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Abstract

Background: Simple behavioral and cognitive actions can reduce symptoms of anxiety and depression. However, there is
limited research investigating whether restricting those same actions increases symptoms and whether resuming those actions
reduces symptoms.

Objective: The primary aim was to examine the impact of restricting, then resuming (the “restriction-resumption protocol”), 5
groups of actions called the Things You Do (TY D), on symptoms of depression and anxiety. Participant satisfaction with life and
perceptions of changes in behavior and mental health were also evaluated.

Methods: In total, 70 adults were randomly allocated to an intervention group (IG) or a control group (CG). |G participants
completed a 3-phase protocol over 8 weeks: a 2-week baseline period (phase A), 2 weeks of restricted TY D actions (phase B),
and a4-week resumption phase (phase C). CG participants wereinstructed to maintain their usual activities and routines. Primary
outcomes included symptoms of depression (Patient Health Questionnaire-9), anxiety (Generalized Anxiety Disorder—7), and
frequency of TYD actions. Secondary outcomes included satisfaction with life and perceived changes in mental well-being.
Outcomes were measured weekly throughout the 8-week trial and again after the trial at week 9.

Results:. Scores on outcome measures did not differ between groups during phase A and after the trial. However, by the end of
phase B, |G participants showed significantly increased symptoms of depression and anxiety compared to CG participants
(Ps<.001). Large within-group effect sizes were observed on the Patient Health Questionnaire-9 and Generalized Anxiety
Disorder—7 from baseline to the end of phase B (Cohen d>1.8) and from phase B to after the trial (Cohen d>1.9). Changesin
satisfaction with life and evaluations of mental health corresponded with symptom changes.

Conclusions:. These findings demonstrate a relationship between the frequency of performing specific actions and symptoms
of depression and anxiety. The restriction-resumption protocol hasthe potential to increase our understanding of causal mechanisms
underlying common mental disorders and may lead to the devel opment of new models of prevention and treatment.

Trial Registration: Australian and New Zealand Clinica Trids Registry ACTRN12624001491550;
https://www.anzctr.org.au/Trial/Registration/Trial Review.aspx 7 d=388828& i sReview=true

(IMIR Form Res 2026;10:€90532) doi: 10.2196/90532
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Introduction Methods
Depressive and anxiety disorders are common and disabling, Study Design

but many people choose not to access treatment [1], and not all
individualswho receive treatment experience improvement [2].
Studies have demonstrated that increasing the frequency of
simple behavioral and cognitive actions, such as performing
meaningful activities [3], regular exercise [4], and practicing
kindness [5], can reduce symptoms [6,7]. However, it is not
known whether some actions confer greater benefitsthan others,
or how frequently they need to be performed to produce a
meaningful effect. In a series of studies, we sought to answer
these questions. First, using across-sectional survey design, we
found that 5 out of 16 groups of actions had the strongest
relationship with symptoms of depression and anxiety inalarge
sample of adults [8]. The “Things You Do” (TYD) are (1)
realistic thinking, (2) meaningful activities, (3) having goals
and plans, (4) healthy habits and routines, and (5) regular social
contact. Building on previousresearch [9-11], we demonstrated
that performing the actions at least half the days of each week
was a threshold for measurable benefit [8,12]. Subsequent
studies using longitudinal designs found a linear relationship
between the frequency of performing the TYD actions and
changesin symptoms of depression and anxiety in large samples
of Australian [13] and Canadian [14] adults seeking
psychological treatment. Those studies demonstrated that, as
treatment progressed, the frequency of performing the TYD
actionsincreased as symptoms reduced. Recently, aself-guided
intervention comprising an education module about the TYD
actionsand daily email promptsfor 4 weeks encouraging people
to perform the actions resulted in moderate to large reductions
in symptoms of depression and anxiety [15]. In a randomized
controlled trial (RCT) consisting of a similar brief TYD
intervention with SMS text messaging prompts, symptoms of
depression and anxiety significantly reduced intheintervention
group (1G) compared to awaitlist control group (CG) [16].

A small pilot trial (n=12) designed to further test the relationship
between TYD actions and mental well-being reported that
restricting the frequency of TYD actions led to a significant
increasein symptoms of depression and anxiety in asymptomatic
volunteers, which then resolved when they resumed those
actions[17]. The primary aim of this study wasto confirm these
results using an RCT design; that is, whether systematically
restricting and then resuming the TY D actionsin asymptomatic
volunteers led to an increase and then a decrease in symptoms
of depression and anxiety in healthy adults. The secondary aim
was to explore participants awareness (or perceptions) of
changes in their behavior and mental health. We hypothesized
that, relative to a CG, participants who restricted the TYD
actions would experience mild to moderate increases in
symptoms of depression and anxiety, which would return to
baseline levels after they resumed those actions.

https://formative.jmir.org/2026/1/€90532

A 2-arm parallel-group RCT design was used, with participants
randomly stratified by gender and age and allocated to an IG
or CG by an investigator (BD) who was not involved in
recruitment. Allocations were concealed until applicants were
deemed €ligible during atelephone interview.

On the basis of our previous methodology [17], the
restriction-resumption protocol followed by the IG involved 3
phases over 8 weeks: phase A (2-week baseline), phase B
(2-week restriction), and phase C (4-week resumption). The CG
completed questionnaires at the same time as the IG, but
participantswereinstructed to maintain their usua routinesand
actions. We estimated that detecting a reliable between-group
effect size of d=0.80 at the end of phase B (P<.05; power=0.80;
1-tailed) would require a minimum sample size of 21
participants per group [17].

Ethical Considerations

The study was approved by the Macquarie University Human
Research Ethics Committee (520241769358699) and
prospectively registered on the Australian and New Zealand
Clinical TrialsRegistry (ACTRN12624001491550). Applicants
wereinformed that one study condition required participantsto
restrict actions that could lead to increased symptoms of
depression and anxiety. Consent was obtained and recorded
digitaly (online) at baseline from all participants. Given the
nature of the |G condition, consent was also reaffirmed verbally
each week phases B and C of the trial. The study website and
the Participant Information and Consent Form indicated that
participants would receive partial compensation for their time
intheform of gift vouchers, with amaximum total value of Aus
$250 (US $167.54). The privacy and confidentiality of
participants were maintained throughout the study.

Participants

The study was conducted viaan online university clinical trials
unit and promoted viathe clinic’s social media and website, as
well as through a participant recruitment company. People
wishing to apply completed an online screening assessment
comprising questionnaires ng their symptoms and other
information.

