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ABSTRACT
Background The social restrictions occurring during the 
pandemic contributed to loss of many sources of reward, 
which contributes to poor mental health.
Objective This trial evaluated a brief positive affect 
training programme to reduce anxiety, depression and 
suicidality during the pandemic.
Methods In this single- blind, parallel, randomised 
controlled trial, adults who screened positive for COVID- 
19- related psychological distress across Australia were 
randomly allocated to either a 6- session group- based 
programme based on positive affect training (n=87) 
or enhanced usual care (EUC, n=87). Primary outcome 
was total score on the Hospital Anxiety and Depression 
Scale—anxiety and depression subscales assessed at 
baseline, 1- week post- treatment, 3 months (primary 
outcome time point) as well as secondary outcome 
measures of suicidality, generalised anxiety disorder, 
sleep impairment, positive and negative mood and 
COVID- 19- related stress.
Findings Between 20 September 2020 and 16 
September 2021, 174 participants were enrolled into 
the trial. Relative to EUC, at 3- month follow- up the 
intervention led to greater reduction on depression 
(mean difference 1.2 (95% CI 0.4 to 1.9)), p=0.003), 
with a moderate effect size (0.5 (95% CI 0.2 to 0.9)). 
There were also greater reduction of suicidality and 
improvement in quality of life. There were no differences 
in anxiety, generalised anxiety, anhedonia, sleep 
impairment, positive or negative mood or COVID- 19 
concerns.
Conclusions This intervention was able to reduce 
depression and suicidality during adverse experiences 
when rewarding events were diminished, such as 
pandemics.
Clinical implications Strategies to improve positive 
affect may be useful to reduce mental health issues.
Trial registration number ACTRN12620000811909.

INTRODUCTION
The COVID- 19 pandemic has caused marked 
increases in anxiety and depression around the 
world.1 Suicidal ideation has also been reported 
at high rates, with pooled estimates in the general 
population ranging from 11% to 12% (95% CI 9.3 
to 15.2).2 Although there is evidence of increases 
in suicidal ideation and emergency department 
presentations due to suicidality,3 4 evidence does 

not suggest this has translated to increased suicide 
rates.5 Furthermore, longitudinal studies indicate 
these problems are not abating over the course 
of the pandemic.6 This increase in mental health 
problems can be attributed to a variety of factors, 
including lockdowns, social isolation, economic 
pressures and fear of infection.7

The rise in mental health needs globally has led 
to the need for psychological interventions that can 
be delivered during the pandemic. In many coun-
tries affected by the pandemic, there is a shortage of 
mental health services, many people cannot access 
mainstream services because of lockdowns or fear 
of being infected or many people are experiencing 
mental health problems for the first time and so 
are not accustomed to seeking mainstream mental 
health services.8 One of the major developments 
during the pandemic was for mental health delivery 
to occur via videoconferencing or telehealth 
formats.9 Several trials have demonstrated that 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Positive affect training aims to reduce 
anhedonia by promoting awareness of positive 
affect.

 ⇒ Positive affect training delivered over 16 
sessions has been shown to reduce anxiety and 
depression in randomised controlled trials.

WHAT THIS STUDY ADDS
 ⇒ This trial demonstrated that a group- based 
6- session positive affect training programme 
delivered via videoconferencing and targeted 
towards people distressed by the COVID- 19 
pandemic reduced depression, suicidality and 
improved quality of life relative to self- help.

 ⇒ Positive affect training also resulted in less 
depression and suicidality, and improved 
quality of life in participants who initially had 
an anxiety or depression disorder.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ This programme offers the potential for health 
services during pandemics to alleviate increased 
mental health problems in a framework that is 
scalable to large numbers of people, even when 
there is social distancing.
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videoconferencing or telehealth programmes based on cognitive 
behavioural approaches can be beneficial in reducing a range of 
common mental health problems observed during the pandemic, 
including loneliness, anxiety and depression.10 11 Overall, the 
majority of trials conducted for common mental disorders during 
the pandemic have been limited by small sample sizes or short 
follow- up periods. Furthermore, only one study has measured 
suicidal risk as an outcome and to date there is no evidence of 
suicidal risk reduction in these trials.12

One therapeutic approach that has not been evaluated for 
distress during the pandemic is positive affect training, which is a 
recent adaptation of cognitive behavioural techniques. This treat-
ment differs from existing treatment packages because it focuses 
on strategies to enhance hedonic capacity that include positive 
event scheduling, imagination exercises to promote rewarding 
experiences and training savouring of the pleasurable aspects of 
positive experiences.13 Positive affect training extends beyond 
strategies such as behavioural activation because it teaches skills 
in recounting of positive experiences with explicit focus on 
optimising the experience of pleasure, and to use vivid imagi-
native techniques to plan the pleasure experienced derived from 
planned positive events.14 This intervention is predicated on the 
importance of promoting reward processes, and has been shown 
to be effective in reducing both negative affect and improving 
positive affect, as well as suicidal ideation.15 This approach may 
be particularly useful in the context of the pandemic because 
there is increasing recognition that anhedonia has been an 
ongoing problem throughout the pandemic,16 in part because 
social isolation and loneliness has deprived people of sources 
of reward and has contributed to anhedonia. Addressing anhe-
donia is important because during the pandemic anhedonia has 
been shown to have ripple effects on other psychological prob-
lems.17 Apart from its utility in reducing anhedonia, positive 
affect training has been shown to be a buffer against the effects 
of stressors.18

This trial evaluated a brief, transdiagnostic intervention 
provided during the pandemic that was an adaptation of positive 
affect training. Specifically, the current trial integrated positive 
affect training components into the programme and compared 
its efficacy relative to enhanced usual care (EUC). We hypothe-
sised that the intervention would lead to reduce anxiety, depres-
sion and suicidality relative to EUC.

