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ABSTRACT

Homework assignments are considered an integral feature of Cognitive
Behaviour Therapy (CBT) and are believed important in producing and maintaining
treatment gains. Accordingly, increasing attention has been focused on measuring
therapist adherence and competence in administering homework assignments in CBT.
Existing measurement instruments have been criticised for, among other things, having
a limited homework focus. The present study describes the development of the
Homework Adherence And Competence Scale (HAACS); a new measure for
specifically assessing therapist adherence and competence in administering homework
assignments within CBT. An empirically and theoretically based guiding model for
practice 1s described, which underpinned the development process. The detailed pilot
testing and measure revision process is also described. The final version of the
HAACS has evidence for face and content validity, and had excellent interrater

reliability for both the adherence and competence constructs.
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CHAPTER 1

Introduction

1.1  Overview of Chapters
This introductory chapter sets the scene for the present study by providing an
overview of the use of homework assignments within CBT, together with the impetus
for, and problems associated with, measuring therapist adherence and competence in
using homework assignments. The research aims are then stated to provide an overall
picture of the goals of the present study, which are then placed within the context of the
broader Cognitive Behavior Therapy Homework Project. The remaining chapters then

follow a logical progression towards achieving the stated research aims.

Chapter two outlines the empirical support for the use of homework assignments
in CBT. It is noted that sufficient evidence exists to suggest that the use of homework
assignments may contribute to the production and maintenance of treatment gains from
CBT. Practitioner surveys are cited that support the importance of the use of homework
assignments in clinical practice, especially among practitioners with a CBT orientation.
Finally, some limited process research is identified that provides preliminary support

for the theoretical foundations for using homework assignments in therapy.

Next, chapter three provides a summary of the behavioural and cognitive

theoretical foundations underpinning the use of homework. In addition to traditional



respondent and operant conditioning principles, social learning and social cognition

models are also described.

Chapter four begins by describing and critiquing existing models and
recommendations for administering homework assignments. Next, a new guiding
model for practice is described which overcomes the limitations of previous models,
and incorporates the empirical and theoretical foundations outlined in chapters two and

three.

Chapter five describes and critiques four key existing measures of therapist
adherence and competence in delivering CBT. Strengths and limitations of the existing
measures are summarised, as an important consideration in the development of a new

measure.

Chapter six provides a brief summary of the implications from chapters two
through five, as they relate to the rationale for the development of a new measure for
therapist adherence and competence in using homework assignments in CBT. The
research aims are then restated prior to the remaining chapters which cover the measure

development and evaluation process.

In chapter seven the development of the first version of the Homework
Adherence And Competence Scale (HAACS) is described. While this would ordinarily
form part of a methods chapter, the HAACS development was separated out in this
chapter, as it represented the fundamental undertaking in the present study, in terms of

time commitment and conceptual effort. The basis for item and anchor selection and



wording is described, as is the rationale for the scaling methods for the adherence and

competence constructs.

Chapter eight then describes the remainder of the method used in this study. The
pilot testing process is described, together with other key considerations, including
client and therapist data, rater training and demographics, and the analytical procedures
that were used in the present study. It was noted that feedback received from raters
during their training resulted in the first revision of the HAACS. Content remained
unchanged, however a significant formatting change improved the usability of the

measure prior to pilot study one.

Chapter nine describes pilot study one. Results are separated into the three key
areas that were used to evaluate the HAACS. Firstly, rater feedback was examined as a
critical input into whether the HAACS was clear and easy to use. In particular, raters
were asked to rate each item and anchor for degree of clarity. Secondly, the actual
rating results were examined to determine problematic items. Thirdly, substantive
expert feedback was also sought. A discussion section then describes the integration of

the three results areas, and subsequent changes that were made to the HAACS.

Chapter ten describes pilot study two, which was designed to evaluate changes
that resulted from the revision to the HAACS made after pilot study one. Rater
feedback results and actual rating results were examined. In this pilot study substantive
expert feedback was not sought, as it had been very positive after pilot study one, and

specific recommendations for change had been incorporated into the revised HAACS.
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A discussion section describes the integration of the two result areas, and describes

some final changes that were made to the HAACS.

Finally, Chapter eleven provides an overall discussion, including the limitations
of the present study, and its significance and contribution in terms of future clinical and

empirical applications.

Cognitive-Behavioural Therapy and Homework

Internationally, Cognitive-Behavioural Therapy (CBT) is one of the most highly-
researched psychotherapies (Hollon & Beck, 2004; Lambert & Ogles, 2004). It is
recognised as a well-established empirically supported treatment for depression, panic
disorder, generalised anxiety disorder, and several health problems (Chambless et al.,
1996; Kendall & Chambless, 1998). Furthermore, surveys have indicated that CBT is
widely practiced among psychologists in New Zealand and overseas (Fehm &
Kazantzis, in press; Kazantzis & Deane, 1998; Kazantzis, Lampropoulos, & Deane,

2004; Patchett-Anderson, 1997).

In simple terms, homework is the generic name given to various activities that are
undertaken by clients in between therapy sessions. However, the following quotation
provides a more comprehensive definition of homework that is useful at the beginning

of the present study:

Homework assignments are planned therapeutic activities undertaken by
clients between therapy sessions. Their content are derived primarily from

the empirically supported cognitive behavioral therapy model for the



particular presenting problem, but are tailored for the client based on an
individualized conceptualization. Designed collaboratively, homework
assignments are focused on the client’s goals for therapy. Homework
assignments represent the main process by which clients experience
behavior and cognitive therapeutic change, practice and maintain new skills
and techniques, and experiment with new behaviors. Homework
assignments also provide an opportunity for clients to collect information
regarding their thoughts, moods, physiology, and behaviors in different
situations, and to read information related to therapy and their presenting

problems. (Kazantzis, in press).

Homework assignments are considered important in therapy as they allow
therapists the opportunity to utilise the period of time between specific therapy sessions
to engage clients in activities that are focussed towards therapy goals (Kazantzis &
Lampropouios, 2002). Surveys of therapist attitudes and opinions indicate that
homework assignments are considered important in the treatment of various problems
across a range of therapies (Kazantzis & Deane, 1998; Kazantzis, Lampropoulos, &
Deane, 2003), including inter alia: behavioural therapy (Shelton & Levy, 1981), CBT
(A. T. Beck, Rush, Shaw, & Emery, 1979), dynamic therapies (Badgio, Halperin, &
Barber, 1999), experiential therapies (Greenberg, Watson, & Goldman, 1988), and
marital and family therapies (Carr, 1997). Within CBT specifically, homework
assignments are considered an integral feature (A. T. Beck et al., 1979; J. S. Beck,
1995; Persons, Davidson, & Tompkins, 2001), with some writers suggesting that a
therapy without homework could not be considered cognitive behavioural (Thase &

Callan, in press).



1.3 Therapist Adherence and Competence

The creation of empirically supported treatments (see Chambless et al., 1996;
Kendall & Chambless, 1998), together with standardised treatment manuals (Addis &
Krasnow, 2000; Luborsky & DeRubeis, 1984; Waltz, Addis, Koerner, & Jacobson,
1993) has provided impetus for increased measurement and evaluation of therapist
adherence and competence, particularly in the realm of CBT (CBT: Barber, Liese, &
Abrams, 2003; Dobson & Kazantzis, 2003; Kazantzis, 2003; Waltz et al., 1993). It is
noted that there is considerable controversy surrounding the use of treatment manuals
in clinical practice (Addis & Krasnow, 2000). For instance, manuals have been
criticized for ignoring the importance of individual therapist factors, (Garfield, 1998)
for overemphasising technique instead of theory (Silverman, 1996), and that adhering
to a manual does not necessarily equate with competent delivery (e.g., Castonguay,
Goldfried, Wiser, & Raue, 1996). Despite these criticisms, a number of benefits have
been noted that relate to therapy, research, training and practice. Particularly relevant to
the present study is that treatment manuals can facilitate the development of rating
scales for adherence and competence, and can facilitate the discovery of the active

ingredients of a treatment (Lambert & Ogles, 2004).

Within CBT, homework may be an active ingredient, and the role of homework
and the process of recommending homework assignments has certainly been receiving
increasing attention (Detweiler & Whisman, 1999; Kazantzis & Ronan, in press;
Scheel, Hanson, & Razzhavaikina, 2004). Various measures have been designed to
measure therapist adherence and competence in the delivery of CBT, for example, the
Cognitive Therapy Scale (CTS: Young & Beck, 1980), the Collaborative Study

Psychotherapy Rating Scale (CSPRS: Hollon et al., 1984) and the Cognitive Therapy
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Adherence and Competence Scale (CTACS: Barber et al., 2003). However, there are
concerns about the utility of these existing measures (Kazantzis, 2003; McGlinchey &
Dobson, 2003; Shaw & Dobson, 1988). Furthermore, these measures are very limited in
that only 1-2 items specifically evaluate therapist competence in the use of homework

assignments.

The Therapist Homework Assignment Competency Scale (THACS: Bryant,
Simons, & Thase, 1999) is the only measure that focuses solely on rating homework.
However, is limited to just four items which were based on the single homework item

in the CTS, rather than a guiding theoretical model of homework administration.

Research Aims

Given the limitations of the existing measures of therapist adherence and
competence in administering homework assignments within CBT, the present study has

five research aims which will be addressed:

—

To describe empirical support, theoretical models and a guiding model for

practice for the use of homework in CBT.

2. To describe the existing measures of therapist adherence and competence in
the use of homework in CBT.

3. To develop a new measure to assess therapist adherence and competence in
the use of homework in CBT.

4. To undertake a preliminary evaluation of the new measure with a sample

diagnosed with major depressive disorder.

5. To discuss the findings and the implications for further research.



15 Cognitive Behavior Therapy Homework Project

The present study contributes to the team “Cognitive Behavior Therapy
Homework Project”, which was initiated by a core research team at Massey University,
New Zealand, and now has a host of notable international collaborators. The team
research project has an overall aim of developing an understanding of the mechanism
by which homework produces its effect in CBT. More specifically, the team research

project has five broad objectives:

1. To undertake conventional and statistical reviews of the empirical literature to
clarify current knowledge.

2. To survey psychologists’ use of homework assignments in clinical practice to
determine the necessity and utility of future research.

3. To design a theoretical model and treatment manual for the use of homework
assignments in therapy.

4. To design conceptually-driven methods of assessing homework completion
and therapist competence in using homework assignments, and evaluate their
psychometric properties.

5. To conduct prospective process and treatment-outcome research to evaluate

the utility of the theoretical model and treatment manual,

Within this context, the research aims of the present study partially contribute to
the fourth objective of the team research project, namely the development (and
preliminary evaluation) of a method (measure) of assessing therapist competence in
using homework assignments. A full-scale evaluation of the measure’s psychometric

properties is beyond the scope and means of the present study. However, a full



psychometric study has been planned as a separate project following the development
of the measure in the present study. Cognisant of this fact, the discussion includes
specific recommendations for consideration in the psychometric evaluation of the

measure and also for future research using the measure.
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CHAPTER 2

Empirical Basis of Homework

Chapter 1 noted that CBT is one of the most highly-researched psychotherapies
(Hollon & Beck, 2004; Lambert & Ogles, 2004). As homework assignments are
considered an integral feature of CBT (A. T. Beck et al., 1979; J. S. Beck, 1995,
Persons et al., 2001; Thase & Callan, in press), it is not surprising that homework has
received more empirical research attention than any other single feature of the CBT
process (Persons et al., 2001). This chapter provides a review of the empirical research
into the use of homework assignments, to lay the groundwork for a guiding model for

practice (Chapter 4) and the development of the new HAACS measure (Chapter 7).

Treatment OQutcome

There have been in excess of 30 individual treatment-outcome studies
investigating the use of homework assignments (Beutler et al., 2004; Kazantzis, Deane,
& Ronan, 2000; Scheel et al., 2004). Studies that have examined the correlation
between client homework compliance and treatment outcome have consistently shown
that increased homework completion is correlated with reduced symptomology at
treatment termination (e.g., Addis & Jacobson, 2000; Bryant et al., 1999; Burns &
Nolen-Hoeksema, 1991, 1992; Burns & Spangler, 2000; Edelman & Chambless, 1995;
Persons, Burns, & Perloff, 1988). However, inconsistent results have appeared from
those studies that have contrasted therapy with homework to therapy without
homework. Some studies have produced statistically significant results (Harmon,
Nelson, & Hayes, 1980; Kazadin & Mascitelli, 1982; Marks et al., 1988), whereas other

studies failed to reach statistical significance (Blanchard, Nicholson, Radnitz et al.,
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1991; Blanchard, Nicholson, Taylor et al., 1991; Kornblith, Rehm, O'Hara, &
Lamparski, 1983). While the evidence appeared inconsistent, a statistical power
analysis of 27 studies provided evidence to suggest that the studies may not have been
designed with sufficient statistical power sensitivity to detect homework effects
(Kazantzis, 2000). The results found that on average, the studies had a 42% chance of
not detecting large effect sizes, a 68% chance of not detecting medium effect sizes, and
a 91% chance of not detecting small effect sizes, assuming that an effect did in fact

exist.

A subsequent meta-analysis (27 studies, N=1702) was conducted, which also
overcame the statistical power issue identified above (Kazantzis et al., 2000). The meta-
analysis found a strong relationship between the use of homework assignments and
improved treatment outcomes, with a mean effect size of .36 (95% CI=.23-.48; N=375).
This result provided a clearer quantitative picture of the apparent inconsistent results,
and indicates that where therapy includes homework, 68% of clients would be likely to
improve. Similarly, the meta-analysis also confirmed that homework compliance was

indeed a significant correlate of therapy outcome (7=.22; 95% Cl=.22-.22; N=1327).

In summary, studies indicate that CBT with homework is more effective than
CBT without homework (Bryant et al., 1999; Neimeyer & Feixas, 1990). Studies also
show that a linear relationship exists; clients who do more homework have better
outcome than those who do little homework (Burns & Spangler, 2000; Kazantzis,
Ronan, & Deane, 2001; Neimeyer & Feixas, 1990; Persons et al., 1988). Moreover,
clients who comply with homework recommendations have been shown to have better

outcomes than those who do not comply (Bryant et al., 1999; Kazantzis et al., 2000).
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Other research has also established the role of homework assignments in predicting
longer term treatment effects (Edelman & Chambless, 1995; Neimeyer & Feixas, 1990,
Park et al., 2001). Thus, a strong empirical rationale exists, that supports the importance

and use of homework assignments in CBT.

Practitioner Surveys

Practitioner surveys in New Zealand and overseas indicate that the use of
homework assignments is widespread, particularly among CBT therapists (Fehm &
Kazantzis, in press; Kazantzis, Busch, Ronan, & Merrick, 2004; Kazantzis & Deane,

1999; Kazantzis, Lampropoulos et al., 2004).

In New Zealand, Kazantzis and Deane (1999) surveyed practicing psychologists
and found that 98% reported the use of homework assignments (N=221). A second
New Zealand survey (N=330) was conducted with a wider range of health professionals
(Kazantzis, Busch et al., 2004). The respondents identified themselves as psychiatrists
or physicians (7%), nurses (5%), social workers (19%), psychologists (29%), and
counsellors (52%). In this survey, 83% of the respondents reported using homework
assignments in therapy. In both studies, practitioners identifying as having a CBT
orientation reported a higher use of homework assignments than other orientations. The
CBT oriented practitioners also reported being more specific in their homework
administration. It should be noted that both of these studies were limited by modest

sample sizes and a single geographic location.

Two international surveys support the New Zealand findings. A survey of

German practitioners (N=140) by Fehm and Kazantzis (in press) found that the majority
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of respondents reported using homework assignments with at least half of their clients.
Specifically, 37% reported using homework assignments with all their clients, 26%
reported using homework with two thirds of clients, and 13% reported using homework
with half their clients. Similar to the New Zealand surveys, CBT oriented practitioners
reported a higher use of homework assignments than other practitioners. The survey

was limited by a small sample size.

A larger sample (N=827) was obtained from a survey of American Psychological
Association (APA) members (Kazantzis, Lampropoulos et al., 2004). The results of this
survey were consistent with the New Zealand and German surveys. Most psychologists
reported using homework assignments in their practice. Specifically, 68% of
respondents reported ‘often’ or ‘almost always’ using homework assignments, and 77%
of respondents indicated they assigned one homework assignment per therapy session.
Again, CBT oriented psychologists reported a higher use of homework assignments

than other orientations.

In summary, practitioner surveys conducted in several countries, and with
different health professionals, have confirmed that homework assignments are used
consistently in practice. Not surprisingly, therapists identifying as having a CBT
orientation reported using homework assignments more frequently, and being more

specific in their homework administration.

Future Directions: Process Research

Sections 2.1 and 2.2 presented strong empirical and practical grounds for using

homework assignments in therapy. In particular, a strong link was suggested between
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the use of homework and treatment outcome, and homework assignments were reported

as being used frequently by practitioners, especially those with a CBT orientation.

More recently, there has been a call for research to focus on psychotherapy
process issues, rather than whether homework compliance is associated with outcomes
(Kazantzis & Ronan, in press: Kazantzis et al., 2001). For example, there has been
limited investigation into the association between therapist factors and client adherence
(Detweiler & Whisman, 1999). However, the limited research that has been conducted
supports a relationship between therapist competence in the review and assignment of
homework assignments and client homework compliance (Kazantzis, Deane, Ronan, &

Lampropoulos, in press).

A career counselling study (NV=61) by Worthington (1986) found the only
predictors of compliance were the client having some prior history of compliance,
involving the clients in homework assignments early in therapy, and the therapist

checking the client’s attitude towards the homework.

A study (N=30) of written versus verbally administered homework assignments
found significantly improved rates of compliance among the clients receiving written

homework assignments (Cox, Tisdelle, & Culbert, 1988).

Startup and Edmonds (1994) designed a study (N=25) which examined 235
sessions of CBT for depression. The intention was to identify a number of therapist
factors that may have predicted client compliance. An association between compliance

and outcome was found, however the therapist factors of collaboration, clarity of
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explanation, and providing a rationale for the homework were not found to be

predictors of homework compliance.

A more recent study (N=26) by Bryant, Simons, and Thase (1999) used archived
data from the National Institute of Mental Health (NIMH) Treatment of Depression
Collaborative Research Project (TDCRP) archived data (Elkin, Parloff, Hadley, &
Autry, 1985). A newly designed measure, the Therapist Homework Assignment
Competency Scale (THACS: Bryant et al., 1999), was used to show that the therapist

review of homework assignments was related to client homework compliance.

Kazantzis, Deane et al. (in press) also identify a series of studies from counselling
literature that provide preliminary support for the theoretical foundations for using
homework assignments in therapy (Conoley, Padula, Payton, & Daniels, 1994; Mahrer,
Gagnon, Fairweather, Boulet, & Herring, 1994; cited in Kazantzis, Deane et al, in
press). Specifically, the therapists ability to review homework has emerged as a
predictor of client compliance. In terms of designing and assigning homework, the
therapist discussing the client’s beliefs about undertaking the homework have also been
supported. Finally, Kazantzis, Deane et al. (in press) note from the cited studies that
other therapist factors that have shown promise in enhancing client compliance include:
practising homework in-session, negotiating a contractual agreement, recommending
assignments that build on clients existing skills and strengths, and providing specific,
concrete, and written summaries of the homework. Clearly, further research is required

into the interplay of process factors (therapist and client) and treatment outcome.
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CHAPTER 3

Theoretical Basis of Homework

Since its original inception, CBT has undergone a number of adaptations and

modifications to work with, for example, the elderly, children, groups, couples, and

with families. Despite various modifications, J. S. Beck (1995) highlights ten principles

that underlie all cognitive behavioural therapies:

L.

L

L

10.

Cognitive therapy is based on an ever-evolving formulation of the patient
and her problems in cognitive terms.

Cognitive therapy requires a sound therapeutic alliance.

Cognitive therapy emphasizes collaboration and active participation.
Cognitive therapy is goal oriented and problem focussed.

Cognitive therapy initially emphasizes the present.

Cognitive therapy is educative, aims to teach the patient to be her own
therapist, and emphasizes relapse prevention.

Cognitive therapy aims to be time limited.

Cognitive therapy sessions are structured.

Cognitive therapy teaches patients to identify, evaluate, and respond to
their dysfunctional thoughts and beliefs.

Cognitive therapy uses a variety of techniques to change thinking, mood,

and behaviour. (pp 5-8)

The principles above were listed to provide a broader context for the use of

homework assignments within CBT. In summary, the principles can be viewed as

having an “outward focus” (Blackburn & Twaddle, 1996). This outward focus is
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enhanced by the setting of homework, and several studies suggest that compliance with
homework is related to better outcomes (Chapter 2). Homework assignments within
CBT are designed to facilitate the generalisation and maintenance of in-session skill
acquisition to the client’s everyday situations that they encounter. This process of
generalisation and maintenance is attributed to the long term benefits of CBT (A. T.
Beck, 1976). However, the theoretical basis for using homework assignments in CBT is
much broader than the principles of generalisation and maintenance alone. This chapter
reviews the behavioural theories of respondent (classical) conditioning, operant
conditioning, generalisation and maintenance, and then reviews cognitive theories,
including social learning theories and social cognition theories. Finally, the
implications of these theories for using homework assignments in CBT are
summarised. The aim of this chapter is to outline the theoretical basis of why
homework assignments are central to CBT, to understand how homework is thought to
produce its effects, and to identify implications for the guiding model for practice in

Chapter 4.

Respondent (Classical) Conditioning

Respondent (or classical) conditioning involves a situation where the pairing of
two different stimuli changes the response to one of them (Martin & Pear, 2003). In the
first instance, the existence of an unconditioned stimuli (UCS) produces an automatic
or reflexive unconditioned response (UCR). The UCS is then paired with an unrelated
conditioned stimulus (CS) that would ordinarily not elicit any response of note.
Following a number of such pairings, the UCR which was initially elicited by the UCS
becomes associated with the CS and becomes a conditioned response (CR) to the CS.

For example, food in the mouth (an US) produces salivation (an UR). The repeated
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pairing of ringing a bell (a CS) with the food in the mouth (UCS) will eventually lead to

the ringing of the bell alone (CS) producing salivation (now a CR).

The corollary of the conditioning process described above, is that a CR may be
extinguished by maintaining exposure to the CS whilst concurrently reducing or
eliminating the CR. For instance, systematic desensitization (Wolpe, 1985) uses a
combination of exposure and counter-conditioning to reduce anxiety responses to
feared stimuli (e.g., specific phobias). Firstly, exposure to the feared CS commences at
such a low level that the original anxiety CR does not occur. The exposure to the CS is
gradually increased by a series of minimal increments, such that the original anxiety
response is reduced. At the same time, a counter-conditioning process introduces a new
CR (relaxation) that is incompatible with the original CR (anxiety). Respondent
conditioning processes such as these are often operating in homework assignments for

anxiety problems (Kazantzis & L'Abate, in press).

Operant Conditioning

Unlike respondent conditioning which focuses on pairing stimuli to condition
their responses, operant conditioning focuses on the consequences that follow
responses. Specifically, a consequence that causes a behaviour to increase is defined as
a reinforcer, a consequence that causes a behaviour to decrease is a punisher, and
consequences that are neutral tend to extinguish behaviours (Martin & Pear, 2003).
These principles have a number of implications. For instance, if a client completes
homework that was previously assigned and then the therapist does not review it in the
next session, this could be a neutral consequence which might contribute to the

homework behaviour being extinguished in future. It is also possible that the same



20

consequence may have different operant effects for different individuals. It is important
therefore for a therapist to determine specific reinforcers for each client. For instance,
different levels of verbal praise may have different reinforcing effects (i.e., some clients
may need more praise than others for it to be reinforcing). Operant principles also have
clear implications for psychopathology in that they may underpin various behaviours
that perpetuate a client’s presenting problems. From a homework perspective,
assignments can be collaboratively designed to test out hypotheses about possible
perpetuating behaviours, e.g., social isolation in depression, or avoidance in phobias
(Kazantzis & L'Abate, in press). Furthermore, non-completion of assignments can yield
as much useful information as completion, in that investigation of homework non-
completion may uncover operant conditioning factors at work in the client’s natural

environment.

Two central tenets of homework assignments in CBT are the principles of
generalisation and maintenance. Generalisation refers to transferring learned behaviour
to new settings, and maintenance refers to making the new behaviours endure (Catania,
1992; Herzberg, 1941; Kanfer & Phillips, 1970; Martin & Pear, 2003). Therefore,
without either of these principles operating, a skill learned within therapy would not be
able to used in different settings outside of therapy (no generalisation), and over time

the learned skill would be lost and need to be relearned (no maintenance).

Behavioural theory suggests various techniques to improve stimulus
generalisation, including varying the training condition, programming common stimuli
and training sufficient stimulus exemplars, and also techniques to improve response

generalisation, including training sufficient response exemplars and varying acceptable
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responses during training (Martin & Pear, 2003). The clear implication for homework is
that assignments that are designed and practised in session, need to be assigned and
practiced outside of therapy in such a way as to provide for appropriate generalisation

to the client’s natural environment.

Similarly, behavioural theory also suggests various techniques to improve
maintenance, including using natural contingencies of reinforcement and using
intermittent schedules of reinforcement (Martin & Pear, 2003; Skinner, 1974). Thus,
while therapist praise may be an important external reinforcer, it is important to
consider other reinforcers in the natural environment that will provide intrinsic reward.
Additionally, to increase the likelihood of maintenance, it is important that varying
amounts of the target behaviour are practised over varying time periods. One method of
achieving this aim would be to break a larger homework task down into smaller
segments which are ‘chained’ together to progressively ‘shape’ the new behaviour
(Kazantzis & L'Abate, in press; Martin & Pear, 2003). The successful completion of a
number of smaller and different tasks would likely provide an increased sense of
mastery and reduced distress (both natural reinforcers) and increased variation

(intermittent reinforcement).

Social Learning Theories

Social learning theory is also relevant to the use of homework in CBT. The
“Theory of Reasoned Action” (TRA: Ajzen & Fishbein, 1977) was subsequently
revised and extended as the “Theory of Planned Behavior” (TPB: Ajzen, 1985; Ajzen,

1988). Both of these theories emphasise three aspects of behavioural intention: attitude
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toward undertaking the activity, a subjective norm, and perceived behavioural control.
Applied to homework in CBT, this theory implies that a client’s motivation to
undertake homework is influenced by a cost/benefit trade-off, the cost being the
perceived difficulty of the homework assignment, and the benefit being the perceived

gain from undertaking the homework assignment (Kazantzis & L'Abate, in press).

Social Cognition Theories

Social cognition theories further enhance our understanding of how homework
may exert its influence in CBT. Bandura’s (1977) social learning theory focused more
on cognitive concepts and was subsequently renamed as “Social Cognitive Theory”
(Bandura, 1986). Similar to the generic cognitive model for situational
conceptualization (A. T. Beck et al., 1979; J. S. Beck, 1995; Greenberger & Padesky,
1995; Persons et al., 2001), Bandura emphasised the reciprocal relationships between
the cognitive, emotional, behavioural and physiological facets of a person’s experience
together with the environment (Bandura, 1977, 1986). Central to Bandura’s theory, and
important in the context of homework compliance, is the concept of self-efficacy
beliefs, which are a person’s expectations about the degree of confidence that they can
perform or endure the actions necessary to obtain a desired goal (Bandura, 1989).
Furthermore, four processes are specified by which self-efficacy beliefs can be
developed by individuals: (a) the interpreted results of previous performance or mastery
experience, (b) learning through observation or modelling, (c) social persuasions
received from others, and (d) somatic and emotional states. Each of these four
processes have distinct implications for integrating homework assignments into
therapy. Firstly, a client’s willingness to participate in homework will be based on

beliefs created from previous perceived successes and failures, and specific homework
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assignments should be set which can build success beliefs. Secondly, modelling of
homework assignments will be important where a client has little previous experience.
Thirdly, therapists should encourage clients to develop confidence in their ability to
complete homework. Finally, a client’s emotional state will impact the degree of
confidence they feel as they consider homework assignments (Kazantzis & L'Abate, in

press).

A number of other specific models emerged from social cognition theory (see
Armitage & Conner, 2000; Conner & Norman, 1996; Horne & Weinman, 1998), which
also have implications for homework. The “Health Belief Modei” (jainz & Becker,
1984; Rosenstock, 1974) and the “Protection Motivation Theory” (Rogers, 1983;
Rogers & Prentice-Dunn, 1997) are fairly similar motivational models of health
behaviour. Like the social learning theories and social cognition theories already
mentioned, these models effectively condense to the belief that an individual’s
behaviour and decisions are based on a subjective cost/benefit analysis of the likely
outcomes of alternative courses of action (Armitage & Conner, 2000; Conner &
Norman, 1996; Horne & Weinman, 1998). Thus, in addition to the implications for
homework already mentioned, it is also important to address any barriers to the

completion of homework assignments and highlight the benefits.

Due to the limitations of the motivational social cognition models as explanatory
models for health behaviours, theorists have recently been proposing multi-stage
models of health behaviour (Armitage & Conner, 2000; Horne & Weinman, 1998).
Two models that have a number of appealing features are the five-stage

“Transtheoretical Model” (DiClemente et al., 1991; Prochaska & DiClemente, 1983,



24

1984, 1986), and the seven-stage “Precaution Adoption Process” (Weinstein, 1988;
Weinstein, Lyon, Sandman, & Cuite, 1998; Weinstein, Rothman, & Sutton, 1998).
Other congruent models with varying stages include the “Health Action Process
Approach” (Schwarzer, 1992) and the “Rubicon Model” (Heckhausen, 1991). These
models generally differentiate between planning and action stages. However in the
context of homework assignments it is not the stages of behaviour that are important
per se, but the variables hypothesised to be important in a client progressing from one
stage to the next (Kazantzis & L'Abate, in press). Stage models have been criticised for
lacking in precise operational definitions of what actually happens in terms of social

cognitive variables (Armitage & Conner, 2000).

One social cognition model that explicitly deals with the role of emotion as a
predictor of health behaviour is the “Self-Regulation Model” (Cameron, 1997,
Leventhal, 1970; Leventhal, Meyer, & Nerenz, 1980). The model proposes that a threat
prompts motives to cope with emotional arousal caused by the threat as well as the
actual threat itself. Thus, homework assignments that deal with the presenting problems
(the threat) and alleviate the emotional distress are more likely to result in client

adherence (Leventhal, Nerenz, & Steele, 1984).

Finally, the “Elaboration Likelihood Model” (Petty & Cacioppo, 1981, 1986) is a
persuasion based model that proposes that an individual’s cognitive response to
message content becomes important when they are motivated to process thoughtfully.
In the homework context the implication is that persuasive messages from the therapist
may be all that is required for the client to adopt a favourable attitude towards the

homework assignment.
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3.5 Summary

In summary, this section has described various theories and models that provide a
theoretical basis for the use of homework and implications for how homework
assignments could be implemented in therapy sessions. The broadest implication is that
the techniques used by a therapist to implement homework assignments will impact on

client compliance and therefore, according to empirical findings, treatment outcome.
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CHAPTER 4

Guiding Model for Practice

From its early period through to modern day, CBT formulations continue to view
homework assignments as an integral part of the therapy (e.g., A. T. Beck et al., 1979;
J. S. Beck, 1995; Detweiler & Whisman, 1999; Persons et al., 2001; Scheel et al.,
2004). Despite this, the empirical research noted in chapter two has been undertaken in
the absence of a clear theoretical model, and as yet the means by which homework
specifically generates its effects remains relatively unclear (Kazantzis, 2003; Scheel et
al., 2004). It is only very recently that the theoretical and empirical underpinnings of
CBT are being refined into preliminary models for practice (Kazantzis, MacEwan, &
Datillio, in press; Scheel et al., 2004). This chapter reviews the strengths and limitations
of the existing models and recommendations for practice. Next, a new guiding model
for practice (Kazantzis, MacEwan et al., in press) is discussed, which meets the third
objective of the team Cognitive Behavior Therapy Homework Project outlined in
chapter one. This new guiding model will form the foundation for the measure

development that is central to the present study (Chapter 7).

Existing Models and Recommendations for Practice

The use of homework assignments have been recommended for over half a
century (Dunlap, 1932; Herzberg, 1941; Kanfer & Phillips, 1966; Masters & Johnson,
1970). This section focuses on the major models and recommendations for homework
from the time of Beck’s cognitive theory (A. T. Beck, 1976; A. T. Beck et al., 1979)
onwards. This work was considered seminal and prior models were more behaviourally

rather than cognitively based.
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Shelton and Levy (1981) proposed a specific model for practice for integrating
homework assignments in behaviour therapy. Their model for practice was consistent
with the recommendations made by A. T. Beck et al. (1979) which highlighted that all
therapy sessions should begin and end with a discussion about homework, and that the
therapist should assign homework with a high degree of behavioural specificity.

However, a number of criticisms of the model have also been raised.

Shelton and Levy’s model (1981) was derived from empirical work intended to
improve medication compliance. Given the medication background, and that fact that
there have been significant advancements in the understanding and practice of cognitive
therapy since 1981, a major criticism of the model is that it is not sufficiently flexible to
accommodate the range of homework in CBT (Kazantzis, MacEwan et al., in press). A
second criticism raised by Kazantzis, MacEwan, et al. (in press) is that the Shelton and
Levy model (1981) does not sufficiently address the role of the therapeutic relationship
in determining homework completion. For example, there is no consideration of what
specific relationship or therapist qualities may improve or deter homework completion.
Also, therapist beliefs are considered important in influencing behaviours in discussing
homework (Padesky, 1999). Finally, a third criticism is that the Shelton and Levy
model (1981) does not adequately deal with clients cognitions and beliefs in
determining their level of homework completion (Kazantzis, MacEwan et al., in press).
The role of the client’s cognitive conceptualization has been identified by a number of
authors as being central to understanding homework non completion (J. S. Beck, 1995;
Persons, 1989; Persons et al., 2001). Some of the more common psychological barriers

to completion of homework in depression include perfectionism / unrelenting standards,
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desire for social acceptance, procrastination / fear of failure, and forgetting.
Furthermore, Chapter 3 outlined the theoretical bases for undertaking homework within
CBT. In particular, the cognitive theories suggested that clients have existing beliefs
that will determine whether a certain assignment will be attempted. Furthermore, a
client will form beliefs based on the experience of having attempted a certain

homework task, which will then influence their future completion or non-completion.

