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Abstract 

With the development of the Behavioral Activation for Depression Scale (BADS) by Kanter, 

Malick, Busch, Berlin, and Martell (1), different behavioral aspects of depression like activation, 

rumination or avoidance, and functional impairment can be measured. The long and the short version 

of the BADS, however, show differences in the quality of psychometric properties. We wanted to 

validate the short and long form of the BADS. We therefore evaluated the factor structure, the 

psychometric properties, and the construct validity of the long version and the subscales in a clinically 

depressed German sample (n = 258) in study 1.  In study 2, we explored the factor structure and the 

psychometric properties of the short version of the BADS in a subsyndromal sample with elevated 

depressive symptoms (n = 406). In study 1, our results replicated the four factor solution of the BADS-

25 original version and showed good psychometric properties. However, with regard to the BADS-9 

only the French factor solution of the short BADS-9 demonstrated acceptable fit with low internal 

consistency of the subscale Avoidance. Thus, only the total score of the short form can be 

recommended.  

Highlights 

 We validated the BADS-25 and the BADS-9  

 For the BADS-25, the factor structure was replicated and good psychometric 

properties were found 

 Only the total score of the BADS-9 short form should be used  

 

Keywords: Behavioral Activation, Depression, Validation 

 

  



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT
Running head: Validation of the BADS 

3 

 

1. Introduction 

Following the concepts of Lewinsohn (2, 3) who characterizes depression as loss of contingent 

positive reinforcement, different concepts of Behavioral Activation (BA) as important treatment for 

depression were developed. The first concept of BA primarily focused on the activation of depressed 

individuals by using different techniques as e.g. scheduling pleasant events or daily activities to 

experience positive reinforcements (2). Separate slightly different behavioral activation treatment 

approaches have been developed over the last decades (4-8). For example, Martell et al. (5) expanded 

their theoretical framework to the assumption that avoidance of aversive situations (for example 

avoidance of getting up in the morning) is another important reason for maintaining depressive 

symptoms and should therefore be addressed by other behavioral techniques than those for activation 

behavior. Lejuez and colleagues (7, 8) provided a highly structured treatment approach (behavioral 

activation treatment for depression, BATD) with different aspects based on functional analysis of the 

patient‟s behavior with the goals for example to understand his or her values but also to identify 

positive reinforcers individually suitable for the patient. Since its first evaluation of BA as one of the 

essential components of the treatment for depression, BA has gained more and more interest over the 

last decades and is now considered to be an important and empirically validated treatment for 

depression (9-11). 

However, to assess changes that are addressed in BA treatments as e.g. increase in activation 

or reduction of avoidance behavior, a good measure was needed. There existed no appropriate self-

report measure until Kanter, Malick, Busch, Berlin, and Martell (1) developed the Behavioral 

Activation for Depression Scale (BADS). The BADS typically consists of the four subscales 

Activation, Avoidance/Rumination, Work/School Impairment, and Social Impairment assessed with 

25 items and shows good psychometric properties (1, 12). The BADS is now used in a number of 

studies to measure the change in activation levels in depressed individuals after a BA treatment or 

other therapeutic approaches (e.g. 13, 14). The wide use of the BADS in the last years demonstrates 

the importance of measuring these aspects (e.g. 15, 16).  

In the last years, recent versions have been developed as e.g. a short version, and also a Dutch 

(17), a Spanish (18), and even a Persian translation (19) of the BADS. The translations of the 25-item 
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original version confirmed the factor structure of the four subscales and showed comparable internal 

consistencies (17, 18). Furthermore, convergent validity with measures of depressive symptomatology 

or rumination were found in all studies (12, 17, 18). 

The short version of the BADS (20) consists of 9 items which were rationally and statistically 

chosen and reworded compared to the original version by the authors and different experts in the BA 

field (20). With the new short form, only the two subscales Activation and Avoidance are measured, 

but the advantage is a higher congruence with the focus of the BA treatment (20). Overall, the factorial 

structure of the total BADS scale of the short form and the Activation subscale showed acceptable to 

good fit. However, the factorial structure of the Avoidance subscale of the short form showed only 

poor fit and the authors recommended using the total BADS scale of the short form (20). In a new 

French version of the short form (21), both factors Activation and Avoidance could be replicated. 

They found a slightly different factor solution for the subscales of the short form of the BADS. 

However, both subscales Activation and Avoidance and the total short form showed good internal 

consistencies (Cronbach‟s α > .74). 

Even if the BADS is an instrument designed to measure changes in different aspects of 

behavioral activation focusing on individuals with depression, all studies validating and evaluating the 

psychometric properties of the BADS have used community samples that were either healthy or 

reported only subsyndromal depressive symptoms. Until now, only one study examined a sample that 

differed between currently, formerly, or never depressed individuals according to DSM-IV (17).  

