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Major depressive disorder (MDD) is highly prevalent 
in primary care settings, presenting in between 10% 

to 30% of patients.1–3 MDD is associated with disability, 
functional impairment, and an impact on physical 
health.4–6 MDD also is related to increased use of health 
care resources in addition to increased mortality across all 
age groups.7–9 Although highly prevalent and impairing, 
the recognition and treatment of MDD in primary care 
settings has been challenging, leading to both poorer health 
outcomes and demand for new coordinated, integrated 
services for MDD within primary care settings.1,10,11

In an attempt to address these concerns, the Veterans 
Health Administration and Department of Veterans 
Affairs (VA) have sought to integrate mental health care 
in primary care settings through the development of 
colocated/collaborative care models in which mental 
health professionals are embedded directly in primary 
care.11 The primary goals of these programs are to 
increase mental health care access and rates of treatment, 
improve treatment adherence, enhance clinical and 
functional outcomes, and improve cost-effectiveness 
of care. These programs also seek to ease or even avoid 
the referral process for specialty mental health services 
that can result in low rates of patient follow-up.12 

In VA primary care settings, routine screening for MDD, 
posttraumatic stress disorder, substance use disorders, 
and military sexual trauma already are mandated. 
If veterans screen positive, colocated mental health 
providers, including psychiatrists, psychologists, social 
workers, and/or psychiatric nurses, provide immediate 
evaluation and treatment recommendations. However, 
many questions still remain regarding the effectiveness 
of these integrated treatments, in particular the 
psychotherapeutic treatments. While psychopharmacologic 
treatments can be administered relatively quickly and 
already are common in most primary care settings, 
evidence-based psychotherapeutic options may be more 
complicated, typically involving intensive training for 
staff and weekly appointments for several months for 
patients.10 Interestingly, when given a choice, there is a 
general preference for psychological over pharmacologic 
interventions across a variety of disorders and studies.13

One appealing psychotherapeutic option for integrated 
primary care settings may be behavioral activation for 
depression. As reviewed by Hopko and colleagues14 and 

Objective: Major depressive disorder (MDD) 
is highly prevalent and impairing and highly likely 
to present in primary care settings. Recent efforts 
by the Department of Veterans Affairs (VA) have 
sought to integrate mental health services into 
primary care settings, leading to new specialty 
pharmacotherapy and psychotherapy treatment 
options for primary care patients. However, little is 
known about the effectiveness of these new services 
in primary care patients with MDD. The present 
study investigated the effectiveness of a brief, 
easy-to-administer, evidence-based psychotherapy 
behavioral activation in an integrated mental health/
primary care setting in a southeastern VA medical 
center during the first year of the program.

Method: Thirty-five veterans with MDD 
(DSM-IV criteria) completed an initial clinical 
intake, were given the Mini International 
Neuropsychiatric Interview, and began a 4-week 
behavioral activation program. Patients also 
completed the Hospital Anxiety and Depression 
Scale (HADS) at intake, posttreatment, and at 
1-month follow-up. The study was conducted 
from November 2009 to November 2010.

Results: Sixty percent (n = 21) of patients 
completed the brief behavioral activation.  
Treatment completers demonstrated significant 
reductions in symptoms of both anxiety and 
depression on the HADS at posttreatment  
(t values > 5.2, P values < .001, d values > 1.16, 
g values > 1.02) and follow-up (t values > 4.0, 
P values < .01, d values > 1.74, g values > 1.67) 
when compared to pretreatment levels.

Conclusions: The present findings support 
the use of behavioral activation as an effective 
treatment for patients with MDD in a primary care 
setting. These findings suggest that new integrated 
primary care settings should incorporate behavioral 
activation to offer brief, evidence-based treatments 
that provide reliable symptom reductions in addition 
to possible reductions in treatment needs and better 
management of related physical health conditions.
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Clinical Points

Integration of mental health services directly into primary care settings has received ◆◆
growing support in the literature.
In the present study, brief behavioral activation psychotherapy for depression was found ◆◆
to be effective in reducing symptoms of depression and anxiety in a Veterans Affairs 
integrated primary care setting.
Clinicians should support and encourage the integration of brief evidence-based ◆◆
psychotherapies into primary care settings to improve patient mental health outcomes 
within the settings that these patients are most likely to present.

