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PREFACE

Welcometothe LiveWellprogram! We are glad to have you as part ofthe team. As acoach, you play a critical
roleassistingindividualsinmanagingtheirbipolardisorderandcliniciansin providingmoretimely care. You
willoffersupportto participantsastheylearntouse asmartphone applicationdesignedtohelpthemmanage
theirbipolardisorder. Given your contact with participants, you will also provide feedback to their clinicians
abouthowthingsaregoingwiththeirparticipants. Thismanual offersguidanceforyouinyourroleasacoach.
Itdescribesthe contextinwhichyouwillbeoperating, anditoffersdirectionforyourspecificduties. Itprovides
an overview of bipolar disorder, the state-of-the-science treatments for bipolar disorder, and our protocol
designed to advance the treatment of bipolar disorder. It also describes in some detail the basic competencies
youwillrely uponinyourwork with participants. Based onamodel called “supportive accountability” you will
engage and motivate those enrolled inthe study as well as assistthem in the utilization of the application.

This manualis a starting point for your training. It also serves as a reference guide for you down the road. In
additionto the materialsincluded here, you will getface-to-face instruction, watch others, and role-play with
feedbackallpriortostartingasacoach. Soread, wonder,and askquestionsasyougothroughyourtraining!

Cynthia A. Dopke, Ph.D.

Assistant Professor of Psychiatry and Behavioral Sciences
Feinberg School of Medicine, Northwestern University

Evan Goulding, M.D., Ph.D.

Assistant Professor of Psychiatry and Behavioral Sciences
Feinberg School of Medicine, Northwestern University
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INTRODUCTION

The LiveWell program uses a mobile smartphone application to help individuals with bipolar disorder reduce
symptoms andfull-blownrecurrences oftheiriliness. While relyingonwell-tested therapeutic strategiesitis
innovative in that it translates current treatments to a self-management format and in particular to a mobile
application. Whiletheapplicationisacentralpartofthe program, the coachplaysanintegralrolethatiscritical
to the success of the LiveWell program.

Background

There is very good evidence that current pharmacological treatments reduce symptoms and relapse in bipolar
disorder. However, multiple acute episodes, long episode durations, and significant inter-episode sub-
syndromal symptoms are common in individuals with bipolar disorder even with pharmacological treatment.
As aresult, individuals are symptomatically illabout half of the time. Recentadvances in psychosocial therapies
have been developed to improve medication adherence, sleep duration, maintenance of regular daily routines,
recognition of early warning signs of iliness, and use of relapse prevention plans. Although these psychosocial
treatments are effective in controlled clinical trials (e.g. reduced relapse rates, decreased symptom burden,
increased quality of life), at most, only half of individuals with bipolar disorder receive any psychosocial
treatment. Even fewer receive evidence-based psychosocial treatments from clinicians specifically trained to
deliver interventions as delivered in controlled trials. Improving access to and long-term engagement in
psychosocial interventions therefore provides an important means to substantially improve bipolar disorder
treatment.

In addition, current tools for assisting participants in taking medications, optimizing sleep, and regularizing daily
rhythms, as wellas monitoring, recognizing, and managing early warning signs ofimpending acute episodes can
be improved. Current strategies rely on subjective participant report at office visits and many individuals have
difficulties identifying early warning signs. No current monitoring tools allow daily self-report and direct
measurement of observable daily patterns of behavior to be incorporated into routine monitoring and in the
moment daily feedback.

The content of LiveWell is primarily based on cognitive-behavioral therapies for bipolar disorder, empirically
supported treatments offered as an adjunct to medications. Key elements from these therapist-delivered
interventions are distilled and translated into a 16-week, self-management program for individuals with bipolar
disorder.

Another goal of LiveWellis to utilize smartphones to automate collection of self-report and behavioral data
including: 1) medication adherence, bedtime/rise time, daily and weekly wellness, 2) standard activity data
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which has previously been demonstrated in short-term studies to characterize bipolar participant health status
and 3) novel data such as location and social interaction which we anticipate will have substantial utility in
monitoring participantstatus. Thisdatawillbe incorporatedinto phone-basedtoolstoenrich participantself-
monitoring, provide real-time feedback, and improve participant engagement in disease self-management.
Automated processing algorithms also provides clinicians with timely access to easily utilizable data to allow
better evaluation and targeting of treatment. The system will be embedded within a care model that
emphasizes participant self-management, increased participant-provider communication, and better informed
provider intervention. To enhance acceptance, participation, and long-term system use by participants and
providers, an ongoing process of iterative, user-centered design will be used for ongoing improvement of the
LiveWell system.

Your Role

Theeffectivenessofbehavioralinterventiontechnologies (BITs)—applicationsoncomputers, smartphones,and
tablets—to enhance health behaviors is improved by human support. That is, rather than individuals just using
adeviceontheirown, offeringa persontohelpengage, motivate, and utilize programsresultsinbetterhealth
outcomes. Support persons act not as clinicians, but rather as coaches. Behavioral intervention technologies
are self-contained in that clinical information is covered by the program, and individuals using these programs
are directed to contact their clinicians when further clinical intervention is necessary.

Yourrolewillbethatofasupportperson,whichwerefertoasacoach. Youwillguideanddirect participantsin
ourstudyastheylearntousethe LiveWellapplication. Likeacoach, youwillbe onthe sidelinesdirectingand
advising. The goalis for you to help increase their adherence in using the application most effectively. You will
engage, encourage, and problem solve with the participants.

This manual offers guidance so that you may be effective inthisregard. Itdescribes the contextin which you
willbe operating, anditoffersdirectionforyourspecificduties. ltprovidesanoverview of bipolardisorder, the
state-of-the-science treatments for bipolar disorder, and our protocol designed to advance the treatment of
bipolardisorder. Italso describesin some detail the basic competencies you will rely upon in your work with
participants. Based on a model called “supportive accountability” you will engage and motivate those enrolled
in the study as well as assist them in the utilization of the application.
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TRAINING SCHEDULE

Training willinclude reading, instruction, modeling, role play, coaching, and feedback. This training manual and
the recommended supplemental articles will provide a basic understanding of the information you will need to
knowaswellastheskillsyouwillneedtouse. Face-to-facetrainingmeetingswill offeran opportunitytoround
out your knowledge base and to develop competencies as a coach.

Preparation

Inadvance ofthe full-day workshop, be sure toread the entire trainingmanual including all of the referenced
materials. Inaddition, you willbe askedtowatch andlistento coaching sessions. Thiswillinclude atleastone
training tape of an initial smartphone training session as well as three scheduled calls.

Workshop

The base of training will occur in one full-day workshop. The morning involves review and discussion of the
material presented in the training manual. Case examples will be provided to elucidate the material. The
afternoon involves learning the coaching skills. All coaches will train to mastery, which is defined as 3
consecutive contacts evaluated ator above 85% satisfactory ratings on the Coaching Rating Scale.

Supervision

Weekly supervision will be provided to coaches. This will include discussion of rating calibrations of initial
training sessions and weekly scheduled call using randomly (15% of all contacts) selected audiotapes. The aim
is to keep fidelity ratings at or above 85% on the Coach Rating Scale.
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BASIC FACTS ABOUT BIPOLAR
DISORDER

Bipolardisorderisamooddisordermarked by episodes of maniaand usually episodes ofdepression. Individuals
may also have episodes with symptoms of both mania and depression called mixed states. You may be familiar
with the old term, manic depressive disorder. Individuals with bipolar disorder experience heightened states,
normal states (also called euthymic states), and usually depressed states. Bipolardisorderis differentfrom
major depressive disorder in that individuals with this depressive disorder do not experience heightened states
but rather only one “pole” or depressed states alternating with normal mood states.

Mania

Maniais a state of heightened energy. Itismarked by an unusually elevated orirritable mood. Itis, however,
much more than simply feeling good or ‘up’. Maniainvolves changesinthoughts and behaviorsaswell.

SYMPTOMS: There are eight core symptoms of mania. Any one symptom does not define mania. Instead, itis
exhibiting a constellation ofthe symptoms all together foran extended period of time thatindicates a state of
mania. Inordertobe considered manic, individuals haveto exhibitan unusually elevated orirritable mood as
well as multiple other symptoms.

Unusually elevated or irritable mood
Increased activity level
Inflated self-esteem/grandiosity

Decreased need forsleep

More talkative than usual or urge to keep talking
Racing thoughts

Difficulties with concentration

NENENENENENENEN

Excessive involvement in pleasurable/risky activities

So what does mania actually look like?

Jasonstartedfeeling “righteous”. While usually he valued his contribution towork he began thinking he took
his job somuchmore seriously than others, cared more abouthisworkthaneveryone else,andasaresult(in
his eyes) performed at a markedly higher level. He was energized and found he required much less sleep. He
reported an increase in conflicts with others as he began debating friends online about social and political issues
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inaway thatwasdifferentthan normalforhim. He usually remained quiet. He was preoccupied withsexand
found that others could not keep up with him in conversations. Jackie started finally feeling good about
herself again. After along period of depression, she began interacting with others and working with her church
community once again. She had anidea about a workshop they might offer and pitched the idea. Itwentover
quite well. As she began pulling the workshop together, she found herself increasingly excited and
energized. Though trying not to get too far ahead of herself, she found herself atodds withthe administrative
staff, whowere havingahardtime buyingintoideas she had aboutexpanding the workshop into a week-long
series. She was sure they simply didn’t understand. So she stayed up day and night working on a revised
proposal, determined to convince them.

EARLY WARNING SIGNS: The state of mania does notappearwithoutwarning. There are identifiable changes
thatsuggestindividuals with bipolardisorderare shiftingin theirmood state. These are called earlywarning
signs. Researchidentifies many common early warning signs. Note, however, thatearly warning signs are
unique. They vary fromindividual to individual and may or may not be included in this list. They may be low
level symptoms or unique changes in thoughts and behaviors. Common early warning signs include:

Sleep disturbance

More active thanusual

More talkative thanusual

More social thanusual

More irritable/agitated thanusual
Increased energy

Increased self-esteem

NN N N SR NEENEEN

Racing thoughts

TRIGGERS: Episodes are often, but not always, triggered by events. Common triggers for manic episodes
include:

v Discontinuing medications
As with other physical and mental disorders, non-adherence is as common as adherence.

v Sleep disruptions
This includes schedule shifts as well as changes in the amount of sleep.

v Schedule disruptions
Routines that are critical include sleep, seeing others, work, and meal times.



Too much involvement in activities

Individuals with bipolar disorder have a hypersensitivity to rewards and activity involvement.
Being stressed

Threats trigger mania as there is a sensation-seeking response.

Critical and intrusive family interactions
Adverse interpersonal experiences can trigger symptoms.

Substance use
Psychoactive substances can trigger symptoms.



Depression

SYMPTOMS: There are nine core symptoms of depression. Any one symptom does not define depression.
Instead, itis exhibiting a constellation of the symptoms all together for an extended period of time that indicates
a state of depression. In orderto be considered depressed, individuals have to exhibit depressed mood or
diminished interest as well as numerous other symptoms.

Depressed mood

Diminished interested or pleasure in all, or almost all, activities
Significant weight loss when not dieting or weight gain
Difficulty sleeping or sleeping too much

Physical agitation or slow downing
Fatigue or loss of energy

Feeling worthless orguilty
Difficulty concentrating

NENENE NN NENENEN

Recurrent thoughts of death or suicide

Sowhatdoesdepressionactuallylooklike?

Jasonfeltlowagain. He was tearful, afraid to say ordo anything. He was still going to work butfound thathe
was preoccupied with what others thought about him. He was certain that somehow he was no longer
measuringup. Everydaywas painful. Hewouldgohomeat5:00 p.m.eachnightrelievedtohavethe stress of
the day over. He watched television, ate food purchased at the convenience store, and cried himself to sleep.

Jackiethoughtshereally did notwanttolive. Itseemed as though everythingwas bad, always was bad, and
always would be bad. She considered her life and “realized” that nothing would change. She couldn’thold
downajob. Everytime she would startout strong butinevitably getdepressed and eitherquitorbefired. She
was tired oftrying.

EARLY WARNING SIGNS: Like mania, the state of depression does not appear without warning. There are
indications that individuals with bipolar disorder are shifting in their mood state. These are called early warning
signs. Research identifies many common early warning signs. Note, however, thatearly warning signs are
unique. They vary across individuals and may or may not be included in this list.

v Sad or anxious mood
v Less energy thanusual
v Problems concentrating

v Lessinterestthanusual



v Negative thinking
v Withdrawn
v Sleep disturbance

v Guilt

TRIGGERS: Episodes are often but not always triggered by events. Common triggers for depressive episodes
include:

v Discontinuing medications
As with other physical and mental disorders, non-adherence is as common as adherence.

v Sleep disruptions
Too little or too much sleep can exacerbate depression.

v Being stressed
Loss can trigger a helpless and hopeless response.

v Critical and intrusive family interactions
Adverse interpersonal experiences can trigger symptoms.

v Substance use
Psychoactive substances can trigger symptoms.

Episodes

Itistypicalforpeopletoexperience changesinmood, thinking,andbehaviorfromdaytoday. However,when
a number of these changes occur at once, are dramatic, and last for several days or more they create distress
anddysfunction. Thisis calledamoodepisode. There are fourtypes of mood episodes: mania, hypomania,
depression, and mixed.

A manic episode is defined as having an elevated, expansive, or irritable mood and three other symptoms. As
you can see, mania is a state of being—or constellation of emotional, cognitive, and behavioral experiences. It
ismorethanjust“feelingup”. These symptoms needtobe presentforatleastone week, unlesshospitalized
before then, in orderto meet the criteria for full-blown mania. Individuals are often out of touch with reality, if
notnoticeably psychotic(believingthings othersintheirculture and socialgroup usuallywould notbelieve).

A hypomanic episode is a less severe mania. While the symptoms are the same there is not significant
impairment and it does not last as long. Individuals will be activated but still in touch with reality.
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A depressive episode is defined as having a depressed or anhedonic mood and four other symptoms. As you
can see, depression is a state of being—or a constellation of emotional, cognitive, and behavioral experiences.
Itis more thanjust “feelingdown”. Allofthe symptoms need tobe presenton mostdays foratleasttwoweeks
in order to meet the criteria for full-blown depression. Individuals may or may not be aware that their
perceptions are distorted. Even if they are aware of the distortions, they still experience their bleak perceptions
as emotionally true (they “feel true”).

A mixed episode is marked by symptoms of both mania and depression. Individuals will be activated and
dysphoric at the same time.

Diagnoses

The types of mood episodes that occur determine the specific diagnosis. Bipolar | Disorder involves a history of
manic episodes and Bipolar || Disorder involves a history of hypomania and a depressive episode. Cyclothymia
involves a history of manic and depressive symptoms neither of which ever met the full criteria for mania or
depression. Cyclothymia may be less serious, but it can cause much distress and dysfunction.

The LiveWell program is targeted toward individuals with Bipolar | Disorder. So the individuals you will be
coachingwillhave had a manic episode or episodes and possibly depressive episodes in the past.

Causes

There is a strong genetic component to bipolar disorder. Infact, bipolar is one of the most heritable mental
health problems. The iliness involves many biological systems. Laboratory tests reveal changes during mood
episodes in sleep physiology, neurotransmitters, neuroendocrine function, and neuropsychological functioning
(ability to organize, retain, process, and use information). These changes generally normalize once the mood
episode ends.

Geneticrisk does not guarantee development of a bipolar disorder. Itis not clear why some of those at risk
develop the iliness while others do not. Stressful life events appear to play arole in the development of the
illness in those individuals already at risk. Additionally, an anxious temperament and low social support create
risk for depressive episodes.

Course

With bipolardisorder, the first episode of ilinessis often between 18 and 30 years ofage. Over 95% ofthose
with the disorder have multiple mood episodes or recurrences. Untreated manic episodes usually last between
1to 3 months. Untreated depressive episodes can last 9 to 12 months. Time between mood episodes tends to

shorten over time. Repeated medication discontinuation can make the iliness harder to treat.
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Consequences

Bipolar disorder can cause distress, dysfunction, disability, and disadvantage. It can be particularly disruptive
for relationships and work. Itis one of the top 10 leading causes of disability worldwide. Individuals with bipolar
disorder often have a significantly increased risk for attempting and completing suicide. This is why itis
considered a serious mentalillness. However, diagnosis is notdestiny. Individuals canrecover. Individuals with
bipolar disorder can live well.