1.1 Current study 

In the present study, we examined the psychometric properties of the 25-item BADS in a 

clinical sample with depressed patients (study 1). The goals were 1) to evaluate the factor structure, 2) 

to demonstrate the internal consistencies of the subscales, 3) to examine the construct validity of the 

BADS scales. More specifically, we expected negative correlations of the BADS total score and the 

Activation subscale with several clinical measures of depressive symptomatology, and rumination, but 

positive correlations with quality of life; and the reverse results for the Avoidance and both the 

Work/School and Social Impairment scales. The last goal was to analyze differences in the BADS in 

samples with acute Major Depression, remitted Major Depression, and other psychological disorders 
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before or after treatment. We were interested in comparing different aspects of the BADS and 

subscales in an explorative way while looking at subgroups with different primary diagnoses.   

Furthermore, we also aimed to evaluate the short form of the BADS following both the 

procedures of Manos, Kanter, and Luo (20) and Wagener, Van der Linden, and Blairy (21). We chose 

a sample of individuals with subsyndromal elevated depressive symptoms comparable to their 

samples. Thus, we wanted to show that the BADS is suitable for a wide range of impairment in 

different samples with remitted or acute depressive symptoms but also for individuals with 

subsyndromal symptoms.  For study 2, our goals were to evaluate the factor structure and to compare 

our results with those of former studies. We also wanted to evaluate the internal consistencies and 

construct validity with depressive symptomatology, rumination, and quality of life of the short form.
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2. Study 1 - BADS-25 

2.1 Methods 

2.1.1 Participants 

Our sample consisted of subjects who were currently or in the last six months suffering from a 

Major Depressive Episode (MDE). At recruitment, all subjects have been at the end of inpatient 

treatment in a psychiatry clinic, psychosomatics clinic, or psychosomatics rehabilitation in eight 

different sites in Germany. Patients were treated in the inpatient therapy with routine mental health 

care – antidepressant medication and psychotherapy. The psychiatry clinics focus on acute treatment 

of severe episodes of Major Depressive Disorder (MDD) but also other psychiatric disorders like 

substance dependence, psychotic disorders, or Bipolar Disorder. The focus of therapy therefore 

involves medical treatment, sports therapy, but also individual and group psychotherapy interventions, 

and art/ or occupational therapy. There is no typical length of stay when being treated in a psychiatry 

clinic. Both psychosomatics clinics are involved in the acute and stabilization treatment of different 

psychosomatic disorders with the focus on CBT based individual and group psychotherapy 

interventions. Depending on the specific needs of the individual patient, the psychotherapeutic 

treatment was supplemented with physiotherapy, relaxation training, sports therapy, occupational 

therapy, and/or medical treatment. The typical length of stay is six weeks in a psychosomatics clinic. 

Other inclusion criteria were: being 18-70 years old and being fluent in German. Subjects (a) with a 

current substance/alcohol addiction, (b) with a primary reason for inpatient treatment being 

substance/alcohol abuse or an eating disorder, (c) with schizophrenia, schizoaffective or bipolar 

disorder, (d) with mood disorders due to general medical conditions, or (e) with a high risk for suicide 

were excluded.  

Our sample consisted of 258 participants: 220 patients met the DSM 5 criteria for a current 

MDE and 38 patients met criteria for MDE in the last six months. The average age was M = 44.51 

years (SD = 10.59). A total of 127 patients (49%) have been treated in a psychosomatics clinic, 73 

patients (28%) in a clinic of psychosomatics rehabilitation, and 58 patients (23%) came from a 

psychiatry clinic. The mean duration of the inpatient stay was 48.57 days (SD = 21.20). The sample 
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consisted of 140 women (54%). Most of the participants (n = 158; 60%) had attended school for 12 or 

13 years, 25% (n = 65) for 10 years and 8% (n = 21) for 9 years. Subjects showed on average 3.75 (SD 

= 3.74) previous MDEs. Seventy-six % of subjects were currently in work, 72% took antidepressant 

medication, and (41%)  (n = 103) fulfilled the criteria for at least one comorbid DSM 5 diagnosis. 

For a comparison of the BADS-25 in different samples (see 2.2.4) we chose the group of 

currently remitted subjects with Major Depression in the last six months (n = 38) and two groups of 

subjects 1) with acute Major Depression (n = 33) and 2) with other psychological disorders (n = 55) 

both waiting for outpatient therapy. 

