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Getting started

Progress monitoring, especially handling noncompliance

10:30-10:45 BREAK

Ethical issues, institutional review boards, and informed consent

Selecting a good question

Writing up the study for publication

Finishing up



Handouts are available at

• www.cbtscience.com on the Training page

[Cognitive Behavior Therapy
& Science Center

• Getting Started

• Progress monitoring

• Ethicalissues

• Selecting a good question

• Writing up the study

• Finishing up and next steps

EXERCISE:

Complete the BASELINE ASSESSMENTin the
Evaluation/Research handout.

Use your BASELINE ASSESSMENTto help you
identify one or two Workshop Goals and
write them on the Workshop Goals form in
the Evaluation/Research handout.
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Getting started uE
Progress monitoring

Ethical issues

Selecting a good question

Writing up the study

Finishing up and next steps

Progress Monitoring

Defined rr^

Progress assessment scale completed

• in writing or online

• before every therapy session

• reviewed in session and used to guide
treatment

A Case Formulation-driven Approach to
Cognitive-behavior Therapy

Case

Formulation

(hypothesis)

Progress

Monitoring

Intervention
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Implementing
Progress Monitoring

Monitoring outcome

Monitoring process

Handiing noncompiiance •

Most change in CBTfor depression
happens in the first few sessions

lUrdi & Craifheait, 1994, din PtycholSd Piac 1:138-1S6.

11/9/2014

Intake Measures Used at the

lU Cognitive Behavior Therapy
& Science Center

Aduit Questionnaire

Diagnostic Screen

Depression Anxiety Stress Scaies (DASS)

Functioning and Satisfaction Inventory (FSI)

Obsessive Beiiefs Questionnaire {OBQ-44)

Two scaies assessing social support
Go to www.tbtscience.com. click on Treatment, then on Intake Forms

Tools to Monitor Outcome

Provided in the handouts;

• Patient Health Questionnaire-9 (PHQ-9)

• Depression Anxiety Stress Subscaies (DASS)

• Daily Log



PATIENT HEALTH Q U ES TIO N N AI R E-9
(PHQ-9)

Over the last 2 weeks, how often have vou been bothered

by any of the following problems?
(Use to indicate your answer) Not at all

More

Several than half

days the days

Nearly
every

day

1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, or hopeless 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3

4. Feeling tired or having little energy 0 1 2 3

5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself — or that you are a failure or
have let yourself or your family down 0 1 2 3

7. Trouble concentrating on things, such as reading the
newspaper or watching television

0 1 2 3

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless
that you have been moving around a lot more than usual

0 1 2 3

9. Thoughts that you would be better off dead or of hurting
yourself in some way

0 1 2 3

For office coding 0 + + +

=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult

at all

•

Somewhat

difficult

•

Very
difficult

•

Extremely
difficult

•

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate, display or distribute.



PATIENT HEALTH QUESTIONNAIRE PHQ-9 FOR DEPRESSION

USING PHQ-9 DIAGNOSIS AND SCORE FOR INITIAL TREATMENT SELECTION

A depression diagnosis that warrants treatment or treatment change, needs at least one of
the first two Questions endorsed as positive {little pleasure, feeling depressed) indicating the
symptom has been present more than half the time in the oast two weeks.

In addition, the tenth question about difficulty at work or home or getting along with others
should be answered at least "somewhat difficult."

When a depression diagnosis has been made, patient preferences should be considered,
especially when choosing between treatment recommendations of antidepressant treatment
and psychotherapy.

PHQ-9

Score

Provisional Diagnosis T reatment Recommendation

5-9 Minimal symptoms* Support, educate to call if worse;
return in 1 month.

10-14 Minor depression tt Support, watchful waiting

Dysthymia* Antidepressant or psychotherapy

Major depression, mild Antidepressant or psychotherapy

15-19 Major depression, moderately
severe

Antidepressant or psychotherapy

>20 Major depression, severe Antidepressant and psychotherapy
(especially if not improved on monotherapy)

* Ifsymptoms present ^ two years, then probable chronic depression which warrants
antidepressant or psychotherapy (ask, "In the past 2 years have you felt depressed or
sad most days, even if you felt okay sometimes?").

tt If symptoms present > one month or severe functional impairment, consider active
treatment.