METHODS
Trial design
This randomised, parallel, controlled trial randomly assigned 
distressed people during the COVID- 19 pandemic to either the 
intervention or EUC on a 1:1 basis. The trial is reported in terms 
of the CONSORT guidelines.19 Participants were randomised by 
a researcher who was independent of the trial using comput-
erised software to generate random number sequences with a 
block size of 4. The primary outcome time point was a 3- month 
follow- up after the intervention. All assessments were conducted 
online via a link emailed to participants by the trial coordinator, 
and in this way assessments were independent of any personnel 
involved in treatment condition allocation or delivery.

Participants, recruitment and inclusion/exclusion criteria
We recruited participants through online advertising across 
Australia that informed potential participants of a trial to eval-
uate a programme to manage distress during the pandemic. 
Participants access a trial website, complete informed consent 
and then completed the Kessler Psychological Distress Scale 

(K10).20 Inclusion criteria included (a) adult (aged 18 years or 
older); (b) score ≥16 on the K1021 and (c) adequate English- 
language comprehension. Exclusion criteria were current 
psychosis, imminent suicidal risk, current substance dependence, 
current psychotherapy or no internet- based access for videocon-
ferencing; these factors were assessed by self- report questions on 
the online screening platform. Any participants who endorsed 
suicidal plan or attempt in the past 6 months on dichotomously 
answered questions was excluded and referred to specialist 
services. Current psychotropic medication was permitted if the 
dosage was stable for 2 months.

Interventions
The basic structure and content of the intervention was devel-
oped following focus groups with people affected by the 
pandemic. Before the group programme commenced, partici-
pants took part in an individual 15 min online session to explain 
the programme and ensure they understood the rules for the 
group participation. Brief prerecorded webinars were used 
in group discussions. Session 1 comprised education about 
common reactions to COVID- 19, including anxiety, depression, 
worries, loss of pleasure and focused on strategies to heighten 
awareness of ways to savour positive experiences participants 
can have. The latter strategy instructed participants to use their 
imagination to rehearse and focus on positive elements of activ-
ities that they do engage in. Session 2 reviewed participants’ 
experiences of savouring events since the previous session, and 
instructed participants on how to recount prior positive expe-
riences to elevate their mood. This recounting involved height-
ening awareness of affective, sensory and cognitive aspects of 
the experience. Participants were also assisted to identify mean-
ingful activities that they could engage in, despite the limitations 
of lockdown. They were encouraged to identify and engaged in 
at least one activity per day, and to rehearse the savouring exer-
cise with each activity. Participants were also instructed on the 
nature of rumination and worry during the pandemic, and the 
stress this way of thinking can cause. Participants were taught to 
discriminate between controllable and uncontrollable worries, 
and to engage in simple mindfulness exercises to not focus on 
uncontrollable worries. Slow breathing exercises were taught 
to augment this approach. Sessions 3 through 5 continued to 
review the activities previously taught, with a focus on trouble- 
shooting on how to savour activities and structure meaningful 
activities. Session 6 focused on reviewing the strategies and 
relapse prevention (for full programme, online supplemental 
material 1).

Participants in the EUC condition were emailed handouts that 
contained the same education and coping strategies provided in 
the intervention arm, however participants in EUC were asked 
to rehearse these strategies in a self- paced manner over 6 weeks. 
We adopted this form of comparator because self- help coping 
strategies have been a very common mental health outreach 
initiative during the pandemic.

Sessions were audiorecorded and an independent psychologist 
rated 20% of sessions for treatment fidelity using a prescribed 
checklist. There was a high level of treatment fidelity, with 88% 
of rated sessions reflecting perfect adherence to the protocol. 
Treatment quality was also rated highly with a mean rating of 6.7 
(possible range: 0–7). Adverse reactions, which were monitored 
each session by group facilitators and also on the basis of sched-
uled assessments, were referred to the Data Safety Monitoring 
Committee.
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Measures
All participants received an email with a link to an online 
assessment battery at baseline, postintervention and 3 months 
follow- up. None of the research team had access to these data 
prior to the final analysis, ensuring independence of assessments.

Primary outcome
We assessed the primary outcomes of anxiety and depressive 
symptoms with the Hospital Anxiety and Depression Scale 
(HADS22). The HADS was employed as a multiple primary 
outcome measure because it comprises a 14- item scale that has 2 
subscales: HADS- A (anxiety, 7 items, range 0–21) and HADS- D 
(depression, 7 items, range 0–21). Higher scores on each subscale 
indicate more anxiety and depression, and has been shown to 
detect change in treatment trials.23 A subscale score ≥8 indicates 
probable caseness of anxiety and depression, respectively, and 
scores ≥15 indicate severe levels of each condition.23 We previ-
ously validated these self- reports of anxiety and depression on 
the HADS by having clinicians interview patients and estimate 
HADS scores based on interview responses, which yielded reli-
ability between self- reported HADS and interview- based scores 
of 0.82 for depression and 0.88 for anxiety.11 In recognition 
of the multiple primary outcomes, we employed a Bonferroni 
adjusted alpha of 0.025 to determine statistical significance.