12
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TREATMENTS FOR BIPOLAR DISORDER

READ:

Geddes, J.R., & Miklowitz, D. J. (2013). Treatment of bipolar disorder. Lancet, 381, 1672-1682.

Pharmacotherapy

Different types of medications help control the symptoms of bipolar disorder. While it is rare that the
medications completely eliminate low-level symptoms or recurrences of full-blown episodes, itis clear that
medications can reduce symptoms significantly and delay recurrences. There are several types of medication
often used to treat bipolar disorder.

MOOD STABILIZERS: Lithium (lithium carbonate) was approved by the FDA in the 1970s to treat the symptom
ofbipolardisorder. Itisasaltthatiswellproventoreducethe chance ofmaniaandtoreducetheriskofsuicide.

ANTICONVULSANTS: Anticonvulsants were originally developed to treat seizure disorders. They can also be
effective in treating mania and depression. Anticonvulsants used in bipolar disorderinclude Depakote (valproic
acid), Lamictal (Lamotrigine), Tegratol (Carbamazepine), Trileptol (oxcarbazepine), Topamax (topiramate), and
Neurontin (gabapentin).

ANTIPSYCHOTICS: Antipsychotic medications also reduce the symptoms of bipolar disorder. Zyprexa
(olanzapine), Risperdol (risperadone), Latuda (lurasidone), Seroquel (quetiapine), Abilify (aripiprazole), and
Geodone (ziprasidone) are the newer (“atypical”) antipsychotic medications that may reduce symptoms of
mania and/or depression as well as preventing recurrence of mood episodes.

ANTIDEPRESSANTS: A number of different antidepressant medications are sometimes used to treat individuals
with bipolar disorder. Itis notrecommended that antidepressants be prescribed without a mood stabilizer,
anticonvulsant, orantipsychoticforindividuals with bipolardisorderasthisincreasesthelikelihood of mania
and may destabilize mood, sleep, and behaviors. Commonly prescribed antidepressants include Prozac
(fluoxetine), Paxil (paroxetine), Zoloft (sertraline), Wellbutrin (bupropion), Effexor (venlafaxine), Lexapro
(escitalopram), and Cymbalta(duloxetine).
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Psychotherapy

Medications are the firstline of treatment for serious mentalillnesses, including bipolar disorder. Thatsaid,
research suggests thatwhen used as an adjunct (or add-on) treatment, psychosocial treatments can reduce the
risk for full-blown iliness recurrences by an additional fifty percent as well as often decreasing symptoms overall
and improving quality of life. This is significant given that individuals with bipolar disorder are at risk for
persistent depressive symptoms as well as full-blown episodes of mania, hypomania, depression, and mixed
states.

There are three primary, well-developed and tested psychosocial treatments for bipolar disorder. Again, each
of these treatments is offered as adjuncts to medications. These therapies reduce recurrences by about 50%,
leading to fewer hospitalizations and better functioning. Benefits outstrip what can be attributed to enhanced
medication adherence which is one way these therapies improve clinical outcomes in bipolardisorder.

COGNITIVE BEHAVIORAL THERAPY (CBT)

There is evidence that a number of cognitive and behavioral events are related to relapse. The ability to detect
and cope with early warning signs is related to recurrences and functioning. Stress often triggers episodes, and
recovery is often longer when the episode is precipitated by life events. Events that activate extreme goal
striving accelerate mania. Maladaptive beliefs can interact with life events to increase the likelihood of a manic
or depressive episode.

The aim is to reduce vulnerability to iliness relapses by enhancing adherence to medication recommendations,
regulating sleep and activity schedules, identifying and planning for early warning signs, and managing low level
mood symptoms (relapse prevention).

FAMILY FOCUSED TREATMENT (FFT)

There is evidence that stressful family environments worsen symptoms and that, conversely, supportive family
environments improve outcomes.

Treatmentfocuses on enhancing communication in the family and problem-solving skills around the iliness and
home environment. Relapse prevention is also a focus of FFT.

INTERPERSONAL AND SOCIAL RHYTHM THERAPY (IPSRT)
Thereisevidencethatstressanddisrupted routinestriggerrecurrences. Especially troublesomeisinterpersonal

adversity, chaos, sleep cycle changes, and events that promote goal-directed activities. Conversely, regularity
in routines and relationship stability is protective in nature.
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Treatment focuses on elucidation of links between mood symptoms and quality of social relationships, quality
of social roles, and regularity of daily routines. Work is on identifying and stabilizing social rhythms (daily
routines, sleep schedule), identifying and managing precipitants of rhythm disruptions, resolving interpersonal

problems (e.g., unresolved grief, conflict, transitions, deficits), and mourning losses related toillness (i.e.,
healthy self).
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LIVEWELL PROGRAM

A number of research teams are designing behavioral intervention technologies (BITs), such as web and
smartphone based applications, to help individuals with bipolar disorder live healthier lives. LiveWell is one of
these BITS. Key elements include self-management, coordination of care with psychiatrists, and early
intervention. Like standard cognitive-behavioral therapies, LiveWell provides education about bipolar disorder,
medications, lifestyle, coping skills, and using a treatment team. It offers an opportunity for individuals to
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Figure 1

develop an awareness of early warning signs of iliness and to take actionin
ordertoavertfull blown episodes. Individuals develop a wellness plan that
includes a list of available resources, ways they can reduce the risk of
becomingill, and an action plan for all levels of symptoms.

A central feature of the application is a daily checkin (Figure 1) and review.
Using the phone, participants check-in daily and record their medication use,
bedtime andrisetime, earlywarningsigns,and wellnessrating. Inaddition,
sensors on the phone and a wrist-worn actimeter obtain additional behavioral
data including daily patterns of sleep, activity, and social routines. According
to their self-report and sensor data, participants receive feedback that directs
their attention to areas of concern (medications, sleep, routine, early warning
signs, symptoms) and guide them towards solutions. An overview of the
components of LiveWellis givenin the LiveWell Design Wireframe (Figure 2).

In sum, the key components of the LiveWell application are:

v

Foundations: Information necessary to effective self-managementis provided.

> Toolbox: Self-assessments and skills for lifestyle, coping with triggers and symptoms, and team building

tips.

> Wellness Plan: A customized plantoreducerisk and take action should early warning signs or symptoms

arise.

> Daily check-in: A daily entry on medication use, sleep, and wellness rating.

> Daily review: Based on daily check-in, provides information, advice, and encouragement.
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Figure 2
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As with standard cognitive-behavioral therapies, the aim is to reduce vulnerability to iliness relapses by
enhancing adherence to medication recommendations, regulating sleep and activity schedules, identifying and
planning for early warning signs, and managing low level mood symptoms, as well as seeking support from
clinicians for more serious symptoms. In addition, psychiatrists working with individuals using the application
have accesstoasecureweb-based summary ofparticipants’ clinical status. The applicationactivelyencourages
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the participants to contact their psychiatrists when problems arise to facilitate earlier clinical intervention and
reduce relapserisk.

Participants receiving the LiveWellintervention have one face-to-face meeting with you, the coach, during which
you teach them how to use the application and a wrist worn actimeter. At this meeting, you will assist
participantsinsettinggoalsforsleepdurationandroutine bed/risetimes andanchoringtheir9pointwellness
Fiqure 3 rating scale (0 balanced, £1 normal ups/downs, 2
g new mild symptoms and early warning signs or mild
Clinical Care & LiveWell Support . .
symptoms while recovering, £3 moderate

—)@(—}0 complete 8 standard lessons in 4 weeks and

R A develop a personalized wellness plan. The ongoing
\\ rSividaal [/ core of the application consists of daily check ins and
le reviews that support utilizing the wellness plan on a

o regular basis (see participant workflow, Fig. 3).

é‘ Participants and psychiatrists, if authorized by the

@ @ participant, also have access to a secure web site for
reviewing a clinical status summary. After using the

Social Support

application daily for 4 months, participants read a

LiveWell Secure Server & Website wrap up lesson to emphasis the
termination of requested daily use.

> ERSITo] < Using 26 main feedback categories, the daily review

provides highly tailored feedback to participants based
t on their current clinical status and

LiveWell Smartphone Application daily rating of wellness, medication adherence,

sleep duration, and routine (Figure 4). Forinstance, if

aparticipant’s statusis welland their

daily wellness rating is balanced, but their routine is
irregular, they will receive supportive feedback on
regularizing their routine. Participants are provided
with choices aboutthe type of information they would
like to view on a given topic providing branch points
for multiple feedback conversations which combined with randomization provides diverse feedback.
Currently, clinical status is set based on intake evaluation and is updated based on the participants’
wellness rating history over the last week. While based on clinical standards for symptom intensity and
duration, as well as our survey and face-to-face interviews with providers about when they want to be
contacted, we anticipate that the simple rules currently implemented to predict clinical status will require
revision during the ongoing developmentof Live Well.
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Figure 4

Wellness Rating

Wellness Rating

Clinical

NC | NP Feedback Category Current Day Last4 Days Status Direction Action Goal ﬂ

1 0 Crisis Severe Up NA Any Worsening Hospital Remain safe

1 0 Crisis Severe Down NA Any Worsening Hospital Remain safe

3 | 100 | Continuing episode Moderate Up NA Unwell Continuing Provider/HITv Get help to recover §

3 | 100 | Continuing episode Moderate Down | NA Unwell Continuing Provider/HITv Get help to recover ?

5 | 25 | Improving episode Mild Up NA Unwell Improving Providerv’, Continue Promote recovery §

4 | 50 | Improving episode Mild Down NA Unwell Improving Providerv’, Continue Promote recovery

5 | 25 | Improving episode Balanced NA Unwell Improving Providerv’, Continue Promote recovery

10 | 25 | Warning signs Moderate Up NA Not Unwell | Worsening Sx/Provider/Supportsv’, Cope Prevent deterioration

10 | 25 | Warning signs Moderate Down | NA Not Unwell | Worsening Sx/Provider/Supportsv’, Cope Prevent deterioration

5 | 25 | Recovering Mild Up NA Recovering | Continuing Providerv’, Continue Promote recovery (@

5 | 25 | Recovering Mild Down NA Recovering | Continuing Providerv’, Continue Promote recovery i
15 | 375 | Prodromal Mild Up NA Prodromal | Continuing Provider/Supportsv’, Cope Prevent relapse &
15 | 375 | Prodromal Mild Down NA Prodromal | Continuing Provider/Supportsv’, Cope Prevent relapse E'

5 | 25 | Improving recovering | Balanced NA Recovering | Improving Continue Promote recovery g

5 25 | Improving prodrome | Balanced NA Prodromal | Improving Continue Prevent relapse o

5 | 25 | Warning signs Mild Up NA Well Worsening EWS/Provider/Supportsv’, Cope | Preventrelapse

5 | 125 | Warning signs Mild Down NA Well Worsening EWS/Provider/Supportsv’, Cope | Preventrelapse

5 | 25 | Taking medications Balanced At Risk Severe Meds | Well High risk Providerv’, Lifestyle Lower risk

5 | 25 | Sleeping too little Balanced AtRisk || Sleep Well High risk Providerv/, Lifestyle Lower risk =

6 | 25 | Sleepingtoo much Balanced AtRisk 11 Sleep Well High risk Providerv/, Lifestyle Lower risk 2
60 (1500 | Taking medications Balanced At Risk Meds Well Moderate risk | Lifestyle Lower risk %
20 [500 | Sleeping too little Balanced At Risk | Sleep Well Moderate risk | Lifestyle Lower risk .%
15 | 375 | Sleeping too much Balanced AtRisk 1 Sleep Well Moderate risk | Lifestyle Lower risk g
25 [ 125 | Sleeping erratically Balanced At Risk Sleep Erratic | Well Moderate risk | Lifestyle Lower risk 2
25 [ 125 | Irregular routine Balanced At Risk Routine Well Moderate risk | Lifestyle Lower risk =
230 (8750 | Staying well Balanced Low Risk Well Low risk Learn more Build knowledge skills

FC = Feedback Code; NC = Number of Conversations; NP = Number of Permutations; RT = Resource Type.

Clinical Status State Diagram

Well

Lifestyle Skills

abs(wr)

abs(wr)

Prodromal

Coping Skills

abs(wr)

Recovering

Coping Skills

abs(wr)

Unwell

Team

Daily review feedback categories are determined based on participant’'s current day medication adherence,

their wellness ratings over the last 7 days as show in the clinical status state diagram.
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6

SUPPORTIVE ACCOUNTABILITY

READ:

Mohr, D. C., Cuijpers, P., & Lehman, K. (2011). Supportive accountability: A model for providing
human support to enhance adherence to eHealth interventions. Journal of Medical Internet
Research, 13, e30.

AdherencetoBITsisimprovedwithhumansupport. Asaresult, theseinterventions are more effectivewhen
theyincorporate smartphone, email, or other means of contact with a coach. Mohrand his colleagues have
developed a model called “supportive accountability” that highlights aspects of support that may be most
importanttothisrelationship. The coachistheretohelp participants maximize theiruse ofthe application, or
adhere to the program. It is important to note the coach is not a therapist.

Research on adherence (following agreed upon treatment plans with a clinician) to interventions suggests that
adherence tends to hover around 50%. Individuals drop out of psychosocial treatments at about this rate, take
prescribed medication at about this rate, and follow other medical advice at about this rate. Problems with
adherence are not unique to mental health or BITs. The same phenomenon and numbers are found with
medical advice aswell.

Supportive for BITs means being skilled and collaborative. Being a coach involves facilitating engagement,
motivation, and utilization of the LiveWellprogram. The goal is to enhance the participants’ investmentand
adherence to applicationuse.

Accountability for BITs “refers to the implicit or explicit expectation that an individual may be called upon to
justify hisorheractions orinactions” (Mohr, Cuijpers, & Lehman, 2011). Asacoachyouwillworktoincrease
participants’ accountability in regards to specific health behaviors.
Supportive accountability was developed based on theory and research from the fields of organizational
psychology, motivation, and computer-mediated communication.

Accountability

Expectations of participants should be clear, madein advance, and offered with arationale thatexplains the
reasons for the expectations. In a supportive accountability model, expectations should be:
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> Clear

> Rationale

> Made inadvance

> Arrived at by consensus

There are two types of expectations. The firstis outcome expectations. These are overall goals the coach and
participant agree upon. In the LiveWell program these outcome goals will likely fall into the categories of
reducing symptoms/relapse and improving functioning/quality of life. Process expectations have to do with the
effort—orbehaviors—thatthe participantand coach agreed uponthat, if made, shouldintheory bringabout
the participant’s desired outcomes. Forexample, a participant may aim to reduce symptoms by taking their
medications more regularly. Participants have direct control over their behaviors (process) but not results
(outcomes). Focusing on process enhances participation while a focus on outcomes tends to have detrimental
effects. Process goals should be meaningfully and practically related to outcome goals. The participants’ hopes
for participating are outcome goals. The goals that participants set each week will be process goals. They focus
on behavior.

> Qutcome goals
> Process goals

It should be made clear that monitoring of behavior is done in the spirit of feedback and learning. Success offers
an opportunity to obtain desired outcomes. Lack of success offers an opportunity for self-reflection.

> Monitoring
Legitimacy

Participants will respond more positively to coaches who are considered legitimate. Coaches need to be seen
as experts (knowledgeable) and reciprocal (offering something). They also need to be seen as trustworthy and
benevolent.

Bond

Researchontherapistbond focusesonliking, trust,andrespect. Itisthoughtthathavingasense of bondwill
enhance the effects of accountability.

Motivation
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Intrinsic motivation refers to the innate propensity to work towards some goal. Thisisin contrastto extrinsic
motivation, or sources of motivationthatare external. Individuals are more apttoengageinbehaviorsandto
sustain behaviors rooted in intrinsic motivation.

Be sure application addresses a problem identified by the participant
Be sure tasks are engaging and interesting

Give choice regarding how tasks are to be completed

Offer verbal rewards and acknowledgments

Tailor support around participant’s level of intrinsic motivation
Facilitate “intrinsication” of motivation

DON'T: Tangible rewards should be avoided

DON'T: Overt and covert pressure is to be avoided

vV VV V V V VY

Summary

The adherence and effectiveness of eHealth interventions is improved with human support. Supportive
accountability (Figure 5) is a model of human support that integrates theory and data from organizational
psychology, motivation theory, and computer-mediated communication.

