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e know that cognitive-behavioral therapies provide effective treat-
Wmen‘r for many disorders and problems. Unfortunately, we know
disappointingly little about the mechanisms of action of the therapies.
Understanding these mechanisms is essential to our efforts to strength-
en available therapies, develop new and more effective therapies, tailor
the evidence-based protocols to the unique needs of each patient, man-
age noncompliance and other obstacles to implementing the therapies,
and understand and overcome treatment failure when it occurs.
Therefore, the theme of the 2003 Annual Convention is "Mechanisms of
Action of Effective Treatment."

We will give special priority to submissions that address mechanisms
of action of cognitive-behavioral therapies, including studies of:

* the therapeutic processes that contribute to better and worse out-
comes, including within- and between-session "micro-outcomes";

* the psychopathological processes that interact with intervention strate-
gies and affect outcome; and

* client variables, such as culture, ethnicity, gender, age, and sexual ori-
entation, that moderate and mediate the effectiveness of cognitive-

behavioral interventions.

Submissions may be in the form of symposia, roundtables, panel dis-

cussions, or posters.

ELECTRONIC SUBMISSIONS
This year submissions for symposia, clinical roundtables, panel discus-
sions and posters will be made electronically via the AABT Web site. The
submission link will be active after February 1, 2003 at www.aabt.org.
The format for submissions will be similar to last year and full instruc-

tions will appear on the Web site.

The deadline for submission of symposia, clinical roundtables,
panel discussions, and posters is March 3, 2003.

DEBRA A. HOPE, PROGRAM CHAIR
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Special Series

Behavior Therapy in Correctional Settings:
Examples From the Georgia Department of

Corrections

James I DeGroot, Georgia Department of Corrections

he provision of mental health ser-
I vices to incarcerated populations is a
relatively  recent development.
Historically, mentally ill inmates were
treated by general practice physicians or
placed in isolation/segregation until their
behavior improved. With most recent sta-
tistics from the Department of Justice
revealing that 16% of all prison inmates
are mentally ill, it is imperative that effec-
tive treatments be developed and imple-
mented. The National Alliance for the
Mentally Ill has begun to call attention to
the unique problems experienced by men-
tally ill inmates. The Department of
Justice is focusing on this population by
creating mental health courts and prison
diversion programs for the mentally ill.
Unfortunately, most research focusing
on effective technologies for treating
prison inmates occurred before the 1980s.
At a time when more mentally ill are in
prison than ever before, there is little
recent research on empirically supported
treatments for them. As might be expect-
ed, the lack of research on effective behav-
ioral interventions for prison inmates is
multiply determined. The intense use of
psychotropic medications resulted in a
boon for psychiatry and a shadowing of

nonpharmacological treatment (and cor-
rectional staff at least appreciate, and
sometimes need, a quick fix for inmate
mental health problems). Another issue is
that prison populations create some diffi-
culties. For instance, most mentally ill
inmates also meet criteria for substance
abuse and personality disorders. Failure to
look only at the criminal aspect and not
include addictive behaviors and personali-
ty issues can result in poor outcome when
working with this disenfranchised popula-
tion. Issues such as education are also per-
tinent. For example, 40% of the inmates
in Georgia have less than a sixth-grade
reading ability, 44% have less than a
sixth-grade spelling ability, and 62% have
less than a sixth-grade arithmetic ability.
These demographic characteristics associ-
ated with prison populations often require
making significant adjustments to exist-
ing protocols to accommodate special and
specific needs. Also, a significant percent-
age of our inmates have chronic medical
problems (e.g., HIV, TB, and hepatitis)
that create challenges for even the most
well-informed behavior therapists. These
problems exist within the currently preva-
lent  punishment-versus-rehabilitation
model in most prison settings. This model

can create significant barriers to the devel-
opment and delivery of empirically sup-
ported interventions to mentally ill
inmates.

In spite of its proven efficacy and cost-
effectiveness, it is rare to see cognitive
behavior therapy (CBT) used to treat
inmates with mental health problems. We
have attempted to implement behavior
therapy and CBT into our treatment for
Georgia inmates. This special series high-
lights some initial work conducted within
the Georgia Department of Corrections.
We intervene at several levels. A common
treatment target in prison settings is
decreasing the disproportionate number
of disciplinary infractions obtained by
mentally ill inmates. The consequence of
prison infractions is punishment (isola-
tion/ segregation). Carole Seegert presents
descriptions, outcomes, and problems in
several behavioral interventions. Christy
Daniel and John Watkins present efforts
by psychologists designed to decrease the
number of disciplinary infractions
through use of an intensive behavior ther-
apy unit. Greg Cox presents initial devel-
opment of a screening device to identify
inmates at risk. Javel Jackson discusses
the development and implementation of
an intervention to decrease self-injurious
behaviors. Finally, Tom Spudic addresses
assessment of inmate satisfaction with
mental health services.

This series provides a glimpse into
some of the rewards and difficulties for
behaviorally oriented clinicians working in
correctional settings. If these articles help
activate additional research and dialogue,
and promote further attempts at valid
behavioral interventions, they have
accomplished their goal. &

Token Economics and Incentive Programs:
Behavioral Improvement in Mental Health
Inmates Housed in State Prisons

Carole R. Seegert, MHM Correctional Services, Georgia Department of

Corrections

he use of a token economy to modi-

I fy behavior has a long history as an
operant procedure for maintaining

or increasing desirable responses and
decreasing undesirable behaviors. The
essential feature of a token economy is the
giving or taking away of behaviorally con-
tingent tokens (or points) that can be
exchanged for rewards (Westen, 1999).
Token economies have been used in a vari-
ety of institutional settings such as psychi-
atric hospitals (e.g., McMonagle &
Sultana, 2001) and schools (e.g., Myles,
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Moran, Ormsbee, & Downing, 1992).
This article describes lessons learned from
employing a similar operant procedure,
incentive programming, to modify the
behaviors of state correctional inmates
classified as in need of mental health ser-
vices.

Incentive programming is a variation
of a token economy that provides direct
rewards for targeted behavior change.
Within the Georgia Department of
Corrections, incentive programming has
been used to increase positive behaviors

such as treatment participation, personal
hygiene, and appropriate social/psycho-
logical functioning. Reward-based treat-
ment interventions have also been used to
reduce problematic behaviors associated
with disciplinary infractions and inten-
tional self-injury. Inmate characteristics
such as gender and contextual factors
(e.g., what is permitted and available at
specific institutions) are used to identify
potential reinforcers.

A major influence on the effectiveness
of incentive programming is the level of
sophistication and the philosophy of
prison administrators. Even cost-effective
incentive programs are often viewed with
suspicion and judged to be antithetical to
the “tough-on-crime” approach. A prison
administrator who is philosophically
opposed to rewarding inmates often trans-
lates into a refusal to support incentive
programming, whereas the active support
of a warden can result in obtaining the
resources necessary to implement a highly
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successful program. In addition to admin-
istrative support, involving front-line cor-
rectional staff members is critical to suc-
cessful programming. In settings where
the correctional staff are supportive it is
sometimes difficult to determine whether
targeted behavior change resulted from
the positive influence of supportive correc-
tional officers or the actual incentive.