Theinclusion criteriawere (1) age=18 years, (2) ascore of <10
on the Patient Health Questionnaire-9 (PHQ-9) [ 18] and ascore
of <8 on the Generalized Anxiety Disorder—7 (GAD-7) [19],
and (3) Australian residency. Exclusion criteriawere (1) inability
to read and understand English and (2) current receipt of
psychological treatment.

Applicants participated in astructured telephone interview with
a registered mental health professional (NT or AD), during
which eligibility was confirmed. Applicantswere enrolled after
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they had confirmed that they would follow the restriction
instructions should they be allocated to the I G.

Primary Measures and Time Points

The 3 primary measures were administered weekly. Outcomes
were compared at 3 primary time points. week 1 (baseline),
week 5 (end of the restriction phase), and week 9 (posttrial
phase).

The PHQ-9 was used to measure depressive symptoms
congruent with the Diagnostic and Statistical Manual of Mental
Disorders, fourth edition (DSM-1V) over the previous 2 weeks.
Total scores range from 0 to 27, with scores =10 indicating a
likely clinical diagnosis of depression. The PHQ-9 has good
internal consistency and is sensitive to change, and scores can
be categorized as healthy (0-4), mild (5-9), moderate (10-14),
moderately severe (15-19), and severe (20-27) [18]. Cronbach
o inthistrial was0.72 at week 1.

The GAD-7 was used to measure general anxiety symptoms
over the previous 2 weeks. Total scoresrangefrom 0to 21, with
scores =8 indicating DSM-IV—congruent generalized anxiety
disorder. The GAD-7 isalso sensitiveto socia phobiaand panic
disorder. Scores are categorized as healthy (0-4), mild (5-7),
moderate (8-14), and severe (15-21) [20,21]. Cronbach a at
week 1 was 0.72.

TheTYD Questionnaire-15 (TY DQ-15) [13] measures actions
associated with good psychological health and comprises 3
actions from each of the 5 subscales of the TYD [8]. The 5
subscal esinclude healthy thinking, meaningful activities, goals
and plans, healthy habits, and social connections (Multimedia
Appendix 1). Participants used a 5-point Likert rating scale to
indicate how often they performed each action over the previous
week: 0="Not at all,” 1="One or two days,” 2="Half the days,’
3="Almost every day,” and 4="Every day.” Scores on the
TYDQ-15 range from 0 to 60. Cronbach a at week 1 was 0.91.

Secondary M easures

Two secondary measures were administered: the Satisfaction
With Life Scale (SWLS) [22] and a bespoke questionnaire, the
Reflections Questionnaire (RQ). The SWL S consistsof 5items
using a7-point Likert scaleranging from 1 (“ Strongly disagree”)
to 7 (“Strongly agree”). Total scores range from 5 to 35, with
higher scores indicating greater life satisfaction. The SWLS
was administered at assessment; at weeks 1, 3, and 5; and after
thetrial. Cronbach a at week 1 was 0.88.

The RQ comprised 3 questions. The first question asked
participants whether they perceived changes in their mental
health in the previousweek, with 7 categorical response options
ranging from “ greatly improved” to “gresatly deteriorated.” The
second and third questions asked partici pantsto describe reasons
for any observed mental health changes and to describe anything
they had learned about their mental health in the previous week.
A thematic analysis of the qualitative responses to questions 2
and 3 of the RQ has been reported in a separate study [23].

Procedure

|G and CG participants began thetrial at the sametime. During
phase A of the restriction-resumption protocol, the IG
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participants were instructed to maintain their usual activities.
During phase B, they were instructed to restrict the frequency
of performing the actions listed in the TYDQ-15 to <2 times
per week, athreshold previoudy identified as associated with
poor mental health [8]. These directions were provided via
online materials, which included a checklist (Multimedia
Appendix 2), and a telephone call by a study clinician (NT or
AD) either immediately beforethe end of phase A or at the start
of phase B. Participants also received aweekly email reminding
them of the relevant phase. During phase C, |G participants
received online materials instructing them to increase the
frequency of performing the actions listed in the TYDQ-15 to
>5 times each week or back to their usua levels (Multimedia
Appendix 3). Participants also received an online information
module describing the importance of the TYD actions, along
with 1 SMS text message each weekday at 10 AM Australian
EST encouraging them to perform the target actions. Participants
received 1 SMS text message from each of the 5 categories of
actions each week (Multimedia Appendix 4). |G participants
were telephoned weekly to monitor well-being and address any
guestions.

Statistical Analysis

Data were analyzed using SPSS (version 29; IBM Corp). A
significancelevel of .05wasused for al tests. Group differences
at assessment were examined using chi-square analysis for
categorical variables and ANOVA for continuous variables.
Changes over time in the continuous variables (TYDQ-15,
PHQ-9, GAD-7, and SWLS) were analyzed for participants
who started the trial. To evauate the statistical significance of
group-by-time effects, generalized estimating equations using
a gamma log-link function and an unstructured working
correlation matrix were used. Pairwise comparisons identified
significant within-group changes across phases. Between-group
differences in TYDQ-15 scores at each time point were
examined to demonstrate adherence to the protocol. Cohen d
effect sizes were used to evaluate the clinical significance of
symptom changes, and reliable changes on the primary measures
were also calculated using the reliable change index [24]. In
this study, the reliable change index was =9 for the TYDQ-15,
>4 for the PHQ-9 and GAD-7, and =5 for the SWLS. Reliable
change in response to restriction was calculated from baseline
(week 1) to the end of restriction (week 5). Reliable changein
response to resumption of activities was calculated from week
5 to week 9. Reliable change from week 1 to week 9 was
calculated to measure overall change and to confirm return to
baseline. Chi-sguare analysis was used to examine categorical
differences on question 1 of the RQ.