Secondary outcomes
Generalised anxiety and worry were assessed with the Gener-
alised Anxiety Disorder Scale (GAD- 724), which is a 7- item self- 
report measure that possesses good psychometric properties, 
identifies people with severe worry, and is sensitive to change.24 
A cut- off score of 15 has been recommended to indicate gener-
alised anxiety disorder.24 Suicidal ideation was assessed with the 
Suicidal Ideation Attributes Scale (SIDAS24), which is a 5- item 
questionnaire on which each item is scored on 11- point scale, 
providing a range of 0–50. The SIDAS has strong internal 
consistency, convergent validity with measures of depression, 
a score ≥1 has good sensitivity for suicidal plans.25 Positive 
and negative affect was assessed with the Positive and Negative 
Affect Schedule (PANAS26) on which participants describe their 
mood by rating 10 positive and 10 negative words. Problems 
with sleep were assessed using an adapted version of the Sleep 
Impairment Index (SII26), which is 5- item measure of problems 
in sleep onset, maintenance, early waking, disturbance caused 
by sleep problems. The SII has good psychometric properties, is 
sensitive to treatment outcomes,26 and insomnia is indicated by 
a score ≥10.27 To assess pandemic- related worries, we adapted 
items from existing measure for a COVID Concerns Scale, 
which comprised nine items that were each scored on a 5- point 
scale (0=not at all, 4=extremely), with higher scores indicating 
greater concerns; this scale had adequate internal consistency 
in the current sample (Cronbach’s alpha=0.77). Quality of life 
was assessed with the Australian Quality of Life Scale (AQoL- 
8D28), which measures quality of life and health outcomes across 
eight domains (independent living, relationships, mental health, 
coping, pain, senses, self- worth and happiness).

Statistical analyses
The sample size was calculated on the basis of prior trials of 
group- based interventions delivered during the pandemic,8 
which indicated that to achieve an effect size of (0.3) a sample 
size of 67 participants would be needed per arm to provide 
power of 0.95 (alpha=0.05, two- sided); on the expectation that 
there would be approximately 30% attrition at the 3- month 

follow- up assessment, we calculated that a total of 174 partic-
ipants would be required for the study.

We assessed potential differences between participants across 
treatment arms using planned t- tests for continuous measures 
and χ2 statistics for categorical variables. The primary analyses 
employed an intent- to- treat approach in which hierarchical 
linear models were used to study the effects of each treatment 
condition. This statistical approach allows the number of obser-
vations to vary between participants, which handles missing 
data by calculating estimates of trajectories using maximum 
likelihood estimation. Fixed effects were tested for interven-
tion condition and time of assessment, with parameters tested 
using the Wald test (t- test, p<0.05, two- sided) and 95% CIs. 
Analyses focus on the primary (HADS) and secondary (GAD- 7, 
SII, PANAS, SIDAS, AQoL- 8D and COVID Concerns Scale) 
outcomes, with the main outcome timepoint being the 3- month 
follow- up. Effect sizes were calculated by dividing the estimated 
mean difference between treatment arms by the baseline pooled 
SD. We also calculated minimally important differences for the 
primary outcomes of the HADS anxiety and depression scales by 
using the recommended cut- offs of 1.32 for the HADS- A scale 
and 1.40 for the HADS- D scale.29 30 We conducted secondary 
analyses to assess if our statistical approach was biased by attri-
tion at the 3- month follow- up by repeating the analyses using 
only participants who completed the 3- month follow- up. 
Furthermore, we also assessed the effect of the treatment when 
we restricted the analyses to participants with more severe 
psychological disorders, as operationalised the recommended 
cut- offs for severe anxiety or depression on the HADS anxiety 
and depression subscales, respectively24 or for probable gener-
alised anxiety disorder on the GAD- 7.25

RESULTS
Baseline characteristics of participants
Between 10 December 2020 and 16 September 2021 (with final 
3- month follow- up assessment completed on 18 February 2022), 
174 participants were enrolled into the trial. The majority of 
participants were female (83.9%), and were university educated 
(71.3%). In terms of caseness of psychological problems, 85.1% 
met the cut- off for probable depression (2.3% for severe depres-
sion), 79.3% for probable anxiety disorder (1.7% for severe 
anxiety), 32.0% for generalised anxiety disorder. There were 
87 participants randomised to the intervention and 87 to EUC. 
Participants in the intervention and EUC did not differ at base-
line on any sociodemographic characteristics or baseline psycho-
pathology measures (table 1). The primary outcome assessment 
at 3 months was conducted for 79 (90.8%) participants in the 
intervention and 62 (71.3%) in EUC. The flow chart of partic-
ipant recruitment and retention is reported in figure 1. Partici-
pants who were and were not retained at the 3- month follow- up 
did not differ on baseline demographic characteristics; those 
who were not retained had lower levels of sleep impairment and 
suicidality (online supplemental table S1).