The projects described below reflect
small-scale efforts by behaviorally orient-
ed clinicians to provide effective treatment
for mental health inmates. A major threat
to the internal validity of time-series
designs involves a main effect of history;
the use of a control group is the best
approach for addressing this problem.
Unfortunately, large case loads coupled
with a lack of support staff rarely allows
for such a comparison. The behavior ther-
apists involved in these projects are aware
of design limitations and the cases listed
below are anecdotal and designed to high-
light relevant factors.

Increasing the Personal Hygiene of
Male Inmates Diagnosed With
Schizophrenia

Beef sticks and coffee packets were
used to promote good personal hygiene
(e.g., showering 3 times per week) of a
male inmate diagnosed with schizophre-
nia. Crackers, on the other hand, proved
less effective as an incentive because
inmates could easily obtain them in other
ways (e.g., from the inmate store). As all
behaviorally oriented clinicians know, the
power of a reinforcer is diminished by its
ready availability by means other than
engaging in the targeted behavior.

Decreasing Disciplinary Reports for
Male Inmates With Serious Mental
Illness in a Maximum Security Prison

Personal staff congratulations and hot
dogs with condiments were used to
decrease the number of disciplinary
reports (DRs) received by seriously men-
tally ill inmates residing on a supportive
living unit (SLU) or in lock-down status.
An SLU is a residential treatment unit for
those whose functioning is so sufficiently
impaired by mental illness that they need
more intensive clinical services and shelter
from the general population. These
inmates generally have mobility on their
unit and interact with peers. Inmates in
lock-down status are housed in small cells,
often alone, for purposes of administrative
punishment or personal protection. This
program had only limited success in
decreasing rule infractions because it
required inmates to be DR free for 3
months to earn their reward. A 90-day
interval is excessively long, particularly for
individuals oriented to short-term gratifi-
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cation. The greatest value of the project
may have been its humanizing effect in
the unpleasant environment of a high-
security institution. The staff reported
that inmates were very responsive to the
positive attention they received. Another
benefit, though unanticipated, was that
some indigent inmates who routinely
traded sex for prison store items like ciga-
rettes and pastries traded their hot dogs
instead.

Decreasing Self-Mutilation
in Male Inmates

Ice cream sandwiches were used to
motivate male inmates with histories of
self-mutilation to participate in group
therapy and remain injury free. Each
week, patients were provided with an ice
cream sandwich if they attended the treat-
ment group and had not harmed them-
selves during the previous week.
Participants received two ice cream sand-
wiches if none of the group members had
engaged in self-harm. This promoted a
social support system that rewarded
inmates for not self-mutilating. The
importance of conducting idiographic
assessments was brought home when one
man cut himself shortly after a group
meeting in which he had enjoyed two ice
cream sandwiches. When asked the rea-
sons for the self-injurious behavior, he
stated, “I don’t do happiness.” Although
the overall reduction in self-mutilation
was clinically significant, the program was
derailed when a prison administrator dis-
covered that the psychologist leading the
group was purchasing the ice cream sand-
wiches with her own money. This violated
the prison rule against giving gifts to
inmates and continuing her practice
would have jeopardized her job.

Decreasing Disciplinary Reports
for Female Inmates on a
Mental Health Unit

Music, games, and “sock hops” were
used to reinforce females on a mental
health unit for decreasing the number of
disciplinary infractions. The women
earned points for good behavior, which
they could exchange for pleasurable social
experiences like games that were provided
by the activity therapist during special
sessions. Data showed an initial decrease
in disciplinary reports; however, personnel
changes resulted in inconsistent imple-
mentation of the program and diminished
efficacy.

Male Mental Health Inmates
on an SLU

Videos and boom-box music were used
to reinforce good dorm inspections and to

decrease the number of disciplinary infrac-
tions on an SLU of 25 male residents. A
point system was developed whereby the
unit was given 5 points each month,
earned additional points for good dorm
inspections, and lost points for each disci-
plinary report received by any resident.
The unit could watch a video if at least 1
point was left at the end of the month. An
interrupted time-series design demon-
strated a dramatic decrease in the number
of disciplinary reports for the 5-month
period after implementing the program.
The prison administrators became con-
cerned about copyright violations and
halted the use of videotaped movies as
reinforcers. Lawyers for the Department
of Corrections clarified that showing
videos to small groups of inmates without
charging admission fees was legal.
Nonetheless, concerned about how and
which movies might be selected, prison
administrators remained wary of this
practice. Videos were a potent reinforcer
and, when eliminated, disciplinary infrac-
tions increased. Access to boom-box
music (of inmate choice) was enjoyed by
the inmates but was not sufficient to
motivate changes in behavior.

Psychotic Male Inmate

Permitting carefully scheduled phone
calls to family members dramatically
improved the behavior of a psychotic male
inmate when used as reinforcement for
not “pestering” his counselors. This pes-
tering took the form of repeated, annoy-
ing requests for extra privileges (primarily
to make phone calls to family members)
and repeated requests to be transferred to
a facility closer to home. More serious
problem behaviors such as spreading feces
over the walls of his cell, eating feces, and
making repeated threats to harm himself
resulted in frequent short-term place-
ments on a Crisis Stabilization Unit.

As a first step, the behavior therapist
met with the inmate and planned the
incentive program. The inmate agreed to
the schedule and the rewards. He under-
stood that the required period of appro-
priate behavior would be lengthened
incrementally. Phone calls were initially
granted after 2 days of not nagging his
counselor, with increments increasing to 1
week, 2 weeks, and 1 month. The inmate
evinced greater self-control as the time
required to receive the incentive increased.
He refrained from nagging his counselor
and engaging in inappropriate activity
with fecal matter. Threats of self-harm
ceased for the 6 months necessary to earn
transfer to a prison closer to his home.
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minutes of telephone time, and receive 2
hours of television privileges. Inmates are
quickly demoted to a lower level of privi-
leges if inappropriate behaviors reemerge.
A significant period of stability in behav-
ioral change is required prior to the
inmate being integrated back into the
general prison population. Below, we pre-
sent two cases to illustrate how the IBTU
functions.

Case of Julia

Julia was transferred to the IBTU
because she refused to attend to her per-
sonal hygiene, eat, or maintain her room
at institutional standards. This was her
first incarceration and there was no docu-
mented mental health diagnosis. She was
extremely hostile and aggressive toward
staff and other inmates. Julia’s weight
dropped 20 pounds in 6 weeks. A subse-
quent mental health evaluation resulted
in a diagnosis of psychosis and an inabili-
ty to care for herself. She was transferred
to a crisis stabilization unit and placed on
Prolixin. The next day she was admitted
to the IBTU and provided with informa-
tion about what she could expect to gain
from participating in the program. Slowly
over the next several weeks she began to
participate in groups, demonstrate proso-
cial behavior, and take an active interest in
the program. The incentive program was
effective for increasing personal hygiene
and prosocial behaviors. Within 3 months
Julia was discharged from the IBTU and
since her release she has complied with the
rules and regulations of the institution.

