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Abstract

Depressive symptoms are highly prevalent and are associated with considerable functional 

impairment, significant public health costs, and heightened mortality risk. Individuals 

experiencing impairment due to depressive symptomatology are most likely to report their 

symptoms to a primary care provider. As such, national guidelines highlight the need to assess and 

effectively treat depression via primary care. Despite these guidelines, the dissemination of 

evidence-based psychotherapy via primary care is limited, likely due to both provider- and patient-

level treatment barriers. Mobile health (mHealth) technologies are promising for addressing these 

barriers and for promoting uptake of evidence-based depression treatment. Among evidence-based 

psychotherapies for depression, brief Behavioral Activation Treatment for Depression (BATD) has 

shown great promise and is particularly amenable to mHealth delivery. Herein, we discuss the 

development of a BATD mobile application, Moodivate, that was developed in order to 

disseminate BATD via primary care. This paper focuses on description of (1) rationale for 

Moodivate treatment development, (2) Moodivate treatment components, (3) ongoing clinical trial 

evaluation of Moodivate, and (4) clinical considerations for incorporating Moodivate into clinical 

practice.
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Introduction

Depression is a leading cause of disability worldwide1 and a major contributor to the overall 

global burden of disease.2 Individuals with depressive symptomatology experience 

significant suffering, high morbidity and mortality, and considerable social and occupational 

impairment.3 Depression produces greater decrements in overall health than many other 

chronic diseases, including angina, arthritis, asthma, and diabetes.4 Thus, the need for the 

efficient and effective identification and treatment of depression is of great public health 

importance.

Many national medical organizations (United States Preventive Services Task Force, 

American Academy of Family Physicians, American College of Preventive Medicine) 

recommend screening for depression in general adult populations within primary care 

settings.5 Despite these recommendations, depression has historically been underdiagnosed 

and undertreated in primary care,3,6 resulting in negative outcomes for patients including 

prolonged depressive episodes, decreased incidence of recovery, and heightened functional 

impairment and suffering.7 As such, dissemination of evidence-based treatments for 

depressive symptomatology via primary care is critical.

Antidepressant medications are the most commonly prescribed class of medications in the 

United States8 and are a first-line treatment for depression in primary care.9 Although often 

administered as a monotherapy, research indicates significant improvement in treatment 

effect size when antidepressant medications are administered in combination with evidence-

based psychotherapy.10 Thus, promotion of evidence-based psychotherapy via primary care 

has the potential to impact depression outcomes for adult patients in primary care. However, 

there a number of barriers to this approach. From a provider standpoint, primary care 

physicians are traditionally not trained in the delivery of evidence-based psychotherapies for 

depression and typically do not have the time within their schedules for training in or 

delivery of such treatments. Referrals to mental health specialists are often unsuccessful 

with access and referral rates commonly less than 50%.11 From a patient perspective, 

barriers to traditional in person psychotherapy can include problems of transportation, child 

care, lack of time, stigma associated with mental health treatment, and lack of available 

services.12,13

Mobile health (mHealth) technologies offer an ideal strategy to overcome these barriers and 

to further disseminate effective treatment for depression. mHealth technologies are 

promising for improving the health-care environment, delivering better patient outcomes, 

and substantially lowering treatment costs.14 Several computerized psychological 

interventions for psychological depression treatment via primary care have previously been 

developed and have demonstrated success.15,16 However, mobile technologies, such as 

smartphones and mobile apps, may be superior treatment delivery platforms as they allow 

patients to have access to treatment materials at all times while also eliminating barriers to 
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computerized treatment (e.g., the need to have a computer at home or go to a primary care 

clinic to access the treatment). Smartphones have dramatically increased in both 

affordability and ubiquity in recent years, with 2017 estimates suggesting 77% of U.S. adults 

own a smartphone and the majority download apps.17,18 Moreover, the majority of 

physicians report utilizing mobile apps in their clinical practices.19

Numerous mobile apps have been developed for both commercial and research purposes 

with the goal of targeting depressive symptoms. However, many of these publically available 

apps have received criticism due to lack of clear adherence to evidence-based approaches 

and limited efficacy/effectiveness studies.20,21 Apps developed for research purposes are 

often not accessible to the general public and, thus, are not ideal for mental health treatment 

in the real world, via primary care.22 Research examining the efficacy and effectiveness of 

some publically available app treatments is beginning to grow, though to our knowledge, 

these extant mobile apps have not yet been tested within primary care. Arean et al.23 

recently completed a large (n=626), fully remote, randomized clinical trial in which 

participants with mild to moderate depression were randomized to receive one of two 

publically available depression treatment apps (Project: EVO and iPST) or a control app 