Accountability of the participant and legitimacy of the coach work together towards an active, personalized, and

successful use of LiveWell. Itis a participant-centered approach designed to help access and implement
electronically-based self-managementtools.
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Model of Supportive Accountability (Mohr et al., 2011)
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7

BEHAVIOR CHANGE

READ:

Schwarzer, R., Lippke, S., & Luszcynska, A. (2011). Mechanisms of Health Behavior Change in
Persons With Chronic lliness or Disability: The Health Action Process Approach (HAPA).
Rehabilitation Psychology, 56, 161-170.

The implementation of Supportive Accountability relies on strategies of behavior change counseling. Behavior
change counseling is designed for non-therapists and is adapted from motivational interviewing. Itis a lighter
version of this persuasive approach.

What does it take to change? Is it just the knowledge that something is good for you? Is that
enough? You know from personal experience it is not. Industries are built on helping us eat
healthier and exercise more. It is not always easy to do the “right” thing. It in fact is very
challenging to committo and follow through in a sustained manner with health behaviors.

Research suggests that in order for change to occur, knowledge and motivation together are greater than any
resistance (or counter-motivations). Therefore, telling people what to do does not translate to change. In fact,
itis more likely to create resistance! There is aterm for this. Itis called “psychological reactance”. Thatis,
when told what to do the impulse is to oppose as autonomy is being challenged. People do not like to feel
controlled. This even holds true for the recommendations offered by physicians. Just providing information is
not enough to affect change.

In the therapy literature you will find compelling support for the notion of allowing people to establish their
own paths, including paths towards health. “People who are committed to goals that they are able to attain
and that fit their needs as well as external conditions are more satisfied with their lives, suffer less from
psychologicalsymptoms,and show more successful self-regulation...goalsandtheircharacteristicsarerelevant
notonly as a pathogenic factor that may contribute to the development or maintenance of mental disorders
butalsoasafactorinfluencingthewillingnesstobeactivelyinvolvedintherapy” (Michalak & Holtforth,2006).
Furthermore, data suggest that “psychotherapy outcome is enhanced when agreement on therapeutic goals
and collaborative involvement (often assessed by participant cooperation, role involvement, and homework
compliance)are presentduringthe courseoftherapy” (see Tyronetal.,2001 forareview). Sobeaguide with
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participants. Don’ttellthemwhattodo. Don’tcolludewithbadideas.Don’tconfrontbadideas. Be curious.Be
supportive. Be an expert. Be collaborative.

In orderto be an effective coach, you need to know something about the change process. Readiness to making
personal modifications, and in particular changes related to health behaviors, falls along a continuum from not
atall, to considering changing, to having changed, and even reverting back to unhealthy ways. Individuals move
back and forth through these stages. As a coach you will try to facilitate motivation and volition.

Behavior Change and Maintenance Framework

LiveWellrelies on anintegration of the available models and data on motivation and change in health behaviors.
The framework is non-linear and dynamic, with wellness components, behaviors, and underlying motivational
and volitional factors interacting and impacting the entire process of health behavior change.

TN
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Regularize routine 1Symptoms
Manage signs & symptoms +Quality of life
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Manage stress

Healthy habits Determinants
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Figure 6
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WELLNESS ANDBEHAVIOR: Inthisframework, healthand quality oflife outcomes are determined by decisions
and behaviors involving medications, sleep, routine, and managing early warning signs of iliness.

MOTVIATIONAL FACTORS: Knowledge, socialnorms, perceptions, capabilities, attitudes, supports, and self-
efficacy are all known to impact the motivation to initiate, discontinue, and maintain health behaviors.
Motivation is the time when participants develop intentions to take action. Initially, they may have no intentions
at all to take action. Or they may have motivation and lose it for some reason. All of the following factors
contribute to motivation around implementing specific health behaviors (i.e., disease management):

 Knowledge
Awareness of information necessary to support active participation in management of a health condition.

= Norms
Beliefs about whether others would approve or disapprove of a behavior (subjective) and desire to
comply with others (compliance).
Beliefs about whether others engage in a behavior (descriptive) and desire to be like others
(identification).

» Perceptions
Beliefs about one’s susceptibility to a health condition and the severity of the health condition (risk
susceptibility and severity).

» Attitudes
Beliefs about the tangible costs and benefits (instrumental) and emotional consequences (affective) of a
engaging in a behavior.

» Self-Efficacy
Beliefs about personal ability to perform behaviors needed to achieve an outcome.

* Intention
Explicit decision to work toward an outcome.

» Identity
Self-perception of personal characteristics, social roles and types that form a set of standards guiding
behavior.

* Insight
Awareness of having a mental health condition, presence of symptoms and consequences, and need for
treatment.
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VOLITIONAL FACTORS: The volitional aspect of health behavior change is the time when participants take
action. Thisinvolves setting concrete achievable goals, planning how to achieve selected goalsand howto
overcome obstacles and setbacks, as well as exerting control to monitor and evaluate progress, and make
adjustmentsasneeded. In particular, action planninginvolves thewhen, where, and how ofintended action,
and coping planning pertains to the anticipation of barriers and ways to overcome them and can be expressed
as if-then statements which are called implementation intentions. As with the motivational phase, self-efficacy
is a key to action.

» Goal setting
Identification of a target behavior to work toward to achieve an outcome.

» Planning
Specific plans for engaging in (task) and for overcoming obstacles (coping) to engaging in
a target behavior.

= Monitoring
Maintaining awareness of engagement in a target behavior.

= Evaluation
Detecting degree of alignment between actual behavior and target behavior.

» Adjustment
Based on evaluation, acknowledge success and maintain or refocus current goals and
plans or understand problems, identify solutions and make changes in current goals or
plans.

» Practice
Repetition of an action or its elements to learn or improve a capability

Environment Factors:
» Support & Obstruction

Direct informational, emotional, and/or tangible physical input from others that
facilitate or hinder engagement in a behavior.

» Resources & Constraints
Physical conditions of a situation that support or hinder engagement in a behavior.

* Reinforcement
Increasing the probability of a behavior by arranging a contingency between the behavior and a
consequence that follows the behavior.

* Prompts
Physical or social stimulus that acts as a reminder to engage in behavior.
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Capabilities-based Factors:
= Executive Function
Cognitive capacities such as response inhibition, mental flexibility, and working memory.

« Skills
Abilities acquired or developed through practice.

Note that there are two particular internal resources especially important in self-regulation. These are working
memory and behavioral inhibition (Heatherton & Wagner, 2010; Muraven & Baumeister, 2000). One must be
ableto“zoomin”onthetaskathand. Interestingly, the ability to control oneself can be literally “exhausted”.
Itis alimited resource. The mind is like a muscle. It gets fatigued with exertion. Exerting self-control, which
involves prolonged vigilance and resisting temptation depletes mental reserve. Stress and negative emotions
alsodeplete mentalreserve. Soself-control efforts, stress, and negative emotions allmake itharderto exert
self-control. Directing behaviors requires delaying gratification, resisting temptation, perseverance, and
problem solving. Studies show thatitis possible to improve regulation skills with practice (Fava & Tomba, 2009;
Ferguson, Conway, Endersby, & MacLeod, 2009). Keepthesethingsinmind as you coach participants!

Figure 7
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Process of Behavior Change

Research suggests that there are 5 (nonlinear) crucial steps to making lasting behavior changes in life (Figure
7). This is true no matter what the behavior. It could be trying to take medications on a consistent basis,
getting a better daily routine, eating better, or exercising more regularly. Specifics about volitional factors
arelocated inthe “Making Changes” section of the Toolbox in the LiveWell application.

STEP 1: Getting Prepared

Knowledge, capabilities, supports, attitudes, and self-efficacy willimpact willingness to initiate changes and
stick with the process of making them over time.

» People are more likely to commit to changing when they consider themselves at high-risk for relatively
severe consequences of not changing.

» People are more likely to commit to changing when the consequences are important to them, and
when the advantages outweigh the disadvantages of making a change.

» People are more likely to proceed with change if they have the internal and external resources to
succeed.

» People make changes when they are confident they have what it takes to make it happen.

» Peoplearemorelikelytocommittochangeifimportantpeopleintheirlife supportthe changesin
question.

STEP 2: Setting Goals

Being clearabout goals helps people make changes in life. Being specific and realistic is an important part of
this process. For major changesinlife, itis best to break down alarge goal into manageable steps.

Setting goals is a crucial part of behavior change. Individuals are most motivated when goals are moderate in
difficulty. Thatis, goals should be neithertoo easy nortoo hard. Itcan be hard toknowinadvance whatis
easyandwhatis hard. Help participants setgoalsthey believe they canachieve with 95% certainty. Early
achievement helps with motivation and confidence. When individuals succeed after a few days, weeks, or
months they then they can make the goal tougher.

Therearetwotypesofgoals. Outcomesfocus ontheresults people desireinlife. Targetsfocus onthe efforts
people make to hopefully produce the desired outcomes. Participants using Live Wellwill likely have hopes
(outcome goals) related to reducing symptoms and episodes resulting from bipolar disorder and improving their
quality of life. As a coach, you will be helping them achieve these hopes by supporting them in using the
application to work on achieving the behavioral targets (process goals) that are thoughtto be involved in making
interventions like LiveWell effective. The targets_LiveWell focuses on are taking medications, getting the right
amountofsleep, keepingaregularroutine, managing early warning signs as well as residual symptoms
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STEP 3: Developing a Plan

» Thisinvolveshelpingparticipantsidentifyingwhat, when,andwheretheyare goingtoengageina
health behavior. The plan should be action-based, realistic, and involve atime and place. This is called
action planning.

» |tisimportantto ensure the participant has the skills, resources, and supports to succeed.

» Anticipate obstacles and ways to overcome themin advance. This is called coping planning.

STEP 4: Monitoring Behavior

Monitoring behavior makes it more likely that participants will effectively make changes. There are two ways
to monitor behavior. Self-monitoring, like keep a log, or getting feedback from others helps.

STEP 5. Evaluating Performance
Remember that targets are the efforts (actions) participants planned. How did they do? Did they stick with the

plan? Remember that outcomes are the results participants anticipated. Did changes in behavior resultin the
desired outcomes? Do adjustments need to be made in the targets or outcome expectancies?
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8

COACHING SKILLS

The coaching skills in LiveWell are based on the models of Supportive Accountability and BehaviorChange
Counseling. The foundations upon which coachingis built can be translated into four skilldomains. Bear in mind
these processes, or coaching strategies (stances), when interacting with participants. The keys are participant
involvement (collaboration), goal setting and monitoring, “intrinsicizing” motivation, and instrumental and
relational legitimacy.

Core Listening Skills

Good listening skills are a part behavioral change counseling and part of being an effective coach. Listen.
Demonstrate you're listening. Be sure you understand correctly. Don’'t assume. Whenever a participant
expresses a question or concern, be sure you fully understand the nature of theirissue. You can never go wrong
bysaying “TELLME MORE...”Rememberthe acronym OARS to keepin mind the techniques of active listening.

OPEN-ENDED QUESTIONS: These are invitations. Allow room for the participant to craft their narrative. Open-
ended questions encourage elaboration. They are non-directive.

Examples:

What was that like?
Whatwere youthinkingatthetime?
How were you feeling at the time?

AFFIRMATIONS: These are confirmations that you are interested. Show you are listening through verbal and
nonverbal encouragements. It urges participants to keep talking.

Examples:

[Lean forward]
[Nod]

Okay

Uh-huh

Hmm

REFLECTIONS: Thisis arepeating back ofthe participant’s feelings. It shows you are listening and allows you to
check that you have accurately understood the participant.
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Examples:

You sound frustrated.

You seem happy with how this has gone.
You appear confused.

You sound really down today.

You seem anxious aboutthis.

SUMMARIES: Thesearerecaps. Summarize whatthe participanthas said. Showyouare listeningand check
that you have accurately understood the participant.

Examples:

Soyoudon’tunderstandthe check-ins.
You'reworriedaboutsharingyourplan.
You are committed to trying for a week.
Okay, so you're going to call your doctor.
Soyouwanttogooverthedaily review.

Domain 1: Agenda Setting and Permission Seeking

Participation in therapeutic endeavors is facilitated by the active involvement of the individuals involved. This
includes having input into outcome goals, process goals, and day-to-day topics.

KEY: PARTICIPANT INVOLVMENT

The coach sets an agenda in a way that invites the participant to talk about behavior change.

Atthe beginning of each encounter, you should explicitly ask the participant’s permission to talk about behavior
change, making it clear that the participant is not obliged to make any decisions regarding their behavior. That
is, you should ask the participant about a willingness to talk about behavior change and give them an
opportunity to speak, giving them a choice in the matter!

Example: “Before we start, I'd just like to make it clear that | am not here to tell you what to do or to force you
to make decisions you don’t feel ready to make. | am here to understand you. We don’t have to talk about
anythingyoudon’twanttotalkabout. Nowlunderstandyouare heretotalk about (agendaitems). Woulditbe
okay with you if we had a chat about that now?”

The coach demonstrates sensitivity to talking about other issues.
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Anissue can be anything of concern to the participant, whether itis connected to the behaviorin question or
not. Be suretogivethe participantachoice inwhattotalk aboutduring each contact. Do not proceed with the
consultation discussing what you feel is the mostimportant issue without regard for the participant!

Example: “So, since our last discussion you decided to make some changes in your sleep schedule. That must

have been a challenge. | know we’re going to focus on that in part, but ’'m wondering ifthere is anything else
concerning you that you would like to talk about today as well.”

Domain 2: Participant Accountability

Participation in therapeutic endeavors is facilitated by accountability. Accountability involves making one’s
intentions and results know to another human being. Itis facilitated by having a priori clarity, arationale, and
consensus around expectations.

KEY: GOAL SETTING AND MONITORING

The coach facilitates goal setting.

As acoach, be sure to exchange ideas with the participants about how they could change current behavior.
Actively encourage the participants to brainstorm a number of strategies that may help them change their
behavior. Be sure the participants offer the mostideas; you may make suggestions. Emphasize process (effort)
rather than outcomes, but be sure to link process to outcomes.

Example: “So, you are hoping this next week to reqularize your sleep schedule. And you saidthis has been a
challenge in the past. What sorts of things might you do in order to make it easier for yourself?”

The coach reviews use of application.

Besuretoelicitinformationabouthowtheparticipantsthinkandfeelaboutusingtheapplication.Don’tassume
they have positive or negative feelings. Also be sure not to discount or minimize any problems they are having.

Example: “What are your thoughts and feelings as you look back this week on using the LiveWell application?”
The coach reviews goal achievement.

Asacoach, besuretoactivelyengagethe participantsinadiscussionaboutthe extenttowhichthey mettheir
goals. Ifparticipantsreachedtheirprocess goals, explore andlink effortto outcome. Ifthe participantsdid not
reach their process goals, focus on lessons learned. Emphasize there is no such thing as failure. Participants
either succeed in meeting their process goals or they succeed in learning something.

Example: “So how did things go in terms of implementing a new bedtime routine? ...Okay, so you're saying that

itwas hardtolie downat 9:00p.m. every night because you wantedto watch television programs that start at
10:30p.m. Whatlessons can youlearnfromthis? How might youtakethisinto accountinthe weekahead?”

Domain 3: The Why and How of Behavior Change
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Motivational strategies facilitate participation in therapeutic endeavors. This involves meeting participants
where they are at, highlighting goals, and underscoring behavioral changes that will help them meet their goals.
As acoach, follow...do notlead! Motivating participants is not about telling them what to do. Live Wellrepresents
atoolthatcan be usefulin helping participants reach theirgoals. How and when (orif) they useitis ultimately
up to them. (Think: you can lead a horse to water, but you can’t make it drink.)

KEY: INTRINSICIZE MOTIVATION

The coach elicits how the participant thinks and feels about using the application.

Use a range of (mainly open-ended) questions to draw as much information from the participants as possible
about their thoughts and feelings about using the application.

Coach encourages participant to talk about current behavior or status quo.

