech and thought

mild: slight flattening of affect, fixity of
expression, or minimal slowing of speech
and/or spontaneous movements.

moderate; monotonous voice, delayed in
answering questions, tends to sit motionless.

severe retardation prolongs interview to a
marked degree, slowness of movement and gait
with diminished associated movement.

extreme: depressive stupor, interview
impossible.

AGITATION (restlessness, repetitive "nervous”
mannerisms, frequent posture changes, difficulty

sitting still):

(0) none

(1) mild: fidgety at interview, clenching fists or
side of chair, kicking feet.

(2) moderate: wringing hands, biting lips, pulling
hair, gesturing with arms, picking at hands and
clothes.

(3) severe includes features of (2). In addition,
cannot stay in chair during interview.

(4) extreme: hand-wringing, nail biting, hair-

pulling, biting of lips, almost continual pacing.
Patient looks bewildered and distraught.

SUM OF ITEMS 7, 8, AND 9:



10. ANXIETY PSYCHIC

Have you been feeling especially anxious,
nervous, tense or irritable, frightened and/or
apprehensive this past week?

Have you had a hard time relaxing this past
week?

Have you been worrying a lot about little
unimportant things, things you wouldn't
ordinarily worry about?

IF YES: Like what, for example?

11. ANXIETY SOMATIC

In this past week, have you had any of these
physical symptoms? READ EACH LIST TO
THE RIGHT, PAUSING AFTER EACH
THREE FOR REPLY

How much have these things been bothering
you this past week? (How bad have they
gotten? How much of the time, or how often,
have you had them?)

DO NOT RATE IF SYMPTOMS ARE
ABSOLUTELY AND UNEQUIVOCALLY
RELATED TO A TRANSIENT MEDICAL
PHENOMENON (I.E., MENSTRUATION,
AN INFECTION, OR ACUTE COCAINE
INTOXICATION)
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ANXIETY PSYCHIC:

(0)  no difficulty

(1) mild, i.e., intermittent tension or irritability

(2) moderate worried, tense, anxious or
nervous more often than not; not
incapacitated

(3) severe psychic anxiety symptoms most of
the time; anxiety is the predominant mood
state, incapacitated by psychic anxiety
symptoms.

(4) fears expressed without questionir

ANXIETY SOMATIC - physiologic concomitants
of anxiety, such as: dry mouth, gas, indigestion;
diarrhea, cramps, belching;

constipation, heart palpitations, headaches;

dizziness, hyperventilating, sighing;

having to urinate frequently, sweating,
trouble swallowing

(0) absent

(1) doubtful or infrequent

(2) mild: reports at least several symptoms,
which are not marked or incapacitating

(3) moderate greater number and frequency of
symptoms than (2). Accompanied by more
severe subjective distress with some
impairment of normal functioning

(4) severe symptoms are numerous, persistent
and incapacitating much of the time
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12. APPETITE DECREASE
How has your appetite been this past week?

(What about compared to your usual appetite?)

Have you had to force yourself to eat?

Have other people had to urge you to eat?

12A. APPETITE INCREASE
Are you definitely eating more than usual?

Have you noticed cravings for specific foods,
such as sweets or chocolates?

DECRHASPPETITE:

(GYone

(1) deeawappetite but eating without
encouragement

(2) ndefdecrease; difficulty eating without
urging

INCREASAPPETITE (Change in appetite
marked by increased food intake.)

(0) absent

(1) mild: minimal or slight increase in appetite;
food craving

(2) obvious: definite and marked increase in
food intake.

APPETITE DISTURBANCE SCORE:
(Enter the score for 12 OR 12A, whichever is gngate

SUM OF ITEMS 10 AND 11, PLUS APPETITE DISTURBANCE SCORE:



13. ENERGY
How has your energy been this past week?

Do you tire more easily than usual? If yes
how much of the time?
Have you felt fatigued?