Jacobson and colleagues,15 behavioral activation is based 
on early behavioral models that suggest that decreases in 
positive reinforcement of healthy behaviors are associated 
with the development of depressive affect.16–18 In general, 
behavioral activation treatment models involve teaching 
patients to monitor their mood and daily activities with 
the goal of increasing pleasant, reinforcing activities and 
reducing unpleasant events.19 Behavioral activation is a 
brief treatment (ranging between 2 to 20 sessions), can 
be administered in either individual or group formats, 
and has demonstrated reliable effectiveness across a wide 
range of university, community, and civilian clinical 
samples with depression.19,20 In addition, recent research 
has supported the feasibility of training primary care 
providers in similar cognitive-behavioral therapies 
(CBT).21 However, to date, there is limited research on 
behavioral activation for MDD in primary care settings,22 
and even less with veteran samples with MDD.19

The present study investigated a brief behavioral 
activation protocol delivered to veterans with MDD 
in a colocated, integrated mental health/primary care 
program within a VA medical center. The study sought 
to extend previous findings with behavioral activation 
in civilian outpatient settings to VA primary care 
settings and therefore provide a model for continued 
research, dissemination, and implementation of these 
programs to improve outcomes for patients with 
MDD in primary care settings. It was hypothesized 
that brief behavioral activation would be effective in 
producing significant pretreatment to posttreatment 
and pretreatment to 1-month follow-up symptom 
reductions in VA medical center primary care patients.

METHOD

Participants
Seventy-seven veteran primary care patients were 

referred for mental health services within an integrated 
mental health/primary care (MHPC) setting in a 
southeastern VA medical center during the first year of 
the program. The study was conducted from November 
2009 to November 2010. This was a naturalistic study of 

a new VA initiative (ie, standard clinical care); therefore, 
the study received exempt status by the local institutional 
review board and research and development committees 
without the requirement of informed consent.

Patient referrals were based upon patient request, 
primary care provider recommendation, and/or a 
score ≥ 10 on the 9-item Primary Health Questionnaire 
(PHQ-9) depression screen.23 Upon initial referral, 
patients met with a colocated mental health provider 
and completed a brief clinical interview, the Hospital 
Anxiety and Depression Scale (HADS),24 and the Mini 
International Neuropsychiatric Interview (MINI).25 On 
the basis of their level of impairment and interests in 
treatment, patients were offered a medication consultation 
with an MHPC psychiatrist and brief behavioral 
activation psychotherapy with an MHPC psychologist. 
Patients with more severe psychopathology and/or 
impairment were referred directly to more intensive 
interventions in the mental health clinic on the basis of 
a case-by-case clinical judgment (eg, bipolar disorder, 
personality disorders, and psychotic symptoms). 

Of the 77 initial intakes, 35 patients requested 
behavioral activation. Of these patients, the average 
patient was a mean of 53.4 years old (SD = 11.2), male 
(65.7%, n = 23), and white (54.3%, n = 19); endorsed DSM-
IV criteria for MDD (100%, n = 35); and was stabilized on 
an antidepressant medication (57.1%, n = 20). Forty-five 
percent of patients endorsed at least 1 comorbid Axis 
I mood, anxiety, and/or substance use disorder, with 
the most common being posttraumatic stress disorder 
(20.0%, n = 7) and generalized anxiety disorder (14.3%, 
n = 5). Baseline scores on the HADS-Anxiety (HADS-A, 
mean = 11.7, SD = 3.8) and HADS-Depression (HADS-D, 
mean = 11.4, SD = 4.3) subscales were indicative of the 
probable presence or caseness of a mood disorder.26

Prior to initiating behavioral activation, 88.6% 
(n = 31) of patients requested and completed a brief 
medication consultation with the MHPC psychiatrist. 
Although no medication changes were made in the 
majority of patients (54.3%, n = 19), several patients 
chose to start a new antidepressant (25.7%, n = 9), 
increase their existing dose of an antidepressant (11.4%, 
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n = 4), or reduce their existing dose of an antidepressant 
(5.7%, n = 2). Several patients chose to begin a new 
medication to treat sleep disruption (11.4%, n = 4).

Procedures
All procedures were part of a new clinical initiative 

in the local VA medical center and were approved 
for research purposes by the local VA’s research and 
development committee and the local university’s 
institutional review board. Following the initial 
MHPC intake, all patients requesting behavioral 
activation were assigned to the MHPC psychologist 
for brief psychotherapy (2–4 sessions). As the study 
served as part of standard clinical practices through 
the VA medical center, no treatment fidelity checks 
were completed. However, the MHPC psychologist 
had over 10 years of experience delivering behavioral 
activation and other evidence-based psychotherapies. 

Patients completed the HADS at pretreatment intake 
and in the final session of behavioral activation. In 
addition, patients who both successfully completed 
behavioral activation and refused additional mental health 
services following termination were readministered the 
HADS at 1-month follow-up to determine the long-term 
effects of the brief behavioral activation and to determine 
if additional treatment was needed (n = 12). Treatment 
completers were defined as patients who successfully 
completed the behavioral activation protocol altogether 
in 4 sessions or less on the basis of therapist and patient 
agreement on treatment progress and termination 
(treatment completers, n = 21), with the average 
completer attending a mean of 3.3 sessions (SD = 0.7).

