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Chapter 1

General introduction



1 |  ADULTS WITH INTELLECTUAL DISABILITIES

An intellectual disability (ID) can be defined as a “disorder with onset during the developmental period that
includes both intellectual and adaptive functioning deficits in conceptual, social and practical domains”
(American Psychiatric Association, 2013, p. 33). Adults with ID experience: a) limitations in intellectual
functioning (for example: reasoning, problem solving, planning, abstract thinking), b) deficits in adaptive
functions and c) onset of deficits during the developmental period (American Psychiatric Association, 2013).
Specifically, adults with mild ID (IQ 50-69) need support with abstract thinking, executive functioning, academic
skills and additional support in daily living (American Psychiatric Association, 2013). According to the
International Statistical Classification of Diseases and Related Health Problems (ICD-10), it is important to notice
the emotional and social development because of its influence on daily functioning (Schalock et al., 2002; WHO,

1992).
2 | HEALTHY LIFESTYLE OF ADULTS WITH INTELLECTUAL DISABILITIES

In the Netherlands, 47.7% of the adults are overweight or obese (Gezondheidsraad, 2017). Only 44% of adults in
the Netherlands achieve the latest Dutch physical activity guidelines in 2017 (Gezondheidsraad, 2017). These
guidelines state that adults should include 150 minutes exercise of moderate to severe intensity on multiple days
per week. Additionally, bone and muscle strengthening exercises should be conducted and one should prevent
too much time sitting (Gezondheidsraad, 2017). Adults with ID experience much more health problems and
health inequalities in comparison to adults from the general population (Van Schrojenstein Lantman-De Valk &
Walsh, 2008). Specifically, with regard to physical activity and nutrition, they experience physical inactivity
(Hilgenkamp, Reis, Van Wijck & Evenhuis, 2012; Peterson, Janz & Lowe, 2008), have high levels of sedentary
behaviour (Melville et al., 2017) as well as unhealthy eating habits (Haveman et al., 2010; Hsieh, Rimmer, &
Heller, 2014). Also, their level of health needs are higher (Cooper & Bailey, 2001; Wilson & Haire, 1990) and these

needs are often unmet (Lennox & Kerr, 1997; Wilson & Haire, 1990).

Using the International Classification of Functioning, Disability and Health (ICF), health consists of five underlying
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constructs, namely “functions,” “activities,” “participation,” “personal factors” and “environmental factors”
(World Health Organisation, 2001). Moreover, a healthy lifestyle is related to improved quality of life, more
participation in society (Heller, McCubbin, Drum, & Peterson, 2011) and more independency in activities of daily
living (Hilgenkamp, Van Wijck & Evenhuis, 2011; Van Schijndel-Speet, Evenhuis, Van Wijck & Echteld, 2014). It is
thus of main importance to improve the health of adults with ID from an individual as well as a societal

perspective.
3 | DUTCH ID CARE ORGANISATIONS AND LIFESTYLE CHANGE

To improve the lifestyle behaviour of their caretakers, a Dutch consort of 9 ID care organisations was formed, an
innovative collaboration for practice. These organisations (De Trans, De Zijlen, Stichting Sprank, ’s Heerenloo
Zorggroep, Talant, Cosis, Koninklijke Visio Noord Nederland, Philadelphia and Vanboeijen) aim to improve and

maintain a healthy lifestyle for their caretakers. They want to know if their current interventions and lifestyle



approaches are effective and how their employees can improve the lifestyle behaviour of their caretakers.
Together they formulated research questions and supported research to promote a healthy life for people with
intellectual disabilities. For all research performed within this consortium, the central theme is lifestyle change
of individuals with ID. This thesis is part of this research programme, which aims to target adults with ID as well

as their social and physical environment and ID care organisation policies.
4 | THEORETICAL FRAMEWORK OF THE THESIS

To improve the health of adults with ID, a socio-ecological model for health promotion (McLeroy, Bibeau,
Steckler, & Glanz, 1988) was used as a theoretical framework for this thesis. According to this model, the
intrapersonal and interpersonal level as well as organizational and community factors and public policy

influenced health behaviour, see Figure 1.