Copyright © 3CM^^ April 2006 - Obtainedfrom xowio.depression-primarycare.org
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DASS21 Date:

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the statement
applied to you overthepast week. There are no right orwrong answers. Do not spend too much time
on any statement.

The rating scale is as follows:

0 Did not apply to me at all
1 Applied to me to some degree, or some of the time
2 Applied to me to a considerable degree, or a good part of time
3 Applied to me very much, or most of the time

1 1found it hard to wind down 0 2 3

2 1was aware of dryness of my mouth 0 2 .3

3 1couldn't seem to experience any positive feeling at all 0 2 3

4
1experienced breathing difficulty (e.g., excessively rapid breathing,
breathlessness in the absence of physical exertion) 0 2 3

5 1found it difficult to work up the initiativeto do things 0 2 3

6 1tended to over-react to situations 0 2 3

7 1experienced trembling (e.g., in the hands) 0 2 3

8 1felt that 1was using a lot of nervous energy 0 2 3

9
1was worried about situations in which 1might panic apd make
a fool of myself 0 2 3

10 1felt that 1had nothing to look forward to 0 2 3

11 1found myself getting agitated d 2 3

12 1found it difficult to relax 0 2 3

13 1 felt down-hearted and blue 0 2 3

14
1was intolerant of anything that kept me from getting on with
what 1was doing

0 2 3

15 1felt 1was close to panic 0 2 3

16 1was unable to become enthusiastic about anything 0 2 3

17 1felt 1wasn't worth much as a person 0: 2 3

18 1felt that 1was rather touchy 0 2 3

19
1was aware of the action of my heart in the absence of physical
exertion (e.g. , sense of heart rate increase, heart missing a beat)

0 2 3

20 1felt scared without any good reason b 2 3

21 1felt that life was meaningless 0 2 3

22 1thought about death or suicide 0 2 3

23 1wanted to kill myself 0 2 3



Psychometrics of the DASS
(clinical samples)

Good temporal stability (test-retest
reliability = .71 to .81 over a 2-wk interval)
High intemal consistency
Little overlap of scales (consistent with the
tripartite model)

Adequate convergent and discriminant
validity with other measures of depression
and anxiety

Sample DASS items
Depression
• I felt down-hearted and blue

• I felt that I had nothing to look fonward to
• I felt I wasn't worth much as a person

Anxiety
• I experienced trembling (e. g., in the hands)
• I feit scared without any good reason

Stress

• I found it difficult to relax

• I felt that i was rather touchy

Suicide

• i thought atwut death or suicide
• i wanted to killmyself

DASS Scoring

Each item is scored

• 0 (Did not apply to me at all), 1,2, or

• 3 (Applied to me very much, or most of the
time)

to indicate "how much the statement applied
to you over the past week"

11/9/2014
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The DASS is Clinically Useful

• Completed in 2 to 3 minutes

• Scored quickly using a free Excel
document

• Suitable for most outpatients

• Responsive to changes due to treatment

Collect the DASS score at every session and
review the plot with the patient

You are invited to use the DASS

Go to www.cbtscience.com. click on

"Training" and then to "Training
Resources" to download the DASS and

the Excel scoring document

11/9/2014
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Depression AnxietyStress Scales (PASS) Information Sheet

Description:
The DASS (Lovibond &Lovibond, 1995) is a 21-item measure thatincludes 3subscales assessing
symptoms ofdepression, anxiety, and stress). In OPT (with permission from Peter Lovibond, the scale's
developer), we have added two Items to the DASS in order to assess sulcidality. The DASS is also
available in a 42-item version, and the subscale norms are based onthis longer version. The DASS is
quick to complete, suitable for most outpatients, and is responsive to treatment-related changes
(Brown, Chorpita, Korotitsch, & Barlow, 1997).