As discussed in chapter three, the behavioural principle of generalisation together
with various social learning and social cognition models provide a theoretical
understanding and basis for the use of homework assignments in CBT. In addition to
specific implications that were noted in that section, it would also make sense that an
overarching model for practice would incorporate client, therapist and task features, and
the interrelationships between them. Detweiler and Whisman (1999) partially
accomplish this with their heuristic model for understanding client homework
compliance. Their model does incorporate client, therapist and task characteristics,
representing an improvement over previous explanatory attempts which focused more
on therapist behaviours (Shelton & Levy, 1981). However, while Detweiler and
Whisman (1999) base their heuristic model on the research literature, it is limited by
it’s focus on client adherence, does not draw on any theoretical bases for homework

assignments and is not a guiding model for practice.

In contrast, the most recent model to appear in the literature (Scheel et al., 2004)
proposes a theoretically and empirically based model of the homework
recommendation process. The conceptual model has six stages: client-therapist

formulation, therapist delivery, client receipt, implementation, therapist asking about
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homework compliance, and client report of homework experience. Scheel et al (2004)
propose brief practice strategies under each stage, with each strategy based on specific
empirical support. While this appears a prima facie strength, a serious limitation is that
the implications from the theoretical foundations of homework do not appear to have
been incorporated in their strategies. In fact, it appears that significant aspects of both
the theoretical bases and empirical literature have not been reviewed. As a consequence
of the lack of breadth and depth in the theoretical and empirical review, their “model

for practice” as presented has a limited scope.

A New Guiding Model

A new “guiding model for practice” has been proposed (Kazantzis, MacEwan et
al,, in press). This new guiding model (a) overcomes the limitations of the existing
models and recommendations noted in Section 4.1, (b) consolidates, refines and makes
explicit the voluminous recommendations that exist in the literature, and (c) ensures
that the recommendations are empirically and theoretically grounded. The model
synthesises the common process features and clinical recommendations from all the
contributors to the book, which include inter alia, Jan Scott and Anne Garland
(depression), Robert Leahy (panic, agoraphobia, and generalized anxiety), Jennifer
Hudson and Philip Kendall (children), Frank Dattilio (couples and families), and David
Coon, Larry Thompson and Dolores Gallagher-Thompson (older adults). In addition,
the model also synthesised the recommendations that have appeared in numerous other
publications (a limited selection includes: Detweiler & Whisman, 1999; Padesky &
Greenberger, 1995; Persons et al., 2001; Scheel et al., 2004; Shelton & Levy, 1981;

Tompkins, 2002). Finally, the model also drew extensively on the implications from



empirical and theoretical foundations of using homework, such as those outlined in

chapters two and three.

A major advantage of this new model is that it makes explicit information that
was either spread over several sources, or was difficult to glean as the information was
buried within the text of existing literature. Furthermore, Kazantzis, MacEwan et al., (in
press) suggest four improvements over previous models: (i) a focus on facilitative
qualities of the therapeutic relationship, (ii) a focus on facilitative qualities of the
therapist and therapist beliefs, (iii) specific grounding in the foundations of behavioural
and cognitive theory, and (iv) emphasises the use of individual conceptualization for

tailoring the content and process of homework administration.

The model conceptualises the process of recommending homework in CBT as a
three stage cyclical process of reviewing previous homework, designing new
homework, and assigning the homework as outlined in Figure I below (Kazantzis,

MacEwan et al., in press).

Figure 1. Cyclical process for recommending homework (Kazantzis, MacEwan et al ,

in press).
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CHAPTER 5

Measures of Therapist Adherence and Competence

The previous chapters have outlined the increasing attention that the role of
homework and the process of recommending homework assignments has been
receiving from empirical, theoretical and guiding model for practice perspectives.
Furthermore, the creation of empirically supported treatments (see Chambless et al.,
1996; Kendall & Chambless, 1998), together with standardised treatment manuals
(Addis & Krasnow, 2000; Luborsky & DeRubeis, 1984; Waltz et al., 1993) has
provided impetus for the increased measurement and evaluation of therapist adherence
and competence. This measurement focus has been particularly notable in CBT (Barber
et al., 2003; Dobson & Kazantzis, 2003; Kazantzis, 2003; Waltz et al., 1993) and with
homework assignments specifically (Addis & Krasnow, 2000; Fehm & Fehm-

Wolfsdorf, 2001; Padesky, 1999).

Moreover, the importance of measuring therapist adherence and competence is
underscored by surveys which highlighted that while a large percentage of practitioners
reported using homework assignments, they did not routinely adhere to practice
recommendations for integrating that homework into practice (Kazantzis, Busch et al.,
2004; Kazantzis & Deane, 1999). This chapter outlines the key existing measures have

been designed to measure therapist adherence and/or competence in CBT.

Cognitive Therapy Scale

The Cognitive Therapy Scale (CTS: Young & Beck, 1980) is an 11 item scale

that was designed to measure therapist competence in delivering CBT. However, only
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one item expressly relates to the use of homework. A factor analysis of the scale
identified two factors, skill and structure, with the homework item falling under the
structure factor (Vallis, Shaw, & Dobson, 1986). A number of studies have undertaken
psychometric evaluations of the CTS with very mixed results, and there has been
difficulty establishing interrater reliability even among experts (for a review, see
Kazantzis, 2003). A recent revision of the CTS (Milne, Claydon, Blackburn, James, &
Sheikh, 2001) improved the reliability and validity of the original CTS by modifying
several of the original items and adding three new items. However, the revised CTS is

still limited by containing only one homework item.

The items in the CTS are rated using a seven point Likert scale, which is an
appropriate number of points from a test development perspective (Streiner & Norman,
1995). However, a significant limitation is that only every second point is anchored
with a description. The tendency in this case is that the labelled points tend to be
endorsed more than the unlabelled points (Streiner & Norman, 1995). This that may be

a factor contributing to the mixed psychometric results.

Collaborative Study Psychotherapy Rating Scale

The Collaborative Study Psychotherapy Rating Scale (CSPRS: Hollon et al,,
1984) was designed as part of the National Institute of Mental Health (NIMH)
Treatment of Depression Collaborative Research Program (TDCRP: Elkin et al., 1985).
The measure was designed to evaluate adherence to three different therapeutic
approaches: CBT, interpersonal therapy and pharmacotherapy. The 96 item total scale
includes 28 items that specifically assess CBT. The CBT total scale is then separated

into six subscales, of which one subscale is homework. A psychometric evaluation
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highlighted two discrete factors labelled CT-Abstract and CT-Concrete. The CT-
Concrete scale, which included administration of homework, was found to be predictive

of subsequent treatment outcome(DeRubeis & Feeley, 1990).

However there are concerns about the utility of both the CTS and CSPRS
measures (Kazantzis, 2003; McGlinchey & Dobson, 2003; Shaw & Dobson, 1988).
Neither instrument has been widely validated and the constructs of adherence and
competence are overlapping, with neither instrument measuring both constructs (Barber
et al., 2003). Additionally, these measures are limited in the number of items that

evaluate both therapist adherence and competence in the use of homework assignments.

Cognitive Therapy Adherence and Competence Scale

The Cognitive Therapy Adherence and Competence Scale (CTACS: Barber et al.,
2003; Liese. Barber, & Beck, 1995) is a recent revision of the CTS. With 21 items, the
CTACS provides a much wider coverage of cognitive therapist’s activities than the
original 11 item CTS. Despite this, is still limited in its coverage of homework, with
only two specific items. In comparison to the CTS and the CSPRS, a strength of the
CTACS is that it separates the adherence and competence constructs, and measures
both constructs using the same items and raters. The CTACS also exhibits strong
psychometric properties, although the data has only been validated within the context of

CBT for substance abuse (i.e., Barber et al., 2003; Kazantzis, 2003).

Similar to the CTS, it uses a seven point Likert scale. An improvement over the
CTS is that all seven points on the Likert scale are anchored with descriptions, which

may contribute to its improved reliability over the CTS. In the psychometric evaluation
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of the CTACS (Barber et al., 2003) it was noted that the adherence construct was highly
correlated with the competence construct. An explanation offered for this result was
that raters confuse the two constructs, and thus rate them similarly. Another explanation
could be that the CTACS measures adherence using the frequency of therapist
behaviour as a proxy for adherence. The use of frequency as a proxy for adherence is
questioned by this writer. It is possible raters could equate the frequency of an
intervention as being the same as competence, and that could explain why the two

constructs were highly correlated.

The question of how to measure adherence, and to distinguish it from competence

remains an issue to be addressed in the development of the HAACS (Chapter 7).

Therapist Homework Assignment Competency Scale

Of particular relevance to the present study is the Therapist Homework
Assignment Competency Scale (THACS: Bryant et al., 1999) which is the only
measure designed to focus solely on therapist behaviours in administering homework.
The THACS is a four item measure resulting from a revision of the single CTS
homework item. Although developed nearly two decades after the original CTS, there
was no attempt to incorporate more recent theoretical or empirical findings in the model
(i.e., the content of Chapters 2, 3, and 4). Despite this limitation, the Bryant et al study
(1999) as outlined in Chapter 2, provided preliminary data that therapist competence in
reviewing homework as assessed by the THACS was a predictor of subsequent

treatment outcome.



6.1

37

CHAPTER 6

The Present Study

Summary

To summarise, treatment-outcome research indicates that independent evaluation
of therapist adherence and competence in delivering CBT are important factors.
Theoretically and practically, homework assignments are a key aspect of helping
client’s acquire and generalise skills to their real life situations. Given this central role
of homework within CBT, and data showing that therapist competence in delivering
CBT structure (including homework) predicts treatment outcome, it is possible that
therapist competence in facilitating homework alone mziy be a significant factor in the

variance in CBT outcome.

Existing measures of therapist adherence and competence each have their own
relative strengths, but have also been criticized for various aspects, including not being
based on guiding theoretical models, having limited psychometric properties, confusing
adherence and competency constructs, and having a limited number of homework

specific items (i.e., between 1-4 items).

In conclusion, the aim of the present study is to develop a new measure of
therapist adherence and competence in administering homework assignments in CBT,
which is based on a theoretically grounded guiding model for practice, and retains the
strengths while addressing the shortfalls in existing measures. The specific research

objectives are outlined in Section 6.2.
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6.2 Research Objectives

Chapter 1 outlined five specific research objectives that were set for the present
study:
1. Describe empirical support, theoretical models and a guiding model for
practice for the use of homework in CBT.
2. Describe the existing measures of therapist adherence and competence in the

use of homework in CBT.

(%]

Develop a new measure to assess therapist adherence and competence in the
use of homework in CBT.

4. Undertake a preliminary evaluation of the new measure with a sample
diagnosed with major depressive disorder.

5. Discuss the findings and the implications for further research.

The first objective was covered in Chapters 2, 3, and 4, and the second objective
was covered in Chapter 5. The remaining three objectives will be covered in Chapters

7-11) that follow.
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CHAPTER 7

Measure Development

Introduction

The development of a new measure to assess therapist adherence and competence
in the use of homework in CBT was THE fundamental undertaking in the present study.
The development process consumed the largest proportion of total effort. both in time
commitment and conceptual effort. For that reason, the development process and
considerations that led to the production of the initial draft of the HAACS measure
have been separated from the method (Chapter 8) and 1s described separately in this

chapter.

Figure 3 highlights the importance of the information that was reviewed in

chapters two through five as it related to the development of the HAACS.

Review empirical Review theoretical
basis of homework basis of homework

Review guiding model Review existing
for practice measures

Feedback
from primary

investigator

Develop HAACS

Figure 3. Overview of the development of the initial version of the HAACS.
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The empirical and theoretical reviews (Chapters 2 and 3) provided key
information for the development of the guiding model for practice (Chapter 4). The key
recommendations from the guiding model for practice were summarised in the TQR
(Figure 2) which formed the starting point for item selection in the HAACS (Section
7.2 below). Reviews of existing measures of therapist adherence and competence
(Chapter 5) provided a starting point for decision making regarding adherence and

competence item scaling (Sections 7.3 and 7.4 respectively).

Item Selection and Wording

Following the extensive conceptual review process described above ( Figure 3),
the original 20-item TQR became the starting point for item selection. The first
decision was to evaluate the TQR items to determine whether they were suitable for
inclusion in an observational rating measure. It was decided that it was not feasible to
include one review item (recording homework completion in session notes), and one
assign item (making a written note of the homework). From an adherence perspective it
may have been possible to observe if these tasks were completed, but it would not have
been possible to rate the items for competence based on observation alone. This
reduced the total item pool to 18 items. During the iterative discussion process with the
primary investigator, it was determined that the measure would benefit from an
additional design item (discussing new homework at an appropriate time). This resulted

in 19 items being identified for the initial HAACS measure.

As noted in Chapter 5, a significant strength of the CTACS measure was its
separation of adherence and competence constructs, and measuring both constructs

using the same items and raters. Accordingly, the same approach was adopted in the
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development of the HAACS. The next step then, was to take each of the brief item
descriptions from the TQR, and reword them into two different questions: an adherence
question and a competence question. The adherence questions began with “Did the
therapist ...” and the competence questions began with “How well did the therapist
...”. For example, Figure 4 illustrates how the TQR item for problem solving obstacles

was translated into adherence and competence items in the HAACS.

HAACS Adherence Item

Did the therapist attempt to problem
solve practical obstacles to the
TQR Item homework task?

Problem-Solve Obstacles

HAACS Competence Item

How well did the therapist attempt to
problem solve practical obstacles to
the homework task?

Figure 4. Example translation of a TQR item into a HAACS adherence and competence

item.

Adherence Items and Scaling

The next consideration was how to scale the adherence items. Again, the CTACS
was used as an initial consideration, based on its strengths as noted in Chapter 5, and
the decision (see Section 7.2) to follow a similar approach for measuring adherence and
competence constructs. It was noted that the authors of the CTACS (Barber et al., 2003)
followed the approach taken by Barber, Krakauer, Calvo, Badgio, and Faude (1997)
and measured adherence with a 7-point Likert scale, using frequency as a proxy for
adherence. A weakness of the CTACS noted in Chapter 5, was that it only contained

two items for homework administration: one item for reviewing homework, and one
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item for assigning homework (and ignored homework design). In contrast, there are a

number of specific therapist activities that comprise reviewing, designing and assigning

homework, which were detailed in separate items in the HAACS. Figure 5 compares

the single CTACS item for reviewing homework with the five items in the HAACS.

Similarly, Figure 6 compares the single CTACS item for assigning homework with the

fourteen design and assign items in the HAACS.

5. Reviewing previous homework:
reviewed previous homework or
discussed incomplete homework

—

Discuss non-completion and quantity and
quality of completion.

Provide verbal reinforcement for any
portion carried-out.

Use a situational conceptualization to
identify beliefs about the consequences,
and their synthesis of learning.

Use individualized conceptualization to
make sense of any portion of non-
completed homework.

Problem solve practical obstacles.

Single CTACS item |_—_> Five HAACS items

Figure 5. Comparison of CTACS and HAACS homework review items.

When an item is kept at a broad level (e.g., reviewing homework in the CTACS)

then measuring frequency with a Likert scale may be appropriate, given that a number

of activities can be performed which signify frequency and therefore adherence.

However, when that same broad item is broken into several specific activities (i.e., the

items in the HAACS), then the use of frequency no longer applies, as the specific

activity is either performed or not performed. Based on that analysis, a major decision

was reached to depart from the CTACS methodology, and to measure the adherence

items in the HAACS using a dichotomous “yes-no” rating system.
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6.  Discuss new/revised homework at
appropriate point(s) during session.

7. Guided discovery to identify coping
strategies and beliefs.

8.  Use disorder specific cognitive model and
individualized conceptualization.

9.  Collaboratively select task.

10. Present a rationale that aligns with the
client’s treatment goals.

11.  Ask about client’s ability and perceived
task difficulty.

6.  Assigni ' h k: ” .
FURIITE NS ome e 12.  In-session practice of task.

collaboratively assigned :
homework; discussed and began l:> 13.  Guided imagery to begin experiential
to plan and practice homework in : learning.

the session 14.  Situational conceptualization to identify
beliefs and situational triggers.

15. Ask client to summarize rationale in
relation to therapy goals.

16. Collaborate to specify how the task will be
practically possible (1.e., when, where, how
often, and how long it will take).

17. Consider potential difficulties.
18. Emphasize learning ‘experiment’ focus.

19. Ask client to summarize task and obtain
ratings of readiness, importance, and
confidence (renegotiate if <70%).

Single CTACS item |:> Fourteen HAACS items

Figure 6. Comparison of CTACS and HAACS homework design and assign items.

Competence Items and Scaling

Unlike the adherence construct, the decision to use a Likert scaling system for the
competence construct was straightforward and consistent with all the measures
reviewed in Chapter 5. Consistent with the CTACS (and CTS), it was decided that a
seven point Likert scale be used. Furthermore, a number of studies suggest that using
less than five points significantly reduces reliability, whereas exceeding seven points
provides little incremental reliability (Streiner & Norman, 1995). The final decision
required prior to constructing the competence item scales was how many of the seven

points should be anchored with descriptions. A weakness noted with the CTS (Chapter
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5) was that only every second point was anchored. Moreover, Streiner and Norman
(1995) note that the anchored points tend to be endorsed more often than the non-
anchored points. They also note that the decision to only label every other point is often
made because the scale constructor cannot think of enough adjectives for every single
point. Taking these considerations into account, the decision was made to anchor every
single point with detailed descriptions to facilitate interrater reliability. This labelling
approach was consistent with the CTACS which reported good reliability (Barber et al.,

2003).

An underlying Likert scale was created where 0 = non-adherence/extremely poor,
1 = poor, 2 = mediocre, 3 = fair, 4 = good, 5 = very good, and 6 = excellent. Then for
each of the 19 competence items, anchors were created that described what therapist
behaviour would look like for each of points on the underlying scale. The downside of
the approach taken was that it significantly increased the development time for the
HAACS. It required 133 descriptive anchors to be written (i.e., 19 items x 7 anchors).
In contrast, anchoring every second point would have required 76 descriptive anchors
to be written (i.e., 19 items x 4 anchors). Creating the 133 descriptive anchors proved to
be a lengthy and iterative process, with feedback sought at regular intervals from the
primary investigator. Care was tl-aken to ensure that the descriptive anchors reflected
therapist behaviours that would be displayed for each specific item. Furthermore, each
of the anchor descriptions had to build in complexity from 0 to 6, with each incremental
step reflecting an appropriate increase from the previous step, and remaining consistent

with the underlying Likert scale.
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Finally, based on feedback from the primary investigator, the HAACS was
reformatted to produce a look that was consistent with other measures developed and
being used in the Cognitive Behavior Therapy Homework Project. The first version of
the HAACS that was used for training purposes is attached in Appendix A, and a

illustrative competence item is provided in Figure 7.

D6 How well did the therapist ask about the client's ability and perceived difficulty of the
= homework task? Rating

0  The therapist did not ask about the client’s ability and perceived difficulty of the task.

1 Thetherapist made a cursory enquiry about the client’s ability and perceived difficulty of the task, but did not discuss it any
further.

2 Thetherapist enquired about the clients ability and perceived difficulty of the task, and made an ineffective attempt to elicit
feedback from the client (e.g., the therapist did not listen to the client's responses, asked closed questions, questions did not
follow the client's responses).

3 The therapist enquired about the client's ability and perceived difficulty of the task, and elicited a general statement from the
client, for example, the client was vague and said “Sure, | can do i’ and this response was taken at face value and not probed
any further.

4  The therapist enquired about the client's ability and perceived difficulty of the task, and through Socratic questioning identified
a broad issue (e.g., “That thought record looks too hard, There is so much to complete”). However, the therapist then provided
their own solutions fo resolve the issues raised (€.g., “Okay, just complete the first three columns of the thought record”)

5  The therapist enquired about the client's ability and perceived difficulty of the task, and through Secratic questioning identified
specific issues (e.g., in addition to feeling overwhelmed by the entire thought record, it transpired that the client had difficulty
distinguishing emotions and thoughts on thought record). Through further exploration the therapist and client collaboratively
resolved the issue (e.g., the therapist and client worked on automatic thoughts in-session, and/or the homework was
redesigned to focus on practicing the identification emotions as distinct from automatic thoughts).

6  The therapist enquired about the client's ability and perceived difficulty of the task, and through Socratic questioning identified
specific issues. Through further exploration the therapist and client collaboratively resolved the issue. The therapist also
elicited additional client leaning from the discussion, for example, the client leamt that breaking items into smaller chunks was
less overwhelming, and also identified an underlying rule (e.g., “I've failed if | can't work things out for myself’).

Figure 7. Example item from the first version of the HAACS.
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CHAPTER 8

Method

Overview

The development of the initial version of the HAACS measure was a major
undertaking in the present study. Accordingly, the method for that particular process
was ring-fenced and described separately in Chapter 7. This chapter completes the
method by describing the pilot testing process undertaken to evaluate and revise the

HAACS (see Figure 8 for an overview of the process).

Following the initial development of the HAACS, a group of five independent
raters were employed and trained in the use of the HAACS (Section 8.3 and Appendix
B). Based on informal feedback received from the raters during the training, the
HAACS underwent its first revision (Section 8.4 and Appendix C). One week later the
raters participated in the first pilot study where they used the revised HAACS to rate
four DVD recorded CBT sessions (Section 8.2). This took place over the course of a
single day, with all raters gathered together, rating the same sessions concurrently,
without discussion between rating sessions. In addition to the raw data collected from
the first pilot, the raters also completed a formal feedback questionnaire at the
conclusion of the pilot (Appendix D). The questionnaire allowed the raters to rate and
comment on the training, the measure in general (i.e., instructions, format, and ease of
use), and also any difficulties and ambiguities experienced with individual items and
descriptive anchors. Furthermore, the HAACS was then forwarded for substantive

comment to Professor Keith Dobson, international collaborator on the
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Rater training and
informal feedback

Revise HAACS
(informal
feedback)

Conduct first
pilot study

Revise HAACS
(results and

feedback)

Feedback
from primary
investigator

Conduct second
pilot study

Revise HAACS
(results and
feedback)

Feedback
from primary
investigator

Figure 8. Overview of the evaluation and revision methodological process.
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Cognitive and Behavior Therapy Homework Project, and also to associated members of
the research team at Massey University. On the basis of the analysis of the data
collected from the first pilot, the rater feedback, and the expert feedback, the HAACS

was further amended and a second revision produced (Appendix E).

Initially, a second pilot study to evaluate the second revision of the HAACS was
scheduled to take place a few weeks after the first pilot study. However, there were a
number of unforeseen circumstances and delays during the feedback and revision
process, which was compounded by the summer Christmas holiday period.
Consequently, the second pilot study was not able to be conducted until sixteen weeks
after the first pilot study. Due to the lengthy period between the two pilot studies, it was
decided to use the same DVD sessions from pilot one. The rationale was to maintain
consistency between the pilot studies, with the major change being the different version
of the HAACS. Consistent with the first pilot, a whole day was arranged for the raters
to complete pilot study two. Unfortunately, one rater was unable to attend the scheduled
day, so that rater completed the ratings a few days later, over two consecutive evenings.
The data from the second pilot study was analysed and feedback again obtained from

the raters. This resulted in the third and final revision of the HAACS (Appendix F).

Client and Therapist Data

This study used archived data recorded on digital Video Disk (DVD) format,
obtained from a recently completed National Institute of Mental Health (NIMH)
component analysis of depression study (Dimidjian et al., 2003; Dobson et al., 2003;
Jacobson & Gortner, 2000). The clients in the NIMH study were all diagnosed with

major depressive disorder, met standard inclusion criteria, and had been randomly
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assigned to the CBT group in the study. Three trained therapists conducted the CBT
sessions, including two therapists that had participated in a prior component analysis of

CBT for depression study (Jacobson et al., 1996) also funded by the NIMH.

Approval to use the archived data (including prior ethical approval and client
consent in the U.S.A.) was obtained through Keith Dobson, the international
collaborator for the present study, and researcher in the original NIMH study (Dobson
et al., 2003). Ethical approval in New Zealand was covered by a Massey University
Low Risk Notification which was received by the Assistant to the Vice-Chancellor

(Ethics & Equity) on 14 July 2004.

The four sessions rated in the present study were taken from the same therapist
and client dyad, and covered four consecutive sessions (sessions four to seven). The
aim of the pilot testing process at this stage of development was to evaluate the clarity
of the HAACS content. The decision not to vary the therapist-client dyad and use four
consecutive sessions was made to keep as many aspects of the study as stable as
possible, and keep the focus on the use of the measure. The decision to focus on
consistency and context, rather than evaluating different stages of therapy is also
supported by Waltz et al. (1993). This method of using trained independent observers to
evaluate recorded therapy sessions was recommended for general use in clinical
research (Waltz et al., 1993), and was the method used for the CSPRS and also in the

evaluation of the CTACS.
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8.3 Raters

Five raters (four female, one male) rated four CBT sessions recorded on DVD.
The raters average age was 34.8 years (range 24 to 44 years). Four were graduate
clinical psychology students and the fifth was a first year registered clinical
psychologist. As a minimum requirement, raters had to have completed three specific
Massey University clinical psychology papers. The first required paper “Psychotherapy
I: Theory, Research and Practice” contained an introduction to CBT principles and
structure, including CBT for depression. The second required paper “Psychotherapy II:
Theory, Research and Practice” included information on the empirical findings
regarding the use of homework across different therapy approaches (including CBT).
The third required paper “Theory and Practice of Cognitive Behaviour Therapy”
focussed on CBT principles, structure, and the use of CBT techniques. The paper also
provided an opportunity for participants to rate three CBT video sessions using the
CTS. This was considered a valuable prelude to undertaking a similar task in the

present study.

Training was conducted for approximately seven hours over the course of a single
day. The training material used is attached in Appendix B. The training provided the
context for the present study, namely the Cognitive Behavior Therapy Homework
Project, summaries of Chapters 2-5, and the aims and method of the present study. An
opportunity was provided to brainstorm existing knowledge of the use of homework in
CBT, and then the guiding model for practice, the TQR and HAACS were introduced.
Next, specific CBT terminology used in the HAACS was discussed, as was the

distinction between the adherence and competence constructs. Common rating
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considerations were noted (e.g., rater bias, halo effects, leniency effects), and then

finally the raters participated in a trial rating session.

Measure

The HAACS was the measure used in the present study, and the development of
the first version of the HAACS was outlined in Chapter 7. Based on preliminary
feedback from the rater training session (Section 8.3), significant changes were made to
the formatting of the HAACS and the instructions, with the intention of making it easier
to use. The item and anchor content remained unchanged. The first revision of the

HAACS is attached in Appendix C.

Additional feedback from the training resulted in the TQR (Figure 2) from the
guiding model for practice being adapted for use while rating the HAACS. Specifically,
the content of the TQR was amended to match the specific items contained in the
HAACS (see Chapter 7: two items were removed from the original TQR and one new
item was aded added). Furthermore, each item in the TQR-Amended was numbered to
match the item number in the HAACS. Each item in the TQR-Amended also had the

page number of the HAACS item noted in brackets (see Figure 9).
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Therapist’s Quick Reference* - Adapted for Rating the HAACS

REVIEW

DESIGN

1.  Discuss non-completion and
quantity and quality of completion

(p-3).

2. Provide verbal reinforcement for
any portion carried-out (p.4).

3. Situational conceptualization to
identify beliefs about the
consequences, and their synthesis
of learning (p.5).

4. Use individualized
conceptualization to make sense of
any portion of non-completed
homework. (p.6)

5. Problem solve practical obstacles
(P.7).

10.

11.

12.

13.

14.

Discuss new/revised homework at
appropriate point(s) during session
(p.8).

Guided discovery to identify coping
strategies and beliefs (p.9).

Use disorder specific cognitive model
and individualized conceptualization
(p.10).

Collaboratively select task (p.11).

Present a rationale that aligns with the
client's treatment goals (p. 12).

Ask about client's ability and perceived
task difficulty (p.13).

In-session practice of task (p.14).

Guided imagery to begin experiential
learning (p.15).

Situational conceptualization to identify
beliefs and situational triggers (p.16).

ASSIGN

15. Ask client to summarize
rationale in relation to therapy
goals (p.17).

16. Collaborate to specify how the
task will be practically possible
(i.e., when, where, how often,
and how long it will take) (p.18).

17. Consider potential difficulties
(p.19).

18. Emphasize leaming ‘experiment’
focus (p.20).

19. Ask client to summarize task
and obtain ratings of readiness,
importance, and confidence
(renegotiate if <70%) (p.21).

*Therapist Quick Reference © Copyright 2005 by Nikolaos Kazantzis, Frank Deane, and Kevin Ronan. From the book “Using Homework Assignments in Cognitive Behavior
Therapy” edited by Kazantzis, Deane, Ronan, & L'Abate (2005) published by Brunner-Routledge.

€S
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Data Analysis

The use of observational measures such as the HAACS requires a great deal of
judgement to be made by the raters. Thus, the rater can be a major factor in the
reliability of the measure, and the calculation and reporting of interobserver or
interrater reliability is required (Gregory, 2000). There are numerous options for
analysing agreement type data, however, there is little consensus in the literature about
which measure is best (Uebersax, 2003; Vincent, 2002). The key to deciding which
methods are appropriate in a particular study hinges on establishing the purpose of the
analysis and the questions that need answering (Uebersax, 2003). Given that the key
aim of this study was to evaluate the HAACS measure during its early development
phase, the primary analytical goals were (a) to identify whether the measure should be
altered to improve its clarity, and (b) to provide a preliminary indication of interrater

reliability.

To meet the first analytical goal, formal rater feedback was sought. regarding.
The rater feedback questionnaire asked them to rate the training, measure instructions,
measure format, measure ease of use, and the clarity of individual items and anchors,
using a six point Likert scale ranging from 1=do not agree, to 6=totally agree (a copy is
attached in Appendix D). To further assist with the identification of which items
required scrutiny to improve agreement, the distributions of rater scores across
individual items were also analysed to identify problematic items and potential causes

of disagreement.

To meet the second goal, two different measures were required. Firstly, the

Intraclass Correlation Coefficient (ICC: Shrout & Fleiss, 1979) was used as the
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preliminary estimate of interrater reliability for the ordinal competence ratings. This
was consistent with recent literature for evaluating interrater agreement or reliability
within CBT (Barber et al., 2003; Persons & Bertagnolli, 1999). In contrast, a
percentage of agreement statistic was used for the dichotomous adherence ratings
(Uebersax, 2003). This involved creating a cross-tabulation table for every pair of raters
(i.e., a total of ten cross-tabulation pairings) comparing their agreement for every item

in four possible categories (i.e., no-no, no-yes, yes-no, and yes-yes).
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CHAPTER 9

Pilot Study One

Introduction

The major purpose of pilot study one was to generate preliminary data to enable
the newly developed HAACS measure to be evaluated and improved. As outlined in
chapter eight, five raters used the HAACS measure to rate four CBT sessions recorded
on DVD. The raters completed a feedback questionnaire form with the results
summarised in Section 9.2. The adherence rating scores were used to calculate
percentage agreement statistics, and the competence rating scores were used to
calculate inter-rater reliability and to identify the distribution of scores. Section 9.3
summarises the adherence and competence rating score results. The HAACS was also
forwarded for expert feedback, and the comments received are noted in Section 9.4.
Finally, Section 9.5 discusses the analysis of the results, and the resulting changes that

were made to the HAACS and the TQR prior to the second pilot study.

Results - Rater Feedback

At the conclusion of session four, the raters completed a formal feedback
questionnaire (Appendix D) which asked them to rate a series of questions using a six
point Likert scale ranging from 1=do not agree, to 6=totally agree. This section
summarises the results of the feedback by providing the rater’s mean rating. With only
five raters it was not useful to calculate standard deviations, so instead high and low
scores are reported. Table 1 provides the rater responses to the first four general

questions. It was decided that a mean rating of less than five (i.e., less than “mostly
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agree”) could indicate a problematic item. Two questions (regarding clarity of
instructions and clarity of formatting) had a mean rating greater than or equal to five
(mostly agree). However, the other two items (regarding effectiveness of training and
measure ease of use) were rated lower than five, indicating that the raters did not feel

adequately prepared for using the measure, and that the measure could be easier to use.

Table 1

Rater Feedback For Pilot One General Questions

Lowest Highest Mean

Question rating rating rating
The training fully prepared me for using the measure | 6 4.60
The instructions were clear 4 6 5.00
The measure was clearly formatted 5 6 5.40
The measure was easy to use 2 5 4.00

Note. Items rated as follows: 1 (do not agree), 2 (barely agree), 3 (mildly agree), 4
(tend 1o agree), 5 (mostly agree), 6 (totally agree).

Following the first four general questions, each of the 19 HAACS items then had
two questions. The first question asked if the description for the item was clear (applies
to adherence and competence), and the second question asked if the anchors for the
item were clear (applies to competence only). Again, raters used the same six point
Likert scale. The results from these questions is presented in Table 2. Looking firstly at
the item description questions, items 3, 4, 6, 8, 14, 16, and 19 (37% of the total items)
had a mean rating of less than 5. Turning secondly to the item anchor questions, items

3,4,6,9, 14, 18, and 19 (37% of the total items) had a mean rating of less than 5.



Table 2

Rater Feedback For Pilot One Item and Anchor Descriptions

Item description Anchor description
Lowest  Highest Mean Lowest  Highest  Mean
Item rating rating rating rating rating rating
1 6 6 6.00 4 6 5.00
2 6 6 6.00 - 6 5.00
3 2 5 4.00 2 6 4.00
4 1 6 4.00 - 6 4.40
5 5 6 5.80 5 6 5.80
6 1 6 4.60 3 6 4.80
7 4 6 5.20 B 6 5.20
8 1 6 4.80 q 6 5.00
9 4 6 5.60 3 6 4.60
10 5 6 5.80 4 6 5.00
11 5 6 5.80 5 6 5.20
12 4 6 5.40 5 6 5.60
13 5 6 5.40 5 6 5.40
14 3 6 4.00 3 6 4.40
15 6 6 6.00 3 6 5.40
16 1 6 4.80 - 6 5.00
17 5 6 5.80 4 6 5.40
18 4 6 5.40 3 6 4.80
19 2 6 4.60 1 5 4.00

Note. Ttems rated as follows: 1 (do not agree), 2 (barely agree), 3 (mildly agree), 4
(tend to agree), 5 (mostly agree), 6 (totally agree).
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These problematic items were compared with the actual rating results to identify further

investigation (Section 9.3).