(Health Tips). Results indicated that 45% of participants randomized to Project: EVO and 

46% of participants randomized to iPST demonstrated symptom improvement over time, as 

compared to 34% of those randomized to the control condition. Further, Mohr et al.24 

developed and clinically tested a publically available suite of mobile apps called Intellicare 

for the treatment of depression and anxiety symptoms. Participants with elevated symptoms 

of anxiety or depression were followed for eight weeks as they used the Intellicare suite. 

Study outcomes were encouraging as participants utilized the apps on average 195.4 times 

over the eight-week period and had significant improvements in depressive and anxiety 

symptoms over time.24 Moreover, in the first year of public availability, 5,210 individuals 

downloaded at least one Intellicare app, suggesting widespread interest in apps for the 

treatment of depression and anxiety symptoms.22

Thus, a logical next step is to extend development and testing of publically available 

evidence-based psychological depression treatment apps to primary care. Among evidence-

based psychotherapies for depression, brief Behavioral Activation Treatment for Depression 

(BATD25,26) has shown great promise and is particularly amenable to mHealth delivery. 

BATD is grounded in behavioral principles, which suggest that depression is caused by a 

lack of reinforcement in the environment for positive, nondepressed behaviors. Thus, the 

goal of BATD is to help the patient identify, schedule, and reengage in positive activities. 

BATD accomplishes this goal by utilizing the following four treatment components, 

typically delivered across 5 to 10 treatment sessions: (1) Psychoeducation: Introduction to 

the BATD model; (2) Identification of life areas, values, and associated activities: 

Identification of values and goals within a variety of life areas important to the patient, 

including relationships, education, career, recreation, and health; (3) Daily monitoring and 
activity planning: Selection of activities that allow the patient to live according to his/her 

values and incorporation of the activities into the patient’s daily schedule. At the end of each 

week, scheduling additional activities for the following week; and (4) Contracts: 

Identification of a supportive individual to facilitate completion of difficult activities.
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There is an ample evidence base supporting the efficacy of BATD in the treatment of 

depression. Across studies, it is associated with reductions in depressive symptoms27,28 

including among those with major depressive disorder. 29 Behavioral Activation treatments 

have previously been delivered successfully within primary care clinics both by mental 

health nurses30 and psychologists.31 Furthermore, BATD has shown promise in a variety of 

other health-care settings, including oncology,32,33 the Veteran’s Administration health 

system,34 and substance use treatment.35–37 A key strength of BATD is that it is simple, 

straightforward, and easily understood by patients.38

An important next step is to tailor the delivery of BATD via mHealth, toward a goal of 

dissemination in real-world settings, most notably primary care. In the remainder of this 

paper, we will describe Moodivate, a mobile application adaptation of BATD, and discuss 

considerations for utilizing Moodivate in primary care.

Moodivate: Treatment development and description

Moodivate development began with a diverse team of providers, psychologists, and app 

developers in order to ensure that psychological treatment components were faithfully 

translated to a mobile platform. We utilized an agile software development approach, which 

promotes continued collaboration across the software development lifecycle between the 

entire development team.39 Moodivate consists of the following components, each discussed 

below with accompanying screenshots: (1) psychoeducation, (2) development of 

individualized values, (3) generation of activities consistent with each value, (4) scheduling 

and completing activities, (5) eliciting social support to help complete difficult activities, (6) 

ratings of daily mood, and (7) reinforcement for treatment utilization.

Psychoeducation

To provide BATD rationale, users complete a psychoeducational interactive tutorial 

illustrating the connection between thoughts, feelings, and behavior. This treatment rationale 

ultimately highlights that Moodivate will focus on increasing activity to improve mood and 

decrease the incidence of negative, depressogenic cognitions (Figure 1). Users practice 

generating values and activities and receive instruction regarding how to use the app.

