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ABSTRACT 

  The dissertation examined the effectiveness of a newly developed intervention to treat 

symptoms of depression among a sample of older adults. The study contained in this dissertation 

furthered the line of research involving self-administered treatments for depressed older adults. 

The intervention used in this study was developed for the purpose of creating a portable, 

computer-based self-administered treatment, which could later be explored as a possible 

intervention in overcoming barriers to mental healthcare access for older adults. 

 This computer-based intervention was developed using a slate-PC as the platform and 

series of eleven sessions based on the manual Cognitive-Behavioral Therapy for Late Life 

Depression (Dick, Gallagher-Thompson, Coon, Powers, & Thompson (1995).  

 Thirty-four, older adult participants were randomly assigned to either an immediate 

treatment group or a one-month waitlist control group. Outcome measures included both a 

clinician-rated measure of depression (Hamilton Rating Scale for Depression; HRSD) and a self-

report measure of depression (Geriatric Depression Scale; GDS-30). Possible mediators were 

examined using the Dysfunctional Attitudes Scale (DAS) and the California Older Persons 

Pleasant Events Scale (COPPES). Treatment receipt and treatment enactment were also 

constructs of interest; measured by CBT knowledge tests, and the number of sessions and 

percentage of completed homework assignments completed by the participants. Finally, a 

measure of intervention benefit was administered to evaluate older adults' acceptance of the 

computer-based intervention used in this study. 
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Results suggested that the older adults in the experimental condition displayed a 

significant decrease in depressive symptoms compared to those in the control condition. 

Analyses of clinical significance also suggested that older adults improved in a clinically 

meaningful way following the intervention. Meditational relations between condition and 

outcome were not found using the DAS and the COPPES. Additional, uncontrolled, analyses 

suggested significant relations between post-treatment depression and measures of treatment 

receipt and treatment enactment. Finally, feedback from the participants indicated that they 

considered the intervention easy to use, enjoyable, and useful for learning techniques to improve 

their mood. 

 The implications of this study were discussed as they relate to the treatment of depression 

for older adults. New technology-based applications for the treatment of depression among older 

adults may follow the results found in this dissertation.  
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LIST OF ABBREVIATIONS AND SYMBOLS 

 

 

a   Cronbach‟s index of internal consistency  

df  Degrees of freedom: number of values free to vary after certain restrictions have 

been placed on the data  

F   Fisher‟s F ratio: A ration of two variances  

M  Mean: the sum of a set of measurements divided by the number of measurements 

in the set  

p  Probability associated with the occurrence under the null hypothesis of a value as 

extreme as or more extreme than the observed value  

r   Pearson product-moment correlation  

R
2

adj  Percentage of explained variance in the population; adjusted for the sample  

SD  A measure of variation in a given distribution 

t   t test: comparison of the means between two distributions  

<   Less than 

>  Greater than 

=   Equal to 
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INTRODUCTION 

Depression 

 Depression has long been recognized as the most prevalent form of mental illness in our 

country. The Healthy People 2010 initiative (U.S. Department of Health and Human Services 

[HHS], 2000) identifies major depression as the leading cause of disability and is responsible for 

more than two-thirds of the country‟s suicides. The National Co-Morbidity Survey Replication 

Study also indicates that 16.2% of adults reported a lifetime episode of major depression and 

6.6% reported an episode of major depression during the past 12 months (Kessler et al., 2003). 

The HHS initiative further recognized that approximately 23% of adults with major depression 

seek treatment.  

 Significant risk factors that relate to depression have also been discussed in the literature. 

Findings by The President‟s New Freedom Commission on Mental Health (U.S. Department of 

Health and Human Services, 2003) state a high comorbidity rate (25%) between depression and 

medical conditions such as heart disease, stroke, cancer, and arthritis. Furthermore, depression is 

related to a shortened life expectancy (HHS, 2003).  

 The prevalence rate of depression, likelihood of medical comorbidity, and limited access 

to mental healthcare all become more pronounced for depressed older adults, compared to 

younger populations. The U.S. Office of the Surgeon General (OSG) reports the prevalence rate 

of depression in community dwelling older adults ranges from 8% to 20% and up to 37% for 

older adults in primary care settings (1999). Prevalence rates of depression in older adults living 

in nursing facilities are reported to range between 15% to 25% (HHS, 2000).  
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 This high prevalence rate of depression among older adults is often accompanied by 

several factors that cause the clinical picture to be more deleterious. The occurrence of medical 

comorbidities is particularly relevant in depressed older adults as discussed by several authors 

(Alexopoulos, 2005; Kessler et al., 2003; Krishnan, 2005; Noel et al., 2004; OSG, 1999). Many 

chronic medical conditions such as cancer, endocrine and rheumatologic disorders, in particular, 

have been shown in the literature to relate to depression (Bush et al., 2001, Murray & Lopez, 

1996; Musselman, Evans, & Nemeroff, 1998). 

Normal age-related changes and medical conditions that become more prevalent also 

make older adults more vulnerable to the effects of depression. Such age-related changes include 

compromised neurological integrity of the frontostriatal pathways, the amygdala, and the 

hippocampus (Alexopoulos, 2005); and psychosocial factors such as loss of autonomy (Boyle, 

2005; Morse & Robins, 2005) and loss of social support (Prezza & Pacilli, 2002). This loss of 

social support has been shown to relate to increased depression in older adults (Raue, Meyers, 

Rowe, Heo, & Bruce, 2007). The way this loss occurs can be explained by the Convoy Model of 

Social Relations (Kahn & Antonucci, 1980). This model states that we form attachments with 

others who are emotionally meaningful to us. The close relationships are often maintained 

throughout our life-spans and serve to shape our maturity; often serving in a protective capacity. 

The Convoy Model of Social Relations has shown that adults, middle-aged onwards, retain fewer 

close relationships compared to younger populations. This pattern progresses as age increases. 

Furthermore, this relation has been found to exist across different nationalities (Antonucci, 

Akiyama, & Takahashi, 2004). 

 The issue of limited access to mental healthcare, particularly for older adults and 

individuals in remote locations, has been emphasized in the literature and by national health 
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agencies (e.g., HHS, 2003). Older adults‟ limited access to healthcare is often a result of medical 

illnesses, or disabilities (Knight, 2003). This limited access can become more pronounced when 

the medically-frail individual is also depressed.  

The 2003 President‟s New Freedom Commission on Mental Health specifically 

recommended that a goal for providing healthcare to individuals, who have limited access, be 

through the use of technology. Interventions such as proposed in this dissertation that target 

depression in older adults, while not requiring the individual to visit the mental health facility, is 

in keeping with this recommendation. 

 

Psychological Treatments for Depression in Older Adults 

 There are several psychotherapies that may be considered when treating depression in 

older adults. Limiting the number of psychotherapies that are considered to be a) modified for 

use with older adults, and b) empirically-supported according to the American Psychological 

Association (APA) criteria for “evidence-based treatments” lends credence to those considered 

for use in this dissertation. Furthermore, only those treatments that meet the category-1 criteria 

were considered (supported by at least two randomized-control studies that used either a placebo 

control group, or another evidence-based treatment). The empirically-supported psychotherapies 

that fit these criteria are: behavior therapy, brief psychodynamic therapy, reminiscence therapy, 

cognitive behavioral therapy, problem solving therapy, and cognitive bibliotherapy (Chambless 

& Ollendick, 2001; Scogin, Welsh, Hanson, Stump, & Coates, 2005). 

 The system of therapy chosen for this dissertation is cognitive behavioral therapy (CBT). 

This decision was based on three factors: 1) CBT has been shown as an empirically-supported 

treatment for depression in older adults (Scogin et al., 2005), 2) CBT has been modified for older 
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adults (Laidlaw, Thompson, Dick-Siskin, & Gallagher-Thompson, 2003), and 3) CBT has been 

the most extensively researched psychotherapy to treat depression in older adults (Scogin et al., 

2005). 

 The choice of using CBT as the system of therapy for this dissertation is also important 

from a research perspective as this system comprises techniques from two separate systems 

(cognitive and behavioral); both of which have been shown non-differentially efficacious in the 

literature when compared against one another (Elkin, Shea, Watkins, Imber et al., 1989). 

Controlled studies that use either cognitive therapy (CT) or behavioral therapy (BT) have shown 

that depression can be treated effectively using either system. The critical components that 

account for therapeutic change in treating depression have been argued to be both the adjustment 

of dysfunctional thinking (CT) and adjustment of behaviors associated with mood (BT). 

Interpretation of results often assumes unique variance for the theoretical construct being 

examined.  

Researchers have attempted to show which treatment, between CT and BT, is more 

effective in decreasing depressive symptoms. Results however have been mixed. Dobson (1989) 

performed a meta-analysis examining the effectiveness of CT compared to control groups and 

other therapeutic modalities in reducing symptoms among depressed clients. Effect sizes from 

twenty-eight studies were analyzed. Results showed that participants receiving CT outperformed 

either no-treatment or wait-list control conditions approximately 98% of the time (mean effect 

size = -2.15). Results comparing CT to BT showed that participants in the CT condition 

outperformed those in the BT condition 67% of the time (mean effect size = -.46). These results 

would seem to favor CT as being more effective in treating depression.  
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Dimidjian et al. (2006) compared the effectiveness of an expanded version of BT 

(behavioral activation; BA) with CT, pharmacotherapy, and a pill-placebo for the treatment of 

major depression. Behavioral Activation extends beyond traditional BT methods by emphasizing 

an understanding of the functional aspects of behavior and the unique environmental 

contingencies that maintain behavior. Behavioral activation also incorporates a functional 

analysis of duration and frequency of behaviors and how the resultant patterns relate to mood. 

Results showed that BA was more effective than CT and equally effective as medication for 

treating major depression. Participants (n=241) were randomized to receive CT, BA, or 

pharmacotherapy for 16 weeks. Results showed that participants receiving BA had significantly 

less depression as compared to the CT group on both the Beck Depression Inventory (BDI) [t 

(81) = 2.23, p<.05] and on the Hamilton Depression Rating Scale (HRSD) [t (188) = 2.09, 

p<.05]. Patients receiving pharmacotherapy also improved significantly more than those 

receiving CT on both the BDI [t (81) = 2.76, p<.05] and on the HRSD [t (188) = 2.31, p<.05]. 

There was not a significant difference on the rate of improvement between the BA and 

pharmacotherapy groups for either the BDI [t (81) = .25, p>.05] or the HRSD [t (188) = .05, 

p>.05].  These results would seem to favor a behaviorally-based therapy as being more effective 

in treating depression as compared to CT.  

Other research has shown comparable effectiveness for both CT and BA (Jacobson et al., 

1996). These authors randomly assigned 149 outpatients with major depression to receive 20 

weeks of CT, BA, or BA with a component that included modifying automatic thoughts (AT). 

Results indicated that while each of the treatments yielded improvement (mean pre-to-post 

improvement rate = 62.3%) there were no significant differences in the effectiveness between 

conditions on either the BDI [F(2,145) < 1, p>.05] or the HRSD [F(2,138) <1, p>.05]. 
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Future research using mediational analyses between both the cognitive component and 

the behavioral component and treatment outcome may clarify whether depression outcome 

occurs by decreasing dysfunctional attitudes (cognitive), from increasing activities and pleasant 

events (behavioral), a combination of the two, or by another mechanism. 

 In 1994 Scogin and McElreath performed a meta-analysis of psychosocial treatments for 

depression in older adults. Of the studies where either cognitive or behavioral therapy was 

conducted at the individual level (versus group), the effect sizes (delta) ranged from .20 to 1.05. 

The lowest effect-sizes occurred among comparisons of cognitive or behavioral therapy, and 

another empirically-based system. The highest effect-sizes occurred when comparisons were 

made between either cognitive or behavioral therapy, and no treatment. 

 A more recent evidence-based review comparing psychosocial treatments was performed 

by Scogin et al (2005). Seven studies were cited as showing CBT as a beneficial therapy for the 

treatment of depression in older adults (Campbell, 1992; Floyd, Scogin, McKendree-Smith, 

Floyd, & Rokke, 2004; Fry, 1984; Gallagher & Thompson, 1982; Gallagher-Thompson & 

Steffen, 1994; Rokke, Tomhave, & Jocic, 1999; Thompson, Gallagher, & Breckenridge, 1987). 

These studies found that CBT was superior to a control group or equivalent to another 

empirically-based treatment. 

 In recent years there has been a movement to incorporate self-administered treatments 

(SAT) as stand-alone therapies. Three main advantages have been cited for SATs: 1) they are a 

method that is widely available, 2) they can be used to reach diverse samples of the population, 

many of whom have access barriers to standard treatments, and 3) they inherently place a greater 

degree of control on the client to take responsibility for their own treatment and outcome (Mains 

& Scogin, 2003). Furthermore, SATs have been used effectively in studies treating older adults 
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with depression (Floyd, Scogin, McKendree-Smith, Floyd, & Rokke, 2004; Scogin, Jamison, & 

Davis, 1990; Scogin, Jamison, & Gochneaur, 1989). 

 

Evidence-based, Self-administered Treatments of Depression in Older Adults 

 In a study by Scogin et al. (1989) the effectiveness of self-administered CBT for treating 

depression in older adults was examined. The study examined two forms of bibliotherapy. One 

form used cognitive therapy techniques taught in, Feeling Good (Burns, 1980) and the second 

used behavioral therapy techniques from, Control Your Depression (Lewinsohn, Munoz, 

Youngren, & Zeiss, 1986). Sixty-seven participants (mean age = 68.3) were randomized to either 

system of therapy, and a wait-list control group. Results showed that both cognitive and 

behavioral bibliotherapies reduced depression significantly compared to the control group. Mean 

baseline scores on the HRSD were 16.3 (3.7) and 16.4 (5.2) for the bibliotherapy and control 

groups respectively. Post-treatment scores showed significant differences between the 

bibliotherapy group (M=7.5 [3.6]) and the control group (M=15.9 [6.9]; F(1, 59)=34.91, p<.05. 

A two-year follow-up analysis (Scogin, Jamison, & Davis, 1990) showed sustained treatment 

effects for bibliotherapy. Comparison of 1989 HRSD scores to those in 1990 showed a non-

significant time-effect [F(1,29)] p<1.00. These results supported bibliotherapy as an effective, 

and lasting, self-administration therapy for depressed older adults. 

 A later study was conducted comparing the effectiveness of bibliotherapy (Feeling Good) 

and individual-cognitive therapy for depression in older adults (Floyd et al., 2004). This study 

randomized participants (n=46) into three groups: bibliotherapy, individual cognitive therapy, 

and wait-list control. The participants were 60 years of age, or older. Results between therapy 

conditions and the control group on the HRSD showed significant differences at post-treatment 
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(individual therapy: F[1,28] = 4.65, p<.05; bibliotherapy: F[1,28] = 6.43, p<.05). Furthermore, 

there were no significant time x intervention interactions on the HRSD at post-treatment. 

However, a significant time x intervention was shown for the HRSD at 3 month follow-up 

(F[1,21] = 5.62, p<.05). This interaction was explained by improved effects in the bibliotherapy 

group while the therapist-delivered group did not change. These results replicated the findings 

that bibliotherapy seems to be an effective treatment of depression with older adults. The results 

also showed that the effects of this self-administered treatment can grow stronger over time, 

while this was not the case for standard therapist-delivered cognitive treatment. 

 

Computer-Assisted Therapy 

 The progression of depression treatments for older adults has moved from standard 

therapist-delivered interventions, to self-administered interventions. More recently, this 

progression to SATs has begun to incorporate computer-assisted therapies (CAT). Behavioral 

therapy CAT programs were first utilized in the 1970‟s as a method to deliver relaxation 

techniques, as computers were well suited for delivering procedures based on imagery (Biglan, 

Villwock, & Wick, 1979). It was not until the early 1990‟s however that programs to treat 

depression began being evaluated for their efficacy (Selmi, Klein, Greist, Sorrell, & Erdman, 

1990). Computer-assisted therapies began as a compliment to standard therapist-delivered 

treatments (Kenwright, Liness, & Marks, 2001; Shaw, Marks, & Toole, 1999). After these 

interventions were shown to be effective in reducing various symptomologies, such as anxiety 

and depression, they began being used as stand-alone interventions. 

 These CAT interventions have been implemented using desk-top computers (Shaw, 

Marks, & Toole, 1999), internet-based programs (Andersson & Kaldo, 2004), interactive voice 
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response systems (Grega, Marks, & Maitaix-Cols, 2004), virtual-reality programs (Rothbaum, 

Hodges, Ready, Graap, & Alarcon, 2001), interactive multimedia (Proudfoot, Goldberg, Mann, 

Everitt, Marks, & Gray, 2003), and personal-digital-assistants (Newman, 1999). There is limited 

literature evaluating the broad findings of CATs, as this field is new compared with other 

established systems of therapy. Two studies however have attempted to summarize the general 

findings of CATs as they relate to depression treatment. 

  Cavanaugh and Shapiro (2004) preformed a meta-analysis of five studies (n=151) that 

used the BDI as the primary measure of depression. Results from their analysis showed: a) a 

large pre to post effect size for cognitive behavioral therapy-CAT (Hedges‟ g = 1.38), b) a 

medium effect size of cognitive behavioral therapy-CAT compared to standard therapist-

delivered CBT in favor of standard therapist-delivered CBT (Hedges‟ g = .63), and c) a small 

effect size of cognitive behavioral therapy-CAT compared to a wait-list control or treatment-as-

usual (TAU) in favor of cognitive behavioral therapy-CAT (Hedges‟ g = .34). The authors made 

a cautionary statement regarding the result for standard therapist-delivered CBT being more 

effective than cognitive behavioral therapy-CAT as the total sample size was low in these studies 

(n=18). Hedges‟ g is the same effect size calculation as a Cohen‟s d effect size with the 

exception of Hedges‟ g being more conservative by calculating the pooled standard deviation 

(the population statistic denominator) in a way that adjusts for the sample size vs. the population. 

Hedges‟ g can be more appropriate when calculating effects sizes for small samples as those 

examined by Cavanaugh and Shapiro (2004). 

  The meta-analysis performed by Cavanagh and Shapiro (2004) was based on a systematic 

review of the literature by Kaltenthaler et al. (2002). This systematic review covered sixteen 

cognitive behavioral therapy-CAT studies, eleven of which were randomized-control trials 
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(RCT). The authors acknowledged several limitations of the studies in the review: differences 

among the quality and methods of the programs evaluated, clinical and demographic participant 

characteristics often varied, different outcome measures among the, and the studies often were 

not published within peer-reviewed journals. Important to note is the mean age of the samples in 

these studies. There were no studies that included older adults in their samples. This is a 

particular gap in the literature that this dissertation seeks to address. 

  Kaltenthaler et al. (2002) concluded that there is evidence that cognitive behavioral 

therapy-CAT is effective in treating depression. They further concluded that there is evidence 

that cognitive behavioral therapy-CAT may be as effective as standard therapist-delivered CBT, 

and more effective than no treatment or TAU. There were several issues of importance for 

cognitive behavioral therapy-CAT highlighted in this review. First, CAT fits within a stepped-

healthcare program and should be identified as such in the literature. Stepped-behavioral 

healthcare models suggest maximizing efficient therapeutic resources, and using the simplest, 

most cost-effective therapeutic approach first (Haaga, 2000; Scogin et al., 2003). Second, CAT 

studies need to employ an RCT design to add to the validity of the results. Third, CAT studies 

need to be designed with adequate statistical power. Fourth, CAT studies need to use well-

validated outcome measures. Finally, CAT studies should be performed by independent 

researchers with no affiliation to commercial or product gains. This dissertation addresses all of 

these limitations (with the exception of the stepped-healthcare element). 

 An important study to the field of psychological CATs was performed by Wright et al. 

(2005). This study compared cognitive CAT against standard therapist-delivered cognitive 

therapy for the treatment of depression. Participants were randomized into three conditions: 

cognitive CAT, standard therapist-delivered cognitive therapy, and wait-list control. In this study 
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the CAT was used as an additional component to standard therapy. Participants in this group met 

with a therapist for nine sessions, and the next eight sessions was comprised of CAT only. The 

participants in the standard therapist-delivered treatment group only met with the therapist. 