Case of Jane

Jane underwent treatment in a mental
hospital the year preceding her incarcera-
tion. The hospital reported little success in
altering her behavior and described her as
extremely self-injurious. She would throw
herself down stairs and cut her face and
throat with glass. She also would swallow

elongated objects such as antennas, pens,
spoons, and toothbrushes. Following
surgeries to remove these items, she
would reopen the wounds and remove her
sutures. Jane was admitted to the IBTU
and placed on camera observation to mon-
itor the self-injurious behavior. Behavioral
interventions included modeling, cueing
her to articulate her needs, and systemat-
ically ignoring negative attention-seeking
behaviors. Positive behaviors were reward-
ed with verbal praise, special activities like
watching television, and weekly incen-
tives. When her negative attention-seek-
ing and self-injurious behaviors subsided
for 3 months she was allowed to have her
lights turned off at night and camera
observation was terminated. After 10
months Jane was discharged to a less
restrictive ward and no further incidents
of self-injurious behavior were recorded.

Supportive Data

The goal of IBTU is to promote proso-
cial behavior and extinguish problematic
behavior. The hope is that through the
consistent application of external reward
the inmate will eventually come to experi-
ence intrinsic motivation to behave in an
appropriate manner. Pilot data are pre-
sented below. The goal was to asses the
effectiveness of the program by contrast-
ing the number of disciplinary reports
received 90 days before IBTU admission
with the number of disciplinary reports
received 90 days after discharge from the
IBTU. The sample consisted of 39
inmates, with average age of 28 and an
average G-month length of stay on the
IBTU. Discharge from the IBTU was
based upon a variety of factors, including
the clinical judgment of the coordinator
and other consultants for the unit (i.e.,
behavior therapists and psychiatrists).

A significant chi-square (}2 = 27.52,
p < .05) suggests that the number of
inmates that the coordinator and consul-
tants rated as significantly improved was

greater than chance. A paired sample ¢
test further revealed a significant differ-
ence between the number of disciplinary
reports inmates received during the 3
months prior to admission to the IBTU
M = 8.72, SD = 7.39) and 3 months
after release from the IBTU (M = 4.00,
SD = 4.34). The lack of a significant rela-
tionship between disciplinary reports
received prior to and after participating in
the IBTU (»r = .19, p = .26) suggests
behavior change did occur between the
periods sampled.

Discussion

The purpose of this paper was to
briefly describe an IBTU and to present
pilot data that assessed the efficacy of the
program. The coordinator and consultants
rated a greater number of inmates as
improved than would be expected by
chance. In addition, the contrast between
disciplinary reports 3 months before ver-
sus 3 months after treatment was signifi-
cant. We were unable to evaluate mecha-
nisms related to the change and inmates
demonstrated considerable variability in
response to the program. For instance,
indigent inmates in the general prison
population do not have the ability to pur-
chase items in the store; modifying their
behavior in accordance with the IBTU
guidelines allowed them to receive items
they normally could not access. On the
other hand, nonindigent inmates typically
had some family support and social con-
tacts, and this may have helped motivate
behavior change. A follow-up study is
evaluating the efficacy of the program and
employs a comparison group composed of
inmates with a comparable number of dis-
ciplinary reports who are not admitted to
the IBTU. &

Screening Inmates for Suicide Using Static

Risk Factors

Greg Cox, Georgia Department of Corrections

nal justice settings are commonly

called upon to identify inmates at
risk for suicide and to implement inter-
ventions that will decrease the probability
of suicide. This is a rather daunting task.
A project currently under way involves
the development of an assessment device
to identify at-risk inmates in need of sui-

B ehavior therapists working in crimi-
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cide prevention services. Clinical files for
35 inmates who had committed suicide
over a S-year period were reviewed to
identify common characteristics. A wide
variety of data were reviewed and five
face-valid areas served to organize the
search. The ultimate goal was to develop
a screening instrument for selection of
inmates most at risk of suicide.

Means of Suicide

Tatarelli, Mancinelli, Taggi, and
Polidori (1999) found hanging and gas
inhalation to be the most frequently
occurring methods of suicide in an Italian
sample of incarcerated individuals.
Several studies of nonincarcerated offend-
ers have found drug overdose to be the
most frequent method of suicide
(Kullgren, Tengstrom, & Grann, 1998;
Saarinen, Lehtonen, & Lonnqvist, 1999).
For the sample described here, the
method used was recorded for 32 inmates.
Ninety-one percent died by hanging and
9% died from an overdose. Detailed infor-
mation was available in 23 of the hanging

the Behavior Therapist
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TABLE 1
DIAGNOSES FOR SUCCESSFUL SUICIDES

Diagnosis Number Percent
Personality

disorders 17 63
Depression-related

disorders 13 48
Psychosis-related

disorders 11 41
Anxiety disorders 5 19
Bipolar disorders 5 19
Schizoaffective

disorder 5 19
Organic disorders 3 11
Sexual disorders 1 4
Malingering 1 4
Mental retardation 1 4
Sexual disorders 1 4

cases: 87% used a sheet or blanket and
13% used strings from a laundry bag or
shoes. One of the overdose cases used
Tylenol, one Doxepin, and one Elavil. In
general, these results are similar to what
has been reported in other correctional
sectings. Although many forms of self-
injurious behavior (e.g., cutting, head
banging, ingestion of foreign objects or
substances) indicate suicidality and
require direct clinical oversight and
review, hanging and drug overdose are the
most strongly related to completed sui-
cide.

Past Episodes of Self-Injury

Some have differentiated self-injurious
behaviors based on motivational differ-
ences between inmates who self-harm
because they wish to die versus inmates
who self-harm to escape a situation (Apter
et al.,, 1995). Others suggest that self-
harm behaviors follow a continuum of
parasuicides to completed suicides (Evans,
Albers, Macari, & Mason, 1996). Base-
rate data show that the rate of suicidal
ideation is greater than the rate of suicide
attempts, which, in turn, is greater than
the rate of completed suicides. For
instance, estimates for the rate of parasui-
cidal gestures within prison settings have
ranged from 1,380 per 100,000 inmates
to 3,760 per 100,000 inmates.
Depending on the prison setting, rates of
completed suicides are much lower.
Clinically meaningful differences are like-
ly to exist among inmates who report
thoughts of killing themselves, inmates
with a history of a single suicide attempt,
inmates with a history of multiple suicide
attempts, and inmates who complete sui-
cide (see Ivanoff, Jang, & Smyth, 1996;
Joiner, Walker, Rudd, & Jobes, 1999).
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TABLE 2
PROPOSED SCREENING ITEMS TO EVALUATE RISK OF SELF-INJURY AND SUICIDE

*Low-Risk Items
Diagnosis of severe depression
Diagnosis of substance abuse
Diagnosis of schizophrenia
Psychiatric treatment prior to incarceration
History of self-injurious behaviors

® Medium-Risk Items

Response Format

Absent = 0; Present = 1
Absent = 0; Present = 1
Absent = 0; Present =

Absent = 0; Present = 1
Absent = 0; Present = 1

Chronic medical condition Absent = 0; Present = 2
More than three episodes of self-injury Absent = 0; Present = 2
History of suicidal ideation Absent = 0; Present = 2
Recent significant losses Absent = 0; Present = 2
Suicide by a first-degree relative Absent = 0; Present = 2
*High-Risk Items

Attempted or made reference to hanging or overdose Absent = 0; Present = 3
Past self-injury that was nearly lethal and required

medical attention Absent = 0; Present = 3
Verbalize intention to kill self Absent = 0; Present = 3
History of command hallucination or delusions

involving self-harm Absent = 0; Present = 3

Nevertheless, 86% of the inmates in our lence of psychotic disorders among

sample had previous episodes of self-inju-
rious behavior.