Behavioral Activation
The brief behavioral activation used in the 

present study was consistent with the theoretical and 
treatment traditions outlined in the previous literature 
of behavior therapy for depression13–15 and more 
recent treatment models of behavioral activation.14 
The behavioral activation protocol, developed by 
the authors and based on other recent models, was 
focused on increasing patient participation in positive, 
reinforcing activities to elevate one’s mood. 

In the first session, psychoeducation on MDD was 
provided with an emphasis on the connection between 
MDD and withdrawal from reinforcing, positive activities 
and behaviors. Patients were asked to identify interesting/
enjoyable activities and complete a weekly behavioral 
schedule with several new reinforcing activities planned 
each day. The remaining sessions involved (1) reviewing 
patients’ homework success and its influence on their 
general mood, (2) reinforcing the treatment model and 
highlighting early successes, and (3) scheduling the 
following week’s activities. The final session also included 
a readministration of the HADS and review of treatment 

progress, a review of the treatment model and relapse 
prevention skills, and a discussion of ongoing treatment 
options (eg, discontinue mental health treatments and 
return to primary care versus referral to additional, 
long-term services in the mental health clinic).

Measures
Mini International Neuropsychiatric Interview. 

The MINI is a structured diagnostic interview 
designed to provide a brief, but accurate, assessment 
of a wide range of DSM-IV disorders.25 The MINI 
has demonstrated adequate interrater and test-retest 
reliability across most disorders.25 The MINI diagnoses 
also demonstrated adequate concordance with other 
popular diagnostic interviews across most disorders.25

Hospital Anxiety and Depression Scale. The HADS 
is a 14-item questionnaire that assesses the symptoms 
of anxiety (HADS-A) and depression (HADS-D).24 All 
items are rated on a 4-point Likert rating scale that varies 
item by item and assesses symptoms “over the past week.” 
The HADS has been used extensively in the literature, 
with repeated demonstrations of its use as a reliable and 
valid measure of self-reported anxiety and depression.26,27 
The probable presence or caseness of a mood disorder 
has been defined as a score ≥ 11 on the HADS-D.26

RESULTS

Treatment Completion
Differences in demographic background, 

medication status, changes in medications at 
pretreatment, and baseline symptomatology were 
investigated across treatment completers (n = 21) and 
noncompleters (n = 14). No reliable differences were 
found across any of the comparisons (all P > .30).

Treatment Outcome
All treatment findings for the brief behavioral 

activation are presented in Table 1. Paired t tests were 
used to investigate pretreatment to posttreatment and 
pretreatment to follow-up changes in each of the self-
report symptom measures. As predicted, significant 
reductions were evidenced across both the HADS-A and 
HADS-D at posttreatment (t values > 5.2, P values < .001,  
d values > 1.16, g values > 1.02) and follow-up (t values >  
4.0, P values < .01, d values > 1.74, g values > 1.67) when 
compared to pretreatment levels. In addition, 80% 
(12/15) of completers at posttreatment and 100% (7/7) 
of completers at follow-up evidenced a shift from above 
the threshold for caseness on the HADS-D to a score 
below the threshold. There were no reliable differences 
between posttreatment and follow-up on either the 
HADS-A or HADS-D (t values < 1.3, P values > .23). 
Interestingly, only 1 of the 12 patients (8.3%) requested 
additional mental health services at follow-up assessment.



© COPYRIGHT 2011 PHYSICIANS POSTGRADUATE PRESS, INC. © COPYRIGHT 2011 PHYSICIANS POSTGRADUATE PRESS, INC.

Gros and Haren

e4  doi:10.4088/PCC.11m01136 Prim Care Companion CNS Disord 2011;13(4)

As medication use and medication changes co-occurred 
with the behavioral activation intervention in some 
patients, analysis of covariance (ANCOVA) was used to 
investigate the effectiveness of behavioral activation as 
demonstrated by posttreatment scores across medication 
use (yes or no) and medication changes (yes or no), with 
the pretreatment scores entered as covariates. Separate 
ANCOVAs were run for the HADS-A and HADS-D. These 
analyses demonstrated that there was a significant effect 
of medication use on the posttreatment HADS-A (F = 4.3, 
P = .055, d = 0.84, g = 0.82) and HADS-D (F = 5.3, P = .035, 
d = 0.81, g = 0.79) scores after controlling for pretreatment 
scores, suggesting that patients with pretreatment 
medications evidenced poorer symptom reductions on both 
measures. There were no reliable effects for medication 
change on either measure (F values < 2.6, P values > .13).