The subscales of the DASS consist of:

• Depression - low positive affect, hopelessness, and anhedonia (e.g., "feltdownhearted and
blue," "difficult to work up the initiative to do things")

• Anxiety subscaie - panic and physiological arousal (e.g., "felt Iwas close to panic," "trembling")
• Stress subscaie - high negative affect, what Barlow (2002) terms "anxious apprehension" (e.g.,

"hard to wind down," "rather touchy")
In OPT we have added two itemsto the DASS in order to assesssuicidality:

• Suicidal ideation ("thought about death or suicide")
• Suicidal wishes ("wanted to kill myself)

Psychometric Properties:
The DASS is a widely used, psychometrically-sound measure. It has good test-retest reliability, high
internal consistency, and adequate convergent and discriminant validity with other measures ofanxiety
and depression (Antony et al., 1998; Brown, Chorpita, Korotitsch, &Barlow, 1997). Little overlap has
been found between the three subscales, which is consistent with the tripartite model (Clark &Watson,
1991) upon which the DASS is based. Brown and colleagues (1997) found the depression scale to be
most strongly correlated with othermeasures ofdepression and positive affect, the anxiety scale to be
moststrongly correlatedwith measuresof physiological arousal and panic, and the stress scale to be
most stronglycorrelated with measures of worry and negative affect than the other two scales. The
scale iswidely used in clinical workand research (a listof publications related to the DASS can be found
at http://www2.psy.unsw.edu.au/groups/dass/pub.htm).

Scoring:

Respondents are asked to rate each item to reflect how much it applies to theirexperience over the
preceding week. Each item is rated ona Likert scale ranging from 0 ("did notapply to me at all") to 3
("applied to me very much"). OPT automatically scores the DASS, yielding subscaie scores and indicating
whether they areconsistent with a "normal", "mild", "moderate", or"severe" level ofsymptoms.

Depression items 3, 5,10,13,16,17, 21

Anxiety items 2,4,7, 9,15,19, 20

Stress items 1, 6, 8,11,12,14,18

Subscaie score totalsare multiplied by 2 in orderto becomparable to the DASS means norms, which
were developed using the42-item version ofthescale. Thus, possible scores oneach subscaie range
from 0 to 42. The two suicidality items (items 22 and 23) are not included in the subscales and are
scored separately.

The cutoff scores for each subscaie are as follows:

Depression 0-9= normal range; 10-13 =mild; 14-20 = moderate;21-42 =severe

Anxiety 0-7= normal range; 8-9= mild; 10-14 = moderate;15-42 =severe

stress 0-14= normal range; 15-18 = mild; 19-25 = moderate;26-42 =severe



Using the scores:
The DASS can be used at every therapy session to track the client's progress (or lack thereof) over the
course of treatment. OPTautomatically scores the measure and creates a plot of each subscale and the
two suicidality items, allowing for tracking change in each set of symptoms. A review of the suicide
items at every session allows the therapist to monitor suicidality in every session, so that a sudden flare-
up of suicide risk does not go unnoticed and untreated.

Availability:

The measure is in the public domain. Detailed information can be found in the DASS manual (Lovibond &
Lovibond, 1995) as well as at httD://www2.DSv.unsw.edu.au/groups/dass/

The DASS and an excel scoring program for it are available at the website of the San Francisco Bay Area
Center for Cognitive Therapy. Go to www.sfbacct.com. clickon "Training and Consultation," then click
on "Assessment Tools," and "Progress Monitoring Tools."

Select References:

Antony, M. M., Bieling, P. J., Cox, B.J., Enns, M. W., & Swinson, R. P. (1998). Psychometric properties of
the 42-item and 21-item versions of the Depression Anxiety Stress Scales in clinical groups and a
community sample. Psychological Assessment, 10(2), 176-181.

Barlow, D, H. (2002). Anxiety and its disorders: The nature and treatment of anxiety and panic. (2"''
edition). New York: Guilford Press.

Brown, T., A., Chorpita, B. F., Korotitsch, W., & Barlow, D. H. (1997). Psychometric properties of the
Depression Anxiety Stress Scales (DASS) in clinical samples. Behaviour Research and Therapy,
35(1), 79-89.

Clark, L. A., & Watson, D. (1991). Tripartite model of anxiety and depression: Evidence and taxonomic
'mpWcations. Journal ofAbnormal Psychology, 100, 316-336.