Primary outcome
At 3 months participants in the intervention arm reported 
greater reductions in depression on the HADS (mean difference 
1.2 (95% CI 0.4 to 1.9), p=0.003), with a moderate effect size 
(0.5 (95% CI 0.2 to 0.9)). There was no between- group differ-
ence on anxiety on the HADS (table 2). There were more partic-
ipants in the intervention arm (34; 43.0%) relative to EUC (16; 
25.8%) achieving a minimally important difference in depression 
between baseline and follow- up (χ2=4.5, p=0.03). There was no 

 on A
pril 28, 2024 by guest. P

rotected by copyright.
http://m

entalhealth.bm
j.com

/
B

M
J M

ent H
ealth: first published as 10.1136/bm

jm
ent-2023-300737 on 28 June 2023. D

ow
nloaded from

 

https://dx.doi.org/10.1136/bmjment-2023-300737
http://mentalhealth.bmj.com/


4 Bryant R, et al. BMJ Ment Health 2023;26:1–7. doi:10.1136/bmjment-2023-300737

Open access

difference in proportions of participants achieving a minimally 
important difference between the intervention (19; 24.1%) and 
EUC (21; 33.9%) arms for anxiety (χ2=1.6, p=0.20).

Secondary outcomes
In terms of suicidality, the intervention led to greater reduction 
difference at 3- month follow- up (mean difference 4.8 (95% CI 
1.32 to 8.4), p=0.008), indicating a moderate effect size (0.4 
(95% CI 0.1 to 0.8) (table 2). The intervention also led to greater 
improvement in quality of life (mean difference 3.5 (95% CI 0.2 
to 6.9), p=0.04), indicating a moderate effect size (0.4 (95% CI 
0.0 to 0.7)). There were no significant effects between treatment 
arms for the secondary outcomes of GAD, positive or negative 
affect, COVID- 19 concerns or sleep disturbance.

Subgroup analyses
There were 148 participants who reported probable depres-
sion or anxiety at baseline; these were equally distributed 

between the intervention (77, 88.5%) and EUC (71 (81.6%). 
In terms of analyses that focused on these participants (online 
supplemental table S2), the intervention resulted in greater 
reductions at 3- month follow- up on depression (mean 
difference 1.0 (95% CI 0.3 to 1.8), p=0.009), indicating a 
moderate effect size (0.6 (95% CI 0.2 to 1.0)). Furthermore, 
there were greater reductions in suicidality 6.2 (95% CI 2.3 
to 10.2), p=0.002) and greater increases in quality of life 
(4.2 (95% CI 0.5 to 7.9), p=0.03) in the intervention arm 
relative to EUC.

Sensitivity analyses
The sensitivity analysis that focused only on participants who 
completed the 3- month follow- up indicated that in terms of 
primary outcomes, the intervention led to greater reductions 
than EUC for depression and suicidality, and greater increase 
in quality of life (online supplemental table S3). This pattern 
of results mimics the results observed in the linear mixed 
models, and suggests that our intent- to- treat approach was 
robust.

There were no adverse events throughout the trial.

DISCUSSION
This study demonstrated for the first time that a brief behavioural 
programme specifically designed to address anhedonia in the 
context of the COVID- 19 pandemic can reduce depression, 
suicidality and improve quality of life. Considering this is a 
brief 6- session group- based programme, the observed effects 
3 months following the intervention are promising and suggest 
that this intervention has the potential for implementation in 
large- scale crises when people’s normal sources of pleasure are 

Table 1 Demographic and participant characteristics

Intervention 
(n=87)

Enhanced usual 
care (n=87)

Age, years 36.1±11.6 351±11.0

Female sex, no. (%)

  Female 71 (81.6) 75 (86.2)

  Male 13 (14.9) 10 (11.5)

  Non- binary 3 (3.4) 2 (2.3)

Employment status, no. (%)

  Full- time 31 (35.6) 38 (43.7)

  Part- time 23 (26.4) 20 (23.0)

  Student 11 (12.6) 12 (13.8)

  Unemployed 15 (17.2) 10 (11.5)

  Retired 7 (8.0) 7 (8.0)

Relationship status, no. (%)

  Spouse 42 (48.3) 28 (32.2)

  Divorced/Separated 5 (5.7) 12 (13.8)

  Widowed 0 (0.0) 1 (1.1)

  Single 40 (46.0) 46 (52.9)

Education, no. (%)

  High school 10 (11.5) 11 (12.6)

  Trade certificate 9 (10.3) 7 (8.0)

  Diploma 6 (6.9) 7 (8.0)

  Bachelor’s degree 31 (35.6) 40 (46.0)

  Higher degree 31 (35.6) 22 (25.3)

Ethnicity, no. (%)

  Australian 57 (65.5) 57 (65.5)

  Asian 14 (2.3) 9 (10.3)

  European 8 (9.2) 12 (13.8)

  Middle Eastern 2 (2.3) 3 (3.4)

  Indigenous Australian 0 (0.0) 2 (2.3)

  Other 6 (6.9) 4 (4.6)

Moderate- to- severe depression, no. (%) 77 (81.6) 71 (81.6)

Moderate- to- severe anxiety, no. (%) 69 (79.3) 69 (79.3)

Generalised anxiety disorder, no. (%) 67 (77.0) 68 (78.2)

Insomnia, no. (%) 74 (85.0) 70 (80.5)

Moderate/Severe depression=HADS- Depression Scale score ≥15. Moderate/Severe 
anxiety=HADS- Anxiety Scale score ≥15. Generalised anxiety disorder=GAD- 7 score 
≥15. Insomnia=Sleep Impairment Index score ≥10.
GAD- 7, Generalised Anxiety Disorder Scale; HADS, Hospital Anxiety and Depression 
Scale.