Depression was measured using the HRSD and the BDI. Results showed that the CAT group 

performed as well as standard therapist-delivered cognitive therapy. Both interventions 

significantly reduced depressive symptoms, while there was no difference in the control group. 

There were no significant differences between the interventions. However, the CAT group 

showed a larger effect size (delta = 1.14) than occurred with the standard therapist-delivered 

cognitive group (delta = 1.04). 

 Results from a recent British study using a stand-alone CAT intervention, similar to that 

proposed in this study, have been published (Cavanagh et al., 2006). This study used a computer-

intervention (Beating the Blues™) to treat anxious and/or depressed patients (n = 219). The age 

range of the patients also included older adults in their sample (range = 19-70, mean = 43.6, SD 

= 11.7). Beating the Blues™ is only available for use in the United Kingdom and must be 

acquired through a healthcare professional. 

The Beating the Blues™ intervention incorporates similar procedures to this dissertation 

study. Beating the Blues™ comprises nine, 50 minute weekly sessions that use audio and video 

features, homework, and thought diaries. Participants were identified during routine visits to 

their physicians. The physicians in this case served as active recruiters for the study. Willing 

individuals were screened during this visit for study-participation. Inclusion criteria for 

participation included clinical judgment by the physician and a score of 4 or higher on the 

General Health Questionnaire. Exclusion criteria consisted of: currently receiving face-to-face 

psychological treatment or counseling for anxiety or depression, suicidal ideation, a current 
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diagnosis of psychosis, organic mental disorder, or having a primary alcohol/substance use 

disorder. 

Pre-treatment and post-treatment measures included: single-item measures of anxiety and 

depression (0 = not at all anxious/depressed to 8 = extremely anxious/depressed), the Clinical 

Outcomes in Routine Evaluation-Outcome Measure (CORE-OM), and the Work and Social 

Adjustment Scale (WSA).  The CORE-OM consists of 34 items that assess subjective well-

being, problem/symptom severity, life functioning, and risk to self and others. The WSA consists 

of five, single-item subscales assessing symptom-interfere with ability to work, home 

management, social life, private leisure and relationships. Post-treatment data were collected 

immediately following the intervention and follow-up data were collected 26 weeks following 

the completion of the intervention.  

Results showed significant pre-treatment to post-treatment reductions in symptom 

severity on all of the measures: CORE-OM [t(218) = 7.9, p<.05], WSA [t(218) = 5.3, p<.05], 

single-item anxiety question [t(218) = 8.4, p<.05], and single-item depression question [t(218) = 

8.3, p<.05]. Follow-up data (CORE-OM and WSA) suggested the treatment-effects were 

sustained. Depression and anxiety severity at follow-up were also significantly less than at pre-

treatment: CORE-OM [t(49) = 6.2, p<.05] and WSA [t(26) = 4.7, p<.05].  

These results support the use of self-administered CAT-interventions to treat depression 

and anxiety using similar design elements to the study proposed in this dissertation. The study by 

Cavanagh et al. (2006) however included two methodological/design weaknesses. The primary 

weakness is that the design did not include a control or comparison group. Second, following the 

screening procedure, the participants viewed a 15-minute „introductory video‟ immediately prior 

to completing their pre-treatment assessment. It is possible this exposure affected their ratings of 
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mood. The design of the current study avoids these weaknesses by providing adequate 

experimental control and administering pre-treatment measures prior to randomization. 

 

Computer Usage of Older Adults 

 It is important to address the usability and acceptance of computer-driven interventions 

for older adults as ageist notions have been recognized in the literature that older adults are 

considered less able to use computers as compared with younger adults (Ryan, Szechtman, & 

Bodkin, 1992). Examining these issues gives direction to studies such as in this dissertation for 

feasibility and methodological considerations. A study by Saunders (2004) examined ways to 

enhance computer use within rural, senior citizen centers. The author in this study held focus 

groups to obtain feedback from older adults (mean age=77) on their experiences using newly 

installed computers. Three themes were noted from the older adults that will be addressed in the 

methodology of this dissertation: 1) there was a fear of permanently erasing programs, 2) they 

perceived more benefit from personal instruction compared with a manual, and 3) physical 

limitations affect computer usage (most notably, poor eye sight and arthritis). 

 One of few randomized-control studies examining older adults and computers was 

conducted by White et al. (2002). This study looked at the psychosocial impact of providing 

internet-access and training to older adults (mean age=72) in nursing homes. Participants were 

randomized to either internet-training, or wait-list control. The intervention consisted of a trainer 

being available for consultation two hours per week for five months. Results showed trends 

among those who received training for less loneliness, less depression, and more positive 

attitudes toward computers. Furthermore, most of the participants (74%) continued independent 

use of computers following the study. 
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 A similar study was conducted by McConatha, McConatha, Deaner, and Dermigny 

(1995). These authors explored the use of computer-interaction as a means to increase cognitive 

skills (Mini Mental Status Exam; MMSE) and activities of daily living (Activities of Daily 

Living Scale; ADL), and decrease depressive symptomology (GDS-30) of older adults (age 

range = 50-90). Computer-training occurred bi-weekly for six months. Participants were 

assigned to either the computer-training group, or a usual-care group that consisted of arts-and-

crafts activities. Results showed that the participants who received computer-training had 

significantly better ADLs [t(12) = 2.31, p<.05] and cognitive improvement [t(12) = 1.79, p<.05], 

and significantly lower depression [t(12) = 1.99, p<.05]. These results however were significant 

using a one-tailed test of significance but not for a two-tailed test. The authors did not explain 

why they chose to test their hypotheses based on one direction of interest. 

The use of computers as an intervention with older adults has most recently been shown 

effective by Zelinski, Yaffe, Ruff, Kennison, and Smith (2007). These authors performed a 

multi-center, double-blind RCT using a computer program to enhance older adults‟ (ages >65) 

cognitive skills. This study included 468 older adults (mean age=75.1, mean MMSE score=29.1) 

who were randomized to either participate in a series of daily sessions using a computer program 

designed to enhance cognitive performance (experimental) or a daily video-based computer 

program that provided educational information on ways to cope with memory complaints 

(control). Session duration for both groups was a minimum of 60 minutes. Completion time for 

the programs was 8-10 weeks. Outcome measures included: Repeatable Battery for the 

Assessment of Neuropsychological Status (RBANS), Rey Auditory Verbal Learning Test 

(RAVLT), Digit Span Backwards and Letter-Number Sequencing from the Wechsler Memory 

Scale (WMS-III), Story Memory Immediate and Story Memory Delayed from the Rivermead 
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Behavioral Memory Test (RBMT), and the Cognitive Self-Report Questionnaire (CSRQ). 

Results showed significantly greater cognitive improvement for the experimental group on all 

outcomes with the exception of RBANS (visual functioning score) and the RBMT. The results 

suggest that older adults who received the experimental intervention had improved cognitive 

processing speed, improved general memory, and reported greater cognitive benefits. The results 

also suggest that older adults are able to effectively participate in a computer-based intervention 

for a sustained amount of time delivered on a daily basis. 

 These studies suggest both usability and acceptance for computers among older adults. 

This suggests that older adults may be amenable to using the CAT-intervention proposed in this 

dissertation. These studies also give indications to certain methodological nuances specific to 

older adults that this dissertation is sensitive to in the choice of using a tablet-PC and 

programming integrated video, graphics, and audio. 

 

Stepped Behavioral Health Care  

 The CAT treatment used in this dissertation fits within the stepped-healthcare definition 

described earlier. Such stepped-healthcare treatments are particularly relevant to older adults in 

need of mental healthcare services. Older adults are known as the highest consumer segment of 

our population for healthcare services (Speer & Schneider, 2003). Furthermore, it is recognized 

that the cost of medical healthcare is significantly greater in depressed older adults compared 

with older adults who are not depressed (Licht-Strunk et al., 2005).  

 The cost-effectiveness component of the stepped-behavioral healthcare model is 

particularly relevant to self-administered therapies (CATs included). The cost of these therapies 

is much lower than standard therapist-delivered ones when considering the savings of standard 
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practitioner fees, and the level of training needed to deliver the treatment (Gega, Marks, & 

Mataix-Cols, 2004; Cavanagh & Shapiro, 2004). The lower training level required to implement 

self-administered therapies such as cognitive behavioral-CAT is important as the point has been 

made in the literature that there is a shortage of suitably trained therapists who can perform 

standard therapist-delivered interventions (Gega et al., 2004). These factors indicate that an 

intervention that fits within the stepped-behavioral healthcare model would be appropriate in 

treating depression in older adults. 

 

Statement of Problem 

 Traditional psychotherapies have been used effectively to treat depression but there is 

ambiguity in the literature regarding the mechanism of change for the most extensively 

researched system (CBT). Self-administered therapy using CBT principles has been shown to be 

an efficacious alternative to traditional psychotherapy.  Computer-assisted therapies are the most 

recent form of SATs. There is ample support in the literature that SATs, in the form of 

bibliotherapy, are efficacious for treating depression in older adults. There is also suggested 

evidence that CATs are similarly efficacious. These results, however, have not been replicated 

using CATs where older adults have been the focus of research.  

While bibliotherapy is efficacious as an SAT, the delivery of the intervention is 

dependent on the person‟s ability to read and comprehend the text. A CAT intervention however, 

is able to provide additional qualities such as audio, video, animation, and adaptive 

programming. This is potentially advantageous for older adults‟ comprehension and retention of 

the materials. These enhanced qualities may help negate age-related declines in learning by 
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presenting information in multiple formats, while adaptively assessing and responding to the 

participant‟s retention. 

Finally, there are gaps in the current CAT literature that need to be addressed. Namely, 

more randomized-control trials with adequate power, using well-validated outcome measures 

need to be conducted. These trials also need to be conducted by independent researchers who are 

not affiliated with the marketing of the CAT intervention being tested. 

 

Specific Aims 

 The specific aims and hypotheses of this study are as follows:  

1) To assess the efficacy of tablet PC-delivered CBT for decreasing depressive symptoms in 

older adults. 

Hypothesis: Older adults who receive the tablet-delivered intervention will report significantly 

fewer depressive symptoms than those who do not receive it. 

2) To examine the relation between tablet PC-delivered CBT, pleasant events, dysfunctional 

attitudes, and depression. 

Hypothesis: Older adults who receive the tablet-delivered intervention will report significantly 

fewer depressive symptoms than those who do not receive it. This relation will be mediated by 

pleasant events and dysfunctional attitudes. 

3) To examine the relation between the treatment-receipt of tablet PC-delivered CBT and post-

treatment depressive symptomology. 

Hypothesis: Change on depression scores at post-treatment will be significantly predicted by 

treatment-receipt. 

 



 

18 

 

 

 

METHODS 

Settings and Subjects 

Recruitment 

 Older adult participants were recruited within a sixty-mile radius of Tuscaloosa, 

Alabama. Recruitment was accomplished through a variety of resources. Resources included 

newspapers (city and campus), health-fairs, church bulletins, senior housing, senior activity 

centers, nutrition programs, and various health care agencies such as dialysis centers, 

pharmacies, medical centers, and hospitals. The resource that yielded the majority of participants 

was a primary care physician office (Dr. Shah) located in Walnut Grove, Alabama. Whereas 

other physician offices allowed recruitment efforts to be made within their waiting rooms, Dr. 

Shah provided dedicated space to perform screenings for this study. Furthermore, she was 

actively engaged in the recruitment process while seeing her patients. 

 Attempts were made to achieve racial and gender parities, to the extent possible, in the 

recruitment for this study. The purpose for such parity was to provide maximum portability of 

results. Alabama census data for individuals aged 55+ were used to determine the estimated 

number of women and minority participants for this study (Alabama Center for Health Statistics, 

2000). The results suggested that recruitment efforts needed to be emphasized for minority 

participant inclusion. Approximately thirty-five percent of Alabamians aged 55+ are Caucasian 

males. Approximately forty-five percent of Alabamians aged 55+ are Caucasian females. 

Approximately eight percent of Alabamians aged 55+ are African-American males. And, 

approximately twelve percent of Alabamians aged 55+ are African-American females. Estimates 
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of other minorities in Alabama for this study were also based on census data (U.S. Census 

Bureau, 2000). The demographic composition of Alabama for Hispanics or Latinos, Asians, 

American Indians or Alaskan Natives, and Native Hawaiians and Other Pacific Islanders is low. 

The largest ethnic percentage of these minorities in Alabama for all age groups is for Hispanics 

or Latinos (1.7%). Given this low percentage of other minorities in Alabama, it was expected 

that the only minority participants in this project would be African-Americans. It was estimated 

that Caucasian women would naturally comprise the majority of participants in this project. 

 An a priori power analysis, based on a large effect size (1.0), determined that a total of 34 

participants were needed in this study. This power calculation was performed using the program 

G-Power (Faul & Erdfelder, 1992). The effect-size used within the calculation was based on a 

compromise between the mean effect size of similar, self-administered treatment studies within 

the author‟s lab (1.16), and a mean effect size (.88) reported by a meta-analysis of 29 

bibliotherapy/depression studies (Gregory, Canning, Lee, & Wise, 2004).  

Inclusion Criteria 

 Study participation criteria included the following: 1) 55 years of age or older, 2) a score 

of 21 or greater on the modified Telephone Interview of Cognitive Status (TICS-m; Welsh, 

Breitner, & Magruder-Habib, 1993) as a dementia screening device, and 3) a score of 10 or 

higher on the 30 item Geriatric Depression Scale (GDS-30) indicating at least minor depressive 

symptoms. 

Exclusion Criteria 

 Exclusion criteria for the study included: 1) current suicidal ideation as measured by 

selected items on the sociodemographic screening measure, 2) a reported diagnosis of any 

psychotic disorder, 3) no concurrent psychological treatment, 4) current, self-reported substance 
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abuse, and 5) any physical or medical condition that would prohibit study participation such as 

paralysis, blindness, or deafness.  

Individuals with current suicidal ideation were excluded from this study because the 

efficacy of the program had not been established. Furthermore, suicidal individuals were better 

served by being referred to a more supervised form of therapy. 

Individuals who reported a diagnosis of a psychotic disorder were excluded because the 

symptoms associated with such a disorder would likely have made it difficult for the individual 

to follow the treatment program. 

Individuals who were currently receiving psychological treatment were excluded to 

provide for a cleaner evaluation of this program. The confounding effects of other concurrent 

treatments would have compromised the internal validity of the experiment. 

Individuals who were current substance abusers were excluded to avoid the confounding 

effect that substance abuse may have had on the individual‟s treatment response. Substance 

abuse was measured by the sociodemographic question, “Do you drink alcohol or take 

recreational drugs?” If the person answered yes to either, the amount was asked and researcher 

judgment determined eligibility.  

Individuals with physical or medical conditions that prohibited them from being able to 

manipulate the program were excluded as such conditions would not allow for effective 

participation. Examples included conditions such as paralysis or high degrees of blindness or 

deafness.  Individuals with such conditions were assessed for eligibility on a one-to-one basis. 

Measures (see Appendix) 

Sociodemographic Questionnaire (SDQ; Scogin et al., 2007): This 16-item measure will be used 

to collect basic sociodemographic information. This measure will also include questions on: a) 
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perceived-health, b) current medications and amount, c) current medical conditions or 

psychiatric diagnoses, d) the receipt of past mental health services, and e) suicidal ideation. 

Other factors that could potentially affect outcome were not measured to maintain a reasonable 

length of assessment. Variables were measured by the SDQ to assess outcome as a function of 

general demographic categories common to other psychotherapy studies. This measure has been 

used in other grant-funded research projects (Scogin et al., 2007). This measure was 

administered at screening. 

Modified Telephone Interview for Cognitive Status (TICS-m; Welsh, Breitner, & Magruder-

Habib, 1993): This 12-item measure was used as a cognitive-screening test. The TICS-m 

assesses cognitive functioning in four domains: 1) orientation, 2) registration, recent memory and 

delayed recall (memory), 3) attention/calculation, and 4) semantic memory, comprehension and 

repetition (language). Absence of cognitive impairment was determined by a score of 21 or 

greater on this measure. The TICS-m has been shown to have good test-retest reliability 

(Desmond, Tatemichi, & Hanzawa, 1994), and good concurrent validity with the Mini Mental 

Status Exam (de Jager, Budge, & Clarke, 2003). 

30-item Geriatric Depression Scale (GDS-30; Yesavage, 1983): This measure was one of the 

major outcome assessments for depression and was administered at all time-points. It was 

administered during screening as an instrument to determine baseline depression severity. The 

GDS-30 items were designed to measure depression independent of physical complaints. Scores 

range from 0-30. An inclusion score of 11 or greater was used to indicate at least minor 

depression. The GDS-30 has been shown to have good internal reliability, sensitivity, and 

specificity (Jongenelis et al., 2005). This measure was administered at all time points in this 

study. 
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5-item Geriatric Depression Scale (GDS-5; Hoyl et al., 1999): This measure was used to monitor 

participants‟ mood during weekly telephone calls. This measure uses five items from the GDS-

30 to screen for depression: 1) “Are you basically satisfied with life?”, 2) “Do you often get 

bored?”, 3) “Do you often feel helpless?”, 4) “Do you often prefer to stay at home, rather than go 

out and do new things?”, and 5) “Do you feel pretty worthless the way you are right now?” The 

GDS-5 has been shown to have good construct validity (Marquez et al., 2006) and to be a highly 

sensitive measure of depression (Weeks, McGann, Michaels, & Penninx, 2003). 

Hamilton Rating Scale of Depression (HRSD; Hamilton, 1960): This measure was used as the 

second major outcome assessment for depression. The HRSD is a 17-item scale that assesses 

depression across seventeen domains. The HRSD has been the “gold standard” for assessing 

depression for over 40 years (Bagby, Ryder, Schuller, & Marshall, 2004). The HRSD has been 

shown to be a reliable and valid measure of depression (Stukenberg, Dura, and Kiecolt-Glaser, 

1990). Items on this measure are scored based on clinical judgment. This measure was 

administered at pre-treatment and post-treatment times. 

Brief Symptom Inventory (BSI; Derogatis, 1993): The BSI was used in this dissertation to 

measure nine domains of psychopathology as part of a related study. Results from this measure 

may yield important results for secondary analyses regarding treatment outcome and personality 

characteristics. The BSI is reported to have good internal consistency among its subscales 

(Derogatis & Melisaratos, 1983). Convergent validity has also been shown between the BSI and 

the Minnesota Multiphasic Personality Inventory by Boulet and Boss (1991). This measure was 

administered at pre-treatment and post-treatment times. 

Dysfunctional Attitudes Scale-A (DAS; Weissman & Beck, 1978): The DAS is often used in 

clinical research to examine mediational/moderational effects of cognitive dysfunction and 
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depression outcome (Whisman, 1993). The DAS (form A) is a 40-item adaptation from the 

original 100-item measure that is widely used in depression research (Floyd et al., 2004). The 

DAS-A has been shown to have good concurrent validity with both the HRSD and the GDS-30 

(Floyd et al., 2004) as well as internal reliability (a = .87-.90; Jarrett, Vittengl, Doyle, & Clark, 

2007). This measure was administered at pre-treatment and post-treatment times. 

California Older Persons Pleasant Events Schedule (COPPES; Rider, Gallagher-Thompson, & 

Thompson, 2004): The COPPES was used in this dissertation to measure the participants‟ 

pleasant events. It is recognized as a clinically more useful version of the Pleasant Events 

Schedule for older adults (Duffy & Karlin, 2006).  This 66-item measure assesses the frequency 

and enjoyment of activities across five domains: Socializing, Relaxing, Contemplating, Being 

Effective, and Doing. The authors report the COPPES as having both adequate internal reliability 

among the five domains (a range = .63-.86) and construct validity. This measure was 

administered at pre-treatment and post-treatment times. 

Measure of Treatment Receipt: This 20-item measure was developed by the researcher to 

measure the amount of CBT material retained by the participant following the intervention. The 

questions include 13 items from the Cognitive Therapy Knowledge Test (Scogin, Jamison, 

Floyd, & Chaplin, 1998) and 7 items constructed by the researcher based on specific information 

to be taught throughout the program. This measure was administered at pre-treatment and post-

treatment times. 