Development of individualized values

Users are then taken to the “Life Areas” screen, where they can select from five life areas 

(Relationships, Daily Responsibilities, Recreation, Career and Education, and Health) in 

which to develop values (Figure 2). A value can be defined as an ideal, quality, or strong 

belief in a certain way of living. For example, within the life area of relationships, a user 

might generate a value of “Be a trustworthy friend.” This value-driven framework helps to 

ensure that selected activities will be positively reinforced over time, by virtue of being 

connected to what the user values as important.26 Ideally, users should generate several 

unique values within each life area.
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Generation of activities consistent with each value

Values are then used as a framework for generating aligning activities. Within each life area, 

users add activities within each value (Figure 3). For the user who generated the value of 

“Be a trustworthy friend” within the life area of relationships, possible activities might 

include going to dinner with a friend once a week or calling a friend for 20 minutes twice a 

week. Importantly, activities should be observable (i.e., someone else can see the user 

complete the activity) and measurable (i.e., can be scheduled into a finite period of time on a 

calendar). Thus, an activity such as “Think positively” would not be an appropriate activity 

because it is neither observable nor measurable. Users will generate several activities for 

each value.

Scheduling and completing activities

Once a user has generated activities across numerous values, the user then proceeds to 

schedule these activities via the Calendar screen (Figure 4). Here, the user will schedule 

value-driven activities, monitor already occurring activities, and identify when an activity 

has been completed. Color coding distinguishes activities in the past or upcoming, and users 

can rate how enjoyable and important each activity was. After completing an activity, the 

patient receives reinforcement for completing the activity (e.g., “Nice going, you did it!”). 

Ideally, the calendar screen should be utilized daily in order to track ongoing activities and 

monitor treatment progress.

Eliciting social support to help complete difficult activities

Sometimes activities are difficult for a user to complete on his/her own, and it can be useful 

to solicit help from others. For example, a user might schedule in an activity to go grocery 

shopping weekly, but might not have access to reliable transportation. In this case, it would 

be useful for the user to enlist social support to complete that activity. In Moodivate, 

enlisting social support is referred to as an “Assist” (shown as a life preserver icon) that 

allows the user to identify another individual(s) who can help (Figure 5). The user then has 

the option to schedule a time to ask that person for help. Assists can also be developed if an 

activity has been scheduled, but not completed three times. In this instance, a pop-up will 

appear on the calendar screen with the message “It seems like you have scheduled this 

activity a few times but have been unable to complete it. Do you want to create an assist?”

Ratings of daily mood

Moodivate users can track daily mood in order to ultimately track treatment progress. 

Calendar prompts trigger users to rate their mood each day on a scale of 1 (terrible) to 5 

(great). Within the User Info tab, the patient can view a graph of fluctuations in daily mood 

overlaid upon a graph of number of completed activities, illustrating the connection between 

activity and mood (Figure 6).

Reinforcement for treatment utilization

Moodivate users are reinforced for treatment engagement via badges. When a user earns a 

badge, a pop-up displays on the screen congratulating the user and explaining why the user 
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earned that badge (Figure 7). A user can view all of the badges he/she has earned as well as 

the badges he/she has yet to earn on the User Info page.

Moodivate evaluation

Although BATD has a strong base of empirical support, BATD delivered within a mobile 

app, and specifically Moodivate, has not been tested. Early evaluation is now underway. Our 

team is conducting a clinical trial evaluation of Moodivate among patients with moderate 

symptoms of depression identified within the family medicine practice setting. Patients are 

being randomized to one of three arms: Moodivate, an active control mobile app, or 

treatment as usual. All patients, regardless of treatment group, receive standard patient 

education materials about depression and providers deliver depression treatment as they 

normally would. If randomized to an app condition, participants are asked to utilize their app 

at least once per day. All participants complete weekly assessments of depressive symptoms, 

affect, and other related constructs (e.g., anhedonia, activation, and anxiety). App utilization 

is assessed via analytics data and participant self-report, including qualitative feedback 

related to participant impressions of each mobile app. Our initial goals within this pilot study 

are to examine treatment acceptability and feasibility as well as change in depressive 

symptoms over a brief (two-month) period. Based on participant feedback, we plan to refine 

Moodivate in order to improve treatment acceptability and ease of use.