Psychiatric Diagnosis

Efforts to discriminate among motiva-
tional factors related to self-harm revealed
some interesting differences in psychiatric
diagnoses. For example, Fulwiler, Forbes,
Santangelo, and Folstein (1997) found
that prisoners who injured themselves
without intending to die (a wish to escape
a situation) demonstrated fewer diagnoses
of depression and dysthymia than inmates
who attempted suicide (a wish to die).
Conversely, suicide attempters obtained
fewer diagnoses of childhood hyperactivi-
ty and antisocial, aggressive, and impul-
sive personality traits than those who used
self-injury as an avoidance strategy.
Depression has often been reported as the
most frequent diagnosis carried by
inmates who complete suicide (54%:
Fulwiler et al., 1997; 69%: Saarinen et al.,
1999; 62%: Tatarelli et al., 1999).

For our sample, information on psychi-
atric diagnosis was available for 33 of the
35 inmates who had completed suicide.
The number of diagnoses per inmate
ranged from O to 5, with an average of
2.25 per inmate. Eighty-one percent car-
ried at least one psychiatric diagnosis.
Table 1 lists the psychiatric diagnoses for
this sample. It is striking that 41% of this
sample was diagnosed with a psychotic
disorder, a number that would have been
higher except that psychosis data related
to schizoaffective diagnosis were not avail-
able. Research has estimated the preva-

inmates who suicide to range from 8.6%
to 20% (Saarinen et al., 1999, Tatarelli et
al., 1999).

The preponderance of personality dis-
orders (63%) and psychotic diagnoses
found in our sample of individuals who
completed suicide is consistent with the
Kullgren et al. (1998) finding relating a
personality disorder diagnosis to suicide
risk. Indeed, Kullgren and colleagues
found a standardized mortality ratio
among personality-disordered offenders
about 12 times that of the general popu-
lation of offenders.

Although Fulwiler et al. (1997) found
a bipolar disorder diagnosis in 33% of a
sample of inmates who committed sui-
cide, only 19% of our sample carried that
diagnosis. Moreover, rates of depression
were somewhat less in this sample than
what has been previously reported (e.g.,
53%: Fulwiler et al.; 61% to 62%:
Tatarelli et al., 1999).

History of Psychiatric Treatment Prior
to Incarceration

Psychiatric history appears to be the
most consistent correlate of suicide among
prison inmates. Inmates with documented
psychiatric histories were eight times
more likely to commit parasuicide during
incarceration than those without such his-
tories (Ivanoff et al., 1996). Twenty-two of
26 inmates (85%) for whom such infor-
mation was available had received psychi-
atric treatment prior to incarceration. Of
these, 12 records indicated psychiatric
hospitalization prior to incarceration.
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Outcome Research With High-Risk Inmates

Javel Jackson, Georgia Department of Corrections

settings are often asked to identify

factors that increase the probability
that an inmate will attempt suicide. The
low base rate for suicide makes the identi-
fication of reliable predictors difficult. For
instance, the Georgia Department of
Corrections houses approximately 40,000
inmates and, since records have been kept,
the annual suicide rate has varied from 1
to 12 per year. Nonetheless, inmate sui-
cide can have an enormous impact on the
inmate’s family members and friends, as
well as other inmates and the correctional
staff. Therefore, developing programs that
decrease the number of parasuicides and
suicides remains an important goal.

This paper describes a suicide preven-
tion program that was developed after
two female inmates in the same facility
killed themselves within a 2-week period.
The program employs a psychoeducation-
al approach and treatment is administered
in a group format. The goal is to train
inmates in coping skills that can be used
to deal with stressful situations. After
inmates complete the initial program they
can be assigned to a long-term therapeu-
tic group that was designed to provide
inmates with a support system to help
them cope with suicide-related thoughts,
feelings, and impulses. Coping skills
learned in the first groups are reinforced
and serve as the basis for the support sys-
tem. Because the initial program was
favorably received by inmates and staff,
a pilot study was conducted as the pro-
gram was exported to additional facilities
within the Georgia Department of
Corrections.

B ehavior therapists working in prison

Method
Participants

Participants were screened using a
device developed from a review of the
empirical literature (see Cox, 2002, in this

issue). Inmates with high scores and who
were clinically considered a high risk for
suicide were selected to participate in the
suicide prevention group. Inmates were
strongly encouraged to participate, but
participation was voluntary and inmates
could decline participation after a waiver
was signed. The number of participants in
each group ranged from 6 to 14. A wait
list was established whenever a large
number of inmates met the threshold for
potential participation. When possible,
inmates on the wait list participated in a
support group until program openings
arose.

Materials

The group followed a treatment proto-
col developed by Ellis and Newman
(1996). The protocol employed cognitive
therapy techniques to decrease the urge to
suicide. The Reasons for Living Inventory
(Linehan, Goodstein, Nielsen, & Chiles,
1983) was used to measure changes in
attitude.

Procedure

Training sessions were implemented to
encourage treatment fidelity across
groups and prison settings. All group
leaders participated in approximately 4
hours of training that involved reviewing
the treatment materials and the format
for delivering the protocol. Whenever a
support group was available for wait-
listed inmates, they also completed pre-
and posttreatment measures. Although
approximately 21 facilities participated in
the initial training, only 4 facilities agreed
to collect pre- and posttreatment mea-
sures. These 4 settings received addition-
al training that included mock group ses-
sions.

TABLE 1
DESCRIPTIVE INFORMATION

Facility % White Age Range % Transferred or Released % Completed
During Treatment

Facility 1

(n=12) 66 19-53 58 42

Facility 2

(n = 6) 50 27-51 50 50

Total 61 19-53 61 44
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Results

Although four settings had agreed to
collect pre- and posttreatment data, prob-
lems related to the copying and adminis-
tration of the materials (e.g., leaving out
questions or questionnaires) resulted in
data being available from only two facili-
ties. Table 1 provides descriptive informa-
tion from the participants.