Figure 1 Study flow diagram. EUC, enhanced usual care.
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restricted, such as in pandemic- related lockdowns. The delivery 
of the programme via videoconferencing also suggests this inter-
vention can be effective when delivered remotely, which is desir-
able in situations when physical proximity is not possible due 
to lockdowns or quarantine, or where distance prevents people 
from attending sessions face- to- face.

The finding that positive affect training reduced depres-
sion and suicidality is consistent with a previous trial that 
showed that positive affect training reduced negative mood 
and suicidality, and improved positive affect.15 Notably, this 
previous trial treated patients on an individual basis over 15 
sessions. Although the current programme was much briefer, 
it shows that promoting reward processes in the context of 
diminished sources of pleasure during the pandemic can have 
important benefits of reducing negative emotional states. In 
the context of isolation and lockdowns during the pandemic 
contributing to anhedonia, the potential to boost anhedonic 
capacity by brief positive affect training is a useful addi-
tion to current psychological interventions. The focus on 
promoting positive affect is underscored by evidence that 

deficient capacity to experience pleasure is a predictor of 
worsening mental health conditions, such as depression and 
suicidality,31 32 outcomes that were shown in the current trial 
to be reduced by the intervention.

We note that the intervention did not impact on anxiety, 
positive or negative mood, generalised anxiety, sleep distur-
bance or pandemic concerns. This pattern of findings 
contrasts with a previous trial of positive affect training 
that observed that this intervention significantly reduced 
anxiety.15 We note this trial provided 15 individual sessions 
to participants, and it is possible that the brevity and lack 
of individual attention contributed to the current interven-
tion not achieving reductions in anxiety or related states. 
The absence of an effect on pandemic- related concerns is 
in contrast to an earlier group intervention that focused 
on problem management and reducing worries during the 
pandemic.11 Taken together, it appears that the current 
brief intervention that strives to improve positive affect can 
result in diminished depression and suicidality, as well as 

Table 2 Summary statistics and results from mixed model analysis of primary and secondary outcomes

Primary and secondary 
outcomes Visit

Descriptive statistics Mixed model analysis

Intervention (n=87) EUC (n=87)

Difference in LS mean 
(95% CI) P value

Effect size
(95% CI)

Estimated mean 
(95% CI)

Estimated mean 
(95% CI)

HADS- depression Baseline 10.0 (9.5 to 10.4) 9.1 (8.6 to 19.5)       

7 weeks 8.9 (8.4 to 9.3) 8.8 (18.4 to 9.2) 0.8 (0.1 to 1.6) 0.03 0.4 (0.0 to 0.7)

3 months 8.8 (8.5 to 9.3) 9.0 (9.6 to 9.5) 1.2 (0.4 to 1.9) 0.003 0.5 (0.2 to 0.9)

HADS- anxiety Baseline 9.2 (8.6 to 9.8) 9.9 (9.4 to 10.5)       

7 weeks 10.9 (10.4 to 11.5) 10.9 (10.3 to 11.4) −0.9 (−1.8 to 0.0) 0.06 −0.3 (−0.7 to 0.0)

3 months 10.2 (9.6 to 10.8) 10.5 (9.8 to 11.1) −0.5 (−1.5 to 0.4) 0.25 −0.2 (−0.6 to 0.1)

Suicidality Baseline 6.6 (4.3 to 8.9) 3.1 (4.3 to 8.8)       

7 weeks 3.3 (0.9 to 5.7) 4.1 (1.6 to 6.7) 4.3 (0.6 to 8.0) 0.03 0.4 (0.1 to 0.7)

3 months 2.9 (0.6 to 5.2) 4.4 (1.9 to 6.9) 5.0 (1.5 to 8.5) 0.006 0.4 (0.1 to 0.7)

GAD Baseline 12.3 (11.3 to 13.4)   11.3 (10.2 to 12.3)       

7 weeks 7.1 (6.2 to 8.1) 7.6 (6.5 to 8.6) 1.5 (0.0 to 2.7) 0.05 0.3 (0.0 to 0.6)

3 months 7.3 (6.2 to 8.4) 7.6 (6.4 to 8.7) 1.3 (−0.2 to 2.9) 0.10 0.3 (0.0 to 0.6)

PANAS- positive Baseline 20.6 (18.9 to 22.2) 21.5 (19.9 to 23.1)       

7 weeks 25.2 (23.3 to 27.5) 24.5 (22.3 to 26.8)   −1.7 (−4.9 to −1.4) 0.27 −0.2 (−0.6 to −0.2)

3 months 25.0 (23.1 to 27.0) 24.1 (22.0 to 26.2) −1.8 (−4.8 to 1.1) 0.21 −0.2 (−0.6 to 0.1)

PANAS- negative Baseline 21.5 (19.7 to 23.3) 21.4 (19.6 to 23.2)       

7 weeks 19.1 (17.3 to 20.9) 18.3 (16.4 to 20.2) −0.7 (−3.7 to 2.3) 0.66 −0.1 (−0.4 to 0.3)