This pilot RCT of Moodivate will provide us with preliminary data regarding treatment 

efficacy, but will also leave many questions unanswered. As pharmacotherapy is a first line 

treatment for depression in primary care, an important follow-up study should examine 

Moodivate efficacy when delivered alone versus in combination with pharmacotherapy. In 

light of previous studies which have demonstrated that combination psychotherapy and 

pharmacotherapy delivered via primary care is associated with significantly greater effect 

than either treatment delivered alone,29,40 one might expect that similar results would be 

found with Moodivate, but this is yet unknown.

Potential dissemination of Moodivate within primary care

It is important to note that even though the evidence base for Moodivate is in its infancy, 

BATD, the treatment on which Moodivate is based, has extensive support. Extension of 

BATD into mHealth platforms is the logical next step. While we anticipate strong treatment 

effects from Moodivate, even modest effects would have very large impact with expanded 

reach as might be expected with dissemination into primary care. Thus, the remainder of this 

paper presents some of the major issues to consider for this dissemination.

Assessing treatment response

Effective management of depression within primary care begins with evidence-based 

screening/assessment. There are many options for screening and thus not fully addressed 

herein [see Williams et al.41 for a comprehensive review of available instruments for 

screening for depresison in primary care]. Per Institute for Clinical Systems Improvement 

(ICSI) guidelines,42 patients with mild depressive symptoms should be provided with 

support, educated to contact their physician if symptoms worsen, and scheduled for a return 
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appointment within one month. Patients with moderate or greater depressive symptoms 

should receive more intensive treatment. For these patients, Moodivate may be applicable as 

an adjunct treatment. Patients with moderate or severe depression, or those who endorse 

suicidality likely should not utilize Moodivate as a monotherapy. In these instances, 

combining Moodivate with traditional psychotherapy and/or medication management may 

be appropriate. Standard risk assessment and intervention procedures should be 

implemented for patients endorsing suicidality, which may include urgent referral to crisis 

specialty health care.

At every follow-up visit, patients should recomplete a depression screening measure. This 

follow-up assessment can be compared to prior scores in order to track overall trajectory of 

depressive symptoms and determine whether alterations should be made to the treatment 

plan. Consistent with ICSI guidelines,42 treatment response can be defined as a 50% or 

greater reduction in symptoms as measured on standardized ratings scales. Partial response 

is defined as a 25%–50% reduction in symptoms. Full depression remission is defined as a 

two-month period devoid of major depressive disorder symptoms. Moodivate treatment 

duration is an important empirical question that has not yet been examined, thus treatment 

response and symptom remission may be useful indicators to determine whether treatment 

should be modified, continued, or terminated. As traditional BATD treatment typically 

occurs over 8–10 weeks,26 in our ongoing clinical trial, we encourage participants to utilize 

the app over the course of 8 weeks.

Treatment access

Moodivate is commercially available for nominal cost (<$5) on iOS platforms. Expansion to 

Android is planned for the future. Thus, in addition to symptom severity, mobile phone 

ownership, type of mobile phone, and cost are all factors that should be considered prior to 

recommending Moodivate. Regarding treatment access for the provider, Moodivate does not 

currently incorporate a provider-facing component. In the future, we plan to explore adding 

additional functionality to allow physicians to track patient progress remotely including 

receiving alerts on nonuse as well as clinical deterioration. Providers who wish to assess 

patient usage of Moodivate are encouraged to discuss Moodivate use with patients during 

follow-up appointments, including frequency of app utilization, number of values and 

activities selected, benefits/difficulties of use, and overall number of symptoms and 

functional impairment. The app could be opened and shared with the provider to review 

values, activities, mood, and assists.