Encourage the participants to talk freely about what they both like and/or dislike about their current
behavior/status quo. Youmaydothisinavariety of ways, forexample through using active listening skills, to
gain an understanding of the participants’ perspective.

Coach encourages participant to talk about behavior change.

Encourage the participants to talk freely about what they feel the positive and negative aspects of behavior
changewouldbeforthem. Youmaydothisinavariety ofways, forexample through using active listening, to
gain an understanding of the participants’ perspective.

Coachasksquestionstoelicithowparticipantthinks andfeelsaboutthetopicofbehaviorchange.

Use a range of (mainly open-ended) questions to draw as much information from the participants as possible
about their thoughts and feelings towards the topic of behavior change.

Coach uses active listening when participant talks about the topic of behavior change.

Uses arange of active listening skills while the participants are talking about behavior change to clarify whether
s/he hasunderstood whatthe participants have said, and/orto encourage the participants toamplify further.
Active listening includes open-ended questions, affirmations, reflections, and summary statements (OARS).

Domain 4: The Whole Consultation

Participation in therapeutic endeavors is facilitated by a sense, on the participant’s part, that the coach is
competent and considerate. This can be demonstrated in many ways.

The firstis a sense of trustworthiness and benevolence vis-a-vis displays of optimal levels of warmth, concern,
confidence, genuineness, and professionalism. The coach’s behavior should convey a sense of integrity, care,
and having the participant’s best interest at heart. And the second is a sense of expertise and reciprocity.
Coaches should be able to provide information about the relevant topics as well as accurately respond to
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questions posed by the participant. Be sure to provide sufficient time, attention, and assistance to participant
needs.

KEY: INSTRUMENTAL AND RELATIONAL LEGITIMACY

Coach acknowledges challenges about behavior change that the participant faces.

Regularly and explicitly acknowledge the challenges that may be facing the participants. This affirmation is done
by focusing on the personal strengths that the participants have in the face of these challenges.

Example: “Goodness, | can see why itis so hard for you to change. You have so much stress to deal with in your
life right now. It must be really hard. But even though this is really difficult, you have already begun to make
changesto yourlifestyle following your recent manic episode, and you’ve managedto keep them up even though
it’s tough.”

When coach provides information, it is sensitive to participant concerns and understanding.

Try to understand what the participants know and want to know, and also elicits their personal reactions to
information provided.

Coach actively conveys respect for participant choice about behavior change.

Openly acknowledges and accept participants’ choices even if this does not fit in with your agenda. Do not put
any pressure on the participants to change their behavior.

Example: ‘Atthe end ofthe day, it’s yourchoice. It’s up to you ifyou wantto make any changes, andit’s about
what is realistic and manageable for you. You don’t have to do anything you don’t want to do.’

Coachandparticipantexchangeideas aboutthe howparticipantcouldchangecurrentbehavior.

Actively encourage the participants to brainstorm a number of strategies that may help them change their
behavior. With encouragement, the participants should offer the mostideas, and you also make suggestions.

Domain 5: Initial Session Only

During the initial encounter, there are specific things that facilitate overall engagement in the therapeutic
endeavor. These include participant involvement in goal setting, clarity of expectations of the participant and
coach, and anticipation and planning for obstacles.

Obtain information about the participant’s reasons for participation.

Obtain information about the participant’s expectations for the program.

Provide participant with information about the application and bipolar disorder.
Work with the participant to establish the coach’s role.

Work with the participant to establish how coach and participant will work together.
Obtain information about the participant’s challenges towards participation.

V VVVVVY

Elicit enthusiasm and commitment talk from the participa
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9

COACHING RESPONSIBILITIES

Rememberthat the purpose of coaching is to support the participants’ use of the LiveWell program. This means
keeping them engaged and motivated. It also means helping them solve any problems in using the application
itself.

You are expected to offeranswers about use of the application and to support the participants in using it for
theiradvantage. You are not expected to act as a therapist or clinical advisor. Also, you are not expected to

“‘make” them do anything they are reluctant to do (Figure 8).

See Appendices D through | for the following coaching scripts: Initial Meeting, Scheduled Calls, Ad Hoc Calls,
Crisis Protocol, Suicidal Ideation Protocol, and Coach Fidelity Rating Scale.

Initial Meeting
This is a face-to-face session in which you introduce the participant to the telephone and the basic concepts of

the LiveWell Program. The session focuses on providing information, enhancing motivation, and working
towards commitment to specific behaviors vis-a-vis the LiveWell application.

Scheduled Calls

There areplanned coachingcallsatweeks 1,2, 3,4,6,and 16. Generally speaking, these callsare toreview
material and goal achievement, set new (or continued) goals, and anticipate obstacles to participation and
problem solve.

Weeks 1 through 3 focus on reviewing the lessons. Week 4 is longer and is designed to help the participant

generate their Wellness Plan. Week 6 is designed simply as a planned checkin. The finalweek (16) is scheduled
to review a termination lesson and to wrap-up with the program and coaching relationship.

Ad Hoc Calls

There are a few additional conditions under which coaches will reach out to participants. These include:
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> Low application adherence
> Discrepancy in clinicalratings

> Severe symptom ratings (daily and weekly check ins)

The primary goal of these calls is to problem solve. In the case of severe symptom ratings, the goal will be to
screen for safety concerns. (Any confirmed concerns are reported to the clinical coordinator or clinician on call,
who will conduct further assessments and make clinical recommendations.)

Crisis Protocol

A very specific protocol has been designed to screen participants any time there is concern that they have
entered a full-blown manic or depressive episode. Coaches are responsible only for completing the screening

tool and reporting the results to the clinical coordinator or clinician on call. Coaches ARE NOT clinically
responsible for determining level of risk or providing further clinical care.

Suicidal Ideation Protocol

A very specific protocol has been designed to screen participants any time there is concern thatthey are in
danger oftaking theirlife. Coaches are responsible only for completing the screening tool and reporting the

results to the clinical coordinator or clinician on call. Coaches ARE NOT clinically responsible for determining

level of risk or providing further clinical care.
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Figure 8
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10

WRAPPING UP

Alot of material has been covered in this training manual. Likewise, there is a lot of material in the LiveWell
applicationitself. Takeyourtimetofamiliarize yourselfwiththe basicconcepts. Youwillmasteritallwithtime.

Remember, this manual is a starting point for your training. It also serves as a reference guide for you down the
road. In addition to the materials included here, you will get face-to-face instruction, watch others, and role play

with feedback all priorto startingas a coach. Soread, wonder, and ask questions as you go through yourtraining.

We look forward to facilitating your participation as a coach in the LiveWell program!
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LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

\ PREPARE FOR SESSION. Pre-loaded phone/charger, watch/charger, recorder, money, handouts.

1. Introduction

Welcome. Thanks for coming to participate in the LiveWell study. I'm [name]. | will be working as a
coach to follow along with you while you participate in the study. You have been randomly assigned to
the behavioral data collection and self-management arm of the study.

e As we talk today, I'll take some notes

e Audio recording- only study team listens

e Today, about 1 hour

e Go over how to use the equipment

e Go over how to use the self-management application

e May seem like a lot so don’t worry about every detail

e Everything we cover today is in Instructions section of app
e You can call or email me with questions as well

Do you have any questions right now?

2. Hopes

Make links between the participant responses and how the application might be useful.

How did you decide to participate in this program?

What would you like to be different at the end of this program?




LiveWell Application Training Script: Intervention Arm
Coach: Date of session:

. Overview

LiveWell focuses on self-management tools to help decrease mood episodes
Medications shown reduce risk symptoms and episodes in bipolar disorder

Most people know about the need for medications in bipolar disorder
Self-management cuts down symptoms up to 50% compared with medications alone
Many people do not know about these tools

What do you do to manage bipolar disorder now?

‘ Make links between the participant responses and how the application might be useful.

General Rationale

Time-limited, 4-month treatment

Help you learn more about your symptoms

Identify ways to reduce their likelihood of occurring

Manage them when they occur

Hopefully in the future be better prepared to manage bipolar

. Wellness Rating Scale

Important part of LiveWell is knowing how you’re doing each day
Different people describe this differently
Before we go to the application, we’ll create your personalized wellness rating scale
Let’s review this [HANDOUT 1]
You will write down 3-5 brief statements for each rating
Can describe your
o Moods and emotions
Kind of thoughts you have
Whether your thinking is fast or slow
Your behaviors, sleep, or energy levels
Your interests or outlook on life
o How you relate to others

O O O O

| will load anchoring statements on the phone for you so best to keep reminders brief
Will review in 4 weeks, can update for you if you want to change at anytime
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LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

Wellness Scale (-3)

\ If describing most severe or crisis level of depression, anchor as -4 and return to -3.

On this scale, episodes of depression correspond to feeling moderately down (-3). People usually have:
e Multiple symptoms
e Symptoms that continue day after day
e May have difficulty maintaining their usual activities and routines

Write down a few words that describe your experiences when having a depressive episode.

Ok. Now let’s take a look at this list. It that covers the main symptoms of depression [HANDQOUT 2]. Are
there any symptoms on this list that resonate more with you? If so, adjust your sheet accordingly.

Wellness Scale (-4)

If past hospitalizations due to depression, they might consider what this was like. If they were never
suicidal or hospitalized they might consider what would lead to a 911 call or hospitalization.

Let’s consider what would be a crisis situation due to depression. This might include:

e Thinking about suicide including making or acting on plans to kill yourself

e Experiencing psychotic symptoms such as delusions or hallucinations

e Being unable to maintain your regular activities, responsibilities, and routines
e Being unable to sleep, eat, or bath regularly

e Engaging in behaviors with serious consequences (risky, dangerous)

Write down a few words or phrases that would describe you at such a time.

Wellness Scale (-2)

On the rating scale, early warning signs of depression correspond to feeling mildly down (-2).

e Many people notice low level symptoms or other signs before a depressive episode
e These changes happen first and often predict an episode of depression

e These kinds of changes are called early warning signs

e Learning to notice and take action helps avoid episodes

People often maintain their usual activities and routines when early warning signs are present.
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LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

Write a few words or phrases that describe how you are before an episode of depression. Try to list
signs or symptoms that come FIRST for you.

Here is a list [HANDOUT 3] of early warning signs of depression that are fairly common. Are there any
on this list that resonate with you that you’d like to add to your sheet?

Wellness Scale (+3)

‘ If describing most severe or crisis level of mania, anchor as +4 and return to +3.

On this scale, episodes of mania correspond to feeling moderately up (+3). People usually have:

e Multiple symptoms
e Symptoms that continue day after day
e May have difficulty maintaining their usual activities and routines

Can you write some words or phrases that describe when you are having a manic episode?

Ok. Now let’s take a look at this list that covers the main symptoms of mania [HANDOUT 4]. Are there
any symptoms on this list that resonate more with you? If so, adjust your sheet accordingly.

Wellness Scale (+4)

If past hospitalizations due to mania, they might consider what this was like. If they were never
hospitalized they might consider what would lead to a 911 call or hospitalization.

Let’s consider what would constitute a crisis situation due to a manic episode. This might include:

e Being unable engage in your daily activities, responsibilities, and routines

e Being unable to sleep, eat or bath regularly

e Behaviors with serious consequences (risky, dangerous, fighting, promiscuous, spending)
e Having very poor judgment, making very bad decisions

e Experiencing psychotic symptoms such as delusions or hallucinations

Write down a few words or phrases that would describe your experiences at such a time.

Wellness Scale (+2)

On the rating scale, early warning signs of mania correspond to feeling mildly up (+2).



LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

e Many people notice low level symptoms or other signs before entering a manic episode
e These changes happen first and often predict an episode of mania

e These kinds of changes are called early warning signs

e Learning to notice and take action helps avoid episodes

People often maintain their usual activities and routines when early warning signs are present.

Write a few words or phrases down that describe this how you are before an episode of mania. Try to
list signs or symptoms that come FIRST for you.

Here is a list of early warning signs of mania that are fairly common [HANDQOUT 5]. Are there any on
this list that resonate with you that you’d like to add to your sheet?

Wellness Scale (0)

Let’s cover when you are doing well and feeling balanced (0). Write down a few words that describe
what it’s like for you when you are balanced. Think about:

e Your mood and thoughts
e Your behaviors

e Your personality

e Your interests

e Your outlook on life

e How you relate to others

Wellness Scale (-1)

Next we can talk about times when you feel slightly down (-1). This type of down is:

e Atypical response to routine negative event in daily life
e Usually a normal variation in mood, thoughts, or behavior

Write down a few words or phrases that you at these times.

Wellness Scale (+1)

Now think about times when you feel slightly up (+1). This type of up is:

e Atypical response to routine positive event in daily life
e Usually a normal variation in mood, thoughts, or behavior



LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

Write down a few words or phrases that you at these times.
5. Home Page

Let’s look at the application. Tell me if I’'m going too fast or too slow. Also ask questions at any time.
But before we begin, let me ask. What has your experience been with android phones? How
comfortable are you with technology?

\ Offer general orientation to operation, navigation, etc. as needed.

Okay, now let’s look at the LiveWell application. You will see this home page when you open the
application. Right now, there are a few buttons:

e Weekly Check In
e Daily Check In

e Foundations

e Toolbox

e Wellness Plan

6. Daily Check Ins

Reminders
Every day application displays a reminder to check in:

e Comes up in tray [SHOW]
e Will be there until you complete LiveWell activities for the day

Settings
Let’s set when you’d like to receive the first reminder of the day to complete LiveWell activities:
e Daily Check In

e Daily Review
e Weekly Check In (on Sundays only)

If not a good time or you don’t complete daily check-in:

e Alert icon will stay in tray
e You will get three reminders (set time and 2 and 4 hours after that)
e Can always change notification time (but should be before 8:00 p.m.)

Any questions about how to set when you want to check in or about the reminders?
6



LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

Let’s go over each part of the daily check in. To reduce symptoms and episodes, it is important to take
medications regularly, get adequate amounts of sleep, keep a regular schedule or routine, and monitor
for early warning signs of depression and mania. We’ll set your intentions today for each of these self-
care areas.

Medications
e Can be difficult for people to take medications daily
e Record if you took all, some, or none of daily psychiatric medications in the past 24 hours

e Do not need to include PRN medications or medications for other conditions

What is your target for taking your medications for bipolar disorder [aim for 100%]?

Sleep

e American Sleep Foundation recommends: 7 — 9 hours/night, 6 — 10 range normal okay for some
e Enter the number of hours you think you slept each night (not time in bed)
e Don’tinclude naps

What is your target for amount of sleep [aim for 2-hour window between 6 to 10 hours]?

Routine

e Push button to record when you went to bed with the intention of going to sleep (not when you
went to sleep but when you tried to get to sleep)

e Push button to record when you got up planning to start your day
(not when you woke up but when you got out of bed to start your day)

e Be mindful of AM/PM for times selected

What is your target for routine [aim for 1.5-hour window for bedtime and risetime]?




LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

Wellness Scale

e Record wellness rating (for the previous day)

e Don’t rate how you are doing just in the moment you are checking in
e Rate how you have been overall the past 24 hours

e Think about the anchors for the scale that you created

e Review your anchors and general definitions from time to time

e Once you press the number, button turns white

Some people with bipolar disorder have what's referred to as mixed episodes. This means depression
with some symptoms of mania, or mania with some depressive symptoms at the same time. If you
experience this, enter a rating that captures the more prominent symptoms.

What’s your target in terms of your wellness rating? [Aim for +1 to -1]

Let’s complete the Daily Check In together now.

Any questions?

7. Daily Review

e Comes up automatically after Daily Check In

e Feedback based on how you’ve been doing

e Recommend you look at every day

e Percentage success for each target past 7 days [SHOW HOVER GOALS]
e Can repeat suggested Daily Review from home screen

e Can Review Something Else

Let’s complete the Daily Review together now.
Any questions?

8. Weekly Check Ins

e Comes up Sundays

e Includes standardized questions about depression and mania

e Also early warning signs for depression and mania

e Responses should consider entire past week, not just current day



LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

Let’s complete the Weekly Check In together now.
Any questions?

9. Clinical Reporting

LiveWell is equipped to generate weekly clinical reports. It is also equipped to generate notifications
whenever you are at risk for having a mood episode or are having a crisis.