Results — Rating Scores

Adherence Data

For each session in pilot study one, the data for each rater was cross-tabulated
against every other rater, producing a total of ten cross-tabulation pairings. Each cross-
tabulation compared the 19 individual adherence items into the four possible
combinations (i.e., no-no, no-yes, yes-no, and yes-yes). As an example, Table 3 shows
the cross-tabulation data calculated for pilot one, producing a total of 760 parings (i.e.,

10 rater-pairings x 19 items x 4 sessions).

Table 3

Rater by Rater Cross-Tabulation for Pilot One Adherence Items

Rater-1
No Yes Total
No 122 82 204
Rater-II Yes 118 438 556
Total 240 520 760

Similar to Table 3, cross-tabulation data were also constructed for each of the
four individual sessions, however the number of pairings dropped to 190 (i.e., 10 rater-
pairings x 19 items). The resulting data was then used to calculate the percentage
agreement figures for each individual session, and for pilot one in total. As Table 4

highlights, the percentage agreement figures for the individual sessions were reasonably
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consistent. All sessions achieved greater than 70% agreement, within a range of 72% to
78%, with the overall result for pilot one being 74%. Established guidelines for
evaluating levels of agreement with dichotomous data (such as kappa) state that when
the reliability coefficient is between .60 and .74 then the level of clinical significance is
good, and when the reliability coefficient is between 75 and 1.00 then the level of
clinical significance is excellent (Cicchetti, 1994; Cicchetti & Sparrow, 1981; Fleiss,

1981).

Table 4

Percent Agreement Statistics for Pilot One Adherence Items by Individual Session

% overall
Session agreement
1 78%
2 72%
3 74%
4 72%
OVERALL 74%

Furthermore, the cross-tabulation data was calculated on an item-by-item basis
for all of pilot one. However, only 40 pairings were available at the individual item
level (i.e., 10 rater-pairings x 4 sessions). It was decided that less than 70% agreement
could indicate problematic agreement. As shown in Table 5, the percentage agreement
statistics for individual items ranged from 40% to 100%. Within this range, nearly half

of the individual items (47%) achieved less than 70% overall agreement (items 8, 9, 12,
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13, 14, 15, 16, 18, and 19). These item-by-item results were far more variable than the
reasonably consistent results found in the session by session and overall pilot one
statistics (Table 4). This result was not completely unexpected though, as variation

would become more apparent with the smaller individual item dataset.

Next, the items identified as problematic from the rater feedback questionnaire
(mean rating <5.00) were compared with those items identified as problematic from the
percentage agreement statistics (<70% agreement). Table 6 shows that of the 12 items
identified as problematic, four items (i.e., 8, 14, 16, and 19) were problematic both
from a clarity perspective (raters feedback) and from the actual ratings. A further three
items (i.e., 3, 4, and 6) were identified by the raters feedback as unclear, although they
actually achieved 90%-100% agreement when rating the items. The remaining five
items (i.e., 9, 12, 13, 15, and 18) were problematic from the actual ratings, although the
rater’s feedback indicated the items were clear. The implications and corrective steps

taken are outlined in the discussion Section (9.5) that follows.

Competence Data

The competence ratings were entered into SPSS to calculate the ICC(2,5) for each
of the four individual sessions and also for pilot one overall. Table 7 presents the ICC
results together with 95% confidence intervals. The ICC’s increased steadily from .828
in session one to .870 in session four. The ICC for pilot one was .838 with 95%
confidence that the actual ICC fell within the range of .766 to .891. Established
guidelines for evaluating levels of ICC state that when the reliability coefficient is
between .75 and 1.00 (as these are) then the level of clinical significance is excellent

(Cicchetti, 1994; Cicchetti & Sparrow, 1981; Fleiss, 1981).



Table 5

Percent Agreement Statistics for Pilot One Adherence Items by Individual Item

Item % agreement
1 100%
2 100%
3 90%
4 100%
5 75%
6 90%
7 70%
8 65%
9 60%

10 90%
11 80%
12 65%
13 65%
14 40%
15 50%
16 55%
i 90%
18 65%

19 50%
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Table 6

Problematic Adherence Items for Pilot One

Rater feedback:

Item mean item description rating % agreement
3 4.00 90%
4 4.00 100%
6 4.60 90%
8 4.80 65%
9 5.60 60%
12 5.40 65%
13 5.40 65%
14 4.00 40%
15 6.00 50%
16 4.80 55%
18 5.40 65%
19 4.60 50%

Note. Rater feedback rated as follows: 1 (do not agree), 2 (barely agree),
3 (mildly agree), 4 (tend to agree), 5 (mostly agree), 6 (totally agree).

The main purpose of calculating ICC was to provide a preliminary indication of
interrater agreement for the HAACS overall, and as indicated it achieved an excellent
level of clinical significance. However, a major aim of this pilot study was also to
identify individual items that required revision to improve the measure. The data
analysis section in Chapter 8 outlined the rationale for analysing the distributions of

rater scores for individual items. Distribution graphs were produced (Appendix G) and
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Table 7

Intraclass Correlation Coelfficients for Pilot One Competence Items by Individual

Session
95% Confidence
Interval
Session 1CC Lower Upper
1 828 669 925
2 828 668 925
3 842 .667 933
4 870 739 944
Overall 838 .766 891

reviewed to identify problematic items. The basis for an item being regarded
problematic was that for a majority of the sessions, few raters agreed on the rating
score, AND the scores were widely distributed. A two-step process was used to identify
the problematic items for each session. Firstly, items were selected where three or
fewer raters selected the same rating score. Secondly, if the distribution of all rating
scores was within three consecutive scores for the same item, then the item was
acceptable, otherwise it remained a problematic item for that session. Next, the
problematic items for each of the four session were compared, and those items that
were problematic for more than half the sessions were finally selected. This resulted in
seven competence items being identified as problematic (items 3, 6, 7, 9, 11, 14, and

16).
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Next, the items identified as problematic from the rater feedback questionnaire
were compared with the seven items identified as problematic from the distribution

analysis above. Table 8 shows that of the 10 items identified as problematic, four items

Table 8

Problematic Competence Items for Pilot One

Rater feedback: Rating distribution
Item mean item description rating problem
3 4.00 3/4 sessions
4 4.40 0/4 sessions
6 4.80 3/4 sessions
7 5.20 3/4 sessions
9 4.60 3/4 sessions
11 5.20 3/4 sessions
14 4.40 3/4 sessions
16 5.00 3/4 sessions
18 4.80 0/4 sessions
19 4.00 0/4 sessions

Note. Rater feedback rated as follows: 1 (do not agree), 2 (barely agree),
3 (mildly agree), 4 (tend to agree), 5 (mostly agree), 6 (totally agree).

(ie., 3, 6,9, and 14) were problematic both from a clarity perspective (raters feedback)
and from the actual ratings. A further three items (i.e., 4, 18, and 19) were identified by
the raters feedback as unclear, although the same items did not meet problematic rating
criteria for any of the four session. The remaining three items (i.e., 7, 11, and 16) were

problematic from the actual rating distributions, although the rater’s feedback indicated
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the items were clear. The implications and corrective steps taken are outlined in the

discussion (Section 9.5) that follows.

Results - Expert Feedback

The measure was forwarded for substantive comment to Professor Keith Dobson,
international collaborator on the Cognitive and Behavior Therapy Homework Project,
and also to associated members of the research team at Massey University. The general
feedback received from this process was extremely positive. It was felt that the TQR
(summarising the guiding model for practice) was very comprehensive and there was a
very good translation from the theoretically based model to the HAACS measure. The
measure itself was thought to be very well formatted. The decision to use dichotomous
ratings for adherence was concurred with, and preferred over other measures that had
elected to use Likert scales to rate frequency (as a proxy for adherence). The decision to
anchor all seven points on the Likert scale was particularly commended. It was
acknowledged that this was a large undertaking, however the time was well spent as the

descriptive anchors were very good and would improve the reliability of the measure.

Some specific wording changes were recommended to reduce ambiguity. These
were consistent with the difficulties identified from analysing rater feedback (Section
9.2) and rating results (Section 9.3). The most significant recommendation was to
include global rating scales for each of the three sections in the HAACS: review,
design, and assign. This was recommended to assist with scoring of the HAACS,

particularly as the context of the session could affect the scores on individual HAACS
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items. For example, the homework administration may have been adapted appropriately

based on the client conceptualization and presentation.

Discussion

Pilot study one provided preliminary evidence that the level of interrater
agreement represented a good (bordering on excellent) level of clinical significance for
the adherence construct, and an excellent level of clinical significance for the
competence construct, according to generally accepted guidelines (Cicchetti, 1994;
Cicchetti & Sparrow, 1981; Fleiss, 1981). These results were very pleasing in the
context of a first pilot study for a newly developed measure. However a limitation to

these findings is the limited quantity of data (i.e., five raters and four sessions rated).

In addition to providing preliminary evidence of interrater reliability, a key aim of
the first pilot study was to evaluate whether the HAACS formatting, items and anchors
were clear, unambiguous and easy to use. The analysis outlined in the results section
identified that the measure could have been easier to use, and also contained some
problematic adherence items (Table 6) and problematic competence items (Table 8). In
reviewing the items that appeared problematic, cross-reference was made to individual
rater feedback questionnaires (Appendix D), in which raters were asked to provide
additional written comments if they had provided a low score for an item. A particular
theme emerged, in that the raters found ambiguity and confusion between adherence
items and competence anchors. They noted that the instructions and the training had
emphasised the difference between adherence and competence, and that if there was no

adherence then there could be no competence. For example, adherence item nine asked
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if the therapist collaboratively selected/designed homework, but competence anchor
one (representing adherence, but “poor” competence) stated the therapist
selected/designed homework without any contribution from the client. These two
statements were clearly in conflict. Similar confusion existed with a number of other
items. As a result, all items and anchors were reviewed, and if appropriate were
reworded to remove the ambiguity. In the above example, the word collaboratively was
removed and the adherence item was reworded to ask were homework tasks selected.

This removed the conflict with anchor one.

Other commentary from the feedback questionnaires suggested some confusion
and lack of understanding of CBT terminology used in the measure (e.g., situational
conceptualization versus individualized conceptualization). These comments were
consistent with the rater feedback that the training did not fully prepare them, but could
also reflect a degree of inexperience. Other comments suggested difficulties identifying
from the DVD sessions whether particular items were indeed carried out. This again is
suggestive of a lack of practical experience observing CBT and identifying technical
aspects as they are completed in therapy. An implication is that the ability to use the
HAACS effectively may require a greater level of experience than the raters used in the
pilot study. This factor was underestimated, and suggests that the raters would have
benefited from significantly enhanced training, and further practice sessions before
undertaking the first pilot study. A further implication was that some items that were
identified as problematic from pilot study one were not amended, but instead were

tagged as requiring further explanation prior to running the second pilot study.
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Table 9 provides a summary of the item and anchor descriptions that were
reworded for the second revision of the HAACS, prior to pilot study two. The major
changes to the original items related to the removal of the ambiguity between adherence
and poor competence, as highlighted in the discussion section above. Other changes
included correcting typing and formatting mistakes, improving the grammar, and
general readability of item and anchor descriptions. The instructions were also

reworded slightly to improve clarity.

Furthermore, three new global ratings were added to the second revision of the
HAACS, as suggested by international collaborator on the Cognitive and Behavior
Therapy Homework Project. These items were designed to provide raters with the
opportunity to provide an overall rating for each of the three aspects of homework
administration (review, design, and assign), taking into account the appropriateness of

not adhering to certain items, and any other special or contextual factors.

In addition to the content changes noted in Table 9, a number of formatting
changes took place with the intention of improving ease of use. Firstly, to assist the
raters to identify key differences between anchors, the key words signifying changes
between anchors were capitalised. For example, Figure 10 shows how the capitalisation
of the phrase “BOTH ... AS WELL AS” distinguished anchor five from the phrase

“EITHER ... OR” in anchor four.



Table 9

Summary of Content Changes Incorporated into the Second Revision of the HAACS
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Item Item descriptions reworded Anchor descriptions reworded
1 Adherence and competence 0,1,4
2 Adherence -
3 Adherence and competence 0, 6
4 Adherence and competence 4,5, 6, added a new n/a anchor
6 Adherence and competence 0.1,2.3456
7 Adherence -
8 Adherence and competence 0, 1
9 Adherence and competence 0, 4,5,6
10 Adherence 0.3
12 Adherence 3.4.5 6
14 Adherence and competence -
15 Adherence -
16 Adherence -
17 Adherence and competence -
18 Adherence 1
19 Adherence and competence 0,1,3,4,5,6
20 New global i_tem for therapist -
competence in “review”
21 New global item for therapist -
competence in “design”
22 New global item for therapist -

competence in “assign”
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4 The therapist assisted the client to understand that the homework was broken into achievable CHUNKS that
were manageable and within the client's control. The therapist ALSO assisted the client to understand how the
homework was ALIGNED to EITHER the specific presenting problem in the current session, OR their overal
treatment goals.

5 The therapist assisted the client to understand that the homework was broken into achievable CHUNKS that
were manageable and within the client's control. The therapist ALSO assisted the client to understand how the
homework was ALIGNED to BOTH the specific presenting problem in the current session AS WELL AS their
overall treatment goals.

Figure 10. Comparison of anchors 4 and 5 from Item 10 in the HAACS second

revision.

A second formatting change was that the three different sections in the HAACS
were copied on different coloured paper (yellow for review, pink for design, and blue
for assign). In conjunction with this change, the three sections in the TQR were also
colour coded to match the new colour coding in the HAACS and facilitate easy cross-
reference for the raters. Furthermore, the reference to page numbers was removed from
each item an the TQR. Instead the HAACS itself underwent reformatting of page
numbers so that each item number corresponded to the same page number (i.e., item 1
was on page 1, item 9 was on page 9, etc.). Therefore, the items numbers used in the
TQR corresponded to the same item and page number in the HAACS, again facilitating

easier cross-referencing for the raters.

The revised TQR is reproduced in Figure 11 below, in black and white (the
original was colour coded). The second revision of the HAACS is attached in Appendix

E, again in black and white (the original was colour coded).
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Therapist’s Quick Reference* - Adapted for Rating the HAACS

REVIEW

DESIGN

ASSIGN

1.  Discuss non-completion and
quantity and quality of completion.

2. Provide verbal reinforcement for
any portion carried-out.

3. Situational conceptualization to
identify beliefs about the
consequences, and their synthesis
of learning.

4. Use individualized
conceptualization to make sense of
any portion of non-completed
homework.

5. Problem solve practical obstacles.

6.

10.

1.

12,

13.

14.

Discuss new/revised homework at
appropriate point(s) during session.

Guided discovery to identify coping
strategies and beliefs.

Use disorder specific cognitive model
and individualized conceptualization.

Collaboratively select task.

Present a rationale that aligns with the
client's treatment goals.

Ask about client's ability and perceived
task difficulty.

In-session practice of task.

Guided imagery to begin experiential
leaming.

Situational conceptualization to identify
beliefs and situational triggers.

15. Ask client to summarize
rationale in relation to therapy
goals.

16. Collaborate to specify how the
task will be practically possible
(i.e., when, where, how often,
and how long it will take).

17. Consider potential difficulties.

18. Emphasize leamning 'experiment’
focus.

19. Ask client to summarize task
and obtain ratings of readiness,
importance, and confidence
(renegotiate if <70%).

o The item numbers above correspond fo
page numbers in the HAACS

*Therapist Quick Reference ® Copyright 2005 by Nikolaos Kazantzis, Frank Deane, and Kevin Ronan. From the book “Using Homework Assignments in Cognitive Behavior
Therapy” edited by Kazantzis, Deane, Ronan, & L'Abate (2005) published by Brunner-Routiedge.

€L
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CHAPTER 10

Pilot Study 2

10.1 Introduction

The major purpose of pilot study two was to evaluate the impact of the changes
that were made to the HAACS after pilot study one (Chapter 9). The process for pilot
study two was similar to pilot study one. Five raters used the second revision of the
HAACS measure to rate four CBT sessions recorded on DVD. The raters again
completed a feedback questionnaire form with the results summarised in Section 10.2.
The adherence rating scores were used to calculate percentage agreement statistics, and
the competence rating scores were used to calculate inter-rater reliability and to identify
the distribution of scores (Section 10.3). Given the quality of expert feedback received
previously, expert feedback was not sought for pilot study two. Finally, Section 10.4
discusses the analysis of the results, and the resulting changes that were made to the

HAACS.

10.2 Results - Rater Feedback

At the conclusion of all sessions, the raters once again completed the feedback
questionnaire which was described previously (Chapters 8 and 9, and Appendix D).
Again, the same criteria was used where a mean rating of less than five could indicate a
problematic item. Table 10 provides a comparison of the rater responses to the first four
general questions in pilot study two against the results obtained from pilot study one.
The mean rating for each of the four questions had improved from pilot study one. The

pilot study two responses ranged from 5.00 to 5.60, which meant that none of the
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questions were considered problematic (compared with two problematic questions in

pilot study one).

Table 10

Rater Feedback for Pilot Two General Questions, Compared With Pilot One

Pilot two Pilot one
Lowest Highest Mean Lowest Highest Mean
Item rating rating  rating rating rating  rating
The training fully prepared 4 6 5.00 3 6 4.60
me for using the measure
The instructions were clear 4 6 5.20 4 6 5.00
The measure was clearly 5 6 5.60 5 6 5.40
formatted
The measure was easy to use 3 6 5.00 2 5 4.00

Note. Items rated as follows: 1 (do not agree), 2 (barely agree), 3 (mildly agree), 4
(tend 10 agree), 5 (mostly agree), 6 (totally agree).

As with pilot study one, the raters again provided ratings for the clarity of the
item and anchor descriptions. A comparison of pilot study two’s results against pilot
study one’s results is shown in Table 11 for the item descriptions, and in Table 12 for

the anchor descriptions.

In total only three item descriptions, or 14% (cf. 37% in pilot study one) were
considered problematic. All of the item descriptions considered problematic in pilot
study one had improved beyond the threshold, whereas item 7 which was previously
considered acceptable was now considered problematic. The other two items

considered problematic were two of the three new global rating questions.
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Table 11

Rater Feedback for Pilot Two Item Description Ratings, Compared With Pilot One

Pilot two Pilot one
Item description Item description
Lowest Highest Mean Lowest Highest Mean
Item rating rating rating rating rating rating
i 5 6 5.80 6 6 6.00
2 6 6 6.00 6 6 6.00
3 3 6 5.40 2 5 4.00
4 4 6 5.20 1 6 4.00
5 4 6 5.60 > 6 5.80
6 6 6 6.00 1 6 4.60
7 3 6 4.40 4 6 5.20
8 4 6 5.00 4 6 4.80
9 3 6 5.20 4 6 5.60
10 5 6 5.80 5 6 5.80
11 5 6 5.80 5 6 5.80
12 5 6 5.80 = 6 5.40
13 4 6 5.20 5 6 5.40
14 5 6 5.60 3 6 4.00
15 5 6 5.80 6 6 6.00
16 5 6 5.80 1 6 4.80
17 4 6 5.60 5 6 5.80
18 5 6 5.80 4 6 5.40
19 5 6 5.80 2 6 4.60
20* 3 5 4.40
21 3 5 4.40
22° 3 6 5.00

Note. Ttems rated as follows: 1 (do not agree), 2 (barely agree), 3 (mildly agree), 4
(tend to agree), 5 (mostly agree), 6 (totally agree).

* Items 20-22 were new global ratings added after pilot one, and therefore have no
comparative data from pilot one.
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Table 12

Rater Feedback for Pilot Two Anchor Description Ratings, Compared With Pilot One

Pilot two Pilot one
Anchor description Anchor description

Lowest Highest Mean Lowest Highest Mean

Item rating rating rating rating rating rating
1 5 6 420 4 6 5.00
2 6 6 5.60 - 6 5.00
3 3 6 5.00 2 6 4.00
4 4 6 5.40 4 6 4.40
5 4 6 5.20 5 6 5.80
6 6 6 4.40 3 6 4.80
) 3 6 4.20 4 6 5.20
8 4 6 5.00 4 6 5.00
9 3 6 5.20 3 6 4.60
10 5 6 5.60 = 6 5.00
11 5 6 5.20 5 6 5.20
12 5 6 5.60 5 6 5.60
13 4 6 5.00 5 6 5.40
14 5 6 5.00 3 6 4.40
15 5 6 5.00 3 6 5.40
16 5 6 5.40 4 6 5.00
17 4 6 5.40 = 6 5.40
18 5 6 5.20 3 6 4.80
19 5 6 5.60 1 5 4.00

Note. Ttems rated as follows: 1 (do not agree), 2 (barely agree), 3 (mildly agree), 4
(tend to agree), 5 (mostly agree), 6 (totally agree). The new global ratings (items 20-
22)

In pilot study one, seven of the anchor descriptions were considered problematic
(37%), whereas this had dropped to just three anchor descriptions (16%) in pilot study

two. Six of the seven previously problematic anchor descriptions were now acceptable,

with item 6 remaining problematic. The two new anchor descriptions now consider
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problematic were item 1, and item 7 (for which the item description was also
considered problematic. These results will evaluated in the context of the actual rating

results in Section 10.3 below.

Results — Ratings Data

Adherence Data

Consistent with pilot study one, cross-tabulations were constructed for the
adherence rating results for pilot study two. The data for pilot study two in total is
shown in Table 13 below. It contains the same 760 pairings, however in comparison to
pilots study one, more of the pairings fall within the agreement cells (i.e., yes-yes, and
no-no) than in the disagreement cells (i.e., no-yes, and yes-no). As would be expected
from such results, the agreement statistics for pilot study two improved across the board

as shown in Table 14 below.

Table 13

Rater by Rater Cross-Tabulation for Pilot Two Adherence Items

Rater-1
No Yes Total
No 104 50 154
Rater-1II Yes 66 540 606
Total 170 590 760

Each individual session increased in agreement, with the most notable

improvement being session four, increasing from 72% to 94%. The sessions in pilot
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study two ranged between 75% and 94%, with the total agreement statistic for pilot
study two being 85%. Using the generally accepted guidelines for evaluating reliability
statistics (Cicchetti, 1994; Cicchetti & Sparrow, 1981; Fleiss, 1981) all of the
agreement statistics were in the range of excellent clinical significance (compared with

good clinical significance in pilot study one).

Table 14
Percent Agreement Statistics for Pilot Two Adherence Items by Individual Session,

Compared With Pilot One

% Overall Agreement

Session Pilot Two Pilot One
1 87% 78%
2 75% 72%
3 83% 74%
4 94% 2%
Overall 85% 74%

As with the first pilot study, agreement statistics were calculated for individual
items. A comparison of pilot study two results against pilot study one is shown in Table
15. Previously, nine of the items (47%) were deemed problematic (less than 70%
agreement), whereas in pilot study two this dropped to six items (32%). However, the
composition of items considered problematic varied significantly from pilot study one.
Four of the previous items remained problematic (items 13, 14, 15, and 18), two new
items became problematic (item 3 from 90% to 65%, and item 5 from 75% to 60%),

and five previously problematic items improved (items 8, 9,12,16, and 19). Unlike



Table 15
Percent Agreement Statistics for Pilot Two Adherence Items by Individual Item,

Compared With Pilot One

% Overall Agreement

Item Pilot Two Pilot One
1 100% 100%
2 100% 100%
3 65% 90%
B 90% 100%
5 60% 75%
6 100% 90%
7 85% 70%
8 100% 65%
9 100% 60%
10 85% 90%
11 90% 80%
12 80% 65%
13 50% 65%
14 50% 40%
15 65% 50%
16 70% 55%
17 75% 90%
18 55% 65%

19 90% 50%
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Chapter 9, a table of problematic adherence items has not been produced, instead a

discussion of these results is outlined in Section 10.4.

Competence Data

SPSS was used to calculate the ICC(2,5) for each of the four individual sessions
and pilot study two overall. The results for plot study two are shown in Table 16
together with the results from pilot study one. Unlike pilot study one where the ICC
increased steadily from session one to four, in pilot study two the ICC dropped steadily
from .808 in session one through to .740 in session three, before increasing
significantly to .861 in the final session (very close to .870 achieved in the final session
of the first pilot study). The overall ICC for pilot study two was .792 (cf. .838 for pilot
study one). Although the ICC’s were lower in pilot study two, they were all within the
range of excellent clinical significance, except for session three which was in the good

range (Cicchetti, 1994; Cicchetti & Sparrow, 1981; Fleiss, 1981).

Distribution graphs of rater responses were produced for pilot study two
(Appendix G). Using the same analytical method outlined in Chapter 9, seven items
were identified as problematic. However these were not all the same seven items
identified as problematic in pilot study one. Items 3, 7, and 11 remained problematic,
whereas items 1, 12, 13, and 18 became problematic (not in pilot study one), and items
6, 9, 14, and 16 that were problematic in pilot study one, were acceptable in the second
pilot study. Consistent with the adherence results above, a table of problematic
competence items has not been produced. Instead, a discussion of these results is

outlined in Section 10.4.
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Intraclass Correlation Coefficients for Pilot Two Competence Items by Individual

Session, Compared with Pilot One

Pilot Two Pilot One
Session  ICC Lower®  Upper ICC Lower®  Upper"
1 .808 643 910 .828 .669 925
2 7155 .549 885 828 .668 925
3 740 .520 878 842 667 933
4 861 132 936 870 139 .944
Overall 792 708 855 838 .766 891

“"Lower” and “upper” refer to the boundaries of the 95% confidence interval

10.4 Discussion

Significant changes were made to the HAACS used in the first pilot study,

following analysis of the pilot study one results. This included a comprehensive

assessment of rater feedback, actual rating results, and expert feedback (Chapter 9).

Given that background, the major purpose of pilot study two was to evaluate whether

the changes to the HAACS represented an improvement.

The results of the rater feedback questionnaire clearly demonstrated an

improvement over the pilot one HAACS. The raters indicated that the instructions were

clear, the measure was clearly formatted and was easy to use. However, two of the

three new global ratings (items 20 and 21) were viewed as problematic. Given that

these items were new and therefore rated for the first time, the rater feedback comments

were reviewed. Following discussion with the primary investigator, all three global
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ratings (items 20, 21, and 22) were significantly reworded and reformatted. Similarly,
items 6 and 7 were considered problematic by the raters, and were reviewed with the
primary investigator. Item 6 was reworded and item 7 was significantly reformatted to
improve their clarity. The rater feedback also indicated that item one had problematic
anchor descriptions. The anchors were carefully reviewed with the primary

investigator, however were not able to be simplified any further.

A limitation of relying on rater feedback in the second pilot study was that the
raters were not ‘blind’ to the purpose of the pilot study, so may have been swayed by
social desirability and a desire to provide a positive response to the questionnaire.
However, partially offsetting this limitation was the 16 week gap between pilot studies

one and two, which made it difficult for the raters to remember their previous ratings.

The adherence rating results were much improved with pilot study two achieving
85% agreement (deemed excellent) compared with 74% agreement (deemed good) in
pilot study one. This was a pleasing result given the emphasis that was placed on
rewording the adherence items to remove ambiguity. The competence rating results fell
slightly, with the ICC falling from .838 for pilot study one to .792 for pilot study two.
Although the ICC fell slightly, both statistics are deemed to be in the excellent range of

clinical significance.

While the rater feedback and overall adherence and competence results were very
pleasing, evaluation of adherence and competence statistics at the individual item level
showed surprising variation between pilot studies one and two. There are a number of

limitations that could explain these results. Firstly, there was a unexpected and
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protracted 16 week delay between pilot studies one and two (see Chapter 8). This
possibly contributed to a loss of learning, with some raters commenting that it was
almost like looking at the measure for the first time again. Unlike the first pilot which
was preceded by a full day training, the second pilot was preceded by a one hour recap,
which included discussion of problematic items and changes to the measure. In
retrospect, it would have been beneficial to hold another training day, given the length
between the two pilot studies. It would also have been beneficial to have allowed extra
time to conduct practice rating sessions (i.e., as was done during the training day prior
to pilot study one). A further limitation in pilot study two was that one rater was
unavailable for the full-day rating session, so received a separate update and conducted
the ratings over two consecutive evenings (two days after other raters). This could have

produced variance due to that rater inadvertently receiving different information.

Due to the limitations noted in the discussion section, it was decided that rater
feedback (rather than individual item rating results) would guide any final changes to
the HAACS. Table 17 provides a summary of the item and anchor descriptions that

were reworded after pilot study two.

Items 6 was reworded, whereas items 7, 20, 21, and 22 were reworded and
reformatted. It is believed that these final changes have greatly improved the clarity of
the HAACS. In addition to the wording and format changes to the global rating scales,
they were also relocated to the end of the appropriate section (i.e., review, design,

assign) rather than all placed at the end of the measure.
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Table 17

Summary of Content Changes Incorporated into the Final Revision of the HAACS

Item Item descriptions reworded Anchor descriptions reworded
6 Adherence and competence 0,3,4,5,6
7 Adherence and competence 0.1.2.3.4.5 6
20 Competence -
21 Competence -
22 Competence -

The final version of the HAACS is attached in Appendix F, in black and white,

although the actual HAACS is colour coded as described in Chapter 9.
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CHAPTER 11

Discussion

Chapter 9 (pilot study one) and Chapter 10 (pilot study two) each contained
discussion sections that related specifically to the results of that respective pilot study.
This final discussion chapter is not intended to repeat or summarise the discussion from
the previous chapters, but rather to discuss the limitations and findings of the present

study overall, and the implications for future practice and research.

Eimitations

The present study was limited to a preliminary evaluation as part of the
development process, which involved generating items and anchors, evaluating and
improving the clarity of those items and anchors, and providing a preliminary
psychometric measure of interrater reliability. The next step required in the
development of the HAACS is to undertake a full psychometric evaluation. A specific
limitation in the present study was that a small dataset was used (five raters and four
sessions). It is recommended that a power analysis be undertaken to determine an
appropriate number of raters and sessions to be rated, which would then facilitate a
more robust evaluation of reliability and validity. By utilising a larger dataset, a full
psychometric evaluation could be undertaken, which in addition to providing a more
robust measure of interrater reliability, could also include test-retest reliability,
construct validity (e.g., item analysis), and concurrent validity (e.g., using homework
items from measures such as the CTS, CTACS and THACS, and comparing them to the

HAACS).
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Furthermore, the raters in the present study were graduate clinical psychology
students, whose major role was to use the measure and provide feedback to improve the
clarity of the HAACS. The raters fulfilled this role very well, and they made a large
contribution to the improvement in the HAACS during the course of the study.
However, feedback received from the raters also highlighted the complexity of the
HAACS and that a relatively high level of experience is required to competently use the
HAACS. It is therefore recommended that suitably trained and experienced clinical

supervisors are required to undertake the full psychometric evaluation.

Another limitation in the present study was that the CBT sessions rated were
limited to clients with depression. It would be important to examine the ecological
validity and clinical utility of the HAACS by testing whether the measure will
generalise to populations other than depression. Furthermore, as homework is
becoming increasingly common across a range of therapies, the HAACS could also

form the basis for adaptations to therapies other than CBT.

Clinical Implications

It is anticipated that the HAACS measure will make a contribution to the field of
clinical psychology with both clinical and empirical applications. A clinical application
of the present study is that the HAACS could take a central role in both the initial
training and ongoing supervision of CBT therapists. The guiding model for practice
brought together the latest empirical and theoretical bases for using homework
assignments in CBT, and the HAACS extends that information by providing
behavioural anchors that describe various competence levels. The major benefit of the

HAACS is that it not only details what should be done, but also provides detailed
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descriptions of #ow it should be done. While the comprehensive nature of the HAACS
can be considered a strength, its length could also have a downside. During the expert
feedback process, it was noted that the HAACS was a very long measure which
contained a lot of items regarding just one aspect of CBT, and would be difficult to use
regularly in supervision. From a practitioner perspective it would be impractical to rate
the full HAACS and use it in every supervision session. It is anticipated that the
HAACS would best be used on an occasional basis to help identify specific areas that

require input during supervision.

11.3 Empirical Implications

It is anticipated that the present study will form the foundation for a number of
future empirical applications. The present study highlighted the significance of
treatment-outcome studies in CBT, the emphasis of measuring therapist adherence and
competence in delivering CBT, and the current emphasis on the use of homework
assignments in CBT. These factors formed the basis for the development of the
HAACS as a new measure for assessing therapist adherence and competence in

administering homework assignments in CBT.

Once the HAACS has been suitable validated, further empirical applications
could be explored. One such application is to determine whether scores on the HAACS
correlate with client homework compliance, thus examining if therapist adherence and
competence in using homework in CBT can predict client homework compliance.
Further empirical applications include determining whether scores on the HAACS
correlate with symptom improvement, and examining whether therapist adherence and

competence in administering homework in CBT can predict treatment outcome.
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Conclusion

In summary, the present study represents the first step in the development of the
HAACS as a new measure for assessing therapist adherence and competence in
administering homework assignments within CBT. The HAACS was developed from
sound empirical and theoretical bases, and accordingly has excellent face and content
validity. The detailed item and anchor development phase resulted in an initial measure
that from the outset had good interrater reliability for the adherence construct, and
excellent interrater reliability for the competence construct. The reiterative pilot testing
process, in-depth rater and expert feedback, and detailed analysis of rating scores and
distributions produced an improved measure that had excellent interrater reliability for
both the adherence and competence constructs. A full psychometric evaluation to
further validate the HAACS will be conducted within the context of the team Cognitive
Behavior Therapy Homework Project. Following the validation, the HAACS will
provide a significant contribution to the team research project aim of developing an

understanding of the mechanism by which homework produces its effect in CBT.
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Homework
Adherence
And
Competence
Scale

Assessing Therapist Adherence and
Competence in Using Homework

Assignments within
Cognitive Behavior Therapy

Nikolaos Kazantzis
Paul Wedge
Keith S. Dobson

Draft 1

ﬁﬂﬁes Therapist Adherence

Instructions: This adherence rating scale conssts of 20 tems regerding therapists’ mtegration of homework assignments in cognitive behavior
ferapy Please note that your rating on this form is o indicate whether these espects were camed out by the therapist (ie., adherence) bo any
extent. This is different from rating how wed the therapis! undertook each item (1 e, competence). Please consider each itlem carefully, and bck either
"yes® of o’ fo ndcate whether the therapist ENGAGED in each aspect. Please sekct only one response option for eny question

HOMEWORK REVIEW  This section covers the therapist befiaviors involved in revi
session, and fypically ocours sarfy in the session

AR1 Did the therapist make enquiries and discuss previously assigned homework lasks?