Promoting treatment adherence

Prior trials of dissemination of remotely delivered computerized psychological interventions 

with primary care patients have struggled with poor treatment adherence, particularly among 

those with clinical levels of depression.43 One primary patient-reported barrier to treatment 

engagement with this mode of delivery is the need for monitoring and/or follow-up to 

support treatment completion.44 Thus, patient uptake of Moodivate will likely greatly 

depend on the advice and recommendations of their trusted medical providers. As such, in 

addition to continual symptom monitoring as discussed above, engagement from clinicians 

(or other members of the medical team) is likely also useful, if not necessary. This 
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engagement could be brief (simple recommendation) or more pronounced (download and 

introduction within clinical encounter, discussion of questions, and general 

psychoeducation), and this is left to provider discretion. At minimum, providers should 

recommend regular use of the app and follow-up at next visit.

Treatment motivation

Low motivation is a core symptom of depression that is likely to interfere with treatment 

engagement. Moodivate incorporates several features to reinforce treatment engagement and, 

by extension, motivation, including positive messages after activities are completed and 

badges which are earned for continued treatment adherence. Providers likely should also 

assess motivation for depression treatment prior to recommending Moodivate. Patients who 

endorse lower treatment motivation may benefit from other treatment approaches, such as 

Motivational Interviewing, either instead of or prior to Moodivate.

Conclusions

In sum, Moodivate is a promising mobile app adaptation of a popular evidence-based 

psychotherapy for depression. Moodivate may extend the menu of treatment options for 

primary care physicians and their patients with elevated depressive symptoms. Moodivate 

fits well into current clinical guidelines recommending thorough assessment, treatment, and 

follow-up for depression. With additional testing, focusing both on efficacy and 

effectiveness, Moodivate has the potential to improve accessibility of evidence-based 

psychotherapy for patients in need who do not utilize traditional mental health treatments.

Acknowledgments

Funding

The author(s) disclosed receipt of the following financial support for the research, authorship, and/or publication of 
this article: Funding for this work was provided by the National Institute of Mental Health (R41 MH108219).

References

1. Kessler RC. The costs of depression. Psychiatr Clin North Am. 2012; 35:1–14. [PubMed: 
22370487] 

2. Ferrari AJ, Charleson FJ, Norman RE, et al. Burden of depressive disorders by country, sex, age, 
and year: findings from the global burden of disease study 2010. PLoS Med. 2013; 10:e1001547. 
[PubMed: 24223526] 

3. Cassano P, Fava M. Depression and public health: an overview. J Psychosom Res. 2002; 53:849–
857. [PubMed: 12377293] 

4. Moussavi S, Chatterji S, Verdes E, et al. Depression, chronic diseases, and decrements in health: 
results from the World Health Surveys. Lancet. 2007; 370:851–858. [PubMed: 17826170] 

5. Siu AL. The US Preventive Services Task Force. Screening for depression in adults: US Preventive 
Services Task Force recommendation statement. JAMA. 2016; 315:380–387. [PubMed: 26813211] 

6. Tylee A, Walters P. Underrecognition of anxiety and mood disorders in primary care: why does the 
problem exist and what can be done? J Clin Psychiatry. 2007; 68:27–30.

7. Pilling S, Anderson I, Goldberg D, et al. Depression in adults, including those with a chronic 
physical health problem: summary of NICE guidance. BMJ. 2009; 339:1025–1030.

8. Mojtabai R, Olfson M. National trends in long-term use of antidepressant medications: results from 
the US National Health and Nutrition Examination Survey. J Clin Psychiatry. 2013; 75:169–177.

Dahne et al. Page 8

Int J Psychiatry Med. Author manuscript; available in PMC 2017 September 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



9. Barkil-Oteo A. Collaborative care for depression in primary care: how psychiatry could 
“troubleshoot” current treatments and practices. Yale J Biol Med. 2013; 86:139–146. [PubMed: 
23766735] 

10. Cuijpers P, Sijbrandij M, Koole SL, et al. Adding psychotherapy to antidepressant medication in 
depression and anxiety disorders: a meta-analysis. World Psychiatry. 2014; 13:56–67. [PubMed: 
24497254] 

11. Kessler R. Mental health care treatment initiation when mental health services are incorporated 
into primary care practice. J Am Board Fam Med. 2012; 25:255–259. [PubMed: 22403211] 

12. Mohr DC, Hart SL, Marmar C. Telephone administered cognitive-behavioral therapy for the 
treatment of depression in a rural primary care clinic. Cognit Ther Res. 2006; 30:29–37.