3 months 19.7 (17.9 to 21.5) 19.2 (17.3 to 21.2) −0.3 (−3.1 to 2.5) 0.84 0.0 (−0.4 to 0.3)

Quality of life Baseline 47.1 (45.0 to 49.2) 45.1 (43.0 to 47.2)       

7 weeks 41.8 (39.5 to 44.2) 41.6 (39.2 to 44.1) 1.8 (−1.2 to 4.7) 0.23 0.2 (−0.1 to 0.5)

3 months 40.8 (38.5 to 43.4) 42.5 (39.9 to 45.1) 3.6 (0.3 to 6.9) 0.03 0.4 (0.0 to 0.7)

COVID Concerns Scale Baseline 25.9 (24.4 to 27.3) 25.8 (24.3 to 27.2)       

7 weeks 22.3 (20.6 to 24.1) 22.3 (20.5 to 24.1) 0.5 (−2.5 to 2.6) 0.97 0.1 (−0.3 to 0.4)

3 months 22.2 (20.5 to 23.9) 22.7 (20.8 to 24.5) 0.6 (−2.0 to 3.2) 0.64 0.1 (−0.3 to 0.5)

Sleep disturbance Baseline 9.2 (8.3 to 10.0) 8.7 (7.8 to 9.5)       

7 weeks 6.5 (5.6 to 7.4) 6.9 (5.9 to 7.9) 0.9 (−0.4 to 2.2) 0.18 0.2 (−0.1 to 0.6)

3 months 5.9 (4.9 to 6.9) 6.3 (5.2 to 7.4) 0.8 (−0.6 to 2.3) 0.26 0.2 (−0.2 to 0.6)

Effect size was calculated by the difference in least square means between intervention and EUC from mixed model divided by the pooled SD.
Sleep Impairment Index (total score range: 0–20; higher scores indicate more severe sleep impairment).
COVID Concerns Scale, COVID- 19 Stress Scale (each scale total score range: 0–24; higher scores indicate more severe stress); EUC, enhanced usual care; GAD- 7, Generalised 
Anxiety Disorder Scale (total score range: 0–21; higher scores indicate more severe worry); HADS, Hospital Anxiety and Depression Scale (depression subscale score range: 0–21; 
anxiety subscale score range: 0–21; higher scores indicate elevated anxiety or depression); LS, least square; PANAS, Positive and Negative Affect Schedule (subscale total score 
range: 10–50 on positive and negative scales, respectively; higher scores indicate more greater positive and negative mood, respectively); Quality of life, Australian Quality of Life 
Scale (total score range: 20–100; higher scores indicate poorer quality of life); Suicidality, Suicidal Ideation Attributes Scale (total score range: 0–50; higher scores indicate more 
severe suicidality).
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improved quality of life, but that its benefits are limited by 
not addressing other domains of psychopathology.

In terms of study limitations, most participants in the trial 
were female and had tertiary education. These results will 
need to be replicated with broader sampling to test the extent 
to which the findings are applicable to the general community. 
We also note that our primary outcome measure, the HADS, 
was conducted via self- report rather than structured clinical 
interview. Although we have previously shown that using the 
HADS in this format is comparable to clinical ratings of depres-
sion and anxiety,11 we recognise that this self- report does not 
represent the same level of assessment as structured clinical 
interview. We also note that considering that participants were 
aware of the treatment arm they were assigned to, it is possible 
that this form of assessment may not have been fully free of 
bias. The control condition involved participants following a 
self- help manual that comprised the same strategies that were 
taught in the positive affect training sessions. This design does 
not control for the non- specific effects of group involvement 
or attention of a group facilitator. Future trials could usefully 
employ more active control conditions that disentangle the 
non- specific from positive affect training components of the 
intervention. Finally, we note that this intervention was deliv-
ered by clinical psychologists, and if substantive scale- up is to 
be achieved of this intervention during pandemics or societal 
crises, especially in low- income and middle- income countries 
where there is a dearth of mental health specialists, there is 
a need for structured training protocols to be developed for 
people with varying qualifications.

In summary, this trial suggests that depression and suicid-
ality can be reduced, and quality of life can be improved, with 
a brief group intervention that focuses on addressing anhe-
donia via positive affect training. In the context of social isola-
tion and restricted access to traditional sources of reward, 
this intervention offers a potentially scalable intervention that 
could be useful during periods characterised by social restric-
tions or limited behavioural activities.

Acknowledgements We are grateful to Emma Bryant for assistance in treatment 
fidelity checks of therapy sessions.

Contributors Study concept and design: RB, KD, DK, SA, SY, JC- C, JT. Data 
acquisition: KD, DK, SA, SY, JC- C, JT, EA, JB. Data management: JT, JC- C. Analysis and 
interpretation of data: RB. Drafting of manuscript: RB, KD, DK, SA, SY, JC- C, JT, EA, 
JB. Critical revision of manuscript for important intellectual content: RB, KD, DK, SA, 
SY, JT, JC- C. Statistical analysis: RB. Obtained funding: RB. Study supervision: RB, KD. 
RAB is guarantor.

Funding This research was funded by a National Health and Medical Research 
Council Investigator (1173921).