Measure of Intervention Benefit: This 5-item measure was developed by the researcher to 

measure how helpful the participants judge the intervention as being and how easy it was to use. 

This measure was administered at the post-treatment time.  
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Study Design and Procedures 

 The design of this study is a randomized control trial between an experimental group and 

a wait-list, minimal-contact control group. After the participants were telephone-screened 

eligible based on the sociodemographic questionnaire, GDS-30, and TICS-m, they were visited 

in-home to complete their baseline assessment. Eligible participants were randomly assigned to 

either immediate treatment or a wait-list, minimal-contact control group. 

The use of a wait-list minimal-contact control group was chosen for three reasons. First, 

it provided a comparison-group for whose pre-treatment data can be compared against the 

experimental participants‟ post-treatment data. Second, it followed an ethical decision to allow 

the control participants an opportunity to receive the same treatment offered to the experimental 

participants.  Third, it provided a way for the researcher to monitor the safety of the control 

participants during their waiting-period. 

Random group assignment was determined using a manual ballot system. Seventeen 

experimental-group ballots and seventeen control-group ballots were prepared prior to 

recruitment. This system ensured equal numbers of participants in both groups. These ballots 

were sealed in thirty-four blank envelopes and were opened immediately following baseline 

assessments. This method of random assignment assured the assessors were blind to which group 

the participants were allocated prior to the baseline assessments. This was important as it 

controlled for possible assessor bias; such that data may have been unintentionally recorded in 

the direction of expected outcome. The assessor who completed the baseline assessment was not 

allowed to collect the same participant‟s Time 2 assessment in order to maintain the control 

against assessor bias. A condition-blinded assessor was assigned to collect Time 2 data. This was 
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the case for both experimental participants (post-treatment) and control participants (pre-

treatment). 

Participants randomized to the immediate treatment group received a slate PC as the 

treatment implementation device during this baseline visit. The researcher or a research-assistant 

spent an additional thirty-minutes training the participant to use the slate PC. This personal 

training addressed a theme noted earlier by Saunders (2004) of older adults‟ preference for 

individual instruction. During this acclimation training the participant was shown how to access 

the CAT program, and that the only method of use needed was a point-and-click method using 

the stylus. A keyboard was not used in the implementation of this device or program. This 

acclimation training was done to lessen the participants' fears of erasing software or being too 

unfamiliar with computers (Saunders, 2004). Furthermore, this training was performed to 

demonstrate to the participants that the intervention text was large and easily legible (minimum 

font=20). This was done to alleviate fears regarding minor visual impairments (Saunders, 2004). 

It was expected that many of the participants in the „baby-boom generation‟ (aged 50-61) would 

be familiar with the use of computers (e.g., typing, using a mouse, touchpad, etc.) and not need 

excessive training or a larger font size. Many of the participants however were of an age for 

which this familiarity may not have existed. Simplifying the users‟ interface with the program 

maximized the likelihood that all participants were able to navigate the content equally well. 

There is no evidence in the literature to support such modifications being disadvantageous to 

participants who would not otherwise need them. 

Immediate-treatment participants received weekly, five-minute telephone calls by the 

researcher or research-assistant. The purpose of these calls was to: a) to monitor mood as a safety 

assurance, b) to address any technological problems should they occur, and c) to monitor the 
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number of completed sessions. This call was as unintrusive as possible and did not address any 

information about the intervention material. The number of completed sessions primarily 

dictated when mid-treatment and post-treatment assessments were given.  

Research-assistants were trained on the protocol and had completed The University of 

Alabama‟s training on protection of human subjects in research. Research-assistant training 

occurred prior to recruitment and was didactic in nature. The research assistants were trained to 

administer the measures in a standardized fashion. They met with the researcher for mock-

assessments prior to contacting participants. Part of this mock-assessment was evaluated by the 

researcher‟s supervisor to assure that the measures relying on clinical judgment were scored in a 

valid and reliable manner. Particular attention was given to administering the HRSD in a 

standardized way and scoring it accurately. This attention was important because the HRSD 

score is based on the clinical judgment of the assessor. The HRSD administrations were audio-

recorded for each participant. Twenty-three audio-recordings (approximately 33% of 

assessments using all time-points for both groups) were selected at random throughout the course 

of this study to monitor the internal validity of HRSD administration. The researcher listened to 

these audio-recordings and scored a separate HRSD to compare with the original. Acceptable 

inter-rater reliability was determined by a minimum Pearson product-moment correlation of .70 

between the original and second versions. Correlations that fell below the minimum level 

prompted the researcher to conduct a “booster” training with the assessor to adjust scoring 

discrepancies. Due to the standardized version of the HRSD used in this study and training 

sessions between research assistants prior to visiting participants this procedure was not needed 

as high inter-rater reliability (r = .99) existed. 
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Research-assistants also received training on how to use the tablet-PC and how to explain 

such usage to older adults who had no prior computer experience. Emphasis was placed on 

allaying fears of not knowing how to type, not being computer-literate, or easily breaking the 

computer.  

 Participants who were randomized to the control group began their one-month waiting 

period following their baseline assessment. During this one-month waiting period the control 

participants were contacted on the telephone once per week for five minutes by the researcher or 

research-assistant who conducted their baseline assessment. This contact consisted of reminding 

them of the study and thanking them for their participation. A condition-blinded assessor called 

the participants to administer the pre-treatment measures over the telephone after the one-month 

waiting period was completed. The researcher or research-assistant who administered the 

baseline assessment, and knew that the participant was in the control group, also met with the 

participant for 30-minutes to deliver and acclimate them to the tablet PC. Control condition 

participants received the same treatment intervention as the immediate condition participants. 

Control condition participants also received 5-minute, weekly telephone calls during their 

intervention period to assess mood, technological issues, and session progress. 

Mid-treatment assessments were performed during the middle of the participants‟ 

treatment implementation period (described below). Mid-treatment assessments were taken via 

telephone and followed the 5th session. The mid-treatment assessment was completed following 

the second week if the participant had not completed their fifth session by that time. The purpose 

of the mid-treatment assessment was to provide end-point data for participants who did not 

complete the study (attrition). These assessments were administered by either the researcher or a 

research-assistant.  
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Post-treatment assessments were performed following the participants‟ treatment 

implementation period. The post-treatment assessments were performed in-home in the same 

format as the baseline assessments. The post-treatment assessments were completed immediately 

following the participant‟s last session or at the end of the month for those who did not complete 

the intervention.  

Treatment Implementation: The intervention was a CBT CAT-delivered program written by the 

researcher and a computer programming consultant. The computer language used to write the 

program was C++, using multithreaded programming. The computer programming consultant 

needed approximately 300 hours to complete the necessary programming for the intervention. 

The program consists of approximately 23,000 lines of code. The researcher needed 

approximately 10 months to create the individual screen-shots along with an additional two 

months to record the audio tracks that accompany each screen throughout the sessions. The 

researcher and the computer programming consultant collaborated to create a synchronized 

presentation of visual elements that appear at specific times on each screen based on the 

concurrent audio track. The computer programming consultant also created a separate program 

that the researcher used to reset the program before each new participant‟s use. This program 

erased the written data that each participant created in the program as they completed their use of 

standard CBT tools such as a thought diary (written on the screen by the participant and saved by 

the program for later reference). Content material for the program was based on Cognitive-

Behavioral Therapy for Late Life Depression (Dick et al., 1995) and Cognitive Therapy of 

Depression (Beck, Rush, Shaw, & Emery, 1979). This material has been successfully used in 

several larger studies to treat depression in older adults (Coon, Thompson, & Gallagher-

Thompson, 2007, Floyd et al., 2004, Scogin et al., 2007). The researcher consulted with an 
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expert in the field of CAT interventions, Dr. Jesse Wright, during the development of the 

program. Dr. Wright and the researcher‟s supervisor reviewed the final version of the program to 

ensure adequate content validity.  

The program consisted of 11 CBT sessions lasting approximately 30 minutes to an hour 

each session, depending on the content. The duration of the intervention was designed to be 

completed at a minimum of 22 days; with one month being allowed. Directions in the program 

instructed the participants to complete a session every other day. It was recognized that for some 

participants this instruction will not be adhered to and, therefore the projected timeline for a 

participant to compete the program was one month. This session frequency is uncommon during 

typical psychotherapy. The self-paced format of the CAT in this application however is more 

akin to reading for an hour every second day. There is evidence that this frequency was not too 

demanding. Participants in past bibliotherapy studies were asked to complete Feeling Good 

(Burns, 1980) a 608 page book in a month‟s time (Scogin et al., 1989). Participants were a mean 

age of 68.3 years and reading completion was 85%. Importantly, the participants had the 

opportunity to review content at their convenience. Further support for the session frequency in 

this study also came from the previously discussed multi-center, double-blind RCT where older 

adults successfully completed a computer-based treatment regime lasting 8-10 weeks, 5 days 

each week, for an hour each day (Zelinski et al., 2007). 

 The content of the 11 sessions were presented in the same order as the CBT manual by 

Dick et al. (1995). The first session gave an introduction to the program, outlining the content of 

the 11 sessions, and discussed goal-setting. It explained the rational for CBT and how this form 

of SAT used a computer to teach principals that can be applied in the future, following the use of 

this program. 
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The second session taught concepts related to a 3-column thought diary. The participants 

were taught the relations between dysfunctional thoughts that stem from unpleasant events, 

leading to poor emotional outcome. The participants were shown how a 3-column thought diary 

is first completed. This was done by the participant following an example scenario whereby a 

computer-generated character completes a 3-column diary according to a fictitious scenario. 

The third session taught the participant ways to identify dysfunctional thinking patterns. 

The purpose of this session was to train the participants to engage in meta-cognitions; allowing 

them to identify unhealthy, automatic thoughts. 

The fourth session gave the participants a chance to complete an individual 3-column 

thought diary. This session also taught the participants ways to challenge dysfunctional thinking 

in order to complete a 5-column thought diary at the end of the session. The 5-column thought 

diary incorporated: identifying unpleasant events, automatic thoughts about the events, the 

emotions that stem from the automatic thoughts, identification of dysfunctional thoughts, 

challenging those thoughts, replacing dysfunctional thoughts with healthy ones, and identifying 

the new level of emotions. The thought diaries were hand-written by the participants on the slate-

PC screen and were accessible to the participants via an icon at the top of the screen. The 

participants had the ability to erase information on the diary and amend it as needed. 

Session five taught the participants ways to cope with anxiety, stress, and anger. This 

session educated the participants to the relation between anxiety and depression. It presented 

ways to identify feelings of anxiety and tension and techniques to ameliorate these emotions. A 

passive-relaxation video exercise was taught and was accessible via an icon at the top of the 

screen. The participants were also shown how to use a tension diary that tracked their levels of 
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anxiety based on day, time, and situation. This diary was also accessible via an icon at the top of 

the screen.  

Session six educated the participants to the relation between behavior and mood. This 

session discussed ways to identify and increase their pleasant events. Examples of pleasant 

events were given to provide encouragement to the participants to generate their own list of 

activities. The examples used came from the CBT manual as well as ones that have been shown 

to be related to depression in older adult samples (e.g., religious activities such as attending 

church, mediation, and prayer). This session demonstrated ways to track pleasant events in 

relation to the participant‟s mood. This tracking chart was accessible via an icon at the top of the 

screen. 

Session seven began what was referred to by the CBT manual (Dick et al., 1995) as 

“special skills.” Session seven taught the participants ways of identifying and managing 

excessive thinking through techniques such as “thought stopping” and assigning dedicated time 

to worry. Circumstances in which these techniques may have been considered useful were 

explained.  

Session eight showed the steps of problem-solving that incorporate brain-storming and 

rank-ordering solutions. Participants were shown how to define a specific problem, generate a 

list of possible solutions, evaluate the solutions through rank-ordering, and how to allow for 

flexibility in case the first solution becomes impractical. 

Session nine enhanced the participants‟ assertiveness skills by educating the participant 

to the differences between aggressive, passive, and assertive communication. A case-vignette 

was used where characters reacted to a scenario aggressively, passively, or assertively.  General 

assertiveness techniques were taught to enhance appropriate communication skills. A „broken 
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record‟ technique was also taught for use in situations where assertive communication may have 

been ineffective. 

Session ten taught participants the use of imagery as a therapeutic skill. Imagery was 

taught to gain understanding from an event that has already happened as it related to current 

mood, and to prepare for possibly stressful events that have not yet occurred. This session 

discussed the incorporation of imagery to augment previously learned skills such as the thought 

diary, passive-relaxation, and assertiveness.  

The final session was a brief review of the previous 10 sessions, highlighting the main 

topics covered in the entire program. Throughout the program the participants had the 

opportunity to navigate the sessions as they would have with a book. The review session 

reminded them of key concepts that they may have wanted to revisit, to benefit their retention of 

CBT material. 

  Each session began with an audio monologue describing the goals and purposes of the 

session. The session then progressed with text-based CBT material complimented by audio-

visual information to enhance the participants‟ retention of the CBT material. For example, as a 

3-column thought diary was shown on the screen, the participant listened to the audio 

explanation while watching a graphical demonstration of each of the elements as they appeared 

in the diary. An important aspect of the visual material was the use of computer-generated 

characters who presented vignettes emphasizing some of the material. The benefit of using these 

characters was that the familiarity the participants formed with them throughout the program. 

The participants became familiar with the characters‟ circumstances and were able to relate to 

how techniques taught in the program may apply in real-life. The generation of these 

photorealistic characters was accomplished using the program, Poser 6.0. Visual material also 
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allowed the participants to periodically be shown their progress during a session. Each session 

had a screen that appeared at certain intervals, showing a pie-chart with a percentage of, “How 

far you have gone in this session” and “How far you have left to go in this session.” 

Following each session, excluding the last, a standard CBT homework assignment was 

given that covered previous session material. The program asked the participant if they had 

completed the homework assignment at the start of each session. The program internally 

recorded the participants‟ answers as a measure of treatment compliance. If the participant 

indicated „yes‟, the program presented audio-visual information that praised their effort and 

encouraged them to complete future assignments. If the participant indicated „no‟, the program 

presented audio-visual information that emphasized the benefit of completing homework. The 

participants‟ answers did not preclude the next session from starting.  

  A 5-item, true/false measure of treatment receipt was presented after each third session. 

The program internally recorded the participants‟ answers as a measure of treatment receipt. The 

questions were based on materials covered in the previous three sessions. Scoring 100% correct 

on this measure prompted the program to present text and audio that communicated to the 

participant that they had adequately retained the previous materials. If the participant scored less 

than 100%, the program prompted them to review an index of terms that were accessible at any 

time following the third session. As sessions progressed the index material increased 

accordingly.  
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Data Analysis Plan 

 

Data Collection & Management 

 Data were collected in two ways. First, the baseline, mid-treatment, and post-treatment 

assessment data from each measure were collected by the researcher and research assistants 

using TeleForm, a barcoded, machine-readable form. These forms were later scanned and the 

data were entered into databases automatically by the TeleForm program. This decreased the risk 

of data-entry error. Second, treatment receipt and enactment data were automatically recorded by 

the CAT program as the participants completed the 5-item true/false measures and indicated 

whether or not they completed homework assignments.  

 Data were uploaded from the slate-PC and stored by the researcher onto a password-

protected database housed on servers by The University of Alabama. Participant data were 

identified in the database by a numeric code. As each participant‟s data were uploaded, data were 

erased from the slate-PC. Following this procedure the researcher ran a program-utility 

(CleanUp!; Gould, 2003) on the slat-PC to ensure the participants‟ deleted information could not 

be restored. 

Data Analyses 

Aim 1:  Pre-treatment to post-treatment change on measures of depression (GDS-30 and HRSD 

separately) were examined as a function of group assignment using a regression analysis. The 

predictor variable was „group‟ (dummy coded „0‟ or „1‟) and the outcome variable was change in 

depression. The outcome variable was represented as a regression-residual using pre-treatment 

depression as the independent variable and post-treatment depression as the dependent variable. 

The amount of change was equal to the difference between a participant‟s observed and 
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predicted post-treatment scores. This residualized-change method allowed the outcome variable 

in the main regression analysis to be a more accurate determinant of change than a simple pre to 

post-treatment difference (Marks & Martin, 1973). Statistically, this is the same as calculating a 

partial correlation between the IV and DV. 

Pre-treatment scores have been shown to positively correlate with simple pre to post-

treatment difference scores (Galton & Simon, 1980). Participants who have low pre-treatment 

depression scores, for example, have little room for improvement on the measure. The 

residualized-change score calculation however is independent of participants‟ pre-treatment 

scores. Cronbach and Furby (1970) state, “A gain is residualized by expressing the posttest score 

as a deviation from the posttest-on-pretest regression line. The part of the posttest information 

that is linearly predictable from the pretest is thus partialled out.” (p.68)  

Aim 2: Regression analysis were used to determine meditational relations of pleasant events and 

dysfunctional attitudes (separately) between the treatment implementation and levels of post-

treatment depression. Standard mediation test procedures were used as specified by Baron and 

Kenny (1986). Overall model significance would be tested using standard procedures specified 

by Sobel (1982). These mediational relations would also be examined using bootstrap methods to 

increase statistical power (Shrout & Bolger, 2002).  

 The three standard procedures to determine mediation included the following: 1) show 

that a significant relation exists between the predictor variable (group) and the outcome variable 

(GDS-30 and HRSD separately), 2) show that a significant relation exists between the predictor 

variable and the mediating variable (COPPES and DAS separately), and 3) show that the relation 

between the predictor variable and the outcome variable becomes nonsignificant when the 

mediator variable is simultaneously entered into the equation (full mediation). Partial mediation 
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would be shown if the relation between the predictor variable and the outcome variable 

decreased, but remained significant, when the mediating variable was simultaneously entered 

into the equation.  

The first mediation procedure was performed using simple regression where „group‟ was 

used to predict the residualized change on the GDS-30 and HRSD. The second procedure would 

also be performed using a simple regression. The „group‟ variable would be used to predict the 

residualized change on the COPPES and DAS. The final mediation procedure would be 

performed using sequential regression. Sequential regression forces predictor variables into the 

equation in a specific causal order chosen by the researcher. A predictor variable entered later in 

the sequence accounts for variance that is shared with preceding ones. The order that the 

independent variables will occur in the equation will be first „group‟ and second either the 

residualized change score for the COPPES or DAS. The outcome variable would be either the 

residualized change score for the GDS-30 or HRSD. The resultant decrease in the beta weight for 

„group‟ would indicate the amount of mediation.  The t-statistic for „group‟ would be 

nonsignificant, indicating that the change on depression was not significantly accounted for by 

„group‟ once the shared variance explained by the COPPES or DAS was removed. 

The above procedures for testing mediation are based on interpreting the resultant direct 

effect once the effect of the mediator is considered. The result of these procedures is often 

supported by testing the indirect effect of the predictor variable on the outcome variable via the 

mediating variable. Testing whether this indirect effect is significantly different from zero is 

accomplished using a Sobel test. The Sobel test determines the significance of the mediated 

effect. This test divides the mediated effect (two indirect effects multiplied by each other) by the 
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standard error of the mediated effect. This results in a Z-score that can be interpreted as ≥1.96 

being significant using a .05 alpha level. 

  Traditional mediation analysis has been shown to include greater estimation error 

(standard error of the path coefficients) as the sample size decreases (Shrout & Bolger, 2002).  

Mediation analysis among small samples (such as 20-80 cases) is more powerful when bootstrap 

methods are used (Shrout & Bolger, 2002). Bootstrap methods are based on randomly 

resampling data from the given data-set and treating the data-set as a pseudo-population. 

Regression parameter estimates are calculated each time the data-set is resampled X times. 

Confidence intervals are then calculated around the parameter estimate of the overall indirect 

effect (mediation). The advantage of this mediation method for small samples is that, 

“Variability in the distribution of the parameter estimates across the many bootstrap samples 

accurately models variability in the original research sample to the degree that the original 

sample accurately represents the population from which it is drawn.” (Mallinckrodt, Abraham, 

Wei, & Russell, 2006, pp. 373-374). 