2.1.2 Measures 

Behavioral Activation. With the Behavioral Activation for Depression Scale (BADS, 1) the 

different subscales Activation, Avoidance/Rumination, Work/School Impairment, and Social 

Impairment can be assessed with 25 items. The scales show good psychometric properties in the 

original version, e.g. internal consistencies of all subscales with Cronbach‟s α > .74 (1, 12), and in a 

Dutch (17) and a Spanish version (18).  

Items were first translated into German by two different German native speakers. Differences 

between translations were discussed and adjusted by different bilingual experts. The first German 

translation was then back-translated by two English native speakers and the final German version was 

built. 

 Depressive symptoms were assessed by several measures. The Hamilton Rating Scale for 

Depression with 24 items (HRSD; 22) and the 16-item Quick Inventory for Depression 

Symptomology - clinician rated version (QIDS-C; 23) were used as observer-based ratings for 

depression severity. A large number of studies have demonstrated high sensitivity to changes and high 

internal consistency for the HRSD-24 (23, 24). In the present study, this outcome measure displayed 

good internal consistency (Cronbach‟s α = .82). While the HRSD having been used in a high number 

of studies, the QIDS though has the advantage of covering all of the DSM-IV criteria for MDD (23-

25). To further validate the HRSD scores, we used the 16-item QIDS clinician rated version. 

Cronbach‟s α was .74. Self-reported depression severity was assessed with the widely used 9-item 

Patient Health Questionnaire (PHQ-9; 26) which also assesses depression with all nine DSM-IV 
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criteria of MDD and shows good psychometric properties (27, 28). Cronbach‟s alpha in this study was 

.83. Scores of 10, 6, 5 represent the cut-offs for mild, 19, 11, 10 for moderate, 27, 16, 15 for severe, 

and 35, 21, 20 for extremely severe depressive symptoms for the HRSD,QIDS-C, and the PHQ-9 

respectively.  

Rumination. The Response Styles Questionnaire (RSQ; 29) measures with 32 items different 

coping styles for depressive or dysphoric mood like rumination, distraction, or problem solving with 

the three subscales Symptom-focused Rumination, Self-focused Rumination, and Distraction. We 

expected that the Avoidance/ Rumination subscale of the BADS would show positive correlations 

with the Symptom- and Self-focused Rumination scales of the RSQ but not with Distraction.  

Quality of life. We used the Short-Form Health Survey (SF-12; 30) as a measurement of 

quality of life with the two subscales Physical Health (PH) and Mental Health (MH). We used the two 

summary scales Physical Component Summary (PCS) and Mental Component Summary (MCS) with 

scores from 0 to 100. We expected a positive association between Behavior Activation (as represented 

by the BADS total score and the Activation subscale) with MCS but not with PCS.  

2.1.3 Procedure 

Patients were interviewed with the Structured Clinical Interview for DSM-IV Axis I Disorders 

(31) with our own expansion to the DSM-5 criteria to insure the inclusion and exclusion criteria in the 

first weeks of inpatient therapy. Just before discharge, the patients completed the different self-report 

scales. Furthermore, current depressive symptoms were assessed with the interviewer-based ratings 

HRSD and QIDS. The MINI (32) Suicidality Module was used to rate the current suicidal risk. In our 

study, we excluded those individuals with a high suicidal risk (a score of 17 or higher) because the 

assessment for the current study was part of a baseline assessment of a project delivering self-help 

aftercare for patients. The mean time between assessment and inpatient discharge was 10.82 days (SD 

= 8.91). The raters for the observer-based ratings (SCID, HRSD, and QIDS) were 20 psychologists 

with at least a bachelor‟s or master‟s degree working as research assistants in the project. All raters 

were trained in administering the interviews and supervised by two different experts in the field. The 

training consisted of a 2-day theoretical training, scoring the audio tapes of a gold-standard interview, 

and regular diagnostic supervision and feedback procedures. 
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2.1.4 Statistical analysis 

The Confirmatory Factor Analysis (CFA) was conducted with AMOS 22 using a maximum-

likelihood method. Model fit was tested with the Root Mean Square Error of Approximation index 

(RMSEA) and the Comparative Fit Index (CFI) with values of RMSEA < 0.05 indicating a good fit, < 

0.08 indicating reasonable fit (33), and CFI > .90 indicating a good fit (34). Missing data in the BADS 

Items were replaced with the median of neighbors (BADS Items 2, 3, 4, 5, 6, 8, 9, 10, 12, 20, 21, 22 

with each item having less than 6 missing values). Cases with more than 4 missing data in the BADS 

were excluded from the analysis. For construct validity, two-tailed Pearson correlations of the BADS 

scales with other measures were calculated with IBM SPSS 21. 