Lovibond, S.H., & Lovibond, P.F. (1995). Manualfor the Depression Anxiety Stress Scales. (2"''. Ed.)
Sydney: Psychology Foundation.



Daily Log

Name Date

Day Date

Mon

Tues

Wed

Thurs

Fri

Sat

Sun

Mon

Tues

Wed

Thurs

Fri

Sat

Sun



Additional Progress Monitoring Tools

To get additional measures and tools,
including the Excel scoring tool for the DASS,
go to: www.cbtscience. then to "Training,"
then to "Training Resources"

See "Progress Monitoring Resources" handout

Completing a standardized scale in
the waiting room before the session

11/9/2014



Cognitive Behavior Therapy and Science Center
5435College Avenue | Oakland, OA 94618 | Tel 510.992.4040 | www.cbtscience.com

Progress Monitoring Resources

Antony, M. M., Orsillo, S. M., &Roemer, L. (Eds.). (2001). Practitioner's guide to
empirically based measures of anxiety. New York; KluwerAcademic/Plenum
Publishers.

Beidas, R. S., Stewart, R. E., Walsh, L, Lucas, 8., Downey, M. M., Jackson, K.,...
Mandell, D. 8. (2014). Free, brief, and validated: Standardized instruments for
low-resource mental health settings. Cognitive and Behavioral Practice.

Fischer, J., &Corcoran, K. (2007). Measures for clinicalpractice and research: A
sourcebook (Vol. 1 (Couples, Families, and Children)). Oxford: Oxford University
Press.

Fischer, J., &Corcoran, K. (2007). Measures for clinicalpractice and research: A
sourcebook (Vol. 2 (Adults)). Oxford: Oxford University Press.

Nezu, A. M., Ronan, G. F., Meadows, E. A., &McClure, K. 8. (Eds.). (2000).
Practitioner's guide to empiricallybased measures of depression. New York: Kluwer
Academic/Plenum Publishers.

Weisz, J. R., Chorpita, B. F., Frye, A., Ng, M. Y., Lau, N., Bearman, 8. R.,...
Hoagwood, K. E. (2011). Youth top problems: Using idiographic, consumer-
guided assessment to identify treatment needs and to track change during
psychotherapy. Journal of Consulting and Clinical Psychology, 79(3), 369-380.

Two online tool options

www.willow.technoloQv. Contact Kelly Koerner, Ph.D. at
kelly@ebpi.org , „

® Jacqueline B. Persons, PhD
www.valant.com Director | PSY 7275

persons@cbtscience.com

Polina Eidelman, PhD
PSY 25550

eidelman@cbtscience.com

Janle J. Hong, PhD
PSY 22758

hong@cbtscience.com



Implementing
Progress Monitoring

Monitoring outcome

Monitoring process

Handling noncompliance

Monitoring Therapy Process at Every Session
Session Assignment and Feedback Form

(SAFF)

Jacqueline B. Persons, Janie J. Hong, Victoria
Lemie Beckner, Daniela Owen, Polina Eidelman

Cognitive Behavior Therapy and Science Center

San Francisco Group for Evidence-based Psychotherapy

San Francisco Bay Area Center for Cognitive Therapy

11/9/2014



SessionAssignmentandFeedbackForm(SAFF)

Today'sDateandSession#NextSessionID#

Instructions;Completethisformandbringittoyournexttherapysession.

AssignmentsMonTueWedThuFriSatSun

Completeimmediatelyaftersession

II.Whatare1-2thingsyouwanttorememberfromsession?

IV.

Whatdidyoufindunhelpful,unclear,orbothersome?

NotatAllSlightlySomewhatModeratelyVeryExtremely

1.Howwelldidyoufeeiheardandunderstoodinsession?
•<5:

01234

>

5
2.Howwelldidweagreeonwhatiscausingyourproblems?012345

3.Howwelldidtoday'ssessionhelpaddressyourproblems?012345
4.Howconfusingwastoday'ssession?012345
5.Howconfidentareyouthatyouareprogressingtowardyour

therapygoals?
012345

Completebeforenextsession

V.Whatdoyouwanttodiscussnextsession?