ARZ  Did Ihe therapist provide appropriale verbal reinforcement (i e, praise) for any portion of the O O
homework task carried ouf?

AR3  Did the therapist use a siuational conceplualization (e g., idenlify thoughls, behaviors, emotions, [} O
physiology) to identify the chenl's beliets aboul Ihe consequences of having engaged in the
homework task and ther synthesis of leaming?

AR4  Did Ihe Iherapist obwiously use an individualized conceptualization to make sense of any portion of [} O
non-completed homework (i 8., linked doing the task to the client’s automatic thoughts, underlying
assumplions and rules, or core beliefs)?

ARS Did the therapist attermpt to problem solve praclical obslacles o the homework lask? O O

HOMEWORK DESIGN This seclion covers the ma(aplst behawuts involved in cu{lebuaimey decfdu'ig.whal '
- wall be cartied out during the next week, and typically oectirs ihfoug hout Ihe sassmn

Yes  No
AD1  Did the therapist discuss a new/ revised homework lask at an appropriale points) during the session? O O
AD2  Did the therapist use guided discovery o identify the client’s coping stralegies and beliefs related lo (|| a
the homework task?
AD3  Did the therapist obviously integrale a disorder-speciic cognitive model with the individualized O O
conceplualizabion in the design of the homework task?
AD4  Did the therapist collaboratively selectdesign the homework task? O a
ADS  Did the therapist present a rabonale for the homework lask that aligned with the client's goals for O (]
treatment?
AD6  Did the therapist ask about the client’s ability and perceived difficulty of the homework task? a O
ADT  Did the therapist facilitate in-session practice of the homework task? ) a
AD8  Did the therapist use guided imagery 1o begin experiential learning for the homework task? [} O
ADS  Did the therapist use a siluational conceplualization to help identify the client’s beliefs and stuational O a

triggers for carrying out the homework task in specific siuations?

Homework Adherence and Competence Scale @ Copyright 2005-2006 by Nikolacs Kazantzis, Paul Wedge, and Keith S
Dobson. From the Team Research Project *Cogritive Behavior Therapy Homework Froject’ at Massey University.
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Therapist Competence

No
O

AA1  Did the therapist ask the client lo summarize the rationale for the homewurk task in relaon to therapy [
goals? Instructions:

This competence rating scale consists of 20 ilems regarding therapists' inlegration of homewark assignments in cognitive behavior therapy.

AAZ D herapist collaborale wi ; specif homework task will be practicall Plasa nole thal your rating on this form is Lo indicate HOW WELL the therapist underiook each item (i.., competence). This is different
Dﬂthet;dmm:larﬂ rhmlhed‘m dw;;w\:l; u:ownﬂn e Y = = from rating whether these aspects were i by the th (ie, adh ). Adherence is a necessary BUT NOT SUFFICIENT
iksgraleds barita e L, spacyication ills 8 bew lorgy? cmdhonhmpeﬂmﬂlsmmﬁatdaﬁwmluhmrﬂnmmedmbraﬂ'la'apmbahm then the therapist cannot

; e . 0 Please consider each tem and record number i

AA3  Did the therapist consider potential difficulties of the homework task? m| o hr:;nmv:flumme &mﬁmmm L each item carefuly, the appropriate in the rating box o indicate

AA4  Did the therapist emphasize the homework task as having a learning ‘experiment’ focus (e g, a no- O | B i G i e options. Underpinning the response options is a seven point Likert scale ranging from 0 (nor-
lose scenario, partial completion is helpful, seeing what works and what doesn'lj? dh tremely poar) 1o 6 (excellent). In the first , please use the individual anchors to determine the rating for each item.

However, il you are having difficulty deciding on a rating using the detailed response options (e.g., the individual descriptions do not seem to

AA5  Did the therapist ask the client fo summarize the homework task and obtain an indication of the O O easily fit the session being raled), then refier 1o the underlying Likert scale. If several ilems seem to apply equally well, record the bwest
client's readiness, impartance, or confidence? number for that ilem, and provide only a single raling number for any item (e.g., if considering recording *3-4°, record it as a *3')

0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor good
Rating

0 The therapist did not make any enquiries, or discuss previously assigned homework,

1 The therapist made a cursory enquiry aboul previous homework completion, but did not discuss it (i.e., no exploration of
the client’s responses)

2 The therapist enquired about previous homework completion, and made an attempt fo elicit feedback from the client but
this was nol ful (e g., the therapist used closed questions, or did not allow sufficient time for a response).

3 The therapist enquired about previous he k, and elicited some general feedback from the client. For instance, the
client gave a vague response such as *| completed most of it” and this response was laken al face value and was not
explored further {e.g., "Can you tell me more about the parts you completed?” and then "Can you tell me about the
parts you had difficulty with or did not complete?”).

4 The therapist enquired about previous homework and identified exaclly what portion of the homework what was
completed and whal was not completed. However, the discussion focused either on the compleled homework or the
non-completed homework.

5 The therapistidentified and discussed both completed and non-completed homework. However, in discussing
completed homework, the focus was more on the quantity of what was completed (i.e., the extent of completion), rather
than the quality (i e., degree of client learning or skill acquisition, such as mastery in completing a thought record
effectively, or testing out beliefs in behavioral experiments)

6  Both the quantily (i.e., the extent of completion and non-completion) and quality (i.e., degree of client learning or skill
acquisition, such as mastery in completing a thought record effectively, or testing out beliefs in behavioral experiments)
of homework completion was discussed. The therapist facilitated a highly effective discussion to elicit the client's
learning from the homework task (e.g., using Socralic questioning).

k Adh and Comp Scale ® Copyright 2005-2006 by Nikclaos Kazantzis, Paul Wedge, and Keith S k Adh and Ci b Scale ® Copynght 2006 -2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
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0 1 2 3 4 5 6

0 1 2 3 ¢ 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor gqood
S T e e e Rating

The therapist did not prowide verbal reinforcement for any portion of the homework camied oul

Verbal reinforcement was given thal was very brief and limited in relation fo the portion of homework compleled, or excessive
praise was given for low completion.

Some verbal reinforcement was given bul this was nol clearly linked to the portion of homework completed, of excessive
praise was given for low completion.

Appropriate verbal reinforcement was given for most portions of the homework completed
Appropriate verbal reinforcement was given for all portions of the homework compleled

Appropriate praise and encouragement was given for all portions of the homework compleled The therapist appeared clearly
enlhusiastic in acknowledging and validaling the clienl’s efforis.

Appropriate praise and encouragement was given for all portions of the homework completed. The therapist appeared clearly
enthusiastic in acknowledging and validaling the client's efforts. Encouragement was given for the client extending/
generalizing the homework task to extend skill acquisition/ apply task to more challenging problems

Rating

The Iha'qxs! did not use a situational conceplualization lo idenlify beliefs about the consequences and their synthesis of
leaming.

An undeveloped situational conceptualization was arived at (i.e., the therapist completely interpreted on behall of the client)
A vague, brief and incomplete situational conceplualization was amived al (i e, the therapist mostly inferpreted for the client's
experiences rather than eliciting information).

A partially developed situational conceptualization was amived at (1., the therapist dmed some information and interprefed
other information). No automatic thoughls or beliefs about the ¢ juences, of sy of § g were idenlified

A situational conceplualization facilitated the identification of salient (i e., emotionally laden) automatic thoughts, emotions,
behaviors, and physiology thal served as Iniggers for homework complebon

A situational conceplualization facilitated the idenlification of salient (i.e , emotionally laden) automatic thoughts, emotions,
behaviors, and physiology that served as triggers for homework completion. The therapist also eliciled beliefs aboul the
homework (i.e., difficulty, sense of pleasure, sense of mastery)

A situational conceplualization facilitaled the idenlification of salient 1., emotionally laden) automalic Inoughils, emotions,
behaviors, and physiology that served as Iriggers for homework completion. The therapist also eliciled beliefs aboul the
homework (i.e., dificulty, sense of pleasure, sense of mastery), as well as consequences and ther synihesis of leaming (ie ,
relevance, match with therapy goals, benefits, perceived progress)

ric Adh and Comg Scale © Copyright 2005 -2006 by len!aus Kazantzis, Paul Wedge_ and Keith S

b
Dobson From the Team R h Project " Cogniti Therapy F k Project’ at Massey University

Non-adherencel Poor Mediocre Fair Good Very Excellent
extremely poor good
CR4 owwel did 1he theragsl otwlnusl[ use an individual gm ﬂggygp_u!m to ll!!h! gn:g of

Rating

any p n comple BWO 2, linked
thoughts, undog[gl_ng assumgtlons and rules, or core heﬂeig

0 The therapist cd nol use an indvidualized conceplualization to make sense of any porfion of non-completed homework.

1 The therapist labeled/ interpreted (he portion of non-completed homework rather than facilitating the clienl’s own
understanding through collaborative discussion.

2 The therapist focused on one individualized conceptualization component (i e., esther core beliefs, or conditional rules and
assumplions, of automatic thoughts) The thetapist used this information to label/ interpreled the portion of non-completed
homework rather than faciitating the chient’s own understanding.

3 Thetherapist made limited use of an individualized conceptualization, including some but not all of the following aspects: core
beliefs, condtional rules and assumptions, and automatic thoughts. The therapist used this information o reach a vague
understanding of homework non-completion

4 The therapist facilitaled a d ion thal made ble use of an individualized conceplualization, including some but not
all aspects of. core beliels, condional rules and assumphions, and automatic thoughts. This led lo a reasonable
understanding of the client’s beliefs aboul the homework task, and homework non-completion,

5  The therapist facilitated a discussion that made good use of an individualized conceplualization, including all aspecis of core
beliefs, condtional rules and assumptions, and automatic thoughts. This led 1o a clear understanding of the client's beliels
about the homework task, and homework non-completion

6  Thatherapist facililated a descussion that made full use of an individualized conceplualizalion, including core beliefs,
conditional rules and assumptions, and automatic thoughls in several situations, which were linked lo overall treatment goals.,
Thisledto a very clear understanding of the client's beliefs about the homework task, the portion of non-completed
homework, AS WELL AS the generalization of the task to other situations.

(=]
0
o

How well did the therapist attempt to problem solve practical obstacles to the homework task? Rating

0 Thetherapist did not atlempl fo problem solve practical obslacles
1 The therapist provided solutions of their own accord, without any conlribution from the client.

2 The therapist provided solutions of ther own accord, with only a cursory contribution sought from the client. (e.g., ‘Does that
sound okay to you?)

3 Thetherapist attempled to problem solve praclical cbstacles with some collaboralion (i e., the therapist provided some
solutions themselves and elicited some input from the client)

4 The therapist facilitated a discussion that identified the actual practical obslacles. Some polential soluions were generaled
and considered. The chient arrived al a vague plan lo overcome the cbstacles

5  Thetherapist facilitated a discussion thal identified the aclual practical obstacles. A range of potential solutions were
generated and considered The client arrived al clear behavioral strategies to overcome the practical cbstacles.

6  Thetherapist facillated a discussion that ideniified the aclual practical obstacles, as well as a consideration of other polential
obstacles thal may have occurred. A full range of potential solutions were g ted and considered. The client amved at
dlear behavioral strategies lo overcome the practical obstacles, as well as behavioral stralegies for considering changing
circumstances (e.g , bringing an outside aclivity indoors, lesting beliefs in several siluations, applying interpersonal skills lo a
range of relationshipsfinleractions)

Hi k Adh and Compet, Scale ® Copvrghl 2005-2006 b'.r Nrkalaos Kazantzis, Paul Wedge, and Keith S,
Dobson. From the Team Ri h Project "Cog Therapy Hi k Profect’ at \ U
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0 1 2 3 4 5 6 0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent Non-adherencel Paor Mediocre Fair Good Very Excellent
extremely poor good extremely poor good

D2 Didthe use guided discove identify the client's strategles and belie!

011

= lelatedto the homework task? Rating

ow did the st ssan ised home task e point
during the session? Rating

The therapist did nol discuss a new revised homework task during the session.

The therapis! briefly discussed a new revised homewaork task at the end of the session.

The therapist allowed sufficient lime for a discussion on a new/ revised homework task al the end of the session, but this was
nol linked o in-session content of therapy goals.

The therapist allowed sufficient lime for a discussion on a new! revised homework task at the end of the session, and this
WAS linked fo eiher in-session conlent o therapy goals.

The therapist allowed sufficient fime for a discussion on a new/ revised homework lask at the end of the session, and this
WAS linked fo BOTH in-session content or therapy goals.

The therapist took the opporiunity to discuss a newl revised homework lask approprialely during the course of the session, as
well as at the end of the session. The newf revised homework WAS linked to BOTH in-session conlent o therapy goals.

The therapist look the opporunity fo discuss a newf revised b ek task appropriately during the course of the session, as
well as at the end of the session. The new revised homework WAS linked to BOTH in-session content or therapy goals. The
therapist was able to engage the client in discussion effectively, used novel and tailored presentation of the new task, even
when confronled with interpersonal difficulties (e.g., chient avoidance, perfectionism, demanding interpersonal style).

and C Scale ® Copynigh 2005 -2006 by Ntko|aos Kazantzis, Paul Wsd-ga and Keith S

Dohson From the Team Project " Cognilive Beh. Therapy He k Froject’ at h

The therapist did not use guided discovery lo identily the client's coping stralegies and beliefs related to the
homework task,

The therapist used ineffective questioning (e g., closed questions or broad questions, bul these did not uncover
new information) and provided interpretive answers rather than guiding the client’'s own understanding about
coping strategies and beliefs.

The therapis! used some (not aII] oomponeuts of the guided discovery process: (i) asked some informational
questions, (ii) list pathically and provided some reflections, (iil) provided some summaries of lhe
information discovered, and (iv) asked some synthesizing or analytical questions. However they were used in a
cursory, inappropriate, or ineffective manner (e.g., inaccurate reflections or summaries). The therapist used
interpretive answers rather than guiding the client’s own learning, and was unable to identify coping sirategies
and beliefs (e.g., “If you think X, then surely Y is ....7°).

The therapist used all four components of the guided discovery process: (i) asked some informational questions,
(n) listened empathically and provided some reflections, (jii) provided some summaries of the information
discovered, and (iv) asked some synthesizing or analylical questions, but was ineffective in identifying coping
sirategies and beliefs.

The therapist used all four components of the guided di I bly effectively: (i) asked
informational questions which uncovered some information ouislde the client's awmess (u] listened
empathically and provided some accurate and appropriale reflections, (jii) provided some accurate summaries of
the information discovered, and (iv) asked some synthesizing or analylical questions. which enabled some client
learning. In using this process the therapist facilitated the identification of a few coping strategies and beliefs.

The therapist used all four components of the guided discovery process effectively:(i) askad ammpnale
informational questions which uncovered information oulside the client's 58, (i) li ip lly and
provided accurate and appropriate reflections, (iii) accurately summarized the informalion discovered at
appropriale times, and (iv) asked synthesizing or analytical questions which enabled the client's own learning. In
using this process the therapist facilitated the identification of a number of coping stralegies and beliefs.

The therapist appeared genuinely curious and inquisitive, and used all four components of the guided discovery
process very effectively: (i) asked several appropriale informational questions which uncovered significant
information outside the client’s awareness, (ii) listened empathically and provided accurate and appropriale
reflections, (iii) accurately summarized the information discovered al appropriate times, and (iv) asked highly
appropriate synthesizing or analytical tions which enabled the client's own learning. In using this process the
therapist facilitated the identification of a number of highly credible coping slrategies and beliefs,

rk Adh and Compet: Scale @ Copyrigh M?mwwmmsmanms Paul Wedge, and Keith 5.

chson From the Team R h Project "Cognitive Beh, Therapy | Froject’ at Massey University.



Nen-adherence/ Poor Mediocre Fair Gc:od Very Excellent
0 1 2 3 4 § 5 extremely poor good
Non-adherencel Poor Mediocre Fair Good Very Excellent
extremely poor good — e
CD4  How well did the therapist collaboratively sel n the hot Rating
Rating The therapist did not collaboratively select/design a h k task.
The therapist selected/designed the homework task without any conlribution of the client.

The therapis! did not discuss a disorder-specific cognitive model or individualized concepluahization in the homework design
The mentioned the disorder-specific cognitive model but did not elaborale on how it was relevant lo the chent's presentation

The therapist infegrated some but not all aspecis of a disorder-specific cognitive model (e g , Beck's Cognitive Triad, Clark's
Panic Model, elc) to one aspect of the client’s individualized conceplualization (1 &., core beliefs, conditional rules and
assumptions, automalic thoughts, and under and over developed behavioral strategies)

The therapist integrated some but not all aspects of a disorder-specific cognitive model (e g , Beck's Cognitive Triad, Clark's
Panic Model, efc) to more than one aspect the client's individualized conceplualization (ie., core belies, conditional rules and
assumptions, automatic thoughts, and under and over developed behavioral stralegies),

The therapis! inlegrated most aspects of a disorder-specific cognifive mode! (e g, Beck's Cognifive Tnad, Clark's Panic
Model, efc) to most aspects the client's individualized conceplualization (i e., core beliefs, condiional rules and assumplions,
automatic thoughts, and under and over developed behavioral stralegies).

The therapist integrated all aspects of a disorder-specific cognitive model (e g, Beck's Cognitive Triad, Clark's Panic Model,
elc) lo all aspedts of the client's indvidualized conceptualization (Le., core beliefs, conditional rules and assumptions,
automatic thoughts, and under and over developed behavioral strategies).

The therapist inlegrated all aspects of a disorder-specific cognitive model (e g, Beck's Cognitive Triad, Clark's Panic Model,
elc) lo all aspects of the client’s indvidualized conceplualization (e g , core beliefs, condilional rules and assumplions,
automatic thoughts, and under and over developed behavioral stralegies) The therapist was able 1o integrate al Ihis
information with the client's preseniing problems evidenced in tactful responses to client’s inferpersonal style (e g , critical,
compettive, suspicious, controlling, exaggeralive)

kA and Scale © Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S

Dahson From the Team R h Project “Cognitive Behavior Therapy He

Froject’ at Massey University.

(2]

The: therapist only sought a cursory conlnbution from the client in selectingidesigning the homework task. (e.g., "Does that
sound okay o you?’).

The therapist involved the chent in the selection/design of the homework task, but al times reverted lo a directive rather than
collaborative approach, especially in the final decision.

The therapist involved the client in selectingidesigning the homework task (e g , facililaled a discussion rather than provided
drect answers, discussed a lew possible homework lasks, or collaboratively discussed the advantages and disadvantages of
the possible homework tasks)

The therapist encouraged the client to view the process of selecting/designing the homewuork task as the therapist and client
working together as a team The therapist also actively involved the client in selecting the homework task (e g, faciltateda
drscussion rather than provided drect answers, discussed several possble homework lasks, elicted and explored the chent's
thoughts and feelings aboul the possible homework tasks, or collaboratively discussed the advantages and disadvantages of
the possible homework tasks)

The therapist encouraged the client to view the process of selecting/designing the homewurk task as the therapist and chient
working logether as a leam The therapist also actively involved the client in selecting the homework task (e g, facilitaleda
discussion rather than provided direct answers, discussed a full range of possible homework tasks, elicted and explored the
chient’s thoughts and feelings about the p le homework tasks, and collaboratively discussed the advantages and
disadvantages of the possible homework lasks (i e, based on prior experience, benefits experienced by others, collaboralion
and encouragement from therapist). The therapist and clien! decided on a homework lask thal built upon existing client skills
and siralegies, and the client was encouraged to take on more responsibilty for desi / selecting lasks.

How well did the therapist present a rat rh task that al h the
ient's s for Rating

The therapist did nol present a rationale for the homework
The therapist presented a brief ralionale but failed o relate # to the chient's freatment goals.

The therapist presented a rationale for the homework task with some mention of the client's reatment goals, however this
was presented without any inpul {and understanding) from the client.

The therapist assisled the chent lo understand how the b k task was aligned to either the specific presenting problem
inthe current session

The therapist assisted Ihe chent lo understand thal the task was broken info achievabde chunks thal were manageable and
wathin the client's conlrol. The therapist also assisted the chent to understand how the homework task was aligned to EITHER
the specific presenting problem in the cument session, OR. their overall reaimenl goals.

The therapist assisted the chent to understand Ihat the task was broken info achievable chunks that were manageable and
wathin the clhenl's control. The therapist also assisted the client lo understand how the homework task was aligned to both the
speciic presenting problem in the cumenl session AS WELL AS ther overall treatment goals

The therapist assisted the chienl lo understand that the task was broken into achievable chunks that were manageable and
within the client's contral The therapist also assisted the client fo understand how the homework task was aligned to both the
specific presenting problem in the curment session AS WELL AS their overall reatment goals, AND oblained feedback from
the client on the rafionale The therapist ALSO provided empiical evidence lo support the rationale or the homework task.

Homework Adherence and Competence Scale © Copyright 2005 Z'ODG by Nikolaos Kazantzis, Paul Wedge and Keith 8
Dobson From the Team Research Project “Cognifive B Froject’ at \ y ity.
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0 1 2 3 4 5 6
0 1 2 3 4 5 6 Non-adherence/ Poor Mediocre Fair Good Very Excellent
Non-adherence/ Poor Mediocre Fair Good Very Excellent extremely poor good
extremely poor good
CD7  How well did the therapist facilitate in-session practice of the homework task? Rating
cpg How well did the therapist ask about the client's ability and perceived difficulty of the
== homework task? Rating The therapist did not provide the opportunity for in-session practice of the task.

Tha therapist did nol ask about the client’s ability and perceived difiiculty of the task.

The therapis! made a cursory enquiry about the client's ability and perceived difficulty of the lask, but did not discuss it any
further.

The therapist enquired about the client’s ability and perceived difficulty of the task, and made an ineffective aftlempt to elici
feedback from the client (e g., the therapist did not listen lo the client's responses, asked dosed questions, questions did not
follow the client’s responses).

The therapist enquired about the client’s ability and perceived difficulty of the task, and elicited a general statemenl from the
client, for example, the client was vague and said "Sure, | can do " and this response was faken al face value and not probed
any further.

The therapist enquired about the client's ability and perceived difficulty of the task, and through Socratic questicning identified
abroad issue (e g, “Thal thoughl record looks too hard. There is so much lo complete’). However, the therapist then provided
their own solutions to resolve the issues raised (e g, "Okay, just complele the first three columns of the thought record”).

The therapist enquired about the client's ability and perceived difficulty of the task, and through Socratic questioning identfied
spacific issues (e.g., in addition fo feeling overwhelmed by the entire thought record, it ranspired thal the client had difficulty
distinguishing emotions and thoughts on thought record). Through further exploration the therapist and client collaboratively
resolved the issue (& g., the therapist and chient worked on automatic thoughts in-session, andfor the homework was
redesigned to focus on practicing the identification emotions as distind from automatic thoughis).

The therapist enquired about the client's ability and perceived difficulty of the task, and through Socralic questioning idenfiied
specific issues. Through further exploration the therapist and client collaboratively resolved the issue. The therapist also
elicited additional client learning from the discussion, for example, the client learnt that breaking items info smaller chunks was
less overwhelming, and also identified an underlying rule (e g., *I've failed if | can’t work things out for myself”).

Homework Adherence and Competence Scale @ c«:pynghlmﬂs -2006 by Nikolaos Kazantzis, Paul Wedge, and Keith 5,
Dobson. From the Team R h Project “Cognili Therapy Hor Project’ at Massey University.

The therapist briefly demonstraled or explained (ie., modeled or instructed) the task that provided no opportunity for the
clients lo learn from their own practice.

The therapist provided only a brief opporunity for in-session practice. The therapist lended lo focus on commecting the client's
mistakes and provided limied postive reinforcement. The therapist did nol discuss any learning points from the practice.

The therapist provided a reasonable opportunity for in-session practice. The therapist provided appropriate verbal
reinforcement (1.e., shaping successive approximations of skill), and gave some constructive guidance when the client
needed assistance. However, the therapis! used a directive/ punitive rather than collaborative approach in discussing leaming
points from the practice.

The therapist provided a good opportunity for in-session practice, using the method/s most appropriate for the client and the
specifictask. The therapist provided some positive reinforcement (i.e., shaping successive approximations of skill) and gave
some constructive guidance when the client needed assistance. The therapist was encouraging when discussing learning
points from the in-session praclice.

The therapist provided an excellent opportunity for in-session practice, using the method/s most appropriate for the client and
the specific task. The therapist provided enthusiastic reinforcement (j.e., shaping successive approximations of skill), and
gave warm, genuine, constructive guidance when the client needed assistance. The therapist facilitaled learning from the
specific practice, asked the chenl for feedback on the experience, and asked the client lo write down the leaming points.

The therapist provided an excellent opportunity for in-session practice, using the method/s most appropriate for the client and
the specific task. The therapist provided enthusiastic reinforcement (i e., shaping successive approximations of skill), and
gave warm, genuine, constructive guidance when the client needed assistance. The therapist facilitaled leaming from the
specific practice, asked the client for feedback on the experience, and asked the clienl to wrile down the leaming points.

rk Adh and Comp Scale © Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
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Non-adherencel  Poor Mediocre Fair Good Very Excellent
extremely poor good

cog

How well did the therapist use guided imagery to begin experiential leamning for the homework
task? Rating

The therapist used guided imagery ineflectively (i e, affect was not generated, chient had difficulty staying on Irack, efc)
Feedback was not soughl throughout the exercise, and at the completion, the therapist did nol faciltate any expenential

The therapist provided an opportunity for guided imagery , bul was unable lo use this to assist the client with some
experiential learning of the homework task (i e., chent compleled imagery but did nol gain an experience of completing the

The therapist facilitated the client in using gmedumgery and Ihlsmsreasm-atiy elladwemstqaplng Ihedrentlrwm;gh a
scenario where they may use the b (ie., gnitive lrggers ick i) However,
imagery was ineflective in providing the client with some expanenlal Iaarrung of the homework lask (ie , client cnrrpleled

The therapist facilitaled the chent in using g.udad imagery, and Ihls was raasonably effective in slepping the client through a
scenario where Ihey may use the h gnmenl (Le,, physiologicdl, emotional, cognive triggers identified), AND the
client gained some experiential learning of the homework task (i e , experienced the outcome of having engaged in the

The therapist facilitated the client in using guided imagery, and this was reasonably effective in stepping the client through a
scenario where they may use the homework assignment (i.e., physiological, emotional, cognitive triggers identified), AND the
penenced the outcome of having engaged in the
homework task). The therapist focused on skill acquisition and discussed with the client how the lask could be extended to

The therapist facilitaled the chent in using guided imagery, and his was reasonably effective in stepping the chent through a
scenario where they may use the homework assignment (i e., physiological, emotional, cognitive inggers identified), AND the
client gained some axpenential learning of the homework task (1 e, experienced the outcome of having engaged in the
homework task), The herapist focused on skill acquisiion and discussed with the client how the lask could be extended to
more complax skills (i e, shaping). In feedback, the therapist and dient also discussed the application of Ihe task across

0 The therapist did not use guided imagery in homework design.
1
learning from the magery practice.
2
task).
3
imagery but did not gain an experience of completing the task)
4
homework task).
5
client gained some expenential learning of the h k task (Le,
more complex skills (i.e., shaping).
6
different situations (i e, generalization and maintenance)
He k Adh and G

Scale ® Copynght 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S

Dobson, From the Team Research Project “Cognitive Behavior Therapy He Project at M y University

0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor good

CD9  How well did the therapist use a situational conceptual h i ient's Rati
beliefs and situational triggers for carrying out the homework task in specific situations? g

0 The therapist did not use a situational conceplualization to help identify the client's beliefs and situational Inggers for camying
oul the task in specific situations

1 Anundeveloped situational conceplualization was anived al (1., the therapist complelely interpreted on behalf of the client).

2 Avague, brief and incomplete situalional conceplualization was amived al (i e , the therapist mostly interpreted for the client
rather than eliciting information).

3 Apartially developed stuational conceptualization was arrived at (i e., the therapist elicited some information and interpreled
ofher information). This proved ineffective in ideniifying the client's beliefs and siluational triggers.

4 Apartially developed stuational conceptualization was arrived at (i e., the therapist eliciled some information and interpreled
ofher information) Emotions, behaviors, and physiology were identified fo the use of the homework, but no cognitive triggers
or beliefs were identified

5 Asiuational conceplualization faciitated the client’s identification of salient (L., emotionally laden) automatic thoughts that
sanved as nggers for homework completion. Emotions, behaviors, and physiology were also identified

6  Astualional conceptualization facilitated Ihe client's identification of a salient (i.¢., emotionally laden) automatic thoughts,
emotions, behaviors, and physiology that served as triggers for homework completion. The therapist ALSO discussed the
triggers to the use of homework in several siuations, AND eficited beliefs about the homework (i e, difficulty, cbstacles),

CA1 How well did the therapist ask the client to summarize the rationale for the homework task in
relation to ther: s? Rating

0 The therapsst did not ask the client to summanze the rationale for the task in relation to therapy goals.
1 Thetherapist summarized the rationale for the task, with litle or no input from the client

2 Thetherapis! altempted to involve the client in summarizing the rationale for the task in relation o therapy goals, but used a
directive rather than collaborative approach

3 The therapist involved the client in summanizing the rationale for the task in relation to therapy goals.

4 The therapist involved the client in summanizing the rationale for the task in refation to most perfinent therapy goals. That is,
the homework was discussed in lerms of the specific behavior changes that would be expected to resull from progress
lowards this goal

5 The therapist skillfully involved the client in summarizing the rationale for Ihe lask in retation to most pertinent therapy goals.
Thal s, the homework was discussed in lerms of the specific behavior changes that would be expected to resut from
progress fowards this goal, and this process was lead by the client

§  The therapist skilllully involved the client in summarizing the rationale for the lask in refation fo most pertinent therapy goals.
That is, the homework was discussed in lerms of the specific behavior changes thal would be expected to result from
progress towards this goal, and this process was lead by the clienl. In discussion with the therapist, the dient demonstrated a
clear understanding of the homework and was able lo place the current homewark in context of current and overall goals for
therapy. The therapist skill was evidenced by their adaplation of this discussion 1o the clients interp I style.

k Adh and Comp Scale @ Copyright 2005-2006 by Nikclaos Kazanlzis, Paul Wedge, and Keith 5
Dobe.un F’rornthe Team R Project “Cognitive Behavior Therapy H wk Froject at y U
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0 1 2 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor goed

CAZ

H d the therapist col with ttos rk task will
practically integrated into the client's life (i.e, specification of when, where, how often, how
long)? Rating

The therapist did not collaborate fo specify how the task would be praclically integrated into the client's life.
The therapist directed how the task could be practically integraled into the client’s life, without any contribution from the client

The therapist reached a vague outline of how the task could be practically infegrated into the client's life, with little
collaboration (i.e., the therapist provided some specifics themselves and elicited some input from the client).

The therapist facilitated a discussion which resulted in the client being able lo state with some behavioral specificity how the
task coukd be praclically integrated inlo the client’s life in some of the following areas: when, where, how often, and how long

The therapis! facililaled a discussion which resulted in the clienl being able to slale with some behavioral specificity how the
fask could be practically integraledinto the client's life in most of the following areas: when, where, how often, and howlong.

The therapist facilitaled a discussion which resulled in the client being able 1o state with a high degree of behavioral specificity
how the task could be practically infegrated into the client's life in all of the following areas: when, where, how afien, and how
long. If the client was unable fo be specific in any area, the therapisl gently guided the client lo a specific resolution

The therapist skilfully elicited a description of how the hamework would be practically implernented from the client. A high
degree of behavioral specificity was achieved in all the following areas: when, where, how often, and how long. If the client
was unable to be specific in any area, the therapist genlly guided the client fo a specific resolution. The therapist also
anlicipated potential dificulies in communication and resolved them (e g., misinterpretation of the process in achieving
specificity, misinterpretation of the meaning of specificity, such as using a thought record ‘when" automalic thoughts occur).

How we| the therapist consider potenti Hies of task?
Rating

The therapist did not attemnpt to consider polential difficulties.
Tha therapist provided potential difficullies of their own accord, without any conlribution from the client

The therapist generally provided potential difficulties of their own accord, with only a cursary confribution sought from the
client. (e.g., "So thal would be difficult, wouldn't 7).

The therapist attempted to consider polential dificulties with some collaboration (i.e., the therapist provided some polential
difficulties themselves and elicited some inpul from the ciient).

The therapist facilitated a discussion Ihat identified some potential difficullies, and some potential solutions were also
generated and considered. The client arrived at a vague plan 1o overcome the polential difficulties.

The therapist facilitaled a discussion that identified most polential difficulties, and a range of potential solutions were
generaled and considered. The client arrived at a clear plan lo overcome the potential difficulties that included specific
behaviors (e.g., ‘My days are really busy next week, so | will set the alarm clock 30 minules earlier on Tuesday moming and
read the booklet before starting the day's ofher acliviies”).

The therapist facililated a discussion that identified the potential difficulties, and a full range of potential solutions were
generaled and considered. The client arrived al a clear plan to overcome the polential difficulties thal included specific
behaviors, and behavioral strategies for considering changing circumstances (e.g., if unable lo complete a task in a single
sitfing, then breaking il into smaller chunks and completing it over 2-3 sitlings).

Homework Adherence and Competence Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
Dobson, From the Team Research Project *Cognitive Behavier Therapy Homework Project’ at Massey University.
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CA4 How well did the th emphas| e th task ing a ‘expeiiment’
focus (e.g, anc-lose scenar rtial completion Is helpful, seeing what works and what
doesn't)? Rating

The therapist did not emphasize the lask as a learning ‘experiment’ focus.

The therapist specified or infimaled there was a ‘correct’ actual outcome from the homework fask (j.e. could pass or fail),
rather than emphasizing the learning ‘experiment’ focus..

Tha therapist did nol focus on actual outcomes, but was vague aboul the leaming oulcome (i.e., il will be useful’) but did not
elaborale any further,

The therapist briefly explained the homework task as a learning experiment (ie., to test out an idea or skill), rather than guided
the client lo their own leaming.

The therapist iramed the homework task as a learning ‘experiment. Most of the following points emerged from the discussion:
there is no right or wrong (no failure or grading)) it is a no-lose situation for the client; in any experiment the oulcome is not
known; there is a learning from every homework task no matler what the actual outcome; any information from the experiment
is useful to further help with the lreatment.