 

2.2 Results 

 The means and standard deviations as well as the internal consistencies for the BADS total 

score, for the subscales Activation, Avoidance/Rumination, Work/School Impairment, and Social 

Impairment, and other variables are displayed in Table 1. Our sample showed mild to moderate 

depressive symptom severity in all different measures of depressive symptoms (PHQ-9, HRSD, 

QIDS). 

2.2.1 Confirmatory factor analysis 

 Data screening of the BADS items revealed that skewness of the 25 items ranged from -1.78 to 

-.02 and kurtosis from -1.54 to 1.74 indicating no strong deviation from being normally distributed. 

Additionally, also Kolmogorov-Smirnov tests on the items indicated normal distribution. The model 

showed acceptable model fit, as indicated by a significant Χ
2 
(269) = 789.93, p < .001 and the RMSEA 

of 0.087. The additional fit index CFI was only 0.759. The standardized factor solution is displayed in 

figure 1.  

2.2.2 Reliability 

 Internal consistencies of the BADS ranged from α = .70 to α = .86, see Table 1, and can be 

considered as good.  

2.2.3 Construct validity 
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 As expected, the BADS-25 total score and the Activation subscale showed expected highly 

significant negative correlations with depressive symptoms (PHQ-9, QIDS, HRSD) and the RSQ scale 

Symptom-focused Rumination (correlations ranged from r = -.23 to r = -.63, see Table 2). As 

expected, we also found a negative correlation between BADS-25 total and Self-focused Rumination 

(r = -.33), but not between the BADS Activation scale and the RSQ Self-focused Rumination. 

Contrary to our predictions, we found small but significant associations between BADS-25 total and 

Activation with the RSQ Distraction subscale (r = .15 and .25) and only a small correlation between 

BADS total and Mental Health (r = .13) but as expected no associations with Physical Health. As 

hypothesized, the reverse results were found for the BADS Avoidance and both the Work/School and 

Social Impairments scales; they showed positive correlations with depressive symptoms and both the 

Self-focused and Symptom-focused Rumination scales (from r = .21 to r = .54). As predicted, no 

associations with the RSQ Distraction scales and Physical Health were found, but also not with Mental 

Health component of the quality of life measure (SF-12).  

2.2.4 BADS in different samples 

We compared the BADS-25 in samples with acute Major Depression (n = 33) and other 

psychological disorders (n = 55) just before outpatient treatment as well as currently remitted Major 

Depression (n = 38) after inpatient treatment. Table 3 shows the mean and standard deviations of the 

BADS-25 and related subscales in the different samples. As can be expected, we found higher BADS-

25 total score in patients with remitted MDD after inpatient treatment compared to patients with acute 

MDD (post hoc Bonferroni: p < .001) and to patients with acute other psychological disorders (p = 

.001), F (2,125) = 9.57, p < .001. This was also the case for the Activation subscale, F (2,125) = 17.59, 

p < .001 (MDD remitted vs acute: p < .001, MDD remitted vs. other disorders: p < .001). Patients after 

inpatient treatment showed also less Work/School Impairment compared to patient with acute MDD 

(Bonferroni: p = .015) and to patients with other psychological disorders (p = .001), F (2,125) = 7.33, 

p = .001. No differences were found according to Social Impairment, F (2,125) = 2.47, p = .088, and 

Avoidance, F (2,125) = 0.41, n.s.. 

  

2.3 Discussion 
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Overall, the results of study 1 confirmed the original factor structure of the BADS-25 (1, 12) 

which was also found in a Dutch (17) and Spanish adaption (18). Internal consistencies of the BADS 

were comparable to the original and the Dutch and Spanish versions. Furthermore, means of the 

BADS scales in the present study were also comparable to previous results. The BADS subscales 

showed associations in the expected direction with measures of depressive symptoms, rumination, 

coping, and the mental health component of quality of life. The unexpected associations between the 

BADS-25 total and Activation with the RSQ Distraction subscale could potentially be explained by 

the idea that some individuals are still quite active in distracting themselves from negative emotions 

like depression. Nevertheless, correlations were only small. Furthermore, higher BADS total and 

Activation scores and lower Impairment scores were found in patients with remitted MDD after 

treatment compared to acute MDD patients and patients with acute other psychological disorders 

which is in line with for example the results of the Dutch version (17). However, we did not control 

for depressive symptoms in the sample with other psychological disorders. Therefore, we cannot 

exclude the possibility that depressive symptoms may have confounded our results. As a first 

conclusion, the German version of the BADS long form can be seen as a valid measure in the context 

of depression and depression treatment.  
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3. Study 2 - BADS-9 