Results

Participant Characteristics

Between February 3, 2025, and February 21, 2025, a total of
103 individuals consented and applied. Of these, 33 (32%)
applicants were ingeligible, and 70 (67.9%) applicants met all
inclusion criteriaand were enrolled and randomized (Figure 1).
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Figurel. CONSORT (Consolidated Standards of Reporting Trials) 2010 flow diagram.
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+ Did not respond to request for interview
(n=13)
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or anxiety or pre-existing mental health
condition (n=4)
+ Otherreascons (n=5)
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Control group (n=36)

+ Did not complete baseline guestionnaires
(=1, 3%)

+ Eligible for analysis (n=35, 97%)

Intervention group (n=34)

+ Did not complete baseline questionnaires
(n=1, 3%)

+ Eligible for analysis (n=33, 97%)

"

I During the trial |

Questicnnaire completion
+ Week 1 (n=35, 100%)
+ Week 2 (n=35, 100%)
+ Week 3 (n=35, 100%)
+ Week 4 (n=35, 1009%)
+ Week 5 (n=35, 100%)
+ Week 6 (n=35, 100%)
+ Week 7 (n=35, 100%)
+ Week & (n=35, 100%)

Questionnaire completion
+ Week 1 (n=33, 100%)

+ Week 2 (n=33, 100%)

+ Week 3 (n=32, 97%)

+ Week 4 (n=32, 97%)

+ Week 5 (n=32, 57%)

+ Week 6 (n=32, 97%)

+ Week 7 (n=32, 97%)

+ Week & (n=32, 97%)

1 [3%] participant withdrew at week 3
because of physicalillness

|

1

After the trial l

"

2

Questionnaire com pletion
+ Week 9 (n=235, 100%)

In total, 36 participants were alocated to the CG, and 34
participants were all ocated to the | G. One person in each group
did not start and was not eligible for analysis. One | G participant
withdrew in week 2 due to the onset of a physica illness
unrelated to the trial. Missing values for this participant were
not replaced. With this exception, questionnaire completion
rates were 100%.

Demographics are shown in Multimedia Appendix 5.
Randomization was mostly successful, except that 1G
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Questionnaire completion
+ Week 9 (n=32, 97%)

participants had higher baseline levels of education (x%,=11.2;
P=.004). A minority of the overall sample (14/68, 20.6%)
reported “very mild” or “mild” difficulties with anxiety; all
participants reported no current difficultieswith depression and
no use of medication for mental health reasons. A minority of
the overall sample (9/68, 13.2%) reported previous consultations
regarding their mental health, and al confirmed that they were
not currently receiving psychological therapy. Mean total scores
at enrolment on the PHQ-9 were 1.0 (1.6) and on the GAD-7
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were0.6 (1.2), which were both in the healthy range (<5) (Table
S1 of Multimedia Appendix 5).

Adherenceto the Restriction-Resumption Protocol

Mean scores at each week are shownin Table 1. |G participants
scores on outcome measures and responses to question 2 of the
RQ showed no evidence of deviation from or breach of the
protocol for most |G participants (30/33, 90.9%). In total, 3

Table 1. Means, SDs, and effect sizes by group and week.

Titov et d

(9.1%) of the 33 participants had an increase in PHQ-9 and
GAD-7 scores and adecrease in TY DQ-15 scoresin the week
before phase B began. When asked about this, 2 (6.1%6) reported
that they began restricting activities a week earlier than
instructed, for reasonsthat were unclear. The other 1 participants
reported experiencing a physical illness, which they said was
responsible for the observed changes.

Measure Means (SDs) Measure and group, Cohend (95% Cls)
Week 1 Week2 Week3 Week4 Week5 Week6 Week7 Week8 Week9 Week1to Week5to Week 1to
week 5 week 9 week 9
Things You Do Questionnaire-15
cG? 45 454 47.0 474 47.4 454 486 (9) 488 493 0.31(-0.17 0.20(-0.27 0.50 (0.02
9.7 (10.2) (10.2) (9.8) 9.2 (8.2 (9.6) (9.4) t0 0.77) t0 0.67) t00.97)
IGP 45.8 46.6 435 18.4 18.2 413 46.4 49.2(8) 49.4(9) -3.23 354 (272 0.41(-0.08
(8.5 (8.5) (13.7) (9.6) (8.6) (8.3 (8.7 (-392t0 to4.28) t0 0.90)
-2.46)
Patient Health Questionnaire-9
CG 23(28) 21(29) 1.7(23) 17(26) 1.4(19 13(19 09(14) 09(17) 10(14 -0.38 -0.24 -0.59
(-0.84to0 (-0.71to  (-1.06to
0.10) 0.23) -0.10)
IG 15(1.4) 15(16) 18(29 7.0(46) 69334 24(21) 12(15 212(17) 09(13) 2.09(146 -2.33 -0.44
t0 2.67) (-293t0  (-0.93to
-1.67) 0.05)
Generalized Anxiety Disorder—7
CG 1421 12(16) 1223 11(1.7) 09(15 10(17) 09(14) 09(17) 07(13) -027 -0.14 -0.40
(-0.74t0  (-0.61to (-0.87to
0.20) 0.33) 0.08)
IG 12(15 11(16) 1527 59(43) 5613 22(22 12(19 09(16) 08(17) 186(1.26 -197 -0.25
t02.42) (-254t0 (-0.73to
-1.35) 0.24)
Satisfaction With Life Scale®
CG 26.5 _d 271 — 27.2 — — — 274 0.14(-0.33 0.04(-043 0.19(-0.28
(5.2) 4.7) (4.6) (4.5) t0 0.61) t0 0.61) to0 0.65)
IG 27.0 — 26.5 — 224 — — — 28.2 -0.82 1.08(0.54 0.26(-0.23
(4.8 (5.6) (6.3) (4.3) (-1.32to0 to159) t0 0.75)
-0.31)

8CG: control group.

B1G: intervention group.

®The SWL S was not administered at week 2, 4, or 6-8.
dNot applicable.

There were no between-group differencesin TY DQ-15 scores
at baseline (week 1: F, 55=0.364; P=.55) or after thetrial (week
9: F156=0.002; P=.97). |G participants had significantly lower
TYDQ-15 scores than CG participants at the end of restriction
(P<.001), with TYDQ-15 scores approximately 41% of the
baseline scores. These results indicate overall 1G compliance
with the protocol.

Changes Over Timeon the Primary Measures

Means and effect sizes are shown in Table 1. For the IG, large
within-group effect sizeswere observed on the primary measures

https://formative.jmir.org/2026/1/€90532

from baseline to the end of restriction (Cohen d>1.8) and from
restriction to after the trial (Cohen d>1.9). For both groups,
medium effect sizes were observed from baseline to after the
trial (Cohen d=0.2-0.6). Changesover timeare shownin Figure
2. Generalized estimating equations analyses revealed
statistically significant interaction effects on the primary
measures: TY DQ-15 (Wald x23)=152.2; P<.001), PHQ-9 (Wald
X2g=84.2; P<.001), and GAD-7 (Wald x%=156.7; P<.001).
Between-group differences were observed at weeks 4 and 5 on
all primary measures (P<.001).
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Figure 2. Changes over time on the Things You Do Questionnaire-15 (TY DQ-15) compared with (A) the Patient Health Questionnaire-9 (PHQ-9)
and (B) the Generalized Anxiety Disorder—7 (GAD-7). CG: control group; |G: intervention group.
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Within-group pairwise comparisons showed that TYDQ-15
scoreswere significantly lower for the |G inweeks4 and 5 than
in all other weeks (Ps<.001). Within-group analyses also
revealed significant differences for the CG, with TYDQ-15
scores at weeks 7 and 8 and after the trial significantly higher
than at week 1 or week 2 of phase A (Ps<.01). On both the
PHQ-9 and GAD-7, scores were significantly higher for the |G
at weeks 4 and 5 than at all other weeks (Ps<.001). For the CG,
there was a significant decrease in PHQ-9 scores at weeks 7
and 8 (but not after thetrial) compared to weeks 1 or 2 (Ps<.05).
No within-group differences were found for the CG on the
GAD-7. These results were replicated using the short-form

https://formative.jmir.org/2026/1/€90532

RenderX

versions of these measures (PHQ-2 and GAD-2; Multimedia
Appendix 6).