NotatAllSlightlySomewhatModeratelyVeryExtremely

6.Howhelpfulweretheassignments?011234
^

5

Hong,J.J.,Beckner,V.,Persons,J.B.,Ling,A.,Liu,H.&Owen,DJ.(2012).SessionAssignmentandFeedbackForm-v.13(SAFF).
Oakland,CA.PleaseletJanieHong(tiong@cbtscience.com)knowifyouusethisformforresearchpurposes.
©CognitiveBehaviorTherapyandScienceCenter
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Session Assignment and Feedback Form (SAFF)

Instructions for Completing the Session Assignment and Feedback Form fSAFF)

This form Is designed to help you and your therapist work together to maximize your learning and

progress toward your therapy goals.

I. This section lists assignments that you and your therapist agree you will do before your next

session. Check the appropriate day of the week box when you work on an assignment on that

day.

Complete immediately after session

II. Write down one or two things from your therapy session that you would like to remember.

Completing this section will help you solidify your learning and create a record of Important

things you learned in treatment that you can keep and refer to later.

III. Write down anything that was unhelpful, unclear, or bothersome during your therapy session.

This information will help your therapist better understand your needs and tailor your therapy

accordingly.

IV. Rate your therapy session on these five items. Extreme ratings should be reserved for sessions in

which you feel you made tremendous progress, had a break-through, or the opposite (e.g., you

disagreed with your therapist, you didn't feel heard). Liking your therapist does not mean that

you should give him/her the highest ratings possible. Please be as honest as possible with your

ratings.

Complete before next session

V. Think about what you'd like to discuss in your next therapy session and jot it down.

VI. Complete this item based on your experience with the assignment(s). This information can guide

you and your therapist to plan assignments that will be most helpful.

Hong, J.J., Beckner, V., Persons, J.B., Ling, A., Liu, H. &Owen, D.J. (2012). Session Assignment and Feedback Form - v.12 (SAFF).
Oakland, CA.Please let Janle Hong (llh0>.sfbacct.com) knowIfyou use ttils formfor research purposes.
© Cognitive Behavior Therapy and Science Center



The SAFF Gives Feedback about

Therapy Process

Skills and concepts patient is learning
Homework compliance

Perceived helpfulness of homework

Strength of the alliance

Patient perception of session helpfulness

Patient perception of progress

A case example: Using the

outcome and process
monitoring measures together

11/9/2014

How to Use the SAFF

Ask patient to complete SAFF and bring to
next session

At the beginning of the next session:
- copy SAFF and return original to the patient
- review SAFF with patient

- use SAFF data to set agenda and guide decision-
making

Collect in tandem with an outcome measure

Outcome Monitoring Data
'Mr. IAm Not Doing Enough"

t T ... I.... . N.-?".... r:



Implementing
Progress Monitoring

Monitoring outcome

Monitoring process

Handling noncompliance

Handling Noncomplianc^,^-

"Agitated and non-compliant patient who
did not complete DASS" (3:29)

"Patient treated by Marsha Linehan who
did not complete the Diary Card" (3:40)

Take-home lessons from watching
the video demonstrations of

noncompliance

11/9/2014



Getting started

Progress monitoring J

Ethical issues

Selecting a good question

Writing up the study

Finishing up and next steps

Conducting research as part of treatment
constitutes a dual relationship

Pope, K. S., & Keith-Spiegel, P. (2008). A practical approach to
boundaries in psychotherapy: Makingdecisions, bypassing blunders,
and mending fences. Journal ofClmical Psychology, 64(5), 638-652.

"Nonsexual boundary crossings can enrich
psychotherapy, serve the treatment plan, and
strengthen the therapist-client working relationship.
They also can undermine the therapy, disrupt the
therapist-patient alliance, and cause harm to clients."

11/9/2014
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Institutional review board and consent requirements for research conducted in a clinical practice
setting

Jacqueline B. Persons, Ph.D.

11.5.14

Federal (Department ofHealth and Human Services) regulations requiring institutional review board
(IRB) review ofresearch are very specific about the issue of what research activities they cover. They
cover research that is funded by the federal government.