3.1 Methods 

3.1.1 Participants and procedure 

Participants above the age of 18 were recruited via a webpage and after giving informed 

consent completed an online screening. The online screening form consisted of several demographic 

variables, measures of depressive symptoms, and measures of quality of life, described in the next 

paragraph. According to their results in the online screening, individuals with depressive symptoms in 

the CES-D total score < 16 and a suicidal ideation > 1 in the BDI were excluded from the current 

study. The SCID-I was then administered via telephone. Individuals with either 1) current MDE or 

MDE in the last six months, 2) a bipolar disorder, or 3) a psychotic disorder were excluded from the 

study (for further details see 35). Our final sample consisted of 406 subjects (300 women, 74 %; 109 

men, 26 %) aged between 19 and 78 years (M = 45.04, SD = 11.89).  Most of the participants (n = 280; 

69%) had attended school for 12 or 13 years, 27% for 10 years, and 4% for only 9 years. For detailed 

information see (36). 

3.1.2 Measures 

Behavioral Activation.  With the short 9-item-version of the BADS (BADS-9) the two 

subscales Activation and Avoidance as well as a total score can be measured (20). The items 1, 6, 7, 

and 8 were reverse coded.  

Depressive symptoms. The Center for Epidemiological Studies Depression Scale (CES-D, 

37) assesses severity of self-reported depressive symptoms with 20 items.  

Quality of life. The SF-12 assesses the two subscales Physical Component Summary (PCS) 

and Mental Component Summary (MCS) with scores from 0 to 100 (30). We expected a positive 

association between Behavioral Activation (as represented by the BADS-9 total score and the 

Activation subscale) with MCS but not with PCS.  

3.1.3 Statistical Analysis 

 Analysis were made using IBM SPSS 21. Since the original short form (20) and the French 

version (21) differed in their results of factor loadings, we decided to conduct both an Exploratory 
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Factor Analysis (EFA) and a Confirmatory Factor Analysis (CFA). Therefore, we randomly divided 

the sample in two sub-samples with each n = 203. The EFA was then conducted with the first sample 

using a maximum-likelihood method. Adequacy of the data was evaluated using the Kaiser-Meyer-

Olkin (KMO) coefficient, Bartlett‟s test of sphericity, and measure of sample adequacy coefficients. 

We used a scree plot and the Kaiser criterion to decide about the number of factors. Factors were 

rotated using the varimax rotation. For the CFA, analysis was made with AMOS 22 using a maximum-

likelihood method. Model fit was again tested with the Root Mean Square Error of Approximation 

index (RMSEA) and the Comparative Fit Index (CFI). External validity was again calculated with 

two-tailed Pearson correlations. 

3.2 Results 

  Both randomly selected samples showed the same distribution of sex (150 women and 53 

men). The two samples did not differ regarding age, t(404) = -0.51, p = .61, and depressive symptoms, 

t(404) = -1.20, p = .23. Our sample showed elevated depressive symptoms (see Table 4). In the 

following sections we report the results of 1) the EFA in the first sample and 2) the CFA in the second 

sample. 

3.2.1 Exploratory factor analysis 

 With the first sample, an EFA was conducted on the BADS-9. Skewness of these items ranged 

from -.46 to .54 and kurtosis from -.83 to .03 indicating no strong deviation from being normally 

distributed. Additionally, also Kolmogorov-Smirnov tests on the items indicated normal distribution. 

The Kaiser-Meyer-Olkin (KMO) measure verified the sampling adequacy for the analysis, KMO = 

.72, which is considered to be good. All KMO values for individual items were > .63 except of item 8 

(I did engage in activities that would distract me from feeling bad) which showed a KMO coefficient 

< .50. Therefore, we decided to eliminate this item from the analysis. With the remaining eight items 

included, the Bartlett‟s test of sphericity indicated significance, Χ
2 
(28) = 365.78, p < .001 (KMO = 

.75). According to Kaiser‟s criterion and the scree plot, two factors were extracted. A total variance of 

40.34% could be explained with factor 1 explaining 23.52% and factor 2 explaining 16.82% of the 

variance. With the varimax rotation, we found a solution that differed from the original short form and 

also from the French factor solution. We found items 2-5 and 9 loading on the factor 1 „Activation‟, 
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while items 1, 6, and 7 were loading on factor 2 „Avoidance‟. Table 5 shows the factor loadings for 

each item after varimax rotation. Even based on the factor solution of the EFA, the internal 

consistencies were only acceptable, BADS-9 total score showed Cronbach‟s α = .73, Activation 

subscale α = .73, and Avoidance subscale α = .62.   