Do you feel heaviness in your limbs or other
parts of your body? How often do you feel this
way? How much has it affected you?

14. LIBIDO

How has your interest in sex been this week?
(I'm not asking you about performance, but
about your interest in sex - how much you
think about it.)

Has there been any change in your interest in
sex (from when you were not depressed?)

Is it something you've thought much about?

15. HYPOCHONDRIASIS

In the last week, how much have your
thoughts been focused on your physical health
or how your body is working (compared to
your normal thinking)?

Do you complain much about how you feel
physically?

Have you found yourself asking for help with
things you could really do your self?

IF YES: Like what, for example? How often
has that happened?

139

ENERGY:
(0) none
(1)  mild, intermittentfrequent. Loss of
energy, and fatigue.
(2) definitely present most every day;

subjectively experienced as severe

SEXUAL SYMPTOMS (such as loss of libido):
(0) absent

(1) mild: some decrease in libido, although not
complete or persistent
(25evere. complete absence/loss of sexual

desire

HYPOCHONDRIASIS:

(0) absent

(1) mild: some preoccupation with bodily
functions and physical symptoms

(2) moderate: much attention given to physical
symptoms. Patient expresses thoughts of
organic disease with a tendency to
somaticize.

(3) severe convictions of organic disease to
explain present condition, e.g. brain tumor

(4) extreme: hypochondriacal delusions often

with guilty association, e.qg. rotting inside
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16. LOSS OF WEIGHT
Have you lost any weight since this
(DEPRESSION) began? IF YES: How much?

IF NOT SURE: Do you think your clothes are
any looser on you?

16A. WEIGHT GAIN
Have you gained any weight since this
(DEPRESSION) began? IF YES: How much?

IF NOT SURE: Do you think your clothes are
any tighter on you?

LOSS OF WEIGHT:

0) no weight loss or weight loss associatét
dieting

Q) probable weight loss associated witlsene
illness

2) definite (according to patient) weight lpss
at least 5 Ibs. (2.2 kg) during the episode.

WEIGHT GAIN:

0) no weight gain

1) probable weight gain associated withspre
illness

2) definite (according to patient) weight gain

at least 5 Ibs. (2.2 kg) during the episode.

WEIGHT CHANGE SCORE:

(Enter the score for 16 OR 16A, wieieér is greate

SUM OF ITEMS 13, 14,AND 15, PLUS WEIGHT CHANGE SCORE:

17. INSIGHT
RATING BASED ON OBSERVATION

Optional probe: What do you think the
source of your current probleis?

INSIGHT:

(0) acknowledges being depressed and ill OR, if
appropriate, not currently depressed

(1) acknowledges illness but attributes cause to
bad
food, climate, overwork, virus, need for rest,
etc.

(2) denies being ill at all; despite having daén

symptoms

TOTAL 17-ITEM ADJUSTED HAMILTON DEPRESSION SCORE:
(Add the totals at theottomof pages 1, 3, 4, 5, and®,.USltem 17)
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Appendix F
Beck Depression Inventory — 1l (BDI-II)
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Instructions: This questionnaire consists of 21 groups of stateém Please read each group of statements
carefully, and then pick out tlmme statementin each group that best describes the way you baga feeling
during thepast two weeks, including todayCircle the number beside the statement you haskeegi If
several statements in the group seem to apply lgquell, circle the highest number for that groupe sure
that you do not choose more than one statememinfipgroup, including ltem 16 (Changes in Sleepiate®n)
or Item 18 (Change in Appetite).

1.

0

w N WN -

WNEFO

WNEFO WNPEF O

N~ O

| do not feel sad. 9.
| feel sad much of the time.

| am sad all the time.

| am so sad or unhappy that | can’t
stand it.

I am not discouraged about my future. 10.

| feel more discouraged about my
future than

| used to be.

| do not expect things to work out for
me.

| feel my future is hopeless and will
only get worse.

I do not feel like a failure. 11.