There are no general legally required standards for the review ofresearch that is not funded by the
federal government. In thatcase, some sort ofIRB review and consent process are recommended, but
not required. These are recommended sothe researcher can feel confident s/he is following ethical
procedures, and to providesome protection for the researcher in the event that an adverse event
occurs or a research participant or someone else becomes distressed about the research.

Theclinician's review process and the consent mechanism need not be as cumbersome as the
Department of Health and Human Services (DHHS) requires. Aguiding principle is: The level of review
and consent ought to be commensurate with the level of risk of the research.

The typeof review process that the clinician might use ranges from a formal IRB that meets DHHS
standards to an informal consultation from a colleague. The consent process ranges from a formal
consent document that meets DHHS standards toa paragraph in the clinician's Treatment Agreement.

Data thatare collected for clinical ortraining purposes, and thatthe researcher prospectively or
retrospectively elects to use for research purposes (research =contributing to generalizable knowledge),
where thedatabase does not include patient ortrainee identifiers, likely meets exempt criteria in the
DHHS standards, and ifit is reviewed by an IRB, could be reviewed by the chair alone, not the full IRB.

If thedatabase does include some way of linking thedata to the patient ortrainee ID, then these data
would likely meet DHHS criterion 5 for an expedited review (research basedon data collected for non-
research purposes), assuming that risk is minimal, including risk ofa breach ofconfidentiality.

It is agood idea for aclinician orclinical operation that is conducting research to establish the following:

1. A basic organizational policyabout research.

2. Standard operating procedures for review of the research.

3. Forms to support the review process.

4. Training for those involved in conducting and reviewing the research.

Data reoositorv

In a clinical setting, the clinician doesn't always know in advancewhen the data are valuable for
research. The clinician can ask the patient's permission in the initial treatment agreement for permission
tosave the data for research, making sure that there is an option thatallows the patient to opt out of
permitting the use of his/her data for research purposes. If the patient agrees to the use ofdata for
research purposes, the data are saved in the data repository. The organization's policy might typically



state that noformal review process is neededto put data inthe repository, but that an IRB review or
some other review is needed to pull data out of the repository. Someone inthe organization should
oversee the data repository, especially the process of pulling data out of the repository, and the
organization's policy should specifywho that person is and how that person is selected.

State law

Although there are no federal requirements for IRB review of research that is not federally-funded,
some states have laws or regulations about this.

Professional association ethics codes

Ethics codesof professional associations provide guidelines for research, confidentiality, dual
relationships, and other relevant issues.

Malpractice insurance provider

The clinician who Isconducting research will want to inform his/her malpractice insurance carrier that
s/he isdoing this, and verify that the insurance carrierwill coverthat activity.

Journals

Sometimes journals or professional organizations require an IRB revieweven ifthe federal regulations
do not require it.



I reprint here some of the relevant principles from the 2002 APA Ethical Code.

Ethical Principles of Psychologists and Code OfConduct

2002
3. Human Relations

3.05 Multiple Relationships
(a) Amultiple relationship occurs when a psychologist is in a professional role with a person and (1) at the
same time is in another role with the same person, (2) at the sametime Is in a relationship with a person
closely associated with or related to the person with whom the psychologist has the professional
relationship, or(3) promises toenter into another relationship in thefuture with the person ora person
closely associated with or related to the person.
Apsychologist refrains from entering into a multiple relationship if themultiple relationship could
reasonably be expected to impair the psychologist's objectivity, competence, or effectiveness in
performing his orher functions as a psychologist, orotherwise risks exploitation orharm to the person
with whom the professional relationship exists.
Multiple relationships that would not reasonably beexpected tocauseImpairment or risk exploitation or
harm are not unethical.

3.06 Conflict of Interest

Psychologists refrain from taking on a professional role when personal, scientific, professional, legal,
financial, orother interests or relationships could reasonably be expected to (1) impair their objectivity,
competence, oreffectiveness in performing their functions as psychologists or (2) expose the person or
organization with whom the professional relationship exists to harm or exploitation.