DISCUSSION

Brief behavioral activation psychotherapy was 
administered to 35 patients within a VA integrated 
primary care setting by colocated providers. Although 
only 60% of patients completed behavioral activation, 
treatment completers evidenced significantly reduced 
symptoms of anxiety and depression at both posttreatment 
and 1-month follow-up. The size of the effect was 
similarly large as those presented in other recent 
preliminary investigations of behavioral activation in 
primary care settings.22 The present study included a 
larger sample size and a veteran population, supporting 
the generalizability of the effectiveness of behavioral 
activation in integrated primary care settings.

The present study also investigated the influence 
of medication use on the effectiveness of behavioral 
activation. Interestingly, the present study suggests 
that patients stabilized on a medication prior to 
behavioral activation demonstrated significantly 
poorer outcomes than patients who were not taking 
medications. Although patients were not randomized 
into medication conditions and thus interpretations 
of these findings should be tempered, there are a 
few possible explanations for these findings. 

Although no baseline differences were present between 
patients with and without medications, it is possible that 

patients stabilized on medications were more severe 
and/or treatment resistant prior to baseline, received 
marginal improvements from the medications, and 
still required additional treatments. Alternatively, it is 
possible that the addition of pharmacotherapy reduced 
the effectiveness of behavioral activation. In a review of 
the literature, Otto and colleagues28 suggested that adding 
pharmacotherapy to CBT provides little, if any, benefit to 
treatment outcome over CBT alone in patients with acute 
MDD and may worsen treatment outcome in patients 
with anxiety disorders. Additional research is needed to 
better understand these findings and to inform future 
combinations of treatments in primary care settings.

The present findings demonstrated that an easy-
to-administer psychosocial treatment led to reliable 
symptom reduction and reduced need for a referral 
to additional specialty services (only 8.3% requested 
additional services at 1-month follow-up). This study 
was the first investigation of these practices with veterans 
with MDD in a VA primary care setting. With the 
growing demands in primary care and the additional 
health care needs of patients with depression,1,7,29 
behavioral interventions delivered to primary care 
patients may represent an alternative treatment that 
could reduce patient symptomatology quickly and 
therefore improve patient morbidity and mortality.21 
On the basis of its demonstrated effectiveness in the 
present findings, brief behavioral activation  has the 
potential to reduce physician workload by transferring 
care to other providers and successfully treating the 
symptoms of depression and anxiety that result in 
frequent patient visits for mental health and other related/
unrelated physical health concerns. These findings are 
supportive of efforts by the VA and other organizations 
to integrate specialty mental health services directly 
into primary care settings to address these highly 
prevalent and distressing psychiatric disorders within 
the settings that they are most likely to present.1,11

The present study was not without its limitations. As 
part of a new clinical initiative at the VA medical center, 
the study was an open trial of behavioral activation, 
lacked a comparison group, and did not randomize 
between-subject factors such as medication use and/
or changes. Although dropout rates were consistent 

Table 1. Effectiveness of Brief Behavioral Activation in Treatment Completers at Pretreatment, Posttreatment, and 1-Month  
Follow-Upa

1-Month  
Follow-Up 

(n = 12)
Posttreatment 1-Month Follow-Up

Scale Pretreatment (n = 21) Posttreatment (n = 21) t d g t d g
HADS-Anxiety 11.9 (3.4) 7.9 (4.2) 4.4 (3.2) 5.2** 1.05 1.03 5.2** 1.94 1.75
HADS-Depression 12.0 (4.9) 5.9 (5.5) 3.2 (3.0) 6.2** 1.17 1.14 4.1* 1.86 1.68
aData are presented as mean (SD).
*P < .01.
**P < .001.
Abbreviation: HADS = Hospital Anxiety and Depression Scale.
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with previous studies on psychotherapy for depression 
in primary care settings,30 the high rate of treatment 
discontinuation resulted in a small sample of treatment 
completers. In addition, the HADS self-report measure 
was administered by the treating psychologist, which 
could have influenced patient response. Future research 
should incorporate control and treatment-as-usual (eg, 
pharmacotherapy) groups and independent assessors 
blind to the treatment condition to further investigate 
incorporating behavioral activation into integrated 
primary care settings, including both treatment 
completion and outcome across the various groups.

CONCLUSION

The present study provided preliminary support for the 
effectiveness of brief behavioral activation delivered in a 
VA integrated primary care setting. Patients demonstrated 
significant reductions in symptoms of anxiety and 
depression from pretreatment to posttreatment, and these 
effects were maintained at 1-month follow-up assessments 
and negated the need for a referral for additional 
mental health services. These findings are supportive 
of the efforts by the VA and other organizations to 
integrate mental health services into primary care 
settings. In particular, these findings suggest that the 
incorporation of behavioral activation could be most 
beneficial in treating primary care patients with MDD.
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