3.2.2 Confirmatory factor analysis 

 With the second sample we conducted the CFA based on our results of the EFA. Skewness of 

the eight items ranged from -.30 to .52 and kurtosis from -.96 to -.003 indicating no strong deviation 

from being normally distributed. However, the model showed only poor fit, as indicated by Χ
2 
(20) = 

88.59, p < .001, with a RMSEA value greater than 0.10 (0.130), and CFI = .79. We also tested the 

factor solutions of Manos, Kanter, and Luo (20) and Wagener, Van der Linden, and Blairy (21). But 

we found only little better results, with Χ
2 
(25) = 156.46, p < .001, with a RMSEA = 0.114, and CFI = 

.83 for the original version of the BADS-SF (Activation: Items 1-5 and 9; Avoidance: Items 6, 7, 8). 

For the French solution (Activation: Items 2-5; Avoidance: Items 6, 7, 8) we found a better fit with Χ
2 

(13) = 33.26, p = .002, RMSEA = 0.062, and CFI = 0.96 indicating good fit.  

For the following correlation analyses, we therefore used the French factor structure solution 

in the whole sample. 

3.2.3 Construct validity 

In the whole sample (n = 406) with the French factor structure, the internal consistency for the 

BADS subscale Activation was Cronbach‟s α = .73 and α = .70 for the BADS-9 total, but only α = .57 

for the Avoidance subscale. Means and standard deviations of the BADS, the CES-D, and the SF 

subscales are displayed in Table 4. Pearson‟s correlations between those variables are displayed in 

Table 6. As expected, the BADS-9 total score and the Activation subscale showed highly significant 

negative correlations with depressive symptoms (CES-D; r = -.41, and -.51), and the Avoidance 

subscale showed an expected positive correlation with depressive symptoms (r =.34), see Table 6. As 

predicted, we found no associations between the BADS-9 total score and the subscales with the 

Physical Health (PH), and expected positive associations between the Mental Health (MH) with 

BADS-9 total score and Activation subscale (r = .48 and r = .41)., and a negative association between 

MH and the Avoidance subscale (r = -.29). 



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT
Running head: Validation of the BADS 

15 

 

 

3.3 Discussion 

 In the study 2, we investigated the BADS-9 in a community sample showing elevated 

depressive symptoms. However, we found only poor model fit of the data with our solution of the 

EFA, even if we used the different item and scale solution of the previous version. The best fit for our 

data was found with the French factor solution, therefore we used their version for further analyses in 

our sample. The subscale Avoidance showed expected associations with depressive symptoms and 

different aspects of quality of life, but at the same time had the lowest internal consistency. 

Furthermore, the means of the BADS-9 short form scales in the present sample were lower compared 

to previous results of the French version (21), which might be due to the fact that our sample showed 

higher depressive symptoms compared to the community sample in the French version. As a first 

conclusion, use of the German short form of the BADS is limited to the BADS-9 total score with is in 

line with the conclusions of Manos, Kanter, and Luo (20). Future research should evaluate and 

replicate the factor structure of the French solution (21).  
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4. General Discussion 

With the present study, we wanted to examine the psychometric properties of the German 

version of the original 25-item version of the BADS and the short 9-item-version. We conducted two 

studies (1) with the long form in a clinical sample with depressed patients and (2) with the short form 

in a sample of participants with elevated depressive symptoms but no diagnosis of current MDE or 

MDE in the last 6 months.  

Overall, the German version of the BADS-25 showed good internal consistencies and 

construct validity comparable to the original version (1, 12). Furthermore, results concerning BADS 

total score and subscale means as well as means of depressive symptoms were similar, even in our 

clinically depressed sample. We replicated the four factor solution demonstrated by Kanter et al. (1), 

which was also shown in the Dutch and Spanish version of the BADS (17, 18). Construct validity of 

the BADS total score and most subscales with different measures of depressive symptomatology as 

well as rumination and quality of life was confirmed. The intercorrelations of the subscales were also 

in line with previous findings (1, 17). The correlations between functional impairment in the work/ 

school but also in the social area with the other subscales of the BADS and also with clinical measures 

of depression severity underlines the importance of addressing functional impairment in treatment 

with Behavioral Activation (BA). The BADS can therefore be a valid measure for assessing different 

important aspects of BA treatments as not only activation but also avoidance behaviors contribute to 

the functional impairment and maintenance of depressive disorders (see also 5, 8). However, 

longitudinal studies conducting treatment trials should also include the use of the BADS as an 

outcome measure whereas the current study was only cross-sectional. 