The therapist used guided discovery 1o uncover the client’s beliefs about the outcomes of the homework task, and then used
Socratic questioning and hypothetical examples to facilitate the client to view the homework task as a learning experiment
(ie., gaining client's previous experiences of learning and applying them to the homework). Most of the following points
emerged from the discussion: here is no right o wrong (no failure or grading); itis a no-lose situation for the client; in any
experiment the outcome is not known; there is a leaming from every homework lask no matler whal the actual outcome; any
information from the experiment is useful to further help with the treatment.

The therapist used guided discovery 1o uncover the client's beliefs about the outcomes of the homework task, and then used
Socralic questioning and hypothetical examples o facilitate the client to view the homewark task as a learning experiment
Mot of the following points emerged from the discussion: there is no right or wrong (no failure or grading); it isa no-ose
situation for the client; in any experiment the outcome is nol knawn, there is a learning from every homework task no matler
whal the actual outcome; any information from the experiment is useful lo further help with the treatment. The therapist also
discussed the benefits (e.g., new skill acquisition, reduction in distressing thoughts, better reatment outcome) versus the
costs of performing the homework task (e.g., time, energy, short-lerm distress).

Homework Adherence and Competence Scale ©® Copyright 20052006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
Daobsen. From the Team R

h Project “Cognilive Behavior Therapy Homework Project’ at Massey University,
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Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor good

CA5 How well did the therapist ask the client to summarize the homework task and obtain an
o or confidence? Rating

The therapist did not ask the client to summarize the fask or obtain an indication of readiness, importance, or confidence.

1 The therapist summarized the lask, without any contribution from the client ,and no readiness, importance, cr confidence
indication/ ratings obtained.

2 The therapist attempted fo involve the client in summarizing the task and obtained separate indications/ ratings for readiness,
importance, or confidence, with only a cursory contribution sought from the client. (e.g., "Does about 80% sound right to
you?"),

3 The therapist involved the client in summarizing the task and oblained a vague readiness, importance, or confidence
indication/ rating (e.g., the client said 1'd give that a very high rating’), with some collaboration (i.e., the therapist provided
some information themselves and elicited some input from the client).

4 Theclient summarized the lask and fo provided an indication/ rating of readiness, imporance, and confidence.

5  Theclient summarized the task and provided a specific ratings for readiness, importance, or confidence. If the rating was low
(ie., <70%) the client was gently guided to identify what it would take to increase their rating,

6  The therapist made use of Socratic questioning, which enabled the client to acfively summarize the task and provide separate
ratings for readiness, importance, and/or confidence. If the task summary was incomplete, the client was gently guided fo its
completion, or the task was modified with decreased demands. If the confidence raling was low (i.e., <70%) the client was
gently guided fo identify what it would take to increase their confidence level The therapist also explored overly confident
ratings (e.g., an immediate or persistent statement of 100%) to identify possble social desrabilily responses.

Homework Adh and Competence Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
Dobsen. From the Team Research Project "Cognitive Behavior Therapy Homework Project’ al Massey University,
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Overview of today

* Welcome, housekeeping, and introductions
+ Context: The CBT Homework Project & Thesis overview
- Practice Exercise: What we know about homework

. What is homework?
: Homework Administration

* Therapist's Quick Reference

- The HAACS: Overview, terminology and general rating
considerations

- Practice Exercise: Using the HAACS
* Discussion, wrap up, and next steps
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Introductions

* Name

B What are you doing this year (e.g., work, study, etc)
i CBT Papers taken (e.g., 707, 761, and ...?)

B Clinical training and experience

B And how about something personal ...
— One thing you really like, and one thing you really dislike

el



Context: The CBT Homework Project

B Initiated at School of Psychology, Massey University
B Core research team of Nikolaos Kazantzis (Pl), Kevin Ronan,

Frank Deane, Luciano L’Abate, and other international
collaborators

* To develop an understanding of the mechanism by which
homework produces its effect in cognitive behavioral therapy

: Several broad objectives ...

¢cl



Context: The CBT Homework Project

i  Several broad objectives ...

1.

2.

Conventional and statistical reviews of the empirical literature to clarify
current knowledge

Survey psychologists use of homework assignments in clinical
practice to determine necessity and utility of future research

Design a theoretical model and treatment manual for the use of
homework assignments in therapy

Design conceptually-driven methods of assessing homework
completion and therapist competence in using homework
assignments, and evaluate their psychometric properties

Conduct prospective process and treatment-outcome research to
evaluate the utility of the theoretical model and treatment manual

ecl



Context: Thesis Objectives

& Empirical support for homework
= Theoretical bases of homework

- Guiding model for practice

¢ Existing measures of therapist adherence and competence
* Develop a new measure

 Undertake a preliminary evaluation

* Discuss findings and implications for future research

Vel



Context: Thesis Method

Develop measure — 1st draft

Expert feedback

Training

Pilot study#1
Analysis

— IRR, distribution of responses, rater feedback, expert feedback
B Revise measure — 2Md draft

- Pilot Study #2

- Analysis

— IRR, distribution of responses, rater feedback, expert feedback

B Revise measure — final draft

ocl



Practice Exercise: Homework in CBT

existing knowledge! A
Collaboratively draw a mind-map

EVERYTHING you know about
homework 61.0

Use others’ ideas to stimulate
new ideas

Use colour
Use pictures Assigning
Be creative S

.2
HAVE FUN

An exercise to activate your 0«"0 %
Z,

'II

Review™ "
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What is Homework?

‘Homework assignments are planned therapeutic activities undertaken by
clients between therapy sessions. Their content are derived primarily from the
empirically supported cognitive behavioral therapy model for the particular
presenting problem, but are tailored for the client based on an individualized
conceptualization. Deigned collaboratively, homework assignments are
focused on the client’s goals for therapy. Homework assignments represent
the main process by which clients experience behavior and cognitive
therapeutic change, practice and maintain new skills and techniques, and
experiment with new behaviors. Homework assignments also provide an
opportunity for clients to collect information regarding their thoughts, moods,
physiology, and behaviors in different situations, and to read information
related to therapy and their presenting problems.”

Please do not cite: Kazantzis, N.. (in press). Introduction and overview. In N. Kazantzis, F. P. Deane, K. R. Ronan & L. L'Abate
(Eds.), Using Homework Assignments in Cognitive-Behavior Therapy: Brunner-Routledge.
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Homework Administration

i Homework is an essential feature of CBT

B Homework administration is embedded within overall CBT
session structure
— Brief update and mood check
— Bridge from previous session
— Setting agenda
— Review of homework assigned in the previous session

— Discussion of issues on the agenda (include designing ‘new’
homework)

— Assigning ‘new’ homework
— Session feedback

8¢l



Homework Administration

B Works best within a model of therapy with a 10/40/10 split of
the therapy hour
— First 10 minutes involve Homework Review
— Next 40 minutes involve therapy proper and Homework Design
— Last 10 minutes involve Assigning ‘new’ Homework

B Then the ‘cycle’ repeats in the next therapy session

oo >
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Therapist Quick Reference* - REVIEW

i Discuss non-completion and quantity and quality of
completion

B Provide verbal reinforcement for any portion carried-out

i Situational conceptualization to identify beliefs about the
consequences, and their synthesis of learning

¢ Use individualized conceptualization to make sense of any
portion of non-completed homework

B Problem solve practical obstacles
i Record homework completion in session notes

*Therapist Quick Reference © Copyright 2005 by Nikolaos Kazantzis, Frank Deane, and Kevin Ronan. From the book “Using Homework
Assignments in Cognitive Behavior Therapy” edited by Kazantzis, Deane, Ronan, & L’Abate (2005) published by Brunner-Routledge.
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Therapist Quick Reference* - DESIGN

B Guided discovery to identify coping strategies and beliefs

B Use disorder specific cognitive model and individualized
conceptualization

i Collaboratively select task

B Present a rationale that aligns with the client’s treatment goals

B Ask about client’s ability and perceived task difficulty

* In-session practice of task

B Guided imagery to begin experiential learning

B Situational conceptualization to identify beliefs and situational
triggers

*Therapist Quick Reference © Copyright 2005 by Nikolaos Kazantzis, Frank Deane, and Kevin Ronan. From the book “Using Homework
Assignments in Cognitive Behavior Therapy” edited by Kazantzis, Deane, Ronan, & L'Abate (2005) published by Brunner-Routledge.
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Therapist Quick Reference* - ASSIGN

B Ask client to summarize rationale in relation to therapy goals

i Collaborate to specify how the task will be practically possible
(i.e., when, where, how often, and how long it will take)

i Consider potential difficulties
B Emphasize learning ‘experiment’ focus

B Ask client to summarize task and obtain ratings of readiness,
iImportance, and confidence (renegotiate if <70%)

B Make a written note of the homework for the client (or use
homework form)

*Therapist Quick Reference © Copyright 2005 by Nikolaos Kazantzis, Frank Deane, and Kevin Ronan. From the book “Using Homework
Assignments in Cognitive Behavior Therapy” edited by Kazantzis, Deane, Ronan, & L'Abate (2005) published by Brunner-Routledge.
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HAACS: Overview

~ The measure is conceptually driven

B |tems are based on a guiding model and the Therapist’s

Quick Reference

- Each item is rated for both adherence (in one section) and
competence (in a second section)

- Both sections are divided into three sub-areas: review (5-6
items), design (8 items), and assign (5-6 items)

- Adherence is rated dichotomously (i.e., “yes” or “no”)

© Competence is rated on a 7-point Likert scale (from 0 =
‘extremely poor’ to 6 = ‘excellent’), with each individual point
descriptively anchored

34|



HAACS: Adherence vs. Competence

B Please remember that adherence is different from
competence

— adherence refers to whether the therapist engaged in, or attempted,
a particular behaviour

— competence refers to how well the therapist performed the behaviour

E Also, adherence is a necessary but not sufficient condition for
competence

— this means if there is no adherence (i.e., the therapist did not
undertake or display any behaviours for an item) , then there can be no
competence (i.e., a rating of “0")

— but even if there was adherence, this does necessarily mean that
competence is high; it could be anywhere from extremely poor through
to excellent

129
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HAACS: Terminology

To use the HAACS effectively, raters should have knowledge
and understanding of some key terminology:

Adherence £ Core beliefs
Competence ¥ Behavioural experiments
Collaboration ©  Guided discovery
Interpretation B Disorder-specific cognitive
Situational conceptualization models

Guided imagery
Experiential learning
Thought record
Socratic questioning

Individualized conceptualization
Automatic thoughts
Underlying assumptions and rules

Ge1



HAACS: General Rating Considerations

¥ Please beware of the ‘halo’ effect

— Providing overall positive ratings for all items, based on only one
particular aspect or behaviour that was done very well

B ... and the ‘horns’ effect

— Providing overall negative ratings for all items based on only one
particular aspect or behaviour that was done very poorly

i Please also beware of leniency, severity and central tendency
effects

— i.e. a tendency to rate either at the high, low, or central parts of the
rating scale, respectively

9¢1



HAACS: General Rating Considerations

: Some ideas which may help:
— please try and rate each item on its own merit

— for competence items, please try and use the full range of the Likert
scale (i.e., use the descriptive anchors as your guide)

— try and remember that even though a therapist may appear generally
very good, it does not mean that they necessarily adhere to all items in
any one session

— Similarly, it is also likely that even though a therapist generally has

very good competence, they may also still receive some low ratings
on some items (e.qg., it is difficult to do everything very well all of the

time!).

LEI
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Homework
Adherence
And
Competence
Scale

Assessing Therapist Adherence and
Competence in Using Homework

Assignments within
Cognitive Behavior Therapy

Nikolaos Kazantzis
Paul Wedge
Keith S. Dobson

Pilot One Version

ARAN
Mﬁs Therapist Adherence and

Competence

Instructions:

This therapist adherence and compelence raling scale consssts of 19 ilems regarding therapists' integralion of homework
assignmenls in cognilive behavior therapy. llems 1-5 cover therapist behaviors for REVIEWING homework. lems 6-14
cover therapist behaviors for DESIGNING homework. ltems 15-19 cover herapist behaviors for ASSIGNING homework

Every individual item slarls on a new page, and has two clearly idenlifiable questions; adherence (i.e. ‘DID the therapist
") and competence (i.e. "HOW WELL did the therapist ..."). The adherence question for each item is labeled with an ‘a’
(e.g, 1a, 23, 3a, elc.), and lhe compelence question for each tem is labeled wtha ' (e.g , 1b, 2b, 3b elc)

(a) Adherence
Please nole that your raling for Ihe adherence questions (e, the 'a’ questions) is lo indicate whether these aspecls
were camed oul by the therapist (1.e., adherence) lo any extenl. This is different from rating how wel the therapist
undertook each ilem (i.e., compelence). For each ilem, please consider [he adherence question carefully, and lick
either "yes” or no” to indicale whether the therapist ENGAGED to any exent in each aspecl Please select only one
response oplion for any question

(b) Competence
Please nole thal your rating for the competence questions (i e., the b’ queslions) is to indicale HOW WELL the
therapist undertook each item {i.e., competence). This is different from rating whether these aspecls were
atterpted by the therapist (i e., adherence). Adharence is a necessary BUT NOT SUFFICIENT condtion for
compelence. This means that if adherence was rated “no” for a therapist behavior, then the therapist
competence cannol be raled higher than "0 for the same ilem. For each lem, please consider Ihe compelence
question carefully, and record the appropriate number in the rating box to indicale how well the therapist carried
out each aspecl

Each competence question has seven dascriplive response oplions. Underpinning these response oplions is a
seven point Likerl scale ranging from O (non-adherence/extremely poor) to 6 (excellent). This Liker scale is
printed al the lop of every page for your reference

| (i} 1 2 3 4 5 6
Non-adherencel Poor Medocre Fair Good Very Excellent
axtramely poor good

In the firs! instance, please use the descriplive response oplions to delermine the rating for each ilem. However,
if you are having difficully deciding on a raling (e g., the response oplions descriptions do not seem o easily fit
Ihe session being raled), then refer lo the undearlying Liker scale. If several lems seem to apply equally well,
record the lowest number for Ihat item, and provide only a single rating number for any item (e.g., if considering
recording “3-4", record il as a "3°) Please provide a rafing for every item

Evl

Homework Adherence and Competence Scale ® Copynght 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
Dobson. From the Team Research Project "Cognilive Behawvior Therapy Homework Project” at Massey University p2



Non-adherence/ Poor
extremely poor good

0 1 2 3 4 5 &

Mediocre Fair Good Very Excellent

ltem 1
_13. DID the st make enquiries and discuss previously assigned WO o e
tasks? |
ib L did the the and discuss s d
homework tasks? Putig

The therapist did nol make any enquiries, or discuss previously assigned homework.

The therapist made a cursory enquiry about previeus homework completion, but did not discuss it {ie., no
exploration of the client’s responses).

The therapist enquired about previous homework complelion, and made an attempl lo elicit feedback from
the client but this was nol successful (e.g., the lherapis! used closed questions, or did not allow sufficient
fime for a response).

The therapist enquired about previous homework, and elicited some general feedback from the client. For
instance, the clien! gave a vague response such as “l completed most of il" and this response was taken at
face value and was not explored furlher (e.g., "Can you tell me more about the parts you completed?” and
then “Can you tell me aboul the parts you had difficulty with or did not complete?’).

The therapist enquired about previous homework and identified exaclly what portion of the homework what
was completed and what was not completed. However, Ihe discussion focused either on the completed
homework or the non-completed homework.

The therapist identified and discussed both completed and non-completed homework. However, in
discussing completed homework, the focus was more on the quantity of whal was completed (i.e., the extent
of completion), rather than the quality (i.e., degree of client learning or skill acquisition, such as maslery in
completing a thought record effectively, or testing out beliefs in behavioral experiments).

Both the quanlity (i.e., the extent of completion and non-completion) and quality (i.e., degree of client
leaming or skill acquisilion, such as mastery in completing a thought record effectively, or testing out beliefs
in behavioral experiments) of homework completion was discussed. The therapist facilitated a highly
effeclive discussion fo elicit the client's leaming from the homework ask (e.g., using Socratic questioning).

Homework Adherence and Competence Scale @ Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
Dobson. From the Team Research Project *Cognitive Behavior Therapy Homework Project’ at Massey University. p.3

0 1 2 3 4. 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor good

ltem 2
2_3 DID the theraplst provide appropriate verbal reinforcement (i.e., praise) for a s e
portion of the homework task carried out? D D
& HOW WELL did the therapist provide appropriate verbal reinforcement (i.e. Ratin
ise) fora o e home carried out? g

The therapist did not provide verbal reinforcement for any portion of the homework carried out.

Verbal reinforcement was given that was very briefand limited in relation to the portion of homework completed,
or excessive praise was given for low completion.

Some verbal reinforcement was given but this was nol clearly linked lo the porlion of hemework completed, or
excessive praise was given for low complefion.

Appropriale verbal reinforcement was given for most porions of the homework completed.
Appropriate verbal reinforcement was given for all portions of the homework compieted.

Appropriate praise and encouragement was given for all porfions of the homework completed. The therapist
appeared clearly enthusiastic in acknowledging and validating the client's efforts.

Appropriate praise and encouragement was given for all portions of the homework completed. The therapist
appeared clearly enthusiastic in acknowledging and validating the client's eflorts. Encouragement was given for
the clienl extending/ generalizing Ihe homework task fo extend skill acquisition/ apply task to more challenging
problems.

Homework Adherence and Compet
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Item 3
3@ DID the therapist use a situational conceptualization (e.q., identify thoughts, s Mo
of jology) to e client's beliefs about the O 0O
consequences of having engaged in the homework task and their synthesis of
leaming?
3D HOWWELL did the therapist use a situational conceptualization (e.g.. identify

tol the client's beliefs

nthe homework taskand their "9

of having e
synthesis of learning?

The therapist did nol use a situational conceplualization to identify beliefs about the consequences and their
synthesis of leaming.

An undeveloped situational conceplualization was amvedt (i.e., the therapist complelely interpreted on behalf of
the ciient)

A vague, brief and incomplete siluational conceplualization was anived al (i.e., the therapist mastly interpreted for
the client's experiences rather than eliciting information).

A partially developed sifuational conceplualization was arrived al (j.e., the therapis! eliciled some infomation and
interpreled other information). No automatic thoughts of beliefs about the consaquences, or synthesis of leaming

A situational conceplualization facilitaled the identification of salient (i.e., emotionally laden) automaltic thoughls,
emotions, behaviors, and physiclogy thal served as triggers for homework complefion

A situational conceplualizalion facilitated the identification of salient (i.e., emotionally aden) automalic thoughls,
emotions, behaviors, and physiology thal served as triggers for homework completion. The therapist also elicited
beliefs about the homework (i e, difficully, sense of pleasure, sense of maslery).

A situational conceplualizalion facililated the identification of salient (i.e., emotionally laden) automalic thoughls,
emotlions, behaviors, and physiology Ihal served as Iriggers for homework complelion. The therapist also eliciled
behefs about the homework (i.e., difficulty, sense of pleasure, sense of mastery), as well as consequences and
their synthesis of leaming (i e, relevance, match with therapy goals, benefits, perceived progress)
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ltem 4
43 DD the therapist obviously use an individualized conceptualization to make sense ' s
ofa rtion of non complete work (i.e., linked doing the task to the D D

o

client's automatic thoughts, underlying assumptions and rules, or core beliefs)?

HOW WELL did the therapist obviously use an individualized
conceptualization to make sense of a rtion of non com,
l.e., linked doing the task to the client's automatic tho!
assum s and rules, or core beliefs)?

d homework

underlyin Raling

The therapist did nol use an individualized conceplualization to make sense of any portion of non-completed
homework.

The therapist labeled! inlerpreted the portion of non-completed homework ralher than facililating the client's own
understanding through collaboralive discussion

The therapist focused on one individualized conceplualization component (i.e., efther core beliefs, or conditional
fules and assumplions, or aulomatic thoughts) The thesapist used this information to label interpreted the
portion of non-completed homework rather than facilitating the clienl’s own understanding

The therapist made limited use of an ndividualized conceplualzation, including some but not all of the following
aspecls: core beliefs, conditional rules and assumptions, and automalic thoughts. The therapist used this
information lo reach a vague understanding of homework non-completion.

The therapis! facilated a discussion thal made reasonable use of an individualzed conceplualization, including
some bul not all aspects of core beliefs, condilional rules and assumptions, and automatic thoughts. This ledtoa
reasonable understanding of the client's beliefs about the homework task, and homework non-completion.

The therapist facilitaled a discussion that made good use of an individualized conceptualization, including all
aspects of. core beliefs, condtional rules and assumptions, and automatic thoughts. This led to a clear
understanding of the client's beliefs about the homework fask, and homework non-completion.

The therapist facilitated a discussion thal made full use of an individualized conceplualization, including core
beliefs, condttional rules and assumptions, and automatic thoughts in several siluations, which were linked to
overall freatment goals: This led o a very clear understanding of the client’s beliefs about Ihe homework task,
the portion of noncompieted homework, AS WELL AS the generalization of the task 1o ofher stualions
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item 5

ia. DID the therapist attempt to problem solve practical obstacles to the homework Yo Ya
task? O O

@ HOW WELL did therapist attempt to problem solve practical obstacles to

the homework task? Reth

0 The therapist did not attempt to problem solve praclical cbstacles.
1 The therapist provided solutions of their own accord, without any contribution from the client.

2 The therapist provided solutions of their own accord, with only a cursory contribution sought from the client,
(e.g., "Does that sound okay to you?’).

3 The therapist altempled to prablem solve pradiical obstacles with some collaboration (i.e., the therapist provided
some solutions themselves and elicited some input from the client).

4 The therapis! facilitaled a discussion thal identified the actual pracical cbstacles. Some potential solutions were
generated and considered. The clienl amived al a vague plan lo overcome the cbslacles.

5 The therapis! facilitaled a discussion thal identified the aciual practical obstacles. A range of potential solutions
were generated and considered. The client amved al clear behavioral sirategies lo overcome Ihe practical
obslacles.

6 The therapis! facilitated a discussion thal identified the aclual practical cbstacles, as well as a consideration of
ofher polential cbstacles that may have occummed. A full range of potential solutions were generated and
considered. The client amrived at clear behavioral siralegies to overcome the praclical cbslacles, as well as
behavioral strategies for considering changing circumstances (e.g., bringing an outside activity indoors, lesting
beliefs in several situations, applying interpersonal skills to a range of relationships/nleractions).

and Comp- Scale © Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
Dobson me 1he Team Research Project "Cognilive Behavior Therapy Homework Project” at Massey University.

Item 6
SJ! DID the st di ised homewo| nappro int(s] Tes Ne
during the session? D D
& HOW WELL did the therapist discuss a new/ revised homework task at an Rating
riate s) du e session

0 Thetherapist did not discuss a new/ revised homework lask during the session.
1 Thetherapist briefly discussed a new/ revised homework lask a the end of the session.

2 The therapist allowed sufficient time for a discussion on a new/ revised homework task al the end of the session,
but this was nol finked to in-session content o therapy goals.

3 Thetherapist allowed sufficient ime for a discussion on a new/ revised homework task al the end of the session,
and this WAS linked to either in-session content or therapy goals.

4 The Iherapist allowed sufficient time for a discussion on a new/ revised homework task al the end of the session,
and this WAS linked to BOTH in-session conlent of therapy goals.

5 The therapist ook the opporunity to discuss a new/ revised homework task appropriately during the course of
the session, as well as al the end of the session. The new/ revised homework WAS linked fo BOTH in-session
conlent or therapy goals.

6 The therapist took the opporunty to discuss a new! revised homework fask appropriately during the course of
the session, as well as at the end of the session. The new/ revised homework WAS linked to BOTH in-session
conlent or Iherapy goals. The therapisl was able lo engage the cliert in discussion effeclively, used novel and
tailored presentation of the new lask, even when confronled with interpersenal difficulties (e.g., client avoidance,
perfectionism, demanding interpersonal style).
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Item7
l.a_ the therapist use guided disco to ide the client’s coping strategies yes Ko
and bellefs related to the homework task? O 0O
B.’ LL did the therapist use guided discovery to identify the client's Rati
coping strategies and beliefs related to the homewaork task? g

The therapist did not use guided discovery to identify the client's coping strategies and beliefs related fo the
homework task.

The therapist used ineffective questioning (e.g., closed questions or broad q , but these did not uncover
new information) and provided interprelive answers rather than guiding the client’s own understanding about
coping stralegies and beliefs.

The therapist used some (not all) componenis of the guided discovery process: (i) asked some informational
questions, (ii) listened empathically and provided some reflections, (i) provided some summaries of the
information discovered, and (iv) asked some synthesizing or analylical questions. However they were used ina
cursory, inappropriate, or ineffective manner (e.g., inaccurale reflections or summaries). The therapist used
interpretive answers rather than guiding the client’s own learning, and was unable fo idenfify coping strategies
and beliefs (e.g., ‘I you think X, then surely ¥ is ....7").

The therapist used all four components of the guided discovery process: (i) asked some informational questions,
{ii) listened empathically and provided some reflections, (iii) provided some summaries of the information
discovered, and (iv) asked some synthesizing or analylical queslions, but was ineffective in identifying coping
sirategies and beliefs.

The therapist used all four components of the guided di bly effectively. (i) asked
informational questions which uncovered some information outsnde the client's awareness, (ii) listened
empathically and provided some le and appropriate refl (iii} provided some accurale summaries of

the information discovered, and (iv) asked some synthesizing or analytical queslions. which enabled some client
learning. In using this process the therapist facilitated the identification of a few coping sirategies and beliefs.

The therapist used all four components of the guided di y process effeclively (i) asked appropriate
informalional questions which uncovered information outside the client’s awareness, (i) listened ampathxcally
and provided accurate and appropriate reflections, (iit) accurately ized the information di ed al
appropriate times, and (iv) asked synthesizing or analytical questions which enabled the clienl's own learning. In
using this process {he therapist facilitated the idenlification of a number of coping strategies and beliefs

The therapisi appeared genuinely curious and inquisitive, and used all four componenls of the guided discovery
process very effectively: (i) asked several appropriate informational questions which uncovered significant
information oulside the client’s awareness, (i) listened empathically and provided accurale and appropriate
reflections, (iii) accurately summarized the information discovered al appropriale times, and (iv) asked highly
appropriate synthesizing or analytical questions which enabled the client's own learning. In using this process
the therapist facilitaled Ihe identification of a number of highly credible coping sirategies and befiefs
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Yes No

o O

DID the therapist obviously integrate a disorder-specific cognitive model with the
individualized conceptualization in the design of the homework task?

HOW WELL did the therapist obviously inte a disorder-specific co []

model with the individualized conceptualization in the design of the homework Rating
task?

The therapist did not discuss a disorder-specific cognitive medel or indwvidualized conceplualization in the
homework design.

The mentioned Ihe disorder-specific cognitive mode! but did not elaborate on how it was relevant to the client’s
presentalion

The therapist integrated some but not all aspeds of a disorder-specific cognitive model (.g., Beck's Cognitive
Triad, Clark's Panic Model, elc) to one aspect of the client’s individualized conceplualization (i.e., core beliefs,
condtional rules and assumplions, aulomatic thoughts, and under and over developed behavioral slrategies).

The therapist integrated some but not all aspects of a disorder-specific cognilive model (e.g., Beck's Cognitive
Triad, Clark’s Panic Model, elc) to more than one aspect the client’s individualized conceptualization (1.e., core
beliefs, conditional rules and assumptions, automatic thoughts, and under and over developed behavioral
slrategies).

The therapist inlegrated most aspects of a disorder-specific cognitive model (e.g., Beck's Cognitive Triad, Clark's
Panic Model, elc) to most aspects the client's ndividualized conceplualization (i.e., core beliefs, condilional rules
and assumplions, aulomatic thoughts, and under and over developed behavioral siralegies).

The Iherapist integrated all aspects of a disorder-specific cognitive modef (e.g , Beck's Cognitive Triad, Clark's
Panic Model, efc) to all aspects of the client's indvidualized conceptualzation (i.e., core beliefs, conditional rules
and assumplions, automatic thoughts, and under and over developed behavioral siralegies).

The therapist infegrated all aspects of a disorder-specific cognifive model (e 9., Beck's Cognilive Triad, Clark's
Panic Model, elc) to all aspects of the client’s individualized conceplualization (e.g , core beliefs, conditional rules
and assumptions, automatic thoughts, and under and over developed behavioral strategies). The therapist was
able lo inlegrale all this information with the chient’s presenting problems evidenced in laclful responses to clienl’s
interparsonal style (e.q., critical, compeltive, suspicious, controlling, exaggerative).
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Item 9

9a Yes No
== DID the therapist collaboratively select/design the homework task? D D
9b

= <) did erapist co n work Rating

0 The therapist did not collaboratively select/design a homework task.
1 The therapist selecled/designed the homework task without any conlribution of the client.

2 The therapist only sought a cursory contribution from the client in selecting/designing the homework task. (eg,
“Does that sound okay fo you?”).

3 The Iherapist involved the client in the selection/design of the homework task, bldaitn'besrareﬂadtoadiedm
rather than collaboralive approach, especially in the final decision.

4 The therapist involved the client in selecting/designing the homework task (e.g., facililaled a discussion rather
than provided direcl answers, discussed a few possible homework tasks, or collaboralively discussed the
advantages and disadvantages of the possible homework tasks).

5 The therapist encouraged the client to view the process of selecling/designing the homework task as the
therapist and client working together as a team, The therapist also actively involved the client in selecting the
homework task (e.g., facilitated a discussion rather than provided direc! answers, discussed several possble
homework tasks, elicited and explored the client's thoughts and feelings about the possible homework tasks, or
collaboratively discussed the advantages and disadvantages of the possible homework fasks).

6 The therapist encouraged the client to view the process of selecting/designing the homework task as the
therapist and client working together as a team. The therapist also aclively involved the client in selecting the
homework lask (e.g., facilitaled a discussion rather than provided direct answers, discussed a full range of
possible homework tasks, eliciled and explored the client’s thoughts and feelings about the possble homework
tasks, and collaboratively discussed the advantages and disadvanlages of the possible homework tasks (ie,,
based on prior experience, benefils experienced by dhers, collaboration and encouragement from therapist).
The therapist and client decided on a homework lask that built upon existing client skills and strategies, and the
chenl was encouraged to take on more responsibility for designing/ selecting tasks.

k Adh and Compet Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
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103 DID the therapist present a rationale for the homework task that aligned with the ‘o= M°
client's goals for treatment? o 0O

10b d st present a rationale for the homework task that Ratin

—aligned with the client's goals for treatment? d

0 The therapist did not present a rationale for the homework.
1 The therapis! presented a brief rationale but failed 1o relale it to the client's Ireatment goals.

2 The therapist presented a rationale for the homework task with some mention of the client’s treatment geals,
however this was presented without any input (and understanding) from the client.

3 Thelherapist assisled the client fo understand how the homework task was aligned to either the specific
presenting problem in the current session,

4 The therapist assisted the chient fo understand that the lask was broken info achievable chunks that were
manageable and within the client's control. The therapist also assited the client to understand how the
homework lask was aligned to EITHER the specific presenting problem in the current session, OR their overall
treatment goals.

5 The therapist assisled the clienf fo understand that the task was broken into achievable chunks that were
manageable and wilhin the client's control. The therapist also assisted the client to understand how the
homework task was aligned to both the specific presenting problem in the current session AS WELL AS their
overall freatment goals.

6 The therapist assisled the client fo understand that the task was broken inlo achievable chunks that were
manageable and within the client’s conlrol. The therapist also asskted the client fo understand how the
homework task was aligned to both the specific presenting problem in the current session AS WELL AS their
overall freatment goals, AND cblained feedback from the client on the ralionale. The therapist ALSO provided
empirical evidence to support the rationale of the homework fask.
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Item 11
112 DID the therapist ask about the client's ability and perceived difficulty of the ™
homework task? O Od
u ist ask e client's ability and perceived Rating
difficulty of the homework task?

0 The therapist did nol ask about the client’s ability and perceived diffculty of the task

-

The therapist made a cursory enquiry about the client's ability and perceived difficulty of the task, but did not
discuss it any further.

2 The therapist enquired about the client’s abilty and perceived difficulty of the task, and made an ineffective
attempt to elicit feechack from the client (e.g., the therapist did not listen fo the client’s responses, asked closed
questions, questions did not follow the client’s responses).

3 The therapist enquired about the client’s ability and perceived difficulty of the task, and elicited a general
statement from the chenl, for example, the client was vague and said "Sure, | can do " and this response was
taken at face value and not probed any further,

4 The therapist enquired sbout the client's ability and perceived difficulty of the task, and through Socralic
questioning identified a broad issue (e.g., “That thoughl record looks loo hard. There is so much to complete’).
However, the therapis! then providad their own solutions fo resolve the issues raised (e g, "Okay, pst complete
the first three columns of the thought record’).

5 The therapist enquired aboul the client’s abilily and perceived difficulty of the fask, and through Socratic
questioning idenlified specific issues (e.g., in addtion lo feeling overwhelmed by the entire thought record,
transpired thal the diient had difficulty distinguishing emotions and thoughts on thought record). Through further
exploration the therapist and client collaboralively resolved the issue (e.g., the therapist and client worked on
automatic thoughts in-session, andior the homework was redesigned to focus on practicing the identification
emotions as distinct from automatic thoughts).

6 The therapist enquired about the client's ability and perceived difficully of the task, and through Secratic
questioning identified specific issues. Through further expioration the therapist and client collaboratively resoived
the issue. The therapist also elicited additional client leaming from the discussion, for example, the client leamt
{hal breaking tems inlo smaller chunks was less overwheiming, and also identified an underlying rule (e.g., Tve
failed if | cant work things out for myself’).

rk Adh andC
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Item 12
Yes No

DID the therapist facilitate in-session practice of the homework task? D 0

HOW WELL did the therapist facilitate in-session practice of the homework

task? Rating

The therapist did nol provide the opportuniy fox in-session practice of the task.

The therapist briefly demonstrated or explained (i.e., modeled or inslructed) the task ihat provided no opportunily
for the clienls to learn from their own practice.

The therapist provided only abrief cpportunty for in-session practice. The therapist tended to focus on correcting
the client’s mistakes and provided limited positive reinforcement. The therapist did not discuss any leaming poinls
from the practice.