Aim 3: Two simple regression analyses were used to assess the relation between treatment 

receipt and measures of depression. The first regression analysis used the percentage of correctly 

answered items from all available 5-item treatment receipt measures (represented as a 

percentage) as the predictor variable and the residualized-change score of depression (GDS-30 or 

the HRSD) will be the outcome variable. The second regression analysis used the residualized-

change score on the 20-item treatment receipt measure as the predictor variable and the 

residualized-change score of depression (GDS-30 or the HRSD) as the outcome variable. The 

data for these analyses were collapsed between the experimental and control participants‟ 

baseline and post-treatment time points. 
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Clinical Significance 

 Results that show statistically significant improvement for the experimental group 

compared to the minimal-contact control group may not equate to a clinically meaningful 

difference. Participants who show statistically significant change on a measure of depression 

following an intervention may have begun, for example, with a high level of symptomology and 

ended with a moderate level. This moderate level of depression, while significantly lower than 

their initial level, may not be a clinically meaningful improvement to the individual.  

Clinically meaningful change was determined by meeting two criteria. The first involved 

determining if the participant at post-treatment had a depression score that crossed a normative, 

diagnostic cut-point in the desired direction according to the measure. These cut-points were a 

score of <10 on the HRSD and a score of <11 on the GDS-30.   

The second criteria was met by calculating a reliable change index score (RCI; Jacobson 

& Truax, 1991). The RCI determined if a statistically reliable change occurred between the 

participants‟ pre and post-treatment scores. This calculation takes the difference between a 

participant‟s post-treatment score ( and their pre-treatment score ( ), divided by the standard 

error of the difference between these two scores (RC = [( ]. The standard error of 

difference  represents the distribution of scores to be expected if no change 

occurs. A reliable change index score of ≥1.96 (α=.05) suggested that pre to post change scores 

reflected actual and meaningful change. 

Data Imputation 

 Participants‟ last data-point for measures of pre to post analyses were carried forward in 

the event of missing data. This procedure was performed after satisfying that the missing data 

were likely random. Demographics and baseline measure data were analyzed using independent 
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t-tests comparing treatment completers and non-completers. Nonsignificant results suggested 

random missing data. This method ensured that all participants‟ data were analyzed. 
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RESULTS 

Demographic Makeup of the Sample 

 Characteristics of the sample are presented in Table 1, and dependent variable means and 

standard deviations by time and condition are presented in Table 2. This sample was mostly 

female (88%) and predominately Caucasian (91%). The average TICS-M score (M = 34.8) was 

moderately high (equivalent to 30 on MMSE; de Jager, Budge, & Clarke, 2003) and almost half 

(47%) of the sample had some form of education beyond high school. Self-rated health status of 

the participants was high with 64.7% rating their health as good or excellent. Fifty-percent of the 

participants also rated their income as either mostly adequate or adequate. Independent t-tests 

were performed comparing the experimental and control group participants on demographic (sex, 

race, education, marital status, self-rated health, cognitive screen), pretreatment outcome (HRSD, 

GDS-30), and mediational variables (DAS, COPPES). No significant differences were found 

between the experimental and control groups on these variables. 

 

Attrition 

 Figure 1 shows the flow of participants through the study. Three hundred thirty-four 

individuals were referred or requested information about this study. Contact was attempted but 

not made for forty-two people. Two hundred ninety-two were contacted; ninety-two of whom 

were not interested. Two hundred people were screened and most were not eligible based on 

their GDS-30 score. Thirty-four participants, therefore, completed a baseline (Time 1) 

assessment and were randomized to either the experimental or control condition. Seventeen 
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participants began the treatment immediately and seventeen waited one month to begin 

treatment. Missing data for three participants in the experimental group and one participant in the 

control group (non-completers) at Time 2 were replaced using the carry-forward method. 

Analyses for Aims 1 and 2 therefore used carry-forward data for four participants. Following the 

one-month waiting period the seventeen control participants completed their Time 2 assessments. 

These data along with the Time 2 data for the experimental participants were used for pre-post 

comparisons in this study.  Following the Time 2 assessments for the control participants, they 

were randomized again to receive either the computer treatment (n=8) or another treatment (n=9) 

not discussed as part of this study. Of the eight control participants who received the computer 

treatment as part of this study, four completed a third assessment, three could not be contacted 

and one declined to be assessed. These later, uncontrolled data were not reported as part of this 

study. 
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Table 1 

Pretreatment Sample Characteristics 

  

Variable M  SD or (N%) Experimental Control 

Age 62.68 6.30 63.82 61.53 

Sex 

   Female 

   Male 

 

(88.2) 

(8.8) 

 

(47.1) 

(2.9) 

 

(41.1) 

(5.9) 

Race 

   Black/African-American 

   White/Caucasian 

   Native American 

 

(5.9) 

(91.2) 

(2.9) 

 

(0) 

(50) 

(0) 

 

(5.9) 

(41.2) 

(2.9) 

Years of education 

   Grade 6 

   Grade 9 

   Grade 10 

   Grade 11 

   Grade 12/HS diploma/GED 

   Vocational/training after HS 

   Some college/Associate‟s degree 

   College degree 

   Master‟s degree 

   Doctoral degree 

 

(2.9) 

(2.9) 

(14.7) 

(2.9) 

(29.4) 

(5.9) 

(17.6) 

(14.7) 

(5.9) 

(2.9) 

 

(0) 

(2.9) 

(5.9) 

(2.9) 

(11.8) 

(5.9) 

(5.9) 

(8.8) 

(5.9) 

(0) 

 

(2.9) 

(0) 

(8.8) 

(0) 

(17.6) 

(0) 

(11.8) 

(5.9) 

(0) 

(2.9) 

Income adequacy 

   No 

   Somewhat 

   Mostly 

   Yes 

 

(20.6) 

(26.5) 

(14.7) 

(35.3) 

 

(8.8) 

(8.8) 

(8.8) 

(20.6) 

 

(11.8) 

(17.6) 

(5.9) 

(14.7) 

Marital status 

   Married 

   Divorced 

   Widowed 

 

(55.9) 

(20.6) 

(20.6) 

 

(32.4) 

(5.9) 

(11.8) 

 

(23.5) 

(14.7) 

(8.8) 

Self-reported level of health 

   Poor 

   Fair 

   Good 

   Very good 

   Excellent 

 

(8.8) 

(26.5) 

(50) 

(8.8) 

(5.9) 

 

(2.9) 

(8.8) 

(29.4) 

(5.9) 

(2.9) 

 

(5.9) 

(17.6) 

(20.6) 

(2.9) 

(2.9) 

TICS-M 34.76 5.37 35.4 5.90 34.12 4.87 
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292 Contacted 
  

92 Not Interested 
  

  
  

200 Screened 
  

  

  

34 Randomized 
  

334 Referred or Requested  
Information 

  

17   Immediate Treatment 
  17 Delayed Treatment Control 

  

14 Completed T2 Assessment 

       (3 carry-forward) 
a
    

16 Completed T2 Assessment 
b 

(1 carry-forward)
 c
 

  
  

  

4 Completed Time 3 Assessment  
  

3 lost contact & 1 declined   
  

8 Randomized to CA-CBT 
  

  

9 Randomized to 
Other Treatment 

d 
  

Figure 1. Flow of participants through study. (a) could not contact, (b) shared 

delayed treatment control data with separate study, (c) lost interest (d) separate 

study. 

Excluded: 

- GDS screening <11 (129) 

- TICS-M <21 (19) 

- <55 years old (5) 

- Began other treatment within 3 

months (5) 

- Lost contact (3) 

- Suicidal ideation (2) 

- Hearing impaired (1) 

- Bipolar dx. (1) 

- Discomfort with technology (1) 

42 Could Not Contact 
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Aim 1: To assess the efficacy of tablet PC-delivered CBT for decreasing depressive symptoms in 

older adults. 

Hypothesis 1a: Older adults who receive the tablet-delivered intervention will report 

significantly fewer depressive symptoms on the HRSD than those who do not receive it. 

Hypothesis 1b: Older adults who receive the tablet-delivered intervention will report 

significantly fewer depressive symptoms on the GDS-30 than those who do not receive it. 

All analyses used a critical alpha level of .05 for determining statistical significance. 

Dependent variable means and standard deviations by time and condition are presented in Table 

2. The data for this aim were analyzed using linear regression. Standardized change scores of the 

HRSD and GDS-30 were regressed onto group code (0=control, 1=experimental). The regression 

equation for the analysis of the HRSD was: HRSD change score = .40 + -.41(group code) + 

error. This result showed that fourteen percent of the change that occurred between Time 1 and 

Time 2 on the HRSD was due to being in the experimental group (R
2

adj = .14). The overall 

relation between HRSD change and group code was significant (F1,32 = 6.37, p < .05) thus 

supporting hypothesis 1a. The Time 1 to Time 2 Cohen‟s delta effect-size (the difference 

between the experimental and control group means at Time 2/pooled standard deviation ) was 

calculated to be .55; a medium effect-size by convention. Figure 2 shows the decrease between 

Time 1 and Time 2 means on the HRSD for the experimental and control groups. 

The regression equation for the analysis of the GDS-30 was: GDS-30 change score = .28 

+ -.29 (group code) + error. The result for the second analysis for Aim 1 showed that five percent 

of the change that occurred between Time 1 and Time 2 on the GDS-30 was due to being in the 

experimental group (R
2

adj = .05). The overall relation between GDS-30 change and group code 

was not significant (F1,32 = 2.90, p = .10). Hypothesis1b. therefore was not supported.  
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Exploratory Analyses for Aim 1. 

The above analyses for Aim 1 used carry-forward data in the event data were missing at 

Time 2 (3 cases in the experimental group and 1 case in the control group; see Figure 1). The 

carry-forward method for missing data assumes no change has occurred between time points. 

This method of substituting missing data has the potential to be conservative. The non-significant 

relation between group assignment and the GDS-30 change score was therefore reanalyzed using 

a linear mixed model analysis. Results from this analysis using a linear mixed model reflected 

the non-significant finding from above. Mean GDS-30 differences between groups were not 

significant (F1,32 = 1.62, p = .21).  

Data from the BSI subscales and total score were also analyzed to determine if treatment 

improved indicants of distress. Exploratory analyses indicated that treatment did not significantly 

improve either the overall measure of distress or the individual subscales of this measure.  
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Table 2 

Means (SD) of Outcome Variables by Time and Condition 

 Time 1 Time 2 

Measure Computer Control Computer Control 

HRSD 15.97 (7.60) 15.53 (8.43) 10.09 (8.46) 12.35 (8.54) 

GDS 17.09 (4.96) 18.53 (5.84) 11.97 (7.98) 15.18 (9.11) 

Figure 2. HRSD means by time and group. 
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Aim 2: To examine the relation between tablet PC-delivered CBT, pleasant events, dysfunctional 

attitudes, and depression. 

Hypothesis 1a: Older adults who receive the tablet-delivered intervention will report 

significantly fewer depressive symptoms than those who do not receive it. This relation will be 

mediated by the COPPES. 

Hypothesis 1b: Older adults who receive the tablet-delivered intervention will report 

significantly fewer depressive symptoms than those who do not receive it. This relation will be 

mediated by the DAS. 

 Figure 3 shows the model that was tested in Aim 2 and Table 3 shows the bivariate 

relations between predictor, outcome, and mediational variables central to Aim 2. The 

requirements as stipulated by Baron and Kenny (1986) for mediational analysis were not 

satisfied. The group variable was significantly related to only the HRSD change score (r = -.41, 

p<.05) and did satisfy the first step in mediation for examining the HRSD. The second step for 

mediation however was not met. The group variable was not significantly related to either the 

COPPES change score (r = -.01, p = .94) or the DAS change score (r = .05, p = .99). These non-

significant results precluded further analyses for this aim. 

 

 

 

 

 

 

 

 

Figure 3. Mediational model for Aim 2. 
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Table 3 

Correlations of Mediation Variables 

 

Group 

HRSD Change 

Score 

GDS Change 

Score 

DAS Change 

Score 

COPPES Change 

Score 

Group  -.41 (p<.05) -.29 -.00 -.01 

HRSD Change 

Score 
  .61 (p<.05) .16 -.18 

GDS Change 

Score 
   .13 -.29 

DAS Change 

Score 
    -.10 

COPPES 

Change Score 
     

 

Aim 3: To examine the relation between the treatment-receipt of tablet PC-delivered CBT and 

post-treatment depressive symptomology. 

Hypothesis: Change on depression scores will be significantly predicted by treatment-receipt. 

The analyses for this aim used collapsed data between the experimental and control 

participants in order to assess for treatment receipt for both groups. The data for this aim were 

analyzed using linear regression. Standardized change scores of the HRSD and GDS-30 were 

regressed onto the mean scores of treatment receipt measures (mean percentage of correct items 

on the 5-item quizzes; mean % correct, and the standardized change score of the Cognitive 

Therapy Knowledge Test; CTKT). The regression equation for the analysis of the mean % 

correct and the HRSD was: HRSD change score = 1.41 + -.50 (mean % correct) + error. This 

result showed that twenty-one percent of the change that occurred between Time 1 and Time 2 

on the HRSD was explained by the performance on the 5-item quizzes (R
2
adj = .21). The overall 

relation between mean percent correct on quizzes and HRSD was significant (F1,23 = 7.52, p < 

.05).  
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The regression equation for the analysis of the CTKT and the HRSD was: HRSD change 

score = .00 + -.38 (CTKT) + error. This result showed that ten percent of the change that 

occurred between Time 1 and Time 2 on the HRSD was explained by change on the CTKT 

(R
2

adj = .10). The overall relation between the CTKT and the HRSD was significant (F1,32 = 4.67, 

p < .05).  

The regression equation for the analysis of the mean percentage of correct items on the 5-

item quizzes and the GDS-30 was: GDS-30 change score = .89 + -.33(mean % correct) + error. 

This result showed that seven percent of the change that occurred between Time 1 and Time 2 on 

the GDS-30 was explained by the performance on the 5-item quizzes (R
2
adj = .07). The overall 

relation between mean percent correct on quizzes and the GDS-30 change was not significant 

(F1,32 = 2.8, p > .05).  

The regression equation for the analysis of the CTKT and the GDS-30 was: GDS-30 

change score = .00 + -.35 (CTKT) + error. This result showed that nine percent of the change 

that occurred between Time 1 and Time 2 on the GDS-30 was explained by change on the CTKT 

(R
2

adj = .09). The overall relation between the CTKT and the GDS-30 was significant (F1,32 = 

4.35, p < .05). 

 

Treatment Enactment: 

 Data were collected by the computer treatment program indicating the number of sessions 

completed by the participants. The computer program also recorded homework compliance as 

reported by the participants. Results showed that treatment enactment significantly predicted the 

change that occurred from Time 1 to Time 2 on the HRSD and the GDS-30. 
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 The regression equation for the analysis of the number of sessions completed and the 

HRSD was: HRSD change score = 2.23 + -.75 (number of sessions) + error. This result showed 

that fifty-four percent of the change that occurred between Time 1 and Time 2 on the HRSD was 

predicted by the number of sessions completed by the participant (R
2

adj = .54). The overall 

relation between HRSD change and number of sessions was significant (F1,23 = 28.78, p < .05). 

 The regression equation for the analysis of the number of sessions completed and the 

GDS-30 was: GDS-30 change score = 1.11 + -.38 (number of sessions) + error. This result 

showed that ten percent of the change that occurred between Time 1 and Time 2 on the HRSD 

was predicted by the number of sessions completed by the participant (R
2

adj = .10). The overall 

relation between GDS-30 change and number of sessions was significant (F1,23 = 3.79, p < .05). 

 The regression equation for the analysis of the percentage of homework completed and 

the HRSD was: HRSD change score = 1.47 + -.69 (percentage of homework) + error. This result 

showed that forty-one percent of the change that occurred between Time 1 and Time 2 on the 

HRSD was predicted by the percentage of homework completed by the participant (R
2

adj = .41). 

The overall relation between HRSD change and percentage of completed homework was 

significant (F1,23 = 17.59, p < .05). 

The regression equation for the analysis of the percentage of homework completed and 

the GDS-30 was: GDS-30 change score = .82 + -.38 (percentage of completed homework) + 

error. This result showed that ten percent of the change that occurred between Time 1 and Time 

2 on the GDS-30 was predicted by the percentage of homework completed by the participant 

(R
2

adj = .10). The overall relation between change on the GDS-30 and percentage of completed 

homework was not significant (F1,23 = 3.75, p > .05). 
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Clinical Significance: 

Results showed that 17 participants (50%) began with HRSD scores greater than or equal 

to 10 and at Time 2 had scores less than this clinical cut-point. Participants who began with 

HRSD scores below 10 and remained as such at Time 2 were not counted as having made 

clinically meaningful changes. All participants began with GDS-30 scores of 11 or greater at 

Time 1 per inclusion criteria. Fourteen participants (41%) at Time 2 had GDS-30 scores less than 

this clinical cut-point.  

 Reliable change index (RCI) scores were also calculated for each of the participants in 

determining clinical significance. Fifteen participants (44%) were calculated as having made 

clinically meaningful changes between Time 1 and Time 2 (RCI scores ≥1.96, α=.05) on the 

HRSD. An RCI score of  ≥1.96 equated to at least a 7 point difference between Time 1 and Time 

2 on the HRSD. Results also showed that 14 (41%) participants made clinically meaningful 

changes between Time 1 and Time 2 on the GDS-30.  A difference of at least 6 points between 

Time 1 and Time 2 was needed to equate to an RCI score of ≥1.96 on the GDS-30.  

 

Participant Satisfaction 

 Results from the five question participant satisfaction questionnaire showed that in 

general the participants who completed this measure felt that the computer program was easy to 

use, easy to learn, enjoyable, useful for improving mood, and a program that they would 

recommend to a friend. Table 4 shows the percentages of categories for how each question was 

answered.  
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Table 4 

Post-treatment Participant Satisfaction (n=21) 

Question % 

This program was easy to use:  

   definitely disagree 4.8 

   somewhat disagree 0 

   neither agree or disagree 9.5 

   somewhat agree 33.3 

   definitely agree 52.4 

  

The techniques in this program were easy to use:  

   definitely disagree 4.8 

   somewhat disagree 0 

   neither agree or disagree 4.8 

   somewhat agree 23.8 

   definitely agree 66.7 

  

I enjoyed this program:  

   definitely disagree 4.8 

   somewhat disagree 0 

   neither agree or disagree 0 

   somewhat agree 19.0 

   definitely agree 76.2 

  

This program was useful for learning techniques to improve my mood:  

   definitely disagree 4.8 

   somewhat disagree 0 

   neither agree or disagree 0 

   somewhat agree 9.5 

   definitely agree 85.7 

  

I would recommend this program to someone experiencing depression:  

   definitely disagree 4.8 

   somewhat disagree 0 

   neither agree or disagree 0 

   somewhat agree 9.5 

   definitely agree 85.7 
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DISCUSSION 

Aim 1: 

 Comparisons between participants who received the computer intervention and those who 

did not suggested that the intervention was effective in reducing symptoms of depression among 

older adults. This result however was mixed depending on the method of assessment. Significant 

results were found using a clinician-rated measure of depression (HRSD). This was not the case 

using a self-reported measure of depression (GDS-30). This mixed finding between the HRSD 

and the GDS-30 is not a unique finding and has been reported in other depression treatment 

studies using older adult participants (Floyd et al., 2004). The potential for assessor bias in 

delivering the HRSD was controlled as Time 1 measures were administered prior to 

randomization of condition and Time 2 data were collected by assessors who were blind to the 

condition of the participants. Therefore, unintentional scoring of the HRSD by the assessor at 

Time 2 in a way that resulted in lower depression scores does not explain this result. 