Public policy

Organizational

Interpersonal

Intrapersonal

Figure 1: Socio ecological model for health promotion (McLeroy et al., 1988)

We focused on the interpersonal level, i.e. the use of behaviour change techniques (BCTs) which professional
caregivers can apply to support a healthy lifestyle in individuals with intellectual disabilities. BCTs have shown to
be effective components of interventions changing lifestyle behaviour in the general population (Bird et al. 2013,
Greaves et al., 2011; Olander et al., 2013). To identify effective components of interventions aiming to change
lifestyle behaviour, it is necessary to use a list of comprehensive techniques to change behaviour, for example

the CALO-RE taxonomy (Michie et al., 2011), which consists of 40 BCTs. Until now, it is unclear whether these



effective components could be effective in interventions for people with ID as well (Van Schijndel-Speet, 2015).

In this thesis, we used the CALO-RE taxonomy to identify effective components of lifestyle change interventions

for people with ID. A short list of the BCTs is given below, see Figure 2, the entire taxonomy with definitions can

be found in the Appendix.

1) Provide information on consequences of behaviour 21) Provide instruction on how to perform the behaviour;
general; 22) Model/Demonstrate the behaviour;
2) Provide information on consequences of behaviour to 23) Teach to use prompts/cues;
the individual; 24) Environmental restructuring;
3)  Provide information about others’ approval; 25) Agree behavioural contract;
4) Provide normative information about others’ 26) Prompt practice;
behaviour; 27) Use of follow-up prompts;
5) Goal setting (behaviour); 28) Facilitate social comparison;
6) Goal setting (outcome); 29) Plan social support/social change;
7) Action planning; 30) Prompt identification as role model/position advocate;
8) Barrier identification/problem solving; 31) Prompt anticipated regret;
9) Set graded tasks; 32) Fear arousal;
10) Prompt review of behavioural goals; 33) Prompt self-talk;
11) Prompt review of outcome goals; 34) Prompt use of imagery;
12) Prompt rewards contingent on effort or progress 35) Relapse prevention/coping planning;
towards behaviour; 36) Stress management/emotional control training;
13) Provide rewards contingent on successful behaviour; 37) Motivational interviewing;
14) Shaping; 38) Time management;
15) Prompting generalisation of a target behaviour; 39) General communication skills training;
16) Prompt self-monitoring of behaviour; 40) Stimulate anticipation of future rewards
17) Prompt self-monitoring of behavioural outcome; (Michie et al., 2011).
18) Prompting focus on past success;
19) Provide feedback on performance;
20) Provide information on where and when to perform
the behaviour;
Figure 2: Overview of the CALO-RE taxonomy of behaviour change techniques
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5 | LIFESTYLE CHANGE IN ADULTS WITH MILD INTELLECTUAL DISABILITIES

It is necessary to improve the lifestyle of adults with ID, to reduce health risks and health inequalities (Alesi &
Pepi, 2015). However, evidence for the effectiveness of lifestyle change interventions in adults with ID is limited
(Brooker et al., 2015; Scott & Havercamp, 2016; Spanos, Melville, & Hankey, 2013). Some studies found small
significant changes on health outcomes (Curtin et al., 2013, Marks, Sisirak, & Chang, 2013, Van Schijndel-Speet,
Evenhuis, Van Wijck, Montfort, & Echteld, 2017), whereas other studies lacked significant effects (Bergstrom,
Hagstromer, Hagberg, & Elinder, 2013, Melville et al., 2015, Shields & Taylor, 2015). Since health needs are
different in adults with different levels of ID (Kinnear et al., 2018), lifestyle change interventions need to be
tailored to level of ID. Until now, an overview of lifestyle change interventions and their effectiveness is missing,

as well as knowledge about effective behaviour change techniques for people with mild ID.

Also, the role of professional caregivers is of great importance in changing health behaviour of adults with ID
(Alesi & Pepi, 2015; Grondhuis & Aman, 2014; Heller et al., 2011; Melville, Hamilton, Hankey, Miller & Boyle,
2007; Naaldenberg, Kuijken, van Dooren & De Valk, 2013) and might be the key to a successful behavioural
intervention (Felce, Lowe, Beecham, & Hallam, 2000). However, until now, no knowledge is available if and how
BCT’s are used by caregivers in daily support of persons with mild ID. Also, it is important to improve training for
caregivers (Ptomey et al., 2018), as they have significant training needs promoting healthy behaviour (Melville

et al., 2009). Which specific wishes and needs they have, is still unclear.