The therapist provided a reasonable opportunity for in-session practice. The therapist provided appropriate verbal
reinforcement (i.e, shapng successive approximations of skill), and gave some constructive guidance when the
client needed assistance. However, the therapist used a directive/ punitive rather than collaborative approach in
discussing leaming points from the practice.

The therapist provided a good opperunity for in-session practice, using the method’s most appropriate for the
client and the specific task. The therapist provided some positive reinforcement (i.e., shaping successive
approximations of skill) and gave some constructive guidance when the client needed assistance. The therapist
was encouraging when discussing leaming points from the in-session praclios.

The therapist provided an excellent opportunity for in-session practice, using the methodls most appropriate for
the clienl and the specific fask. The therpist provided enthustastic reinforcement (1.e., shaping successive
approximations of skill), and gave wam, genuine, constructive guidance when the client needed assislance. The
therapist facilitated learming from the specific practice, asked the client for feedback on the experience, and asked
the client to wrile down the leaming points.

The therapis! provided an excellent opportunity for in-session practice, using the method's masl appropriate for
the client and the specific lask. The therapist provided enthusiastic rinforcement (j.e., shaping successive
approximations of skili), and gave warm, genuine, construclive guidance when the clienl needed assistance. The
{herapist faciltated leaming from the specific practice, asked the client for feedback on the experience, and asked
Ihe client o wrile down the learning points
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Item 13
132 DID the therapist use guided ima riential learning for the e B
homework task? D
13b  HOWWELL did the therapist use quided imagery to begin ex al "
ng
learning for the homework task?
0 The therapist did nol use guided imagery in homework design.

The therapist used guided imagery ineffectively (i.e,, affect was not generaled, client had difficulty staying on
track, etc). Feadback was not sought throughout the exercise, and at the completion, the therapist did not
facilitate any experiential learning from the imagery practice.

The therapist provided an opportunity for guided imagery , but was unable to use this lo assis! the client with
some experiential learning of the homework task (i.e., client compleled imagery but did not gain an experience of
completing the task).

The therapis! facilitaled the clienl in using guided imagery, and this was reasonably effeclive in stepping the client
through a scenario where they may use the homework assignment (i.e., physiological, emotional, cognitive
triggers identified). However, imagery was inefiective in providing the client with some experiential leaming of the
homework task (i.e., client completed imagery bul did not gain an experience of completing the task).

The |herapist facilitated the client in using guided imagery, and this was reasonably effective in stepping the client
through a scenario where they may use the homework assignment (i.e., physiological, emotional, cognitive
Iiggers identified), AND the client gained some experiential leaming of the homework task (1., experienced the
outcome of having engaged in the homework task).

The therapist facilitated the client in using guided imagery, and this was reasonably effeclive in slepping the client
through a scenario where they may use the homework assignment (i.e., physiological, emotional, cognitive
triggers identified), AND the client gained some experiential leaming of the homework task (i.e., experienced the
outoome of having engaged in the homework task). The therapist focused on skill acquisition and discussed with
the client how the task coukd be extended o more complex skills (1.e., shaping).

The therapist facilitated the client in using guided imagery, and this was reasonably effective in stepping the client
through a scenario where they may use the homework assignment (i.e., physiological, emotional, cognilive
triggers identified), AND the clienl gained some experiential lsaming of the homework task (i.e., experienced the
outcome of having engaged in the homework task). The therapist focused on skill acquisition and discussed with
the client how the task could be extended fo more complex skills (i.e., shaping). In feedback, the therapist and
client also discussed the application of the task across different stuations (i.e., generalization and mainlenance).
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DID the therapist use a situational conceptualization to help ide the client's
beliefs and situational ers for carrying out the homework task in specific D D

situations?

OW WELL did the therapist use a situational co
the client's beliefs and situational tri
-] S []

alization to hel
rs for carrying out the Rating

The therapist did not use a situational conceplualization lo help idenlify the client's beliefs and sifuational triggers
for carrying out the task in specific situalions.

An undeveloped situational conceplualization was amived at (i ., the Iherapist completely inferpreted on behalf
of the client).

A vague, brief and incomplele situalional conceptualization was armived al (j.e., the therpist moslly inlerpreted for
the client rather than eliciting information).

A partially developed situational conceplualization was arrived at (i.e., the therapist elicited some information and
interpreled other information). This proved ineffective in identifying the client's beliefs and situational tiiggers:

A partially developed siluational conceplualization was amivedat (.e., the therapist elicited some information and
interpreted other information). Emations, behaviors, and physiology were identified o the use of the homework,
but no cognitive friggers or beliefs were identified

A stuational conceplualization facilitaled the client’s identification of salienl {i.e., emolionally laden) automatic
thoughls that served as triggers for homework completion. Emotions, behaviors, and physiology were also
idenlified,

A sfluational conceplualization facilitated Ihe client's identification of a salient (i.e., emotionally laden) automalic
thoughls, emalions, behaviors, and physiology that served as triggers for homework completion. The therapist
ALSO discussed the lriggers lo the use of homework in several siluations, AND elicited beliefs about the
homework (i.e., difficully, obslacles).
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Item 15
15a the client ize the rationale for the homework task = e
in relation to therapy goals? O 0O
15b Ho did e clienttos e the ratio e
ork task i el oals Batin
0 The therapist did not ask the client to summarize the rationale for the task in relation to therapy goals.

The therapist summarzed the rationale for the task, with litle or no input from the client

The therapist attempled lo involve the client n summarizing the ralionale for the lask in refation to therapy goals,
but used a directive rather than collaborative approach.

The therapis! involved the client in summarizing the rationale for the task in relation to therapy goals

The therapist involved the client in summarizing the rationale for the task in relalion to most pertinent therapy
goals, That is, the homework was discussed in terms of the specific behavior changes thal would be expeded lo
result from progress lowards this goal

The therapist skillfully involved the chient in summarizing the rationale for the task in relation to most pedinent
therapy goals. That is, the homework was discussed in temns of the specific behavior changes that would be
expected to result from progress lowards this goal, and this process was lead by the chent

The therapist skillfully involved the client in summarizing the rationale for the task in refation lo most pertinent
therapy goals. That is, the homework was discussed in ferms of the specific behavior changes that would be
expected to result from progress lowards this goal, and this process was lead by Ihe client. In discussion with the
therapist, the client demonstraled a clear understanding of the homework and was able to place the current
homework in conlexd of current and overall goals for therapy. The therapist skill was evidenced by their
adaplation of this discussion fo the client’s interpersonal style,
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Item 16

16a

-
=]
o

Yes No

DID the therapist collaborate with the client to specify how the homework task will D D

be practically integrated into the client’s life (i.e., specification of when, where,
how often, how long)?

ow did the therapist collaborate with the clientto s e

homework task will be practically integrated into the client's life (i.e., Rating
specification of when, where, how often, how long)?

The therapist did nol collaborate to specify how the task would be praclically inlegrated into the client's life.

The therapist directed how the task could be practically integrated into the client's life, without any contribution
from the client.

The therapis! reached a vague outline of how the lask could be praclically infegralted inlo the client’s life, with little
collaboration (i.e., Ihe therapist provided some specifics themselves and elicied some input from the client).

The Iherapist faciitaled a discussion which resulted in the client being able to state with some behavioral
specificity how the task could be practically integrated info the client’s life in some of Ihe following areas: when,
where, how often, and how long.

The therapist facidated a discussion which resulted in the client being able to state with some behavioral
specificity how the task could be practically integrated inlo the client's life in most of the following areas: when,
where, how often, and how long.

The therapist faciltaled a discussion which resulled in the chient being able lo state with a high degree of
behavioral specificity how the task could be praclically ntegraled into Ihe client's life in all of ihe following areas:
when, where, how oflen, and how long. Ifthe client was unable lo be specific in any area, Ihe therapist gently
guided the client to a specific resolution.

The therapist skillfully elicited a description of how the homework would be practically mplemented from the
client. A high degree of behavioral specificty was achieved in all the following areas: when, where, how often,
and how long. If the client was unable lo be specific in any area, the therapist genlly guided the client to a specific
resolution. The Iherapist also anticipated polential difficulties in communication and resolved them (e,
misinterpretalion of the process in achieving specificly, misinterpretation of the meaning of specificity, such as
using a lhought record "when” autematic thoughts occur).

Adherence and C
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0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor good

Item 17
172 DiD the therapist consider potential difficuities of the homework task? - e
O 0O
jl. OW WELL did the therapist consider potential difficulties of the ew
task? e

[=]

The therapist did nol aftempt to consider polential diffculties.

1 The therapist provided poltertial difficulies of their own accord, without any contribution from the client.

s ]

The therapist generally provided polential difficulties of their own accord, with only a cursory contribution sought
from the client. (e.g., "So thal would be difficul, wouldnt 177).

3 The therapist attempted to consider potential difficulties with some collaboration (ie., the therapist provided some
potential difficulties themselves and elicited some input from the client).

4 The therapist faciltaled a discussion that identified some polential difficulties, and some potential solutions were
also generaled and considered. The client arrived at a vague plan lo overcome the potential difficulties.

5 The lherapist faciltated a discussion thal identified most polential difficulties, and a range of polential solutions
were generated and considared. The client anived at a clear plan to overcome the potential difficulies that
included specific behaviors (e.g., "My days are really busy next week, so | will sel the alam clock 30 minutes
earfier on Tuesday moming and read the booklet before starling the day's other activities”).

6 The therapist faciltaled a discussion that identified the potential difficulies, and a full range of polential solutions
were generaled and considered. The client anived al a clear plan lo overcome the polential difficulies that
included specific behaviors, and behavioral stralegies for considering changing circumstances (e.g., if unable to
complele alask in a single sitling, then breaking it into smaller chunks and completing it over 2-3 sfings).

Homework Adherence and Competence Scale ® Copynight 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
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Non-adherencel Poor Mediocre Fair Good Very Excellent ER
extremely poor good 2
Item 18
1_3 DID the therapist emphasize the homework task as having a learning ‘experiment’ e =
focus (e.g. lose s rio, | completion is helpful, seei D O
and what doesn't)?
18h HOWWELL did erapist h task as havi
T learning ‘experiment’ focus (e.q., a no-lose scenario, partial completion is Rating
helpful, seeing what works and what doesn'ti?
0 The Iherapist did not emphasize the lask as a leaming ‘experiment’ focus.

1 The therapist specified or intimated lhere was a ‘correct’ actual outcome from the homework task (i.e. could pass
of fai), rather than emphasizing the leaming 'experiment’ focus..

2 The therapist did not focus on aclual oulcomes, but was vague about the leaming outcome (ie., it will be useful’)
but did not elaborale any further.

3 The therapist briefly explained the homework task as a leaming experiment (ie., totest out an idea of skil),
rather than guided the cliert to their own leaming.

4 The therapist framed the homework lask as a leaming ‘experiment’. Most of the following points emerged from
the discussion: there is no right or wrong (no failure or grading), it is a no-lose siluation for the cliert; in any
expenment the outcome is nol known, there is a leaming from every homework task no matter whal the actual
outcome; any information from the expenment is useful to further help with the freatment.

5 The Iherapist used guided discovery fo uncover the client's beliefs about the outcomes of the homework task,
and then used Socratic questioning and hypothetical examples fo facilitate the client to view the homework task
asa keaming experiment (i.e., gaining client’s previous experiences of learning and applying them to the
homework). Most of the following points emerged from the discussion: there is no fight or wrong (no failure or
grading), i is a no-lose situation for the client; in any experiment the outcome is not known; there is a leaming
from every homework task no matter what the actual oulcome; any information from the experiment is useful to
further help with the freatment.

6 The therapist used guided discovery fo uncover the client’s beliefs about the outcomes of the homework task,
and then used Socralic questioning and hypothelical examples to facilitate the client to view the homework task
as a leaming experiment. Most of the following points emerged from the discussion: there is no right or wrong (no
failure or grading), it is a no-lose sifuation for the client, in any experiment the oulcome is not known; there is a
learning from every homework task no matter whal the actual outcome; any information from the experiment is
useful lo further help with the trealmenl. The therapist also discussed the benefils (e.g., new skill acquisition,
reduction in dstressing thoughls, better treatment outcome) versus the cosls of perfoming the homework task
(e.g., lime, energy, shor-tem distress).

k k Adh and Comp Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith 5.
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0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor good
Item 19
1 9 Yes No

DID the therapist ask the client to summarize the homework task and obtain an
ndication of the client’s readiness, importance, or confidence? U |:|

HOW WELL did the therapist ask the client to summarize the homework task Ratin
and of an in on of the client's readiness, | &, Of co 9

The therapist did not ask the client lo summarize the fask of obtain an indicalion of readiness, importance, or
confidence.

The therapist summarized the task, without any contribution from the client and no readiness, importance, or
confidence indication/ ratings oblained.

The Iherapist attempled to involve the client in summarizing the task and cttained separale indicalions/ ralings
for readiness, importance, or confidence, with only a cursory conlribution sought from the client. (e.g, Does
about B0% sound right fo you?").

The therapist involved the client in summarizing the task and cblained a vague readiness, importance, or
confidence indication/ rating (e.g., the client said *I'd give that a very high rating?), with some collaboration (ie.,
the therapist provided some information themselves and elicted some input fiom the client).

4 The client summarized the lask and lo provided an indication/ rating of readiness, importance, and confidence.
5 The dlient summarized the task and provided a specific ratings for readiness, importance, or confidence. If he

rating was low (i.e., <70%) the client was gently guided lo identify whal it would fake to increase Iheir rating.

The therapist made use of Socratic questioning, which enabled the client to actively summarize the task and
provide separale ratings for readiness, importance, andior confidence. Ifthe task summary was incomplete, the
client was gently guided to its completion, or the lask was modified with decreased demands . If the confidence
rating was low (i.e., <70%) the client was gently guided to dentify what it would fake to increase their confidence
level. The therapist also explored overly confident ratings (e.g , an immediate or persistent statement of 100%) lo
Kdentify possble social desirability responses.
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HAACS
Pilot Study 1
16 October 2004

RATER FEEDBACK QUESTIONNAIRE

The purpose of the pilot study for the HAACS is to evaluate the first draft of the measure, in
terms of its usability from a rater's perspective. The pilot study is not intended to be a critique of
the CBT sessions being evaluated, but rather a critique of the HAACS measure itself.

Therefore, in completing this rater feedback questionnaire, please try and focus your critique on
the HAACS measure, rather than aspects of the particular CBT sessions that were rated.

On pages 2-3, four general areas of the HAACS measure are covered:

1. Training
2. Instructions
3. Format
4. Ease of use

Then from page 4 onwards, a single page is allocated to each item, with two areas covered:

1. The item description
2. The descriptive anchors within the item

For each of the statements that follow, please circle the option on the six point Likert scale to
indicate the extent that YOU AGREE with the statement, i.e.,

1 3 4 § -

: 3 N
Do not Barely Mildly Tendto Mostly Totally
agree agree agree agree agree agee

Following your rating, a space is provided for you to provide any constructive feedback that will
assist with the revision of either the measure in general (including training), or the specific items
and anchors. Please provide any feedback that you think would improve the usability of the
measure in future.

HAACS Pilol Study 1 - Rater Feedback Questionnaire

GENERAL

The TRAINING FULLY PREPARED ME for using the measure:

1 2 3 4 5 6
Do not Barely Mildy Tendto Mostly Totally
agree agres agree agree agree agree

Please provide any comments that may improve future training (particularly important if you
have rated a “3" or lower:

The INSTRUCTIONS were CLEAR:

1 2 3 4 5 6
Do not Barely Mildy Tend fo Mostly Totally
agree agree agree agree agree agee

Please provide any comments that may help with the measure revision (particularly if you have
rated your agreement a “3" or lower:

HAACS Pilol Study 1 — Rater Feedback Questionnaire

LST



GENERAL

The MEASURE was CLEARLY FORMATTED:

1 2 3 4

| 4 5 §
Do not Barely Mildy Tendto Mostly Totally
agree agree agree agree agres agree

Please provide any comments that may help with the measure revision (particularly if you have
rated your agreement a “3" or lower:

The MEASURE was EASY TO USE:

1 2 3 4 5 6
Do not Barely Mildy Tendlo Mostly Tolally
agree agree agree agrea agree agee

Please provide any comments that may help with the measure revision (particularly if you have
rated your agreement a “3" or lower:

HAACS Pilot Study 1 — Rater Feedback Questionnaire

ITEM 1

The DESCRIPTION for ITEM 1 was CLEAR (i.e., UNAMBIGUOUS):

1 2 3 4 5 &
Do not Barely Mildy Tend to Mostly Totally
agres agree agres agea ages agee

Please provide any comments that may help with the measure revision (particularly if you have
rated your agreement a "3" or lower:

The ANCHORS for ITEM 1 were CLEAR (i.e., UNAMBIGUOUS):

1 2 k] q 5 B
Do not Barely Mildy Tend to Mostly Totally
agree agree agree agree agree agee

Please provide any comments that may help with the measure revision (particularly if
you have rated your agreement a “3" or lower:

8S1



ITEM 2

The DESCRIPTION for ITEM 2 was CLEAR (i.e., UNAMBIGUOUS).

1 2 3 4 By §
Do ol Barely Mildy Tendto Mostly Totally
agres agree agree agree agree agree

Please provide any comments that may help with the measure revision (particularly if you have
rated your agreement a "3" or lower:

The ANCHORS for ITEM 2 were CLEAR (i.e., UNAMBIGUOUS):

1 2 3 4 PR
Do not Barely Mildy Tendlo Mostly Totally
agree agee agee agree agres ages

Please provide any comments that may help with the measure revision (particularly if
you have rated your agreement a “3"” or lower:

HAACS Pilol Study 1 — Raler Feedback Questionnaire

ITEM 3

[The DESCRIPTION for ITEM 3 was CLEAR (i.e., UNAMBIGUOUS).
|

P 3 4 5 6
Do not Barely Mildy Tend o Mostly Totally
agree agree agres agree agree agee

Please provide any comments that may help with the measure revision (particularly if you have
rated your agreement a "3" or lower:

[The ANCHORS for ITEM 3 were CLEAR (i.e., UNAMBIGUOUS):

i g 3 4 5 P
Do not Barely Mildy Tendlo Mostly Totally
agree agree agree agree agree agee

Please provide any comments that may help with the measure revision (particularly if
you have rated your agreement a “3" or lower:

HAACS Pilot Study 1 - Raler Feedback Questionnaire

6S1
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Homework Adherence
and Competence Scale

Nikolaos Kazantzis
Paul Wedge
Keith S. Dobson

Second Draft

!iﬁlﬁe-s Homework Adherence and

Competence Scale

Instructions:

This therapist adherence and compelence rating scale consists of 22 ilems regarding Therapists’ integration of homework
assignments in cogniive behavior therapy (CBT). llems 1-5 cover therapist behaviors in REVIEWING previously assigned
homework. ltems 6-14 cover Iherapisl behaviors in DESIGNING new or revised homework. ltems 15-19 cover therapist
behaviors in ASSIGNING how the new or revised homework will be practically carried out. Please note thal although the
items are calegorized info these three conceptually different groupings, they are often nol so clearly delineated during a
CBT session. Finally, lems 20-22 cover overall ralings for reviewing, designing and assigning homework respectively

Every individual iterm begins on a new page, and has two clearly identifiable questions; adherence (e.g., "DID {he therapid
" or ‘WAS a ...") and compelence (i.e. "'HOW WELL did the therapist ..."). The adherence question for each item is
labeled with an ‘a' (e.g., 1a, 2a, elc ), and the competence question for each tem is labeled witha b’ (e.g,, 1b, 2b, elc.).

(a) Adherence
Please note that your rating for the adherence questions (i.e, the 'a’ questions) s lo indicate whether these aspecls
were carmed oul in the session fo any extent. This is different from rating how well the therapisi underlook each item
(1e., compeltence). For each adherence ftem, please consider the question carefully, and tick either “yes™ or 'no" to
indicale whelher the parficular aspecl was CARRIED OUT imespective of how well i was done. Please select only
one response oplion for any question

(b) Competence
Please note thal your rating for the competence questions (1 & , the b’ questions) is to indicale HOW WELL the
therapist undertook each item. This is different from rating whether these aspecls were carried out by the
therapist (i.e., adherence) Adherence is a necessary BUT NOT SUFFICIENT condilion for compelence. This
means thal if adherence was raled ‘no” for a therapist behavior, then the therapist compelence cannol be rated
higher than "0" for the same tem. Conversely, any compelence raling between 1 and 6 necessitates a "yes’
adherence raling. These ‘rules” provide a double check thal you are rating adherence and competence
correclly, For each tem, please consider the competence question carefully, and record the appropriate number in
the rating box to indicate how well the therapist carried out each aspect.

Each competence question has seven descriplive response options. In the first instance, please use the
descriplive response options lo determine the rating for each item. Please be aware thal these response oplions
build in complexity from O1o 6, with each increment adding more complex or additional requirements. To qualify
for the higher raling, then all of the components of that descriplive response option must be met. If this is not lhe
case then please reved to the nex! lowest option in which Ihe criteria are fully met. However, if you are having
difficully deciding on a rating (e 9., Ihe response opions descriptions do not seem to easily fit the session being
rated), then use the 7-poin! Likert scale ranging from O (non-adherence/extremely poor) lo 6 (excellent)

0 1 2 3 4 5 6
Non-adherencel Poor Mediocre Fair Good Very Excellent
| extremely poor Good

If several fems seem lo apply equally well, record the lowest number (e.g., if considering recording "3-4", record it as
a"3) Please provide a single raling for every lem

Homework Adherence And Competence Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
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0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good

1b

WELL did erapist discuss the c assigned Competence
homework? Rating

The therapist DID NOT discuss previcusly assigned homework,

The therapist made a CURSORY ENQUIRY aboul previous homework completion, but DID NOT ENGAGE
the client (i.e., no exploration of the client’s responses).

The therapist ENQUIRED about previous homework completion, and made an aftempt to elicit feedback
from the client but this was NOT SUCCESSFUL (e.g., the therapist used closed questions, or did nol allow
sufficient time for a response).

The therapist ENQUIRED about previous homework, and elicited some GENERAL FEEDBACK from the
clienl. For inslance, the client gave a vague response such as °| completed most of it" and this response
was laken al face value and was not explored further {e.g., "Can you tell me more about the paris you
completed?” and then “Can you tell me about the parts you had difficulty with or did not complete?”).

The therapist ENQUIRED about previous homework and IDENTIFIED EXACTLY what portion of the
homework was completed and whal was nol completed. However, the discussion focused EITHER on the
complated homework OR the non-completed homework.

The therapist IDENTIFIED and DISCUSSED BOTH completed AND non-completed homework. However, in
discussing completed homework, the focus was MORE on the quantity of what was completed (i.e., the
extent of completion), RATHER THAN the qualily (i.e., degree of client learning or skill acquisiion, such as
mastery in completing a thought record effectively, or testing out beliefs in behavioral experiments).

BOTH the quantity (i.e., the extent of completion and non-completion) AND qualify (i.e.. degree of client
leaming or skill acquisition, such as maslery in completing a thought record effectively, or testing out beliefs
in behavioral experiments) of homework completion was discussed The therapis! facilitated a highly
effective discussion to elicit Ihe CLIENT'S LEARNING from the homework task (e.g., using Socratic
questioning).

0 1 2 3 4 5 6
Non-adherence/ Poor Medlocre Fair Good Very Excellent
extremely poor Good

Item 2

2b

HOW WELL did the therapist provide appropriate verbal reinforcement (i.e., =~ Competence
raise) for a rtion of the homework carried out? Rating

The therapist DID NOT provide verbal reinforcement for any portion of the homework carried out.

Verbal reinforcement was given that was VERY BRIEF AND LIMITED in relation lo the porfion of homework
completed, OR excessive praise was given for low completion,

SOME verbal reinforcement was given but this was NOT CLEARLY LINKED to the porfion of homework
completed, OR excessive praise was given for low complelion.

Appropriate verbal reinforcement was given for MOST portions of the homework completed.
Apprapriate verbal reinforcement was given for ALL portions of the homework compleled.

Appropriate praise AND encouragement was given for ALL portions of the homework completed. The therapist
ALSO appeared clearly enthusiastic in acknowledging and validaling the client’s efforts.

Apprepriale praise AND encouragement was given for ALL portions of the homework completed. The therapist
ALSO appeared clearly enthusiastic in acknowledging and validating the clent's efforts. Encouragement was
given for the client EXTENDING/ GENERALIZING the homework task to extend skill acquistion/ apply lask {o

more challenging problems.

P9I
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0 1 2 3 4 5 ]
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good

0 1 2 3 ¢ 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good

Item 4

3b did the t use a situational conceptualization (e.g.
otions, p ology) to review previously assigned Competence
client's beliefs about having en in the Rating

homework to synthesize their learning)?

0 A siluational conceptualization WAS NOT used in reviewing previously assigned homework

1 An UNDEVELOPED situational conceplualization was arrived al (1.e., the therapist complelely interprefed on
behalf of the client).

2 AVAGUE, brief and incomplele situalional concepluaization was amvedal (i e., the therapist mostly inferpreted
for the client’s experiences rather than eliciting information).

3 APARTIALLY DEVELOPED siualional conceplualization was armived al (i e., the therapist elicted some
information and interpreled other information). NO automatic thoughts OR beliefs aboul the consequences, OR
synthesis of leaming wers identified.

4 Asituational conceplualization facilitated the IDENTIFICATION OF salient (e, emotionally laden) automalic
thoughts, emotions, behaviors, and physiology that served as the TRIGGERS for homework completion

5 Asituational conceplualization facilitaled the IDENTIFICATION OF salient (i.e., emctionally laden) automatic
thoughts, emations, behaviors, and physiology that served as the TRIGGERS for homework completion. The
therapist ALSO eliciled beliefs aboul the homework (i.e., difficully, sense of pleasure, sense of maslery)

6 A situational conceplualization faciltated the IDENTIFICATION OF salient (i e., emotionally laden) automatic
thoughts, emoations, behaviors, and physiology thal served as the TRIGGERS for homework completion. The
therapist ALSO elicited beliefs about the homework (i.e, difficulty, sense of pleasure, sense of mastery), AS
WELL AS their synihesis of leaming (i.e., relevance, match with therapy goals, benefils, percewved progress)

H k Adh And Competh Scale © Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
Dobson. From the Team R h Project “Cognitive Behavior Therapy He k Profect’ at Massey University

4b

Nfa

HOW WELL did the therapist use an individualized conceptualization to
make sense of any portion of non-completed homework (i.e., linked non- Competsnce

comple the client’s automatic thoughts, underlying assumptions Rating
and rules, or core beliefs)?

There was NO NON-COMPLETED homework (i.e., all homework was completed).

The therapist DID NOT use an individualized concepltualization to make sense of any portion of non-completed
homawork

The therapist LABELED/ INTERPRETED the portion of non-completed homework RATHER THAN facilitating the
client's own understanding through collaboralive discussion

The therapist FOCUSED on one individualized conceptualization component (i e., either core beliefs, or
condtional rules and assumplions, or aulomatic thoughts). The therapist used this information fo LABEL/
INTERPRET the porfion of non-compleled homework RATHER THAN faciltating the client's own understanding.

The therapist made LIMITED use of an ndwvidualized conceptualizalion, ncluding SOME but NOT ALL of the
following aspects: core beliefs, condttional rules and assumplions, and automatic thoughts. The therapist used
this information o reach a VAGUE understanding of homework non-completion

The therapist facilitated a discussion hat made REASONABLE use of an indwvidualized conceptualization,
including SOME but NOT ALL aspects of - core beliefs, conditional rules and assumptions, and automatic
thoughts. This led lo a REASONABLE understanding of the client’s beliefs about the homework task that
contributed to non-complelion.

The therapist facilitaled a discussion that made GOOD USE of an indvidualized conceplualization, including ALL
ASPECTS of core beliefs, condttional rules and assumptions, and automatic thoughts. This led loa CLEAR
understanding of the client's beliefs about the homework task that contributed to non-completion

The therapist facillated a discussion thal made FULL USE of an individualized conceptualization, including ALL
ASPECTS of. core beliafs, conditional rules and assumplions, and automatic thoughls IN several siluations,
which were LINKED to overall treafment goals. This led fo a VERY CLEAR understanding of the client’s beliefs
about the homework lask that contributed to non-completion, AS WELL AS the generalization of the task lo olher
situations.

Homework Adherence And Compelence Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
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0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
exiremely poor Good

Item §

5b

HOW WELL did the therapist attempt to problem solve practical obstacles to
the homework?

The therapist DID NOT aftempt o problem solve practical obslacles.

Competence
Rating

The therapist PROVIDED solutions of their own accord, WITHOUT any conribution from the client.

The therapist PROVIDED solutions of their own accord, with only a CURSORY contribution sought from the
clienl. (eg., "Does that sound okay to you?").

The therapist ATTEMPTED to problem solve practical cbsfacles with SOME collaboration (.., the therapist
provided some solutions themselves and elicited some input from the client).

The therapist FACILITATED a discussion that IDENTIFIED the actual practical obstacles. SOME polential
solutions were generated and considered. The client amived at a VAGUE plan lo overcome the obstacles.

The therapist FACILITATED a discussion that IDENTIFIED the aclual practical cbslacies. A RANGE of potential
solutions were generated and considered. The client anived al CLEAR, behavioral stralegies to overcome the
practical cbstacles.

The therapist FACILITATED a discussion that IDENTIFIED the actual praclical cbstacles, AS WELLAS a
consideration of ofher polential cbstacles that may have occumed. A FULL RANGE of potential solutions were
generated and considered. The client arrived at CLEAR behavioral stralegies fo overcome the practical
obstacles, AS WELL AS behavioral strategies for considering changing circumstances (e g., bringing an oulside
activity indoors, festing beliefs in several situations, applying interpersonal skils lo a range of
relationships/interactions).

ik Adh And Comp

Scale ® Copyright 2005-2006 by Nikelacs Kazantzis, Paul Wedge, and Keith S.
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0 1 2 3 4 5 6
MNon-adherencel Poor Mediocre Fair Good Very Excellent
extremely poor Good

Item 6

6b

HOW WELL did the therapist discuss new or revised homework during the Competence
session? Rating

New or revised homework was NOT discussed during the session.
The therapist BRIEFLY discussed new or revised homework.

The therapist allowed SUFFICIENT TIME for a discussion of new or revised homework, BUT only af the END of
the session.

The therapist allowed SUFFICIENT TIME for a discussion of new or revised homework, DURING the course of
{he session (AND POSSIBLY al the end of the session). HOWEVER, the homework WAS NOT linked to in-

session conlent of therapy goals.

The therapis! allowed SUFFICIENT TIME for a discussion of new or revised homework BOTH during the course
of the session, AS WELL AS at Ihe end of the session. The homework WAS linked lo EITHER in-session contenl

OR therapy goals.

The therapist allowed SUFFICIENT TIME for a discussion of new o revised homework BOTH during the course
of the session, AS WELL AS al the end of the session. The homework WAS linked fo BOTH in-session content
AND therapy goals.

The therapist allowed SUFFICIENT TIME for a discussion of new or revised homework BOTH during the course
of the session, AS WELL AS at the end of the session. The homework WAS linked fo BOTH in-session content
AND therapy goals. The therapist was ALSO able to engage the client in discussion effectively, used novel and
tailored presentation of the homework, even when confronted with nterpersonal difficulties (e g, client avoidance,
perfectionism, demanding interpersonal style).
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7b

HOW WELL did M therapist use guided d]gl:mrer_vg to identify the client's Competence
co s fs related Wo Rating

The therapist DID NOT use any aspects of guided discovery to identify the client’s coping strategies and beliefs
related to the homework

The therapist used INEFFECTIVE questioning {e.g., closed queslions or broad queslions, bul these did not
uncover new information) and provided INTERPRETIVE answers RATHER THAN guiding the clienl's own
understanding about coping stralegies and beliefs.

The therapist used SOME but NOT ALL components of the guided discovery process. (i) asked SOME
informational questions, (i) listened emp lly and provided SOME reflections, (iii) provided SOME
summaries of the informalion discovered, and (iv) asked SOME synthesizing or analylical questions. HOWEVER
they were used in a cursory, inappropriate, or ineffective manner (e g., inaccurale reflections or summaries).
The therapist used INTERPRETIVE answers RATHER THAN guiding the client's own learning, and was
UNABLE to identify coping stralegies and beliefs (e.g., ‘If you think X, then surely Y is ... 7°).

The therapisl used ALL FOUR components of the guided discovery process: () asked SOME informational
questions, (ii) listened empalhically and provided SOME reflections, (iii) provided SOME ies of the
information discovered, and (iv) asked SOME synlhesizing or analylical questions, bul was INEFFECTIVE in
identifying coping stralegies and beliefs.

The therapist used ALL FOUR components of the guided discovery process REASONABLY EFFECTIVELY: (i)
asked mformahnnal questions which UNCOVERED SOME informalion outside the clienl’s awareness, (if)

ically and provided SOME aocurala AND appropriate reflections, (iil) provided SOME
ACCLIRATE i oi the inf i i, and (iv) asked SOME synthesizing or analytical
questions which enabled SOME client learning. In using this process the therapist facilitated the identification of
A FEW coping strategies and beliefs.

The therapist used ALL FOUR componentls of the guided discovery process EFFECTIVELY (i) asked
APPROPRIATE informational questions which UNCOVERED informalion oulside the client’s awareness. (i)
listenad empathically and provided le AND ap le reflections, (iii) ACCURATELY summarized the
information discovered al APPROPRIATE times, and [Iv} ASKED synihesuzmg or analylical questions which
enabled the CLIENT'S own learning. In using this process the therapisl facilitated the identification of A
NUMBER OF coping stralegies and beliefs.

The therapist APPEARED g ly curious and inquisitive, and used ALL FOUR components of the guided
discovery process VERY EFFECTIVELY: (i) asked SEVERAL APPROPRIATE informalional questions which
UNCOVERED SIGNIFICANT information outside the client's , (i) listened empathically and provided
accurale AND appropriale reflections, (iii) ACCURATELY summarized the information discovered al
APPROPRIATE limes, and (iv) asked HIGHLY APPROPRIATE synthesizing or analylical questions which
enabled the CLIENT'S own learning. In using this process the therapist facilitated the identification of A
NUMBER OF HIGHLY CREDIBLE coping slralegies and beliefs.