You will have access to an online weekly report that displays an overview of how you are doing that
looks like this [HANDOUT 6]. You were emailed a link and password. Did you get it? [If not, then take a
look.] The reports do not contain your full name or other identifiers, and the website is secure.

You will also get notifications in your Daily Review whenever you are at risk for having a mood episode
or are in crisis. Based on your Daily Check In, LiveWell may prompt you to call your psychiatrist for
problems with taking medications, getting adequate sleep, having early warning signs or symptomes, or
having severe symptomes.

You can allow your psychiatrist or other mental health provider access to these two things—your
weekly reports and automatic notifications—whenever you are at risk for having a mood episode or
are in crisis. Are you comfortable with any of your providers involved in this way?

\ If yes, complete form for each provider being authorized.

10. Instructions

Now let’s briefly look at the instructions page. This section goes over a lot of what we talked about
today, since we covered a lot.

11. Refresh

Also on the main page is a refresh button (the two arrows). The application should automatically
update your content as we edit things, but if content seems old or is inconsistent with most recent
conversation with me, we recommend pressing refresh button before letting me know.

12. Equipment

You might be aware that activity tracking devices are a new trend to help live a healthy lifestyle and
maintain a routine. Your study phone and watch will collect behavioral data. We are examining how
this information may be useful for helping those with bipolar disorder.



LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

The phone has an application installed, called Purple Robot, that collects data about activity, location,
calls, and texts (which does not include information about content or identities).

The pebble watch sends feedback from its sensors to the phone to track sleep and activity level.

e Please wear it 24/7

e Water resistant

e Prefer worn on non-dominant wrist

e Apologize if it feels bulky on wrist

e The pebble band may cause skin irritation. If this occurs, please stop wearing the pebble and
contact me. We can provide you with a different type of watchband or you may select a
different type of watch band now if you want.

13. Coach’s Role

My role is to help you learn to use the application in a way that is most helpful for you. We’'ll talk each
week during the first four weeks and then at week 6 and 16. You can always contact me as well with
guestions or concerns.

The behavioral and self-report data we are collecting is vital to the success of the study, so | will also be
contacting you if check-in, phone, or watch data are not coming in regularly.

What do you think about the coaching calls? How about me checking in with you if the check-in,
phone, or watch data are not coming in regularly?

Please note:

e [f you have an emergency, you should contact your psychiatrist or call 911.
e Do not discuss your coaching calls or application use with the assessor.

14. Commitment and Goals

\ Summarize participant’s story. Underscore hopes and the ways LiveWell can help.

You said you were hoping for [name hopes]. Now that you know more about the application, how do
you think the LiveWell program will help you get there?

10



LiveWell Application Training Script: Intervention Arm
LWID: Coach: Date of session:

Beyond concerns talked about [name them if any], what might make it hard to participate in LiveWell?

What might you or we do get past these obstacles so you can benefit most from LiveWell?

We recommend daily use of the LiveWell application. What do you think about that?

18. Wrap Up

In the week ahead we recommend you:

e Read the first two lessons: Overview and Basic Facts
e Complete the Daily Check In and go through the Daily Reviews every day

How does this sound to you?

Do you have any other goals in terms of using the application for the next week?

0Ok, so we will talk next week. What is a good time?

e | appreciate your taking such an active part in learning about the program today
e | think you will find this program useful in helping you stay well.
e Sometimes things come up and people aren’t able to use the program as planned
e We can always talk about any problems and I’'m happy to help

Do you have any questions for me?

Thank you for coming in today.

11
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Wellness Definition Anchors

Poor judgement. Dangerous

behaviors Not sleeping.

Hallucinations/delusions.

Many symptoms day to day.

+3 Manic episode probably
Moderate Up | happening. Difficult to maintain

activities/routine.

Some symptoms, early warning

+2 signs. Manic episode may be
Mild Up coming. Can still maintain

activities/routine.

Response to recent/upcoming

+1 good event. Likely normal
Slight Up | variation in wellness.

Understandable and manageabile.

0

Balanced Neither up nor down. Doing well.

Response to recent/upcoming bad

-1 event. Likely normal variation in
Slight Down | wellness. Understandable and
manageable.

Some symptoms, early warning

-2 signs. Depressive episode may be

Mild Down | coming. Can still maintain
activities/routine.

Many symptoms day to day.

Depressive episode probably
happening. Difficult to maintain

activities/routine.

Serious ideas about suicide.

Immobilized. Dangerous
behaviors. Disrupted sleep.

Hallucinations/delusions.
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The hallmark of depression is low
mood or diminished interest and
pleasure in life. Other symptoms
include:

Weight loss or weight gain
Sleeping too much or too little
Physical agitation or slowing down
Fatigue or loss of energy

Feeling worthless or guilty
Difficulty concentrating

Thoughts of death or suicide

NI NI N N NI NI N

Low mood or diminished interest/pleasure plus
4 or more other symptoms on most days for 2
weeks is considered a full-blown depressive
episode.
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Early Warning Signs of

Depression
Many people notice low level symptoms or
other signs well before entering a depressive
episode. These are called early warning signs.
Common early warning signs include:

Sad or anxious mood
Less energy than usual
Problems concentrating
Less interest than usual
Negative thinking
Withdrawn

Sleep disturbance

Guilt

DN N NI N NI N

How can you tell if an episode of depression is
coming? What changes do you recognize in
yourself that lead up to a depressive episode?
Are there any signs that you notice first?
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The hallmark of mania is a euphoric or
irritable mood. Other symptoms
include:

Inflated self-esteem/grandiosity
Decreased need for sleep

More talkative than usual
Racing thoughts

Difficulties concentrating
Increased activity level

Risky activities

NN NN KX

Elevated or irritable mood plus 3 or
more other symptoms for a week is
considered a full-blown manic episode.
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Many people notice low level symptoms or
other signs well before entering a manic
episode. These are called early warning signs.
Common early warning signs include:

Sleep disturbance

More active than usual

More talkative than usual

More social than usual

More irritable/agitated than usual
Increased energy

Increased self-esteem

Racing thoughts

DN N N N N IR

How can you tell if an episode of mania is
coming? What changes do you recognize in
yourself that lead up to a manic episode? Are
there any signs that you notice first?

5|Handou



Example of LiveWell Clinical Status Summary

Report Level:

Normal

Daily Summary for October 23, 2016

Clinical Status:

Recommendation:

Well

Keep it up! Stay well. Build knowledge and skills.

Daily Check In Goal
Medication: Took All Take All
Sleep Duration: 9 hours 7 -9 hours
Bedtime: 10:30 PM 10:30 PM - 12:00 AM
Risetime: 7:30 AM 7:00 AM - 8:30 AM
Wellness Rating: Balanced (0) -1to+1
Weekly Summary
gl 2| g sg| g s
o S o vy > ~
Domains Metric § § § % § §
Weekly Check In Survey(AMRS) >=6 possible mania 0 0 1 0 3 0
Mania Early Warning Signs, 8 maximum 0 0 0 0 0 0
Weekly Check In Survey(PHQ8) >=10 possible depression 2 3 1 1 0 2
Depression Early Warning Signs, 8 maximum 0 0 0 0 0 0
Daily Check Ins Days Reported, 7 maximum 5 7 5 7 7 4
Duration Min, hours 8.5 7.5 7 7.5 8 8.5
Sleep Duration Mean, hours 9 8.5 8 8 8.5 9
Duration Max, hours 9 9.5 9 9 9 9
In Range, % 100 86| 100| 100| 100 50
Routine In Bedtime Window, % 80 71 80 86 71 50
In Risetime Window, % 100 100| 100 86 86 50
Medications Adherence, % 100f 100| 100 93] 100| 100
Moderate Up, % (+3, Episode) 0 0 0 0 0 0
Mild Up, % (+2, Prodromal) 0 0 0 0 0 0
Wellness Well, % (-1 to +1, Balanced) 100{ 100 100 100| 100| 100
Mild Down, % (-2, Prodromal) 0 0 0 0 0 0
Moderate Down, % (-3, Episode) 0 0 0 0 0 0




LiveWell Program

The LiveWell Program will help you reduce recurrences of depression and mania. While
there are a lot of resources available in the application, the key things you will focus on are:

1. Taking medications regularly

2. Getting adequate sleep

3. Developing a good daily routine

4. Managing early warning signs of mood episodes

Foundations <> Toolbox

E

Wellnhess Plan

\ 4

Daily Check In

4

Daily Review
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LiveWell Week 1 Scheduled Call Script
LWID: Coach: Date of session:

WEEK 1

| PREPARE FOR CALL. Summarize data from the past week.

Dashboard data:

Wellness: Medications: Sleep: Routine: Check ins:
Coach only:
Feedback category: Clinical status: PHQS: ASRM:

Weekly goals (last session):

Hopes (initial session):

1. Aims

| Set clear agenda and invite collaboration.

Hi [participant]. This is your coach, [name], from the LiveWell program. I'm calling for our
weekly call. It should take about 15 minutes. Is that alright?

Today, we are scheduled to review 2 lessons, how using the daily check in went, and any other
goals from last week. Is there anything else you would like to cover?

Any questions or concerns about using the application? Does your personalized content
[anchors, medications, psychiatrist] look up to date? Remember that if we ever change things
and they don’t seem to be updated on your phone, then you can refresh the application to see
if that helps. [POINT OUT REFRESH BUTTON]

12



LiveWell Week 1 Scheduled Call Script
LWID: Coach: Date of session:

Last week you received the link and password for your weekly reports prior to the phone
training. Did you look at them?

2. Review

Remember that success and failure depend on motivation and volition. Keep this in mind in
mind while discussing performance.

Let’s talk about how things are going. Based on the data | have, it looks like [summarize
dashboard]. Does that sound right?

Last time your goal was to [summarize goal]. To what extent were you able to do this?

» If goal met: Good for you! What do you think helped? Do you think that this could have any
impact on [summarize hopes]?

» If goal not met: Okay. Let’s see what we can learn about this situation. What is your sense
of things that got in the way?

3. Goal Setting

Guide participant to set goal based on dashboard data. Prioritize issues in this order: symptoms,
medications, sleep, routine, and check ins. If data all within targeted parameters, encourage
participant to set goal related to a target or use of the application (e.g., foundations, toolbox,
wellness plan). Exchange ideas.

Let’s think about your goals for using LiveWell in the week ahead. It seems like [summarize
highest priority issue] makes the most sense to focus on. Can you think of a goal related to this
that you’d like to set for the next week?

Do you think [goal] might help you achieve [hopes]?

13




LiveWell Week 1 Scheduled Call Script
LWID: Coach: Date of session:

Anything that might make it hard to do this? What might help you around this obstacle?

4. Lessons and Toolbox

Review lessons. If participant did not look at them, explore what got in the way. Consider
whether a motivational or volitional problem. Problem solve together.

Now let’s briefly review the lessons. The Overview of the LiveWell Program focused on how
self-management along with medications can help you stay well; the Basic Facts focused on
symptoms, early warning signs, treatment options, and getting support and information about
bipolar disorder.

What are your thoughts and feelings about the material? Do you have any questions?

Toolbox: You will become increasingly aware that different parts of the application point you to
skills in the Toolbox. Have you had a chance to look at the Toolbox? If you want to navigate
there with me now, you’ll see there are 5 categories.

e Making Changes: This section provides information on how to get motivated to make
personal changes in your life. It also has tips on how to set goals and make plansin a
way that increases your chances of success.

e Self-Assessment: This section has a variety of surveys that can help you improve your
awareness of symptoms and stress. It also has surveys to help you identify skills,
strengths, and supports you might use to get and stay well.

e Lifestyle: This section has tips on how to reduce your risk for symptoms, in other words,
ways to boost your resilience.

e Coping: This section describes skills and strategies you can use to manage symptoms of
depression and mania.

e Team: This section has tips on how to work effectively with your psychiatrist and
personal supports.

14




LiveWell Week 1 Scheduled Call Script
LWID: Coach: Date of session:

How do you think the Toolbox might be helpful?

Material in the Toolbox is there for you to use when you feel like you want or need. Consider
taking a closer look. If you find a skill you like, you can choose to add it to your “My Skills”
section of the Wellness Plan. Do you want to try adding a skill together now?

5. Close

Sounds like you have a great plan for the week ahead. You are going to try to [goal]. Also read
about Medications and Lifestyle Skills before we talk next week.

Can we set a time for next week?

If anything comes up before then, please feel free to call me. Thanks for talking with me today.

15



LiveWell Week 2 Scheduled Call Script
LWID: Coach: Date of session:

WEEK 2

‘ PREPARE FOR CALL. Summarize data from the past week.

Dashboard data:

Wellness: Medications: Sleep: Routine: Check ins:
Coach only:
Feedback category: Clinical status: PHQS: ASRM:

Weekly goals (last session):

Hopes (initial session):

1. Aims

| Set clear agenda and invite collaboration.

Hi [participant]. This is your coach, [name], from the LiveWell program. I'm calling for our
weekly call. It should take about 15 minutes. Is that alright?

Today, we are scheduled to review 2 lessons, how using the daily check in went, and any other
goals from last week. Is there anything else you would like to cover?

Any questions or concerns about using the application? Does your personalized content
[anchors, medications, psychiatrist] look up to date?

2. Review

Remember that success and failure depend on motivation and volition. Keep this in mind in
mind while discussing performance.
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LiveWell Week 2 Scheduled Call Script
LWID: Coach: Date of session:

Let’s talk about how things are going. Based on the data | have, it looks like [summarize
dashboard]. Does that sound right?

Last time your goal was to [summarize goal]. To what extent were you able to do this?

» If goal met: Good for you! What do you think helped? Do you think that this could have any
impact on [summarize hopes]?

» If goal not met: Okay. Let’s see what we can learn about this situation. What is your sense
of things that got in the way?

3. Goal Setting

Guide participant to set goal based on dashboard data. Prioritize issues in this order: symptoms,
medications, sleep, routine, and check ins. If data all within targeted parameters, encourage
participant to set goal somehow related to a target or use of the application (e.g., foundations,
toolbox, wellness plan). Exchange ideas.

Let’s think about your goals for using LiveWell in the week ahead. It seems like [summarize
highest priority issue] makes the most sense to focus on. Can you think of a goal related to this
that you’d like to set for the next week?

Do you think [goal] might help you achieve [hopes]?

Anything that might make it hard to do this? What might help you around this obstacle?

4. Lessons and Wellness Plan

Review lessons. If participant did not look at them, explore what got in the way. Consider
whether a motivational or volitional problem. Problem solve together.
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LiveWell Week 2 Scheduled Call Script
LWID: Coach: Date of session:

Now let’s briefly review the lessons. The Medications provided basic information about
medications and how to overcome common barriers to using medications effectively; and the
Lifestyle Skills focused on how to promote wellness through sleep, medications, attending,
routine, tranquility, and socialization.

What are your thoughts and feelings about the material? Do you have any questions?

Wellness Plan: After the phone training | updated your personalized anchors for the wellness
rating scale that you are using in the Daily Check In. These anchors are in the Wellness Plan.
Let’s navigate there now and make sure everything looks okay. You’ll notice the Wellness Plan
has 3 sections.

e My Resources: This section lists your medications, team, charts, and skills. You can use
charts to help you monitor your goals. My Skills keeps anything you have saved from the
Toolbox.

e Reduce Risk: This section has a table for SMART. You can click on a button to learn about
related skills. Your personal goals are already in there for medications, sleep, and
routine. We will personalize other sections of SMARTSs in a couple of weeks. So think
about what might be important for you in terms of your lifestyle.

e Awareness & Action: Here we can see the standard definitions, your anchors (which can
be updated), and a standard relapse prevention plan. We will personalize your planin a
couple of weeks.

You will learn about developing your Wellness Plan at the end of the Foundations. What do you
think about the Wellness Plan? Any questions?
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LiveWell Week 2 Scheduled Call Script
LWID: Coach: Date of session:

Sounds like you have a great plan for the week ahead. You are going to try to [goal]. Also read
about Coping Skills and Using a Team before we talk next week.

Can we set a time for next week?

If anything comes up before then, please feel free to call me. Thanks for talking with me today.
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LiveWell Week 3 Scheduled Call Script
LWID: Coach: Date of session:

WEEK 3

‘ PREPARE FOR CALL. Summarize data from the past week.