So far, training and development focussed on knowledge and competences was still ineffective (O’Connor-
Fleming, Parker, Higgins, & Gould, 2006). If professional caregivers would be able support adults with mild ID
effectively to change their lifestyle behaviour, adults with mild ID may live healthier, longer and experience a
higher quality of life. Therefore, the main aim of this thesis is to investigate the usage and effectiveness of lifestyle

change interventions by professional caregivers to support adults with ID.
6 | CONTENT OF THE THESIS

The first question of this thesis is whether there are already effective lifestyle change interventions for adults
with ID, which will be answered in Chapter 2. The International Classification of Functioning, Disability and Health

(ICF) (World Health Organisation, 2001) will be introduced to categorize the outcome measures in underlying
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constructs, including “functions,” “activities,” “participation,” “personal factors” and “environmental factors”.
Afterwards, the main aim of Chapter 3 is to provide an overview of current lifestyle change interventions for
people with ID. It aims to introduce the identification of BCTs in lifestyle change interventions and determines
the quality of studies investigating lifestyle change interventions. The question whether BCTs are suitable for use
in lifestyle change in people with mild ID will be answered in Chapter 4, whereas the main aim of Chapter 5 is to
investigate the use of BCTs by professional caregivers in daily support of people with mild ID. Also, this chapter
aims to provide a comparison between the suitable BCTs and the BCTs used in daily support. The results of an

intervention to train professional caregivers in one of the most suitable BCTs, called “Action planning”, will be
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described in Chapter 6. The main findings of this thesis and implications for clinical practice and future research

will be discussed in Chapter 7.
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APPENDIX |  CALO-RE Taxonomy (Michie et al., 2011)

1. Provide information on consequences of behaviour in general

Information about the relationship between the behaviour and its possible or likely consequences in the general case, usually
based on epidemiological data, and not personalised for the individual (contrast with technique 2).

2. Provide information on consequences of behaviour to the individual

Information about the benefits and costs of action or inaction to the individual or tailored to a relevant group based on that
individual’s characteristics (i.e. demographics, clinical, behavioural or psychological information). This can include any
costs/benefits and not necessarily those related to health, e.g. feelings.

3. Provide information about others’ approval

Involves information about what other people think about the target person’s behaviour. It clarifies whether others will like,
approve or disapprove of what the person is doing or will do.

NB: Check that any instance does not also involve techniques 1 (Provide information on consequences of behaviour in
general) or 2 (Provide information on consequences of behaviour to the individual) or 4 (Provide normative information about
others’ behaviour).

4. Provide normative information about others’ behaviour

Involves providing information about what other people are doing i.e. indicates that a particular behaviour or sequence of
behaviours is common or uncommon amongst the population or amongst a specified group — presentation of case studies of
a few others is not normative information.

NB: this concerns other people’s actions and is distinct from the provision of information about others’ approval (technique
3 (Provide information about others’ approval)).

5. Goal setting (behaviour)

The person is encouraged to make a behavioural resolution (e.g. take more exercise next week). This is directed towards
encouraging people to decide to change or maintain change.

NB: This is distinguished from technique 6 (goal setting — outcome) and 7 (action planning) as it does not involve planning
exactly how the behaviour will be done and either when or where the behaviour or action sequence will be performed. Where
the text only states that goal setting was used without specifying the detail of action planning involved then this would be an
example of this technique (not technique 7 (action planning)). If the text states that ‘goal setting’ was used if it is not clear
from the report, if the goal setting was related to behaviour or to other outcomes, technique 6 should be coded. This includes
sub-goals or preparatory behaviours and/or specific contexts in which the behaviour will be performed. The behaviour in this
technique will be directly related to or be a necessary condition for the target behaviour (e.g. shopping for healthy eating;
buying equipment for physical activity).

NB: check if techniques applied to preparatory behaviours should also be coded as instances of technique 9 (Set graded tasks).
6. Goal setting (outcome)

The person is encouraged to set a general goal that can be achieved by behavioural means but is not defined in terms of
behaviour (e.g. to reduce blood pressure or lose/maintain weight), as opposed to a goal based on changing behaviour as
such. The goal may be an expected consequence of one or more behaviours, but is not a behaviour per se (see also techniques
5 (Goal setting —behaviour) and 7 (Action planning)). This technique may co-occur with technique 5 if goals for both behaviour
and other outcomes are set.

7. Action planning

Involves detailed planning of what the person will do including, as a minimum, when, in which situation and/or where to act.

‘When’ may describe frequency (such as how many times a day/week or duration (e.g. for how long). The exact content of
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action plans may or may not be described, in this case code as this technique if it is stated that the behaviour is planned
contingent to a specific situation or set of situations even if exact details are not present.