Reliable Change on the TYDQ-15

Reliable changes following restriction and recovery are shown
in Table 2. From week 1 to week 5, 96.9% (31/32) of IG
participants showed reliable deterioration on the TYDQ-15,
compared to 1 (2.9%, 1/35) CG participant. From week 5 to
week 9, 96.9% (31/32) of IG participants showed reliable
improvement on the TYDQ-15. Overal improvement on the
TYDQ-15 from week 1 to week 9 was similar for both groups:
22.9% (8/35) for the CG and 28.1% (9/32) for the I G.
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Table 2. Reliable changesin continuous variables following restriction and subsequent resumption.

Measures  Restriction (week 1 to 5), n (%)

Resumption (week 5to 9), n (%)

Overall change (week 1to 9), n (%)

and study
groups
Relisbledeterio- No Reliableim-  Reliabledeteri- No Reliableim-  Reliabledeteri- No Reliableim-
ration change provement oration change provement oration change provement
Things You Do Questionnaire-15
ced  1(29 30(85.7) 4(11.4) 2(5.7) 30(85.7) 3(8.6) 1(2.9) 26 (74.3) 8(22.9)
1GP 31(96.9) 1(3.1) 0(0) 0(0) 1(31) 31(96.9) 1(31) 22(68.8) 9(28.1)
Patient Health Questionnaire-9
CG 0(0) 30(85.7) 5(14.3) 1(2.9) 32(91.4) 2(5.7) 0(0) 29(829) 5(14.3)
IG 21 (65.6) 11(34.4) 0(0) 0(0) 8(25) 24 (75) 0(0) 32(100) 0(0)
Generalized Anxiety Disorder—7
cG  0(0) 34(97.1) 1(29) 0(0) 34(97.1) 1(2.9) 1(2.9) 32(914) 2(5.7)
IG 20 (62.5) 12(37.5) 0(0) 0(0) 11(34.4) 21(65.6) 0(0) 32(100) 0(0)
Satisfaction With Life Scale
CG 1(2.9) 31(88.6) 3(8.6) 0(0) 35(100) 0(0) 1(2.9) 30(85.7) 4(11.4)
IG 13 (40.6) 18(56.3) 1(3.1) 0(0) 15(46.9) 17 (53.1) 1(3.1) 26(81.3) 5(15.6)

8CG: control group.
b1G: intervention group.

Changesin Symptom Severity Categories

Changes in symptom categories on the PHQ-9 and GAD-7 are
shown in Table 3. On the PHQ-9, most participants werein the
“healthy or mild” range during phases A and C. However, at
the end of phase B, 94.3% (33/35) of CG participants remained
inthe“healthy or minimal” range on the PHQ-9, compared with
28.1% (9/32) of IG participants, 53.1% (17/32) of 1G
participants were in the “mild” range, and 18.8% (6/32) were
in the “moderate” range. These differences were significantly

https://formative.jmir.org/2026/1/€90532

different (x2,=26.4; P<.001). On the GAD-7, most IG and CG
participantswerein the “healthy or minimal” range during phase
A and at the end of phase C Table 3).

At the end of phase B, 97.1% (34/35) of CG participants were
gtill in the “healthy or mild” range on the GAD-7, compared
with 40.6% (13/32) of 1G participants; 43.8% (14/32) of I1G
participants were in the “mild” range, and 15.6% (5/32) were
in the “moderate” range. These differences were significantly
different (x2,=30.8; P<.001).
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Table 3. Changesin symptom severity categories on the Patient Health Questionnaire-9 (PHQ-9) and Generalized Anxiety Disorder—7 (GAD-7).

Measure and severity cate- Phase A (baseline), n (%) Phase B (restriction), . Phase C (resumption), n (%) After the
gory (%) trial, n (%)
Week 1 Week 2 Week 3 Week 4 Week 5 Week 6 Week 7 Week 8 Week 9
PHQ-9
Control group?®
Healthy 31(88.6) 30(85.7) 32(914) 33(94.3) 33(94.3) 34(97.1) 34(97.1) 34(97.1) 34(97.1)
Mild 3(8.6) 3(8.6) 2(5.7) 1(2.9) 2(5.7) 0(0) 1(2.9) 1(2.9) 1(2.9)
Moderate 1(2.9) 2(5.7) 1(2.9) 1(2.9) 0(0) 1(2.9) 0(0) 0(0) 0(0)
Moderate-severe 0 (0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0)
Severe 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0)
I ntervention groupb
Healthy 32(97) 30(909) 30(93.8) 12(375) 10(31.3) 29(90.6) 31(96.9 30(938) 31(96.9)
Mild 1(3) 3(9.1) 1(3.1) 14(43.8) 16 (50) 3(9.4) 1(3.2) 2(6.3) 1(3.1)
Moderate 0(0) 0(0) 0(0) 3(9.4) 6(188)  0(0) 0(0) 0(0) 0(0)
Moderate-severe 0 (0) 0(0) 1(3.1) 2(6.3) 0(0) 0(0) 0(0) 0(0) 0(0)
Severe 0(0) 0(0) 0(0) 1(3.1) 0(0) 0(0) 0(0) 0(0) 0(0)
GAD-7
Control group
Healthy 32(94.3) 33(94.3) 34(97.1) 33(94.3) 34(97.1) 34(97.1) 33(943) 32(9L4) 34(97.1)
Mild 2(5.7) 2(5.7) 0(0) 2(5.7) 1(2.9) 1(2.9) 2(5.7) 3(8.6) 1(2.9)
Moderate 1(2.9) 0(0) 1(2.9) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0)
Severe 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 0(0)
I ntervention group
Healthy 31(93.9) 30(90.9) 29(90.6) 14(43.8) 13(406) 26(81.3) 29(90.6) 30(93.8) 31(96.9)
Mild 2(6.2) 3(9.1) 2(6.3) 14(438) 14(438) 6(188)  3(9.4) 2(6.3) 1(3.1)
Moderate 0(0) 0(0) 1(3.1) 1(3.1) 5(156)  0(0) 0(0) 0(0) 0(0)
Severe 0(0) 0(0) 0(0) 3(9.4) 0(0) 0(0) 0(0) 0(0) 0(0)

aControl group: n=35 at all time points.
b ntervention group: n=33 at weeks 1 and 2, and n=32 from week 3 onward.