Dashboard data:

Wellness: Medications: Sleep: Routine: Check ins:
Coach only:
Feedback category: Clinical status: PHQS: ASRM:

Weekly goals (last session):

Hopes (initial session):

1. Aims

Set clear agenda and invite collaboration. Check status of provider participant. (a) If participant

consented and provider enrolled, let participant know. (b) If participant consented but provider
not yet enrolled, let participant know we will not be continuing to reach out but they are free to
do so. (c) If participant did not consent, revisit their interest in having their provider participate.

Hi [participant]. This is your coach, [name], from the LiveWell program. I'm calling for our
weekly call. It should take about 15 minutes. Is that alright?

Today, we are scheduled to review 2 lessons, how using the daily check in went, and any other
goals from last week. Is there anything else you would like to cover?

Any questions or concerns about using the application? Does your personalized content
[anchors, medications, psychiatrist] look up to date?
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LiveWell Week 3 Scheduled Call Script
LWID: Coach: Date of session:

Before we get into things, let’s touch base about your provider. [Summarize status of provider
participation.] What do you think about this?

2. Review

Remember that success and failure depend on motivation and volition. Keep this in mind in
mind while discussing performance.

Let’s talk about how things are going. Based on the data | have, it looks like [summarize
dashboard]. Does that sound right?

Last time your goal was to [summarize goal]. To what extent were you able to do this?

» If goal met: Good for you! What do you think helped? Do you think that this could have any
impact on [summarize hopes]?

» If goal not met: Okay. Let’s see what we can learn about this situation. What is your sense
of things that got in the way?

3. Goal Setting

Guide participant to set goal based on dashboard data. Prioritize issues in this order: symptoms,
medications, sleep, routine, and check ins. If data all within good targeted parameters,
encourage participant to set goal somehow related to a target or use of the application (e.g.,
foundations, toolbox, wellness plan). Exchange ideas.

Let’s think about your goals for using LiveWell in the week ahead. It seems like [summarize
highest priority issue] makes the most sense to focus on. Can you think of a goal related to this
that you’d like to set for the next week?

Do you think [goal] might help you achieve [hopes]?
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LiveWell Week 3 Scheduled Call Script
LWID: Coach: Date of session:

Anything that might make it hard to do this? What might help you around this obstacle?

4. Lessons

Review lessons. If participant did not look at them, explore what got in the way. Consider
whether a motivational or volitional problem. Problem solve together.

Now let’s briefly review the lessons. The Coping Skills provided basic information on how to dial
up when depressed and dial down when manic; and the Using a Team Effectively focused on
building supports, good rapport with your psychiatrist, and identifying a hospital should the
need arise.

What are your thoughts and feelings about the material? Do you have any questions?

5. Close

Sounds like you have a great plan for the week ahead. You are going to try to [goal]. Also read
about Awareness and Action before we talk next week.

Can we set a time for next week?

If anything comes up before then, please feel free to call me. Thanks for talking with me today.
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LiveWell Week 4 Scheduled Call Script
LWID: Coach: Date of session:

WEEK 4

‘ PREPARE FOR CALL. Summarize data from the past week.

Dashboard data:

Wellness: Medications: Sleep: Routine: Check ins:
Coach only:
Feedback category: Clinical status: PHQS: ASRM:

Weekly goals (last session):

Hopes (initial session):

1. Aims

| Set clear agenda and invite collaboration.

Hi [participant]. This is your coach, [name], from the LiveWell program. I'm calling for our
weekly call. It should take about 30 minutes. Is that alright?

Today, we are scheduled to review 2 lessons, how using the daily check in went, and any other
goals from last week. We will also complete your personal Wellness Plan. Is there anything else
you would like to cover?

Any questions or concerns about using the application? Does your personalized content
[anchors, medications, psychiatrist] look up to date?

2. Review

Remember that success and failure depend on motivation and volition. Keep this in mind in
mind while discussing performance.
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LiveWell Week 4 Scheduled Call Script
LWID: Coach: Date of session:

Let’s talk about how things are going. Based on the data | have, it looks like [summarize
dashboard]. Does that sound right?

Last time your goal was to [summarize goal]. To what extent were you able to do this?

» If goal met: Good for you! What do you think helped? Do you think that this could have any
impact on [summarize hopes]?

» If goal not met: Okay. Let’s see what we can learn about this situation. What is your sense
of things that got in the way?

3. Lessons

Review lessons. If participant did not look at them, explore what got in the way. Consider
whether a motivational or volitional problem. Problem solve together.

Now let’s briefly review the lessons. The Awareness section focused on learning about your
personal early warning signs and symptoms of depression and mania. The Action section
offered guidance about how to manage mild, moderate, and severe symptoms.

What are your thoughts and feelings about the material? Do you have any questions?

4. Wellness Plan
Okay. Let’s talk about your personal Wellness Plan. I'll enter what we come up with into the

application within the next 24 hours. Go ahead and get your study phone out or put me on
speaker if you’re talking on the study phone. Go to the Wellness Plan section.

My Resources

First, let’s take a look at My Resources. You'll see four buttons.

e Medications: Look at Medications. Are they correct? We can change these any time.
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LiveWell Week 4 Scheduled Call Script
LWID: Coach: Date of session:

Medication Dosage Frequency

e Team: Now take a look at Team. Right now it should have your psychiatrist’s name and
phone number. Is this correct? Who else will be a support? Anyone you’d like to add?

Role Name Number
Psychiatrist
Therapist
Pharmacy
Hospital
Family
Friends
Other

e Skills: My Skills will populate automatically for you whenever you read about a skill in
the Toolbox and select to save it into your Wellness Plan.

e Charts: My Charts will also automatically populate for you based on what you report in
your daily check-ins.

Reduce Risk

Review and create goals for each area. Anticipate most likely barriers and then ways to get back
on track (i.e., if/then statements).

First let’s look at the most important areas, which we’ve already been working on: Sleep,
Medications, and Routine. You'll see your targets in there that we set during the phone
training. Do these still seem reasonable?

What is the most likely way you might get off track with [each target separately]? What will you
do to get back on track with [each target separately]?

Now let’s look at Attend, Tranquil, and Social. Let’s come up with some goals and some ideas to
stay on track. What helps you stay well in terms of [each target separately]?

What is the most likely way you might get off track with [each target separately]? What will you
do to get back on track with [each target separately]?
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LiveWell Week 4 Scheduled Call Script
LWID: Coach: Date of session:

Area Goal

Sleep

Medications

Attend

Routine

Tranquil

Social

When might you refer to this section of your application? When might it be most useful?

Awareness and Action

Now let’s take a look at awareness and action. First take a look at your anchors. You came up
with those during the application training when you came in and met with me.

Based on what you have learned about bipolar disorder, and about yourself, you may want to
make changes. Is there anything you’d like to add, remove, or re-word?
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LWID:

LiveWell Week 4 Scheduled Call Script
Coach: Date of session:

Wellness

Anchors

+4
Severe Up

+3
Moderate Up

+2
Mild Up

+1
Slight Up

0
Well

-1
Slight Down

-2
Mild Down

-3
Moderate Down

-4
Severe Down




LiveWell Week 4 Scheduled Call Script
LWID: Coach: Date of session:

Now take a look at Plan. There are some generic suggestions in there right now. Let’s change
these to suit you. Pick one, two, or three things you might do when...

Wellness Action
+4
Severe Up
+3

Moderate Up

+2

Mild Up

+1

Slight Up

0

Well

-1

Slight Down

-2

Mild Down

-3

Moderate Down

-4

Severe Down

When might you refer to this section of your application? When might it be most useful?

5. Close

| will update your application with the information we discussed today. Please let me know if
anything looks incorrect.
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LiveWell Week 4 Scheduled Call Script
LWID: Coach: Date of session:

So from this point forward, we recommend you use your Wellness Plan on a regular basis. The
Daily Check Ins and Daily Reviews will help you do this. But be sure you’re on track knowing
how you want to Reduce Risk when you are doing well and Take Action whenever you have
symptoms.

Based on your data today [highlight priority from dashboard], how might you use the
application in the week ahead?

Okay, so we will talk in two weeks. Can we set a time now?

If anything comes up before then, please feel free to call me. Thanks for talking with me today.
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LiveWell Week 6 Scheduled Call Script
LWID: Coach: Date of session:

WEEK 6

| PREPARE FOR CALL. Summarize data from the past week.

Dashboard data:

Wellness: Medications: Sleep: Routine: Check ins:
Coach only:
Feedback category: Clinical status: PHQS: ASRM:

Weekly goals (last session):

Hopes (initial session):

1. Aims

| Set clear agenda and invite collaboration.

Hi [participant]. This is your coach, [name], from the LiveWell program. I'm calling for our
weekly call. It should take about 15 minutes. Is that alright?

Today, we are scheduled to review how daily check ins and using your wellness plan went for
you. Is there anything else you would like to cover?

Any questions or concerns about using the application?

2. Review

Remember that success and failure depend on motivation and volition. Keep this in mind in
mind while discussing performance.
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LiveWell Week 6 Scheduled Call Script
LWID: Coach: Date of session:

Let’s talk about how things are going. Based on the data | have, it looks like [summarize
dashboard]. Does that sound right?

Last time your goal was to check in daily and use your wellness plan. To what extent were you
able to do this?

» If goal met: Good for you! What do you think helped? Do you think that this could have any
impact on [summarize hopes]?

» If goal not met: Okay. Let’s see what we can learn about this situation. What is your sense
of things that got in the way?

3. Goal Setting

Guide participant to set goal based on dashboard data. Prioritize issues in this order: symptoms,
medications, sleep, routine, and check ins. If data all within targeted parameters, encourage
participant to set goal somehow related to a target or use of the application (e.g., foundations,
toolbox, wellness plan). Exchange ideas.

Now that you’ve had some time with it, what do you think about your Wellness Plan?

Is there anything you want to change?

4. Close

Okay. So from this point forward, we recommend you continue using your Wellness Plan. The
Daily Check-Ins and Daily Reviews will help you do this. Be sure you’re on track knowing how
you want to Reduce Risk and Take Action whenever you have symptoms.

How do you think this might help you?

Is there anything that might make it hard to do this? What might help around this obstacle?
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LiveWell Week 6 Scheduled Call Script
LWID: Coach: Date of session:

We won’t talk again until your last week of actively using the application daily, which is about
2.5 months from now. That last week, a 9" foundation lesson called “Wrapping Up” will be
highlighted in white to remind you to read it.

Also remember that if you would like to review a weekly summary of your daily check in data,
you can do that using the website along with your username and password.

I will call you to schedule a time to talk as we get closer. While we won’t have regularly
scheduled calls after today, remember that you can always get help from me with using the
application by calling or emailing. Also, if you would like to change any of your personalized

content, please contact me.

Remember that | will be reaching out if it looks like there are problems with the watch or
phone, or if it appears you are not using the application regularly.

Thanks for talking with me today.
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LiveWell Week 16 Scheduled Call Script
LWID: Coach: Date of session:

WEEK 16

| PREPARE FOR CALL. Summarize data from the past week.

Dashboard data:

Wellness: Medications: Sleep: Routine: Check ins:
Coach only:
Feedback category: Clinical status: PHQS: ASRM:

Weekly goals (last session):

Hopes (initial session):

1. Aims

| Set clear agenda and invite collaboration.

Hi [participant]. This is your coach, [name], from the LiveWell program. I’'m calling for our final
check in. First I’d like to congratulate you on sticking with the application for four months. How
does it feel?

Today, we are scheduled to review the wrap up lesson, how using the application went, and to
what extent the application helped you meet your hopes. It should take about 15 minutes.

Is there anything else you would like to cover?

2. Review

Remember that success and failure depend on motivation and volition. Keep this in mind in
mind while discussing performance.

32



LiveWell Week 16 Scheduled Call Script
LWID: Coach: Date of session:

Let’s talk about how things are going. Based on the data | have, it looks like [summarize
dashboard]. Does that sound right?

Last time your goal was to [summarize goal]. To what extent were you able to do this?

» If goal met: Good for you! What do you think helped? Do you think that this could have any
impact on [summarize hopes]?

» If goal not met: Okay. Let’s see what we can learn about this situation. What is your sense
of things that got in the way?

3. Lesson

The Wrapping Up lesson offered a summary of the program, asked some questions about how
the program worked for you, and provided some questions about how you might best manage
your bipolar disorder in the future.

4. LiveWell Program

Did the program help you reach your hopes of [summarize hopes]?

Was anything especially helpful?

What do you plan to do in the future to maintain gains and make further gains?
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LiveWell Week 16 Scheduled Call Script
LWID: Coach: Date of session:

What do you plan to do in the future should you have any setbacks?

5. Close

| appreciate your taking such an active part in using the application. It has been really nice
working with you. Do you have any final concerns to discuss?

After this point, use of the application is optional. Would you like to continue to receive
notifications to check in daily? [If no, remind the participant that they can contact you at any
time in the future to turn notifications back on.]

Please carry the phone and wear the watch daily. I'll call you if there seems to be a problem
with the watch or phone. We will be in touch to schedule an appointment to return the

equipment.

Thanks for talking with me today. | wish you all the best moving forwards.
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V. Scheduled Call Tips



LiveWell Coach Scheduled Calls Tips

SYMPTOMS
1. EWS

Read: Foundations = Basic Facts = Early Warning Signs (Depression or Mania as relevant)
Implement: Wellness Plan = Awareness and Action (-2 or +2 as relevant)

Practice: Toolbox = Coping = Dial (Up or Down as relevant)

ALSO: Be sure to complete EWS checklist (Toolbox = Self-assessment), call providers, call supports

2. Subsyndromal

Read: Foundations = Basic Facts = Symptoms (Depression or Mania as relevant)

Implement: Wellness Plan > Awareness and Action (-2/3 or +2/3 as relevant)

Practice: Toolbox = Coping = Dial (Up or Down as relevant)

ALSO: Be sure to complete symptom checklist (Toolbox = Self-assessment), call providers, call supports

3. Unwell

Read: Foundations = Basic Facts = Symptoms (Depression or Mania as relevant)
Implement: Wellness Plan = Awareness and Action (-3 or +3 as relevant)
Practice: Toolbox = Coping = Team

ALSO: Be sure to call provider, consider a higher level/intensity of treatment

MONITORED AND OTHER TARGETS
4. Motivational

Read: Foundations = Lifestyle (Medications, Sleep, or Routine as relevant)
Review: Wellness Plan = Lifestyle (Medications, Sleep, or Routine as relevant)
Complete: Toolbox = Making Changes - Get Prepared

5. Volitional
Read: Foundations = Lifestyle (Medications, Sleep, or Routine as relevant)
Review: Wellness Plan = Lifestyle (Medications, Sleep, or Routine as relevant)
Complete: Toolbox = Making Changes = Evaluate Performance

6. Revise target

As a rule of thumb, revise goals that have not been met for two weeks in a row. Work with patient to aim for a 90%
chance of success. Refer together to Toolbox = Making Changes = Set Goal and revise target with participant during

the call.



Read: Foundations = Lifestyle (Medications, Sleep, or Routine as relevant)
Review: Wellness Plan = Lifestyle (Medications, Sleep, or Routine as relevant)
Review: Toolbox = Making Changes = Evaluate Performance

APPLICATION USE TARGETS
7. Motivational

Read: Foundations = Overview
Complete: Toolbox = Making Changes = Get Prepared

8. Volitional

Read: Foundations = Overview
Complete: Toolbox = Making Changes = Evaluate Performance

WEEKLY GOALS
9. Motivational

Read: Foundations = Overview
Complete: Toolbox = Making Changes = Get Prepared

10. Volitional

Read: Foundations = Overview
Complete: Toolbox = Making Changes = Evaluate Performance

11. Revise Goal

As a rule of thumb, revise goals that have not been met for two weeks in a row. Work with patient to aim for a 90%
chance of success. Refer together to Toolbox, Making Changes, Develop Plan and revise goal with participant during the

call.

Read: Foundations = Overview
Review: Toolbox = Making Changes = Evaluate Performance

MAINTENANCE
12. Participant Preference

As a rule of thumb, revise goals that have been met for several weeks in a row. Add something new, or make the goal
more difficult. Or, if the participant desires, leave the goal as is.