NB: The terms ‘goal setting’ or ‘action plan’ are not enough to ensure inclusion of this technique unless it is clear that plans
involve linking behavioural responses to specific situational cues, when only described as ‘goal setting’ or ‘action plan’ without
the above detail it should be regarded as applications of techniques 5 and 6.

8. Barrier identification/problem solving

This presumes having formed an initial plan to change behaviour. The person is prompted to think about potential barriers
and identify the ways of overcoming them. Barriers may include competing goals in specified situations. This may be described
as ‘problem solving’. If it is problem solving in relation to the performance of a behaviour, then it counts as an instance of this
technique. Examples of barriers may include behavioural, cognitive, emotional, environmental, social and/or physical
barriers.

NB: Closely related to techniques 7 (action planning) and 9 (set graded task), but involves a focus on specific obstacles to
performance. It contrasts with technique 35 (relapse prevention/coping planning), which is about maintaining behaviour that
has already been changed.

9. Set graded tasks

Breaking down the target behaviour into smaller easier to achieve tasks and enabling the person to build on small successes
to achieve target behaviour. This may include increments towards target behaviour or incremental increases from baseline
behaviour.

NB: The key difference to technique 7 (Action planning) lies in planning to perform a sequence of preparatory actions (e.g.
remembering to take gym kit to work), task components or target behaviours which are in a logical sequence or increase in
difficulty over time — as opposed to planning ‘if-then’ contingencies when/where to perform behaviours. General references
to increasing physical activity as intervention goal are not instances of this technique.

10. Prompt review of behavioural goals

Involves a review or analysis of the extent to which previously set behavioural goals (e.g. take more exercise next week) were
achieved. In most cases, this will follow previous goal setting (see technique 5, ‘goal setting-behaviour’) and an attempt to
act on those goals, followed by a revision or readjustment of goals, and/or means to attain them.

NB: Check if any instance also involves techniques 6 (goal setting — behaviour), 8 (barrier identification/problem solving), 9
(set graded tasks) or 11 (prompt review of outcome goals).

11. Prompt review of outcome goals

Involves a review or analysis of the extent to which previously set outcome goals (e.g. to reduce blood pressure or
lose/maintain weight) were achieved. In most cases, this will follow previous goal setting (see technique 6, goal setting-
outcome’) and an attempt to act on those goals, followed by a revision of goals, and/or means to attain them. NB: Check that
any instance does not also involve techniques 5 (goal setting — outcome), 8 (barrier identification/problem solving), 9 (set
graded tasks) or 10 (prompt review of behavioural goals).

12. Prompt rewards contingent on effort or progress towards behaviour

Involves the person using praise or rewards for attempts at achieving a behavioural goal. This might include efforts made
towards achieving the behaviour or progress made in preparatory steps towards the behaviour, but not merely participation
in intervention. This can include self-reward.

NB: This technique is not reinforcement for performing the target behaviour itself, which is an instance of technique 13
(provide rewards contingent on successful behaviour).

13. Provide rewards contingent on successful behaviour
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Reinforcing successful performance of the specific target behaviour. This can include praise and encouragement as well as
material rewards but the reward/incentive must be explicitly linked to the achievement of the specific target behaviour i.e.
the person receives the reward if they perform the specified behaviour but not if they do not perform the behaviour. This
can include self-reward. Provisions of rewards for completing intervention components or materials are not instances of this
technique. References to provision of incentives for being more physically active are not instances of this technique unless
information about contingency to the performance of the target behaviour is provided. NB: Check the distinction between
this and techniques 7 (action planning) and 17 (prompt self-monitoring of behavioural outcome) and 19 (provide feedback
on performance).

14. Shaping

Contingent rewards are first provided for any approximation to the target behaviour e.g. for any increase in physical activity.
Then, later, only a more demanding performance, e.g. brisk walking for 10 min on 3 days a week would be rewarded. Thus,
this is graded use of contingent rewards over time.

15. Prompting generalisation of a target behaviour

Once behaviour is performed in a particular situation, the person is encouraged or helped to try it in another situation. The
idea is to ensure that the behaviour is not tied to one situation but becomes a more integrated part of the person’s life that
can be performed at a variety of different times and in a variety of contexts.