I have failed more than | should have.
As | look back, | see a lot of failures
| feel | am a total failure as a person.

| get as much pleasure as | ever did 12.

from the things | enjoy.

| don’t enjoy things as much as | used
to.

| get very little pleasure from the things
that | used to enjoy.

| cant’ get any pleasure from the things
| used to enjoy.

| don't feel particularly guilty. 13.

| feel guilty over many things | have
done or should have done.

| feel quite guilty most of the time.

| feel guilty all of the time.

| don't feel I am being punished. 14.

| feel | may be being punished.
| expect to be punished.
| feel | am being punished.

| feel the same about myself as ever. 15.

| have lost confidence in myself.
| am disappointed in myself.

WN PR o WN PR o WN PR o WN PR O

WNEF o

NEF o

N o

| don’'t have any thoughts of killing
myself.

| have thoughts of killing myself, but |
would not carry them out.

I would like to kill myself.

I would kill myself if | had the chance.

| don’t cry anymore than | used to.
| cry more now than | used to.

| cry over every little thing

| feel like crying, but I can't.

| am no more restless or would up than
usual.

| feel more restless or would up than
usual.

| am so restless or agitated that it's hard
to stay still.

| am so restless or agitated that | have
to keep moving or doing something.

| have not lost interest in other people
or activities.

| am less interested in other people or
things than before.

| have lost most of my interest in other
people or things.

It's hard to get interested in anything.

| make decisions about as well as ever.
| find it more difficult to make
decisions than usual.

| have much greater difficulty in
making decisions than | used to.

| have trouble making any decision.

| do not feel | am worthless.

| don’t consider myself as worthwhile
as useful as | used to.

| feel more worthless as compared to
other people.

| feel utterly worthless.

| have as much energy as ever
| have less energy than | used to have.
| don’'t have enough energy to do very



17.

18.

19.

WN -

WN o

1b

2a
2b

3a
3b

| dislike myself.

| don't criticize or blame myself more 16.

than usual.

| am more critical of myself than | used
to be.

| criticize myself for all of my faults.

| blame myself for everything bad that
happens.

| am no more irritable than usual.  20.
| am more irritable than usual.
| am much more irritable than usual.

| am irritable all the time.

My appetite is no worse than usual. 21.
My appetite is somewhat less than
usual.

My appetite is somewhat greater than
usual.

My appetite is much less than before.
My appetite is much greater than
usual.

| have no appetite at all.

| crave food all the time.

| can concentrate as well as ever.

| can’t concentrate as well as usual.
It's hard to keep my mind on
anything for very long.

| find | can’t concentrate on

anything.

3

la
1b
2a
2b
3a
3b

N o

WNF o
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much.
| don’'t have enough energy to do
anything.

| have not experienced any change in
my sleep pattern.

| sleep somewhat more than usual.

| sleep somewhat less than usual.

| sleep a lot more than usual.

| sleep a lot less than usual.

| sleep most of the day.

| wake up 1-2 hours early and can't get
back to sleep.

I am no more tired or fatigued than usual.
| get more tired or fatigued more easily
than usual.

| am too tired or fatigued to do a lot of the
things | used to do.

| am too tired or fatigued to do most of
the things | used to.

I have not noticed any recent change in
my interest in sex.

| am less interested in sex than | used to
be.

| am much less interested in sex now.

| have lost interest in sex completely.
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Appendix G
Quality of Life Enjoyment and Satisfaction Inventer Short Form (Q-LES-Q-SF)

Q-LES-Q-SF GENERAL ACTIVITIES
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Taking everything into consideration, during thetpaeek how satisfied have you been with

your ...
Very Poor
.. physical health? 1
.. mood? 1
.. work? 1

.. household activities?
1

.. social relationships?
1

.. family relationships?
1

.. leisure time activities?
1

.. ability to function in daily life?
1

.. sexual drive, interest and/or performance?*

1
.. economic status? 1

.. living/housing situation?*
1

Poor Fair Good Very
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5

.. ability to get around physically without feajin

dizzy or unsteady or falling?*

1 2 3 4 5
.. your vision in terms of ability to do work oolbbies?*

1 2 3 4 5
.. overall sense of well-being?