Monitored Targets
Manage Symptoms & Signs
Medications
Sleep
Routine

Foundations
Wellness Plan

Application Use Targets
Met Daily Check-In & Review
Weekly Check-In

Met

Other Targets
Build Support
Manage Stressors
Healthy Habits
Practice Toolbox Skills

Repeated Failure

Yes

Domain

Revise Target

Capabilities

[ Volition | [ Environment |




V. Ad Hoc Calls Script



LiveWell Ad Hoc Calls Script
LWID: Coach: Date of session:

1. SEVERE SYMPTOMS (Crisis Wellness Rating)

Definition: Participant with daily wellness rating of +4 or -4
Get prepared with data since last call...

Medications: Sleep: Routine: Wellness Ratings: Use of App (check ins):
Daily Review feedback category: LiveWell Clinical Status: Weekly Survey Scores
PHQS8 ASRM

Hi [name]. This is [coach]. How are you doing?

I’'m calling to touch base. You reported having severe symptoms today. This can be a dangerous situation. I'd like us to
understand what is going on. Would that be okay?

You rated yourself as a [+4/-4]. Is that right?

Remember that it is a crisis if you are engaging in dangerous behaviors, having psychotic symptoms, or are unable to
maintain daily routines. This includes thoughts of hurting yourself. In any of these cases, you should call your
psychiatrist or go to the nearest emergency department.

I’d like to ask a few questions to make sure you are safe right now. Is that okay?

> Complete suicidality assessment protocol.

If suicidal ideation is low or mild then complete the crisis protocol. If suicidal ideation is more severe follow the
suicidal ideation protocol.

» Complete functional assessment protocol.

If participant is experiencing suicidal ideation and/or experiencing impairment due to symptoms and psychiatrist is
already aware encourage participant to reach out to psychiatrist.

Keep monitoring symptoms and be sure to reach out to your psychiatrist if you notice any major changes. Take care.
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LiveWell Ad Hoc Calls Script
LWID: Coach: Date of session:

2. SEVERE SYMPTOMS (Crisis elevated PHQ8 or ASRM Score)
Definition: Participant with new onset of PHQ8 > 10 or new onset of ASRM > 6

Get prepared with data since last call...

Medications: Sleep: Routine: Wellness Ratings: Use of App (check ins):
Daily Review feedback category: LiveWell Clinical Status: Weekly Survey Scores
PHQS8 ASRM

Hi [name]. This is [coach]. How are you doing?

I’'m calling to touch base. You reported having severe symptoms today. This can be a dangerous situation. I'd like us to
understand what is going on. Would that be okay?

Your most recent weekly depression/mania rating scale was high. Does that seem right?

Remember that it is a crisis if you are engaging in dangerous behaviors, having psychotic symptoms, or are unable to
maintain daily routines. This includes thoughts of hurting yourself. In any of these cases, you should call your psychiatrist
or go to the nearest emergency department.

I’d like to ask a few questions to make sure you are safe right now. Is that okay?

» Complete suicidality assessment protocol.

» Complete functional evaluation protocol.

If participant is experience suicidal ideation and/or experiencing impairment due to symptoms and psychiatrist is already
aware encourage participant to reach out to psychiatrist.

Keep monitoring symptoms and be sure to reach out to your psychiatrist if you notice any major changes. Take care.



LWID:

LiveWell Ad Hoc Calls Script
Coach: Date of session:

3. CLINICAL STATUS DISCREPANCY

Definition: Participants’ daily wellness ratings do not match their weekly Iw clinical status rating and crisis and si
protocols either not activated (ongoing elevated PHQS8 or ASRM) or completed with si absent, low or mild

PHQ8 = 10 | LiveWell Clinical Status from last 7 days of Daily Check Ins not unwell
ASRM =6 | LiveWell Clinical Status from last 7 days of Daily Check Ins not unwell
PHQ8 < 10 | LiveWell Clinical Status from last 7 days of Daily Check Ins unwell
ASRM <6 | LiveWell Clinical Status from last 7 days of Daily Check Ins unwell

Get prepared with data since last call...

Medications: Sleep: Routine: Wellness Ratings: Use of App (check ins):
Daily Review feedback category: LiveWell Clinical Status: Weekly Survey Scores
PHQS8 ASRM

Hi [name]. This is [coach]. How are you doing?

I’'m calling to touch base. It seems like there is a difference in your daily and weekly ratings of your health and wellness.
I’d like us to understand what is going on. Would that be okay?

When the daily and weekly check ins are inconsistent, we need to consider making changes in the
anchors. What do you think is going on that your weekly survey said you may be [depressed, manic/ok
] and your daily check ins say you are [well, prodomal, recovering/unwell]?

Would changing anchors in your Wellness Rating Scale make the application easier to use?

0Ok, so we will talk again at our next scheduled appointment. | appreciate your taking such an active part in our
conversation today. Remember, if any difficulties arise in the future | am always happy to help out.




LiveWell Ad Hoc Calls Script
LWID: Coach: Date of session:

4. LOW CHECK-IN ADHERENCE

Definition: Participant missed daily check in > 3 times over the last 7 days or weekly check in = 2 times over the past 14
days

Get prepared with data since last call...

Medications: Sleep: Routine: Wellness Ratings: Use of App (check ins):
Daily Review feedback category: LiveWell Clinical Status: Weekly Survey Scores
PHQS8 ASRM

Hi [name]. This is [coach]. How are you doing?

I’'m calling to touch base. It seems like you have not been checking in regularly on the LiveWell application. I'd like to
understand what is going on, and to see if | can help. Would that be okay?

Any problems, questions, or concerns about using the application?

What might you or we do to get past these barriers so you can benefit most from LiveWell?

0Ok, so we will talk again at our next scheduled appointment. | appreciate your taking such an active part in our
conversation today. Remember, if any difficulties arise in the future | am always happy to help out.




LiveWell Ad Hoc Calls Script
LWID: Coach: Date of session:

5. POOR SENSOR DATA

Definition: Phone sensor data and/or watch data is missing or percent collected is <50 for >3 days.

Get prepared with data (% bins filled):

RobotHealth: Location: Telephony: PhoneActivity: PebbleActivity:

Hi [name]. This is [coach]. How are you doing?

I’'m calling to touch base. It seems like we are not getting data from your study phone [and/or study watch]. I'd like to
understand what is going on, and to see if | can help. Would that be okay?

Have you been able to carry the charged study phone at all times? If no, what’s your sense of why not?
[If carrying phone, troubleshoot loss of data]

If applicable: Have you been able to wear your charged study watch at all times? If no, why not?
[If wearing watch, troubleshoot loss of data]

Any problems, questions, or concerns about using the study equipment?

[If technological issues ruled out]: What might you or we do to get past these barriers?

Ok, so we will talk again if we are not getting data in the future. | appreciate you talking with me today. Remember, if
any difficulties arise | am always happy to help out.



V1. Suicidality Assessment Protocol



LW-SA Protocol: LiveWell Suicidality Assessment Protocol
ID: Date: Interviewer:

Ask the following questions with regard to the last week or two.

A. COLUMBIA-SUICIDE SEVERITY RATING SCALE (C-SSRS)

Al. Wish to be Dead: Have you wished you were dead or wished you could go to sleep and not wake
llp? If yes, describe:

] Yes
[l No

A2. Suicidal Thoughts without Method: Have you actually had any thoughts of Kkilling yourself? ifyes,

describe:

L] Yes

I:] No = If Wish to be Dead (A1) “No”, Proceed to Action Level Low (D1).
If Wish to be Dead (A1) “Yes” Proceed to Provider Aware (C1).

A3. Suicidal Thoughts with Method: Have you been thinking about how you might kill yourself? ifyes,

describe:

] Yes
] No

A4. Suicidal Intent without Plan: Have you had these thoughts and had some intention of acting on
them? 1 yes, describe:

D Yes -» KEEP ON PHONE, Proceed to Action Level Severe (D6).

[ No

AS. Suicidal Intent with Plan: Have you started to work out or worked out the details of how to kill
yourself? Do you intend to carry out this plan? ifyes, describe:

] Yes —> KEEP ON PHONE, Proceed to Action Level Severe (D6).

L] No

B. CAN CONTROL THOUGHTS/IMPULSES

B1. Can you control these thoughts or impulses and not act on them?

L] Yes

] No > KEEP ON PHONE, Proceed to Action Level Severe (D6).

C. PROVIDER AWARE

C1. Have you told your psychiatrist or psychiatric nurse practitioner about these thoughts of suicide
or hurting yourself?

] Yes

] No - If Suicidal Thoughts With Method (A3) “Yes” proceed to Action Level Moderate 2 (D5), else proceed to
Action Level Mild 2 (D3).

C2. Have you discussed all the information you have given me today about these thoughts with your
psychiatrist or psychiatric nurse practitioner?

(1 Yes - i1fSuicidal Thoughts With Method (A3) “Yes” proceed to Action Level Moderate 1 (D4), else proceed to
Action Level Mild 1 (D2).

D No = If Suicidal Thoughts With Method (A3) “Yes” proceed to Action Level Moderate 2 (D5), else proceed to
Action Level Mild 2 (D3)




LW-SA Protocol: LiveWell Suicidality Assessment Protocol
ID: Date: Interviewer:

D. ACTION BY RISK LEVEL

Level Action Notes
D1. Low
1. Inform Site PI
e No wish/No thoughts (Initials/Date/Time)
A1l No/A2 No .
¢ ) 2. Complete Follow-up Documentation (E)
D2. Mild 1
) , 1. Inform Site PI
o Wish/Without Thoughts (Initials/Date/Time)
(Al Yes/A2 No)
OR .
. - tat E
« Thoughts/Can Control 2. Complete Follow-up Documentation (E)
(A2 Yes/B1 Yes, A3-5 No)
AND
o Provider Aware (C1+C2 Yes)
D3. Mild 2
) _ 1. Inform Site PI
o Wish/Without Thoughts (Initials/Date/Time)
(A1l Yes/A2 No)
OR . .
2. Inform Primary Provider
Thoughts/Can Control (Inform participant informing provider)  (Initials/Date/Time)
(A2 Yes/B1 Yes, A3-5 No)
AND 3. Complete Follow-up Documentation (E)
e Provider Unaware (Clor C2 No)
D4. Moderate 1
1. Consult Site PI
e Method/Can Control (Initials/Date/Time)
(A3 Yes/B1 Yes)
AND 2. Complete Follow-up Documentation (E)
e No Intent or Plan (A4+AS5 No)
AND
e Provider Aware (C1+C2 Yes)
DS5. Moderate 2
1. Consult Site PI
e Method/Can Control (Initials/Date/Time)
(A3 Yes/B1 Yes)
AND . .
2. Inform Primary Provider
* No I[I;t;l]l)t or Plan (A4+A5 No) (Inform participant informing provider) (Initials/Date/Time)
e Provider Unaware (Cl or C2No) | 3. Complete Follow-up Documentation (E)
D6. Severe
1. Keep patient on phone
e Thoughts/Cannot Control
A2 Yes/B1 No .
( OR ) 2. Consult Site PI ASAP
e Method/Cannot Control OR Call 911 (Initials/Date/Time)
(A3 \(()el;/Bl NO) (Initials/Date/Time)
e Intent (A4 Yes)
OR . .
« Plan (A5 Yes) 3. Inform Primary Provider




LW-SA Protocol: LiveWell Suicidality Assessment Protocol
ID: Date: Interviewer:

| E. FOLLOW-UP DOCUMENTATION

(Inform participant informing provider ) (Initials/Date/Time)

4. Complete Follow-up Documentation (E)

1. Follow-up recommended? [ No [ Yes

If yes, complete follow-up based on recommendations made in Action Documentation.

Was follow-up completed?

ONo - Why not

O Yes = Who Date Time

Notes:

2. Reviewed by Study PI?

ONo = Why not

O Yes = Date Time

Notes:




Move right if statement is false, move down if
statement is true, Then proceed down the flowchart,

No Wish,
No Thoughts.

®

®= True @ = False

Intent or
Plan

L

o NN i B SN R Fa N i To
‘No Thoughts. Method/Intent/Plan No Intent/Plan
B: Can Control B: Can Control
Thoughts/Impulses Thoughts/Impulses

Yes || No
 J

C: Provider Aware I

No

| C: Provider Aware |

.

6

®

Wish, No Thoughts Wish, No Thoughts Method Method Siatiiod
No Wish, or Thoughts or Thoughts Thoughts Can Control, Can Control, Cannot Control
No Thoughts Can Control, Can Control, Cannot Control No Intent or Plan, No Intent or Plan, .[mem e :

Provider Aware Provider Unaware Provider Aware Provider Unaware

Low Mild 1 Mild 2 Severe Moderate 1 Moderate 2 Severe
Consult Site ; Keep e p.hone, ; Keep on phone,
PI Consult Site PI Consult Site PI .Consu.lt Site P1 Consult Site PI Consult Site P1 Consult Site P1

Inform Provider or Call 911, Inform Provider or Call 911,

Inform Provider Inform Provider

Y

y

Action and Follow-up Documentation




Suicidal Ideation Severe Risk

Severe risk for suicide requires that we take immediate action in order to secure, as best as possible, the
participant’s safety.

INTRODUCING THE IDEA OF FURTHER EVALUATION...
Severe 1. Page site Pl. If they do not respond within 5 minutes call 911.

It sounds like you’re really struggling right now, and I’m sorry you’re in so much pain. The thoughts
you’re having are going to pass. That said, they are serious and we need to make sure you are safe. I’d
like us to consult our study clinician to get feedback about your situation. We’ll stay on the phone while |
do this.

Severe 2. Call 911. And then consult site PI.

It sounds like you’re really struggling right now, and I’m sorry you’re in so much pain. The thoughts
you’re having are going to pass. That said, we need to make sure you are safe until you feel better. | am
going to call the paramedics and have them take you in to the emergency room for an evaluation. We’ll
stay on the phone while | do this. Where are you at right now?

To the 911 operator you can say something like...

Hi, this is [name and affiliation]. I’'m a research assistant for a clinical study and have a participant who is
at risk for suicide. They need to be taken to the emergency room for an evaluation.

RESPONDING TO NON-COLLABORATIVE RESPONSES...

e If they change their answers and/or try to convince you they are safe...

I hear what you’re saying. But this is a dangerous situation and we need to err on the side of caution.
Your safety and distress are what’s most important.

e It would be logistically problematic or embarrassing (e.g., home alone with children, at work or
public place)...

Try to do some problem solving to address concerns.

o |f they refuse to share location...

First try to address any concerns or reservations that they have about going to the emergency room.
Empathize, problem solve, and highlight that addressing their safety and distress is the most important.

e |[f they hang up...

Call them back and try to reengage them. If you get voicemail leave a message that you are required to
call 911 and report our concerns, and that you will be contacting their psychiatrist as well.

e If they are in the dangerous situation (i.e., standing on bridge, driving and threatening an accident)...

Keep them engaged and talking. Try to convince them to exit the dangerous situation, for now.



VII. Suicidality Assessment Protocol Quiz



Name:
Date:

LiveWell Suicidality Assessment Protocol Quiz

Protocol Structure

1. Atwhat point do you consult the Site PI following completion of an SI Protocol?

a.
b.
C.
d.

You should always consult the Site Pl
Only when the participant provides new information that his/her psychiatrist does not know about
Only when the participant’s risk level is Severe

Only when the participant has thoughts of killing himself/herself with method

2. In which of the following circumstances would you inform the participant’s psychiatrist about thoughts of suicide?

a.
b.

Any time the participant has thoughts of killing himself/herself, regardless of severity level

When the participant has thoughts of Killing himself/herself with a method, regardless of whether his/her psychiatrist
is aware

When the participant has thoughts of wanting to die that his/her psychiatrist is aware of

When the participant provides new information regarding thoughts of killing himself/herself that his/her psychiatrist
is not aware of

3. When should you keep the participant on the phone and call/page the Site Pl immediately?

a.
b.

d.

If in the past 2 weeks the participant has had thoughts of killing himself/herself with a method, but no intent or plan

If in the past 2 weeks the participant has had thoughts of killing himself/herself with a method, some intention of
acting on these thoughts and has begun to work out details of how to kill himself/herself

If the participant has had thoughts of killing himself/herself with method and feels he/she cannot control those
thoughts

BothB & C

Scenarios Characterize the following examples of suicidal ideation according to wishes, thoughts, method, intent and plan:

4. “I had moments in the past week when I wanted to end things and be gone...I thought about overdosing, but I wouldn’t actually
go through with it.”

a.
b.
C.
d.