16. Prompt self-monitoring of behaviour

The person is asked to keep a record of specified behaviour(s) as a method for changing behaviour. This should be an explicitly
stated intervention component, as opposed to occurring as part of completing measures for research purposes. This could
e.g. take the form of a diary or completing a questionnaire about their behaviour, in terms of type, frequency, duration and/or
intensity. Check the distinction between this and techniques 17 (prompt self-monitoring of behavioural outcome).

17. Prompt self-monitoring of behavioural outcome

The person is asked to keep a record of specified measures expected to be influenced by the behaviour change, e.g. blood
pressure, blood glucose, weight loss, physical fitness. NB: It must be reported as part of the intervention, rather than only as
an outcome measure. Check the distinction between this and techniques 16 (Prompt self-monitoring of behaviour).

18. Prompting focus on past success

Involves instructing the person to think about or list previous successes in performing the behaviour (or parts of it). NB: This
is not just encouragement but a clear focus on the person’s past behaviour. It is also not feedback because it refers to
behaviour preceded the intervention.

19. Provide feedback on performance

This involves providing the participant with data about their own recorded behaviour (e.g. following technique 16 (prompt
self-monitoring of behaviour)) or commenting on a person’s behavioural performance (e.g. identifying a discrepancy with
between behavioural performance and a set goal — see techniques 5 (Goal setting — behaviour) and 7 (action planning) — or a
discrepancy between one’s own performance in relation to others’ — note this could also involve technique 28 (Facilitate
social comparison).

20. Provide information on where and when to perform the behaviour

Involves telling the person about when and where they might be able to perform the behaviour this e.g. tips on places and
times participants can access local exercise classes. This can be in either verbal or written form. NB: Check whether there are
also instances of technique 21 (Provide instruction on how to perform the behaviour).

21. Provide instruction on how to perform the behaviour

Involves telling the person how to perform behaviour or preparatory behaviours, either verbally or in written form. Examples

of instructions include; how to use gym equipment (without getting on and showing the participant), instruction on suitable
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clothing, and tips on how to take action Showing a person how to perform a behaviour without verbal instruction would be
an instance of technique 22 only. NB: Check whether there are also instances of techniques 5, 7, 8, 9 and 22. Instructions to
follow a specific diet or programme of exercise without instructions how to perform the behaviours are not included in this
definition. Cooking and exercise classes as well as personal trainers and recipes should always be coded as this technique,
but may also be coded as 22 (model/demonstrate the behaviour).

22. Model/Demonstrate the behaviour

Involves showing the person how to perform a behaviour e.g. through physical or visual demonstrations of behavioural
performance, in person or remotely. NB: This is distinct from just providing instruction (technique 21) because in
‘demonstration’ the person is able to observe the behaviour being enacted. This technique and techniques 21 (Provide
instruction on how to perform the behaviour) and may be used separately or together. Instructing parents or peers to perform
the target behaviour is not an instance of this technique as fidelity would be uncertain.

23. Teach to use prompts/cues

The person is taught to identify environmental prompts which can be used to remind them to perform the behaviour (or to
perform an alternative, incompatible behaviour in the case of behaviours to be reduced). Cues could include times of day,
particular contexts or technologies such as mobile phone alerts which prompt them to perform the target behaviour. NB:
This technique could be used independently or in conjunction with techniques 5 (goal setting - behaviour) and 7 (action
planning; see also 24 (environmental restructuring)).

24. Environmental restructuring

The person is prompted to alter the environment in ways so that it is more supportive of the target behaviour e.g. altering
cues or reinforcers. For example, they might be asked to lock up or throw away or their high calorie snacks or take their
running shoes to work. Interventions in which the interveners directly modify environmental variables (e.g. the way food is
displayed in shops, provision of sports facilities) are not covered by this taxonomy and should be coded independently.

25. Agree behavioural contract

Must involve written agreement on the performance of an explicitly specified behaviour so that there is a written record of
the person’s resolution witnessed by another.

26. Prompt practice

Prompt the person to rehearse and repeat the behaviour or preparatory behaviours numerous times. Note this will also
include parts of the behaviour e.g. refusal skills in relation to unhealthy snacks. This could be described as ‘building habits or
routines’ but is still practice so long as the person is prompted to try the behaviour (or parts of it) during the intervention or
practice between intervention sessions, e.g. as ‘homework’.

27. Use of follow-up prompts

Intervention components are gradually reduced in intensity, duration and frequency over time, e.g. letters or telephone calls
instead of face to face and/or provided at longer time intervals.