3.10 Informed Consent

(a) When psychologists conduct research orprovide assessment, therapy, counseling, orconsulting
services in person orvia electronic transmission orother forms ofcommunication, they obtain the
informed consent ofthe individual or individuals using language that is reasonably understandable to that
person or personsexceptwhen conducting such activities without consent is mandated by law or
governmental regulation oras otherwise provided in this Ethics Code. APA Ethics Code 2002 Page7
(See alsoStandards 8.02, Informed Consent to Research; 9.03, Informed Consent in Assessments; and
10.01, Informed Consent to Therapy.)

(d) Psychologists appropriately document written ororal consent, permission, and assent. (Seealso
Standards 8.02, Informed Consent to Research; 9.03, Informed Consent in Assessments; and 10.01,
Informed Consent to Therapy.)

4. Privacy And Confidentiality

4.07 Use of Confidential Information for Didacticor Other Purposes
Psychologists do not disclose in their writings, lectures, orother public media, confidential, personally
identifiable information concerning their clients/patients, students, research participants, organizational
clients, orother recipients oftheir services that they obtained during thecourse oftheir work, unless (1)
they take reasonable steps to disguise the person ororganization, (2) the person or organization has
consented inwriting, or (3) there is legal authorization for doing so.

8. Research and Publication

8.02 Informed Consent to Research
(a) When obtaining informed consent as required in Standard 3.10, Informed Consent, psychologists
inform participants about (1) the purpose ofthe research, expected duration, and procedures; (2) their
right todecline to participate and to withdraw from the research once participation has begun; (3) the
foreseeable consequences of declining orwithdrawing; (4) reasonably foreseeable factors that may be
expected to influence theirwillingness to participate such as potential risks, discomfort, or adverse

15



effects: (5) any prospective research benefits; (6) limits of confidentiality; (7) incentives for participation;
and (8) whom to contact for questions about the research and research participants' rights. They provide
opportunity for the prospective participants to ask questions and receive answers. (See also Standards
8.03, Informed Consent for Recording Voices and Images in Research; 8.05, Dispensing With Informed
Consent for Research; and 8.07, Deception in Research.)

8.04 Client/Patient, Student, and Subordinate Research Participants
(a) When psychologists conduct research with clients/patients, students, or subordinates as participants,
psychologists take steps to protect the prospective participants from adverse consequences of declining
or withdrawing from participation.

8.05 Dispensing With Informed Consent for Research
Psychologists may dispense with informed consent only (1) where research would not reasonably be
assumed to create distress or harm and involves (a) the study of normal educational practices, curricula,
or classroom management methods conducted in educational settings; (b) only anonymous
questionnaires, naturalistic observations, or archival research for which disclosure of responses would not
place participants at risk of criminal or civil liability or damage their financial standing, employability, or
reputation, and confidentiality is protected; or (c) the study of factors related to job or organization
effectiveness conducted in organizational settings for which there is no risk to participants' employability,
and confidentiality is protected or (2) where otherwise permitted by law or federal or institutional
regulations.
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Evaluation and Treatment Agreement
(sections related to using clinical data for research purposes)

RESEARCH, WRITING, TRAINING: Dr. Persons and others at the Cognitive Behavior
Therapy and Science Center conduct research, provide training to students and professionals,
and write for and make presentations to student, professional, and lay audiences.

We ask you here for permission to use de-identified information about you and your treatment
at our Center for several research and training purposes. Please review each purpose below
and initial ifyou agree. Ifyou do not initial, we understand that we do not have your
permission. Declining to give permission will not affect your treatment with Dr. Persons in any
way.

By initialing below, you give Dr. Persons permission to add information from your clinical
record (e.g., diagnosis, scores on symptom measures you complete to track progress, number
of therapy sessions) to the Cognitive Behavior Therapy and Science Center research
database. The database will not include your name, address, or other clearly identifiable
information.

(initial)

By initialing below, you give Dr. Persons permission to invite you to participate in research
studies we conduct at the Cognitive Behavior Therapy and Science Center during the time you
are Dr. Persons' patient.