Means and standard deviations are pre-
sented in Table 2. Results were analyzed
using paired samples z-test.

For Prison 1, significant pre- to
postreatment differences emerged for the
Survival and Coping Beliefs subscale and
the Fear of Social Disgrace subscale of the
Reasons for Living Inventory.

Discussion

The overall goal for the program was
to increase participants’ desires to live,
decrease participants’ level of suicide risk,
and, ultimately, save lives within the
Georgia State Prison system. The results
of this project highlight some of the diffi-
culties of developing empirical support for
treatments conducted within such a set-
ting. For instance, 21 facilities initially
demonstrated an interest in a suicide pre-
vention program, but only 4 facilities
agreed to collect data to determine the
effectiveness of the program. Moreover,
problems with data collection resulted in
the data from only 2 programs being
available for analysis. Discussion with the
facilitator (of Prison 2) mentioned that the
group was not conducted as the training
had suggested. While it would be easy to
criticize the facilities or personnel
involved, my belief is that these problems
stem from the priorities that are operating
in most state prison systems. The institu-
tional goals include containing and secur-
ing the incarcerated. In many facilities
there is a lack of space for programming
because the physical plant has been
designed to secure prisoners, not to pro-
mote programming. Therefore, weekly
groups may not always occur if the space
is not available. Furthermore, a group
may miss its designated meeting time
because of conflicts with the standard
institutional schedule, such as count clear-
ing (which is required for the accountabil-
ity of all inmates) or the administration
of medication that must occur during
specified times. Moreover, because many
departments (medical, security, various
work details, etc.) are vying for an
inmate’s time, requiring inmates to arrive
in a designated place on time may be
difficult. In addition, in this study, 61%
of those who began the program were
transferred or released before they were
able to complete the group. Inmates
transfer for various reasons, including pos-
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TABLE 2
MEANS AND STANDARD DEVIATIONS FOR THE REASONS FOR LIVING SCALE

SCB RF CC

FS ESD MO

Prison pre  post  pre  post pre

post  pre  post  pre  post

pre  post

P1
M 4.25 4.97% 474 5.02 3.80
SD 2.08 1.26 1.75 1.40 2.39
P2
M 3.36 4.06 4.80 4.76 3.22
SD 1.90 1.63 1.72 1.54 2.43
Total
M 4.02 4.63 476 492 3.8
SD 2.03 147 1.72 145 2.37

491 348 382 2.60 4.06* 3.90 4.20
1.92 230 1.82 176 1.66 2.17 201

455 4.04 375 4.22 322 3.66 4.00
212 203 140 456 192 210 1.65

476  3.69 380 320 375 3.81 4.12
1.97 220 1.67 1.84 1.77 211 1.86

coming soon in

BEHAVIOR
THERAPY
Volume 34(#1)

ORIGINAL RESEARCH

Note. SCB = Survival and Coping Beliefs, RF = Responsibility to Family, CC = Child Concerns,
FS = Fear of Suicide, FSD = Fear of Social Disgrace, MO = Moral Objections
*Significant pre- to posttreatment change (p < .05).

itive transfer to a facility closer to the
inmate’s home or for training at a facilicy
that offers a particular vocational pro-
gram. Those released may have served
their maximum time or may have been
released on parole. All of the above-
mentioned reasons make it quite difficult
for facilitators to conduct groups in a
standard manner and for any inmate to
complete a group.

The concept of providing a suicide pro-
gram for prison inmates seems reasonable
and inmates tagged as high risk for sui-
cide rate the program as helpful.
Therefore, the effort to develop an effec-
tive protocol that is sensitive to contextu-
al factors will continue. The hope is that
further refinements will result in a pro-
gram that increases the inmate’s ability to
cope with stressors and decreases the

propensity to seek out a permanent solu-
tion to temporary problems.
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Assessing Inmate Satisfaction With Mental

Health Services

Thomas J. Spudic, Georgia Department of Corrections

n inherent tension exists between
Aproviding mental health services

and societal goals for incarceration.
Prisons separate and punish criminal
offenders; rehabilitation is either not a
goal or is viewed as a secondary function.
Although case law disagrees, some correc-
tional staff and prison administrators chal-
lenge the basic tenets of providing any
mental health treatment for criminals.
This tension between the goals of punish-
ment versus rehabilitation is prevalent
within most state-funded correctional
facilities and creates special challenges for
behavior therapists who are typically
trained to assess the effectiveness or qual-
ity of the services they provide.

In typical business settings the amount
of money people are willing to pay for
products or services has served as a rough
estimate of quality. Using such an analysis
in correctional settings is problematic
because there is no overlap between those
who receive services (inmates) and those
who pay the bill (the public). Those
appointed to oversee the functioning of
the state prison system (governors or com-
missioners) are typically motivated to
minimize the cost to the public while
adhering to the technical standards
required to avoid legal liabilities. Thus,
behavior therapists often find themselves
defining the customer as some combina-
tion of the inmates, the correctional staff,
the warden, the public, and the commis-
sioner or governor. Given the different
perspectives and contingencies that are
operative for each of these stakeholders, it
is common for each constituent to voice

disagreement about what constitutes
high-quality mental health services.
Nevertheless, defining what constitutes
effective correctional mental health ser-
vices remains an important first step for
behaviorally oriented clinicians, trained to
focus on evaluating the effectiveness of the
services they provide.

The concept of quality is more easily
connected to a product as opposed to less
tangible entities like mental health treat-
ments (Ishikawa, 1985; Morita, 1986).
Even in industry, however, quality is rarely
defined as a simple adherence to “stan-
dards.” It is quite possible, for example, to
create a technically superior product that
no one would want to buy because of
excessive complexity, cost, or poor mar-
keting. Although the concept of quality
may include adherence to technical stan-
dards, application of the concept contains
a strong component of consumer satisfac-
tion. This article reviews the results of a
consumer satisfaction questionnaire that
was administered to inmates housed, over
a 2-year period, in the mental health units
of a state prison.

The questionnaires asked mental
healch inmates to rate (on a 5-point Likert
scale) the helpfulness of their counselors,
medications, mental health groups, and
other mental health staff. They were also
asked to rate the clarity of explanations
they were provided regarding their diag-
noses and treatment plans, as well as their
level of involvement in treatment plan-
ning. Additional questions assessed the
responsiveness of staff, level of unit activi-
ty, staff interest/awareness of their mental

TABLE 1
QUESTIONS AND MEAN RATINGS

Question Mean Rating
My mental health counselor is helpful. 3.5
My mental health group is helpful. 3.4
My mental health—related medication is helpful. 3.2
Other mental health staff help me when my counselor is not available. 3.2
My diagnosis has been explained in a way that I can understand. 3.2
My treatment plan has been explained in a way that I can understand. 3.2
Options for my treatment goals were included in my treatment plan. 29
The mental health staff attends to me when I am having a difficult time. 3.3

The mental health staff are aware of my problems and are interested in helping. 3.8

I take full advantage of mental health services by attending all groups,

working on problems, and regularly taking mental health—related

medication.