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval This study was approved by University of New South Wales 
Human Research Ethics Committee (HC200670). Participants gave informed consent 
to participate in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available on reasonable request. Data will 
be available for meta- analysis and other reasonable requests from RB ( r. bryant@ 
unsw. edu. au)

Supplemental material This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/ 
licenses/by/4.0/.

ORCID iD
Richard Bryant http://orcid.org/0000-0002-9607-819X

REFERENCES
 1 COVID- 19 Mental Health Collaborators. Global prevalence and burden of depressive 

and anxiety disorders in 204 countries and territories in 2020 due to the COVID- 19 
pandemic. Lancet 2021;398:1700–12. 

 2 Dragioti E, Li H, Tsitsas G, et al. A large- scale meta- analytic Atlas of mental 
health problems prevalence during the COVID- 19 early pandemic. J Med Virol 
2022;94:1935–49. 

 3 Madigan S, Korczak DJ, Vaillancourt T, et al. Comparison of paediatric emergency 
department visits for attempted suicide, self- harm, and suicidal Ideation before 
and during the COVID- 19 pandemic: a systematic review and meta- analysis. Lancet 
Psychiatry 2023;10:342–51. 

 4 Yan Y, Hou J, Li Q, et al. Suicide before and during the COVID- 19 pandemic: a 
systematic review with meta- analysis. IJERPH 2023;20:3346. 

 5 Barlattani T, D’Amelio C, Capelli F, et al. Suicide and COVID- 19: a rapid scoping 
review. Ann Gen Psychiatry 2023;22:10. 

 6 Cénat JM, Farahi S, Dalexis RD, et al. The global evolution of mental health problems 
during the COVID- 19 pandemic: a systematic review and meta- analysis of longitudinal 
studies. J Affect Disord 2022;315:70–95. 

 7 Killgore WDS, Cloonan SA, Taylor EC, et al. Loneliness: a signature mental health 
concern in the era of COVID- 19. Psychiatry Res 2020;290:113117. 

 8 Mansfield KE, Mathur R, Tazare J, et al. Indirect acute effects of the COVID- 19 
pandemic on physical and mental health in the UK: a population- based study. Lancet 
Digit Health 2021;3:e217–30. 

 9 Ganjali R, Jajroudi M, Kheirdoust A, et al. Telemedicine solutions for clinical 
care delivery during COVID- 19 pandemic: a scoping review. Front Public Health 
2022;10:937207. 

 10 Gilbody S, Littlewood E, McMillan D, et al. Behavioural activation to prevent 
depression and loneliness among socially isolated older people with long- term 
conditions: the BASIL COVID- 19 pilot randomised controlled trial. PLoS Med 
2021;18:e1003779. 

 11 Bryant RA, Dawson KS, Keyan D, et al. Effectiveness of a Videoconferencing- delivered 
psychological intervention for mental health problems during COVID- 19: a proof- of- 
concept randomized clinical trial. Psychother Psychosom 2022;91:63–72. 

 12 Kim J- W, Stewart R, Kang S- J, et al. Telephone based interventions for psychological 
problems in hospital isolated patients with COVID- 19. Clin Psychopharmacol Neurosci 
2020;18:616–20. 

 13 Craske MG, Meuret AE, Ritz T, et al. Treatment for anhedonia: a neuroscience driven 
approach. Depress Anxiety 2016;33:927–38. 

 14 Pictet A, Coughtrey AE, Mathews A, et al. Fishing for happiness: the effects 
of generating positive imagery on mood and behaviour. Behav Res Ther 
2011;49:885–91. 

 15 Craske MG, Meuret AE, Ritz T, et al. Positive affect treatment for depression and anxiety: 
a randomized clinical trial for a core feature of anhedonia. J Consult Clin Psychol 
2019;87:457–71. 

 16 Parsons CE, Purves KL, Skelton M, et al. Different trajectories of depression, anxiety 
and anhedonia symptoms in the first 12 months of the COVID- 19 pandemic in a UK 
longitudinal sample. Psychol Med 2022;2022:1–11. 

 17 Ebrahimi OV, Burger J, Hoffart A, et al. Within- and across- day patterns of interplay 
between depressive symptoms and related psychopathological processes: a dynamic 
network approach during the COVID- 19 pandemic. BMC Med 2021;19:317. 

 18 Sewart AR, Zbozinek TD, Hammen C, et al. Positive affect as a buffer between 
chronic stress and symptom severity of emotional disorders. Clin Psychol Sci 
2019;7:914–27. 

 19 Boutron I, Moher D, Altman DG, et al. Extending the CONSORT statement 
to randomized trials of Nonpharmacologic treatment: explanation and 
elaboration. Ann Intern Med 2008;148:295–309. 

 20 Kessler RC, Andrews G, Colpe LJ, et al. Short screening scales to monitor 
population prevalences and trends in non- specific psychological distress. 
Psychol Med 2002;32:959–76. 

 21 Kessler RC, Galea S, Gruber MJ, et al. Trends in mental illness and suicidality after 
Hurricane Katrina. Mol Psychiatry 2008;13:374–84. 

 22 Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta Psychiatr Scand 
1983;67:361–70. 

 23 Bjelland I, Dahl AA, Haug TT, et al. The validity of the hospital and depression scale: an 
updated literature review. J Psychosom Res 2002;52:69–77. 