Secondary M easures

The |G showed a large within-group effect size on the SWLS
from baseline to the end of restriction (Cohen d=-0.82) and
from restriction to the posttrial phase (Cohen d=1.08). Both
groups showed a small overall effect size from baseline to the
posttrial phase (Cohen d=0.1-0.3). Means, SDs, and effect sizes
are shown in Table 1. There was a significant time-by-group
effect for the SWLS (Wald x2,=30.5; P<.001). For the CG, there
were no statistically significant within-group changes over time.
| G scoreswere significantly lower at week 5 than at week 1 and
significantly higher at week 9 than at week 5.

Onthefirst question of the RQ, there were no group differences
in how participants rated their mental health (x?,=2.9; P=.58)

at week 1. By week 5, there was asignificant difference between
groups (x2,=52.8; P<.001), with 8.6% (3/35) of the CG reporting
slight deterioration, compared to 96.9% (31/32) of the IG

https://formative.jmir.org/2026/1/€90532

reporting that their mental health had deteriorated, either slightly
(19/32, 59.4%), moderately (10/32, 31.3%), or greatly (2/32,
6.3%). By week 9, there were no longer any group differences
(X3,=7.1; P=.13), and few participants reported deterioration
(4/35, 11.4% in the CG and 1/32, 3.1% in the | G reported slight
deterioration).

Discussion

Principal Findings

The primary am of this study was to explore whether
systematically restricting and then resuming the TYD actions
(“restriction-resumption protocol”) led to an increase and then
a decrease in symptoms of depression and anxiety among
initially asymptomatic adults. The results supported our
hypothesis; that is, during the restriction phase, symptom levels
rose rapidly, with only 31% (10/32) and 41% (13/32) of IG
participants remaining within the clinically healthy range by
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the end of the phase, for depression and anxiety respectively,
compared to 94% (33/35) and 97% (37/35) of controls.
Self-reported life satisfaction and perceived mental health
followed similar trajectories, suggesting that the observed effects
extended to domains of subjective well-being. These findings
demonstrate that routine daily actions can exert a significant
influence on mental health outcomes.

The secondary aim of this study was to explore participants
perceptions of changes in their behavior and mental health. A
longitudinal qualitative study describing those results found
that |G participantsidentified that the restriction of TY D actions
precipitated their declines in mood, energy, and stability [23].
Conversely, participants reported that resuming these actions
facilitated recovery, which coincided with increased personal
insightsinto theimportance of their coping strategiesfor mental
health.

Comparisons With Existing Literature

Overall, these results support and extend the findings from our
pilot trial [17]. These results are also consistent with previous
research indicating that certain behavioral and cognitive actions
affect mental health[9,11], aswell aswith studies showing that
thefrequency of performing actionslinked to good mental health
can be increased by sending people daily prompts [25,26].

We note that there was good adherence to the
restriction-resumption protocol, suggesting that this novel
methodology is highly acceptable and could be used to further
explore mechanisms involved in the development of and
recovery from common mental disorders. We also note the
emergence of other new and promising methods for
experimental ly manipulating actionsto examine how symptoms
develop and how they might be prevented or treated [27], but
we stress that all new techniques require replication to confirm
their validity and minimize demand characteristics or nocebo
effects[28].

Clinical Implications

Our resultsindicate that, at least for some people, symptoms of
depression and anxiety can emerge from understimulation or
restriction of healthy actionsand habits. They al so indicate that,
in such cases, symptoms may resolve once those actions and
habits are resumed [14,16]. A clinical implication is that, in
addition to assessing a person’s presenting difficulties,
symptoms, and possible triggers, clinicians should also assess
daily habits and actions and provide behavioral prescriptions
[29] to promote activity and support recovery from symptoms
of mood and anxiety disorders. We have developed a smple
TY D checklist for this purpose, which has already been adopted
by hedth services in Australia and elsewhere (Multimedia
Appendix 7). We note that this shares important similarities
with behavioral activation models of treatment [30], although
the range of actions identified by the TYD is broader than the
range typically addressed in behavioral activation models, and
the TY D model emphasi zes the importance of the frequency of
performing these actions.

Theseresults provide further support for athreshold of cognitive
and behavioral stimulation necessary for maintaining
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psychological well-being [8], below which psychological
dysfunction emerges, but we acknowledge that this requires
systematic empirical investigation. A critical next step in
understanding the etiology of psychopathological symptomsis
toinvestigate whether restricting specific actions—or categories
of actions—has differential effects.

Ethical Implications

Asinour pilot study [17], we applied strict safeguardsto reduce
risks associated with the restriction phase of our protocol.
Nonetheless, planning and conducting this study was a
disguieting experience. Although thetrial was conducted without
incident, the team was relieved to see the recovery to baseline
among |G participants. We strongly recommend that any
planned replication of this design adopt the risk management
strategies outlined in the study by Titov et a [17], as extending
the restriction phase beyond 2 weeks may induce clinicaly
significant anxiety or depression requiring treatment in some
participants.

Strengthsand Limitations

Key strengths of this study include the use of an RCT design
with a sample size adequate to test the hypotheses in healthy
volunteers, as well as low withdrawal and high overall
guestionnaire completion rates. A key limitation is not knowing
whether the deterioration was due to participants restricting the
TYD actions or due to other factors. We saw no indication that
participants restricted other actions or that helpful actionswere
replaced with actionsthat caused the increasein symptoms. Not
all 1G participants experienced increasesin symptoms, possibly
due to individual differences. These unanswered questions
should be explored in larger and more diverse samplesin future
dismantling and related studies. An important limitation of the
study design noted previously is the possible effect of demand
characteristics or nocebo effects[28], which should, if possible,
be controlled in future trials. Finally, as with al studies
concerned with behavior, these results need to be replicated in
other less motivated populations.