1 2 3 4 5
.. medication?

1 2 3 4 5

(If not taking any, check here and latar@ blank)

How would you rate your overall life satisfactiomda

contentment during the past week?

1

2 3 4 5
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Appendix H
SF-12 v2 Health and Well-Being (SF-12)
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For each of the following guestions, please circler X the best possible answer.
1.) Ingeneral, would you say your health is:

Excellent Very Good Good Fair Poor

2.)The following questions are about activitiesiynight do during a typical day. Does your healbl
limit you in these activities? If so, how much?

Yes, lited  Yes, Limited No, Not
A Lot A little LimitedAt
All
[IModerate activitiessuch as moving a table,
pushing a vacuum cleaner, bowling, or playing golf. 0 0 0
OClimbing severaflights of stairs . . ... ........... 0 0 0

3.) During the past 4 weekisow much of the time have you had any of tha)mihg problems with your
work of other regular daily activities as a resflyour physical health

All of Most of Some of A little of None of
thetime thetime thetime théme the time
OAccomplished lesthen you would like . . .. ... 0 0 0 0 0
[Were limited in the kindf work or other activities [J O O O O
4.) During the past 4 weeksow much of the time have you had any of theofeihg problems with your
work or other regular daily activities as a resdflany emotional problemSuch as feeling depressed or
anxious)?

All of Most of Some of A lie of None of
the time thetime thetime the tim the time
CJAccomplished lesthen you would like . . ... .. 0 0 0 0 0
CWere limited in the kinaf work or other activities O O O O
5.) During the past 4 weekisow much did paiiterfere with your normal work (including both vko
outside the home and housework)?

Not at all A little bit Moderately  Quite a bit Extremely

6.) These questions are about how you feel and halings have been with you during the past 4
weeks For each question, please give the one answeatltomes closest to the way you have been
feeling. How much of the time during the past 4 weks. . .

All of Most of Some of A little of None of
the time the time the time the time the time
[OHave you felt calm and peaceful?. . ...... .. 0 0 0 0
0Did you have a lot of energy? . .......... i d d d
O O 0

OHave you felt downhearted and depressed? [
7.) During the past 4 weeks, how much of the time your phyS|caI heaIth or emotional problems
interfered with your social activities (like visig friends, relatives, etc.)?

All of Most of Some of A little of None of
the time the time the time the time the time
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Appendix |
Behavioral Activation for Depression Scale — Shkamtm (BADS-SF)
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Behavioral Activation for Depression Scale — Shoffeorm (BADS-SF)
Please read each statement carefully and ther ¢irelnumber which best describes how
much the statement was true for you DURING THE PABHEK, INCLUDING
TODAY.

0 = Not at all
1

2 = Alittle

3

4 =Alot

5

6 = Completely

1. There were certain things | neededtodo | o | o | o | o | 0o |0 | ©
that | didn’t do.

2. | am content with the amount and typesoff o | o | o | o | o |0 | ©
things | did.

3. |l engaged in many different activities. o o ) o o | o o

4. | made good decisions about whattypeof| o | o | o | o | o |0 | ©
activities and/or situations | put myself in.

5. | was an active person and accomplished | o | o | o | o | o | 0o | ©
the goals | set out to do.

6. Most of what | did was to escape fromor | o | o | o | o | o |0 | ©
avoid something unpleasant.

7. | spent a long time thinking overandover| o | o | o | o | o | 0| ©
about my problems.

8. | engaged in activities that would distract | o | o | o | o | o |0 | ©
me from feeling bad.

9. | did things that were enjoyable. ol ol o] o|o]|ol| o
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