And C Scale ® C 2005-2006 by Mikolaos Kazantzis, Paul Wedge, and Keith S
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ltem 8

8b

HOW WELL did the therapist integrate a disorder-specific cognitive model Competence
with the individualized conceptualization in designing homework? Rating

The therapist DID NOT discuss a disorder-specific cognitive model or indvidualized conceplualization in designing
homework

The therapist MENTIONED the disorder-specific cognifive model BUT did not elaborate on how it was relevant to
the client's presentation.

The therapis! integrated SOME bul NOT ALL aspecis of a disorder-specific cognitive model (e.g., Beck's
Cogntive Triad, Clark’s Panic Model, elc) to ONE ASPECT of the client's individualized conceplualization (ie.,
core beliefs, condtional nules and assumptions, automatic thoughts, and under and over developed behavioral
siralegies)

The therapist infegraled SOME but NOT ALL aspecis of a disorder-specific cognitive model (e g, Beck's
Cognitive Triad, Clark’s Panic Model, elc) to MORE THAN ONE aspect the client’s individualzed
conceplualization (1.e., core beliefs, conditional rules and assumptions, automatic thoughts, and under and over
developed behavioral strafegies)

The therapist infegrated MOST aspects of a disorder-specific cognitive model (e g, Beck's Cognifive Triad,
Clark’s Panic Model, elc) fo MOST aspects the clienl's individualized conceptualization (i.e., core beliefs,
conditional rules and assumptions, automatic thoughts, and under and over developed behavioral strategies).

The therapist integrated ALL aspecls of a disorder-specific cognitive model (e g, Beck's Cognitive Triad, Clark's
Panic Model, efc) to ALL aspects of the client’s individualized conceplualzation (i .e., core beliefs, conditional rules
and assumptions, automatic thoughts, and under and over developed behavioral stralegies).

The therapisl inlegrated ALL aspecis of a disorder-specific cognitive model (e g., Beck's Cognitive Triad, Clark's
Panic Model, elc) to ALL aspects of the client's individualized conceplualizalion (e.g., core beliefs, conditional
rules and assumptions, automatic thoughts, and under and over developed behavioral stralegies). The therapist
was ALSO able fo infegrate all this information with the client's presenting problems, evidenced in tactful
responses to client's inlerpersonal style (e.g , crilical, compelitive, suspicious, controliing, exaggerative).

H
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9b

[tem 9

HOW L did the therapist collaboratively select homework tasks for Competence
completion before the next session? Rating

Homework fasks were NOT selected during the session.
The therapist selected homework tasks WITHOUT any contribution of the client.

The therapist only soughta CURSORY conlribution from the client in selecting homework fasks (e.g., ‘Does that
sound okay to you?").

The therapist INVOLVED the client in fhe selection of homework tasks, BUT at times reverted toa DIRECTIVE
rather than collaborative approach, especially in the final decision.

The therapist INVOLVED the client in the selection of homework tasks (E.G., faciltaled a DISCUSSION rather
than provided direct answers). A FEW possble homework tasks were discussed, AS WELL AS a FEW

advanlages and disadvantages of the possible homework fasks.

The therapis! encouraged the client fo view the process of selecting homework 1asks as the therapist and client
working together as a TEAM. The therapist also ACTIVELY INVOLVED the client in selecting homework lasks
(eg, facilitated a discussion rather than provided direct answers). SEVERAL possible homework tasks were
discussed, AND the client's thoughts and feelings about the possible homework tasks were elicited and explored,
AND SEVERAL advantages and disadvantages of the possible homework tasks were discussed.

The therapist encouraged the client to view the process of selecting homework tasks as the therapist and clien
working logether as a TEAM. The therapist also ACTIVELY INVOLVED he client in selecting homework tasks
(e.g., faciiitaled a discussion rather than provided direct answers). A FULL RANGE of possible homework lasks
were discussed, AND lhe client’s thoughts and feelings aboul the possible homework tasks were elicited and
explored, AND A FULL RANGE of advantages and disadvantages of the possible homework tasks were
discussed (i.e., based on prior experience, benefits experienced by others). The therapist and client ALSO
decided on homework tasks that built upon existing client skills and strategies, AND the client was encouraged o
take on more responsibility for selecting homework tasks.

Homework Adherence And Competence Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
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Item 10

10b HOW WELL did the therapist present a rationale for the homework that Rati
aligned with the client’s goals for treatment?

0 The therapist DID NOT present any rationale for the homework.
1 The therapist presenied a BRIEF rationale but FAILED lo refale it fo the client's treatment goals.

2 The therapist presenleda RATIONALE for the homework wilh SOME mention of the client's treatment goals,
however this was presented WITHOUT any input (and understanding) from the client.

3 Thetherapist assisted the clienl to undersland how the homework was ALIGNED to the specific presenting
problem in the current session.

4 The therapist assisled the client fo understand that the homework was broken inlo achievable CHUNKS that

were manageable and within the client’s control. The therapist ALSO assisled the client to understand how the

homework was ALIGNED fo EITHER the specific presenting problem in the current session, OR lheir overall
Irealment goals.

5 The therapisl assisted the client to understand thal the homework was broken into achievable CHUNKS that

were manageable and within the client’s control. The therapist ALSO assisled the client to understand how the

homework was ALIGNED to BOTH the specific presenting problem in the curren! session AS WELL AS their
overall treatment goals.

6 The lherapist assisted the clienl to understand {hat the homework was broken inte achievable CHUNKS that

were manageable and within the client’s control. The therapist ALSO assisted the client to understand how the

homework was ALIGNED to BOTH the specific presenting problem in the current session AS WELL AS their

overall treatment goals, AND obtained feecback from the client on the rationale. The therapist ALSO provided

empirical evidence lo support the rationale for the homework.

Homework Adherence And Competence Scale © Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
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ow ist ask a the client's ability and perceived

difficulty of the homework? Ratig

The therapist DID NOT ask about the client's ability and perceived difficulty of the task

The therapis! made a CURSORY enquiry about the client’s ability and perceived difficulty of the task, but did nof
discuss it any further.

The therapist ENQUIRED about the client's ability and perceived difficulty of the task, and made an
INEFFECTIVE attempt to elicit feedback from the client (2.g., the therapist did not listen to the client’s responses,
asked closed questions, questions did not follow the clienl’s responses).

The therapist ENQUIRED about the client's ability and perceived difficulty of the lask, and elicied a GENERAL
STATEMENT from the client, for example, the client was vague and said "Sure, | can do i”and this response
was laken al face vakue and NOT explored any further.

The therapist ENQUIRED about the client’s ability and perceived difficulty of the task, and through Socralic
questioning identified a BROAD ISSUE (e.g., “That thought record looks too hard. There is so much to
complete’). HOWEVER, the therapist then provided their own solutions 1o resolve the issues raised (e g, "Okay,
just complete the first three colurns of the thought record’).

The therapist ENQUIRED about the client's ability and perceived difficulty of Ihe task, and through Socralic
questioning identified SPECIFIC ISSUES (e.g., in addiion to feeling overwhelmed by the entire thought record, it
transpired that the clienl had difficulty distinguishing emotions and thoughts on thought record). Through further
EXPLORATION the therapist and client coliaboratively RESOLVED the issue (e.g., the Iherapis! and client
worked on automalic thoughts in-session, and/or the homework was redesigned o focus on praclicing the
identification emotions as distinct from automatic thoughts)

The therapist ENQUIRED about the client's ability and percetved difficulty of the task, and through Socralic
questioning identified SPECIFIC ISSUES. Through further EXPLORATION the therapist and client collaboralively
RESOLVED the issue. The therapist ALSO elicted ADDITIONAL CLIENT LEARNING from the discussion, for
example, the client learnt that breaking 1ems into smaller chunks was less overwhelming, and also dentified an
undertying rule (e.g.. "I've failed if | can work things oul for myseif)
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Item 12

HOW WELL did the therapist facilitate in-session homework practice? Rating

The therapist DID NOT provide the opportunity for in-session practice of the homework.

The therapsst briefly DEMONSTRATED or EXPLAINED (1. e, modeled or instructed) the homework, thal provided
no opporunity for the clients fo leam from their own practice.

The therapist PROVIDED only a BRIEF opportunity for in-session practice. The therapist tended to FOCUS on
correcting the client’s mislakes AND provided LIMITED posilive reinforcement. The therapist DID NOT discuss
any leaming points from the practice.

The therapist PROVIDED SOME opporfunity for in-session practice. The therapist provided SOME positive
reinforcement (.e., shaping successive approximations of skilf), AND gave SOME constructive guidance when
the client needed assistance. HOWEVER, the therapist used a DIRECTIVE rather than collaborative approach in
discussing learning points from the pracice.

The therapist PROVIDED SOME opportunily for in-session praclice. The therapist provided SOME posilive
reinforcement (i.e., shaping successive approximations of skill), AND gave SOME constructive guidance when
the client needed assislance. The therapist and client COLLABORATIVELY discussed leaming points from the
in-session practice.

The therapist PROVIDED a GOOD opportunity for in-session practice, using the METHOD/S most appropriale
for the client and the specific lask. The therapist provided POSITIVE reinforcement (i.e., shaping successive
approximations of skill) AND gave CONSTRUCTIVE guidance when the client needed assistance. The Iherapist
was ENCOURAGING when COLLABORATIVELY discussing leaming points from the in-session praclice.

The therapist PROVIDED CONSIDERABLE opporfunity for in-session practice, using the METHOD/S mod
appropriate for the client and the specific task. The therapist provided ENTHUSIASTIC posilive reinforcement
(ie., shaping successive approximations of skill), AND gave WARM, GENUINE, CONSTRUCTIVE guidance
when the chient needed assistance. The therapist was ENCOURAGING when COLLABORATIVELY discussing
leaming points from the in-session praclice. The lherapist ALSO asked the client for FEEDBACK on the
expatience, and asked the client o WRITE down the leaming poinis.

Homework Adherence And Comps
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HOW WELL did the therapist us a to begin e
learning for the homework in-session?

Rating

The therapist DID NOT use guided imagery in homework design.

The therapist used guided imagery INEFFECTIVELY (i.e., affect was nol generated, client had difficulty staying
on track, sic). Feecback was NOT sought throughoit the exercise, and at the completion, the therapist DID NOT
facilitate any experiential learning from the imagery practice.

The therapis! provided an OPPORTUNITY for guided imagery , but was UNABLE lo use this o assist the client
with some experiential leamning of the homework task (i.e., client completed imagery but did not gain an
experience of compleling the lask).

The therapist FACILITATED the client in using guided imagery, and his was REASONABLY EFFECTIVE in
stepping the client through a scenario whera they may use the homework assignment (i.e., physiological,
emolional, cognifive riggers identified). HOWEVER, imagery was INEFFECTIVE in providing the client with
some experiential learning of the homework task (i.e., client completed imagery but did not gain an experience of
completing the task).

The therapist FACILITATED the client in using guided imagery, and this was REASONABLY EFFECTIVE n
stepping the client through a scenario where they may use the homework assignment (i.e., physiological,
emotional, cognifive Iriggers identified), AND the client gained SOME experiential learmning of the homework task
{i.e., experienced the outcome of having engaged in the homework lask).

The therapist FACILITATED the client in using guided imagery, and this was EFFECTIVE in stepping the client
through a scenario where they may use the homework assignment (i.e., physiclogical, emotional, cognilive
riggers identified), AND the client gained SOME experiential leaming of the homework lask (i.e., experienced the
outcome of having engaged in the homework lask), The therapist ALSO focused on skill acquistion AND
discussed with the client how the lask could be extended o more complex skills (.., shaping).

The therapist FACILITATED the client in using guided imagety, and Ihis was EFFECTIVE in stepping the client
through a scenario where they may use Ihe homework assignment (1.e., physiological, emotional, cognilive
triggers identified), AND the client gained SOME experiential leaming of the homework task (i.e., experienced the
outcome of having engaged in the homework task). The therapis! ALSO focused on skill acquisition AND
discussed with the client how the task could be extended lo more complex skills (1.e., shaping). In feecback, the
therapist and client ALSO discussed the application of the task across different siluations (1.e., generalization and
mainienance).
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Item 14

14b

HOW WELL did the therapist use a situational conceptualization to help
Identify the client’s beliefs and triggers (i.e., emotional, behavioral Rating
hysiological) for carrying out the homework In specific s| ons?

The therapist did not use a situational conceplualization to help identify the client’s beliefs and situational triggers
for carrying out the homework in specific situations.

An undeveloped situational conceplualization was amved al (i.e., the fherapist complelely inferpreted on behalf
of the client),

A vague, brief and incomplele situational conceplualization was amved al (i.e., the therapist mostly interpreled for
the client rather than eliciting information).

A parlially developed situalional conceptualization was arrivedal {i.e., the therapist eliciled some information and
interpreted other information). This proved ineffective i identifying the client’s beliefs and situational triggers.

A partially developed situational conceplualization was arrived al (i.e., he therapist eliciled some infomation and
interpreted other information). Emotions, behaviors, and physiology were identified to the use of homework, but
no cognitive Iriggers or beliefs were identified.

A situational conceptualizalion facilitated the client's identification of salient (i.e., emotionally laden) automatic
thoughts that served as triggers for homework completion. Emotions, behaviors, and physiology were also
identified.

A stualional conceptualization faciitaled the client’s identification of a salient (1.e., emotionally laden) automalic
thoughts, emotions, behaviors, and physiology that served as lriggers for homework completion. The therapist
ALSO discussed the triggers fo the use of homework in several situations, AND elicited beliefs about the
homework (i.e., difficulty, obstacles).
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Item 15

LI |

ask the client to summarize the rationale for the
o therapy goals?

Rating

The therapist DID NOT ask the client to summanze the rationale for Ihe task in refation to therapy goals.
The therapist summarized the rationale for the task, with LITTLE OR NO INPUT from the client

The therapist ATTEMPTED 1o involve the clienl in summarzing the rationale for the task in refation fo therapy
goals, but used a DIRECTIVE rather than collaborative approach.

The therapis! INVOLVED the client in summarizing the rationale for the task in relation o GENERAL therapy
goals.

The therapist INVOLVED the client in summarizing the rationale for the lask in relation to MOST PERTINENT
therapy goals. That is, the homework was discussed in terms of the SPECIFIC behavior changes that would be
expecled lo result from progress lowards this goal.

The therapist SKILLFULLY INVIOLVED the client in summarizing the rationale for the fask in refation to MOST
PERTINENT therapy goals. That is, the homework was discussed in lemms of the SPECIFIC behavior
thal would be expeded lo result from progress lowards this goal, AND this process was LEAD by the client

The therapist SKILLFULLY INVIOLVED the chient in summarizing the rafionale for the task in refation to MOST
PERTINENT Iherapy goals. That is, the homework was discussed in lerms of the SPECIFIC behavior changes
thal would be expeded fo resull from progress fowards this goal, AND this process was LEAD by the client
FURTHERMORE, in dscussion with the therapist, the client demonstrated a clear understanding of the
homework and was able lo place the current homework in conlext of current and overall goals for therapy The
therapist skill was evidenced by their adaptation of this discussion to the client's inlerpersonal style.

4 5
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Item 16

16b

HOW WELL did the therapist collaborate with the clientto s how the
homework will be practically integrated into the client's life (i.e., specification Rating
of when, where, how often, how long)?

The therapist DID NOT collaborate to specify how the lask would be practically inlegrated inlo the client's life.

The therapist DIRECTED how the lask could be practically inlegrated into the client's life, WITHOUT any
contribution from the client

The therapist reached a VAGUE outline of how the task could be practically integrated info the client’s life, with
SOME collaboralion (i.e., the therapist provided some specifics themselves and elicited some input from the
client)

The therapist FACILITATED a discussion which resuiled in the client being able lo state wilh SOME behavioral
specificity how the task could be practically infegrated ino the client's ife in ONE of the following areas: when,
where, how often, and how long

The therapist FACILITATED a discussion which resulted in the client being able 1o slale with SOME behavioral
specificity how the task could be praclically inegrated into the client's life in TWO-THREE of the following areas:
when, where, how often, and how long.

The therapist FACILITATED a discussion which resutted in the client being able to state wilh a HIGH DEGREE of
behavioral specificity how the lask could be practically infegrated inlo the client's life in ALL of the following areas:
when, where, how often, and how long. IF the client was unable o be specific in any area, the therapist gently
GUIDED the client loa specific resolution

The therapist SKILLFULLY ELICITED a description of how the homework would be practically mplemented from
the chent. A HIGH DEGREE of behavioral specificity was achieved in ALL the following areas: when, whete, how
oflen, and how long. IF the clienl was unable fo be specific in any area, the therapist gently GUIDED the client to
a specific resolufion. The therapist ALSO anticipated polential difficulties in communication and resolved them

(e g misinterpretation of the process in achieving specificity, misinterpretation of the meaning of specificity, such
as using a thought record “when” automatic thoughts occur)

Hemewaork Adherence And Competence Scale QCopvngM 2005 2006 by Nl!oolaos Kazantzis, Paul Wedge, and Keith S.
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Item 17

17b

-

did the therapist consider | difficulties for completing the

homework? Ravo

The therapist DID NOT attempl to consider polential difficulties.
The therapist PROVIDED potential difficullies of their own accord, WITHOUT any contribution from the client.

The therapist GENERALLY PROVIDED potential difficulties of their own accord, with only a CURSORY
CONTRIBUTION sought from the client. (e.g., "So that would be difficull, wouldn' 17°).

The therapist attermpted lo consider polential difficulties with some coliaboration (i.e., the therapis! provided some
potential difficullies themselves and elicited some input from the client).

The therapist FACILITATED a discussion fhal identified SOME potential difficulties, AND SOME petential
solutions were also generaled and considered. The client arrived at a2 VAGUE plan to overcome the potential
difficutiies.

The therapist FACILITATED a discussion thal identified MOST polential difficulties, AND a RANGE of potential
solutions were generated and considered. The client amived at a CLEAR plan to overcome the polential
difficulties that included SPECIFIC behaviors (e.g., My days are really busy next week, so | will set the alarm
clock 30 minutes earfier on Tuasday moming and read the booklet before starting the day's other activities”).

The therapist FACILITATED a discussion thal idenlified ALL the polential difficullies, and a FULL RANGE of
polential solutions were generated and considered. The client arrived at a CLEAR plan to overcome he polential
difficulties that included SPECIFIC behaviors, AND behavioral STRATEGIES for considering changing
circumstances (e.g., if unable lo complele a task in a single sitling, then breaking it into smaller chunks and
completing it over 2-3 sitlings).
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Item 18

b us [e.q..a no-lou scenario, pa is helpful Rating
seeing what works lmi what doesn't)?

0 Theherapist DID NOT emphasize the task as a learning ‘experiment' focus.

1 InATTEMPTING fo explain a leaming 'experiment’ focus of the homework task, the therapis! specified o
intimated there was a 'CORRECT' actual outcome (i.e. could pass or fail).

2 The lherapist did not focus on actual outcomes, but was VAGUE about the leaming outcome (i.e., it will be
useful’) but did not elaborate any further.

3 The therapist BRIEFLY explained the homework task as a learning experiment (i.e., o lest out an idea or ki),
rather than guided the client lo their own leaming.

4 The therapist FRAMED the homework task as a learning ‘experiment’. MOST of the following points emerged
from the discussion: there is no nght or wrong (no failure or grading), it is a no-lose situation for the client, in any
experiment the outcome is nol known; there is a leaming from every homework task no matter whal the actual
outcome; any information from the experiment is useful to further help with the trealment.

5 The therapisl used guided discovery to uncover the CLIENT'S BELIEFS about the oulcomes of the homework
task, and then used Socralic questioning and hypothetical examples to facilitate the CLIENT 1o view the
homework task as a leaming experiment (i.e., gaining client’s previous experiences of leaming and applying them
to the homework). MOST of the following points emerged from the discussion: there is no right or wrong (no
failure or grading), it is a no-lose situation for the client; in any experiment the outcome is nol known, thereisa
leaming from every homework task no maller what Ihe actual outcome; any information from the experiment is
useful fo further help with the treatment.

6 The therapist used guided discovery fo uncover the CLIENT'S BELIEFS about the outcomes of the homework
task, and then used Secralic questioning and hypothetical examples to faciliate the CLIENT loview the
homework lask as a leaming experimen(i.e., gaining client's previous experiences of leaming and applying them
{o the homework). MOST of the following points emerged from the discussion: there is no right or wrong (no
failure or grading); it is a no-lose situation for the client; in any experiment the oulcome is nol known; there is a
leaming from every homework task no matler what the actual culcome; any informalion from the experiment is
useful lo further help with fhe treatment. The therapist ALSO discussed the BENEFITS (e.g., new skill acquisilion,
reduction in disiressing thoughts, better treatment outcome) VERSUS the COSTS of performing the homework
task (e.g , time, energy, short-temn distress).
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summarize the homework and

19b HOW WELL did the therapist ask the client to summarize the homework and
obtain an indication of homework-related readiness, importance, and! or Rating

0 There was NO summary of the homework task AND NO indicalion of readness, importance, of confidence

The therapist summarized the task, WITHOUT any contribution from the clent | AND DID NOT obtain any
indication of readiness, importance, or confidence.

2 The therapist ATTEMPTED lo involve the dlient in summarizing the task AND oblained separate indications for
readiness, importance, of confidence, with only a CURSORY contribution sought from the chenl. (e g, "Does
about 80% sound right fo you?”).

3 The therapist INVOLVED the client in summarizing the lask and oblained a VAGUE indication of readness,
importance, of confidence (a.g., the client said *I'd give that a very high rating).

4 The therapist FAGILITATED the client to SUMMARIZE the lask AND provide an indication of readiness,
importance, and confidence.

5 The therapist USED Socralic questioning, which enabled the client lo SUMMARIZE the lask AND provide
SPECIFIC ratings for EACH OF readiness, importance, or confidence. IF Ihe lask summary was incorplele, the
client was gently guided to ils completion. IF the rating was low (i.e., <70%) the client was gently guided to
identify whal & would take fo increase their rating.

6 The therapist USED Socratic questioning, which enabled the client fo ACTIVELY SUMMARIZE the task AND
provide SPECIFIC ralings for EACH OF readiness, importance, and confidence. IF the lask summary was
incomplete, the client was gently guided lo its completion, OR the task was modified with decreased demands. IF
the confidence rating was low (i.e., <70%) the client was genlly guided to idertify what it would take to ncrease
their confidence level. The therapist ALSO explored overly confident ralings (e.g., an mmedate or persistent
slatement of 100%) o identify possble social desirability responses.

Hi k Adh And Ci Scale ® Copwght 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
Dobson. From the Team R Prqec! *Cogniti or Therapy Ht rk Project’ at Massey University p19

0 1 2 3 4 5 6
Non-adherencel Poor Mediocre Fair Good Very Excellent
extremely poor Good

Taking into account all the indwvidual aspecls of HOMEWORK REVIEW (ie., items 1-5),

the appropriateness of not adhering lo specific items (e.g., homework was completed

unusually well; there was a crisis, risk to client safely), and any olher special

considerations from the session rated (e.g., nferpersonal features of the specific Rating
therapeudic relationship; and the therapist's abilty to adapt Ihe process of homework

administralion based on the clienl conceptualization), please provide an overall rating for

the therapist's competence in HOMEWORK REVIEW.

0 1 2 3 4 5 6
Non-adherencel Poor Mediocre Fair Good Very Excellent
extremely poor Good

Taking into account all the individual aspects of HOMEWORK DESIGN (ie , ilems 6-14),
the appropriateness of not adhering lo specific tems (e g, no need lo praclice a parlicular
skill for homework as this had covered extensively in previous sessions; clienl was
extending a mastered skill lo a new situation rather than learning something new), and
any other special considarations from the session rated (e g, interpersonal features of the
specific therapeulic relationship; and the therapist's ability to adap! the process of
homework administration based on the client conceplualization), please provide an

overall rating for the therapist’s competence in HOMEWORK DESIGN

Rating

0 1 2 3 4 5 6
Non-adherencel Poor Mediocre Fair Good Very Excellent
extremely poor Good

Taking inlo account all the individual aspects of HOMEWORK ASSIGN (1.e., items 15-19),

the approprialeness of not adhering to specific items (e g., the session was near the end

of therapy and the clienl was taking responsibility for the process and leading in-session
discussion), and any ofher spacial consideralions from the session raled (e.g, Rating
interpersonal fealures of Ihe specific therapeutic relationship; and the therapist's ability to

adapl Ihe process of homework administration based on the client conceplualizalion),

please provide an overall raling for the Iherapist's competence in HOMEWORK ASSIGN

Homework Adherence And Cnrnpetence Scale® Cupwlghl 2005-2006 b\r Nikolaos Kazantzis, Paul Wedge, and Keith S.

Dobson. From the Team R h Project “Ci Thera, k Project’ at Massey University
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Homework Adherence
and Competence Scale

Nikolaos Kazantzis
Paul Wedge
Keith S. Dobson

Second Draft

M
Eﬂnﬁs Homework Adherence and

Competence Scale

Instructions:

This Iherapist adherence and compelence raling scale consists of 19 ilems regarding therpists' inlegration of homework
assignmenis in cognitive behavior therapy (CBT). Items 1-5 cover therapist behaviors in REVIEWING previously assigned
homework. ltems 6-14 cover therapid behaviors in DESIGNING new or revised homework. lems 15-19 cover therapist
behaviors in ASSIGNING how the new or revised homework will be praclically carried oul. Please nole that although the
tlems are calegonzed inlo these three conceplually different groupings, they are ofien nol so clearly delineated during a
CBT session. Finally, each indwvidual seclion (i.e., review, design and assign) concludes with an overall rating for that
seclion

Every individual item begins on a new page, and has two clearly identifiable questions; adherence (eg., "DID the therapist
" of "WAS a ...") and compelence (i.e. ‘'HOW WELL dd the therapist ...}, The adherence question for each ilem is
labeled with an ‘a’ (e.g., 1a, 2a, etc.), and Ihe compelence question for each tem is labeled witha b’ (e.g., 1b, 2, elc.)

(a) Adherence
Please nole thal your rating for the adherence questions (e, the ‘a’ questions) is to indicate whether these aspecls
were camed out in Ihe session to any extenl. This is different from rating how well Ihe therapis undertook each item
(1.e., competence). For each adherence item, please consider the question carefully, and lick etther "yes’ or "'no” fo
indicate whether the particular aspect was CARRIED OUT imespective of how well # was done. Please select only
one response oplion for any question

(b) Competence
Please nole thal your raling for the compelence questions (i.e,, the b’ queslions) is lo indicale HOW WELL the
therapist undertook each item. This is different from raling whelher these aspecls were carried oul by the
Iherapis! (i.e., adherence). Adherence is a necessary BUT NOT SUFFICIENT condilion for competence. This
means thal if adherence was raled "no” for a therapist behavior, then the therapisl compelence cannot be rated
higher than "0" for the same ilem. Conversely, any competence rating belween 1 and 6 necessilales a "yes"
adherence rating. These “rules” provide a double check that you are rating adherence and competence
coreclly. For each tem, please consider the compelence question carefully, and record lhe appropriate number in
the raling box to indicate how well the therapist carried out each aspect

Each competence question has seven descriplive response oplions. In the firsl instance, please use the
descriptive response oplions lo determine the raling for each item. Please be aware thal these response oplions
build in complexity from 0 lo &, with each increment adding more complex or additional requirements. To qualify
for Ihe higher rating, then all of the components of that descriptive response oplion must be mel. If this is not the
case then please revert to the next lowest option in which the criteria are fully met. However, if you are having
difficully deciding on a raling (e g., the response oplions descriplions do nol seem to easily fit the session being
rated), then use the 7-poinl Likert scale ranging from O (non-adherence/exiremely poor) to 6 (excelient)

| REETITERL S R, 1 — 3 4 5 3
Non-adherence/ Poor Mediocre Fair Good Very Excellent

| extremely poor Good

If several tems seem lo apply equally well, record the lowes! number (e g., if considering recording "3-4°, record il as
a°3’). Please provide a single rating for every lem

Homework Adherence And Competence Scale @ Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
Dobson. From the Team Research Project “Cognifive Behavior Therapy Homework Project at Massey University. pi
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0 1 2 3 4 5 ] -
Non-adherence/ Poor Mediocre Fair Good Very Excellent ‘ag
extremely poor Good

0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good

2b HOW WELL did the therapist provide appropriate verbal reinforcement (i.e,  Competence
praise) for any portion of the homework carried out? Rating

0 Thetherapist DID NOT provide verbal reinforcement for any portion of the homework carried out.

1 Verbal reinforcement was given that was VERY BRIEF AND LIMITED in relation to the portion of homework
compleled, OR excessive praise was given for low completion.

0 The therapist DID NOT discuss previously assigned homework. 2 SOME verbal reinforcement was given bul this was NOT CLEARLY LINKED to the portion of homework
completed, OR excessive praise was given for low complelion.
1 The therapist made a CURSORY ENQUIRY about previous homework completion, but DID NOT ENGAGE

the client (i.e., no exploration of the client's responses). 3 Apprepriale verbal reinforcement was given for MOST portions of the homework completed.

2 The Iherapisl ENQUIRED about previous homework completion, and made an aftempl to elicit feecback 4 iate verbal reinforcement iven for ALL portions of the homework ed
from the client bud this was NOT SUCCESSFUL (e.g., the therapist used closed questions, or did not allow fenpisjeba e el waldin Lt ds ey
sufficient time for a response).
B ) 5 Appropriale praise AND encouragement was given for ALL portions of the homework completed. The therapist
3 The therapist ENQUIRED about previous homework, and elicted some GENERAL FEEDBACK from the ALEO Rppeceec] cay bt  acknomedying sndvelekaig e clerd's eftts
clienl. For instance, the client gave a vague response such as “| compleled most of it” and this response

was faken at face value and was nol explored further (e.g., "Can you tell me more about the parts you 6 Ww"d““;%mnm:‘ WSQW,“:-évﬁ‘mﬁmmﬁw“ "“‘"9*':“
compleled?” and then “Can you tell me about the parls you had difficulty with or did not complete®?”). WJ Lsobrwlm MCMEKTH‘ENDING GENEadqRALmlziwemlhag task lo adin: |_|mmage| Wl i task‘ 1
more challenging problems.

4 The therapist ENQUIRED about previous homework and IDENTIFIED EXACTLY what portion of the
homework was completed and whal was not completed. However, the discussion focused EITHER on the
completed homework OR the non-compleled homework.

5 The therapist IDENTIFIED and DISCUSSED BOTH compleled AND non-completed homework. However, in
discussing completed homework, the focus was MORE on the quanlity of what was compleled (i.e., the
extent of completion), RATHER THAN the qualily (i.e., degree of client leaming or skill acquisition, such as
maslery in completing a thought record effectively, or testing out beliefs in behavioral experiments).

6 BOTH the quanlity (i.e., the extent of complefion and non-completion) AND quality (i.e., degree of client
leaming or skill acquisition, such as mastery in completing a thought record effectively, or testing out beliefs
in behavioral experiments) of homework completion was discussed. The therapist facilitated a highly
effective discussion to elicit the CLIENT'S LEARNING from the homework task (e.g., using Socratic
questioning).

Homework Adherence And Competence Scale @ Copyright 2005-2006 by leolaos Kazantzis, Paul Wedge, nnd Keith S. Homework Adherence And Competence Scale ® Copyright 2006 2006 hy leo!aos Kazantzis, Paul Wedge, and Keith S,
Dobson. From the Team Research Project *Cognitive Beh Therapy He rk Project” at M. y Ui ity. pi Dobson. From the Team R h Project "Cognifive Beh Therapy He k Project at Massey University. p.2




0 1 2 3 4 5 6

Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good
Item 3

0 1 2 3 4 5 6
Non-adherence! Poor Mediocre Fair Good Very Excellent
extremely poor Good

Item 4

3b Mmmmmmm_m
to review previous “sl ned Competence
0 identif client’ gage Rating

0 A situational conceplualization WAS NOT used in reviewing previously assigned homework.

1 An UNDEVELOPED silualional conceptualization was arrived al (i.e., the Iherapist completely inferpreted on
behalf of the client).

2 A VAGUE, brief and incomplete situational conceplualization was arivedat (i.e., the therapist mostly interpreled
for the client's experiences rather than eliciting information).

3 APARTIALLY DEVELOPED sttuational conceplualization was amived al (i.e., the therapis! elicted some
information and interpreled other information). NO automatic thoughts OR beliefs aboul the consequences, OR
synihesis of learning were identified,

4 A situational conceptualization faciitated the IDENTIFICATION OF salien! (i.e., emolionally laden) automalic
thoughts, emotions, behaviors, and physiology that served as the TRIGGERS for homework completion

5 A siluational conceplualization faciltated the IDENTIFICATION OF salient (i.e, emotionally taden) automatic
thoughts, emotions, behaviors, and physiology that served as the TRIGGERS for homework completion. The
therapist ALSO elicited befiefs about the homework (i.e., difficulty, sense of pleasure, sense of mastery).

6 A siuational conceplualization faciltated the IDENTIFICATION OF salient (1., emolionally laden) automatic
thoughls, emations, behaviors, and physiology that served as the TRIGGERS for homework completion. The
therapist ALSO elicited beliefs about the homework (i, difficulty, sense of pleasure, sense of mastery), AS
WELL AS their synthesis of leaming (1 e., relevance, match with therapy goals, benefils, perceived progress)

Tk A And C
Dobson From the Team R

Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
h Project “Cognitive Behavior Therapy He Froject’ at M y L ity

4b

Nfa

HOW WELL did the therapist use an individualized conceptualization to

make eofa on of non-completed homework (i.e., linked non- Competince
completion to the client's automatic thoughts, underlying ass ons Rating
and rules, or core beliefs)?

There was NO NON-COMPLETED homework (i.e., all homework was completed).

The therapist DID NOT use an individualized conceptualization to make sense of any porfion of non-completed
homework.

The therapist LABELED/ INTERPRETED the porfion of non-compleled homework RATHER THAN facillating the
client’s own understanding through coliaborative discussion.

The therapist FOCUSED on one individualized conceplualization component (1.e, either core beliefs, or
condtional rules and assumptions, or automatic thoughts). The therapist used this information to LABEL/
INTERPRET ihe portion of non-completed homework RATHER THAN faciltating the client’s own understanding.

The therapist made LIMITED use of an individualized conceplualization, ncluding SOME but NOT ALL of the
following aspecis: core beliefs, condtional rules and assumplions, and automalic thoughts. The therapist used
this information to reach a VAGUE understanding of homework non-completion.