The difference in findings between the HRSD and the GDS-30 raises the question of 

which measure is a more valid measure for depression. Each measure has its respective strengths 

and weaknesses. The HRSD is generally recognized as the „gold standard‟ among depression 

measures given its prominent use since the 1960‟s, particularly within clinical trials. A useful 

feature of the HRSD is that its items address criteria of Major Depressive Disorder in the 

Diagnostic and Statistical Manual, Fourth Edition (DSM-IV). This is not the case for the GDS-

30, however the GDS-30 was specifically designed for measuring depression among older adults. 

One of its purported advantages as a depression measure, specific to older adults, is that its items 
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do not assess somatic complaints. Its developers reasoned that older adults have a higher 

prevalence rate of comorbid physical illnesses and that a measure not depending on somatic 

complaints would be a purer measure of depression. Furthermore, the items on the GDS-30 are 

dichotomous and therefore easier and faster to administer. Recent research suggests however that 

the advantages of using the GDS-30 should be weighed against its ability to detect change. 

A recent meta-analysis examined effect size differences between self-reported and 

clinician-rated measures of depression among 48 randomized control trails using psychotherapy 

interventions (Cuijpers, Li, Hofmann, & Andersonn, 2010). The findings highlighted two 

important points relevant to this study: a. Self-reported and clinician-rated measures of 

depression result in significantly different ratings of improvement and b. clinician-rated 

measures of depression (especially the HRSD) often show stronger effect sizes compared with 

self-reported measures within the same studies. The differential effect size between clinician-

rated and self-reported measures within the same studies was Δg = 0.20 (95% CI: 0.10–0.30). 

This significant difference indicated that self-reported measures of depression tend to assess 

improvement more conservatively than clinician-rated measures. Alternatively, it could be that 

clinician-rated measures of depression are more sensitive to change. The HRSD being a more 

sensitive measure of depression compared with the GDS-30 has been in fact supported by Rapp, 

Britt, and Smith (1990). Using an 83% sensitivity rate for the HRSD (11/12 cut-score) the 

authors compared rates of specificity and positive and negative predictive power between the 

HRSD and the GDS-30 among 150 primary care patients. Results indicated that the rates of 

specificity, positive predictive power, and negative predictive power for the HRSD were 92%, 

67%, and 97% respectively compared with 65%, 29%, and 94% for the GDS-30. 
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 Clinically meaningful change is often reported in terms of participants crossing a 

diagnostic threshold following an intervention. Clinical significance analyses differ from 

methods that seek to determine statistical differences between groups, significant amounts of 

variances explained, etc. Rather, clinical significance asks, to what degree have participants 

regained levels of normal functioning? In other words, how have the participants been 

meaningfully affected once they complete the study? These judgments are commonly determined 

by: a. calculating the percentage of participants who either cross a diagnostically meaningful 

threshold on an outcome measure and b. determining if a participant‟s post-treatment score differ 

by two standard deviations (in the desired direction) compared to their pre-treatment score (RCI 

calculation). These calculations were performed in this study and the results reflected those 

found for statistical change. Using collapsed data, 50% of participants had crossed a normative, 

diagnostic cut-point in the desired direction after completing the intervention as measured by the 

HRSD. Forty-one percent of participants crossed a normative, diagnostic cut-point in the desired 

direction after completing the intervention as measured by the GDS. These results mirrored other 

studies using self-administered depression treatments with older adults (Floyd et al., 2004; 

Scogin et al., 1996). Using collapsed data, 44% of participants had RCI scores indicating that 

their post-treatments scores were at least two standard deviations below their pre-treatment 

scores. 

Clinical significance was also examined using the same criteria used by other researchers 

who used self-administered depression treatments for older adults (Scogin et al., 1989). This 

criterion is more conservative in that clinical significance is defined as occurring when both a 

diagnostic threshold has been crossed and post-treatment scores are 2 standard deviations below 

the pre-treatment score. Using this more conservative criterion, the results from this study were 
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similar to those found by Scogin et al. (1989). Comparing the experimental and control 

participants, 59% of the experimental participants met both criteria (using the HRSD) compared 

to 18% of the control participants. Forty-seven percent of the experimental participants met both 

criteria (using the GDS-30) compared to 24% of the control participants.  

 

Aim 2: 

 The COPPES and DAS were not found to mediate the relation between group assignment 

(experimental/control) and the HRSD and GDS-30. The mediational model was not testable 

beyond finding that the COPPES and DAS did not significantly relate to group assignment. As 

such, further analysis was unnecessary according to the criteria defined by Barron & Kenny 

(1986). Why the relation between group assignment and COPPES and DAS was not significant 

is unclear. While it has been shown that participants who engage in CBT sessions show a change 

in their frequency and/or enjoyment of pleasant events, and also their cognitive, attitudinal 

perspectives (DeRubeis et al., 1990; Warmerdam, van Straten, Jongsma, Twisk, & Cuijpers, 

2010; Weirzbicki, & Rexford, 1989), there has also been research that has not found these 

relations (Ahn, & Wampold, 2001; Imber et al., 1990; Simons, Garfield, & Murphy, 1984). 

Three possibilities are posed as to why the group code in this study was not significantly related 

to the COPPES or the DAS. 

 It is possible that experimental participants did in fact have an increase in their pleasant 

events but the measure was not sensitive enough to detect the changes. This may have been 

particularly true of the COPPES due to the way items were scored. A score of „1‟ represented a 

pleasant event that the participant engaged in anywhere from one to six times within a month. A 

score of „2‟ represented a pleasant event that was engaged in seven or more times in a month. It 
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is possible that experimental participants did increase the number of pleasant events. However, 

unless they began doing a new activity after starting the intervention (a change of score from „0‟ 

to „1‟) or, if they did not increase the number of times they performed an event more than six 

times (a change in score from „1‟ to „2‟) the change would not be detected by the COPPES. In 

other words, it is possible that experimental participants increased the number of pleasant events 

from once per month to six times per month and the change was not detected.  

A second possibility to explain why group was not related to either the COPPES or the 

DAS is that the intervention did not last long enough. One month may not have been long 

enough to witness changes in pleasant events or in cognitive attitudes. It is possible that the 

participants needed longer to incorporate new behaviors and thinking styles and these changes 

did not happen in one month. Or, it could be that changes on the COPPES and DAS happened 

after the intervention. In other words, there may have been a temporal lag with changing 

behavior and cognition. Such an effect was found by Stice, Rohde, Seeley, & Gau (2010). They 

examined the mediational effects of negative cognitions (Automatic Thoughts Questionnaire) 

and pleasant activities (Pleasant Events Schedule) on depression among 341 individuals with 

elevated depressive symptoms (BDI) following six weeks of CBT. Their results showed that 

negative cognitions decreased and pleasant events increased following CBT, but only after the 

participants‟ depression improved. In fact, only 8% of their participants showed significant 

change on the mediators prior to a decrease in depression. Such follow-up data were not captured 

in the current study to assess a delayed effect between receiving the intervention and showing 

change on the COPPES or DAS. 

A third possibility to explain nonsignificance between group code, the COPPES and the 

DAS is that total scores may not have been the best measure of these mediators. The COPPES 
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has five subscales, one or more of which may have shown a significant relation with participant 

condition rather than the total score. Factor analyses of the DAS also have shown a two-factor 

structure that has been replicated in the literature. Imber et al. (1990) and Floyd, Scogin, and 

Chaplin (2004) found that the DAS can best be explained by a factor called „perfectionism‟ and a 

factor called „need for social approval.‟ Imber et al. (1990), as part of the NIMH Treatment of 

Depression Collaborative Research Program, randomly assigned 250 participants to received 

psychotherapy (CBT or Interpersonal Therapy), medication (Imipramine), or a pill-placebo. 

Their results showed that the two-factor DAS did mediate post-treatment depression best for the 

CBT group. As there was evidence in the literature that the total score for the DAS may not best 

represent the data on that measure, a post-hoc exploratory analysis was performed using the two-

factor model proposed by the above authors. Variables for „perfectionism‟ and „need for social 

approval‟ were created using the items as defined by Floyd, Scogin, and Chaplin (2004). 

Residualized change scores between Time 1 and Time 2 were computed to represent change on 

the DAS „perfectionism‟ and „need for social approval.‟ No significant relations were found 

between group code and DAS „perfectionism‟ or „need for social approval.‟ Similarly, to verify 

that the subscales of the COPPES did not relate to group code a post-hoc exploratory analysis 

was performed. Residualized change scores for each of the five subscales on the COPPES was 

computed and independently regressed onto group code. No significant relations were found 

between the subscales of the COPPES and group code. These two post-hoc analyses were 

performed to assure that Aim 2 could not be examined further than as originally stated. 

The result from Aim 1 suggested that the intervention caused participants‟ levels of 

depression to decrease. The hypothesized reason for this was not supported through mediational 

analyses. Assuming the intervention provided the agent of change in participants‟ depression 
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levels, the explanation may lie outside of dysfunctional thoughts or pleasant events (at least as 

measured by the DAS and COPPES). It is possible that the critical components in the 

intervention were not the typical core-components of CBT. Rather, beginning at session seven, 

the intervention began teaching what was labeled in the CBT manual as “special skills.” It is 

possible that the participants benefitted from session seven through ten more than for the 

sessions that taught the core-components of CBT. These “special skills” included topics such as 

thought stopping, assigning worry time, use of imagery to counter anxiety, and assertive 

communication. This could explain how the intervention could reduce depression while not 

affecting status on the COPPES or the DAS. In essence, a measure of “special skills” may have 

highlighted a mediational relation that was not assessed.  

As a final thought regarding possible mediators between group code and HRSD, simply 

being in the experimental group and being engaged with the program may explain the HRSD 

outcome. Eligible participants were self-selected for this study in that they sought help for 

depression. This suggests that the participants were likely in either the contemplation or 

preparation stage of change (Prochaska, & DeClemente, 1982). As such, they were engaging in 

problem-focused coping by becoming involved with a self-administered treatment. Being 

involved with the treatment could be conceptualized as becoming behaviorally activated, which 

in turn could be enough to lessen depressive symptoms or affect other important constructs 

linked to depression (e.g., self-efficacy). 

 

Aim 3: 

 Treatment delivery, receipt, and enactment are the three components of the Treatment 

Implementation model (Lichstein, Riedel, & Grieve, 1993). Aim 3 addressed the treatment 
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receipt component of this model. Measuring treatment receipt was a way to assess whether the 

participants acquired the critical component(s) from the intervention as intended (i.e., internal 

validity). The assertion that the intervention in this study was responsible for the change in 

depression was strengthened by the participants‟ improvement of their CBT knowledge; 

recognizing that the data for Aim 3 were uncontrolled (collapsed across conditions). The first 

method of measuring treatment receipt was typical in that it used pre and post-treatment data 

(CTKT). The second method (5-item quizzes) captured treatment receipt data at regular intervals 

throughout the program. Assessing the fidelity of the treatment concurrent to receiving the 

intervention may have been a stronger method of measuring treatment receipt than using a pre-

to-post treatment change score. The participants received immediate feedback as they answered 

the 5-item quizzes as well as a written explanation of why the item was either „true‟ or „false.‟ 

Including the explanation was a further way of increasing treatment delivery. The participants 

were instructed to use their performance on the quizzes to review material in past sessions if they 

answered incorrectly. Providing quizzes at intervals throughout the intervention helped assure 

consistent treatment receipt. Using periodic quizzes may have also increased the participants‟ 

awareness of the material being taught in each session as there was the anticipation of being 

assessed for their retention of CBT material. 

 Treatment enactment data were also collected for this study though not stated as a formal 

aim. Bibliotherapy treatment studies often measure treatment enactment using the percentage of 

the book completed by the participants (Floyd et al., 2004; Scogin et al., 1989; Scogin et al., 

1990). Using a similar approach, treatment enactment was measured in this study using the 

number of sessions completed by the participants. Studies that use standard therapist-delivered 

interventions often measure treatment enactment by recording homework compliance. This is 
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particularly salient for studies that use Cognitive Therapy as homework is considered an element 

of the therapy itself (Beck et al., 1979). Data were collected by the computer intervention 

indicating the number of sessions completed by the participants. The computer program also 

recorded homework compliance as reported by the participants. Results showed that treatment 

enactment significantly predicted the change that occurred from Time 1 to Time 2 on the HRSD 

and the GDS-30. Though these data were uncontrolled, the results lend support to the assumption 

that the participants were actively engaged with the intervention. The participants‟ completion of 

sessions ranged from 2-11 with an average completion of 9 sessions (SD = 2.82). The number of 

sessions completed accounted for a fairly large percentage of variance regarding change on the 

HRSD (54%). This suggested that participants who experienced symptom improvement may 

have done so largely because of their advancement through the program. Participants also 

completed on average 76% of their homework assignments (SD = 30) ranging from 0-10. 

Homework compliance was similarly strong in accounting for variance on the HRSD change as 

the number of completed sessions (41%). This adds support to the assertion that participants who 

followed the intervention protocol improved more than those who did not.  It should also be 

noted that homework compliance was based on participants‟ reporting of whether or not they 

completed it. It is conceivable that the lack of accountability to a therapist may skew results 

regarding compliance. This must be balanced against the ease and consistency in which 

treatment implementation data can be collected using technology; a recognized strength of 

computer-based interventions (Burgio et al., 2001). 

 A concern was posed during the development of this program as to whether or not older 

adults would accept a computer-based intervention. The author felt that enough evidence in the 

literature suggested that as long as the intervention was easy to use and that participants were 
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given initial training, older adults would accept a computer-based intervention. The majority of 

older adults in this study reported that they „definitely agreed‟: 1) the program was easy to use, 

2) the techniques were easy to learn, 3) the program was useful for learning techniques to 

improve their mood, and 4) that they would recommend this program to someone experiencing 

depression. These data add to the growing body of literature regarding older adults‟ acceptance 

of technology.  

 

Limitations 

 Several limitations of this study should be acknowledged. First, the external validity of 

the findings is in question given the demographic make-up of the sample. The participants in this 

study were largely Caucasian females who were well-educated, in good health, and who 

considered their incomes as at least adequate. The people for whom a portable, self-administered 

treatment option may benefit the most are those who tend to have lower socioeconomic status, be 

in poorer health, with lower educational resources. Results from this study also may not be as 

generalizable for men or persons of minority status. For individuals different from those in this 

study the results should be interpreted with caution. 

 A second weakness of this study is the lack of follow-up data. This may be particularly 

relevant for mediational variables that explain components of change within a treatment, but 

which are temporally delayed in showing change. Moreover, no statement can be made as to the 

robustness of the intervention beyond one month. It could be possible that participants benefit 

from the intervention only during their involvement in the study. Findings from other self-

administered depression treatment studies would suggest this would not be the case (Floyd et al., 

2004, 2006); however this cannot be answered without follow-up data. 
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 A third limitation to this study is the sample size. The sample size was adequate based on 

the proposed effect size and alpha-level. However, the main goal of this study was to evaluate a 

new form of self-administered CBT for older adults. The mechanisms of change for a new 

intervention are important to assess. Therefore, a larger sample size is desirable to detect subtle 

changes within variables of interest (i.e., increased power). Older adults as a population tend to 

be more diverse than younger populations (Zarit & Zarit, 2007) as well as depressed older adults 

compared with depressed younger adults (Floyd et al., 2004). A larger sample size would likely 

represent a more heterogeneous population than existed in this study. 

 A fourth limitation of this study concerns the strength of the controlled comparison. 

While wait-list control groups have commonly been used to evaluate psychotherapies (Reger & 

Gahm, 2009) such a comparison group is not as strong as either an active control or another 

equivalent treatment group. The use of a wait-list control group was justified in this study given 

the untested nature of the intervention. However, statements regarding the intervention‟s use as a 

valid treatment for treating depression can only be made in comparison to someone who expects 

treatment to begin soon. The use of a wait-list control group does not control for expectancy-

effects in participants who may report improvement because they anticipate a therapeutic benefit 

once their waiting period is over and they receive the treatment. The decrease in depressive 

symptoms seen among the control participants in this study from Time 1 to Time 2 may be 

explained because of this. Using another established, self-administered, treatment (e.g., 

bibliotherapy) to compare against the intervention in this study would make for a stronger 

interpretation of results. 
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Future Directions 

 Attempts should be made to replicate the findings of this study using a more diverse 

population. Future research comparing the effectiveness of this intervention against other similar 

self-administered treatments for depression would enhance the validity of these findings. 

Exploring other mediational variables (e.g., perceived control) or using different measures to 

assess cognitive and behavioral change should be considered. Improvements to the program 

itself could also be made. While nearly two years went into the development of this program, 

aspects of sound quality, graphics, and video could be enhanced with professional development. 

Given the increase in sales of smaller, lighter, more portable slate PCs (e.g., Apple‟s iPad) the 

program could be adapted to run on these platforms. Similarly, the content of this program could 

be adapted for internet use. This last suggestion could be one of the most useful future directions 

to take with this intervention. If the program was adapted for the internet, and offered free of 

charge, other researchers could evaluate the findings in this study across a broad array of 

participants and disorders. 

 

Summary 

 This study adds to the well-established literature on self-administered therapies for 

depression among older adults. It also adds to the newer literature involved with using 

technology to enhance the delivery of psychotherapy. This study made strides in advancing this 

second point. Currently, there have been no studies examining a portable, computer-based, 

intervention designed to treat depression in older adults. Perhaps the stigma surrounding older 

adults‟ usage of computers explains this. This is nevertheless surprising given the advantages 

that such an intervention could provide. This study has provided the groundwork for this 
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intervention to begin being considered a viable clinical tool to treat depression within a stepped 

healthcare model. Similar results of comparable magnitudes have been found using the 

intervention in this study compared with other forms of self-administered treatments (Shah, 

2010). Results need to be interpreted with caution given the limitations of this study but, they 

provide for a new line of inquiry into the development of self-administered treatments for 

depressed older adults. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

66 

 

 

 

REFERENCES 

Alabama Center for Health Statistics (2000). Census 2000 Population by Race, Sex, and Age 

Group: Alabama 2000. Retrieved March 1, 2007 from Alabama Center for Health 

Statistics Web site: http://ph.state.al.us/Chs/HealthStatistics/Tables/2000/aveTab79.htm 

 

Alexopoulos, G. S. (2005). Depression in the elderly. Lancet, 365, 1961-1970. 

Andersonn, G., & Kaldo, V. (2004). Internet-based cognitive behavioral therapy for Tinnitus. 

Journal of Clinical Psychology, 60, 171-178. 

 

Antonucci, T., Akiyama, H., & Takahashi, K. (2004). Attachment and close relationships across 

the lifespan. Attachment and Human Development, 6, 353-370. 

 

Bagby, M., Ryder, A., Schuller, D., & Marshall, M. (2004). The Hamilton Depression Rating 

Scale: Has the gold standard become a lead weight? American Journal of Psychiatry, 

161, 2163-2177. 

 

Baron, R., & Kenny, D. (1986). The moderator-mediator variable distinction in social 

psychological research: Conceptual, strategic, and statistical considerations. Journal of 

Personality and Social Psychology, 51, 1173-1182. 

 

Beck, A., Rush, J., Shaw, B., & Emery, G. (1979). Cognitive Therapy of Depression. New York: 

Guilford Press. 

 

Biglan, A., Villwock, C., & Wick, S. (1979). Computer controlled program for treatment of test 

anxiety. Journal of Behavior Therapy and Experimental Psychiatry, 10, 47-49. 

 

Boulet, J., & Boss, M. (1991). Reliability and validity of the Brief Symptom Inventory. 

Psychological Assessment, 3, 433-437. 

 

Boyle, G. (2005). The role of autonomy in explaining mental ill-health and depression among 

older people in long-term care settings. Ageing and Society, 25, 731-748. 

 

Burns, D. (1980). Feeling Good. New York: New American Library. 

Bush, D., Ziegelstein, R., Tayback, M., Richter, D., Stevens, S., & Zahalsky, H. (2001). Even 

minimal symptoms of depression increase mortality risk after acute myocardial 

infarction. American Journal of Cardiology, 88, 337-341. 

 

Campbell, J. (1992). Treating depression in well older adults: Use of diaries in cognitive therapy. 

Issues in Mental Health Nursing, 13, 19-29. 