13. Menke R, Flynn H. Relationships between stigma, depression, and treatment in white and African 
American primary care patients. J Nerv Ment Dis. 2009; 197:407–411. [PubMed: 19525740] 

14. Steinhubl SR, Muse ED, Topol EJ. Can mobile health technologies transform health care? JAMA. 
2013; 310:2395–2396. [PubMed: 24158428] 

15. Proudfoot J, et al. Clinical efficacy of computerised cognitive–behavioural therapy for anxiety and 
depression in primary care: randomised controlled trial. Br J Psychiatry. 2004; 185:46–54. 
[PubMed: 15231555] 

16. Andrews G, et al. Computer therapy for the anxiety and depressive disorders is effective, 
acceptable and practical health care: a meta-analysis. PloS One. 2010; 5:e13196. [PubMed: 
20967242] 

17. Olmstead, K., Atkinson, M. Apps permissions in the Google Play store. Pew Research Center; 
http://www.pewinternet.org/2015/11/10/apps-permissions-in-the-google-play-store/ [accessed 7 
July 2017]

18. Pew Research Center. Mobile Fact Sheet. Pew Internet & American Life Project; 2017. http://
www.pewinternet.org/fact-sheet/mobile/ [accessed 20 January 2017]

19. Franko OI, Tirrell TF. Smartphone app use among medical providers in ACGME training 
programs. J Med Syst. 2012; 36:3135–3139. [PubMed: 22052129] 

20. Huguet A, et al. A systematic review of cognitive behavioral therapy and behavioral activation apps 
for depression. PloS One. 2016; 11:e0154248. [PubMed: 27135410] 

21. Shen N, et al. Finding a depression app: a review and content analysis of the depression app 
marketplace. JMIR mHealth uHealth. 2015; 3:e16. [PubMed: 25689790] 

22. Lattie EG, et al. Uptake and usage of IntelliCare: a publicly available suite of mental health and 
well-being apps. Internet Interv. 2016; 4:152–158. [PubMed: 27398319] 

23. Arean PA, et al. The use and effectiveness of mobile apps for depression: results from a fully 
remote clinical trial. JMIR. 2016; 18:e330. [PubMed: 27998876] 

24. Mohr DC, et al. IntelliCare: an eclectic, skills-based app suite for the treatment of depression and 
anxiety. JMIR. 2017; 19:e10. [PubMed: 28057609] 

25. Lejuez CW, Hopko DR, LePage JP, et al. A brief behavioral activation treatment for depression. 
Cogn Behav Prac. 2001; 8:164–175.

26. Lejuez CW, Hopko DR, Acierno R, et al. Ten year revision of the brief behavioral activation 
treatment for depression: revised treatment manual. Behav Modif. 2011; 35:111–161. [PubMed: 
21324944] 

27. Gawrysiak M, Nicholas C, Hopko DR. Behavioral activation for moderately depressed university 
students: randomized controlled trial. J Couns Psychol. 2009; 56:468–475.

28. Reynolds EK, Macpherson L, Tull MT, et al. Integration of the brief behavioral activation treatment 
for depression (BATD) into a college orientation program: depression and alcohol outcomes. J 
Couns Psychol. 2011; 58:555–564. [PubMed: 21787070] 

29. Hopko DR, Lejuez CW, LePage JP, et al. A brief behavioral activation treatment for depression a 
randomized pilot trial within an inpatient psychiatric hospital. Behav Modif. 2003; 27:458–469. 
[PubMed: 12971122] 

30. Ekers D, et al. Behavioural activation delivered by the non-specialist: phase II randomised 
controlled trial. Br J Psychiatry. 2011; 198:66–72. [PubMed: 21200079] 

Dahne et al. Page 9

Int J Psychiatry Med. Author manuscript; available in PMC 2017 September 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.pewinternet.org/2015/11/10/apps-permissions-in-the-google-play-store/
http://www.pewinternet.org/fact-sheet/mobile/
http://www.pewinternet.org/fact-sheet/mobile/


31. Jakupcak M, et al. Behavioral activation as a primary care-based treatment for PTSD and 
depression among returning veterans. J Trauma Stress. 2010; 23:491–495. [PubMed: 20623596] 