3.5

My overall rating of the mental health services at this facility is: 3.2

January 2003

health needs, overall quality of mental
health services, and a self-rating about
whether they take “full advantage” of
available services.

The data provided in Table 1 report
the results of the questionnaires, with the
identity of the units disguised. It is help-
ful to compare the ratings of mental
health services both across units and
across time. No test of significance was
performed, and indeed the results must be
interpreted in context. For example, a
counselor who takes a tough stand on dis-
ciplinary “lock-downs” or recommends a
unit shakedown for drugs may not be
rated as helpful or effective. Psychotic
patients may not view being on medica-
tion as helpful or effective. Drug-seeking
patient inmates may not view limit set-
ting as helpful. In short, effective mental
health treatment with this population is
not solely a reflection of inmate/patient
satisfaction. Effective treatment—good
treatment for this population—may actu-
ally at times lead to customer dissatisfac-
tion! Results that are well above or below
average—or which change dramatically
over time—are flags for discussion.

Despite the limitations, these data pro-
vide a somewhat objective and anony-
mous measure of services as perceived by
inmates. The numbers generally coincided
with anecdotal comments by inmates, and
provided some quantitative basis on
which to assess progress. The overall rat-
ing across units of 3.2 on a scale of 5 indi-
cated both an overall rating of “good,”
and shows continued room for improve-
ment. Ratings that fell below 3 on certain
units served to focus discussions about
what changes could be made (Table 2).

It should be noted that any such rat-
ings of services by inmates could serve as
political dynamite. Inmates can be liti-
gious and there is always the possibility of
information about quality of services
being turned into a lawsuit. On the other
side, some staff may literally believe that
prison is not to be “enjoyed” and that the
opinions of inmates are irrelevant.
Moreover, staff may view ratings of their
performance not as useful tools for clinical
supervision but as weapons to undermine
their own positions. Those individuals
may not be reassured by supervisors’ com-
ments that this is only one measure of
quality—and an imperfect one at that.

Despite the problems with inmate sut-
veys, the ultimate consumer of mental
health services in prison remains the men-
tal health inmate. Assessing the quality or
cost-effectiveness of mental health services
requires information from the recipients of
the services. Inmate surveys can provide
valuable information about the relative
strengths and weaknesses of the mental
health program. They are one component
of continuous quality improvement and
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Prison Ward
Rated Mental Health Service N A B C D E F G
Counselor 47 35 3.7 3.7 4.1 4.1 2.5 2.5
Medication 45 2.9 3.9 3.2 3.0 3.8 3.1 2.7
Group treatment 47 3.2 3.9 3.1 3.5 3.7 3.2 3.3
Other mental health staff 47 3.3 3.7 3.3 3.3 3.1 3.3 3.5
Explanation of diagnosis 47 3.0 3.2 3.4 2.9 3.2 3.7 3.0

Explanation of mental health
treatment 47 2.9

Explanation of treatment

options 44 2.6
Responsiveness of mental
health staff 45 3.0

Overall quality of mental

health services 43 3.2
Awareness and interest of

mental health staff 44
Utilization of available

services 43

the data can be used to trace changes over
time, across counselors, and across units.
Because of the possible misuses of the
findings within a given setting, survey
results must be used cautiously. Adding
staff self-ratings and having staff rate the
quality of supervisors may be ways to help
reduce negative staff reactions. Finally,
ratings of satisfaction from our other
“consumers”’—correctional staff, wardens,
the governor, and the public—must also
be considered if we are to continue to
serve this population.
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behavior at a clinic through a one-way
mirror).

Computer programs that facilitate
behavior observation and coding have
been widely used in a variety of ways. For
example, Bowie and Mountain (1993)
used portable computers to observe and
code the behavior of patients with demen-
tia. They found these patients spent
approximately only 19.4% of their days
engaged in constructive behaviors (i.e.,
self-care, social engagement, and receiv-
ing care). A majority of their waking days
were spent doing “nothing at all” (p. 862).

Kaiser et al. (2000) wused the
KIDTALKER software system to code
videotaped verbal interactions between
children and adults. KIDTALKER
includes a number of software compo-
nents that permit transcript entry, code
entry, and additional analyses of behav-
ioral dimensions, linguistic characteristics,
word roots, and data reliability.

Kahng and Iwata (2000) inventoried
and described 15 real-time observational
software programs.! While the programs
vary in their sophistication, all permit cal-
culation of descriptive statistics and rudi-
mentary behavioral statistics (e.g., rate,
interval percentages, and interval trials).
Some programs include routines to per-
form time-based lag sequential analyses,
or calculation of conditional probabilities
and item response statistics. Many can
produce instantaneous charts and graphs.
The programs span a wide array of oper-
ating platforms with programs available
for MS Windows, Apple computers, and
hand-held computers. Data collected
using hand-held computers can be down-
loaded to a desktop computer for addi-
tional processing. While some programs
are free, most involve some cost, the max-
imum being $1,750 for the Observer pro-
gram (Noldus, 1991). Since Kahng and
Iwata’s reviews, additional programs have
been developed and reported in the litera-
ture (e.g., Mendo, Argilaga, & Rivera,
2000).

Bebavioral Interviews

Behavioral interviews differ from more
traditional clinical interviews in their
emphasis on assessing functional relation-
ships. One of the most sophisticated
examples of a computerized behaviorally
based interview is the Computerized
Assessment System for Psychotherapy
Evaluation and Research (CASPER) pro-
gram (see Farrell, 1999a, 1999b; Farrell,
Camplair, & McCullough, 1987; Farrell &
McCullough, 1989; Farrell &

1 Kahng and Iwata (2000) include a comprehensive
table featuring properties of the software they
reviewed and contact information for the software
publishers.
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McCullough-Vaillant, 1996). CASPER
includes a branching computer algorithm
designed to identify client presenting
problems, generate a list of identified
problems, assess client functioning, iden-
tify areas requiring additional assessment,
and assist with treatment planning. In
addition, CASPER includes routines to
track patient functioning across sessions
and measure treatment outcome. Version
3 of the interview includes 121 items cov-
ering a wide array of cognitive and behav-
ioral domains.

Skinner and his colleagues have report-
ed research on a computerized assessment
of lifestyle behaviors (the Computerized
Lifestyle Assessment or CLA; Skinner &
Allen, 1983; Stein & Skinner, 1998).
Items in the interview assess a wide vari-
ety of domains, including substance use,
health-maintaining practices, and activi-
ties likely to prevent health problems,
social issues, and emotional well-being.
The interview takes 20 to 30 minutes to
complete and generates a printed report
on lifestyle strengths and weaknesses.