 24 Spitzer RL, Kroenke K, Williams JBW, et al. A brief measure for assessing generalized 
anxiety disorder: the GAD- 7. Arch Intern Med 2006;166:1092–7. 

 on A
pril 28, 2024 by guest. P

rotected by copyright.
http://m

entalhealth.bm
j.com

/
B

M
J M

ent H
ealth: first published as 10.1136/bm

jm
ent-2023-300737 on 28 June 2023. D

ow
nloaded from

 

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-9607-819X
http://dx.doi.org/10.1016/S0140-6736(21)02143-7
http://dx.doi.org/10.1002/jmv.27549
http://dx.doi.org/10.1016/S2215-0366(23)00036-6
http://dx.doi.org/10.1016/S2215-0366(23)00036-6
http://dx.doi.org/10.3390/ijerph20043346
http://dx.doi.org/10.1186/s12991-023-00441-6
http://dx.doi.org/10.1016/j.jad.2022.07.011
http://dx.doi.org/10.1016/j.psychres.2020.113117
http://dx.doi.org/10.1016/S2589-7500(21)00017-0
http://dx.doi.org/10.1016/S2589-7500(21)00017-0
http://dx.doi.org/10.3389/fpubh.2022.937207
http://dx.doi.org/10.1371/journal.pmed.1003779
http://dx.doi.org/10.1159/000520283
http://dx.doi.org/10.9758/cpn.2020.18.4.616
http://dx.doi.org/10.1002/da.22490
http://dx.doi.org/10.1016/j.brat.2011.10.003
http://dx.doi.org/10.1037/ccp0000396
http://dx.doi.org/10.1017/S0033291722003828
http://dx.doi.org/10.1186/s12916-021-02179-y
http://dx.doi.org/10.1177/2167702619834576
http://dx.doi.org/10.7326/0003-4819-148-4-200802190-00008
http://dx.doi.org/10.1017/s0033291702006074
http://dx.doi.org/10.1038/sj.mp.4002119
http://dx.doi.org/10.1111/j.1600-0447.1983.tb09716.x
http://dx.doi.org/10.1016/s0022-3999(01)00296-3
http://dx.doi.org/10.1001/archinte.166.10.1092
http://mentalhealth.bmj.com/


7Bryant R, et al. BMJ Ment Health 2023;26:1–7. doi:10.1136/bmjment-2023-300737

Open access

 25 van Spijker BAJ, Batterham PJ, Calear AL, et al. The suicidal Ideation attributes scale 
(SIDAS): community- based validation study of a new scale for the measurement of 
suicidal Ideation. Suicide Life Threat Behav 2014;44:408–19. 

 26 Watson D, Clark LA, Tellegen A. Development and validation of brief measures of positive 
and negative affect: the PANAS scales. J Pers Soc Psychol 1988;54:1063–70. 

 27 Morin CM, Belleville G, Bélanger L, et al. The insomnia severity index: psychometric 
indicators to detect insomnia cases and evaluate treatment response. Sleep 
2011;34:601–8. 

 28 Hawthorne G, Korn S, Richardson J. Population norms for the AQoL derived from the 
2007 Australian national survey of mental health and wellbeing. Aust N Z J Public Health 
2013;37:7–16. 

 29 Puhan MA, Frey M, Büchi S, et al. The minimal important difference of the 
hospital anxiety and depression scale in patients with chronic obstructive 
pulmonary disease. Health Qual Life Outcomes 2008;6:46. 

 30 Wieman ST, Fields JS, Arditte Hall KA, et al. Effects of the COVID- 19 pandemic 
on Anhedonia, reward exposure and responsiveness, and sleep in college 
students. J Am Coll Health 2022:1–5. 

 31 Morris BH, Bylsma LM, Rottenberg J. Does emotion predict the course of 
major depressive disorder? A review of prospective studies. Br J Clin Psychol 
2009;48:255–73. 

 32 Winer ES, Nadorff MR, Ellis TE, et al. Anhedonia predicts suicidal Ideation in a large 
psychiatric inpatient sample. Psychiatry Res 2014;218:124–8. 

 on A
pril 28, 2024 by guest. P

rotected by copyright.
http://m

entalhealth.bm
j.com

/
B

M
J M

ent H
ealth: first published as 10.1136/bm

jm
ent-2023-300737 on 28 June 2023. D

ow
nloaded from

 

http://dx.doi.org/10.1111/sltb.12084
http://dx.doi.org/10.1037//0022-3514.54.6.1063
http://dx.doi.org/10.1093/sleep/34.5.601
http://dx.doi.org/10.1111/1753-6405.12004
http://dx.doi.org/10.1186/1477-7525-6-46
http://dx.doi.org/10.1080/07448481.2022.2047705
http://dx.doi.org/10.1348/014466508X396549
http://dx.doi.org/10.1016/j.psychres.2014.04.016
http://mentalhealth.bmj.com/

	Positive affect training to reduce mental health problems during the COVID-19 pandemic: a proof-of-concept randomised clinical trial
	Abstract
	Introduction
	Methods
	Trial design
	Participants, recruitment and inclusion/exclusion criteria
	Interventions
	Measures
	Primary outcome
	Secondary outcomes

	Statistical analyses

	Results
	Baseline characteristics of participants
	Primary outcome
	Secondary outcomes
	Subgroup analyses
	Sensitivity analyses

	Discussion
	References