Thoughts of killing himself/herself with method, plan, and intent
Thoughts of killing himself/herself without method, plan, or intent
Thoughts of killing himself/herself with method and plan but no intent

Thoughts of killing himself/herself with method but no plan or intent

5. “I thought about hanging myself about a week ago. I bought a rope from the store and figured out when my mom would be out
of the house. I wanted to end things right then, but I chickened out.”

a.
b.
C.
d.

Thoughts of killing himself/herself with method, plan, and intent
Thoughts of killing himself/herself without method, plan, or intent.
Thoughts of Killing himself/herself with method and plan but no intent

Thoughts of killing himself/herself with method but no plan or intent

6. “T’ve been pretty depressed over the past 2 weeks. I’ve been wishing I would just not wake up one morning, so I wouldn’t
have to face the next day...I’ve been down but haven’t thought about killing myself.”

a.
b.
C.
d.

Thoughts of wanting to die

Thoughts of killing himself/herself without method
Thoughts of killing himself/herself with method
Both A& B

Employee Sign Off (Once Trainee has received score of 100%)

Name:

Date:




Name:
Date:
LiveWell Suicidality Assessment Protocol Quiz

Protocol Structure

1. Atwhat point do you consult the Site Pl following completion of an SI Protocol?
a. You should always consult the Site PI
b.  Only when the participant provides new information that his/her psychiatrist does not know about
c.  Only when the participant’s risk level is Severe
d.  Only when the participant has thoughts of killing himself/herself with method

2. Inwhich of the following circumstances would you inform the participant’s psychiatrist about thoughts of suicide?
a. Any time the participant has thoughts of killing himself/herself, regardless of severity level

b. When the participant has thoughts of killing himself/herself with a method, regardless of whether his/her psychiatrist
is aware

c.  When the participant has thoughts of wanting to die that his/her psychiatrist is aware of

d.  When the participant provides new information regarding thoughts of killing himself/herself that
his/her psychiatrist is not aware of

3. When should you keep the participant on the phone and call/page the Site Pl immediately?
a. If in the past 2 weeks the participant has had thoughts of killing himself/herself with a method, but no intent or plan

b. If in the past 2 weeks the participant has had thoughts of killing himself/herself with a method, some intention of
acting on these thoughts and has begun to work out details of how to kill himself/herself

c. Ifthe participant has had thoughts of killing himself/herself with method and feels he/she cannot control those
thoughts

d. BothB&C
Scenarios Characterize the following examples of suicidal ideation according to wishes, thoughts, method, intent and plan:

4. “T had moments in the past week when I wanted to end things and be gone...I thought about overdosing, but I wouldn’t actually
go through with it.”

a. Thoughts of killing himself/herself with method, plan, and intent

b. Thoughts of killing himself/herself without method, plan, or intent

c. Thoughts of killing himself/herself with method and plan but no intent

d. Thoughts of killing himself/herself with method but no plan or intent

5. “I thought about hanging myself about a week ago. I bought a rope from the store and figured out when my mom would be out
of the house. I wanted to end things right then, but I chickened out.”

a.  Thoughts of Killing himself/herself with method, plan, and intent
b. Thoughts of killing himself/herself without method, plan, or intent.

c.  Thoughts of killing himself/herself with method and plan but no intent

d.  Thoughts of Kkilling himself/herself with method but no plan or intent

6. “I’ve been pretty depressed over the past 2 weeks. I’ve been wishing I would just not wake up one morning, so I wouldn’t have
to face the next day...I’ve been down but haven’t thought about killing myself.”

a. Thoughts of wanting to die

b. Thoughts of killing himself/herself without method
c.  Thoughts of killing himself/herself with method

d. BothA&B

Employee Sign Off (Once Trainee has received score of 100%)
Name: Date:




VIIl. Functional Evaluation Protocol



LW-IE: LiveWell Functional Evaluation Protocol

ID: Date: Interviewer:

Ask the following questions with regard to the last week or two.

A. CHANGES IN FUNCTIONING

1. Self-Care: Have there been any changes in your sleep, eating, or hygiene and grooming?

If so, describe:

] Yes
] No

2. Social Behavior: Have there been any changes in your interactions with other such as
withdrawal, associating with strangers, or conflicts?

If so, describe:

] Yes
] No

3. Impulse Control: Have there been any changes in your sexual activity, spending habits, or

substance use?
If so, describe:

] Yes
] No

4. Family Obligations: Are you having any problems keeping up with family responsibilities?

If so, describe:

] Yes
] No

5. Work Obligations: Are you having any problems keeping up with work, school, or volunteer
responsibilities?
If so, describe:

[ Yes = PROCEED TONEW INFORMATION (SECTION B)

] No - IF ANY OF Al-A4 ARE “YES”, PROCEED TO NEW INFORMATION (SECTION B)
IF ALL OF A1-AS5 ARE “NO”, PROCEED TO ACTION LEVEL C1 (ABSENT)

B. NEW INFORMATION

1. Have you told your psychiatrist or psychiatric nurse practitioner about these changes or
problems?

] Yes
[0 No = PROCEED TO ACTION LEVEL C3 (PRESENT 2)

2. Have you discussed all the information you have given me today about these changes or
problems with your psychiatrist or psychiatric nurse practitioner?

D Yes 2 IF QUESTION 1 “YES”, PROCEED TO ACTION LEVEL C2 (PRESENT 1)

(] No => PROCEED TO ACTION LEVEL C3 (PRESENT 2)




LW-IE: LiveWell Functional Evaluation Protocol

ID:

Date: Interviewer:

C. ACTION BY RISK LEVEL

Level Action Notes
C1. Absent
1. Informed Site PI
e No changes in (Initials/Date/Time)
functioning )
endorsed 2. Complete Follow-up Documentation (D)

C2. Present 1

e Any changes in
functioning
endorsed

e Provider Aware

1. Informed Site PI

(Initials/Date/Time)

2. Complete Follow-up Documentation (D)

C3. Present 2

e Any changes in
functioning
endorsed

e Provider Unaware

1. Consult Site PI

(Initials/Date/Time)

2. Per Site PI, Inform Primary Provider? Y / N

3. If Yes, Inform Primary Provider

(Inform participant informing provider) (Initials/Date/Time)

4. Complete Follow-up Documentation (D)

| D. FOLLOW-UP DOCUMENTATION

1. Follow-up recommended?

ONo O Yes

If yes, complete follow-up based on recommendations made in Action Documentation.

Was follow-up completed?

ONo - Why not

O Yes = Who

Date Time

Notes:

2. Reviewed by Study PI?
ONo - Why not

O Yes = Date

Time

Notes:




LW-IE: LiveWell Functional Evaluation Protocol

Date:

Interviewer:

Move right if the statement is false, move down if the
statement is true. Then proceed down the flowchart.

No Changes in Functioning
= Self Care

®= True ® = False

* Social Behavior

* Impulse Control

* Family Obligations
* Work Obligations

0,

Absent
Inform Site PI

A

©

Any Changes in
Functioning

Provider Aware

Present 1
Inform Site PI

¥

L4

Present 2
Consult Site PI
Per Site PI,
Inform Provider

Action and Follow-up Documentation




IX. Fidelity Rating Scale



LW-CFRS: LiveWell Coach Fidelity Rating Scale V1
LWID: Date: Follow-Up Month: Coach: Administer:

Directions: Assess the coach on a scale of 0 to 2 for each item. If the descriptions for any given item occasionally do not
appear to apply to the session being rated, then record a more general impression. Do not leave any item blank. For all
items, focus on the coach’s skill, taking into account the challenges presented by the patient.

0= Notatall, 1=NeedsImprovement, 2 =Satisfactory

Coach: Patient: Date of session:

Rater: Modality: Date of rating:

I. AGENDA SETTING AND PERMISSION SEEKING

1. The coach sets an agenda in a way that invites patient to talk about behavior change. 0

2. The coach demonstrates sensitivity to talking about other issues. 0

[I. PATIENT ACCOUNTABILITY

3. The coach facilitates goal setting. 0
4. The coach reviews use of application. 0
5. The coach reviews goal achievement. 0

Ill. THE WHY AND HOW OF BEHAVIOR CHANGE

6. The coach elicits how the patient thinks and feels about using the application.

7. The coach encourages patient to talk about current behavior or status quo.

8. The coach encourages patient to talk about behavior change.

9. The coach asks questions to elicit how patient thinks and feels about behavior change.

OoO|lO|O|O| O
N = SN S S
N[NNI N|N

10. The coach uses active listening statements when patient talks about behavior change.

VI. THE WHOLE CONSULTATION

11. The coach acknowledges challenges about behavior change that the patient faces. o 1 2
12. When the coach provides information, it is sensitive to patient concerns and understanding. 0 1 2
13. The coach actively conveys respect for patient choice about behavior change. o 1 2
14. Coach and patient exchange ideas about how patient could change current behavior. o 1 2
V. INITIAL SESSION ONLY

15. The coach obtains information about the patient’s reasons for participation. o 1 2
16. The coach obtains information about the patient’s expectations for the program. o 1 2
17. The coach provides patient with information about the application and bipolar disorder. o 1 2
18. The coach works with the patient to establish the coach’s role. o 1 2
19. The coach works with the patient to establish how coach and patient will work together. o 1 2
20. The coach obtains information about the patient’s challenges towards participation. o 1 2
21. The coach is able to elicit enthusiasm and commitment talk from the patient. o 1 2

1/4




COACHING FIDELITY RATING SCALE

Coding Schema

DOMAIN I: AGENDA SETTING AND PERMISSION SEEKING

1.

The coach sets an agenda in a way that invites the patient to talk about behavior change.

A high score: The coach explicitly asks the patient’s permission to talk about behavior change, making it clear that
the patient is not obliged to make any decisions regarding their behavior.

Example: “Before we start, I’d just like to make it clear that | am not here to tell you what to do or to force you to
make decisions you don’t feel ready to make. | am here to understand you. We don’t have to talk about anything you
don’t want to talk about. Now | understand you are here to talk (agenda items). Would it be okay with you if we had
a chat about that now?”

A low score: The coach fails to ask the patient about a willingness to talk about behavior change and does not give
them an opportunity to speak, giving the impression that the patient has little choice in the matter!

The coach demonstrates sensitivity to talking about other issues.

An issue can be anything of concern to the patient, whether it is connected to the behavior in question or not.

A high score: The patient is given choice in what to talk about, because, for example, the coach goes through an
agenda setting process in which the patient is encouraged to talk about other health behaviors, or other issues not
immediately connected to behavior change.

Example: “So, since our last discussion you decided to make some changes in your sleep schedule. That must have
been a challenge. | know we’re going to focus on that in part, but I’'m wondering if there is anything else concerning

you that you would like to talk about today as well.”

A low score: The coach does not give the patient any choice about what to talk about, and proceeds with the
consultation discussing in turn what s/he feels are the most important issues.

DOMAIN II: PATIENT ACCOUNTABILITY

3.

4,

The coach facilitates goal setting.

Coach and patient exchange ideas about how the patient could change current behavior.

A high score: The coach actively encourages the patient to brainstorm a number of strategies that may help them
change their behavior. With encouragement, the patient offers the most ideas, and the coach also makes

suggestions. Emphasis is on process rather than outcomes, but process clearly linked to outcomes.

A low score: The coach does not encourage the patient to brainstorm. There is no exchange about a range of
possibilities. The patient does not suggest any. Instead, it is the coach only who suggests ideas for change.

The coach reviews use of application.
A high score: Elicits information about how the patient thinks and feels about using the application.

A low score: Does not ask patient about their experiences with the application.
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5.

The coach reviews goal achievement.
A high score: The coach actively engages the patient in a discussion about the extent to which they met their goals.
If patient reached process goal, coach explores link to outcome goals. If patient did not reach process goal, coach

focuses on lessons learned.

A low score: Coach does not discuss goal achievement, or if they did, did not link process (effort) to outcome.

DOMAIN IIl: THE WHY AND HOW OF BEHAVIOR CHANGE

6.

10.

The coach elicits how the patient thinks and feels about using the application.

A high score: The coach uses a range of (mainly open-ended) questions to draw as much information from the
patient as possible about their thoughts and feelings about using the application.

A low score: The coach does not ask the patient any questions regarding their thoughts and feelings about using the
application, or asks only closed-ended questions that do not give the patient the opportunity to express their
thoughts and feelings about using the application.

Coach encourages patient to talk about current behavior or status quo.

A high score: The coach encourages the patient to talk freely about what they both like and/or dislike about their
current behavior/status quo. They may do this in a variety of ways, for example through using active listening skills,

to gain an understanding of the patient’s perspective.

A low score: The coach does not actively encourage the patient to talk about what they like and/or dislike about
their current behavior/status quo.

Coach encourages patient to talk about behavior change.
A high score: The coach encourages the patient to talk freely about what they feel the positive and negative aspects
of behavior change would be for them. They may do this in a variety of ways, for example through using active

listening, to gain an understanding of the patient’s perspective.

A low score: The coach does not actively encourage the patient to talk about what they feel the positive and
negative aspects of behavior change would be for them.

Coach asks questions to elicit how patient thinks and feels about behavior change.

A high score: The coach uses a range of (mainly open-ended) questions to draw as much information from the
patient as possible about their thoughts and feelings towards the topic of behavior change.

A low score: The coach does not ask the patient any questions regarding their thoughts and feelings about behavior
change, or asks only closed-ended questions that do not give the patient the opportunity to express their thoughts
and feelings about the topic of behavior change.

Coach uses active listening when patient talks about behavior change.

A high score: The coach uses a range of active listening skills while the patient is talking about behavior change to

clarify whether s/he has understood what the patient has said, and/or to encourage the patient to amplify further.
Active listening includes open-ended questions, affirmations, reflections, and summary statements (OARS).
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A low score: The coach makes no active listening statements when the patient is talking about behavior change.

DOMAIN VI: THE WHOLE CONSULTATION

11.

12.

13.

14.

Coach acknowledges challenges about behavior change that the patient faces.

A high score: The coach regularly and explicitly acknowledges the challenges that may be facing the patient. This
affirmation is done by focusing on the personal strengths that the patient has in the face of these challenges.

Example: “Goodness, | can see why it is so hard for you to change. You have so much stress to deal with in your life
right now. It must be really hard. But even though this is really difficult, you have already begun to make changes to

your lifestyle following your recent manic episode, and you’ve managed to keep them up even though it’s tough.”

A low score: The coach does not make any explicit acknowledgment the challenges that face the patient, and does
not focus on any of the personal strengths that the patient has.

When coach provides information, it is sensitive to patient concerns and understanding.

A high score: The coach tries to understand what the patient knows and wants to know, and also elicits their
personal reaction to information provided.

A low score: The coach gives information to the patient without asking whether the patient wants or needs
information. The personal relevance of the information is not drawn out of the patient, but provided by the coach. A
low score would also be given if the patient requests information from the coach, and the coach does not provide
any.

Coach actively conveys respect for patient choice about behavior change.

A high score: The coach openly acknowledges and accepts patient choice even if this does not fit in with coach’s
agenda. The coach does not put any pressure on the patient to change their behavior.

Example: ‘At the end of the day, it’s your choice. It’s up to you if you want to make any changes, and it’s about what
is realistic and manageable for you. You don’t have to do anything you don’t want to do.’

A low score: The coach does not acknowledge or accept patient choice.

Coach and patient exchange ideas about the how patient could change current behavior.

A high score: The coach actively encourages the patient to brainstorm a number of strategies that may help them
change their behavior. With encouragement, the patient offers the most ideas, and the coach also makes

suggestions.

A low score: The coach does not encourage the patient to brainstorm. There is no exchange about a range of
possibilities. The patient does not suggest any ideas. Instead, it is the coach only who suggests ideas for change.

V. INITIAL SESSION ONLY

For items 15 through 21, mark a high score if the coach covered the topic area in a way that was comprehensive and
sensitive to the patient’s needs. Mark a low score if the coverage was either inadequate and/or did not take into
account that patient’s seeming understanding or readiness.
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