A common complaint directed at com-
puterized assessment is that the process is
dehumanizing and that clients will be put
off by the computer interview. For the
most part, this prediction has not been
borne out in the empirical literature. For
example, Petrie and Abell (1994) admin-
istered a computerized interview to 150
consecutive patients who had either
attempted suicide or were admitted to the
hospital for a drug overdose. When asked
whether they would have preferred to give
their personal information to a physician
or the computer, 52.3% indicated they
would prefer the computer while 17.4%
indicated they would prefer a doctor.
Approximately one third, 30.2%, indicat-
ed no preference. Individuals with lower
measured levels of self-esteem and greater
suicidal ideation showed a greater prefer-
ence for the computer interview. Other
researchers have found similar results (see
Greist et al., 1987; Plutchik & Karasu,
1991; Richard, 1999). Behavioral inter-
views like CASPER and the CLA have also
been positively received by patients.

Another issue relevant to computer
interviewing includes the equivalence of
information gathered by computers and
human interviewers. Equivalence is a mul-
tidimensional construct that can refer to a
variety of interview and data dimensions
(e.g., equivalence of mean scores for the
same instrument administered in different
formats, participant reactions, and infer-
ences drawn from interpretive reports)
and can be affected by a potentially end-
less number of factors (Richard & Haynes,
2000). In general, it should not be
assumed that norms for established inter-
views and tests are applicable to comput-
erized versions.

Several researchers have concluded
that the perceived anonymity of a com-
puter interview makes it more likely that
participants will be more accurate in
reporting sensitive or potentially embar-
rassing information. Lucas et al. (1977)
found that clients reported greater alcohol
consumption to a computer than to a
human interviewer. Others, however,
have not found that computers elicit a dif-
ferent response pattern than human inter-
viewers (Skinner & Allen, 1983).

Self-Monitoring

Self-monitoring involves “systemati-
cally observing and recording aspects of
one’s own behavior and internal and
external environmental events thought to
be functionally related to that behavior”
(Cone, 1999, p. 411). Self-monitoring is a
frequently used behavioral assessment
method and was extensively reviewed in a
special section of Psychological Assessment 4
years ago (see Volume 11, Number 4).
Technological advances have led to
increasingly sophisticated self-monitoring
strategies and researchers have been quick
to take advantage of these developments.

A growing literature has emerged
around the use of portable or hand-held
computers and personal organizers to self-
monitor behavior in the natural environ-
ment. The term ecological momentary assess-
ment (EMA; Stone & Shiffman, 1994) has
been used to describe this approach. The
instrument of choice for EMA recording is
the hand-held or palmtop computer.
Hand-held computers are easy to use,
convenient, and protect clients’ privacy
when data are entered unobtrusively. Data
collection via hand-held computers can
take advantage of the computer’s alarm
functions to signal recording intervals, the
computer’s clock function to schedule
response input, the computer’s memory to
log recording sessions and store data, and
tailored item administration for item
branching contingent on a participant’s
responses. Many researchers have argued
that assessment using hand-held comput-
ers minimizes participant recall errors,
reduces hindsight bias, and may produce
data that are more ecologically valid
(Fahrenberg & Wientjes, 2000; Shiffman,
2000).

Jamison et al. (1998) found that
patients with chronic low back pain were
89.9% compliant in entering daily moni-
toring data to a palmtop computer.
Affleck et al. (1998) used a Psion
Organizor II to collect data randomly 3
times per day from 50 female patients
with fibromyalgia. Participants were
prompted to interact with the computer
by an audible beep. Interview questions
were presented one at a time and data
were uploaded from the hand-held device
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periodically through the study. The
researchers found that hindrance of social
and interpersonal goal achievement was
associated with greater pain and fatigue.
In addition to collecting psychological
and behavioral data, several researchers
have extended hand-held computer tech-
nology to ambulatory monitoring of phys-
iological response modes during rehabili-
tative  treatment (see  especially
Fahrenberg & Myrtek, 1996; Fahrenberg,
1996).

An important issue in behavioral
assessment is the degree to which retro-
spective self-report is congruent with
actual behavior in the environment. Most
clinicians, of course, rely on retrospective
self-report as a means of assessing a
client’s behavioral problems, coping skills,
and so forth. Research by Schwartz,
Neale, Marco, Shiffman, and Stone
(1999), however, suggests that retrospec-
tive self-reports may not yield accurate
estimates of coping responses. In their
study, 96 participants monitored stressful
events and coping behaviors for 48 hours
using a hand-held computer that assessed
their responses every 40 minutes on aver-
age. They found that a coping style ques-
tionnaire administered prior to the self-
monitoring component poorly predicted
participants’ actual coping style. They
concluded that the relationship between
self-reported coping styles and actual cop-
ing behaviors was “much too weak to jus-
tify using the former as a proxy for the lat-
ter” (p. 367). Their conclusions have some
obvious implications for all clinicians who
assume that self-report data may be a rea-
sonably accurate representation of actual
behavior.

Along these lines, Whalen, Jamner,
Henker, and Delfino (2001) used palmtop
devices to assess self-reported smoking
behavior and symptoms of aggression and
depression in 170 teenage students. They
found that male and female adolescents
scoring high on measures of depression
and externalizing behaviors had an elevat-
ed risk of actual smoking, smoking urges,
and alcohol intake. Girls were 43 times
more likely to smoke if both depression
and delinquency symptoms were present.
The researchers reported correlations of
.60 or less between various self-report
questionnaires and data collected via the
palmtop (e.g., smoking urges). Thus, a
significant amount of unique information

21t is worth noting chat there are several software
programs available on the market that can be used
for hand-held computer program development.
Some programs, like AppForge Professional Edition,
are relatively expensive at over $600.00. Microsoft,
on the other hand, provides a version of Visual Basic
at no cost through its corporate Web site.
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was provided by using the palmtop for
momentary assessment.

Whether EMA will become a routine
self-monitoring strategy in clinical prac-
tice depends on a number of factors. The
cost of hand-held computers used to be a
significant obstacle. However, within the
last year the price of a low-end personal
digital assistant that could be used for
self-monitoring has dropped to a little
over $100. Despite the falling costs of the
technology, other issues remain. Because
EMA places significant task demands on
both participants and researchers, clients
must react favorably to the hand-held
computer and perceive the benefits of the
assessment (Fahrenberg & Wientjes,
2000). While some researchers have
found that many clients react favorably to
hand-held assessment (Drummond et al.,
1995; Fahrenberg & Myrtek, 1996;
Tiplady, Crompton, & Brackenridge,
1995), participant reactions are likely
contingent upon software features, sam-
pling demands, assessment conditions, the
types of problems targeted, the quality of
participant training, and other participant
characteristics. Some researchers have
found that computer and hand-held ver-
sions of paper-and-pencil instruments
may negatively affect participant mood
and, in so doing, influence a client’s self-
report (see Schulenberg & Yutrzenka,
1999; Tseng, Tiplady, McLeod, & Wright,
1998). Understanding the conditions that
promote acceptance of EMA and the
effect computer and hand-held interfaces
have on participant responses, especially
mood ratings, is an important line of
research.