 

67 

 

Cavanagh, K., & Shapiro, D. (2004). Computer treatment for common mental health problems. 

Journal of Clinical Psychology, 60, 239-251. 

 

Cavanagh, K., Shapiro, D., Van Den Berg, S., Swain, S., Barkham, M., & Proudfoot, J. (2006). 

The effectiveness of computerized cognitive behavioral therapy in routine care. British 

Journal of Clinical Psychology, 45, 499-514. 

 

Chambless, D., & Ollendick, T. (2001). Empirically supported psychological interventions: 

Controversies and evidence. Annual Review of Psychology, 52, 685-716. 

 

Cronbach, L., & Furby, L. (1970). How we should measure “change”-or should we? 

Psychological Bulletin, 74, 68-80. 

 

Cummings, S., Neff, J., Husaini, B. (2003). Functional impairment as a predictor  

 of depressive symptomatology: the role of race, religiosity, and social  support.   

 Health & Social Work, 28, 23-32. 

 

de Jager, C., Budge, M., & Clarke, R. (2003). Utility of TICS-M for the assessment of cognitive 

function in older adults. International Journal of Geriatric Psychiatry, 18, 318-324. 

 

Delucchi, K., & Bostrom, A. (1999). Small sample longitudinal clinical trial with missing data: 

A comparison of analytic methods. Psychological Methods, 4, 158-172. 

 

Derogatis, L. (1993). Brief Symptom Inventory (BSI) Administration, Scoring, and Procedures 

Manual (3rd ed.). Minneapolis: National Computer Systems. 

 

Derogatis, L. & Melisaratos (1983). The Brief Symptom Inventory: An introductory report. 

Psychological Medicine, 13, 596-605. 

 

DeRubeis, R., Hollon, S., Grove, W., Evans, M., Garvey, M., & Tuason, V. (1990). How does 

Cognitive therapy work? Cognitive change and symptom change in cognitive therapy 

and pharmacotherapy for depression. Journal of Consulting and Clinical Psychology, 

58, 862-869. 

 

Desmond, D., Tatemichi, T., & Hanzawa, L. (1994). The Telephone Interview for Cognitive 

Status (TICS): Reliability and validity in a stroke sample. International Journal of 

Geriatric Psychiatry, 9, 803-807. 

 

Dick, L., Gallagher-Thompson, D., Coon, D., Powers, D., & Thompson, L. (1995). Cognitive-

Behavioral Therapy for Late Life Depression: Older Adult and Family Research and 

Resource Center: VA Palo Alto Health Care System and Stanford University School of 

Medicine. 

 

 

 



 

68 

 

Dimidjian, S., Hollon, S., Dobson, K., Schmaling, K., Kohlenberg, R., Addis, M. et al. (2006). 

Randomized trial of behavioral activation, cognitive therapy, and antidepressant 

medication in the acute treatment of adults with major depression. Journal of Consulting 

and Clinical Psychology, 74, 658-670. 

 

Dobson, K. (1989). A meta-analysis of the efficacy of cognitive therapy for depression. Journal 

of Consulting and Clinical Psychology, 57, 414-419. 

 

Duffy, M., & Karlin, B. (2006). Treating depression in nursing homes: Beyond the medical 

model. In L. Hyer, & R. Intrieri (Eds.), Interventions in long-term care (pp. 109-138). 

New York, NY: Springer Publishing. 

 

Elkin, I., Shea, T., Watkins, J., Imber, T., Sotsky, S., Collins, J., Glass, D., Pilkonis, P., Leber, 

W., Fiester, S., Docherty, J., & Parloff, M. (1989). NIMH treatment of depression 

collaborative research program. Archives of General Psychiatry, 46, 971-982. 

 

Faul, F., & Erdfelder, E. (1992). GPower: A priori, post-hoc, and compromise power analysis for 

MS-DOS. Bonn, FRG: Bonn University, Department of Psychology. 

 

Floyd, M., Scogin, F., McKendree-Smith, N., Floyd, D., & Rokke, P. (2004). Cognitive therapy 

for depression: A comparison of individual psychotherapy and bibliotherapy for 

depressed older adults. Behavior Modification, 28, 297-318. 

 

Floyd, M., Rohen, N., Shackelford, J., Hubbard, K., Parnell, M., Scogin, F., & Coates, A. (2006). 

Two year follow-up of bibliotherapy and individual cognitive therapy for depressed older 

adults. Behavior Modification, 30, 281-294. 

 

Fry, P. (1984). Cognitive training and cognitive-behavioral variables in the treatment of 

depression in the elderly. Clinical Gerontologist, 3, 25-45. 

 

Gallagher, D., & Thompson, L. (1982). Treatment of major depressive disorder in older adult 

outpatients with brief psychotherapies. Psychotherapy: Theory, Research, and Practice, 

19, 482-489. 

 

Gallagher-Thompson, D., & Steffen, A. (1994). Comparative effects of cognitive-behavioral and 

brief psychodynamic psychotherapies for depressed family caregivers. Journal of 

Consulting and Clinical Psychology, 62, 543-549. 

 

Galton, M., & Simon, B. (1980). Progress and Performance in the Primary Classroom. Boston: 

R. & K. Paul. 

 

Gega, L., Marks, I., & Mataix-Cols, D. (2004). Computer-aided CBT self-help for anxiety and 

depressive disorders: Experience of a London clinic and future directions. Journal of 

Clinical Psychology, 60, 147-157. 

 

Gould, S. R. (1998-2003). Windows CleanUp! (Version 4.5). 



 

69 

 

Gregory, R., Canning, S., Lee, T., & Wise, J. (2004). Cognitive bibliotherapy for depression: A 

meta-analysis. Professional Psychology: Research and Practice, 35, 275-280. 

 

Haaga, D. (2000). Introduction to the special section on stepped care models in psychotherapy. 

Journal of Consulting and Clinical Psychology, 68, 547-348. 

 

Hamilton, M. (1960). A rating scale for depression. Journal of Neurology, 

 Neurosurgery, and Psychiatry, 23, 56-62. 

 

Hoyl, M., Alessi, C., Harker, J., Josephson, J., Pietruszka, F., Koelfgen, M. et al. (1999). 

 Development and testing of a five-item version of the Geriatric Depression Scale. 

 Journal of the American Geriatrics Society, 47, 873-878. 

 

Imber, S. D., Pilkonis, P. A., Sotsky, S. M., Elkin, I., Watkins, J. T., Collins, J. F., & ... Glass, D. 

R. (1990). Mode-specific effects among three treatments for depression. Journal of 

Consulting and Clinical Psychology, 58(3), 352-359.  

 

Jacobson, N., Dobson, K., Truax, P., Addis, M., Koerner, K., Gollan, J. et al. (1996). A 

component analysis of cognitive-behavioral treatment for depression. Journal of 

Consulting and Clinical Psychology, 64, 295-304. 

 

Jacobson, N., & Truax, P. (1991). Clinical significance: A statistical approach to defining 

meaningful change in psychotherapy research. Journal of Consulting and Clinical 

Psychology, 59, 12-19. 

 

Jarrett, R., Vittengl, J., Doyle, K., & Clark, L. (2007). Changes in cognitive content during and 

following cognitive therapy for recurrent depression: Substantial and enduring, but not 

predictive of change in depressive symptoms. Journal of Consulting and Clinical 

Psychology, 75, 432-446. 

 

Jongenelis, K., Pot, A., Eisses, A., Gerritsen, D., Derksen, M., Beekman, A., et al. (2005). 

Diagnostic accuracy of the original 30-Item and shortened versions of the Geriatric 

Depression Scale in nursing home patients. International Journal of Geriatric Psychiatry, 

20, 1067–1074. 

 

Kahn, R., & Antonucci, T. (1980). Convoys over the life course: Attachment, roles, and 

social support. In P. Baltes, & O. Brim (Eds), Life-Span Development and Behavior. New 

York: Academic Press. 

 

Kaltenthaler, E., Shackley, P., Stevens, K., Beverley, C., Parry, G., & Chilcott, J. (2002). A 

systematic review and economic evaluation of computerised cognitive behaviour therapy 

for depression and anxiety. Health Technology Assessment, 6, 1-97. 

 

Kenwright, M., Liness, S., & Marks, I. (2001). Reducing demands on clinicians‟ time by offering 

computer-aided self-help for phobia/panic: Feasibility study. British Journal of 

Psychiatry, 179, 456-459. 



 

70 

 

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Koretz, D., Merikangas, K. R., et al. (2003). 

The epidemiology of major depressive disorder: Results from the National Comorbidity 

Survey Replication (NCS-R). Us: American Medical Association. 

 

Knight, B. (2003). Psychotherapy with older adults. Thousand Oaks, CA: Sage. 

Krishnan, K. R. R. (2005). Treatment of Depression in the Medically III. Journal of Clinical 

Psychopharmacology, 25, S14-S18. 

 

Laidlaw, K., Thompson, L., Dick-Siskin, L., & Gallagher-Thompson, D. (2003). Cognitive 

Behaviour Therapy with Older People. New York, NY: Wiley. 

 

Lewinsohn, P., Munoz, R., Youngren, M., & Zeiss, A. (1986). Control Your Depression. 

Englewood Cliffs, NJ: Prentice-Hall. 

 

Lewinsohn, P. M., & Libet, J. (1972). Pleasant events, activity schedules, and depression. 

Journal of Abnormal Psychology, 79, 291-295. 

 

Licht-Strunk, E., van der Kooij, K. G., van Schaik, D. J. F., van Marwijk, H. W. J., van Hout, H. 

P. J., de Haan, M., et al. (2005). Prevalence of depression in older patients consulting 

their general practitioner in The Netherlands. International Journal of Geriatric 

Psychiatry, 20, 1013-1019. 

 

Mains, J., & Scogin, F. (2003). The effectiveness of self-administered treatments: A practice-

friendly review of the research. Journal of Clinical Psychology, 59, 237-246. 

 

Mallinckrodt, B., Abraham, W., Wei, M., & Russell, D. (2006). Advances in testing the 

statistical significance of mediation effects. Journal of Counseling Psychology, 53, 372-

378. 

 

Marks, E., & Martin, C. (1973). Further comments relating to the measure of change. American 

Educational Research Journal,10, 179-191. 

 

Marquez, D., McAuley, E., Motl, R., Elavski, S., Konopack, J., Jerome, G. et al. (2006). 

Validation of Geriatric Depression Scale-5 scores among sedentary older adults. 

Educational and Psychological Measurement, 66, 667-675. 

 

McConatha, J., McConatha, D., Deaner, S., & Dermigny, R. (1995). A computer-based 

intervention for the education and therapy of institutionalized older adults. Educational 

Gerontology, 21, 129-138. 

 

Morse, J., & Robins, C. (2005). Personality-life event congruence effects in late-life depression. 

Netherlands: Elsevier Science. 

 



 

71 

 

Murray, C., & Lopez, A. (1996). The global burden of disease: A comparison assessment of 

mortality and disability from diseases, injuries, and risk factors in 1990 and projected to 

2020. Cambridge, MA: Harvard University Press. 

 

Musselman, D., Evans, D., & Nemeroff, C. (1998). The relationship of depression to 

cardiovascular disease. Archives of General Psychiatry, 55, 580-592. 

 

Newman, M. (1999). The clinical use of palmtop computers in the treatment of generalized 

anxiety disorder. Cognitive and Behavioral Practice, 6, 222-234. 

 

Noel, P., Williams, J.,  Unutzer, J., Worchel, J., Lee, S., Cornell, J., et al. (2004). Depression and 

comorbid illness in elderly primary care patients: Impact on multiple domains of health 

status and well-being. Annals of Family Medicine, 2, 555-562. 

 

Oslin, D., Datto, C., Kallan, M., Katz, I., Edell, W., & Tenhave, T. (2002).  

 Association between medical comorbidity and treatment outcomes in late-life  

 depression. Journal of American Geriatrics Society, 50, 823-828. 

 

Prezza, M., & Pacilli, M. (2002). Perceived social support from significant others, family and 

friends and several socio-demographic characteristics. Journal of Community and 

Applied Social Psychology, 12, 422-429. 

 

Proudfoot, J., Goldberg, D., Mann, A., Everitt, B., Marks, I., & Gray, J. (2003). Computerized, 

interactive, multimedia cognitive behavioural therapy reduces anxiety and depression in 

general practice: A randomised controlled trial. Psychological Medicine, 33, 217-227. 

 

Raue, P., Meyers, B., Rowe, J., Heo, M., & Bruce, M. (2007). Suicidal ideation among elderly 

homecare patients. International Journal of Geriatric Psychiatry, 22, 32-37. 

 

Rider, K., Gallagher-Thompson, D., & Thompson, L. (2004). California Older Person’s 

Pleasant Events Schedule: Manual. Retrieved June 14, 2006, Stanford School of 

Medicine, Older Adult and Family Center Web site: www.stanford.edu/group/oafc/ 

coppes/coppes_measure_scoring.pdf 

 

Rokke, P., & Scogin, F. (1995). Depression treatment preferences in younger and older adults. 

Journal of Clinical Geropsychology, 1, 243-257. 

 

Rokke, P., Tomhave, J., & Jocic, Z. (1999). The role of client choice and target selection in self-

management therapy for depression in older adults. Psychology and Aging, 14, 155-169. 

 

Rothbaum, B., Hodges, L., Ready, D., Graap, K., & Alarcon, R. (2001). Virtual reality exposure 

therapy for Vietnam veterans with posttraumatic stress disorder. Journal of Clinical 

Psychiatry, 62, 617-622. 

 

Ryan, E., Szechtman, B., & Bodkin, J. (1992). Attitudes toward younger and older adults 

learning to use computers. Journals of Gerontology, 47, 96-101. 



 

72 

 

Saunders, E. (2004). Maximizing computer use among the elderly in rural senior centers. 

Educational Gerontology, 30, 573-585. 

 

Scogin, F., Hamblin, D., & Beutler, L. (1987). Bibliotherapy for depressed older adults:  A self-

help alternative. The Gerontologist, 27, 383-387. 

 

Scogin, F., Jamison, C., & Davis, N. (1990). Two-year follow-up of bibliotherapy for depression 

in older adults. Journal of Consulting and Clinical Psychology, 58, 665-667. 

 

Scogin, F., Jamison, C., Floyd, M., & Chaplin, W. (1998). Measuring learning in depression 

treatment: A Cognitive bibliotherapy test. Cognitive Therapy and Research‚ 22, 475-482. 

 

Scogin, F., Jamison, C., & Gochneaur, K. (1989). Cognitive and behavioral bibliotherapy for 

mildly and moderately depressed older adults. Journal of Consulting and Clinical 

Psychology, 57, 403-407. 

 

Scogin, F., Morthland, M., Kaufman, A., Burgio, L., Chaplin, W., & Kong, G. (in press). 

Improving quality of life in diverse rural older adults: A randomized trial of a 

psychological treatment. Psychology and Aging. 

 

Scogin, F., Welsh, D., Hanson, A., Stump, J., & Coates, A. (2005). Evidence-based 

psychotherapies for depression in older adults. Clinical Psychology: Science and 

Practice,12, 222-237. 

 

Selmi, P., Klein, M., Greist, J., Sorrell, S., & Erdman, H. (1990). Computer-administered 

cognitive-behavioral therapy for depression. American Journal of Psychiatry, 147, 51-56. 

 

Shah, A. (2010). Developing and Assessing Audio-Based Cognitive Behavioral Therapy for 

Depression in Older Adults. Unpublished manuscript, Department of Psychology, The 

University of Alabama, Tuscaloosa, Alabama. 

 

Shaw, S., Marks, I., & Toole, S. (1999). Lessons from pilot tests of computer self-help for 

agora/claustrophobia and panic. MD Computing, July/August, 44-48. 

 

Shrout, P. & Bolger, N. (2002). Mediation in experimental and nonexperimental studies: New 

procedures and recommendations. Psychological Methods, 7, 422-445. 

 

Simons, A., Garfield, S., & Murphy, G. (1984). The process of change in cognitive therapy and 

pharmacotherapy for depression. Archives of General Psychiatry, 41, 45-51. 

 

Sobel, M. E. (1982). Asymptotic intervals for indirect effects in structural equations models. In 

S. Leinhart (Ed.), Sociological Methodology 1982. San Francisco: Jossey-Bass. 

 

Speer, D., & Schneider, M. (2003). Mental health needs of older adults and primary care: 

opportunity for interdisciplinary geriatric team practice. Clinical Psychology: Science 

and Practice, 10, 85-101. 



 

73 

 

Stukenberg, K., Dura, J., & Kiecolt-Glaser, J. (1990). Depression screening scale validation in an 

elderly, community-dwelling population. Psychological Assessment, 2, 134-138. 

 

Thompson, L., Gallagher, D., & Breckenridge, J. (1987). Comparative effectiveness of 

psychotherapies for depressed elders. Journal of Consulting and Clinical Psychology, 55, 

385-390. 

 

U.S. Census Bureau (2000). Census 2000 Data for the State of Alabama. Retrieved March 1, 

2007 U.S. Census Bureau Web site: http://www.census.gov/census2000/states/al.html 

 

U.S. Department of Health and Human Services. (2000). Healthy People 2010: Understanding 

and Improving Health. Washington, D.C.: U.S. Government Printing Office. 

 

U.S. Department of Health and Human Services. (2003). New Freedom Commission on Mental 

Health, Achieving the Promise: Transforming Mental Health Care in America. Final 

Report. DHHS Pub. No. SMA-033832. Rockville, MD. 

 

U.S. Office of the Surgeon General. (1999). Older Adults and Mental Health. In Mental Health: 

A Report of the Surgeon General. Washington, D.C.: National Institute of Mental Health. 

 

Warmerdam, L., van Straten, A., Jongsma, J., Twisk, J., & Cuijpers, P. (2010). Online cognitive 

behavioral therapy and problem-solving therapy for depressive symptoms: Exploring 

mechanisms of change. Journal of Behavior Therapy and Experimental Psychiatry, 41, 

64-70. 

 

Weeks, S., McGann, P., Michaels, T., & Penninx, B. (2003). Comparing various short-form 

geriatric depression scales leads to the GDS-5/15. Journal of Nursing Scholarship, 35, 

133-137. 

 

Weirzbicki, M., & Rexford, L. (1989). Cognitive and behavioral correlates of depression in 

clinical and nonclinical populations. Journal of Clinical Psychology, 45, 872-877. 

 

Weissman, A., & Beck, A. (1978). Development and validation of the Dysfunctional Attitude 

Scale: A preliminary investigation. Paper presented at theAnnualMeeting of the 

American Educational Research Association, Toronto, Canada. 

 

Welsh, K, Breitner, J., & Magruder-Habib (1993). Detection of dementia in the elderly using 

telephone screening of cognitive status. Neuropsychiatry, Neuropsychology, and 

Behavioral Neurology, 6, 103-110. 

 

Whisman, M. (1993). Mediators and moderators of change in cognitive therapy of depression. 

Psychological Bulletin, 114, 248-265. 

 

White, H., McConnell, E., Clipp, E., Branch, L., Sloane, R., Pieper, C., & Box, T. (2002). A 

randomized controlled trial of the psychosocial impact of providing internet training and 

access to older adults. Aging and Mental Health, 63, 213-221. 



 

74 

 

Wright, J., Salmon, P., Wright, A., & Beck, A. (1995). Cognitive Therapy: A multimedia 

learning program. Louisville: Mindstreet. 

 

Wright, J., Wright, A., Salmon, P., Beck, A., Kuykendall, J., Goldsmith, L., & Zickel, M. (2002). 

Development and initial testing of a multimedia program for computer-assisted cognitive 

therapy. American Journal of Psychotherapy,56, 76-86. 

 

Wright, J., Wright, A., Albano, A., Basco, M., Goldsmith, L., Raffield, T., & Otto, M. (2005). 

Computer-Assisted therapy for depression: Maintaining efficacy while reducing therapist 

time. The American Journal of Psychiatry, 162, 1158-1164. 

 

Yesavage, J., Brink, T., Rose, T., Lum, O., Huang, V., Adey, M., Leirer, V. (1983). 