Concerning the short form, we conducted first an EFA and a later CFA, since previous 

versions found different item-factor loadings (20, 21). In summary, we did not find much support for 

our own and the original, but for the French factor solution. Even if the factors Activation and 

Avoidance could still be found in all three versions, the items 1, 8, and 9 loaded completely differently 

in those three versions of the BADS-9. Internal consistencies were acceptable, except of the subscale 

Avoidance which showed a poor internal consistency. In line with the conclusions of the previous 

version of the BADS short form (20), rumination should be assessed differently as for example by the 
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Ruminative Response Scale (38) rather than with the avoidance subscale. Regarding construct validity, 

we could replicate previous research. As a conclusion, we agree with Manos, Kanter, and Luo (20) 

that the total scale rather than the subscales also of the German BADS-9 factor solution should be 

used. Further research is needed to establish a clear factor solution of the BADS and replicate the 

results of the French version (21). Differences in the psychometric properties between the long and 

short form of the BADS could be explained by a different item selection of the short compared to the 

long form (20). The subscales further are based on a small number of items. Therefore, we think that 

the low validity is rather a problem of the reduction of the total score in two subscales than explained 

for example by cultural or language issues. However, the total BADS score of the short form can 

currently be used as a short measure during therapy or in studies with clinical samples of MDD with 

high numbers of questionnaires. 

However, we only cross-sectionally examined the BADS and did also not assess objective 

aspects of actual behavior of participants. Another limitation is due to the fact, that we did not assess 

the BADS in a community sample as compared to the original version. Future longitudinal studies 

should consider if BADS scales can predict actual behavior. The BADS should also be used to 

evaluate efficacy of behavior therapy trials and maybe also as potential mediators of psychotherapy 

treatment.  

4.1 Conclusions 

In summary, we were able to extent previous research to a large clinically depressed sample 

with not only self-reported depression but also clinical diagnoses. We further compared the BADS-25 

scales in sample with the diagnosis of depression to patients with other diagnoses of psychological 

disorders, and both investigated the long and short form of the BADS in a sample with depressive 

symptoms. The BADS-25 can be recommended for use in clinical and community samples.  
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Figure 1. Factor solution of the confirmatory factor analysis for the BADS-25. BADS = Behavioral 

Activation for Depression Scale.  
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Table 1 

Descriptive statistics of BADS-25 and other variables – study 1 

 M SD Cronbach‟s α 

BADS-25 total 97.71 20.28 .86 

 Activation 24.92 8.17 .79 

 Avoidance/ Rumination 18.19 8.14 .70 

 Work/ School Impairment 7.67 5.87 .73 

 Social Impairment 9.28 6.31 .73 

PHQ-9 total 8.66 4.82 .83 

HRSD total 12.15 8.04 .82 

QIDS total 7.01 4.25 .74 

SF-12 Mental Health 

Physical Health 

24.18 

39.21 

6.72 

10.26 

.59 

.72 

RSQ Symptom-focused Rumination 20.44 4.88 .83 

 Self-focused Rumination 16.14 4.05 .73 

 Distraction 15.51 4.40 .64 

Notes. M = mean; SD = standard deviation; BADS = Behavioral Activation for Depression Scale; PHQ-9 = Patient Health 

Questionnaire; HRSD = Hamilton Rating Scale for Depression; QIDS = Quick Inventory for Depression Symptomatology; 

SF-12 = Short Form Health Survey; RSQ = Response Styles Questionnaire. 
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Table 2  

Correlation matrix (Pearson) of the BADS-25 with other variables – study 1  

 BADS-

25 

total  

BADS-

25 

ACT 

BADS-

25  

AVO 

BADS-

25 W/S 

IMP 

BADS-

25 SOC 

IMP 

PHQ-9 

total 

HRSD 

total 

QIDS 

total 

RSQ 

SYM-

FR 

RSQ 

SELF-

FR 

RSQ 

DIST 

SF-12 

PH 

BADS-  ACT .71***            

25 AVO -.70*** -.20**           

 W/S IMP  -.74*** -.42*** .45***          

 SOC IMP  -.65*** -.23*** .38*** .37***         

PHQ-9 total -.63*** -.35*** .54*** .48*** .45***        

HRSD total -.53*** -.33*** .38*** .39*** .39*** .65***       

QIDS total -.50*** -.33*** .34*** .35*** .36*** .68*** .85***      

RSQ SYM-FR -.40*** -.23*** .28*** .37*** .27*** .40*** .35*** .37***     

 SELF-FR -.33*** -.12 .36*** .21** .27*** .30*** .32*** .36*** .47***    

 DIST .15* .25*** .03 -.07 -.15* -.09 -.12 -.11 -.27*** -.11   

SF-12 PH .11 .12 <.01 -.12 -.09 -.19** -.23** -.21** -.12 .02 -.15*  

 MH .13* .12 -.07 -.12 -.09 -.10 -.08 -.13 -.26*** -.21** .23*** -.30*** 

Notes. *** p < .001; ** p < .01; * p < .05. BADS = Behavioral Activation for Depression Scale; ACT = Activation; AVO = Avoidance/ Rumination; W/S IMP = Work/ School Impairment; SOC 