32. Hopko DR, Funderburk RC, Shorey CC, et al. Behavioral activation and problem-solving therapy 
for depressed breast cancer patients: preliminary support for decreased suicidal ideation. Behav 
Modif. 2013; 37:747–767. [PubMed: 23990646] 

33. Hopko DR, Armento MEA, Robertson SM, et al. Brief behavioral activation and problem-solving 
therapy for depressed breast cancer patients: randomized trial. J Consult Clin Psychol. 2011; 
79:834–849. [PubMed: 21988544] 

34. Gros DF, Price M, Strachan M, et al. Behavioral activation and therapeutic exposure: an 
investigation of relative symptom changes in PTSD and depression during the course of integrated 
behavioral activation, situational exposure, and imaginal exposure techniques. Behav Modif. 2012; 
36:580–599. [PubMed: 22679240] 

35. Daughters SB, Braun AR, Sargeant MN, et al. Effectiveness of a brief behavioral treatment for 
inner-city illicit drug users with elevated depressive symptoms: the Life Enhancement Treatment 
for Substance Use (LETS Act!). J Clin Psychiatry. 2008; 69:122–129. [PubMed: 18312046] 

36. MacPherson L, Tull MT, Matusiewicz AK, et al. Randomized controlled trial of behavioral 
activation smoking cessation treatment for smokers with elevated depressive symptoms. J Consult 
Clin Psychol. 2010; 78:55–61. [PubMed: 20099950] 

37. Magidson JF, Gorka SM, MacPherson L, et al. Examining the effect of the Life Enhancement 
Treatment for Substance Use (LETS ACT) on residential substance abuse treatment retention. 
Addict Behav. 2011; 36:615–623. [PubMed: 21310539] 

38. Bolton P, Bass JK, Zangana GA, et al. A randomized controlled trial of mental health interventions 
for survivors of systematic violence in Kurdistan, Northern Iraq. BMC Psychiatry. 2014; 14:360. 
[PubMed: 25551436] 

39. Martin, RC. Agile software development: principles, patterns, and practices. Upper Saddle River, 
NJ: Prentice Hall PTR; 2003. 

40. Dimidjian S, Hollon SD, Dobson KS, et al. Randomized trial of behavioral activation, cognitive 
therapy, and antidepressant medication in the acute treatment of adults with major depression. J 
Consult Clin Psychol. 2006; 74:658–670. [PubMed: 16881773] 

41. Williams JW, Pignone M, Ramirez G, et al. Identifying depression in primary care: a literature 
synthesis of case-finding instruments. Gen Hosp Psychiatry. 2002; 24:225–237. [PubMed: 
12100833] 

42. Trangle, M., Gursky, J., Haight, R., et al. Adult depression in primary care. ICSI Inst Clin Syst 
Improv. https://www.icsi.org/guidelines__more/catalog_guidelines_and_more/catalog_guidelines/
catalog_behavioral_health_guidelines/depression/

43. Gilbody S, et al. Computerised cognitive behaviour therapy (cCBT) as treatment for depression in 
primary care (REEACT trial): large scale pragmatic randomised controlled trial. BMJ. 2015; 
351:h5627. [PubMed: 26559241] 

44. Knowles SE, et al. Patient experience of computerised therapy for depression in primary care. BMJ 
Open. 2015; 5:e008581.

Dahne et al. Page 10

Int J Psychiatry Med. Author manuscript; available in PMC 2017 September 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.icsi.org/guidelines__more/catalog_guidelines_and_more/catalog_guidelines/catalog_behavioral_health_guidelines/depression/
https://www.icsi.org/guidelines__more/catalog_guidelines_and_more/catalog_guidelines/catalog_behavioral_health_guidelines/depression/


Figure 1. 
Moodivate psychoeducation.
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Figure 2. 
Life areas and values.
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Figure 3. 
Activities.
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Figure 4. 
Daily calendar.

Dahne et al. Page 14

Int J Psychiatry Med. Author manuscript; available in PMC 2017 September 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 5. 
Assists.
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Figure 6. 
Rating and tracking daily mood.
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Figure 7. 
Badges.
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