Development and validation of a geriatric depression screening scale: A preliminary 

report. Journal of Psychiatric Research, 17, 37-49. 

 

Zelinski, E., Yaffe, K., Ruff, R., Kennison, R., & Smith, G. (2007). The IMPACT study: A 

randomized control trial of a brain plasticity-based training program for age-related 

cognitive decline. Poster session presented at the 60
th

 Annual Scientific Meeting of the 

Gerontological Society of America, San Francisco, CA. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

75 

 

 

 

APPENDIX 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Sociodemographic Measure 

 
Date of Birth: ____/____/____ 
 
Sex:  Female O Male O 

 
Primary racial or ethnic group: 
 
Black, African-American       O 

White, Caucasian        O 

Hispanic, Latino        O 

Native-American        O 

Asian          O 

Native-Hawaiian or Other Pacific Islander   O 

Native-Alaskan        O 

Other         O 

 

Marital Status: 
 
Never married       O 

Married or living as married     O 

Widowed, not currently married     O 

Divorced, not currently married     O 

Separated        O 

 

Health: 
 
In general, would say that your health is: 
 
poor          O 

fair         O 
good         O 
very good        O 
excellent        O 
 
 
 



 

 

In the last month has there been a period of time where you lost interest or pleasure in 
things you usually enjoyed? 
 
No         O 
Yes         O  
If “yes”, how many days or weeks did it last? 
 
___________________________________ 
 
 
Do you have any medical conditions or medical problems? 
No         O 
Yes         O  
If “yes”, please list. 
 
___________________________________ 
 
Are you currently taking any medications? 
No         O 
Yes         O  
If “yes”, please list and give the amount. 
 
__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

__________________________________________________ 
 
__________________________________________________ 
 
 
Do you drink alcohol or take recreational drugs? 
 
No         O 
Yes         O  
If “yes”, please list and give the amount. 
 
___________________________________ 
 
 



 

 

Do you visit your doctor every year? 
No          O 
Yes         O 
If “yes”, how many times? 
 
___________________________________ 
 
 
Do you currently take any medications for mood problems? 
No          O 
Yes         O 
If “yes”, please list and give the amount. 
__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

 
 
In the last month, have you felt “down” or depressed for at least 2 weeks? 
No          O 
Yes         O 
 
 
 
Do you currently have any thoughts of harming yourself, or harming someone else? 
No          O 
Yes         O 
If “yes”, please stop here and tell the student. 
 
 
 
Do you have any difficulty reading or hearing? 
No          O 
Yes         O 
 
 
Have you ever used self-help materials (books, tapes, videos, etc.) to improve your 
mood? 
No          O 
Yes         O 
 
 
 
 



 

 

Education: 
 
No formal education       O 

Grade 1        O 

Grade 2        O 

Grade 3        O 

Grade 4        O 

Grade 5        O 

Grade 6        O 

Grade 7        O 

Grade 8        O 

Grade 9        O 

Grade 10        O 

Grade 11        O 

Grade 12/ High school diploma/  

 GED (General Education Diploma)   O 

Vocational/ training school after high school   O 

Some college/ associate degree     O 

College graduate (4 or 5 year program)    O 

Master's degree (or other post-graduate training)  O 

Doctoral degree (PhD, MD, EdD., DVM., DDS., JD, etc.) O 

 
 
Income: 
 
Is your monthly income enough for your needs? 
No          O 
Somewhat         O 
Mostly         O 
Yes         O 
 

 

 

 



 

 

Telephone Interview for Cognitive Status-Modified 

 

Name:__________________________________ Date:_______________ 

 

Directions: 1) Explain exam to subject 2) Tell the participant to make sure that the distractions 

are minimal. For example, ask them to turn off the TV, radio, and to remove paper and pencils 

from reach. 4) Ask them to make sure that there are no newspapers, calendars in their view. 5) 

Ask them to be sure that there hearing aid is on. Also, let them know that we cannot repeat some 

of the items so they must listen carefully. Ask them if they can hear you and that you are 

speaking loud enough. 

 

 

1. Please tell me your full name. ______________________________  

_______Give 1 point for first and 1 point for last. 

 

2. What is today‟s date?__________________________________ 

_______Give 1 pt for month, 1pt for date, 1 pt for year, 1 pt for day of week, and 1 pt for the 

season. If incomplete, ask for specifics, (e.g., “What is the month?” What season are we in) 

 

3. What is your age? What is your phone number?_________________ 

______Give 1 pt for each. 

 

4. Count backwards from 20 to 1.________________________________ 

______Give 2 pts if completely correct, 1 pt if correct on second trial, and 0 pts for anything 

else. 

 

5. I‟m going to read you a list of ten words. Please listen carefully and try to remember them. 

When I am done, tell me as many words as you can, in any order. Ready? The words are:  

 

cabin  pipe   elephant   chest  silk  

 

theatre  watch  whip   pillow  giant.  

 

Now tell me all the words you can remember. 

 

_______Give 1 pt for each correct response. No penalty for repetitions. 

 

 

6. One hundred minus 7 equals what? And 7 from that? Etc. 

 

Stop at 5 serial subtractions. 1 pt for each correct subtraction. Do not inform the subject of 

incorrect responses, but allow subtractions to be made from his/her last response (e.g., 93-8578-

71-65, would get 3 points) 

 

7. What do people usually use to cut paper? 

______Give 1 pt for scissors or shears. 



 

 

 

How many things are in a dozen? 

_______Give 1 pt for 12. 

 

What do you call a prickly green plant that lives in the desert? 

________Give 1 pt for cactus. 

 

What animal does wool come from? 

_______ Give 1 pt for sheep or lamb only. 

 

8. “Say this: No ifs, ands or buts.” 

_______Give 1 pt if repeated exactly. 

 

“Say this: Methodist Episcopal” 

_______Give 1 pt if repeated exactly. 

 

9. Who is the President of the United States right now?_______________ 

_________Give 1pt for correct first and last name 

 

Who is the Vice-President?_________________ 

_________Give 1 pt for correct first and last name. 

 

10. With your finger, tap 5 times on the part of the phone you speak into. 

 

11. I‟m going to give you a word and I want you to give me its opposite. For example, the 

opposite of hot is cold.  

 

What is the opposite of west? 

_______Give 1 pt for east. 

 

What is the opposite of generous? 

_______Give 1 Pt for selfish, greedy, stingy, tight, cheap, mean, meager, skimpy, or other good 

antonym 

 

12. Remember that list of words that I read to you just a few minutes ago, tell me all the words 

you can still remember. 

__________Give 1 pt for each word. 

 

cabin  pipe   elephant   chest  silk  

 

theatre  watch  whip   pillow  giant.  

 

 

 



 

 

GDS-5 

 
 

1) Are you  basically satisfied with your life?  Y N 

 

2) Do you often get bored?     Y N 

 

3) Do you often feel helpless?    Y N 

 

4) Do you often prefer to stay at home rather than  

    going out and doing new things?    Y N 

 

5) Do you feel pretty worthless the way you are 

     right now?       Y N 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Mood: 
 

CHOOSE THE BEST ANSWER FOR HOW YOU FELT THIS PAST WEEK. 

 
 

  1.  Are you basically satisfied with your life?          Y   O   N   O 

  2.  Have you dropped many of your activities and interests?   Y   O   N   O 

  3.  Do you feel that your life is empty?      Y   O   N   O 

  4.  Do you often get bored?       Y   O   N   O 

  5.  Are you hopeful about the future?      Y   O   N   O 

  6.  Are you bothered by thoughts you can't get out of your head?  Y   O   N   O 

  7.  Are you in good spirits most of the time?     Y   O   N   O 

  8.  Are you afraid that something bad is going to happen to you?  Y   O   N   O 

  9.  Do you feel happy most of the time?      Y   O   N   O 

 10.  Do you often feel helpless?       Y   O   N   O 

 11.  Do you often get restless and fidgety?      Y   O   N   O 

 12.  Do you prefer to stay at home, rather than going out and doing new things? Y   O   N   O 

 13.  Do you frequently worry about the future?     Y   O   N   O 

 14.  Do you feel you have more problems with memory than most?  Y   O   N   O 

 15.  Do you think it is wonderful to be alive now?     Y   O   N   O 

 16.  Do you often feel downhearted and blue?     Y   O   N   O 

 17.  Do you feel pretty worthless the way you are now?    Y   O   N   O 

 18.  Do you worry a lot about the past?      Y   O   N   O 

 19.  Do you find life very exciting?      Y   O   N   O 

 20.  Is it hard for you to get started on new projects?    Y   O   N   O 

 21.  Do you feel full of energy?       Y   O   N   O 

 22.  Do you feel that your situation is hopeless?     Y   O   N   O 

 23.  Do you think that most people are better off than you are?   Y   O   N   O 

 24.  Do you frequently get upset over little things?    Y   O   N   O 

 25.  Do you frequently feel like crying?      Y   O   N   O 

 26.  Do you have trouble concentrating?      Y   O   N   O 

 27.  Do you enjoy getting up in the morning?     Y   O   N   O 

 28.  Do you prefer to avoid social gatherings?     Y   O   N   O 



 

 

 29.  Is it easy for you to make decisions?      Y   O   N   O 

 30.  Is your mind as clear as it used to be?      Y   O   N   O 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

GRID-HAMD-17  

 

FREQUENCY 

 

1. DEPRESSED MOOD  
 

This item assesses feelings of sadness, 

hopelessness, helplessness, and worthlessness.  

Note: this is not a global rating of depressive 

illness.  

Absent or clinically 

insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Symptom intensity  

Absent  0  

Mild (Feelings of sadness, discouragement, low 

self-esteem, pessimism)  

0  1  1  2  

Moderate (Clear nonverbal signs of sadness, feelings of 

hopelessness, helplessness, or worthlessness about some 

aspects of life)  

1  2  3  

Severe (Intense sadness, hopelessness about most aspects of 

life, feelings of complete helplessness or worthlessness)  

2  3  4  

Very severe (Extreme sadness; intractable hopelessness or 

helplessness)  

3  4  4  

 

 

Frequency is based on the past 7 days  

Absent Not occurring or clinically insignificant  

Occasional Infrequent; less than 3 days; up to 30% of the week  

Much of the time Often; 3 – 5 days; 31% - 75% of the week  

Almost all the time Persistent; 6 – 7 days; more than 75% of the week 

 

 

FREQUENCY 

2. GUILT  

Guilt is defined as the sense of doing something bad or 

wrong, and is accompanied by feelings of regret or 

shame. Guilt is rated only if it is excessive or 

unrealistic.  

Absent or 

clinically 

insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Symptom intensity  

Absent  0  

Mild (Self-critical, self-reproach, e.g., “I‟ve let people 

down”)  

0  1  1  2  

Moderate (Feelings of guilt, remorse, shame; belief that one 

has done something bad or wrong)  

1  2  3  

Severe (Pervasive feelings of guilt; feels the illness is a 

punishment for sinful deeds)  

2  3  4  

Very Severe (Delusions, hallucinations)  4  4  

 



 

 

FREQUENCY 

3. SUICIDE  Absent or clinically 

Insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Symptom intensity  

Absent  0  

Mild (Feels life is not worth living, but expresses no 

wish to die, e.g., “I don‟t care if I live or die”)  

0  1  1  2  

Moderate (Wishes to be dead; thoughts of dying, but no specific 

plan or intent, e.g., “If I got hit by a bus, I wouldn‟t care,” “I‟d 

like to go to sleep and never wake up”)  

1  2  3  

Severe (Clear suicidal plan or intent; suicidal gesture, e.g., taking 

a few sleeping pills)  

3  3  4  

Very Severe (Attempts at suicide)  4  4  4  

 

 

Frequency is based on the past 7 days  

Absent Not occurring or clinically insignificant  

Occasional Infrequent; less than 3 days; up to 30% of the week  

Much of the time Often; 3 – 5 days; 31% - 75% of the week  

Almost all the time Persistent; 6 – 7 days; more than 75% of the week  

 

 

FREQUENCY 

4. INSOMNIA EARLY (Time to first 

falling asleep)  

Absent or clinically 

insignificant  

Occasional  Much of the 

time  

Almost all the 

time  

Absent  0  

Mild (30 – 59 minutes to fall asleep)  0  1  1  2  

Marked (1 hour or more to fall asleep)  1  2  2  

 

FREQUENCY 

5. INSOMNIA MIDDLE (After having fallen 

asleep and until 2 hours prior to usual hour of 

waking)  

Absent or clinically 

insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Absent  0  

Mild (30 – 59 minutes awake)  0  1  1  2  

Marked (1 hour or more awake)  1  2  2  

 

 

 

 

 

 



 

 

FREQUENCY 

6. INSOMNIA LATE (Within 2 hours of usual hour 

of waking) May stay awake during this time frame or 

may return to sleep after full awakening.  

Absent or 

clinically 

insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Absent  0  

Mild (30 – 59 minutes awake)  0  1  1  2  

Marked (1 hour or more awake)  1  2  2  

 

 

Frequency is based on the past 7 days  

Absent Not occurring or clinically insignificant  

Occasional Infrequent; less than 3 days; up to 30% of the week  

Much of the time Often; 3 – 5 days; 31% - 75% of the week  

Almost all the time Persistent; 6 – 7 days; more than 75% of the week  

 

 

FREQUENCY 

7. WORK AND ACTIVITIES  

This item assesses loss of interest or pleasure and 

impairment in functioning at work inside and outside the 

home, leisure activities, and family and social 

relationships.  

Absent or 

clinically 

insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Symptom intensity  

Absent  0  

Mild (Some reduction in interest or pleasure but no clear 

impairment in functioning)  

0  1  1  2  

Moderate (Significant reduction in interest or pleasure or clear 

impairment in functioning)  

1  2  3  

Severe (Profound reduction in interest, pleasure,  

and functioning)  

2  3  4  

Very Severe (Unable to work; needs help performing self-care 

activities; unable to function without assistance)  

3  4  4  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Frequency is based on the past 7 days  

Absent Not occurring or clinically insignificant  

Occasional Infrequent; less than 3 days; up to 30% of the week  

Much of the time Often; 3 – 5 days; 31% - 75% of the week  

Almost all the time Persistent; 6 – 7 days; more than 75% of the week 

 

8. PSYCHOMOTOR RETARDATION  

This item assesses retardation in movement and speech observed during interview.  

Symptom intensity  

Absent  0  

Mild (Rate of speech slightly reduced)  1  

Moderate (Rate of speech clearly reduced with noticeable pauses)  2  

Severe (Interview clearly prolonged due to long breaks; all movements very slowed)  3  

Very Severe (Interview cannot be completed, unresponsive)  4  

 

9. PSYCHOMOTOR AGITATION  

This item assesses agitation in motor behavior and speech observed during interview.  

Symptom intensity  

Absent (movements within normal range, e.g., occasionally shifts position in seat)  0  

Mild (Doubtful or slight agitation, mild restlessness, e.g., frequently changing position in seat, foot-tapping, 

playing with hair, hands, or clothes)  

1  

Moderate (Moderate to marked restlessness or agitation, e.g., wringing hands, excessive scratching or picking)  2  

Severe (Cannot sit still or stay seated even for a short period of time; pacing)  3  

Very Severe (Interview cannot be conducted)  4  

 

 

 

 

 

 

 

 

 

 

 

 



 

 

FREQUENCY 

10. ANXIETY, PSYCHIC  

This item assesses apprehension, fear, panic, worry, 

as well as irritability.  

Note: Do not rate physical symptoms of panic 

attacks here. Rate in item 11: Anxiety, Somatic.  

Absent or clinically 

insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Symptom intensity  

Absent  0  

Mild (some feelings of worry or irritability)  0  1  1  2  

Moderate (excessive worry or irritability; anxiety causes distress; 

may cause some impairment in functioning)  

1  2  3  

Severe (pervasive worry or dread; fearing the worst; 

apprehension obvious in demeanor or behavior; significant 

impairment in functioning; feelings of panic)  

2  3  4  

Very Severe (incapacitating)  3  4  4  

 

 

Frequency is based on the past 7 days  

Absent Not occurring or clinically insignificant  

Occasional Infrequent; less than 3 days; up to 30% of the week  

Much of the time Often; 3 – 5 days; 31% - 75% of the week  

Almost all the time Persistent; 6 – 7 days; more than 75% of the week 

 

  

FREQUENCY 

11. ANXIETY, SOMATIC  

This item assesses physical symptoms 

associated with anxiety.  

Absent or clinically 

insignificant  

Occasional  Much of the 

time  

Almost all the 

time  

Gastrointestinal (dry mouth, gas, indigestion,  

Diarrhea, constipation, stomach cramps, belching)  

Cardiovascular (heart pounding or racing)  

Respiratory (sighing, hyperventilation)  

Other (headaches, urinary frequency, sweating,  

Lightheadedness)  

Symptom intensity  

Absent  0  

Mild (some distress)  0  1  1  2  

Moderate (marked distress, may cause some impairment 

in functioning)  

1  2  3  

Severe (significant impairment in functioning)  2  3  4  

Very Severe (incapacitating)  3  4  4  

 



 

 

 

Frequency is based on the past 7 days  

Absent Not occurring or clinically insignificant  

Occasional Infrequent; less than 3 days; up to 30% of the week  

Much of the time Often; 3 – 5 days; 31% - 75% of the week  

Almost all the time Persistent; 6 – 7 days; more than 75% of the week  

 

 

FREQUENCY 

12. LOSS OF APPETITE (SOMATIC 

SYMPTOMS, GASTROINTESTINAL)  

This item assesses appetite (i.e., hunger, desire, 

enjoyment of food).  

Note: Do not rate other gastrointestinal symptoms 

here. Rate in item 11: Anxiety, Somatic.  

Absent or clinically 

insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Symptom Intensity  

Absent  0  

Mild (Some loss of appetite but eating without 

encouragement; less interest or pleasure in eating)  

0  1  1  1  

Marked (Marked loss of appetite, very little interest or pleasure 

in eating (e.g., forcing self to eat))  

1  2  2  

 

FREQUENCY 

13. SOMATIC SYMPTOMS, GENERAL  

This item assesses tiredness, loss of energy, fatigue, 

and muscular aches and pains.  

Absent or 

clinically 

insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Symptom Intensity  

Absent  0  

Mild (mild tiredness, loss of energy, fatigue, feelings 

of heaviness in limbs or being weighted down, or 

muscular aches or pains)  

0  1  1  1  

Marked (prominent tiredness, loss of energy, fatigue, feelings of 

heaviness in limbs or being weighted down, or muscular aches or 

pains)  

1  2  2  

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Frequency is based on the past 7 days  

Absent Not occurring or clinically insignificant  

Occasional Infrequent; less than 3 days; up to 30% of the week  

Much of the time Often; 3 – 5 days; 31% - 75% of the week  

Almost all the time Persistent; 6 – 7 days; more than 75% of the week  

 

14. SEXUAL INTEREST (GENITAL SYMPTOMS)  

This item assesses loss of interest or pleasure in sex; not amount of activity or sexual performance  

Symptom Intensity  

Absent  0  

Mild (Some loss of interest or pleasure)  1  

Marked (Marked loss of interest or pleasure)  2  

 

FREQUENCY 

15. HYPOCHONDRIASIS  

This item assesses unjustified preoccupation with 

having a general medical illness regardless of whether 

it is present or not.  

Absent or 

clinically 

insignificant  

Occasional  Much of 

the time  

Almost all 

the time  

Symptom intensity  

Absent  0  

Mild (preoccupation with bodily functions and 

sensations, but no concerns about a specific illness)  

0  1  1  2  

Moderate (Excessive or unrealistic worry about having an illness, 

e.g., “I worry that these headaches are from a brain tumor.”)  

1  2  3  

Severe (Strong unrealistic conviction of having an illness, e.g., “I 

am convinced I have cancer”)  

2  3  3  

Very Severe (Somatic delusions or hallucinations, e.g., “My 

insides are rotting”)  

4  4  4  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Frequency is based on the past 7 days  

Absent Not occurring or clinically insignificant  

Occasional Infrequent; less than 3 days; up to 30% of the week  

Much of the time Often; 3 – 5 days; 31% - 75% of the week  

Almost all the time Persistent; 6 – 7 days; more than 75% of the week 

 

16. LOSS OF WEIGHT  

Rate A or B, but not both.  