IMP = Social Impairment; PHQ-9 = Patient Health Questionnaire; HRSD = Hamilton Rating Scale for Depression; QIDS = Quick Inventory for Depression Symptomatology; RSQ = Response 

Styles Questionnaire; SYM-FR = Symptom-focused Rumination; SELF-FR = Self-focused Rumination, DIST = Distraction; SF-12 = Short Form Health Survey; PH = Physical Health; MH = 

Mental Health. 
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Table 3 

BADS-25 in different samples 

 MDD  

Remitted 

(n = 38) 

MDD 

Acute 

(n = 33) 

Other  

Disorders
1 

(n = 55) 

 M (SD) M (SD) M (SD) 

BADS- total 104.24 (16.73) 83.61 (24.34) 86.96 (23.87) 

25 Activation 27.16 (6.36) 17.48 (9.10) 18.87 (7.68) 

 Avoidance/ Rumination 18.24 (9.51) 20.12 (8.83) 19.24 (8.15) 

 Work/ School Impairment 6.66 (5.22) 11.42 (7.38) 12.11 (7.86) 

 Social Impairment 6.87 (4.87) 10.33 (7.70) 8.56 (6.81) 

Notes. n = sample size; M = mean; SD = standard deviation; BADS = Behavioral Activation for Depression Scale; MDD = 

Major Depressive Disorder. 1 with n = 8: Obsessive-Compulsive Disorder, n = 7: Panic Disorder with/without Agoraphobia, n 

= 6: Borderline Personality Disorder, n = 5: Eating Disorder n = 4: Adjustment Disorder, n = 4: Persistent Depressive 

Disorder, n = 3: Social Phobia, n = 3: Generalized Anxiety Disorder, n = 3: Substance use disorder, n = 3: Post Traumatic 

Stress Disorder n = 2: Somatoform Disorder, n = 2: Bipolar Disorder, n = 1: Persistent Delusional Disorder, n = 1: 

Personality Disorder NOS. 
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Table 4 

Descriptive statistics of BADS-9, Activation, Avoidance, CES-D, and SF-12 Physical and Mental 

Health 

 M SD 

BADS-9 total 25.03 7.68 

 Activation 10.15 4.36 

 Avoidance 8.24 3.73 

CES-D total 26.33 7.91 

SF-12 Physical Health 47.64 9.42 

 Mental Health 31.11 7.59 

Notes. M = mean; SD = standard deviation; BADS = Behavioral Activation for Depression Scale; CES-D = Center for 

Epidemiological Studies Depression Scale; SF-12 = Short Form Health Survey.  

 

 

Table 5 

Factor loadings of the German BADS-9 items 

 Factor 1 

Activation 

Factor 2 

Avoidance 

5. I was an active person and accomplished the goals I set out to 

do. 

.702 .328 

4. I made good decisions about what type of activities and/ or 

situations I put myself in.  

.688 .150 

3. I engaged in many different activities. .576 -.152 

2. I am content with the amount and types of things I did. .504 .255 

9. I did things that were enjoyable. .459 .210 

6. Most of what I did was to escape from or avoid something 

unpleasant. 

 .730 

1.  There were certain things to do that I didn‟t do.  .333 .616 

7. I spent a long time thinking over and over about my problems.  .413 

Notes. Factor loadings were included with a weight over .40. Items nr. 1, 6, and 7 were reverse coded. The rotated solution is 

displayed (varimax rotation). 
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Table 6 

Correlation matrix (Pearson) of the BADS-9, Activation; Avoidance, CES-D, and SF-12 physical and 

mental health 

 BADS-9 

total 

BADS-9 

Activation 

BADS-9 

Avoidance 

CES-D total SF-12 

 PH 

BADS- 9 Activation .82***     

 Avoidance -.68*** -.22***    

CES-D total -.51*** -.41*** .34***   

SF-12 PH  .08 .11* -.01 -.14**  

 MH .48*** .41*** -.29*** -.61*** -.28*** 

Notes. *** p < .001; ** p < .01; * p < .05. BADS = Behavioral Activation for Depression Scale; CES-D = Center for 

Epidemiological Studies Depression Scale; SF-12 = Short Form Health Survey; PH = Physical Health; MH = Mental Health. 