Conclusions

Thisstudy further demonstrates that restricting the performance
of actions associated with mental well-being triggers symptoms
of depression and anxiety and that resuming those actions results
in symptoms returning to baseline levels in a nonclinical
community-based sample. Results confirm the importance of
measuring activities aswell as symptoms during mental health
assessments and highlight the importance of behavioral
prescriptions al ongside other interventions. They also highlight
the potential of the restriction-resumption method as aprocedure
for better understanding not only the etiology and mechanisms
of some forms of depression and anxiety but also how some
individuals may recover. The integration of these findingsinto
established public health literature and practice-based mental
well-being initiatives warrants consideration for large-scale
implementation. Such actions may help reduce the prevalence
of some forms of mental disorder or distress while providing
consumers and health professionals with additional treatment
options.

JMIR Form Res 2026 | vol. 10 | €90532 | p. 9
(page number not for citation purposes)


http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH Titov et &

Data Availability
The data used in this study will be made available upon reasonable request.

Funding
This research was partially funded by the Western Australia Primary Health Alliance (WAPHA).

Authors Contributions

Conceptualization: NT, ON, RK, BD

Data curation: LS

Investigation: NT, AD, BD

Methodology: NT

Supervision: NT

Quantitative analysis: AF, MJ, LS

Writing—original draft: NT

Writing—review and editing: AD, ON, AF, RK, MJ, DR, LS, HH, BD

Conflicts of Interest
None declared.

Multimedia Appendix 1

The Big 5 Checklist (Things You Do Questionnaire-15).
[DOCX File, 25 KB-Multimedia Appendix 1]

Multimedia Appendix 2

Instructions for restriction phase.
[PDE File (Adobe PDF File), 270 KB-Multimedia A ppendix 2]

Multimedia Appendix 3

Instructions for resumption phase.
[PDEF File (Adobe PDF File), 302 KB-Multimedia Appendix 3]

Multimedia Appendix 4

SM S text message content.
[PDE File (Adobe PDF File), 103 KB-Multimedia Appendix 4]

Multimedia Appendix 5

Participant demographic characteristics and symptom scores at assessment.
[DOCX File, 28 KB-Multimedia Appendix 5]

Multimedia Appendix 6

Patient Health Questionnaire-2 and Generalized Anxiety Disorder-2 replication.
[DOCX File, 28 KB-Multimedia Appendix 6]

Multimedia Appendix 7

Checklist for "Things You Do.".
[PDE File (Adobe PDF File), 1110 KB-Multimedia Appendix 7]

Multimedia Appendix 8

CONSORT checklist.
[PDE File (Adobe PDF File), 243 KB-Multimedia Appendix 8]

References

https:/formative.jmir.org/2026/1/€90532 JMIR Form Res 2026 | vol. 10 | €90532 | p. 10
(page number not for citation purposes)

RenderX


https://jmir.org/api/download?alt_name=formative_v10i1e90532_app1.docx&filename=6ed0c6d7511bc82ac8ed82bbaac68346.docx
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app1.docx&filename=6ed0c6d7511bc82ac8ed82bbaac68346.docx
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app2.pdf&filename=940c6b5fc8e66e42a165af9bc0223b18.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app2.pdf&filename=940c6b5fc8e66e42a165af9bc0223b18.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app3.pdf&filename=88fb335d8508f8751e87d7a967bfe424.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app3.pdf&filename=88fb335d8508f8751e87d7a967bfe424.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app4.pdf&filename=d954f4109ac2d06d4fa2a0fe897db1b4.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app4.pdf&filename=d954f4109ac2d06d4fa2a0fe897db1b4.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app5.docx&filename=21596fffdbd290606f72fc5b2a5b8ced.docx
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app5.docx&filename=21596fffdbd290606f72fc5b2a5b8ced.docx
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app6.docx&filename=c4f1954943da1c8968ffd07a3f03add6.docx
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app6.docx&filename=c4f1954943da1c8968ffd07a3f03add6.docx
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app7.pdf&filename=6ac71e93fd7b45eefb8ca8a9670b0814.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app7.pdf&filename=6ac71e93fd7b45eefb8ca8a9670b0814.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app8.pdf&filename=7dfa2c6a1e37c28c159bc03e74d12f52.pdf
https://jmir.org/api/download?alt_name=formative_v10i1e90532_app8.pdf&filename=7dfa2c6a1e37c28c159bc03e74d12f52.pdf
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH Titov et &

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

CoombsNC, Meriwether WE, Caringi J, Newcomer SR. Barriersto healthcare accessamong U.S. adultswith mental health
challenges: a population-based study. SSM Popul Health. Jun 15, 2021;15:100847. [FREE Full text] [doi:
10.1016/j.ssmph.2021.100847] [Medline: 34179332]

Kesser RC, Kazdin AE, Aguilar-Gaxiola S, Al-Hamzawi A, Alonso J, Altwaijri YA, et a. Patterns and correl ates of
patient-reported hel pfulness of treatment for common mental and substance use disordersin the WHO World Mental Health
Surveys. World Psychiatry. Jun 2022;21(2):272-286. [FREE Full text] [doi: 10.1002/wps.20971] [Medline: 35524618]
Hooker SA, Masters KS, Vagnini KM, Rush CL. Engaging in personally meaningful activitiesis associated with meaning
salience and psychological well-being. JPosit Psychol. Aug 07, 2019;15(6):821-831. [doi: 10.1080/17439760.2019.1651895]
Martland R, Korman N, Firth J, Stubbs B. The efficacy of exercise interventions for all types of inpatients across mental
health settings: a systematic review and meta-analysis of 47 studies. J Sports Sci. Feb 2023;41(3):232-271. [FREE Full
text] [doi: 10.1080/02640414.2023.2207855] [Medline: 37132599]

Curry OS, Rowland LA, Van Lissa CJ, Zlotowitz S, McAlaney J, Whitehouse H. Happy to help? A systematic review and
meta-analysis of the effects of performing acts of kindness on the well-being of the actor. J Exp Soc Psychol. May
2018;76:320-329. [doi: 10.1016/].jesp.2018.02.014]

TeridesMD, Dear BF, Fogliati VJ, Gandy M, Karin E, JonesMP, et al. Increased skills usage statistically mediates symptom
reduction in self-guided internet-delivered cognitive-behavioural therapy for depression and anxiety: arandomised controlled
trial. Cogn Behav Ther. Jan 2018;47(1):43-61. [doi: 10.1080/16506073.2017.1347195] [Medline: 28724338]

Santini ZI, Nelausen MK, Kusier AO, Hinrichsen C, Schou-Juul F, Madsen KR, et a. Impact evaluation of the “ABCs of
Mental Health” in Denmark and the role of mental health-promoting beliefs and actions. Ment Health Soc Incl. May 05,
2022;26(3):271-291. [doi: 10.1108/mhsi-03-2022-0014]