The therapist facilitaled a discussion that made REASONABLE use of an indvidualized conceptualization,
including SOME but NOT ALL aspects of. core beliefs, conditional rules and assumptions, and automatic
thoughts. This led to a REASONABLE understanding of the client’s beliefs about the homework task that
contributed to noncompletion

The therapist faciilated a discussion thal made GOOD USE of an individualized conceplualization, including ALL
ASPECTS of. core beliefs, conddional rules and assumplions, and automatic thoughts. This led toa CLEAR
understanding of the client’s beliefs about the homework task that contiibued to non-completion.

The therapist facililated a discussion that made FULL USE of an indvidualized conceplualization, including ALL
ASPECTS of. core beliefs, condional rules and assumptions, and automalic thoughls IN several siluations,
which were LINKED to overall realment goals. This led to a VERY CLEAR understanding of the client’s beliefs
about the homework task that contributed to non-completion, AS WELL AS the generalization of the fask lo other
situations

Adh And Compel Scale @ Copyright 2005-2006 by Nikclaos Kazantzis, Paul Wedge, and Keith S.
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0 1 2 3 4 ] ]

Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good
Item §

5b  HOWWELL did the therapist attempt to problem solve practical obstaclesto  Competence
the homework? Rating

0 The therapist DID NOT aftempl to problem solve practical cbstacles.
1 The therapist PROVIDED solutions of their own accord, WITHOUT any contribution from the client.

2 The lherapist PROVIDED solutions of their own accord, with only a CURSORY conlribution soughl from the
client. (e.g., “Does that sound okay to you?").

3 The lherapist ATTEMPTED to problem solve practical cbstacles with SOME collaboration (i.e., the therapist
provided some solutions themselves and elicited some input from the client).

4 The therapist FACILITATED a discussion that IDENTIFIED the aclual practical obstacles. SOME potential
solutions were generated and considerad. The clienl amved al a VAGUE plan to overcome the cbslacles.

5 The therapist FACILITATED a discussion thal IDENTIFIED the aclual practical cbsfacles. A RANGE of potential
solutions were generated and considered. The client amved al CLEAR behavioral siralegies to overcome the
practical cbstacles.

6 The therapist FACILITATED a discussion that IDENTIFIED the aclual practical cbstacles, AS WELL AS a
consideration of other polential cbstacles thal may have occumed. A FULL RANGE of potential solutions were
generaled and considered. The client amived al CLEAR behavioral sirategies o overcome the practical
obstacles, AS WELL AS behavioral sirategies for considering changing circumstances (e.g., bringing an outside
activity indoors, tesling beliefs in several situations, applying inferpersonal skills fo a range of
relationships/interactions).

Hi k Adh And C Scale © Copyright 2005-2006 by Nikolaos Kazantzis, PauEWedge and Keith 5.
Dobson. From the Team Research Project "Cognitive Behavior Therapy Hi k Projecl at M y University. p5

0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good

Please look over your ralings for items 1-5. Now provide one overall rating for
HOMEWORK REVIEW . Please lake into account:
e Ihe individual ratings for ilems 1-5. Rating
e the appropriateness of nol adhering to specific itlems, e.g., homework was completed
unusually well; there was a crisis or risk lo client safety.

e any other special consideralions from the session rated, e g, interpersonal fealures
of the specific therapeutic relationship; and the therapist’s ability o adapt the
PROCESS AND DISCUSSION of homework based on the client's individualized
cognitive conceplualization (e.g., greater verbal encouragement for a client with
avoidant inferpersonal style, nomalizing aspects of non-completion for a client
exhibiting perfectionism, emphasizing complimentary nature to existing coping
slrategies for clienl with demanding inferpersonal slyle).

Pleasa describe any factors Ihat have affected your overall rating for HOMEWORK REVIEW:

I k Adk And C Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
Dobson. From the Team Research Project "Cognitive Behavior Therapy Homework Projecl” at Massey University.
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0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good

Item 6

6b HOW WELL did the therapist discuss new or revised homework? Competence

Rating

0 The Iherapist did NOT discuss new of revised homework.
1 The Iherapist BRIEFLY discussed new or revised homework.

2 The therapist allowed SUFFICIENT TIME for a discussion of new or revised homework, BUT only af the END of
the session.

3 The therapist allowed SUFFICIENT TIME for a discussion of new of revised homework, throughout the course of
the session. However, the homework WAS NOT linked to in-session content of therapy goals.

4 The therapist allowed SUFFICIENT TIME for a discussion of new or revised homework throughout the course of
the session. The homework WAS linked lo EITHER in-session confent OR therapy goals

5 The therapist allowed SUFFICIENT TIME for a discussion of new or revised homework Ihroughout the course of
the session. The homewark WAS linked lo BOTH in-session content AND therapy goals.

6 The therapist allowed SUFFICIENT TIME for a discussion of new or revised homework Throughout the course of
the session. The homework WAS linked lo BOTH in-session content AND therapy goals. The therapis! was
ALSO abie lo tailor the discussion of the homework to he client's inlerpersonal style. The discussion was ALSO
EFFECTIVE even when confronted with interpersonal difficullies (e.g , client avoidance, perfectionism,

demanding interpersonal style).

Homework Adherence And Cornpeltnoe Scale ® Copmght 20052006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
Dobson. From the Team R h Project "C Therapy Homework Projecl at Massey University. p B

0 1 2 3 4 5 L]
Non-adherencel Poor Mediocre Fair Good Very Excellent
extremely poor Good

Item 7
Note

This ilem asks about the therapisl's use of the components of the "guided discovery” process. The
guided discovery process has four sequential components which are:

1. Asking informational questions to uncover information outside the clienl's awareness,
i Listening empathically and providing reflections,
iii.  Summarizing the information discovered,
. Asking synthesizing or analylical queslions which enable the client’s own learning.

b HOW WELL did the therapist use guided discovery to identify the client's Competence
coping strategies and beliefs related to the homework? Rating

0 The therapisi DID NOT use any aspecls of guided discovery to identify the clienl's coping strategies and beliefs
related to the homework.

1 The lherapist used INEFFECTIVE questioning (e.g., closed queslions or broad questions, but these did not
uncover new informalion) and provided INTERPRETIVE answers RATHER THAN guiding the client's own
understanding aboul coping strategies and beliefs.

2 The therapisl used SOME but NOT ALL components of the guided discovery process, HOWEVER they were
used in a cursory, inappropriale, or ineffective manner (e.g., inaccurate reflections or ies) The it
used INTERPRETIVE answers RATHER THAM guiding the clienl’s own learning, and was UNABLE lo ldanhfy
coping strategies and beliefs {e.g., “If you think X, then surely Y is .... 7).

3 The therapist used ALL FOUR components of the guided discovery process, BUT was INEFFECTIVE in
identifying coping strategies and beliefs.

4 The therapist used ALL FOUR components of the guided discovery process REASONABLY EFFECTIVELY. In
using this process the therapist facilitated the identification of A FEW coping strategies and beliels.

5 The therapist used ALL FOUR componenls of the guided discovery process EFFECTIVELY. In using this
process the therapist facilitated the idenlification of A NUMBER. OF coping strategies and beliefs.

6 The therapist APPEARED genuinely curious and inquisitive, and used ALL FOUR components of the guided
discovery process VERY EFFECTIVELY . In using this process the therapist facilitated the identification of A
NUMBER OF HIGHLY CREDIBLE coping strategies and beliefs.

Hnrne\m)rk Adherence And Competence Scale @ Copvnghl 2005 2006 b\r leo!ans Kazantzis, Paul Wedge, and Keith S.
Dobson From the Team R h Project "Ct Therapy He k Project’ at Massey University, p.7
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0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good

Item 8

81

HOW WELL did the therapist integrate a disorder-specific cognitive model Competence
with the individualized conceptualization in designing homework? Rating

The therapist DID NOT discuss a disorder-specific cognitive model or individualized conceptualization in designing
homework.

The therapist MENTIONED the disorder-specific cognitive model BUT did not elaborate on how it was relevant to
the client's presentation.

The therapist integrated SOME but NOT ALL aspecis of a disorder-specific cognilive modsl (e.g., Beck's
Cognitive Triad, Clark's Panic Model, elc) lo ONE ASPECT of the client's individualized conceptualization (ie.,
cofe beliefs, conditional rules and assumplions, automalic theughls, and under and over developed behavioral
sirategies).

The therapist integrated SOME but NOT ALL aspects of a disorder-specific cognitive model (e.g., Beck's
Cognitive Triad, Clark's Panic Model, etc) o MORE THAN ONE aspect the client's individualzed
conceplualization (i.e., core beliefs, conditional rules and assumplions, automatic thoughts, and under and over
developed behavioral strategies).

The therapist integrated MOST aspects of a disorder-specific cognitive model (e.g., Back's Cognitive Triad,
Clark's Panic Model, elc) o MOST aspects the clienl's indvidualized conceplualization (i e., core beliefs,
conditional rules and assumptions, automalic thoughls, and under and over developed behavioral sirategies).

The therapist integrated ALL aspects of a disorder-specific cognitive model (e.g., Beck's Cognitive Triad, Clark's
Panic Model, efc) lo ALL aspects of the client’s individualized conceptualization (i.e., core beliefs, condional rules
and assumptions, automatic thoughts, and under and over developed behavioral stralegies).

The therapist infegraled ALL aspecls of a disorder-specific cognitive model (e.g., Beck's Cognitive Triad, Clark's
Panic Model, efc) to ALL aspects of the dlient’s individualized conceptualization (eg., core bebefs, condiional
rules and assumptions, automatic thoughts, and under and over daveloped behavioral strategies). The therapist
was ALSO able fo integrate all this information with the client’s presenting problems, evidenced in tactful
responses to client's inlerpersonal style (e.g., crifical, compeliive, suspicious, controlling, exaggerative)

Dnhscn From the Team R h Project "Cog Therapy Hi rk Project” at Massey University. p8

k Ad And Comp Scale ® Copyrlght 2005-2006 by leol'aos Kazantzis, Paul Wedge, and Keith S.

0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good

Item 9

9D HOWWELL did the therapist collaboratively select homework tasks for Competence
completion before the next session? Rating

0 Homework lasks were NOT selected during the session.
1 The therapist selected homework tasks WITHOUT any contribution of the client.

2 The therapist only sought a CURSORY contribution from the cient in selecting homework tasks (e.g., "Does thal
sound okay to you??).

3 The therapist INVOLVED the client in the selection of homework tasks, BUT at times reverted toa DIRECTIVE
rather than collaborative approach, especially in the final decision.

4 The therapist INVOLVED the client in the selection of homework tasks (E.G,, facilitaled a DISCUSSION rather
than provided direct answers). A FEW possble homework lasks were discussed, AS WELL AS a FEW
advantages and disadvantages of the possible homework tasks.

5 The therapisl encouraged the client 1o view the process of selecting homework tasks as the therapist and client
working logether as a TEAM. The therapist also ACTIVELY INVOLVED the client in selecting homework tasks
(e.g, faciltated a discussion rather than provided direct answers). SEVERAL possible homewark tasks were
discussed, AND the client’s thoughls and feelings about the possible homework tasks were elicited and explored,
AND SEVERAL advantages and disadvantages of the possible homework tasks were discussed.

6 The therapist encouraged the client to view the process of selecting homework lasks as the therapist and chent
working logether as a TEAM. The therapist also ACTIVELY INVOLVED the client in selecting homework tasks
(e.g, faciilaled a discussion rather than provided direc! answers). A FULL RANGE of possible homework tasks
were discussed, AND the client’s thoughts and feelings about the possible homework tasks were elicited and
explored, AND A FULL RANGE of advanlages and disadvantages of the possible homework tasks were
discussed (i.e., based on prior experience, benefits experienced by olhers). The therapist and client ALSO
decided on homework tasks that buill upon existing client skills and strategies, AND the client was encouraged lo
{ake on more responsiility for selecting homework tasks.

Homework Adherence And Competence Scale @ GWQMZOOS—ZODE by Mikolaos Kazantzis, Paul Wedge, and Keith S.
Dobson. From the Team R h Project “Cogr Therapy F Project’ at Massey University, p.9




0 1 2 3 4 5 6 0 1 2 3 4 5 6
Non-adherence/ Poor Mediocre Fair Good Very Excellent Non-adherencel Poor Mediocre Fair Good Very Excellent
extremely poor Good extremely poor Good

Item 10 Item 11

Rating 11D How WELL did the therapist as| the client's ability and perceived g

difficulty of the homework?
The therapist DIDNOT present any rationale for the homework. 0 The therapist DID NOT ask about the clent's abilfty and perceived difficulty of the task.
The therapis! presented a BRIEF rationale but FAILED fo reiate it o the client's frealment goals. 1 The therapist made a CURSORY enquiry about the client’s abilily and perceived difficuly of the task, but did not

discuss i any further.
The therapsst presented a RATIONALE for II'_B homework with SOME mention of !he chent's reatmenl goals,
however this was presenied WITHOUT any input (and understanding) fiom the client 2 The therapist ENQUIRED about the client’s abilty and percewved diffiulty of the task, and made an

INEFFECTIVE attempt fo eficit feecback from the client (e g, the therapist did nof listen fo the client's responsss,
The therapist assisled the client fo undersiand how the homework was ALIGNED to the specific presenting asked closed questions, questions did nol follow the client's responses).
problem in the current session,

3 The therapist ENQUIRED aboul the client's ability and perceived difficulty of the lask, and elicited a GENERAL
The therapist assisted Ihe client to understand that Ihe homework was broken into achievable CHUNKS thal STATEMENT from the client, for example, the client was vague and said "Sure, | can do i and this response
were manageable and within the client’s control. The therapist ALSO assisled the client lo understand how the was taken at face value and NOT explored any further.
homework was ALIGNED lo EITHER the specific presenting problem in the current session, OR their overall
reatment goals. 4 The therapist ENQUIRED about the client's abilty and perceived dificulty of the task, and through Soctatic
. questioning identified a BROAD ISSUE (e g., 'Thal thought record looks oo hard, There is so much to

The therapist assisted he client 1o undersland that the homework was broken info achievable CHUNKS thal complete’). HOWEVER, the therapist then provided their own soltions o resolve the issues raised (e.g., "Okay,
were manageable and within the client's control. The therapist ALSO assisted the client to understand how the just complete the first three columns of the thought record”)
homework was ALIGNED to BOTH the specific presenting problem in the current session AS WELL AS their
overall reatment goals. 5  The therapist ENQUIRED aboul the client’s ability and percenved difficulty of the lask, and through Socratic

questioning identified SPECIFIC ISSUES (e.g., in addtion to feeling overwhelmed by the entire thought record, it
The therapist assisted the client lo understand that the homework was broken inlo achievable CHUNKS that transpired that the client had difficully distinguishing emotions and thoughts on thought record). Through further
were manageable and within the client's control. The therapist ALSO assisted the client lo undersiand how the EXPLORATION the therapist and chent collaboratively RESOLVED the issue (e g, the therapist and client
homework was ALIGNED to BOTH the specific presenting preblem in the current session AS WELL AS their worked on aulomatic thoughts in-session, andfor the homework was redesigned to focus on praclicing the
overall frealment goals, AND oblained feedback from the client on the rationale. The therapist ALSO provided identificalion emotions as distinc! from automalic thoughls).
emprical evidence lo support the rationale for the homework

6 The therapist ENQUIRED about the client's ability and perceived diffculty of the task, and through Socratic

H K
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questioning identified SPECIFIC ISSUES. Through futher EXPLORATION the therapist and client collaboralively
RESOLVED the issue. The therapist ALSO elicied ADDITIONAL CLIENT LEARNING from the discussion, for
example, the client learnt that breaking tems info smaller chunks was less overwhelming, and also identified an
underying rule {e.g., 've failed if | canl work things out for myself’),
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Item 12

H did the therapist facilitate in-sess ol ce Rating

The therapist DID NOT provide the opportunity for in-session practice of the homework.

The therapist briefly DEMONSTRATED or EXPLAINED (i.e., modeled or instructed) the homework, that provided
no opportunity for the clients to leam from their own practice.

The therapist PROVIDED only a BRIEF opporiunity for in-session praclice. The therapist tended fo FOCUS on
correcting the client's mistakes AND provided LIMITED positive reinforcement. The therapist DID NOT discuss
any leaming points from the practice.

The therapist PROVIDED SOME opportunily for in-session practice, The therapist provided SOME positive
reinforcement (i.e., shaping successive approximations of skill), AND gave SOME constructive guidance when
the client needed assistance. HOWEVER, the therapist usad a DIRECTIVE rather than collaborafive approach in
discussing leaming points from the practice.

The therapist PROVIDED SOME opportunity for in-session practice. The therapist provided SOME posilive
reinforcement (i.e., shaping successive approximations of skill), AND gave SOME constructive guidance when
the client needad assistancs, The therapist and client COLLABORATIVELY discussed leaming ponts from the
in-session practice.

The therapist PROVIDED a GOOD opportunity for in-session pradice, using the METHOD/S mosl appropriale
for the client and the specific task. The therapist provided POSITIVE reinforcement (i.e., shaping successive
approximations of skill) AND gave CONSTRUCTIVE guidance when the clien! needed assistance. The therapist
was ENCOURAGING when COLLABORATIVELY discussing leaming points from the in-session practice:

The therapist PROVIDED CONSIDERABLE opportunity for in-session practice, using the METHOD/S most
appropriate for the client and the specific task. The therapist provided ENTHUSIASTIC positive reinforcement
(i.e., shaping successive approximations of skil), AND gave WARM, GENUINE, CONSTRUCTIVE guidance
when the client needed assistance. The therapist was ENCOURAGING when COLLABORATIVELY discussing
leaming points from the in-session practice. The therapist ALSO asked the client for FEEDBACK on the
experience, and asked the client lo WRITE down the leaming points.
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Item 13

HOWWELL d

therapist use guided to
learning for the homework in-session?

experiential Rating

The Iherapist DID NOT use guided imagery in homework design.

The therapist used guided imagery INEFFECTIVELY (1., affect was nol generated, client had difficulty staying
on lrack, elc). Feedback was NOT sought throughout the exercise, and al the completion, the therapist DID NOT
facilitate any experiential learning from the imagery practice.

The therapist provided an OPPORTUNITY for guided imagery , but was UNABLE lo use this to assist the client
with some experiential leaming of the homework task (i.e., client compleled imagery but did not gain an
experience of completing the task).

The therapist FACILITATED the client in using guided imagery, and Ihis was REASONABLY EFFECTIVE in
slepping the client through a scenario where they may use the homework assignment (i.e., physiological,
emotional, cognitive Iriggers idenlified). HOWEVER, imagery was INEFFECTIVE in providing the clent with
some experiential learning of the homework task (i.e., client completed imagery but did nol gain an expenience of
completing the lask).

The therapist FACILITATED the client in using guided imagery, and this was REASONABLY EFFECTIVE in
stepping the client through a scenario where they may use the homework assignment (.., physiological,
emotional, cognilive triggers identified), AND the client gained SOME experiential learning of the homework task
(i.e., experienced the outcome of having engaged in the homework task).

The therapist FACILITATED the client in using guided imagery, and this was EFFECTIVE in stepping the client
through a scenario where they may use the homework assignment (.., physiological, emoticnal, cognitive
triggers identified), AND the client gained SOME experiential leaming of the homework task (i.e., experienced the
outcome of having engaged in the homework lask). The therapist ALSO focused on skill acquisition AND
discussed with the client how the fask could be extended lo more complex skills (i.e., shaping).

The therapist FACILITATED the client in using guided imagery, and this was EFFECTIVE in stepping the client
through a scenario where they may use the homework assignment (i.e., physiclogical, emotional, cognilive
Iriggers identified), AND lhe client gained SOME expariential leamning of the homework task (i.e., experienced the
outcome of having engaged in the homework task). The therapist ALSO focused on skill acquisition AND
discussed with the client how the lask could be extended o more complex skills (i.e., shaping). In feecback, the
therapist and client ALSO discussed the application of the task across difierent situalions (i.e., generalization and
mainienance).

Homework Adh And C
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HOW WELL did the therapist use a situational conceptualization to help
Identify the client’s beliefs and rs (i.e., emotional, behavioral Rating
ical) for carrying out the in specific s ons?

The therapist DID NOT use a situalional conceplualizalion to help identify the client’s beliefs and situational
triggers for carmying oul the homework in specific situalions.

An UNDEVELOPED situalional conceplualization was amved al (i.e., the therapist completely interpreted on
behalf of the client).

AVAGUE, BRIEF AND INCOMPLETE stuational conceptualization was arrived al (ie., the therapist mostly
interpreted for the ciiert rather than eliciling information)

APARTIALLY DEVELOPED situational conceplualzation was armved al (1 e, the lherapist elicited some
information and inferpreted other information). This PROVED INEFFECTIVE in identifying the client's beliefs and
situational inggers.

A PARTIALLY DEVELOPED situational conceplualzalion was arnved al (1.e., the therapist eficited some
information and interpreted other information). Emotions, behaviors, and physiology WERE IDENTIFIED to lhe
use of homework, BUT no cogniive tnggers or beliefs were identified.

ASITUATIONAL CONCEPTUALIZATION facilitated the client’s idenlification of SALIENT (i.e., emationally
laden) automatic thoughts that sarved as triggers for homework completion. Emations, behaviors, and

A SITUATIONAL CONCEPTUALIZATION faciitated the client's identification of a SALIENT (1.e., emotionally
laden) aulomatic thoughts, emotions, behaviors, and physilogy that served as triggers for homework
completion. The therapist ALSO discussed the triggers to the use of homework in several situations, AND elicited
beliefs about the homework (i.e., difficully, dbstacles).

k Adh And C to Scale © C 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
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Please look over your ratings for items 6-14. Now provide one overall raling for

HOMEWORK DESIGN . Please take into account.

* lhe individual ralings for items 6-14

+ the approprialeness of not adhering to specific items, e.g., no need fo practice a Rating
particular skill for homework as this had covered extensively in previous sessions;
clien! was extending a maslered skill to a new siluation rather than being asked to
learn something new

= and any olher special considerations from the session raled, e g , interpersonal
fealures of the specific therapeutic relationship; and Ihe therapist's ability o adapt the
PROCESS AND DISCUSSION of homework based on the client’s individualized
cognitive conceplualization (e.g., increased emphasis on in-session praclice for a
client with dependent interpersonal style, discussion of ralionale for a client with
controlling interpersonal style).

Please describe any factors thal have affected your overall raling for HOMEWORK DESIGN:

Homework Adherence And Cornperence Scale ® Copyn;hl 2005-2006 by Nlltdaos Kazantzis, Paul Wedge, and Keith S.
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ltem 15

ow did is ecl a
omework in relation to thera als?

tionale for the Rating

The therapist DID NOT ask the client lo summarize the rationale for the lask in refation lo therapy goals.
The therapist summarized the rationale for the task, with LITTLE OR NO INPUT from the client.

The therapist ATTEMPTED fo invoive the ciient in summarizing the rafionale for the task in relation to therapy
goals, but used a DIRECTIVE rather than colaborative approach.

The therapist INVOLVED the client in summarizing the rationale for the task in relation lo GENERAL Iherapy
goals.

The therapist INVOLVED the client in summarizing the rationale for the task in relation to MOST PERTINENT
therapy goals. That is, the homework was discussed in lerms of the SPECIFIC behavior changes that would be
expecled to resull from progress towards this goal.

The therapist SKILLFULLY INVOLVED the client in summarizing the rationale for the task in relation to MOST
PERTINENT therapy goals. That is, the homework was discussed in femms of the SPECIFIC behavior changes
that would be expeded fo result from progress fowards this goal, AND this process was LEAD by the client.

The therapist SKILLFULLY INVOLVED the client in summarizing the rationale for the task in relation lo MOST
PERTINENT Iherapy goals. That is, the homework was discussed in femms of the SPECIFIC behavior changes
that would be expeded fo result from progress towards this goal, AND this process was LEAD by fhe client.
FURTHERMORE, in discussion with the therapist, the client demonstrated a clear understanding of the
homework and was able to place the current homework in context of current and overall goals for therapy. The
therapist skill was evidenced by their adaplation of this discussion to the client’s inlerpersonal style.
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Item 16

HOW WELL did the therapist collaborate with the clientto s

how the
] ctically | client's life (i.e. s catiol Rating

of when, where, how often, how long)?

The therapist DID NOT collaborale to specify how the lask would be practically inlegrated inlo the client's life.

The therapist DIRECTED how the task could be praclically inlegrated inlo the client's life, WITHOUT any
contribution from the clienl.

The therapist reached a VAGUE outline of how the task could be practically integrated into the client's life, with
SOME collaboration (i.e., the therapist provided some specifics themselves and elicited some inptt from the
client).

The therapist FACILITATED a discussion which resulied in the client being able to stale with SOME behavioral
specificity how the lask could be practically integrated info the client’s life in ONE of the following areas: when,
whete, how often, and how long.

The therapist FACILITATED a discussion which resulted in he client being able to state with SOME behavioral
specificily how the lask couid be practically infegrated info the client's life in TWO-THREE of the following areas:
when, where, how often, and how long.

The therapist FACILITATED a discussion which resulted in the clienl being able o state with a HIGH DEGREE of
behavioral specificity how the lask could be practically integrated into the client's fife in ALL of the following areas:
when, where, how often, and how long. IF the client was unable lo be specific in any area, the therapis! gently
GUIDED the client lo a specific resolution.

The therapist SKILLFULLY ELICITED a description of how the homework would be practically mplemented from
the client. A HIGH DEGREE of behavioral specificity was achieved in ALL the following areas: when, where, how
often, and how kong. IF the client was unable to be specific in any area, the therapist gently GUIDED the client to
a specific resolution. The therapist ALSO anticpated polential difficullies in communication and resolved them
(e.g., misinterpretation of the process in achieving specificity, misinterpretation of the meaning of specificity, such
as using a thought record "when” automatic thoughts occur).

I k
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Item 17

0 1 2 5
Non-adherence/ Poor Mediocre Fair Good Very Excellent
extremely poor Good

e consider ntial difficulties for ting the

Rating

The therapist DID NOT attempt fo consider potential difficulties.
The therapist PROVIDED polental difficulties of their own accord, WITHOUT any conlribution from the chent

The therapist GENERALLY PROVIDED polential difficulies of their own accord, with only a CURSORY
CONTRIBUTION sought from the client. (e.g., "So that would be difficult, wouldn'l 7))

The therapist atempted to consider polential difficulfies with some collaboration (1.e, the therapist provided some
potential dificulies themselves and elicited some input from the client).

The therapist FACILITATED a discussion that idenfified SOME polential difficulties, AND SOME potential
solutions were also generaled and considered. The client armved al a VAGUE plan lo overcome the potential
difficulties.

The therapist FACILITATED a discussion thal identified MOST polential difficulties, AND a RANGE of potential
solutions were generaled and considered. The client arrived al a CLEAR plan to overcome the potential
difficulties that included SPECIFIC behaviors (e.g., "My days are really busy next week, so | will sel the alam
clock 30 minutes earlier on Tuesday moming and read the booklet before starting the day's other aclivities’)

The therapist FACILITATED a discussion that identified ALL the polental difficulties, anda FULL RANGE of
polential solutions were generated and considered. The client arfived al a CLEAR plan to overcome the potential
difficullies that included SPECIFIC behaviors, AND behavioral STRATEGIES for considering changing
circumstances (e.g., if unable to complele a task in a single sitting, thenbreaking i info smaller chunks and
completing it over 2-3 sittings).

Debson. From the Team R
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ltem 18

di erapist hasize the homework as having a learnin,
‘experiment’ focus (e.g., a no-lose scenario, partial completion is helpful Rating

seeing what works and what doesn't}?

The therapist DID NOT emphasize the task as a learning ‘experiment focus.

In ATTEMPTING to explain a learming ‘experment’ focus of the homework lask, the therapist specified o
intimaled lhere was a 'CORRECT actual outcome (j.e. could pass or fail).

The therapist did not focus on actual outcomes, but was VAGUE about the leaming outcome (1.e., Tt will be
useful’) but did not elaborate any further,

The therapist BRIEFLY explained the homework fask as a leaming experment (i e, to test oul an idea or skill),
rather than guided the cliert 1o their own leaming.

The therapist FRAMED the homework fask as a leaming ‘experiment’. MOST of the following points emerged
from the discussion: there is no right or wrong (no failure o grading), 1 is a no-lose situation for the client; in any
experiment the outcome is not known; there is a leaming from every homework task no matter what the aclual
outcome, any informalion from the experment is useful lo further help with the treatment.

The therapist used guided discovery o uncover the CLIENT'S BELIEFS about the outcomes of the homework
task, and then used Socratic questioning and hypothetical examples lo faciltate the CLIENT to view the
homework lask as a leaming expeniment (i.e., ganing chenl’s previous experiences of leaming and applying them
to the homework). MOST of the following points emerged from the discussion: there is no right or wrong (no
fallure or grading), # & a no-lose situation for the client; in any experiment the outcome is not known; there is a
leaming from every homework task no malter what the actual outcome; any information from the expenment is
useful o further help with the trealment.

The therapist used guided discovery to uncover the CLIENT'S BELIEFS about 1he outcomes of the homework
task, and Ihen used Socratic questioning and hypothelical examples lo faciltate the CLIENT toview the
homewark lask as a lkeaming expenment(i.e., gaining chient's previous experiences of leaming and applying them
lo the homework). MOST of the following paints emerged from the discussion. there is no right or wreng (no
failure or grading), it is a no-lose situation for the client, in any experiment the outcome is not known; there is a
leaming from every homework task no maller whal the actual outcome; any information from the experiment is
useful o furlher help with the treatment. The therapist ALSO discussed the BENEFITS (2.g., new skill acquisition,
reduction in distressing thoughts, better lreatment outcome) VERSUS the COSTS of perfomming the homework
task (e.g, lime, energy, shorl-term dislress)

Homework Adherence And Competence Scale ® Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S
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Item 19

19b HOW WELL did the ist ask the client to summarize the homework and

obtain an indication of homework-related readiness, importance, and/ or Rating
confidence?

0 There was NO summary of the homework task AND NO indicalion of readness, imporiance, or confidence.

1 The therapist summarized fhe task, WITHOUT any contribufion from the client , AND DID NOT obtain any
indication of readiness, importance, or confidence.

2 The therapist ATTEMPTED fo involve the client in summarizing fhe task AND oblained separate indications for
readiness, importance, of confidence, with only a CURSORY contribution sought from the client. (eg. Does
aboul 80% sound right fo you?).

3 The Iherapist INVOLVED the clienl in summarizing Ihe fask and cblained a VAGUE indication of readiness,
importance, o confidence (.., the client said *I'd give that a very high raling’).

4 The therapist FACILITATED the client to SUMMARIZE the task AND provide an indication of readiness,
importance, and confidence,

5 The therapist USED Socratic questioning, which enabled the client lo SUMMARIZE the task AND provide
SPECIFIC ralings for EACH OF readiness, importance, or confidence. IF the task summary was incomplete, the
client was genlly guided o ils completion. IF the rating was low (L.e., <70%) the client was gently guided lo
identify what & would fake to increase their rating.

6 The therapist USED Socratic questioning, which enabled the client to ACTIVELY SUMMARIZE the task AND
provide SPECIFIC ralings for EACH OF readiness, importance, and confidence. IF the lask summary was
incomplele, the client was gently guided fo its complation, OR the task was modified with decreased demands. IF
the confidence rating was low (i.e., <70%) the client was gently guided o idenlify what it would lake fo increase
their confidence level. The therapist ALSO explored overly confident ratings (e.g., an immedale or persistent
stalement of 100%) to idenlify possible social desirability responses.

Homework Adh And C Scale @ Copyright 2005-2006 by Nikolaos Kazantzis, Paul Wedge, and Keith S.
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Please look over your ralings for items 15-19. Now provide one overall rating for
HOMEWORK ASSIGN . Please lake into account:
o the individual ralings for items 15-19 Rating

o the appropriateness of not adhering lo specific items (e.g., the session was near the
end of therapy and the clienl was taking responsibility for the process, and leading in-
session discussion)

» and any other special considerations from the session rated, e.g., inlerpersonal
fealures of the specific therapeutic relationship; and the therapist’s ability to adapt the
PROCESS AND DISCUSSION of homework based on the client’s individualized
cognilive conceplualization (e.g., greater use of collaboration for a client with
suspicious interpersonal style, grealer discussion of specifics and confidence ratings
for a client with unrelenting standards).

Pleasa describe any factors that have affecled your overall rating for HOMEWORK ASSIGN:

Homework Adherence And Competence Scale ® Copyright 2005-2006 by Nikclaos Kazantzis, Paul Wedge, and Keith S.
Debson. From the Team R h Project "Cognitive Behavior Therapy He rk Project’ at Massey University.
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[E Extremely Poor 8 Poor OMediocre B Fair BGood @Very Good @ Excellent |

B e B A R e R e v RN S B i
4
3
> =
o -
c #
o 2
= o
o %
@ %
w
2 7 ’Fﬂ :
% E b 4
7 o 1
1 - " . ét
' - v =
: : : =7
0 e 2 4 H=u

g5 qb qr q10

Question No.

Figure 12. Competence responses (q1-q10) for pilot one, session one.
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Figure 13. Competence responses (q11-q19) for pilot one, session one.
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Competence Responses (q1-10) - Session 2
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Figure 14. Competence responses (ql-q10) for pilot one, session two.
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Figure 15. Competence responses (q11-q19) for pilot one, session two.
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Competence Responses (q1-10) - Session 3
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Figure 16. Competence responses (q1-q10) for pilot one, session three.
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Figure 17. Competence responses (q11-q19) for pilot one, session three.
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Competence Responses (q1-10) - Session 4
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Figure 18. Competence responses (q1-q10) for pilot one, session four.
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Figure 19. Competence responses (q11-q19) for pilot one, session four.
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Competence Responses (q1-10) - Session 1
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Figure 20. Competence responses (q1-q10) for pilot two, session one.
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Figure 21. Competence responses (ql1-q22) for pilot two, session one.



196

Competence Responses (q1-10) - Session 2
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Figure 22. Competence responses (q1-q10) for pilot two, session two.
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Figure 23. Competence responses (q11-q22) for pilot two, session two.
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Competence Responses (q1-10) - Session 3
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Figure 24. Competence responses (q1-q10) for pilot two, session three.
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Figure 25. Competence responses (q10-q22) for pilot two, session three.
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Competence Responses (q1-10) - Session 4
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Figure 26. Competence responses (q1-q10) for pilot two, session four.
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Figure 27. Competence responses (q11-q22) for pilot two, session four.