(initial)

By initialing below, you give Dr. Persons and the Cognitive Behavior Therapy and Science
Center permission to contact you six months or more after your treatment is over to collect
some information about how you are doing. Information you provide us after you have ended
treatment will help us improve our treatment procedures and will contribute to knowledge about
long-term effects of cognitive behavior therapy.

(initial) - Please initial here if you agree to contact via email

(initial) - Please initial here ifyou agree to contact by mail

in



Getting started

Progress monitoring

Ethical issues

Selecting a good question

Writing up the study

Finishing up and next steps

Selecting a Good Question

Persons, J. B. (2007). Psychotherapists
collect data during routine clinical work
that can contribute to knowledge about
mechanisms of change in psychotherapy.
Clinical Psychology: Science and Practice.

11/9/2014

Selecting a Good Question

%
• Focus on Important questions you

confront In your clinical work

• Single case studies can make important
contributions

Selecting a Good Question

Persons, J. B., & Burns, D. D. (1985). Mechanisms of action of
cognitive therapy: The reiative contributions of technical and
interpersonal interventions. Cognitive Therapy and Research.

Persons, J. 8. (1986). Generalization of the effects of exposure
treatments for phobias: A single case study. Psychotherapy.

Persons, J. B. (1990). Disputing irrational thoughts can be
avoidance behavior: A case report, the Behavior Therapist.



Selecting a Good Question

# %
Persons, J. B., Burns, D. D.,& Perloff, J. M. (1988). Predictors of
dropout and outcome In cognitive therapy for depression in a
private practice setting. Cognitive Therapy and Research.

Persons, J. B., Bostrom, A., & Bertagnolli, A. (1999). Results of
randomized controlled trials of cognitive therapy for
depression generaiize to private practice. Cognitive Therapy
and Research.

Persons, J. B., Roberts, N. A., Zaiecki, C. A., 8( Brechwaid, W. A.
G. (2006). Naturaiistic outcome of case formulation-driven
cognitive-behavior therapy for anxious depressed outpatients.
Behaviour Research and Therapy.

No empirically-supported treatment is
available for many disorders and problems

Dysthymia

Most personality disorders
Asperger's syndrome

Somatization disorders

Dissociative disorders

"Iwant to get married and have a family."

11/9/2014

Many patients do not respond to
empirically-supported treatments (ESTs)

Jacobson et al (1996)

(RC<1.96)
Behavioral Activation (BA) 39%

BA+ Automatic Thoughts 42%
BA + AT + Schemas 32%

Ogles et al (1995)
(TDRCP)(complelers)

(RC<1.98)

CBT 50%

Interpersonal Therapy 36%

Westen el al (2001) meta-analysis Depression (N=7) 63%

Panic (N=14) 46%

GAD (N=5) 57%

Selecting a Good Question

• Focus on important questions you
confront In your clinical work

• Single case studies can make important
contributions

2^



Selecting a Good Question

Case
lixncrIni e n tal
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11/9/2014



Getting started

Progress monitoring

Ethical issues

Selecting a good question

Writing up the study

Finishing up and next steps

Writing Up the Study

Bern, D. J. (1987). Writing the

empirical journal article. In M.
P. Zanna & J. M. Oarley
(Eds.),The complete academic:
A practical guide for the
beginr^ing social scientist, {pp.
171-201). New York, NY:

Random House.

Writing Up the Study

Writing Up the Study

Best order in which to write the

sections of an empirical journal
article (APA format)

Abstract

Introduction

Method

Results

Discussion

11/9/2014



• Getting started

• Progress monitoring

• Ethical issues

• Selecting a good question

• Writing up the study

• Finishing up and next steps

Skype research consultation

• Iwill provide a monthly Skype research
consultation session

• Second Wed of the month, 8 a.m. - 9 a.m. PST

• First meeting is Wed Dec 10

• To participate, send me a Skype Invite by
Thurs Dec 4

• My Skype address is: jacqueline.persons

Thank you!

Jackie Persons

persons@cbtscience.com

fl/^Cognlti, Cognitive Bettavior Therapy
& Scionco Center

11/9/2014



Cognitive Behavior Therapy and Science Center
5435 Coilege Avenue | Oakland, OA 94618 | Tel 510.992.4040 | www.cbtscience.com
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