Do not rate weight loss due to dieting and non-depression-related circumstances, e.g., weight loss due to general 

medical conditions.  

 

A. When rating by history  

 

Compare to premorbid weight when rating at  

baseline; compare to previous visit if rating at  

follow-up  

No weight loss  0  

Probable weight loss  1  

Definite weight loss  2  

 

B. When actual weight changes are measured  

Guidelines provided below apply to individuals  

Who are of average weight  

 

Less than 1 lb. (.5 kg) loss per week since last visit  0  

1-2 lb. (.5 – 1 kg) loss per week since last visit  1  

More than 2-lb (> 1 kg) loss per week since last  

visit  

2  

 

If a person were still under their premorbid weight at a follow-up visit, they would carry forward their previous 

score, even if they have not lost additional weight (assuming that they have not gained any weight back).  

[For a person who has previously been given points for weight loss and has begun to gain weight, use the 

conventions above to decrease previous score, e.g., 1 - 2 lb. weight gain  

(.5 – 1 kg) would lower a 2 to a 1, or a 1 to a 0; a greater than 2-lb (> 1 kg) weight gain would reduce a 2 or a 1 to a 

zero.]  

17. INSIGHT  

This item assesses pathological denial of illness. Do not consider denial that reflects cultural norms.  

Any recognition of depressive symptoms, with or without attribution to any cause, e.g., “I‟m depressed because 

my partner always argues with me.”  

0  

Denies illness but accepts possibility of being ill, e.g., “I don‟t think there‟s anything wrong, but other people 

think there is.”  

1  

Complete denial of having any illness, e.g., “I‟m not depressed; I‟m fine.”  2  

 



 

 

Brief Symptom Inventory 

 

Instructions: 

Read each item carefully and indicate the answer that best describes how much that 

problem has distressed or bothered the participant during the past 7 days including 

today. Do not skip any items. If they change their mind, change your first mark and then fill 

in their new choice. 

 

0 = Not At All, 1 = A Little Bit, 2 = Moderately, 3 = Quite A Bit, 4 = Extremely 

 
HOW MUCH WERE YOU DISTRESSED BY: 
 
1. Nervousness or shakiness inside  
2. Faintness or dizziness 
3. The idea that someone else can control your thoughts  
4. Feeling others are to blame for most of your troubles  
5. Trouble remembering things  
6. Feeling easily annoyed or irritated  
7. Pains in heart or chest 
8. Feeling afraid in open spaces or on the streets  
9. Thoughts of ending your life 
10. Feeling that most people cannot be trusted  
11. Poor appetite 
12. Suddenly scared for no reason 
13. Temper outbursts that you could not control  
14. Feeling lonely even when you are with people  
15. Feeling blocked in getting things done  
16. Feeling lonely 
17. Feeling blue 
18. Feeling no interest in things  
19. Feeling fearful 
20. Your feelings being easily hurt 
21. Feeling that people are unfriendly or dislike you  
22. Feeling inferior to others  
23. Nausea or upset stomach 
24. Feeling that you are watched or talked about by others  
25. Trouble falling asleep 
26. Having to check and double-check what you do  
27. Difficulty making decisions 
28. Feeling afraid to travel on buses, subways. or trains  
29. Trouble getting your breath  
30. Hot or cold spells 
31. Having to avoid certain things, places, or activities because they frighten you  
32. Your mind going blank 
33. Numbness or tingling in parts of your body 
34. The idea that you should be punished for your sins  



 

 

35. Feeling hopeless about the future  
36. Trouble concentrating 
37. Feeling weak in parts of your body  
38. Feeling tense or keyed up  
39. Thoughts of death or dying 
40. Having urges to beat, injure, or harm someone  
41. Having urges to break or smash things  
42. Feeling very self-conscious with others 
43. Feeling uneasy in crowds, such as shopping or at a movie  
44. Never feeling close to another person 
45. Spells of terror or panic 
46. Getting into frequent arguments  
47. Feeling nervous when you are left alone 
48. Others not giving you proper credit for your achievements 
49. Feeling so restless you couldn't sit still 
50. Feelings of worthlessness 
51. Feeling that people will take advantage of you if you let them 
52. Feelings of guilt 
53. The idea that something is wrong with your mind 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

DAS 

 

 Totally 

Agree = 3 

Agree Very 

Much = 2 

Agree 

Slightly = 1 

Neutral = 0 Disagree 

Slightly = -1 

Disagree Very 

Much = -2 

Totally 

Disagree = -3 

1. It is difficult to be happy unless one is good 

looking, intelligent, rich, and creative.        

2. Happiness is more a matter of my attitude 
towards myself than the way other people feel 

about me. 

       

3. People will probably think less of me if I make a 

mistake. 
       

4. If I do not do well all the time, people will not 

respect me. 
       

5. Taking even a small risk is foolish because the 

loss is likely to be a disaster.   
       

6. It is possible to gain another person‟s respect 

without being especially talented at anything.   
       

7. I cannot be happy unless most people I know 

admire me. 
       

8. If a person asks for help, it is a sign of weakness.          

9. If I do not do as well as other people, it means I 

am an inferior human being.   
       

10. If I fail at my work, then I am a failure as a 

person.   
       

11. If you cannot do something well, there‟s little 

point in doing it at all.   
       

12. Making mistakes is fine because I can learn 

from them.   
       

13. If someone disagrees with me, it probably 

indicates he does not like me.   
       

14. If I fail partly, it is as bad as being a complete 

failure.   
       

15. If other people know what you are really like, 

they will think less of you.   
       

16. I am nothing if a person I love doesn‟t love me.          

17. One can get pleasure from an activity regardless 

of the end result.   
       

18. People should have a reasonable likelihood of 

success before undertaking anything.   
       

19. My value as a person depends greatly on what 

others think of me.   
       

20. If I don‟t set the highest standards for myself, I 

am likely to end up a second-rate person.   
       

21. If I‟m to be a worthwhile person, I must be 

truly outstanding in at least one major respect.   
       

22. People who have good ideas are more worthy 

than those who do not.   
       

23. I should be upset if I make a mistake.          

24. My own opinions of myself are more important 

than others‟ opinions of me.   
       

25. To be a good, moral, worthwhile person, I must 

help everyone who needs it.   
       

26. If I ask the question, it makes me look inferior.          



 

 

27. It is awful to be disapproved of by people 

important to you.   
       

28. If you don‟t have other people to lean on, you 

are bound to be sad.   
       

29. I can reach important goals without slave-

driving myself.   
       

30. It is possible for a person to be scolded and not 

get upset.   
       

31. I cannot trust other people because they might 

be cruel to me.   
       

32. If others dislike like you, you cannot be happy.          

33. It is best to give up your own interests in order 

to please other people.  
       

34. My happiness depends more on other people 

than it does on me.   
       

35. I do not need the approval of other people in 

order to be happy.   
       

36. If a person avoids problems, the problems tend 

to go away.   
       

37. I can be happy even if I miss out on many of 

the good things in life.   
       

38. What other people think about me is very 

important.   
       

39. Being isolated from others is bound to lead to 

unhappiness.   
       

40. I can find happiness without being loved by 

another person.   
       

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 

 
HOW OFTEN 
in the past month? 

HOW PLEASANT 
was it or would it 
have been? 

Please circle ONE number in EACH 
column for each item 

0 
1 
2 

= Not at all 0 = Not pleasant 
1 = Somewhat 

pleasant 
2 = Very pleasant 

= 1-6 times 
= 7 or more times 

   Circle ONE number  Circle ONE number 

1. Looking at clouds 
 

0 1 2 
 

0 1 2 

2. Being with friends 
 

0 1 2 
 

0 1 2 

3. Having people show an interest 
in what I say 

 
0 1 2 

 
0 1 2 

4. 
Thinking about pleasant 
memories 

 
0 1 2 

 
0 1 2 

5. Shopping  
0 1 2 

 
0 1 2 

6. 
Seeing beautiful scenery 

 
0 1 2 

 
0 1 2 

7. Having a frank and open 
conversation 

 
0 1 2 

 
0 1 2 

8. Doing a job well  
0 1 2 

 
0 1 2 

9. Listening to sounds of nature  
0 1 2 

 
0 1 2 

10. Having coffee, tea, etc., with 
friends 

 
0 1 2 

 
0 1 2 

11. Thinking about myself  
0 1 2 

 
0 1 2 

12. 
Being complemented or told I 
have done something well 

 
0 1 2 

 
0 1 2 

 

California Older Person's Pleasant Events Schedule  



 

 

 
HOW OFTEN 
in the past month? 

HOW PLEASANT 
was it or would it 
have been? 

Please circle ONE number in EACH 
column for each item 

0 
1 
2 

= Not at all 0 = Not pleasant 
1 = Somewhat 

pleasant 
2 = Very pleasant 

= 1-6 times 
= 7 or more times 

   Circle ONE number  Circle ONE number 

13. Doing volunteer work 
 

0 1 2 
 

0 1 2 

14. Planning trips or vacations 
 

0 1 2 
 

0 1 2 

15. Kissing, touching, showing 
affection 

 
0 1 2 

 
0 1 2 

16. Being praised by people I admire 
 

0 1 2 
 

0 1 2 

17. Meditating 
 

0 1 2 
 

0 1 2 

18. Listening to music 
 

0 1 2 
 

0 1 2 

19. 
Seeing good things happen to 
family or friends 

 
0 1 2 

 
0 1 2 

20. 
Collecting recipes 

 
0 1 2 

 
0 1 2 

21. 
Doing a project my own way 

 
0 1 2 

 
0 1 2 

22. 
Seeing or smelling a flower or 
plant 

 
0 1 2 

 
0 1 2 

23. Saying something clearly  
0 1 2 

 
0 1 2 

24. 
Thinking about something good 
in the future 

 
0 1 2 

 
0 1 2 

25. Looking at the stars or moon  
0 1 2 

 
0 1 2 

California Older Person's Pleasant Events Schedule 



 

 

 

 

Please circle ONE number in EACH 
column for each item 

HOW OFTEN 
in the past month? 

0 = Not at all 

HOW PLEASANT 
was it or would it 
have been? 

0= Not pleasant 

1 = 
2 = 

1-6 times 
7 or more times 

1 = Somewhat 
pleasant 

2 = Very pleasant 

  Circ
le 

 ONE number  Circle ONE number 

26. Being told I am needed 
 

0 1 2 
 

0 1 2 

27. Working on a community project 
 

0 1 2 
 

0 1 2 

28. Complimenting or praising 
someone 

 
0 1 2 

 
0 1 2 

29. Watching a sunset 
 

0 1 2 
 

0 1 2 

30. Thinking about people I like 
 

0 1 2 
 

0 1 2 

31. Completing a difficult task 
 

0 1 2 
 

0 1 2 

32. Amusing people 
 

0 1 2 
 

0 1 2 

33. Baking because I feel creative 
 

0 1 2 
 

0 1 2 

34. Reading literature 
 

0 1 2 
 

0 1 2 

35. Being with someone I love 
 

0 1 2 
 

0 1 2 

36. Having an original idea 
 

0 1 2 
 

0 1 2 

37. Having peace and quiet 
 

0 1 2 
 

0 1 2 

38. Listening to the birds sing 
 

0 1 2 
 

0 1 2 

39. Making a new friend 
 

0 1 2 
 

0 1 2 

California Older Person's Pleasant Events Schedule 



 

 

 

 

 

 

 
HOW OFTEN 
in the past month? 

HOW PLEASANT 
was it or would it 
have been? 

Please circle ONE number in EACH 
column for each item 

0 
1 
2 

= Not at all 0 = Not pleasant 
1 = Somewhat 

pleasant 
2 = Very pleasant 

= 1-6 times 
= 7 or more times 

  Circle ONE number  Circle ONE number 

40. Being asked for help or advice 
 

0 1 2 
 

0 1 2 

41. Bargain hunting 
 

0 1 2 
 

0 1 2 

42. Reading magazines 
 

0 1 2 
 

0 1 2 

43. Feeling a divine presence  
0 1 2 

 
0 1 2 

44. 
Expressing my love to someone 

 
0 1 2 

 
0 1 2 

45. Giving advice to others based on 
past experience 

 
0 1 2 

 
0 1 2 

46. 
Solving a problem, puzzle, 
crossword 

 
0 1 2 

 
0 1 2 

47. Arranging flowers  
0 1 2 

 
0 1 2 

48. Helping someone 
 

0 
 

2 
 

0 1 2 

49. Getting out of the city (to the 
mountains, seashore, desert) 

 
0 1 2 

 
0 1 2 

50. 
Having spare time 

 
0 1 2 

 
0 1 2 

51. 
Being needed 

 
0 1 2 

 
0 1 2 

52. 
Meeting someone new of the 
same sex 

 
0 1 2 

 
0 1 2 

California Older Person's Pleasant Events Schedule 



 

 

 
 

 

 
HOW OFTEN 
in the past month? 

HOW PLEASANT 
was it or would it 
have been? 

Please circle ONE number in EACH 
column for each item 

0 
1 
2 

= Not at all 0 = Not pleasant 
1 = Somewhat 

pleasant 
2 = Very pleasant 

= 1-6 times 
= 7 or more times 

   Circle ONE number  Circle ONE number 

53. Exploring new areas 
 

0 1 2 
 

0 1 2 

54. Having a clean house 
 

0 1 2 
 

0 1 2 

55. Doing creative crafts 
 

0 1 2 
 

0 1 2 

' 5 Going to church 
 

0 1 2 
 

0 1 2 

57. Being loved 
 

0 1 2 
 

0 1 2 

58. Visiting a museum 
 

0 1 2 
 

0 1 2 

59. Having a daily plan 
 

0 1 2 
 

0 1 2 

60. Being with happy people 
 

0 1 2 
 

0 1 2 

61. Listening to classical music 
 

0 1 2 
 

0 1 2 

62. Shopping for a new outfit 
 

0 1 2 
 

0 1 2 

63. Taking inventory of my life 
 

0 1 2 
 

0 1 2 

64. Planning or organizing 
something 

 
0 1 2 

 
0 1 2 

65. Smiling at people 
 

0 1 2 
 

0 1 2 

66. Being near sand, grass, a 
stream 

 
0 1 2 

 
0 1 2 

 



 

 

Cognitive Behavioral Therapy Knowledge Test 
 

T F 1. According to cognitive behavior therapy, all your moods are 
created by your thoughts and behaviors. 

T F 2. Learning to overgeneralize is helpful in overcoming depression. 

T F   3. Name-calling helps to provide a stable, mature life. 

T F 4. Writing down your automatic negative thoughts will cause you 
to become more depressed. 

T F 5. If a person criticizes you or verbally attacks you, it is best to 
ask for more specific details. 

T F 6. Name-calling is a good way to deal with anger. 

T F 7. There is no universal or absolute fairness or justice. 

T F 8. Viewing yourself as a bad person will help you correct bad 
behavior. 

T F 9. To understand your depression, becoming aware of your 
feelings and behaviors is important.  

T F 10. It is terrible if someone disapproves of you. 

T F 11. Human worth is a made up concept and does not actually 
exist. 

T F 12. The only way you can lose self-esteem is by thinking unhelpful 
thoughts about yourself.  

T F 13. Busy people cannot be depressed. 

T F 14. Doing less can make you more depressed, and being more 
depressed can make you do less. 

T F 15. Tracking your activities may make you more depressed. 

T F 16. Doing pleasant activities can balance your everyday living 
activities. 

T F 17. An example of passive relaxation is listening to music 

T F 18. When you problem-solve you should pick the first solution that 
comes to mind. 

T F 19. The Broken-record technique is when you skip from topic to 
topic. 

T F 20. Forming a picture in your mind about a stressful event can help 
you prepare for it. 

 
 



 

 

Measure of Intervention Benefit 
 

**INSTRUCTIONS:     On a scale of 1-5, assign a score to each statement. 
1 = Definitely Disagree 
2 = Disagree Somewhat 
3 = Neither Disagree or Agree 
4 = Somewhat Agree 
5 = Definitely Agree 

SCORE 

1. This program was easy to use.  

2. The techniques in this program were easy to learn.  

3. I enjoyed using this program.  

4. This program was useful for learning techniques to improve my 
mood. 

 

5. I would recommend this program to someone experiencing 
depression. 

 

 
Additional Comments: 

 
 



 

 

 

 

 

TOUCH THIS TO GO BACK 

TO THE SESSION 

Sessions 7-9 Review 
Question1: The “Stop” technique can be used to stop excessive thinking. 

Answer: True - When you are “stuck” on a particular thought that is distressing you, you can use this technique break out of the cycle. 

Question2: When “brainstorming” it is important to consider if your ideas are good or not. 

Answer: False - When you “brainstorm” possible solutions it is important to simply list as many as you can think of.  Determining how 

good the solutions are is a later step. 

Question3: When you problem-solve you should pick the first solution that comes to mind. 

Answer: False - Pick the solution after “brainstorming”, ranking the solutions, and rewriting your list of solutions according to your 

rankings.  The solution you pick should be the first one on your list after these steps are taken. 

Question4: Assertive communication is respectful to both your rights and the other person‟s rights. 

Answer: True - Assertiveness is not passive (not respecting your rights) and it is not aggressive (not respectful of others‟ rights).  It is a 

balance of both. 

Question5: The “Broken-record” technique is when you skip from topic to topic. 

Answer: False - When doing this technique it is important to keep focused on one goal or topic.  This topic is stated repeatedly to the other 

person as needed. 

 

 

 

 

 

 

 

 

Sessions 4-6 Review 
Question1: Writing down your automatic negative thoughts will cause you to become more depressed. 

Answer: False - Writing down your automatic negative thoughts is simply a way to identify what you are already thinking about an event.  

This will allow you to challenge those thoughts and replace them with helpful ones.  The result will be a better mood. 

Question2: An example of passive relaxation is listening to music. 

Answer: False - Listening to music by itself is not passive relaxation.  Passive relaxation is when you become calm and slowly suggest to 

each of your muscle-groups one by one to become relaxed.  You can play relaxing music while you do this if it helps you become calm. 

Question3: Doing pleasant activities can balance your everyday living activities. 

Answer: True - It is important to do pleasant activities so that we do not feel like our day is filled with “have-to” activities. 

Question4: Doing less can make you more depressed, and being more depressed can make you do less. 

Answer: True - This goes back to the relation between your thoughts, behaviors and emotions.  Each can affect the other in both negative 

and positive ways. 

Question5: Tracking your activities may make you more depressed. 

Answer: False - Tracking you activities is a way to see what you are doing throughout the day or week and how those activities match with 

your thoughts and emotions.  This tracking can let you see what activities you can do more of in order to improve your mood. 

 

 

Sessions 1-3 Review 
Question1: According to Cognitive Behavior Therapy, all your moods are created by your thoughts and behaviors. 

Answer: True - According to CBT your mood comes from your thoughts about an event and the behaviors that you do.  Your thoughts and 

behaviors affect can affect one another.  If your thoughts are unhelpful, this can lead to a negative spiral leading to a worse mood. 

Question2: To understand your depression, becoming aware of your feelings (or emotions) and behaviors is important. 

Answer: True - Being able to identify your feelings about an event and what behaviors you are doing helps you see what events are causing 

you distress and if your thoughts are unhelpful. 

Question3: Our “automatic” thoughts about an event are always correct. 
Answer: False - Your automatic thoughts are what you immediately think about an event that has happened to you.  Often these thoughts, 

because they are so fast, are incorrect.  That is why it helps to slow-down and do an unhelpful thought diary to determine if your thoughts 

are unhelpful or not. 

Question4: Learning to over-generalize is helpful in overcoming depression. 
Answer: False - Over-generalization is taking a little information about an event and using it to make assumptions about other unrelated 

events.  This can cause your mood to become worse. 

Question5: Name-calling is a good way to deal with anger. 

Answer: False - This is a form of unhelpful, negative thinking.  It can cause your mood to become worse when you attach a label to either 

yourself or someone else. 

 
 

 