Other issues include the need for pro-
grams written in a style that adequately
generalizes to apply to a variety of behav-
ior problems with a minimum of pro-
gramming effort on the part of the clini-
cian.? In addition, software that efficiently
analyzes data and provides meaningful
data analysis (e.g., graphing and statistics)
needs to be developed. Methodologically,
issues of incremental validity need to be
addressed. Hand-held assessment is fairly
labor intensive for the client and the
investigator. Research should be under-
taken to investigate the effect of varying
recording frequencies for different types of
behavior problems. EMA can utilize inter-
val-contingent (i.e., recording at regular
intervals), event-contingent (i.e., record-
ing after an event occurs), and signal-
contingent sampling methodologies (i.e.,
recording in response to an external cue).
The appropriateness of using hand-held
computers to self-monitor behavior will
depend, minimally, on the behavioral
dimensions of the target problem
(Shiffman, 2000).

Training Simulations

Behavioral researchers have also been
developing computerized simulations for
the training of behavioral assessors. For
example, Blasko, Kazmerski, Corty, and
Kallgren (1998) reported the develop-
ment of courseware that teaches natu-
ralistic observation techniques. The
Courseware for Observational Research
(COR) is a multimedia software program
that teaches students how to conduct a
behavioral assessment, make observations,
and test hypotheses. The software
includes a module (five lessons) that
teaches the fundamentals of observational
coding and provides digitized video clips
for coding practice. The software can be
presented via an overhead projector and
students can code behavior on recording
sheets included with the software.
Additional software provided is designed
for laboratory use and homework assign-
ments. Video clips are presented in real
time and behavioral coding is performed
using the software’s intuitive interface.
The software runs on Windows-based sys-
tems. Initial student reactions to the pro-
gram have been very favorable.

Training programs have been devel-
oped that address assessment, case formu-
lation, and treatment with specific disor-
ders. Desrochers, Clemmons, Grady, and
Justice (2000) reported an evaluation of
the Simulations in Developmental
Disabilities (SIDDS; Desrochers & Hile,
1993) multimedia instructional software
designed for undergraduates studying
applied behavior analysis. Specifically, the
software helps students learn how to
define client behavior, select assessments,
interpret graphed data of client behavior,
develop functional hypotheses about the
causes of client behavior problem(s), and
generate a treatment plan. The software
includes help options, an on-screen
notepad, hypertext-linked terms, video
clips of clients, and other features to facil-
itate learning. Student skill acquisition is
measured using simulated clinical cases
that include graphed assessment data.
The authors found that students rated the
SIDDS software as a useful training tool.
In addition, there was some evidence that
students who used the SIDDs system
developed superior assessment and treat-
ment skills compared to students who did
not use the system.

Issues and Directions

Continued integration of computer
technology into behavioral assessment is
contingent upon the training of behav-
ioral assessors. The surge in publications
and dissertations involving computerized
assessment has not resulted in a corre-
sponding training emphasis in computer
applications. Given the growth of interest
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in applying computer technology to
behavioral assessment, graduate clinical
faculty should consider reorienting their
behavioral assessment courses to incorpo-
rate coverage of technological develop-
ments. For example, a behavioral assess-
ment course that does not address the use
of hand-held computers and EMA strate-
gies will be overlooking a rapidly expand-
ing literature base. In addition, computer
simulations have the potential to greatly
enhance students’ understanding of
behavioral assessment and behavior thera-
py. Lambert (1989) noted that simulations
foster application of conceptually chal-
lenging material, create a common experi-
ential base among students, and orient
students to complex behavioral assess-
ment and therapy processes.

Doctoral training programs may also
want to consider developing elective or
required courses in applied computer pro-
gramming in conjunction with a behav-
ioral assessment course. For example, a
behavioral assessment course could
include training in low-level program-
ming of a hand-held computer (e.g., the
basics of data acquisition, storage, and
graphic display). The purpose of the
course would be to develop in graduate
students the skills they would need to
take advantage of technology in future
clinical contexts.

We have every reason to expect that
innovative computer applications in
behavioral assessment will continue to
be developed in the coming years.
Behavior assessors and therapists will ben-
efit from increasingly affordable computer
hardware and a greater selection of pow-
erful software programs. Whether practi-
tioners take full advantage of available
software will be primarily contingent
upon the training and orientation of the
practitioner.
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2003 AABT STUDENT AWARDS

The Association for Advancement of Behavior Therapy is pleased to announce its
Student Award Program for 2003. All awards will be presented during the Awards
Ceremony at AABT’s Annual Convention in Boston, November 20-23.

3 President's New Researcher Award

AABT’s President, Jacqueline B. Persons, Ph.D., invites submissions for the 25th Annual President’'s New Researcher
Award. The winner will receive a certificate and a cash prize of $500. Submissions will be accepted on any topic rele-
vant to behavior therapy.

Eligible papers must (a) be authored by an individual with five years or less posttraining experience (e.g., post-Ph.D.
or postresidency); and (b) have been published in the last two years or currently be in press. Submissions can consist
of one’s own or any eligible candidate’s paper. Papers will be judged by a review committee consisting of Jacqueline
B. Persons, Ph.D.; Richard G. Heimberg, Ph.D., AABT’s immediate Past-President; and Patricia Resick, Ph.D., the
AABT President-Elect. Submissions must be received by Monday, August 18, 2003, and must include four copies of
both the paper and the author’s vita. Send submissions to: AABT President's New Researcher Award, 305 Seventh
Ave., 16th floor, New York, NY 10001.

38  Virginia A. Roswell Student Dissertation Award

This award will be given to a student based upon his or her approved doctoral dissertation proposal. Their research
should be relevant to behavior therapy. Accompanying this honor will be a $1,000 award to be used in support of
research (e.g., pay subjects, purchase testing equipment, reimburse photocopying cost) and/or to facilitate travel to
the AABT convention. Eligible candidates for this award should be student members, have already had their disserta-
tion proposal approved, and be investigating an area of direct relevance to behavior therapy, broadly defined. A stu-
dent’s dissertation mentor should make nominations and only a 3- to 5-page summary of the proposal should be sub-
mitted (anything longer will not be considered). The 3- to 5-page summary, together with a letter of support from the
student’s dissertation chair, should be sent with nominations for the Student Dissertation Award. Please send an e-
mail version as well as a hard copy of your nomination to the program chair at the address below, plus send 1 dupli-
cate copy of your submission to AABT, Student Dissertation Award, 305 Seventh Ave., New York, NY 10001. The
deadline for submission is Tuesday, April 1, 2003.

3 Elsie Ramos Memorial Student Poster Awards

These awards will be given to three student poster presenters (student first authors only), member or nonmember, at
AABT’s 37th Annual Convention in Boston, November 20 to 23, 2003. The winners will each receive a 2003 AABT
Student Membership, a 1-year subscription to an AABT journal of their choice, and a complimentary general registra-
tion at AABT’s 2004 Annual Convention in New Orleans. To be eligible, students must complete the submission for this
year’s AABT convention by March 3, 2003. The proposal must then pass AABT’s peer review process. AABT’s Awards
and Recognition Committee will judge all student posters. Please see page 153 for submission information.
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