28. Facilitate social comparison

Involves explicitly drawing attention to others’ performance to elicit comparisons. NB: The fact the intervention takes place
in a group setting, or have been placed in groups on the basis of shared characteristics, does not necessarily mean social
comparison is actually taking place. Social support may also be encouraged in such settings and this would then involve
technique 29 (plan social support/social change). Group classes may also involve instruction (technique 21 (provide
instruction on how to perform the behaviour)) demonstration (technique 22 (model/demonstrate the behaviour)) and
practice (technique 26 (prompt practice)).

29. Plan social support/social change
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Involves prompting the person to plan how to elicit social support from other people to help him/her achieve their target
behaviour/outcome. This will include support during interventions e.g. setting up a ‘buddy’ system or other forms of support
and following the intervention including support provided by the individuals delivering the intervention, partner, friends and
family.

30. Prompt identification as role model/position advocate

Involves focusing on how the person may be an example to others and affect their behaviour, e.g. being a good example to
children. Also includes providing opportunities for participants to persuade others of the importance of adopting/changing
the behaviour, for example, giving a talk or running a peer-led session.

31. Prompt anticipated regret

Involves inducing expectations of future regret about the performance or non-performance of a behaviour. This includes
focusing on how the person will feel in the future and specifically whether they will feel regret or feel sorry that they did or
did not take a different course of action. Do not also code instances of this technique as the more generic providing
information on consequences (techniques 1 (provide information on consequences of behaviour in general and 2 (provide
information on consequences of behaviour to the individual)).

32. Fear arousal

Involves presentation of risk and/or mortality information relevant to the behaviour as emotive images designed to evoke a
fearful response (e.g. ‘smoking kills!” or images of the grim reaper). Do not also code instances of this technique as the more
generic providing information on consequences (techniques 1 (provide information on consequences of behaviour in general)
and 2 (provide information on consequences of behaviour to the individual)).

33. Prompt self-talk

Encourage the person to use talk to themselves (aloud or silently) before and during planned behaviours to encourage,
support and maintain action.

34. Prompt use of imagery

Teach the person to imagine successfully performing the behaviour or to imagine finding it easy to perform the behaviour,
including component or easy versions of the behaviour. Distinct from recalling instances of previous success without imagery
(technique 18 (prompting focus on past success)).

35. Relapse prevention/coping planning

This relates to planning how to maintain behaviour that has been changed. The person is prompted to identify in advance
situations in which the changed behaviour may not be maintained and develop strategies to avoid or manage those situations.
Contrast with techniques 7 (action planning) and 8 (barrier identification/problem solving) which are about initiating
behaviour change.

36. Stress management/emotional control training

This is a set of specific techniques (e.g. progressive relaxation) which do not target the behaviour directly but seek to reduce
anxiety and stress to facilitate the performance of the behaviour. It might also include techniques designed to reduce negative
emotions or control mood or feelings that may interfere with performance of the behaviour, and/or to increase positive
emotions that might help with the performance of the behaviour. NB: Check whether there are any instances of technique 8
(barrier identification/ problem solving), which includes identifying emotional barriers to performance, in contrast to the
current technique, which addresses stress and emotions, whether they have been identified as barriers or not.

37. Motivational interviewing

This is a clinical method including a specific set of techniques involving prompting the person to engage in change talk in

order to minimise resistance and resolve ambivalence to change (includes motivational counselling). NB: Only rate this

21



technique if explicitly referred to by name, not if one identifies specific elements of it, this may happen if you have prior
experience with this technique.

38. Time management

This includes any technique designed to teach a person how to manage their time in order to make time for the behaviour.
These techniques are not directed towards performance of target behaviour but rather seek to facilitate it by freeing up times
when it could be performed. NB: Only rate this technique if explicitly referred to by name, not if one identifies specific
elements of it, this may happen if you have prior experience with this technique.

39. General communication skills training

This includes any technique directed at general communication skills but not directed towards a particular behaviour change.
Often this may include role play and group work focusing on listening skills or assertive skills. NB: Practicing a particular
behaviour-specific interpersonal negotiation e.g. refusal skills in relation to cigarettes or alcohol would not be an instance of
this technique.

40. Stimulate anticipation of future rewards

Create anticipation of future rewards without necessarily reinforcing behaviour throughout the active period of the
intervention. Code this technique when participants are told at the onset that they will be rewarded based on behavioural

achievement.
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