Titov N, Dear BF, Bisbhy MA, Nielssen O, StaplesL G, Kayrouz R, et al. Measures of daily activities associated with mental
health (Things You Do Questionnaire): development of a preliminary psychometric study and replication study. IMIR
Form Res. Jul 05, 2022;6(7):€38837. [FREE Full text] [doi: 10.2196/38837] [Medline: 35788101]

Seligman M. PERMA and the building blocks of well-being. J Posit Psychol. Feb 16, 2018;13(4):333-335. [doi:
10.1080/17439760.2018.1437466]

van Grieken RA, van Tricht MJ, Koeter MW, van den Brink W, Schene AH. The use and hel pfulness of self-management
strategies for depression: the experiences of patients. PLoS One. Oct 25, 2018;13(10):€0206262. [FREE Full text] [doi:
10.1371/journal .pone.0206262] [Medline: 30359444

Ryff CD. Positive psychology: looking back and looking forward. Front Psychol. Mar 17, 2022;13:840062. [FREE Full
text] [doi: 10.3389/fpsyq.2022.840062] [Medline: 35369156]

Bisby M, StaplesL, Dear B, Titov N. Changes in the frequency of actions associated with mental health during online
treatment: analysis of demographic and clinical factors. IMIR Form Res. Jul 25, 2024;8:e57938. [FREE Full text] [doi:
10.2196/57938] [Medline: 39052998]

Bisby MA, Jones MP, StaplesL, Dear B, Titov N. Measurement of daily actions associated with mental health using the
Things You Do Questionnaire-15-item: questionnaire devel opment and validation study. IMIR Form Res. Jul 22,
2024;8:e57804. [FREE Full text] [doi: 10.2196/57804] [Medline: 39038286]

Sapkota RP, Gretton A, Wilhelms A, Bisby MA, Dear B, Titov N, et al. Feasihility trial of an unguided ultra-brief online
psychological intervention within an online mental health clinic: the "things you do" intervention. Internet Interv. Jun 26,
2025;41:100852. [FREE Full text] [doi: 10.1016/j.invent.2025.100852] [Medline: 40641667]

SapkotaRP, Valli E, Dear BF, Titov N, Hadjistavropoulos HD. Satisfaction, engagement, and outcomesin internet-delivered
cognitive behaviour therapy adapted for people of diverse ethnocultural groups: an observational trial with benchmarking.
Front Psychiatry. Mar 4, 2024;15:1270543. [FREE Full text] [doi: 10.3389/fpsyt.2024.1270543] [Medline: 38501087]
Bisby MA, Barrett V, Staples LG, Nielssen O, Dear BF, Titov N. Things You Do: arandomized controlled trial of an
unguided ultra-brief intervention to reduce symptoms of depression and anxiety. J Anxiety Disord. Jul 2024;105:102882.
[FREE Full text] [doi: 10.1016/].janxdis.2024.102882] [Medline: 38850775]

Titov N, Dear BF, Nielssen O, Barrett V, Kayrouz R, StaplesLG. A pilot study examining whether restricting and resuming
specific actions systematically changes symptoms of depression and anxiety. A series of N-of-1 trials. Behav Res Ther.
Jun 2024;177:104536. [FREE Full text] [doi: 10.1016/j.brat.2024.104536] [Medline: 38598899]

Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity measure. J Gen Intern Med. Sep
2001;16(9):606-613. [FREE Full text] [doi: 10.1046/].1525-1497.2001.016009606.x] [Medline: 11556941]

Spitzer RL, Kroenke K, Williams JB, Léwe B. A brief measure for assessing generalized anxiety disorder: the GAD-7.
Arch Intern Med. May 22, 2006;166(10):1092-1097. [doi: 10.1001/archinte.166.10.1092] [Medline: 16717171]

Léwe B, Decker O, Miiller S, Bréhler E, Schellberg D, Herzog W, et al. Validation and standardization of the Generalized
Anxiety Disorder Screener (GAD-7) in the general population. Med Care. Mar 2008;46(3):266-274. [doi:
10.1097/MLR.0b013e318160d093] [Medline: 18388841]

Kroenke K, Spitzer RL, Williams JB, Léwe B. The Patient Health Questionnaire somatic, anxiety, and depressive symptom
scales: asystematic review. Gen Hosp Psychiatry. 2010;32(4):345-359. [doi: 10.1016/j.genhosppsych.2010.03.006] [Medline:
20633738]

https:/formative.jmir.org/2026/1/€90532 JMIR Form Res 2026 | vol. 10 | €90532 | p. 11

(page number not for citation purposes)


https://linkinghub.elsevier.com/retrieve/pii/S2352-8273(21)00122-1
http://dx.doi.org/10.1016/j.ssmph.2021.100847
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34179332&dopt=Abstract
https://europepmc.org/abstract/MED/35524618
http://dx.doi.org/10.1002/wps.20971
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35524618&dopt=Abstract
http://dx.doi.org/10.1080/17439760.2019.1651895
https://www.tandfonline.com/doi/10.1080/02640414.2023.2207855?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
https://www.tandfonline.com/doi/10.1080/02640414.2023.2207855?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1080/02640414.2023.2207855
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37132599&dopt=Abstract
http://dx.doi.org/10.1016/j.jesp.2018.02.014
http://dx.doi.org/10.1080/16506073.2017.1347195
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28724338&dopt=Abstract
http://dx.doi.org/10.1108/mhsi-03-2022-0014
https://formative.jmir.org/2022/7/e38837/
http://dx.doi.org/10.2196/38837
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35788101&dopt=Abstract
http://dx.doi.org/10.1080/17439760.2018.1437466
https://dx.plos.org/10.1371/journal.pone.0206262
http://dx.doi.org/10.1371/journal.pone.0206262
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30359444&dopt=Abstract
https://europepmc.org/abstract/MED/35369156
https://europepmc.org/abstract/MED/35369156
http://dx.doi.org/10.3389/fpsyg.2022.840062
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35369156&dopt=Abstract
https://formative.jmir.org/2024//e57938/
http://dx.doi.org/10.2196/57938
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=39052998&dopt=Abstract
https://formative.jmir.org/2024//e57804/
http://dx.doi.org/10.2196/57804
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=39038286&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S2214-7829(25)00053-3
http://dx.doi.org/10.1016/j.invent.2025.100852
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=40641667&dopt=Abstract
https://europepmc.org/abstract/MED/38501087
http://dx.doi.org/10.3389/fpsyt.2024.1270543
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38501087&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0887-6185(24)00058-6
http://dx.doi.org/10.1016/j.janxdis.2024.102882
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38850775&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0005-7967(24)00063-9
http://dx.doi.org/10.1016/j.brat.2024.104536
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38598899&dopt=Abstract
https://europepmc.org/abstract/MED/11556941
http://dx.doi.org/10.1046/j.1525-1497.2001.016009606.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11556941&dopt=Abstract
http://dx.doi.org/10.1001/archinte.166.10.1092
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16717171&dopt=Abstract
http://dx.doi.org/10.1097/MLR.0b013e318160d093
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18388841&dopt=Abstract
http://dx.doi.org/10.1016/j.genhosppsych.2010.03.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20633738&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH Titov et &

22. Diener E, EmmonsRA, Larsen RJ, Griffin S. The Satisfaction With Life Scale. J Pers Assess. Feb 1985;49(1):71-75. [doi:
10.1207/s15327752]pad901_13] [Medline: 16367493]

23. Fisher A, Dear BF, Dagnall A, HadjistavropoulosHD, Nielssen O, StaplesL G, et al. Exploring perceived changes to mental
health when restricting and resuming specific adaptive daily actions: longitudinal qualitative substudy within arandomized
controlled trial. IMIR Form Res. Jan 13, 2026;10:e82986. [FREE Full text] [doi: 10.2196/82986] [Medline: 41529169]

24.  Jacobson NS, Truax P. Clinical significance: astatistical approach to defining meaningful change in psychotherapy research.
J Consult Clin Psychol. 1991;59(1):12-19. [doi: 10.1037/0022-006x.59.1.12]

25. Ledderer L, Kjag M, Madsen EK, Busch J, Fage-Butler A. Nudging in public health lifestyle interventions: a systematic
literature review and metasynthesis. Health Educ Behav. Oct 2020;47(5):749-764. [doi: 10.1177/1090198120931788]
[Medline: 32517522]

26. Yoong SL, Hall A, Stacey F, Grady A, Sutherland R, Wyse R, et al. Nudge strategies to improve healthcare providers
implementation of evidence-based guidelines, policiesand practices: asystematic review of trialsincluded within Cochrane
systematic reviews. Implement Sci. Jul 01, 2020;15(1):50. [FREE Full text] [doi: 10.1186/s13012-020-01011-0] [Medline:
32611354]

27.  Wilver NL, Summers BJ, Cougle JR. Effects of safety behavior fading on appearance concerns and related symptoms. J
Consult Clin Psychol. Jan 2020;88(1):65-74. [doi: 10.1037/ccp0000453] [Medline: 31670542]

28. ChavarriaV, Vian J, Pereira C, Data-Franco J, Fernandes BS, Berk M, et al. The placebo and nocebo phenomena: their
clinical management and impact on treatment outcomes. Clin Ther. Mar 2017;39(3):477-486. [doi:
10.1016/j.clinthera.2017.01.031] [Medline: 28237673]

29. Cooper M, Avery L, Scott J, Ashley K, Jordan C, Errington L, et al. Effectivenessand active ingredients of social prescribing
interventions targeting mental health: a systematic review. BMJ Open. Jul 25, 2022;12(7):060214. [FREE Full text] [doi:
10.1136/bmjopen-2021-060214] [Medline: 35879011]

30. Cuijpers P, Karyotaki E, Harrer M, Stikkelbroek Y. Individual behavioral activation in the treatment of depression: a meta
analysis. Psychother Res. Sep 2023;33(7):886-897. [FREE Full text] [doi: 10.1080/10503307.2023.2197630] [Medline:
37068380]

Abbreviations

CG: control group

DSM-1V: Diagnostic and Statistical Manual of Mental Disorders, fourth edition
GAD-7: Generalized Anxiety Disorder—7

IG: intervention group

PHQ-9: Patient Health Questionnaire-9

RCT: randomized controlled trial

RQ: Reflections Questionnaire

SWLS: Satisfaction With Life Scale

TYD: Things You Do

TYDQ-15: Things You Do Questionnaire-15

Edited by | Steenstra; submitted 29.Dec.2025; peer-reviewed by M Bisby, M Attridge; comments to author 20.Apr.2026; revised
version received 20.Apr.2026; accepted 21.Apr.2026; published 20.May.2026

Please cite as:

Titov N, Dagnall A, Fisher A, Nielssen O, Kayrouz R, Jones M, Hadjistavropoulos H, Rock D, StaplesL, Dear B
Impact of Restriction-Resumption Protocols on Mood and Anxiety in Healthy Adults: Randomized Controlled Trial
JMIR Form Res 2026; 10: 90532

URL: https://formative.jmir.org/2026/1/e90532

doi: 10.2196/90532

PMID:

©Nickolai Titov, Alison Dagnall, AlanaFisher, Olav Nielssen, Rony Kayrouz, Michael Jones, Heather Hadjistavropoul os, Daniel
Rock, Lauren Staples, Blake Dear. Originally published in IMIR Formative Research (https://formative.jmir.org), 20.May.2026.
This is an open-access article distributed under the terms of the Creative Commons Attribution License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in IMIR Formative Research, is properly cited. The complete bibliographic information,
alink to the original publication on https://formative.jmir.org, aswell asthis copyright and license information must beincluded.

https:/formative.jmir.org/2026/1/€90532 JMIR Form Res 2026 | vol. 10 | €90532 | p. 12
(page number not for citation purposes)


http://dx.doi.org/10.1207/s15327752jpa4901_13
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16367493&dopt=Abstract
https://formative.jmir.org/2026//e82986/
http://dx.doi.org/10.2196/82986
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=41529169&dopt=Abstract
http://dx.doi.org/10.1037/0022-006x.59.1.12
http://dx.doi.org/10.1177/1090198120931788
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32517522&dopt=Abstract
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-020-01011-0
http://dx.doi.org/10.1186/s13012-020-01011-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32611354&dopt=Abstract
http://dx.doi.org/10.1037/ccp0000453
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31670542&dopt=Abstract
http://dx.doi.org/10.1016/j.clinthera.2017.01.031
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28237673&dopt=Abstract
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=35879011
http://dx.doi.org/10.1136/bmjopen-2021-060214
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35879011&dopt=Abstract
https://www.tandfonline.com/doi/10.1080/10503307.2023.2197630?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1080/10503307.2023.2197630
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37068380&dopt=Abstract
https://formative.jmir.org/2026/1/e90532
http://dx.doi.org/10.2196/90532
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

